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1 PREAMBLE

This report was prepared in accordance with the requirements of the Casino
Community Benefit Fund Round 3 funding agreement to conduct and evaluate an
inpatient and outpatient clinical research service for problem gamblers in the

. geographical region of metropolitan Sydney covered by the South Western Sydney

Area Health Service.

 The project included a number of proposed research studies. The objective of these

studies were to provide empirical data on the efficacy and effectiveness of specific

' treatment i interventions for problem gamblers, the effectiveness of anti-depressant

medication in the management of suicidality and the identification of key
personality, demographic and chmcal characteristics that mdy represent predictors of

treatment outcome.
The aim of the overall project was o obtain empirical evidence on various aspects of

the clinical management of pathological gamblers that would assist in gniding best-

practice approaches to-the development of comprehenswe treatment programs for
problem gamblers and their families in New South Wales. _

Pnnclpal Investigator;

Assoclate Professor Alexander BIaszczynsk: D:rector Impulse Control Research
Clinic, Psychiatry Research and Teaching Unit, School of Psychiatry, University of ‘

_ New South Wales & the South Westemn Sydney Area Health Service.

Research Psycho]oglst. _
Ms. Fiona Maccallum, Souﬂa Western Sydney Area Health Semce

Financial assistance for this project was provided by the New South Wales

Government from the Casino Community Benefit Fund. Funding for an amount of
$114,210 for a two and one-half year period (including extensions) was allocated for

- the er employment of one research psychologist and infrastructure support The project

agreement was signed in Apnl 1998 with the termination date reached in November

'2000




2 EXECUTIVE SUMMARY

Introduction
In the. fast ten years there has been an expansion in the number of specialist

| counseﬂmg services established in response to the recognition of the deleterious

impact of excessive gambling on the welfare and well bemg of certain segments and
individuals in the community. This rise in counselling services occuired in response
to the funding opportunities made available by the New South Wales Government’s
nnplementatlon of the Street Report (1991) recommendation to impose a 2% levy on
casino revenue. In part, the funds generated by this levy were to be specifically
aflocated to set up community services and support agenmes to assist problem

gamblers and their fam1hes

~ As the Productivity Commisman s (1999) report into Australia’s gambling industries

observed, a wide range of counselling services have been implemented each
differing in their theoretical orientation, content and approack to therapy. While
there is a consensus that problem gambling is-a treatable’ condition, Blaszczynskl,
Walker, Sagris and . Dickerson (1999) note that currently there is no single
intervention modality that is the ‘gold standard’ or best practice in the management
of problem gambling. Consequently, there is an lmperauve to conduct systematic
research to evaluate the efficacy and effectiveness of interventions used to assist
problem gamblers and to establish proper guidelines for the development of an
appropriate service delivery model. Jackson, Thomas and Thomason (2000)
emphasise the need for research to examine the efficacy and long-term effectiveness

‘of established programs,  the accessibzhty and the cost-eﬁ‘ecﬁveness of such

programs.

~ The ob_lecnve of ﬁné senes of projects was to evaluate the eﬁ‘eCt!veness of two

popular " treatment interventions for problem gambling and to gain a further
understanding of variables that may predict a posmve response to eounse]]mg and

o treatment
To achieve maximum beneﬁt, the type of treatment offered should suit the needs of

the client. Another aim of the pro;ect was to assist counsellors match client
charactensucs to a particular intervention in order to maximise the effectiveness of

t‘eahnent

(Note: The Peiformance-Indicetors_ as enumerated in the Agreement document have

been fe—-erdered in the body of the report to improve the logical flow of the report.)
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Peﬂ‘brm’ance Indicator 1: The effectiveness of the resideéntial program to
. manage pathological gamblers suffering psychnatnc d:sorders and tlmse in

crisis situations

[ ' One purpose of this project was to establish a residential program for
) ' pathologlcal ga.mblers with serious comorbid psychiatric disorders and for
- ' - those in a crsis situation where admission into a hospltal unit to manage
I . S smmdalnskmayberequued .

e In the course of the project it became evident that the demand for a
[ - - . residential program was less than anticipated.

L - 7 Few paﬂaologlcal gamblers fulﬁlled the clinical requlrements justifying
[ | admission into hosp1ta1

: - An analysis of cases presenting for treatment indicated  that-
0 - palhologlcal gamblers with a comorbid psychiatric disorder or at-risk
' ' ' for -suicidality had already received treatment for such conditions pnor

to their referral to the specialist gambling program. -

~ In 2 small proporﬁon of cases, it was noted that clients declined to enter
a gambling program following resolution of their comorbid psychiatric -
disorder or suicidal risk ~Gambling appeared to be'a secondary

symptom of a primary psychlainc disorder.

[ : a
o o There does not appear to be a strong need for the estabhshment ofa
residential based problem gambling program. Comorbid conditions, in

particular suicidality, should be managed and stabilised before specific
interventions for problem gambling can be implemented or continued.

itive behavioural treatment

Performance Indicator 2: The eﬁ'echveness of cog:

3 Cognitive behavioural therapy is increasingly becoming the treatment of
- - choice for problem gambling In terms of treatment, the effectiveness of only -
P | two  psychological interventions, cognitive ~therapy and imaginal
o  desensitisation, is supported by empirical evidence based on controfled
randomlsed outcome studies with long-term follow-up. S

_The results of ﬂns project are consistent with and reinforce the ﬁndmgs of
other studies that a substantial minority of clients refuse to enter treatment or
dropout during the course of a program. The atfrition rate for the pmject was

. '33.8%. ,

v .




Importantly, dissatisfaction with treatment may not be the predominant reason

" for clients dropping out from a program. Slightly less than two thirds (61%),

indicated that they felt able or wanted to cease gambling without further
assistance. or unable to attend because of extenal commitments.
Approximately a quarter of the sample felt the treatment format was not

suitable for them.
One month follow-up data was available on 93% of clients who completed
treatment. Six month and twelve month follow-up data is continuing to be
collected S '

. Cognitive therapy resulted in 76% of chents reporlmg a SIgmﬁcant
mpmvexnentmthelr gambling behaviour.

o The br_eakdown by level of i unprovement is as folldws_:

49% reported abstinence or controlled gambling.
27.9% showed mgmﬁcant reduction in gambhng reporting only one

to two episodes of excessive gambling.
e 23.6% of clients failed to respond by commumg to engage in

uncontrolled gambling.

Chmc:ans showed a tendency to rate clients as having a better response fo

treatment as compared to psychometric measures, which showed lower levels
of overall improvement. Clinicians rated 80% of clients as showing a
moderate to sxgmﬁcant mprovement. This suggests that counsellors exhibit a

- positive bias in evaluanng response rates by reporting mﬂated outcome
- success.

At snx-months 77% of clients were rated as improved. Although the sample
size is small and data collection is continuing, prehmmary ﬁndmgs suggest

‘that gains are maintained over the longer term

There were no significant differences between the three treatment conditions in
terms of dropout rates, gambling behaviour and ‘continued gamblmg-related

problems at the one-month follow-up

There were no d:ﬁ”erences in outcome across different treatment interventions.

Gambling problems were found to have decreased following treatment with a

home-based imaginal desensitisation, a six-week group cognitive group
therapy program or a combined sn:—week group 1magma] desenmtlsauon and

g cogmﬂve the:apy program.

The outcome rate achieved by the imaginal desensitisation was s1m11ar to that

reported. in an eadier hospital based mpauent progmm (Blaszczynskl, et al,

1991).
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© The mma! aim of this eomponent of the pro;ect was fo evaluate the

. effectiveness of anti-depressant medication in the treatment of severe and
© . potentially sulcldal pathological gamblers.

L J

10

. Ovemll, the findings indicate that cogniive therapy and imaginal

desensitisation are highly eﬂ‘eclive strategies for problem gambling.

’I'hese findings provide promising signs that a cost-effective home-based
ﬂnagma] desensitisation program may be equa!!y as efficacious as group

cogpitive therapy in reducing problem ganibling, at least in the short-term.

- Consistent with the clinical literature, clients attending the clinic reported mild
depresszve symptomatology and suicidal ideation. Howéver, inonlya

minority of cases did clients reportmg severe levels of disturbance contact our

clinic without having had prior psychiatric or medical contact. This-
unexpected situation posed a number of ethical and practical impediments-to

| conducting the planned study. it was not considered ethically appropriate to
" cease or alter existing medications, and there were too few un-medicated cases

to enable a proper controlled outcome study evaluating the effectiveness of' a
specific anti-depressant medication. In light of this situation the focus of the . .

| investigation shifted towards reviewing relevant information about medication

use and suicidality within the client sample. Thls review mdlcahed that

Depressxve symptomatology was a cominon feature of clients attending the
chmc _ _

Gambhng related depression and suicidal ideation might not be an

~ immediate prompt for clients to seek assistance for their gambling. The
majority of clients in crisis had previous contact with a GP or psychiatrist
and the average recency of ideation was more than one month before

) assmsment

- Suicidal behaviours (i deauon, plans, and attempts) were Iugher among this
sample of treatment seeking gamblers than in the general population -

Females tended to report suicidal ideation over fonger time frame and
intended to use less immediately lethal methods. Males were more likely
.. toreport acute episodes of less specific 1dea110n, but with more -
lmmedlately lethal methods. o -

10
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Pathological gamblers exhibiting Iess serious suicidal 1deat10n should be
considered at risk for suicide. .

Performance Indicator 4: The identification of psy chologg‘ 1 predictors of

- treatment outcome

To maximise treatment effectiveness, identifying predictors of poor
compliance and outcome will assist in the process of determining which clients

| may fail to respond to treatment and/or require additional support and
- assistance.  Gaining an understanding of predictor variables would offer

significant advantages in being able to adapt and match treatment interventions

to individual clients. Improved matching would enhance the hkelihood of a
-successful response to treatment. , : -

e Age and sex may predwt treatment atirition. ’Ihere was a frend for non-

attenders and dropouts being younger and male.

A mumber of variables did not predict outcome:

e Gambling severity as measured by SOGS scores, preuccupaudn, self-

control and urge to gamble, mean debt or gamblmg expendlture did not
predlct aimtlon or u'eatment outcome.

Level of ha‘rmﬁﬂ alcohol use is not re_lated to treatment outcome.

Several variables appeared to predict outcotﬁe:

The relationship between depression and outcome is complex and requires
further study. - .

¢ Beck Depression Inventory scores were associated with poorer outcome
However, a. past history of depression as diagnosed by a psychiatric

mtemew did not show any relauonslnp with outcome.

There does not. appear to be an association between anﬁ-depressant-
. medication and treatment outcome but the caveat of a small sample size
needs to be imposed on this finding. Clients currently prescribed selective
serotonin reuptake inhibitors did not show any different response to
-~ treatment comparedtoﬂlose notrequmng medication. - o

. Trait anxiety is a predlctor of poor response to treatment as is- pre-lreaunent
level of state anxiety. The higher the level of anxiety, the poorer is the -

. response to treatment.

m
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¢ Dysfanctional impulsivity appears to be s1gmﬁcanﬂy predictive of a poor

 response to treatment.

~ Performance Indicators 5 and 6: Personality and other relevant characteristics

of treatment seeking pathological gamblers and the effectiveness of research

into the personality characteristics of pathological gamblers

The primary objective of this component of the grant was to identify specific
personality and other relevant characteristics descriptive of paﬂmloglcal
gamblers. Such knowledge will assist counsellors to apply or modify

interventions to suit the specnﬁc needs of the client.

There is no smgle profile descriptive of problem gamblers as a homogenous
group. The follomng chamctensttcs were found among the sample of chents
seeking treatment: .

286 clients contacted the service between September 1998 and August
2000. There is tio data on how large is the total population of problem
gamblers residing in the catchment area serviced by the South Western .

Sydney Area Health Service.
187 clients attended their scheduled assessment inferview.

There were 121 (64 7%) males and 66 (35.3%) females in this population
of treatment seekmg gamblers _ ,

The average age of clients was 37 years
Male clients tended to be younger than females.

The majority of chents (65%) were bom in Austraha

"The dlsmbuuon of overseas boin clients ‘was consistent w:th that found i in

the general community in the South Western Sydney region.

Electromc gaming machine players were over represented in the sample. |
Only one client reported problems associated with Internet gambling.,
Problem gamblem clearly meet criteria for diagnosis as pathological

gamblers. This is expected given that high scores were required for
inclusion in the study. The mean South Oak Gambhng Screen score was

117.

-2
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41% of 104 clients administered a psychiatric screen met criteria for an
- affective disorder in the 12 months prior to assessment. The majomy were
classified as single episode major depression.

13
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'3 INTRODUCTION

31 Background

The South Western Sydney Area Health Service prov:des a range of health services
for approximately 700,000 community members residing in six local government
areas: Bankstown, Lidcombe, Fairfield, Campbelttown, Liverpool and
Wingecarribee Shire. The rate of expenditure on electronic gaming machines in

~ clubs and hotels in the region is among the highest in New South Wales.
Tn 1991 the Psychiatry Research and Teaching Unit of the School of Psychiatry,

University of New South Wales and the South Western Sydney Area Health Service
commenced a specialist treatment program for problem gambling. The foundation
for the program originated in earfier work conducted under Associate Professor Neil -
McConaghy at the Behaviour Therapy Unit at the Psychiatric Unit, The Prince of
Wales Hospital, Randwick. This Unit was the first umvers1ty teaching hospital to

offer inpatient treatment for pathological gambiers in Australia and the first to

publish a randomised control treatment outcome study reporting the long term
effectiveness of several interventions; aversive therapy, imaginal desensitisation, in-

vivo exposure and relaxation.

In the mid-1990s, the Impulse Control Disorder Research Clinic was formed to

 research psychological and personality characteristics of a broad range of unpulse

control dlsorders including pathological gambhng

In 1997 financial support was obtained through a Round 3 grant application to the

NSW Casino Community Benefit Fund to establish a research oriented clinical
treatment program for pathological gamblers. _

 In part, the terms of reference for Round 3 were to:

e Fund appropriate research into gambling and the social and economic impact of

gambling on individuals, families and the general community in New South

Wales, and
e To support treatment and rehabilitation services for problem gamblers and their

famihies.

~ The foﬂomng list of minimal performance mdxcators were assoc:ated with the

clinical and research project: -

‘The effectiveness of the residential program to manage paihologfcal gamblers
suffering psychiatric disorders and those in crisis situations

-The eﬁ‘ecuvencss of the cogmttve behavioural treatment techmques in the
management of pathologlcal gamblmg : .

14
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The effectiveness of anti-depressant medication in the treatment of severe and
potentially suicidal impulsive gamblers.

The identification of psychological predictors of treatment outcome.

The effectiveness of research into the personahty charactensncs of pathological

' gamblers

The presentation of the study oufcomes and a ﬁnal report o ﬂle Casino
CommumtyBeneﬁt Fund. . o

Fundmg for an amount of $114,210 for a two and one-half year period ('mcludmg

extensions) was allocated for the .employment of one research psychologist and
infrastructure support to carry out ﬂlese research pI'OjeCtS

Durmg the course of the project, additional important issues or shtﬂs in emphasis
arising from preliminary ana!yses of data were identified and pursued for ﬁlﬂher,
study. :

The following report describes the relevant findings of the van'ous research and
clinical programs in respect to the performance indicators as outlined above. - o

It is the intention of the chief mvéstxgator to continue the stafistical analyses: of the
comprehensive database - compiled on clients and to prepare further arficles for
publication ‘in scientific joumals and presentation to national and international

- conferences. The dissemination of material and knowledge is in accordance with the
. general objective of the grant. - . |

As indicated, the Performance Indicators as enumerated in the original agreement
have been re-ordered to improve the logical flow of the report. -

15
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4 PERSONALITY AND OTHER RELEVANT
CHARACTERISTICS OF TREATMENT SEEKING
PATHOLOGICAL GAMBLERS (PERFORMANCE

INDICATOR 5)

‘4.1 Introduction

Little is Imown about personahty and other reIevam characteristics that may operate

o influence compliance with counselling/ireatment programs and predict the long-
 term successful outcome for pmblem gamblers seeking assistance.

- In the present study, a significant component of the ccunselhngftreannent research
evaluation project was a systematic data collection and assessment procedure. This

data set was required to meet the performance indicators for the research project
designed to describe charactensucs of pathologlcal gamblers and treatment outcome

predictors.

The objective of this component of the project was to investigate putative variables
that may assist counsellors and clinicians to identify speciﬁc characteristics that will -
assist. them in determining which clients will be most likely to enter into, remain in -
and respond well to a program of counselling. Knowledge of such variables will
greatly improve the effectiveness of a treatment intervention by allowing counsellors
to select out vulnerable clients who may require and benefit from additional
individual support and assistance in overcoming their problem gambling.

Blaszczynski (1999, 2000) has postulated a conceptual model that describes the
existence of at least three major subgroups of problem gamblers: non-pathologically
disturbed or ‘nommal’ problem gamblers, emotionally vulnerable gamblers, and -
biologically based impulsive gamblers. The utility of the model lies in its integration
of the complex' and dynamic interaction of ecological, psychophysiological,

| psychological, developmental, cognitive and behavioural components contributing to

the aetiology of the condition. The findamental implication underlying the model is
that .each subgroup follows distinct pathways in developing their problem gambling
condition and that, as a corollary, différent intervention strategies may be reqmred

for mdmduals in the different subgroups

The process of data collection commenced during the initial assessment consultation

interview and continued at various points throughout the contact with the clinic. In
this section of the report the general characteristics of the client sample presenting
for treatment will be described. The relationship between these client characteristics,
other relevant variables, and treatment cutcome is discussed in subsequent sections.
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This research was exploratory in nature and therefore no specific hypotheses were
stipulated. The following section describes the proceduxe emp!oyed for thls

compenent of the clinical research project.

4.2 Procedure

.The initial phase of the project involved the construction of a seml-stmcmred

interview protocol (that included the clinical diagnostic criteria listed in the

~ American Psychiatric - Association’s Diagnostic and Statistical Manual (fourth

edition) (DSM-IV; AP.A., 1994) and battery of psychomeiric measures. A
substantive task of the chmcal psychologist employed under the terms of the Casino
Community Beneﬁt Fund grant' involved the development of this assessment

package.

Currently ﬂlere is no generally accepted standard gamblmg interview schedule
available that is specifically designed to obtain detailed and comprehensive
information on all aspects of a client’s gambling behaviour in the context of a full
clinical case history assessment. Thére are a number of screening instruments used in
chnical and survey settings (South Qaks Gambling Screen, Gamblers Anonymous 20
Questions and the Massachusetts Adolescent Gambling Screen) and minimal data
sets used to collect essential data for corporate planning requirements (Victorian
Department of Human Services). The information elicited by these protocols is
limited in scope and depth and therefore does not suit the clinical assessment needs

. of counsellors

To allow the identification of predictor variables across all domains of personahty,

background history, * life-experiences and psychiatric status, a ~semi-structured
mterview protocol was constructed. This protocol was developed for administration

by an appropriately qualified counsellor/clinician and designed to capture the full
range of demographic and clinical data from which variables of interest could be
exuacwd as indices to predlct and measure response to treatment.

The  interview - contained -items covering such areas as personal and famﬂy :

background history, gambling behaviour, impact of gambling on all domains. of
personal and interpersonal ~finctions, substance use, suicidafity, history of
psyehlamdpsychological dlfﬁculnes and current and past treatmerits. _

The psychomeMc measures. mcIuded in the batte:y are described below (in
alphabetical order). They were selected on the basis of their reliability, validity and

. theoretical relevance to the field of pathological gambfmg shown in other studles

* The measures included in the prqect were the

Alcohol Use Disorders Idenuﬁcauon th (AUDIT Saunders, J., Aasland, 0 :
Barbor, 'I' de la Fuente, J. & Grant, M. (]993) ‘Development of the alcohol use -
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-disorders 1dent1ﬁcat10n test (AUDIT): WHO collaborative prOJect on early
detection of persons with harmful alcohol consumption’, Addiction, 88, 791-
804). The questionnaire is recommended as a brief screening instrument for the

detection of hazardous and harmful levels of alcohol consumption. The widely

used 10 item self-report questionnaire provides ‘an estimate of alcohol
consumption at three levels — non-hazardous harmful and aIcohol dependence

¢ Beck Depression Inven____x_y (BDL Beck, AT& Steer R A (1987) Marmual

Jor the Revised Beck Depression Inventory’, The Psychological Corporation, San
Antonio, Texas). The BDI is a 20 item widely used, reliable and valid self- -report
measure used to assess for the severity of depressive symptomatology.

- Beck Scale for Suicide Ideation (BSS: Beck, AT & Steer, RA. (1993) Beck

Scale for Suicide ldeation, The Psychological Corporation, San Antonio, Texas).

The BSS is a 21 item- self-report instrument used to detect and measure the
severity of suicidal ideation over the previous week. There is no specific cut off
score for suicidality: Increasing scores reflect increasing suicide risk.

Composite _International Diagnostic Interview (CIDI-Auto: World Health
Organization. (1997) ‘Composite International Diagnostic Interview — auto’,

World Health Organization, Geneva). The CIDFauto 12 is a computensed
clinician administered standardised interview that assesses for the presence of a
broad range of mental disorders during the: previous 12 months and provides

. psychiatric diagnoses according to the definitions and criteria of DSM-IV (APA,

1994),

~* Gambling Belief’'s Scale (GBQ: Joukhador, Blaszczynski, & Macca!lum

2000). A 65-item questionnaire confaining statements describing nrauonal
and distorted befiefs about gambling. The statements covered 12 categories,
including “illusions of control”, “superstition” and “entrapment”. Clients
rated their belief in each statement on a five-point scale (0 = not at all, 4 =
very much). Scores are summed to obtain a total scale score. Statements
from each category were placed in random order within the questiennazre ,
The Gambling Beliefs Questionnaire is an insttument that is in its
developmental stage and has been constructed by the authers as an
assessment of common irrational beliefs, cognitive distortions and erroneous
perceptions purportedly held by problem gamblers Such. cognitive belief
structures are regarded as playing a central role in the development and

maintenance of problem gambhng

The scale was developed as a means of assessing the eﬁ‘ectweness of cognltlve
mfervenuons in correcting irrational behefs and erroneous- pereepuons :

Alihough cognitive therapy is one of only two approaches with demonstzated |
efficacy, no study has assessed the ability of cognitive therapy to effect actual

- changes in thinking. The Gamblmg Beliefs Questionnaire, although not presently

18
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validated, has been shown fo distinguish beliefs held between social and problem
gamblers (.Ioukhador Maccallum & Blaszczynsk, 2009) .

The Self-Descriptive Inventory (SDI Dickman, SJ. (1990) ‘Functional and
Dysfunctional Impulsivity; Personality and Cognitive Correlates’, Journal of

Personality and Social Psychology, 58, 95-102). This self- report measure
assesses the personality trait of impulsivity, defined by the author as the tendency :

' to ddliberate less than most people of oqual ability before taking action, and

distinguishes - between functional impulsivity and dysfunctional impulsivity.
Functional impulsivity refers to the tendency of an individual to engage in rapid,
error-prone information processing (i.e., to act with relatively hittle forethought)
when such a strategy is optimal for the sifuation. Dysfunctional lmpulsmty
represents the tendency to engage in rapid, error-prone information processing
because of an inability to use a slower, more methodical approach under general

mrcmnstances

South OaksGambhng Screen (SOGS: Lesieur, HR. & Blume, S.B. (1987) “The
South Oaks Gambling Screen (SOGS): A new instrument for the identification of

pathological gamblers’, American Journal of Psychfatry 9, 1184-87). This 20
item. self-report measure of problem gambling is the most widely used reliable
and valid screening instrument to detect problem gambling. It is a useful
measure - of the severity of problem gamblmg, Modification of the set of
instructions allows for lifetime, twelve and six month estimates of gambling

" level to be obtained. Wording of the questionnaire was altered to reflect

Australian gamblmg forms; for example ‘poker machines’ was subsumted for
‘slot machines®. . , .

Splelberger s State Trait Anxiety Inventogg Form_ Y (STAL Splelberger C.
(1983) State Trait Anxiety Inventory Form Y-I Self-Evaliation Questionnaire,

‘Consulting Psychological Press, Pao Alto, California). This widely used self-
repott scale comprises two separate 20-item scales assessing state and trait
anxiety, respectlvely Scores on both scales can be compared to a normal_

population.

State anxiety refers to current “at the moment” feelings of tension apprehension,
-nervousness, and worry. . Trait anxiety refers to relatively stable individual

differences in anxiety-proneness. On this scale, clients are asked to respond in
terms of how they “generally” feel. The higher the level of trait anxiety the more
Ijkely an individual will be to interpret situations as stressful or threatening. That

* . is, high-trait anxiety individuals are more hkely to be chronically stressed than

fow trait arlxlely mdlwduals
The Structured Clinical Interview for DSM—IV Personahtv storders (First,

' MB,, Gibbon, M, Spitzer, RL, Williams, JBW. & Benjamin, LS. (1997)
- User’s guide for- the Structured Clinical Interview for DSM-IV Axis Il

 Personality Disorders.

Washington, DC: APP Press). The SCID-I is a
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structured clinical interview for assessing the ten DSM-IV (A.P.A., 1994) Axis II

personality disorders as well as Depressive Personality Disorder and Passive-
- Aggressive Personality Disorder. The SCID-II interview was used in conjunction
. with the self-report screen SCID-II Personality Questionnaire.

It is important to note that there were revisions and modifications made to items in
the semi-structured gambling interview schedule in the early stages of the protocol’s
development and use. In addition, the suicidality measures were mcorporated after

the data collection commenced in response to further issues identified in the course

of the study. As a result, not all clients completed the all measures outlined above.

* This accounts for some missing data and the variation in sample sizes reported in the

statistical analyses. The relevant sample sizes are hsted in the tables and text where
necessary 7

43 Client database

The systematic data collection on clients attending the clinic commenced in
September 1998 and continued until client recruitment ceased in August 2000. The
clinic maintained a contact database of all calls made to the clinic by clients
expressing interest or seeking information for themselves about the services offered.

Although assessed and managed by the service, a number of additional clients were
not included. in the contact database or the clinical research project. These were
clients referred specifically -for medico-legal assessment in relation to alleged
offences committed in respect to their gambling behaviour, those referred directly
and specifically as private patients to A/Professor Alex Blaszczynski, or persons
seeking information, guidance and advice for the management of a family member
with problem gamblmg These client contacts do not appear in the figures listed

below. _ _ _
During the 24-month period a total of 286 problem gamblers teiephoned the clinic

 with an enquiry regarding treatment. The client contact database indicated that 76

clients contacted the service and made an appointment but for unknown reasons did

not attend their scheduled interview. An additional 23 clients telephoned the service
for information regarding the service but elected not take any steps to arrange an
appointment for & varicty of reasons, including the waiting time being too long, or

that information was being sought on behalf of a fiiend or significant other. It was

not possible to obtain any substantive data on this cohort of pmblem gamblers.

A total of 187 problem gamblers contacted the service, made an appomtment and
attended the initial assessment consultation during which they completed the semi-

structured gambling interview. This figure indicates that 71% of the clients who

made an appointment kept that appointment, a rate that compares very well to the
50% to 80% range of attendance rates reported by Iackson, Thomas and 'Ihomason'

(2000) for Victorian counsellmg semces
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4.4 Results

This section prowdes a descnptlon of the demographic and personahty
characteristics found among the sample of 187 probilem gamblers attending the

service for treatment.
¢ Demographics .

4411 Sex distribution
There were 121 (64.7%) males and 66 (35.3%) females included in this 'sa,mme. This

sex ratio is consistent with the trend observed in the majority of the literature

describing the relative distribution of males and females in clinical samples.

It is intereéﬁhg to note that the reported gendér ratio in the decade of the1980s was
heavily biased toward males with a ratio of approximately 9:1 males to females. The
recent marked shift toward a more equitable ratio of 3:1 males to females could

mdxcate that:

e More females are experiencing gambling problems as a result of changes in the
socio-political climate promoting the expansion of gambling in the community.
More females are now being identified as experiencing gambling problems by

~ family. members due to the effectiveness of community education campaigns
highlighting the impact of problem gambling on families and individuals. _
More females are prepared to enter treatment in response to mcreased awareness

_ of service availability.

Itis hkely that combination of all three of the above has led to the observed changes_
in the relative distribution of male and female problem. gamblers in the commumty :

and in treatment seeking populatlons

4412 Age

Clients had a mean age of 37.1 years (standard deviation (SD)= 10.9 years) Male
clients (mean M) = 34.5 year, SD = 9.8) were found to be significantly younger than

female clients (M. = 41.9, SD = 11.1) (F (1,186) = 21.9, p < .001). The age range

extended from 18 years to 71 years. It should be noted that the clinic is directed

| toward the provision of services for adults defined as a person over the age of 18
years. However, the policy was adopted that adolescents aged 16 years or 17 years

complaining of problem gambling behaviours would be assessed and treated within

-
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the facility. There were no instances of adolescents actually coming in for treatment
although there were a number of inquiries from parents expressing concern over the

gambling behaviour of children under age 18 years.
The distribuﬁon of ages of clients éttent_iing the service is presented in the Table 1.

Table 1: Distribution of clients according to age and sex

Age - Total . Males Females
: - n=187 . - m=1]121 n=66
B (%) n(%) n (%)
11-20 years . 1 6 62 5@ | 1053
21-30 years 50(26.7) 40 (33.1) 10 (15.2)
31-40 years 63(337) | 47(388) 16 (24.2)
41-50 years 48257 | 24(198) 24 (36.4)
51-60years 16 86) | 3 @5 | 13097
61-70 years 3 (16) 1 (038) 2 (3.0)
| 71-80 years 1 (0.5 1 (08) 0 (00)
Mean age in years - 371 345 419 -
(Standard deviation) .|  (10.9) (9.8) (L.1)
‘ Age range in years i8-71 1871 18-70

A compalison of the difference in the age distribution between the sexes reveals that
a surprising 60% of females were aged 40 years or older compared to only 24% of
- males. At the other end of the age spechum twice as many males as females were

| _aged 30 years or less.

In mterpreﬂng these rwults, it is argued that males are at risk for developmg problem

gambhng in eardy adulthood whereas females are more likely to commence
experiencing difficulties in middle life: These findings can be taken as providing
support for the argument that males and females gamble for different reasons.

Synﬂlesmng the ﬁndmgs reported in the literature in respect to impulsivity and
cognitive distortions, it is argued that male adolescents and young adults are more
prone to risk taking and lmpulsmty gamble for excitement and view gamblmg asa

potential source of mcome.
In contmst, femal&s commence gambhng later in hfe perhaps, as Jacobs (1986) and
others (Blaszczynski & McConaghy, 1989) have suggested, in response to emotional

" stresses associated with changes in home circumstances, loneliness and boredom.
: Iacobs (1986; 1999) has fmmd ewdence that the excitement produced by gamblmg is
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of sufficient intensity to induce a state of dissociation/distraction. Gamblirg is thus
used as a mechanism by which a person can narrow his or her focus of attention and
temporarily escape from emotional stresses. The emotional stresses and anxiety may
relate to changes in mid-life circumstances such as children growing up and leaving
home (empty nest syndrome), lack of purpose and direction in life, and boredom.

| Young females are more risk aversive and, therefore, do not participate as readily as

young males. As noted below, and consistent with this hypothesis, compared to
males there were fewer single but more separated or divorced females represented mn

the sample.

4413 Marital status

Of the total sample, 100 (53.5%) clients stated that they were married or in a defacto
relationship. Twenty-one of these clients (11.2% of the total sample) stated that they
were separated at the time of initial assessment. A further 33.2% (n = 61) reported
that they were single, 10.2% (n = 19) were divorced and 2.1% (n = 4) were
w;dowed Table 2 provides a breakdown of marital status according to gender

Table 2: Marita’l status of clients by sex

[ |

Marital status Total 0 (%)_ M&n(’k_») “Females 1 (%) _
Single - 62(332) | 47(388) 15(22.7)
Martied/Defacto 81(433) | 55(455) 26 (39.4)
Separated 21 (11.2) 13(107) 8(121)
Divorced 19(102) | 5D 14(21.2)
Widowed - - 4@ 1(0.8) 3(4.5)
Totaln(%)| 187(100) | 121(100) |  66(100)

4414 Education

Data on education was available for 175 (93 6%) of the sample. As shown in Table

3 below, 20% of clients left school prior to finishing a level of education equivalerit
to Year 10, 34% left after completing Year 10, 17% afler the Higher School

Certificate, 22% after technical or farther education and 7% completed tertiary
studies.
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~ Table 3: nghwt level of education achieved by clients

Mu%n 7 Total n (%) Males n(.%)‘ ~ Females n (%)
| Primary | 1 43) (0.0) 46T
Secondary: Year9orless | 30(17.1) |  12(104) 18 (30.0)
Year 10/ intormediate 60 (34.3) 38 (33.0) 22 (36.7)
HSC 31(17.7) 25 21.7) 6 (10.0)
TAFE 37@12) | 30069 | 6(100)
University | 13 (7.4) 98 | a7
Totaln(%)| 175 (100) 115(100) 60 (100)

44.1.5 Occupational level

Clients were classified into occupational groups according to the categories listed in
the Australian Bureau of Statistics publication, Australian Standard Classification of
Occupations (second ea}tzan) (1998). This is a skill-based classification system that
encompasses all occupations in the Australian work force. An occupation is defined
as a collection of jobs that are sufficiently similar in their main tasks as to be able to

: be grouped together for purposes of classification.

The lalgest single group of clients (25.5%) represented was not in the workforce
being either unemployed or pensioners. ,

Table 4 below provides a detailed descﬁpuen of the ocazpahonal levels for the total

sample and according to sex. Less than 20% of the sample were from the higher
three occupational groups. The distribution of occupational ratings supports the
observation that gambling is regressive in nature in that it causes problems for those

who can least afford to participate.

24




25

Table 4: Occupational level for clients

' Occupational level | Total n(%) | Malesn(%). | Females n (%)
Manager | 8 (4.4) 7 (6.0) 1 (L5)
Professional 14 (7 10 (8.6) 4 6.1
AssocmteProfesmonal 1 14 (7.7 12 (103) 2 (30
Trades person - 24 (13.2) 24 (20.7) 0 (0
Advanced clerical/sales 20D | o 2 (3.0)
Tntermediate clericalisales - 30 (16.5) 15 (12.9) 15 (22.7)
Intermediate preduction/trans 11 (6.0) 8 (69 3 (46)
Elementary clerical/sales -~ | 12 (6.6) 7 60) 5 (7.6
Labourers & Related 17 (9:3) 13 (11.2) 4 (61)
Unemployed | 47(258) | 18 (15.5) 29(43.9)
Student 3 (L7 2 (17) 105
Total N | 182 (100) | = 116(100) 66 (100)

4416 Ethnicity

For purposes of this ‘study, ethnicity was determined by country of birth. The

Australian Bureau of Statistics publication, Australian Standard Classification of
Countries (SACC) (1998) category for country was used to classify clients. The
SACC’s main classification structure of countries is based on geographical
proximity, similarity in terms of social, cultural, economic and political
characteristics and the location of the country within a single geographic continent.

The majoﬁtyof clients utilising the service were bom in Australia (65%). There
were no identified Aboriginal and Torres Strait Islanders in the sample. Table 5

' presents a breakdown of the birthplace for remaining clients. Clients from Southern

and Eastern Europe and the Middle East represented the two most common countriés
of birth after Australia, with Asian clients obtaining a rank of 5% The proportion of

‘persons born ‘overseas is consistent with that found in the local government area
‘serviced by the clinic, that is, South Western Sydney bounded by Bankstown,

 Liverpool, Fairfield and Ca.mpbelltown
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~ Table 5: Place of Birth for 'Prdblem Gamblers Attending the Clinic

[ Place of Birth Totaln (%) | Malen (%) | ¥emalen (%)

{ Australia 121 (64.7) 75 (62.0) 46 (69.7)
Oceania 10 (5.3) 8 (6.6) 2(3.0)

{ North West Europe 8 4.3) 4 (33) 4(6.1)
Southern & Eastérn Europe 15 (8.0) 10 (8.3) 5(7.6)
North Afiican & Middle East | .13 (7.0) 9 (74) 4¢6.1)
South East Asia 9 (4.8) 5 (4.1) 4(6.1)
North East Asia 1 (0.5) 1 (08) 0(0)
Southern & Central Asia 1 (0.5) 1 (08) 0(0)
Americas : 6 (32) 5 @4.1) 1(1.5)
Sub-Sahara Africa 3 (L6) 325 | 0O

Total | 187(100) | 121(100)- 66 (100)

4.4.1.7 Forms of gambling

~* Poker machine gambling was the main form of problem gambﬁng for 85.0% (n =

158) of the sample. There was a sex bias as shown by the fact that electronic gaming
machines were the preferred form of gambling for a greater proportion of females
(100%; n=66) as compared to males (76 9%; n=93). o

Of the mmanung 23.1% (n = 28) of males, 14. 9% nominated horses, dogs and trots
as. their main problem form, 5.8% nominated casino table games and 0.8% (n = 1
each) nominated Keno or sports betting. Despite the concerns expressed in the media
claiming the potential of Internet gambling to credte problems, only one client
reported lmpaxred control over Internet gambling. | .

In the majonty of cases, problems with multiple forms of gamblmg were the '
exception rather than the rule. Overall, 14.4% of clients (21.5% males and 1.5% of

females) reported experiencing significant problems on more than one form of -

- gambling,

45 Pathological gambling diagnostic criteria

All clients attending the clinic were assessed for their eligibility to participate in the -
project phase designed to evaluate cognitive and behavioural treatments for -

 pathological gambling. As a prerequisite for participation in this study clients were
" required to meet dlagnosuc cntena for paﬂlologlcal gamb]mg R . -
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Oaks Gambling Screen (Lesieur & Blume, 1987). -

27

Two approaches were used to establish a diagnosis of pathological gambling: tﬁe
clinical criteria described in DSM-IV (APA, 1994) and the self-report 20 item South
- The DSM-IV items were

imbedded in the semi-structured gambling interview schedufe.

While questions have been raised regaxding_ the specificity and sensitivity of the
South Oaks Gambling Screen in general population epidemiological studies, for
purposes of the project it was accepted that the measure was developed on a clinical
population and has validity as an index of gambling severity. One further advantage
was that the use of the South Oaks Gambling screen permitted the comparison of our

“results with those reported in other studiés. To reduce the possibility of Type I

errors, the 10-point cut-off threshold recommended for Australian populauons was
used for diagnostic purposes.

Results revealed that at baseline assessment, 95.7% ( = 179) (males = 95%; 0
114: females = 98.5%; n = 65) of the clients met the requisite DSM-IV criteria for

dtagnos1s of pathological gambling.

The mean score obtained by clients on the South Oaks Gamblmg Screen was 11.7
(SD = 3.4). There was no significant difference between males M=121(8D=32)

- and females (M = 11.0, SD =3.7) on this measure.

‘o‘ Psyclnatnc and psychologlcal morbndlty

One hundred and four clients attended a second assessment interview during which
they were administered a semi-structured psychiatric interview schedule (CIDI-auio)
and a battery of psychometric measures. The results of these instruments are
described in the following sections. In reporting these results, findings will be
presented in the following order: psychiatric dlagnoms, psychomemc scores and, -

where relevant, self- ~report data.

To investigate the proportion of chents meeting cntena for major depr&sswn and

other psychiatric disorders, the CIDI-auto was administered at baseline interview.
The CIDI-auto is a standardised interview that assesses for the presence of mental
disorders during the previous 12 months and provides psychiatric diagnoses

accordmg to the definitions and criteria of DSM-IV.

4 511 A_[fectwe dtsorders psychmc dmgnos;s

- * Perhaps the most consistent ﬁndmg in the gambling literature relates to the .
association between problem gambling and mood disorders particularly depression
. (Becona, Lorenzo, del Carmen & Fuentes, 1996; Blaszczynski & McConaghy, 1988;
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Linden, Pope & Jonas, 1986; McCommick & Taber, 1988). However, at least one
study failed to find such an association due perhaps to methodological weaknesses
(Thorson et al, 1994). As noted by the Nationa! Research Council (1999) few studies
have explored for depression using formal diagnostic criteria. Apart from the Linden,
Pope and Jonas (1986) study utilising the Research Diagnostic Criteria to diagnose
major depression and Specker et al’s (1996) study using the Structured Clinical

- Interview Patient version, most studies have relied on psychometric measures such

as the SCL-90 or Beck Depression Inventory to assess depressed mood.

Given the emotional stresses produced by the effects of excessive gambﬁ'ng on an
individual’s financial position, marital relationships, and their attempts to conceal
continued gambling and avoid disclosure of debts and/or criminal offences, the

- finding of depressed mood and anxiety is not surprising.

- However, from a treatment perspective, it is important to determine if:

(a) The depression is a primary condition (precedes the onset of problém gambling)
or whether it represents a secondary symptom produced by the emotional distress
- -associated with the adverse impact of excessive gambling.

| (b) The depression meets psychiatric diagnostic criteria for a major depression.

(c) The namre of the

depression is amenable to psychopharmacological
interventions. o : ,

(d) The severity of depression represents a tisk factor for suicidality.

‘The National Research Council (1999) states that in affective disorders loss of
judgment and excessive gambling may follow the onset of the mood disorder with
the severity of gambling functionally related to the severity of the affective disorder.
ling worsens causing further problems and feeding
back to aggravate the depression. ' - S

It 1s difficult to determine the direction of causabtybetween depression and problein
gambling. In the majority of cases evidence suggests that participation in gambling
is a normative behaviour found among adolescents and young adults. Alihough

features of problem gambling may not emerge until their mid twenties, on' average,

90% of problem gamblers report having participated in gambling before the age of
20 years (Blaszczynski, 1988). McCormick, Taber, Kruedelbach and Russo (1987)
estimated that only 14% of depressed gamblers experienced the onset of depression
prior to the development of problem gambling. However, the reliability of such.
estimates should be drawn into question. Problem gambling is a chronic condition
with an incipient onset. Problem gamblers have difficulty in retrospectively defining
the precise point at which control was lost and its relationship to the emergence of
depressed mood. Gamblers usually recognise or acknowledge that a problem exists
only when confronted with irrefutable evidence or in response to a crisis. Under -
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these circumstances reliance is placed on the recall of dlﬂhse and vague behaviouré |

that often occurred several years previously preventing an accurate determination of

when the depression emerged relative to loss of control over gambling.

~ Irrespective of direction of causality, it is important to ldenhfy and manage treatable
depression suffered by probiem gamblers In this regard, it is imperative that an

accurate diagnosis of depression is made in distinguishing a psychiatric condition
that can be treated effectively with psychological interventions or medication from
other forms of depression that may require alternative interventions. For example, a -
reactive. state of depressed mood, adjustment disorder with deprcssed mood or

dysthymic - disorder may be best managed by improving copmg and stress

management skills and utilising agencies to help deal with the crisis confrommg the
client such as ﬁnanclal counselling. _ |

We were mterested in determining the prevalence of speclﬁc psychiatric affective
disorders that met threshold criteria among the population of clients attending our -
clinic.- The main disorders assessed were major depression, dysthymia and bipolar
disorder. Major depression is characterised by an episode of depressed mood or loss
of interest accompanied by at least four additional listed symptoms: marked weight
loss/gain, sleep distusbance, psychomotor retardation/agitation, fatigue, impaired
concentration and recurrent morbid thoughts. Symptoms must have been present for
at least three weeks. Dysthymic- disorder is characterised by at least two years of
constant depressed mood accompanied by additional depressive symptoms that do
not meet criteria for 2 major depressive episode, while an episode of depression in -

response 1o a psychosocial stressor is labelled an adjuslment disorder with

depression. Bipolar disorder is characterised by the presence of manic episodes wrth
or without an accompanymg depresszve episode.

" As shown in Table 6, results indicated that 41% of clients met crftena for a diagnosis.
of an affective disorder during the 12 months immediately prior to assessment.
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Table 6: Proportion of n = 104 clients meeting CIDI criteria for depression. |

30

CIDI Depression Total Males Females
: . n (%) n (%) n (%)

Major Mild, Single 21 (20.6) 16 (23.5) 5(04.7)
Major Moderate,. Single 7(6.9) 3(4.4) 4(11.8)
Major Moderate, Recurrent 2(1.9) 2(2.9) 0

Major Severe, Single 11 (10.6) 7(10.3) 4(11.1)
Major Severe, Recurrent 1(1) 1(1.5) 0

Dysthymia 11 0 - 12.9)
Bipolar Depressed, severe. 1(1) 0 1(2.9)

An analysis of the sub-type and severity of the affective disorder indicates that only
3% met criteria for recurrent depressive disorder in the last twelve months. Shghﬂy
over a third of the total sample (38%) were classified as a single episode of major
depression with half of these being rated mild and half as either at a moderate or .

severe level of seventy

Dysthymic and blpolar dlsorders were relauvely uncommon representing only 2% of
the total sample. . _ ‘

In the majority of cases (73%), the affective disorder first commenced more than

twelve ‘months prior to coming in for assessment. A quarter of the sample (27%)
reported . the first onset within the immediate 'twelve-month period. prior to
assessment with only two clients reporting its onset within the inonth pnor to ﬂle '

assessment.

Approx1mately half the sample with an aﬁbcuve disorder stated that their most
recent symptoms were experienced in the month prior to the base!me interview. -

| Table Tdescribes the recency of symptoms for the aﬂ'echve disorder expenenced

w:thm the last twelve months.
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Table 7: Recency affective episode in the last twelve months prior to interview

for n = 44 clients
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Recency of CIDI diagnosed Total Males Females
depression o . n=44 n=30 n=14
n (%) n (%) n (%)

Last 2 weeks - 16(36.4) 11 (36.7) 5(35.7)

2 weeks — 1 month 7(15.9) "5(16.6) - 2(14.3)

| 1 month — 6 months 16 (36.4) 11367 | 50357)

6 months — 12 months R 5(11.4) 3(10) - . 2(143)

4.5.1.2 Depras'sion: psychometric data

The Beck Depression Inventory was used to determine severity of self-reported
symptoms of depression. As a group (n = 122), the problem gamblers obtained a
mean score of 16.3 (SD = 9.2), which placed them in the mild to moderate range for
depression. There was a significant sex difference with females (M = 20.1, SD =
10.3) scoring higher, in the moderate.to severe range, as compared to males (M =
14.6, SD = 8) who obtained 2 mean score placing them in the mild to moderate range

for depression.

4.5.1.3 Anxiety disorders: psychiatric diagnosis

The National Research Council (1999) states that there is litfle known about the
association between anxiety disorders and problem gambling. Blaszczynski (1988)

found Spielberger state anxiety scores to be significantly higher among problem - ‘
gamblers in treatment compared to normative data while the anxiety was found in
12% and 28% of subjects in two studies using small samples of problem gamblers

" (Roy, Adinoff, Roehrich, Lamparski, Custer, Lorenz, Barbaccia, Guidotti, Costa &
Linnoila, 1988, Crockford & el-Guebaly, 1998). EREE

Table 8 describes the baseline pdint—prevaience of specific types of anxiety disbrd_ers

_ ineeting psychiatric diagnostic criteria among the sample of problem gamblers.
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Table 8: Prevalence of anxiety disorders at baseline assessment for n =104
chents : _
CIDI diagnosed anxiety Total n (%) | Malen (%) | Female n{(%)
disorders ' ' .
Specific phobias
e Animal 1(1) 0 - 1(2.9)
-« Environment 5(4.9) 2(2.9) 3 (8.6)
* Blood/injury 8(7.8) 2(29 6(17.1)
Social phobia 10 (9.7) 6(8.8) 4(11.4)
| Panic with agoraphobia 2(1.9) 0 2(5.7)
Panic without agoraphobia 329 229 - 129)
‘Generalised anxiety disorder 13 (12.6) 4059 - 9(25.7)
Obsessive compulsive disorder 4(3.9) 1(L5) 3(8.6)
Post traumatic stress disorder 4(3.9) 339 129)

The most commonly reported anxiety disorder was that of generalized anxiety. This

" is an expected finding given that clinically, most gamblers expressed concem and

worry about the possible disclosure. of the extent and nature of their activities
(cambling, debts or crime) and/or locating potential sources of fimds to support their

habit or meet necessary expenses. However, it is reasonable to argue that some

conditions, such as the specific phobias found in 14% of the sample, have at fice
value litie if any relevance to problem gambling. The prevalence rate of anxiety

 matches the rate found in the general population suggesting that there is no over-

mpresentauon of thme conditions.among problem gamblers

Social phobla was found in 10% of the. sample with a shght trend toward females.

The role of social phobia as a precipitant for problem gambling is yet to be clarified.
At face value, it could be argued that some problem gamblers have difficulty at the

' social level. These individuals find that the anonymity and safe social environment

afforded by. casinos, clubs and hotel settings are non-threatening and attractive (in

the sense that they are able to merge unobtmswely into the social background of the

- venue). .
The present ﬂndmg that only 4% of clients met critezié for post traumatic stress
* disorder over the previous twelve months.period is at variance with an earfier report

of a high rate of trauma (29%) in a cohort of Veteran’s Administration problem
gamblers in treatment (McCormick, Taber, Kruedelbach & Russo, 1987). Given the
nature of pauents attendmg a Veteran’s Administration facility, that is, armed forces

'-personne], it is not smpnsmg that trauma appears to be over-represented insucha
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population. Qur finding does not support a hypothesis that trauma was a key
varigble involved in the maimtenance of problem gambling behaviours, howeéver it
should not be ruled out entirely as an actiological factor. It may well be that for some
individuals trauma is instrumental in triggering the development of problem
gambling but that following the amelioration of PTSD other factors are involved in

the persistence of gambling over the fonger term.

4.5.1.4 Anxiety: Psychometric data

"Responses to the Spielberger State Trait Anxiety Iﬁvéntoxy confirmed the presence

of high levels of state and trait anxiety among clients (see Table 9). In terms of trait
levels of amnety, elevated scores on the STAL-Y indicated that clients were generally

more anxious as a group than 80% of the populaucn ‘At time of completmg the
STALY, immediately prior to oommencmg treatment, females ‘obtained scores

.mdlcaung that they were more anxious than 78% of females, and males more

anxious than 60% of males in the general population.

‘To what extent the gambling prob!cms generated chronic stresses that over the long
term were of sufficient magnitude to elevate both state and trait anxiety levels as
:compared to trait anxiety itself as a predisposing factor cannot be ascertained by the
results of the present study. In light of Blaszczynski’s (1999, 2000) three pathway
mode of gambling, it is reasonable to argue that a cohort of emotionally vulnerable
gamblers manifest high levels of trait anxiety that predispose such persons to seek
escape through gambling while in the remamder ﬂ:le anxiety is the end-result of

- gambling-related stresses.

Table 9: STAI scores for n = 72 pathological gamblérs

Anxiety— STALY | Totaln (%) | Males n (%) | Females n (%)
percentile scores 1 - ‘
State (n = 72) 66.1(312) | 612(303) | 780607
Trait (a = 70) 802(24.5) | 77.7(27) | 854(282)

4.5.1.5 Substance use: psychiatrié diagnosis

The addiction model of gamblmg remains the predominant paradigm in Westem.

countries (Custer, 1982; Jacobs, 1986; Shaffer; 1997; Ferris, Wynne & Single, 1998)

 with gambling referred to as the “purest [form ot] addiction’ (Custer & Milt, 1985;

Jacobs, 1986) This paradlgm is reflected in previous and current editions of DSM :
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(APA, 1980, 1987, 1994) where, paradoxically classified as an Impulse Control
Disorder, its diagnostic criteria have been deliberately adapted from those used for
substance dependence including the elements of tolerance and withdrawal. As a -
consequence, most {reatment interventions for pathological gambling apply similar
techniques used in the treatment of substance abuse and measure successful cutcome

- in terms of abstinence (Spunt, Dupont, Lesieur, Liberty & Hunt, 1998).
~ While many argue that the realm of addictive behaviours should be extended beyond

substance use to incorporate other repetitive activities such as pathological gambling,
compulsive sexual acts, eating and computer play (Shaffer, 1997, McGowan &

Chamberlain, 2000), the addiction model of pathological gambling is not universally

accepted (National Research Council, 1999). Those ascribing to more biologically
oriented models emphasising processes of neuro-adaptation have a:gued that,
beyond the reinforcing qualities of subjective excitement associated with winning,
no fundamental pathology has yet been demonstrated among gamblers to validate a
diagnosis of addiction. Instead, it is suggested that the basis for this model is
founded more on the observation of superficial similarities between gambling and

* substance use outlined below (McGowan & Chamberldin, 2000) than on any strong

empmcal evidence demonstmimg addictive processes (Walker, 1989).

Both activities are characterised by .an excessive preoccupatlon, contmued
patticipation in the face of escalating negative psychosocial consequences and co-
morbid affective and personality disturbances, particularly depression and anti-social

‘personality disorders. Impaired control is manifested by the inability to voluntarily
- cease during the course of a session and indulging more in terms of time, money or

substances than mitially intended. Both involve repetitive activities that induce a

state of altered arousal characterised by subjective excitement. Many gamblers
describe this excitement as “equivalent in intensity to the ‘high’ produced by
psychoactive substances (Lesieur, Blume & Zoppa, 1986; Lesieur & Rosenthal,
1991) and this is often regarded as the primary motivation underpinning the .
behaviour. The observation of tolerance and withdrawal-like symptoms among

pathological gamblers is also used to strengthen the argument for its equivalence as
an addictive disorder. In addition, patterns of abstinence and relapse are claimed to
be similar between pathological gamblers and substance users ([gsxeur & Rosenthal,

1991; Lesieur & Wallisch, 1993),

Despite widespread claims for such s1m1lanues the empirical evidence in support is
lacking, derived from methodologically compromised studies or open fo alternative
explanations. No studies have systematically validated the equivalence of the
subjective excitement generated by gambling or being in “action’ with that produced
by illicit drugs or alcohol. Lesieur and Heineman (1988) found a small but
statistically significant positive correlation between severity of gambling and .

| alcohol, cocaine and amphetamine use and a negative correlation with sedative use

but it remains unclear whether gambling is pursued as a deliberate strategy 10
achieve the same effect as drugs. Gambling facilities are often located in venues
where alcohol or drugs are available.  The concurrent use of these activities may '
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reflect the environment in which these behaviours take place. - For example, it is not
surprising to find high rates of alcohol consumption among electronic gaming
machine players in registered clubs or hotels. The question is are both activities -

pursued for the same psychological reasons.

In addition, there is little conclusive evidence that tolerance and withdrawal are
features typically found among pathological gamblers. Pathological gamblers report
increasing bet size within and across gambling sessions but it is unclear whether this
reflects “tolerance” to excitement or a strategic attempt to gain a refumn of sufficient
size to cover accumulated debts. After spending several hundred dollars, a small bet
size does mot represent a viable investment to the gambler needing a large win to
cover debts. Instead the bet size must be large enough to provide an opportunity for a

“big win” 1o break even.

Similarly, there is evidence that on cessation of gambhng, pathological gamblers
report irritability, restlessness, poor concentration and emotional disturbance similar
to the symptoms reported by high frequency alcohol users on cessation of drinking
(e.g, Shaffer, Hall, Walsh & Vander Bilt, 1995; Wray & Dickerson, 1981).
However, it is uncertain whether these symptoms are indicative of a withdrawal-like
process, or whether they can be explained by the gambler’s life circumstances. In-

‘the face of continuing stressors such as large debts, disrupted family and work

relationships, loss of trust, guilt, possible legal action, the presence of mood
disturbance, poor concentration and emotional turmoil would be expected as a
normal Tesponse. In fact, the absence of such a reaction would be clinically

~ meaningful in raising the possibﬂny of a major persona]rty disorder. -

Nonetheless empirical ewdence is emerging fo suggest that alcohol use and
gambling are interrelated. High rates of co-morbidity have been reported in the
literature, and in comparison to non-gambling substance users, pathological
gambling substance users have a history of earlier and heavier alcoho! and drug use

- (Daghestani, Elenz & Crayton, 1996). Using the Alcohol use Disorders Test

(AUDIT), Abbott and Volberg (1991) and Dickerson, Allcock, Blaszczynski,
Nicholls, Williams and Maddern (1995) found regular use of continuous forms of
gambling such as electronic gaming machines was associated with high-risk
caIegones of alcohol consumption. Within gambhng sessions, alcohol is known to
impair rational judgement and control, and increase risk-taking among gamblers
(Daghestam, Elenz & Crayton, 1996). Baron and Dickerson (1999) found that the
ingestion of alcohol prior to gambling reduced resistance to begin and end a session
of gambling while Kyngdon and Dickerson ( 1999) demonstrated that even in regular
uses, a small amount of alcohol during a session prolonged the duration and intensity

. of gambling.
‘These findings suggest that treatments which fail to addres’s the issue of pathological

gambling among substance users, in particular alcoho! dependent clients, or those
that fail to address the issue of alcohol use among pathological gamblers, may have a
de‘mmental impact on relapse. For example, it is well establlshed that depressmn is
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a correlate of pathological gambling (Blaszczynski & McConaghy, 1988; Linden,
Pope & Jonas, 1986). Impaired control over a session of gambling may evoke a
sense of despair and depressmn in the substance abuser suffering a co-morbid

gambling disorder that in tum precipitates the resumption of substance use in an

attempt to self-medicate against gambling-induced affective disturbances.

AItemanvely alcohol use may preapltate a gambling lapse in a pathologlcal gambler
by impairing judgement, increasing risk taking and se]f-conﬁdence in then‘ ability to

conu‘ol their gamb]mg
Liitle is known about the extent of cross~morb1d substance use probiems among _

* Australian samples of pathological gamblers.

A number of community survey studies have reported data on the co-morbid
presence of substance use among identified samples of problem .gamblers with rates -
of alcohol use among problem gamblers being two to three times higher than that
found in the general population. Abbott and Volberg (1991) found that 60% of
problem gamblers as compared to 19% of non-problem gamblers admitted to current
hazardous or harmful alcohol use while Dickerson, Allcock, Blaszczynski, Nicholls,

Williams and Maddern (1995) found a significant positive’ comrelation between

| -problem gambling and alcohol problems in the general Australian population. From

a 1981 large-scale epidemiological catchment area study of 3,004 adult residents
from St Louis, Missouri, Cunningham-Williams, Cotfler, Comptom, and Spitznagel
(1998) reported that approximately 5 % of total respondents. met Diagnostic -
Interview Schedule criteria for a lifetime history of alcohol disorder and 0.9%,
criteria for pathological gambling. Among the sample identified as pathological
gamblers, the rate -of co-morbid alcohol problems was 44%. Recreational and
problem gambling was associated with increased rates of psychiatric iliness and
substance use, abuse or dependcnce The specific causal relationship between
gambling and substance use was not determined but in 65% of cases, it was found
fhat problem gambling occurred within two years after the onset of alcoholism. *

In the only community study reporting actual Ievels of alcohol consumed by problem
gamblers Becona (1993) identified a prevalence rate of 1.7% paﬂlologlcal gambling
in a representative random sample of 1,615 adults in the Galicia region of Spain.
‘Three quarters of the pathological gamblers consumed alcohol on a daily basis.
Eleven percent consumed 101-150 cc alcohol daily (“excessively”) and 14%, 150 +
cc daily (“bordering on alcoholism™) compared to 2.5% and 2% respectively for the -

‘remainder of the sample. The only illicit substance use rates reported was that for

manjuana use, 7% reportmg daily or weekly use.

- However, it must be bomme in mind that epldemlologacal surveys detect populauon-
prevalence rates and rates of co-occurrence of behaviours among individuals but fail

to shed light on the specific nature of the association or interaction between the two,
often not clanfymg whether lifetime or cument co-morbidity was being assessed.

_' Importantly, it is not possnble to determme if the hfemne pattern of usage for 7
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gambling and substance use. is sequennal, concurrent or whether one invariably
precedes the other. -

The association between gambling and substance use is more robust in populations
of treatment seeking pathological gamblers with high rates found in samples drawn
from clients attending drug and alcohol facilities. Foriy seven percent of male -
pathological gamblers treated in a Veteran’s Administration hospital had a lifetime,
and 39% current, history of substance abuse (Ramirez, 1983; McCormick, Russo,
Ramirez & Taber, 1984). Comparable rates of abuse have been reported for
gamblers attending drug and aicohol (Ciarrocchi & Richardson, 1989; Lesicur &
Blume, 1991) and other treatment centres (Linden, Pope & Jonas, 1986). Lesieur and
Blume (1991) noted that of 72 gamblers followed-up post treatment, 50% had a dual
or triple addiction with a further 24% indicating that substance abuse was their main

‘problem. Forty-seven clients lost to follow-up had more serious alcohol problems as

compared to those followed-up.

‘Toneatto and Skmner (2000) reported lower rates in a Canadian sample of 200
treaiment-seeking gamblem Of the sample recruited from a variety of mental health

and referral agencies mcludmg addiction programs, 25% reported “problematic use’
of alcohol at some point in their lifetime, and approximately 17% had sought

-treatment for this problem.
Based on Gamblers Anonymods samples, much lower rates of 8% (Custer & Custer,

1978), 11% (Dell, Ruzicka & Palisi, 1981) and 15% (Lesieur, 1984) were observed.
More recently, Ladouceur, Boisvert, Pepin, Loranger and Sylvain (1994) found that

almost half of 60 Gamblers Anonymous attendees abused substances with 20%

consuming an unspecified amount of alcohol six to ten times, and 13% using non-
preseription drugs one to fen fimes, weekly. However, the interactive effect of

substance abuse and gambling has not been investigated

Most studies have relied on selfireport, clinical judgment or responses to
psychometric instruments in determining the presence of substance use. We were
interested in assessing the prevalence of substance use that met criteria for a

psychiatric diagnosis. In so doing, we examined rates for abuse and dependence for
nicotine, alcohol, cannabis, amphetamine and inhalant use as the pximary drugs. We

also included items in the semi-structured- gambling interview to examine the extent
of matching between self- ~report and psychiatric dlagnosm The results are shown in

the tables below.
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Table 10: CIDI diagnosed substance use disorders for n = 104 clients

"CIDI Substance Use Total Males | Females
' n (%) u (%) n (%)
Nicotine Abuse 10 (9.8) 0(32) | 1@29)
Nicotine Dependence 36(346) | 25(368) | . 11(306)
Alcohol Abuse - 15(14.7) 1391 | 269
Alcohol Dependence 7(6.9) . 6(89) 1(2.9)
' Cannabis Abuse - 1439 4659 | o
-Cannabis Dependence 439 | 33449 1(2.9
Amphetamine Abuse 1(1.0) 1 (1.5) . | 0
Inhalant Abuse 100 | 1@5) 0

" these, a total of 15% were diagnosable as suffering alcohol abuse.

4.5.1.6 Substance use: Psychometric data

Approximately 7% of the sample met criteria for alcohol dépendence. Inclusive of
This rate is

consistent with those reported for samples of problem gamblers drawn from the
general community and about half the rate for samples drawn ﬁ'om drug and alcohol

or Veteran s Admiristration facilities.

Substance use was also assessed using the AUDIT measure. The AUDIT was

developed as a screen to identify persons who were at risk for developing alcohol
use disorders. . As noted by Volk, Steinbauer, Cantor and Holzer (1997) the measure

has certain advantages over other i mstruments in that it:

. Idenuﬁes “at risk” alcohol consumers who do not meet criteria for dependénce

Includes both consumption-based indicators of alcohol problems and indicators

. of harmful use and dependence.
Can be adapted to assess both current and lifetime estimates.

:In terms of interpreting results, harmful use can be described as a patiern of
consumption that has caused physxcal or mental damage but does not meet criferia

for dependence. Dependence is defined as the presence of three criteria over the
preceding twelve-month interval, withdrawal symptoms, -impaired -control over
drinking and use despite harmful consequences to health. Hazardous levels of '
consumpuon are considered to entall a pattern of consumption that places the
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mdmdual at greaﬁer risk of developmg future physmal or mental barm but has not as
yet produced such harm (Volk et al, 1997). ' _

The original msirument recommended a cut-off score of 11 for clasmﬁcahon as a

positive case. However, Conigrave, Hall and Saunders (1995) argued for the use of a
lower cut-off point of eight in light of recent trends to adopt safer drinking limits. In

their study, the eight-point cut-off provided an acceptable level of sensitivity and
specificity in the detection of current problems related to alcohol consumption. |

Consequently, for purposes of this study, the AUDIT scores are presented with both
the original and the recommended lower cut-points. Results are shown in Table 11. -

- Table 11: AUDIT scores for patholog:cal gamblers |

AUDIT Totaln=69 | Males n=47 Femalesn =21
Mean 57¢48) | 6449  41(2)

<3 47 (68.1%) 29 (61.7%) 18 (81.8%)
8-10 11 (15.9%) 10 (21.3%) 1(4.5%)
>11 11 (15.9%) 8 (17.0%) 3 (13.6%)

Of the sample, approﬁmafely a third of clients manifested harmful levels of alcohol
consumption. This figure is comparable to the proportion -of hazardous and harmful
alcohol consumpfzon found in the general community (Conigrave et al, 1995). :

In interpreting these findings, it would seem , that high rates of alcohol abuse

associated with gambling are found among biased populations of clients attending
facilities oriented toward prowdmg treatment for drug and alcohol related disorders.
The rate of alcohol abuse in samples of problem gamblers attending specialised

programs and those drawn from the general community may be comparable to that
found for the population at large. The results of the present study suggest that
problems of alcohol abuse are not over-represented among chent problem gamblers

attendmg specialised gambling programs.

Using the higher cut-off point of 11, less than a fifth of the sample were classified as
positive cases with no difference between males and females. There were more

B males than females in the low and intermediate (score of 8 — 10) range but ﬂns )
- dlspantyésapparsoncescoresfaﬂmﬂlmﬂlegreaterthan 11 range. :
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45.17 Substance use: Self-report

Self-reported estimates for substance abuse were derived from responses to items.in
the semi-structured -demographic interview. The responses to these items are hsted in

Table 12.

Table 12: Self-report estimates for substance use for n = 187

Clinical interview self-report for - Total Males Females
substance use _ n= 187 n=121 n=63
Alcohol (while gambling) - 76{(41.6) 62 (51.2) 14 (20.5)
Seif report of alcohol probiem 18 (9.6) 12(9.9). 6{8.8)
-Nicotine use ' 117 (62.5) 76 (62.8) 41 (60.3) .
Marijuana 19(102) 12(9.9) 7(10.3)
Amphetamine 527 32.5) 2(2.9)
Ecstasy ' 1(0.5) 1(0.8) 0
Multi-drug use | o 2@ - 2(1.6) 0

- The results of the interview suggest that clients tend to under-report the presence of . -
- an alcohol problem with only 10% indicating that they considered this to be a

problem compared to 15% to 20% on formal psychomeiric measures and suucumed

o clinical assessment interviews.

4.6 Summary

One purpose of the project was to identify features of gambling, demographic data
and cognitive variables that may be usefill in acting as predictors of treatment.

outcome. Gaining an understanding of such predictor variables would be of
mgmﬁcant use in matching treatment. interventions with mdmdual characteristics so

asto mmunnse I'BSPOI!SB to treatment.

- To achieve this objective, an interview schedule and battery of psychometric

measures were given at baseline and repeated at the relevant onc-month and twelve-

month follow-up - intervals and pre to post treatment dlﬁ‘erences in ouicomes

The data obtamed at basehne describes the characteristics of all problem gamblers

who attended the Impulse Control Research Clinic. This -clinic provides services to
the community: members r&mdmg in the South Western Sydney Area Health Service

local government boundaries.

-40




41

The ovemge age of clients was 37 years.
On average males were younger than females Slxty percent of females were
aged over 40 yeafs. _

Electronic gaming machines were the primary forms assoclated w1th problem
gambling for both males and females.

Clients of low socio-¢conomic status and educanon were over-represented in the :
sample _ , _ |
The distribution "of ethnicity in the sample was similar to the population
demographics found in the South Western Sydney AreaHealthregion.

Clieats obtained an average score of 11.7 on the South Oaks Gamb]ing Screen.

Forty one percent of clients met psychiatric criteria for a d1agnosm of an aﬁ'ecnve
disorder, 12.6% for generalised amuety and 10% for social amﬂety disorders in

the twelve months lmmedlately pnor to assessment.

3 Fifteen percent of clients met criteria for an alcohol disorder and ﬁvewmnt for

illicit substance use.

Forty percent of clients’ repoxted alcohol consumptton in prior to or durng a

- gambling session.

Sixty three percent .of clients smoked cigarettes with self-reports indicating an
increase in the rate of cigarette consumption during gambling sessions.

41




