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Table 43 : Mean scores on Gamblmg Belief Questionnaire by lreatment

' condltlon
Total ___ CIG IDCTG 1D
_ n=36 n=18 n=8 - n=9
Total scale score mESD) - m(SD) m (SD) m (SD)
Pretreatment| 199(8.1)  229(85).  184(63)  157(69)|
Posttredtment|  108(89) = 132(10.1)  9.7(87) 7.7 (5.8)

This ﬁnding raises an interesting question about the mode of action of the speciﬁc

. treatment techniques. Clients in both CT conditions showed a reduced level of

cognitive distortions -following treatment, suggesbng that CT was successfl in
. changing beliefs. Interestingly however clients in the ID group showed a decrease

on the scale. A question for further investigation is whether ID reduces gambling
behaviour in the manner hypothesised by the conceptual model, that is by reducing

‘the arousal trigged by gambling related cues or whether it produces change by

altenng the mdmduals cognruons about gambling.

7.28 ‘Review of one month findings
In summary this study found that gambling probléms decreased following treatment

with ID, group CT or a combined group IDCT approach. At one month follow-up

68% of clients who completed treatment reported they no longer experienced
ongoing problems with gambling, and 79% were rated as. showing a moderate or

‘- great improvement. Levels of perceived self-control also increased from pre to post

treatment. There were no differences between the three treatment conditions in

terms gambling behaviour, ongoing gambling related problems, or levels of
preoccupation, urge and self-conu'ol over gamblmg at the one—momh follow-up.

These ﬁndmgs prowde promising signs that if used appropriately the less costly

home based imaginal desensitisation program may be as efficacious as an inpatient ~

D program. Initial rates of improvement among clients who completed the ID

program were comparable to those reported by Blaszczynsk], McConaghy and

- Frankova (1991)
' Complxance with the home use tape is an issue that requires further mvesugatlon In

the current study, clients who did not use the tape between the first and second .
treatment interviews were rated as non-completers. This is stricter than would be
used in a clinical setting where clients would not be rated as non-completels after

one failed attempt to learn a treatment strategy
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Although clients improved following treatment, caution is needed before drawing
any firm conclusions about the relative efficacy and effectiveness of home use ID or
CT based on one-month follow-up data. Longterm follow-up data is needed to
establish whether treatment gains are maintained or whether clients in one condition

1mpr0ve to a greater or lesser degree over time. Both treatment strategies employed

in the current smdy (CT and ID) are skill-based techniques. As clients become more
familiar with using these techniques it may be that we see an improvement in their
gambling status. Alternatively, it may be that over time clients forget or cease to use
these skills. In this situation we may see a retum to uncontrolled gambling. With
this in mind, six and 12-month follow-up interviews have been conducted. Results

from these interviews are presented in the following section, - o

729 Management of ongomg gambling related problems

At completion of treatment clients were mvxted to re~comact the clinic at any time if
they were still experiencing problems with gambling. No client re-contacted prior to
the one-month follow-up. At the one-month review clients who reported ongoing
problems. were offered ongoing assistance. In the initial phase ongoing assistance
comprised review and reinforcement of treatment approach to which they had been
allocated. = Where this was unsuccessﬁﬂ, individual cognitive therapy was

‘undertaken. If there were ongoing problems for reasons unrelated to gambling

clients were referred to. an appropnane agency or back to their original referrer for
ongoing management. - ,

Eleven (23.9%) clients were offered ongoing assistance for gambling at the one-
month follow-up appomiment Of these clients, 4 (8.7% of the total sample)
reported that ongoing work/time commitments interfered with ongomg attendance,
three clients did not attend their appomtments or contact the service, and four

attended more than one additional sessxon

7.30 Six-month outcome

731 Follow-up completion rates -

Six-month follow-up data has been collected from 24 (52.2%) of clients wko
completed treatment; full interview data was obtained from 22 (91.7%) clients and .
partial data was available for two (8.3%) clients (see Table 44). Five (10.9%) clients -

could not be contacted to complete this follow-up. As data collection is ongoing the
results presented below should be considered preliminary. Reported percentages are
expressed as a percentage of clients ‘completing the follow-up. Accordingly, cautlon

is needed before drawmg any conclusion based on the data
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The majodty of six-month follow-up interviews were conducted by telephone. It had
been intended that these interviews would be conducted in person. However, clients
did not respond to letters asking them to re-contact the clinic and arrange an

‘appoinﬁ:‘nent. When subsequently contacted by telephonie by an independent

interviewer, most clients reported that they had forgotten to ring or were too busy to
attend in person. No client refused to complete the six-month interview over the
telephone. This finding is consistent with the study reported in Russo, Taber,

McCormick and Ramirez (1984) and Taber, McCormick and Ramirez (1987) where
it 'was found that relafively few clients attended follow-up interviews (43%) but

when such interviews were conducted via the telephone response rates mcreased
markedly (36%).

Where interviews were conducted via te!ephone the questionnaire battexy (mcludmg
the GBQ, SIS, BDI, and the STAI-Y) was mailed to clients to complete and return in
a postage-paid envelope. Despite reminder calls not all clients returned these
questionnaires (See Table 44) Consequently, number of cases varies across
analyses and cell size is reported in each table.

To date, no client who was offered and accepted ongoing assistance at the one-
month follow-up bas completed the six-month follow-up. Three of the eight clients
who declined ongoing assistance are included in- these results. Two could not be

 contacted and the remaining three clients have yet o reach six-month post treatment.

Table 44: Six month follow-up completion rates By treatment condition

Toml — CGT  IDCGT 1D
n{%) - n(%) n (%) n (%)
Interview 24(52.2) 12 (60.0) 6(429)  6(50.0)

.

7.32 Gambling behaviour
Of those who completed the follow up, 56.5% were abstinent or patticipating in

~ controlled gambling episodes during the month prior to the six-month assessment:

34.8 % reported uncontrolied gambling in this period, and the remaining 8.7%

~ reported one to two gambling episodes that displayed at least one feature of

uncontrolled gambling. Table 45 presents six-month follow-up gambling behaviour

~data for each treatment group. The pattern of gamblmg behaviour did not dlﬁ‘er
between treatment condmons _ . _ 7
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Table 45: Gambling behaviour at six-month follow-l_l[i

Total CTG IDCTG oD

n=24 n=12 n=6 n=3

n (%) n(%) - n{%) - n (%)
Abstinent 11458 6(50.0) 3(50.0) 2 (40.0)
Controlled 3(125) - I'(33) - 1(16.7) 1(20.0)
1-2 sessions 2(83)  0(0.0) 1(16.7) 0(0.0)
Uncontrolled 8(333) 50417 1167 2(40.0)

These ratings are based on the reported behawour dumlg the one-month period prior
to the six-month assessment. Two clients reported a dlﬁ‘erent pattern of gamblmg
behaviour during this month time frame and to the previous five months since the
one-month assessment. One individual reported controlled gambling up until three
weeks prior to the six-month assessment when they reported uncontrolled gambling.

~ The second individual reported two episode of uncontrolled gambling in the five-

month period but was abstinent dunng the one month before assessment. No other
clients would have been placed in a different category if ratings were based on

gamblmg behawour over entire ﬁve-menﬂl penod since the one-month follow—up

Comparison of reported gamb]mg behaviour at one and six-month follow up is
presented in Table 46. Results showed that 56.4% of clients reported no change in
their gambling behaviour from the one month to six-month follow-up. Half of the -
clients who reported one to two uncontrolled sessions at one month have completed
the six-month follow-up. The majority of these clients (83.3%) reported repeated
uncontrolied gambling during the month prior to 6-month assessment. This suggests
that uncontrolled episodes shortly after treatment may be a predictor of relapse. Two

 clients who reported abstinence or controfled gambling at one month and who have.

completed -the six-month follow-up reported an episode of uncontrolled gambling
episode at six- months. No client reporting repeated uncontrolled gambling at one
month who has completed the six-month follow—up has  achieved absimence or ..

controlled gambhng
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Table 46: Comparison of one month and six month gambling behaviour
One month gambling I
Abstinent Controlled 1-2session  Uncontrolled
n (%) n (%) n (%) n (%)
‘Six monith gambling | - |
Abstinent | 2(8.6) . 2(8.7)
Controlled P '
One to two sessions [ 1(4.3)
Uncontrolled | 1(4.3) (

Note: Entries in the shaded diagonal indicate no change in gambling behaviour,

733 Self-reported problems

_enﬂi&s above the diagonal indicate an improvement in gambling outcome and entries
* below the diagonal indicate a decline in outcome. . |

Five clients (22.7%) reported experiencing some ongoing problem related to
gambling; two (9.5%) reported problems because of continued gambling, one (4.8%)
reported being troubled by urges and a pre-occupation with gambling, and two
(9.5%) reported problems with both ongoing gambling and urges and preoccupation.
In .other words, at present 77.3% of clients who have completed the six-month
follow-up report experiencing no problems with gambling or urges and
preoccupation. The number of clients reporting problems with either gambling or
urges and preoccupation is presented in Table 47. There were no differences -

" between treatment conditions of these variables.

Table 47: Self-reported problems with gambling at six-nioﬁth follow-up

Total CIG ICIG
_ . =:2_2* =10 n=6 n=6
Ongoing gambling |  2(7.3) 0 (00) 1(16.7) 1(16.7)
‘Urges/Preoccupation] 1(122) - 1(10.0) 0(0.0) - 0(0.0)
Both problems | -~ 2(12.2) 1(10.0) 0(00)  1(67)
Total experiencing | =~ - n g
problems |  5(22.7) 2(20.0) - 1(16.7) 2(333)
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“These figures reflect the client’s own
- problems.  is interesting to note that
- the number of clients rated as continuing
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 #Note: 2 clients missing data. Both clients coded as uncontrolled. If these clients are

included as having ongoing problems the percentage of clients reporting problems
iticreases to 31.8% and the percentage of clients who reported no ongoing problems

decreases to 68.2%. :
beliefs about gambling as a cause of ongoing
there are differences between the number of

clients reporting problems and .
«gncontrolled” gambling in Table 45. This discrepancy arises for several reasons.
In some cases the client’s gambling ‘behaviour had not changed greatly but external
factors prevented problems from arising. For example, analysis of actual gambling

behaviour indicated markers of loss of control (e.g., chasing, inability to resist urge,
relief gambling) but lack of access to funds reduced the potential for problems. As a.
consequence when comparing -their current gambling to pre-treatment levels the
client perceived no ongoing problems, but clinically displayed an uncontrolled
behaviour pattern. Such an individual would be highly vulnerable to relapse should
ively, the client may be hiding their ongoing

the extemnal situation change. Alternati
gambling from their pariner and as a result consider that they are experiencing no

problems - it is only when their partner finds out that they perceive the problems as

commencing.

734 Clinical rating -
Overall, 83.4% of clients completing the six-month follow-up were rated as showing

either moderate or great improvement in their gambling compared to pre-treatment

levels. Tt was noted that 16.6% of clients were rated as showing no change in

gambling compared to pre-treatment. The data for each category for each treatment
group is presented in Table 48. Of the five clients not assessed at six months, two
were rated as unchanged, two were rated as greatly improved and one was rated as

showing moderate improvement at one month.

* Table 48: Clinical ratmg and six-month follow-up by treatment group

_ ~— T Total CTG IDCTG 7T
Outcome 6month | n=24 n=12 =6 - n=6
- | e m@e) - nee) _ n(%)

783 4667 2(33)

Great improvement | 13 (54.2) ‘
Moderate improvement | 7(292) .3 (25.0) 2(333) 2(333)
o No change | 4(16.6) 2(16.7) 0(0.0)  2(333)
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‘Table 49 presents the comparison of one-month and six-morith clinical ratings.

Overall, 66.7% of clients were rated at the same level of improvement at one and six
months while 12.5% showed improvement in their gambling behaviour and 20.8%

showed a decline gambling behaviour.

Table 49: Comparison of one and six-month clxmcal rating

. There was no overall pattem in the ﬁndmgs Clients who re
uncontrofled sessions at one month tended to be doing worse at s

- One month gambling L
‘No Change ~ Moderate - Greatimprovesment
: ' _improvement n(%) (%)
Six month gambling | ' o
No Change :: - 2(83) 1(4.2)
Moderate improvement 2(83)
‘ 7 Great improvement 3(125) ¥
Note: Percentages expressed as percentage of all clients who -conipleted- the 6-month

follow-up (n = 24)

7.35 Review of six month findings

As noted previously, no ﬁrm conclusions about - treatment Qutconie can be drawn
from the data collected to date as only half the clients who finished treatment have

completed the six-month follow-up. Nonetheless several trends are emerging in the

data. As was found in Taber, McCormick and Ramirez (1987), tclephone interviews
were necessary to increase follow-up participation. Reported reasons for failure to
arrange and attend six follow-up interviews varied — the most commonly reported
reason was “it slipped my mind”. Clients were willing to comply with telephorie
follow-up interviews if contacted directly. o o
ported one to two
ix months. This
suggests that one to two uncontrolled sessions soon after treatment is a predictor for
poor long-term outcome and that these clients should be encouraged to attend further
treatment session to enhance their skills. This conclusion may scem self-evident, .
however it is interesting to note that many of these clients indicated in their one- -
‘month self-report data that they did not consider they were experiencing any ongoing

problems from gambling.
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- 7 . -7.36 Twelve-month outcome
1 ' 7.37 Follow-up completion rates. -

— To date 12-month follow-up data has been collected from 11 (23.9%) of clients who
' _ completed treatment (see Table 50). Data collection is continuing. As the majority
_ of clients have yet to complete the 12-month follow-up, the following section
B : provides only a brief overview of the gambling behaviour and clinical ratings of

B completed clients. ‘As yet there is insufficient data to draw conclusions about -
) ‘treatment effectiveness. S :

* . Table 50: Twelve-month follow-up completion rates by treatment condition

B Total = CTG IDCTG D
n=46 n=20 n=14 n=12
n (%) n (%) n (%) n(%)
Interview
completed | 11 (23.9) 6 (30.0) 4 (28.6) 1(8.3)
{ ) | 7.38 Gambling behaviour

Half the clients who have completed the 12-month follow up were abstinent or
participating in controlled gambling episodes during the month prior to the -
assessment while 27.3 % reported uncontrolled gambling, and the remaining 27.3% -
F; reported one to two gambling episodes that displayed at least one feature of
| o uncontrolled gambling Table 51 presents 12-month follow-up gambling behaviour
data for each treatment group. Numbers are too small to compare treatment groups.

Table 51: -Gambliﬁg. behaviour at twelve-month folldiv-up '

Total CTG IDCTG - ID

| n=11 n=6 n=4 n=1
' n (%) n (%) n (%) n (%)
; . |
[  Abstinent 143649 3 (50.0) 1(25.0) 0(0.0)

' Controlled 1(9.1) 1(16.7) 0(00) - 0(0.0)
T | One to two sessions | 3 (27.3) 1(16.7) 2(50.0) 0(0.0)
—1 Uncontrolled 3(273)  1(6.7) 12500  1(100.0)
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behﬁviour at six-and 12-month follow up is
of clients reported no change in their gambling
nth follow-up. Half of the clients who

reported one to two uncontrolled sessions at six-month have completed the twelve-

Comparison betwezn gambling el
presented in Table 52. In all, 72.7 %

" month follow-up. Of these 83.3% reported ongoing uncontrolled gambling during

the month prior to six-month assessment. No client who reported abstinence or
controlled gambling at six-month and who completed the twelve-month follow-up
reported an uncontrolled gambling episode- at twelve-months. No client reporting
one to two sessions or repeated uncontrolled gambling at six-month who has been

 followed up has achieved abstinence or controlled gambling..

 Table 52: Compa_i‘ison of six month and 12 month gambling behaviour

- Six month gambling -
Abstinent Conirolled 1-2 session  Uncontrolled
k _ %) n%) %) n(%)
12 month gambling : '
Abstinent : 1.1)
~ Controlled
One to two sessions - 2(182)
' Uncontrolled :

—
P—

T
LTS

7.39 Twelve-month clinical rating
Table 53 presents the 12-month clinical ratings. As this table shows, 1 8.2 percent of

clients who have completed the 12-month follow-up were rated as showmg no
The

change in their gambling behaviour 12 months after completing treatment.
remaining 81.8% showed moderate or great improvement.

. Table 53; Clinical rating and 12-month follow-up by'tieam_ient group

Total _ CIG _ IDCIG  IID
n=11 n=6  n=4 n=1
n (%) n (%) n (%) . n (%)
Outcome 12 month ' , : :
Greatimprovement | 6 (54.5) 4667 2(500) 000
1(167)  1(250) 1(100.0)

Moderate improvement ¢ 3 (27.3)
o ‘Nochange | 2(18.2) 1(167) 1250 0(0.0)
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Table 54 presents the comparison of six month to 12-month clinical outcomes. The
majonty of clients (90.9%) who completed the 12-month follow-up interview were

‘given the same clinical rating at the six and 12-month interview.

Table 54: Comparison of six- and 12-month clinical rating

- Sixmonth gambling
NoChange = = Moderate - Great improvement
B improvement
12 month gambling
No Change 1(9.1
Moderate improvement {213
Great improvement

7.40 Changw in emotional and psychosocml functioning
This pmject aimed to evaluate the efficacy of cognitive and behavioural treatments

- for problem gambling, In presenting the results and assessing treatment efficacy, we

focused on evaluating post-treatment gambling behaviour, urge, pre-occupation and
self-control. In the next section we explore chauges in psychosoclal ﬁmcuomng

associated with changes in gamb]mg behaviour.

These changes are in themselves not an indication -of therapeutlc eﬂicacy as they

were not targeted by treatment and individuals may experience continued problenis
unrelated fo gambling However, examination of changes in emofional and
psychosocial ﬁmcnomng allows examination of a number of practical and
theoreucally important issues. This includes an exploration of whether depression -
and anxiety are primary or secondary to gambling, and consequently whether
treatmient approaches should routinely include components that address specific
areas of ﬁnchomng, such as mood management and re}atlonshlp issues: :

During the one-month follow—up assessment clients were asked to rate their
relationship, financial status and mood compared to pre-treatment on a 5-point scale
(great ‘improvement to significant decline). Table 55 presents ratings on each
variable for the three treatment conditions. The majority of clients reported some

improvement in their relationship (66.7%), financial status (71.8%) and mood
(74.4%) over the pre-treatment to one month follow—up time period. Chi-square

analysis revealed no significant djﬁ‘erences in respondmg across u'eaunent
condrtnons , 7
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s Table 55: Self-reported changes in relationship, finances and mood at one
: r month follow-up by group
D N ' Total CIG  IDCIG )
” n=41 n=20 n=11 n=10
; i n (%) n(%) _n(%) n (%)
| Relationship status | _ - o
- Greatimprovement | 11(36.7) 3(214) . 4(444)  4(57.])
_ Moderate improvement [ 9 (30.0) 5357 2(222) 2(28.6)
o _ Nochange| 6(200) 2(143) 3(333)  1(143)
[ : . Moderate decline| 0(0.0) ~ 0(00) 0(00) 0(0.0)
| Greatdecline | 4(133)  4(286) = 0(0.0) 0 (0.0)
) | Total | 30 14 9 7
o ~ (Not applicable) 11 6 2 3.
r S | Greatimprovement | 18(462) 9(474) 5(455)  4(444)
| Moderate improvement | 10(25.6)  3(158)  4(364) - 3(333)
7(179) 3(158)  2(182) 2(22.2)

No change
1(2.6) 1(53) 0(00)  0(0.0)

Moderate decline

Greatdecline| 3(7.7)  3(15.8) 0(00)  0(0.0)

r Total | .~ 39 19 1t 9
. " Greatimprovement | 15(38.5)  8(40.0) 4(364)  3(333).
[ Moderate improvement | 14(35.9)  5(250)  4(364)  5(55%)
Nochange| 7(17.9) 3(150) - 3@Q73) 1(11.1)

. - Moderate decline | 2(5.1) - 2(10.0)  0(0.0) 0 (0.0)
[ . Greatdecline] 1(26)  1(5.0) 0(0.0) 0(0.0)
| | Total| 39 . 20 . 11 -9

Table 56 presents ratings on each variable for each level of clinical improvement.
There was a significant correlation between one-month outcome clinical ratings and
change in financial situation (£(39) = :56, p < .001) and mood (¥(39) = 41, p < 01).
There was also a significant correlation between changes in mood and financial
situation (r (39) = .58, p <.001). As can be seen in Table 56 greater improvement in
o | gambling behaviour was associated with greater improvement in finances and mood.
T ' Changes in the client’s relationship were not significantly correlated with treatment

? outcome at the one-month follow-up. - L ,
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Table 56: Self-reported changes in relationship, finances and mood at one
month follow-up according by clinical ratings _
Total No change Moderate Great :
: Improvement Improvement
Relationship status : : :
' Great improvement | 11(36.7). ~ 1(25.0) 2 (16.7) - 8(57.1)
‘Moderate improvement { 9 (30.0) 0(0.0) - 6(50.0) 3(21.4)
- No change | 6(20.0)  2(50.0) 2(16.7) 2(14.3)
Moderate decline | 0 (0.0) 0000) - 0(0.0) 0 (0.0)
Great decline | 4 (13.3) 1(25.0) 2(16.7) 1(7.1)
' - Total | 30 4 12 14
(Not applicable) 9 2 2 5
Great nnprovement 18(46.2)  0(0.0) 4(28.6) 14 (73.7)
Moderate improvement | 10 (25.6) 1(16.7) 6 (42.9) 3(15.8)
No-.change | 7(17.9) 4(66.7) . 1(7.1) 2(10.5)
Moderate decline | 1(26) - 0(0.0) 1(7.1) 0(0.0)
Greatdecline| 3(7.7) . 1(16.7) 2(14.3) 0(0.0)
"~ Total 39 6 14 19
Great nnprovement 15 (38.5) 1(16.7) 3(21.4) 11579
Moderate improvement | 14 (35.9) . 2(33.3) 5(35.7) 7(36.8)
No change | 7(17.9) 3 (50.0) 3(21.4) 1(5.3)
Moderate decline | 2 (5.1) 0(0.0) 2(14.3) 0(0.0)
Great decline { 1 (2.6) 0(0.0) 1(7.1) 0 (0.0)
Total 39 6 14 19

In addition to providing global ratings of changes in mood, clients also completed

- standardised measures of depression (BDI) and anxiety (STAY-I) at the one-month
. follow-up interview. Table 57 presents mean scores on these measures for each
treatment group. One-way analyses of variance revealed no pre-treatment group

- differences on these measures.

Repeai_:ed measures analyses of variance were carried out on this data. Overall, there
was a significant decrease in BDI scores from pre-treatment (M =13.7, SD=9.1)to .

one month follow-up (M= 8.7, SD =9.5; F (1,33) =28.2, p < .001) and a significant

decrease in state and trait anxiety scores fiom pre-treatment (M = 63.9 SD = 30.8
M = 77.2, SD = 22.7) to one month follow-up (M = 47.4, SD = 34.0; M =59.3, SD

= 30.6; E(I,T3) =122 p <.002; F (1,33) = 17.5, p < .001), respectively. There were .
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mt significant interaction effects. However, there is significant variation in the data.
This most likely reflects the fact that means are averaged across the different levels
of improvement. Data on these variables according to level of clinical cutcome are

discussed in the next Chapter.

Table 57: Mean pre and one month scores on the BDI and STALY

Total - CTG IDCTG D
n=36 n=18 n=9 =9
. - n (%) n (%) 1 (%) n (%)
BDI , -
Pre| 13.7(91) + '13.0(8:6) 134 (7.7 15.3 (12.0)
Imonth | 8.7(9.5) 9.2 (10.2) 6.0(7.1) 10.3 (10.7)
STAL-Y State _ .
-~ Pre| 63.9(308)  64.6(30.3) 60.7 (33.4) 658(32.9)
I1month | 474(34.0)  484(352) 44.8 (37.6) 48.1 (31.7)
'} STAL-Y Trait , o
: - Pre| 772(227) 78.1(22.1) 72.9(21.4) 79.9 (27.1)
I1month| 593 (30.6) 61.1(285)  543(37.9) 60.9 (30.2)

~ independent of the clients gambling behaviour.

- 7.41 Review of pgycho-social changes

These data show that the majoﬁtjr- of clients reported experiencing improvements in

 their significant relationship, financial situation and mood following treatment.

“There was no significant difference between treatment groups on these variables. As
may be expected there was a positive correlation between changes in mood and

finances and clinical outcome. However, not all clients reported improvement in

these areas. The majority of cfients who reported a decline in finances indicated that
this decline was due to the arrival of bills since the commencement of treatment.

" Relationship status was not related to one-month clinical outcome. There are several

explanations for this finding. Tn some cases clients reported that their relationship

" had ended since commencing treatment. However, it is also likely that significant

relationships will take longer to improve following treatment than the individual’s
mood or financial status. In other cases it may be that relationship problems are

In a proportion of cases, the client’s financial ‘situation improved ‘due to the

" assistance of a financial counsellor and the use of such professionals is
* recommended where indicated. Overall however these findings indicate that in a
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~majority of cases clienis may not need specific strategies aimed at treafing

depression. Our CT program did include a brief psycho-educational component
about depression but no specific strategies were taught. Current findings indicate
that for only a minority of clients attending our clinic depression does not change
with treatment. Analysis of the impact of depresswn on treatment outcome is

discussed in the next chapter.
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'8 IDENTIFICATION OF PSYCHOLOGICAL PREDICTORS
OF TREATMENT OUTCOME. (PERFORMANCE

INDICATOR 4) |

8.1 Introduction

Analysis revealed no significant differences in treatment response across treatment
conditions at the one-month follow-up. However, not all clients benefited equally
from freatment. In this section we explore the relationship between pre-treatment

variables and treatment outcome to identify predictors of good or poor response to
treatment. ' : . , ‘
Several previous studies have aftempted to identify predictors of treatment success

" among gamblers. Based on clinical observation, Seager (1970) concluded that

stability in occupational and marital/family life were predictive of a positive
outcome. Koller observed that ‘those who did best appeared 1o develop an antipathy
to playing the machine during the earliest treatment sessions’ (p. 744), a similar
conclusion’ reached by Echeburua, Baez and Fernandez-Montalvo  (1996).
Ladouceur; Boisvert and Dumont (1994) postulated that the high motivation of the
clients and the provision of regular feedback and reinforcement that may have
increased the gambler's perception of self-efficacy and been associated with -
treatment success for four male adolescents treated with cognitive therapy. : :

There have been relatively few systematic investigations of treatment outcome

predictors. Russo, Taber, McCormick and Ramirez (1984) found that confinued care,
such as attendance at self-help groups and professional follow-up therapy was an
important determinant of successful outcome. Seventy two percent (26 of 36) who

' received professional aftercare and/or attended two or more GA meetings remained

abstinent in comparison to only 38% (@ of 24) who had none. Taber, McCormick
and Ramirez (1987) found a similar association between participation in aftercare, ~
specifically attendance at GA, and continued abstinence. In the month before follow-
up, 74% of abstainees had attended at least three GA meetings, compared to 42% of
those who had returned to gambling. At the ‘six-month follow-up, both severity of
gambling prior to treatment and attribution style made significant contributions to
the prediction of gambling severity (McCormick & Taber, 1988). In this study
clients were followed-up again afler 12 months, at which time, 25 clients had been
totally abstinent (McCormick & Taber, 1988). Intelligence as measured by two
~WAIS scales, the Digit Symbol and Block Design, and severity of pre-treatment
-gambling behaviour were predictive of outcome at six months. R :
Blackman, Simone and Thoms (1989) determined that freatment success was
associated with a number of measures of social and family involvement. Lesieur and
Blume (1992) used socio-demographic characteristics, motivational factors and the
Addiction Severity Index, (ASI) as predictor variables in a multiple regression -
analysis. Results revealed that client motivation as measured by attendance at GA
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-meetings, counsellor’s prediction of future abstinence and counsellor’s assessments
of gambler’s resistance to treatment were the only variables that predicted treatment

outcome.

Differences between treatment completers, treatment dropouts and treatment non-

attenders in the current sample were discussed earfier. On average there was a trend
towards treatment dropouts and nop-attenders being younger in age than treatment
completers, and males were more likely to dropout of treatment than females. No
differences were found between the three groups on variables reflecting gambling
severity. These findings provide some indication of which individuals may be likely
to dropout of treatment. However, these factors are not ‘necessarily predictors of
treatment outcome; follow-up interviews indicated that people who dropout of

treatment did not necessanly continue gamblmg

In the following section the relationship between pre-treatment variables and
treatment outcome as -defined by the therapist’s clinical ratings is explored As six-
month and 12-month follow-up interviews are ongoing, the focus is on outcome at
one month. Identifying predictors of poor outcome at one month will allow for early
identification of clients who may require additional support and assistance in
overcoming their gambling problems. . Also, gaining an understanding of such -
predictor variables would be of significant use in adaptmg and matching treatment
interventions with mdmdual characteristics so as to maximise response to treatment.

8.2 Demographxc characteristics

Data on the sex and mean age of clients completing treatment was. presented in Table .
28 and Table 29, respectively. Chi-square analysis indicated no SIgmﬁcant difference

~ in the response to treatment of males and females. Analysis of variance revealed no

significant differences in mean age between clinical outcome levels. These findings
suggest that while age and sex may have impacted on likelihood of completing
treatment they were not related to outcome for those individuals who completed the

© program.

83 Gamblmg severlty and treatment outcome

In order to determine whether gamblmg severity impacted on degree of improvement - :
a series of one-way analyses of variance were conducted on variables reflecting pre-

" treatment severity of gambling behaviour. These variables included the SOGS, self-

reported pre-occupation with gambling, urge to gamble and level or perceived seif-

jcomrol over gambling, years recognition of problem, and weekly expenditure on
gambling. Mean values for-each variable are presented in Table 58. Analyses

indicated no significant differences on these pre-treatment indicators of gambling

‘severity between clients who showed great improvement, moderate improvement or

no change at one month. Table 58 also presents mean and median pre-treatment
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* gambling related debts. Analysis of this data is hindered by the large variation in

figures. Although mean figures suggest higher debts are associated with poorer
outcome, median debt suggests the opposite. Correlational analysis indicated no
significant relationship between debt size and treatment outcome. These findings

suggest that gambling severity, as measured in this study, had little impact on
treatment oufcome. : -

Table 58: Pre-treatment indicators of gambling severity and outconte

Total ~ Great " Moderate  No Change
o Improvement improvement '

n=43 n=20 n=14 n=9

1 (%) n(%) __u(%) n (%)

soGs| 1231 1o 12119 113(19
Pre-occupation’| - 7.5(19)  74(1.6) - 7.2 (2.0) 8.8(2.4)
Uge| 79(19) 76(18)  19(4) 8.8 (2.4)
Selfcontrol | 27(16)  32(L5) 2103)  26023)
Yearsproblem | 46(.1)  45(6) - 41(55) 5.4(3.6)

recognised ' ‘

. Weekly | $118(210)  $111(218) -$82(81)  $200(331)
Expenditure | [60] [60} 58] [60]
Gambling debts |  $9586.7 $4561.5 §97214  $205444
1 (20699.6) (7571.4) (12734.5) (40639.6

- [1500] [1600] [15745] [200]

* Note: Median values appear in square brackets -

8.4 Financial contrdl

~ Lack of access to money reduces the individual’s opportunities to gamble and may

be associated with improved treatment ouicome. Stimulus control procedures such

‘as restricting access to money were not inclided as a separated and explicit

component of treatment. Although the issues of high-risk situations and carrying

éxcess cash were addressed in CTG and IDCTG using the questioning techniques of
cognitive therapy (Cognitive Therapy for Problem Gambling: Group Program.
. Therapist Manual, Blaszczynski, & Maccallum, 2000 and Imaginal Desensitisation
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and Cognitive Therapy for Problem Gambling: Group Program. Therapist Manual,
Blaszczynski, & Maccallum, 2000), clients were not given direct stimulus control
instructions to_ restrict their financial access. - Clients referred by G-line reported
receiving advice to restrict financial access, and a number of clients reported that

their spouses had taken over control of their ﬁnances

At the month foﬂow—up clients were asked about thezr access to ﬁnances Responses
were coded as:

“Unrestricted” access (no deliberate efforts to decrease access to money),
“Self-restricted” access (conscious effort to leave cards at home, not carry money
or self initiated change to bank access but could access money if wanted to), or
“Other” restricted access (control of finances given to another person with no

---ditectaceesstoownsourcesofmoney)

- Table 59 presents number and percentages of clients in each category accordmg to

treatment cutcome.

Approximately one third of chems had thezr finances controlled by another person
However, the largest percentage (43.6%) of clients reported unrestricted access to
their finances.  Chi-square analysis indicated no significant differences in

'percentages of clients in each eategory of financial control across treatment outcoine.

That is, overall, level of improvement was not related to freedom of access to
money. However, it is possible that for particular individuals, restricting access to

* money was a significant factor in improvement.

Table 59: Financial access by treatment outcome

Total Great " Moderate  No Change
Fmprovement = improvement ' ‘
n=39 o n=19- n=14 n=6
n (%) n (%) n(%) - n (%)
{ Financial control e :
Unrestricted | 17 (43.6) C10(526) - 5357 2(333)
Self-restricted | 8 (20.5) . 4(2L.1) 4(286)  0(00)
Other restricted |- 14 (35.9) 5(263) 5357 = 4(66.7)
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8.5 Depression and outcome

As previously outlined, one of the most consistent findings in the gambling literature
has been the association between pathological gambling and depression (Becona et
al, 1996, Blaszczynski & McConaghy, 1988; Linden, Pope & Jonas, 1986;
McCormick & Taber, 1988). However, it is often difficult to determine the direction
of causality between gambling and depression. In light of the emotional stresses
generated by excessive gambling the finding of high levels of depression among this
population is -not surprising. While for others pre-existing depression serves as
trigger for excessive gambling. In the previous chapter self-report data indicated that
the majority of clients felt their mood had improved following treatment suggesting
that for these clients depression was secondary to gambling. Nonetheless depression
is associated with a range of changes in motivation and cognitive functioning.

Accordingly, irrespective of the direction of causality an important question to

address is the impact of depression on treatment outcome.

In the current study depression was assessed using two standardised measures, the
BDI and the CIDI-auto (see Chapter 1 for detailed description of these measures).
Table 60 presents the mean pre-treatment BDI by clinical ouicome rating. A one-
way analysis of variance indicated a significant difference in mean pre-treatment
BDI scores across levels of improvement (£(2,41) = 5.1 p < .012). Post hoc testing
indicate that on average clients who showed a great improvement evidenced
significantly fewer symptoms of depression at pre-treatment than other clients. The
mean BDI score for great improvers (M = 10.0; SD = 7.8) fell just.above the normal
or asymptomatic range of 0-9. The mean score for the moderate improvement group

(M = 18.2; SD = 8.8) was at the high end of the mild-moderate range (10-18) while

the no-change group (M = 19.1; SD = 7.6) fell within the moderate to severe range
for depression (19-29). ' ' : S

Table 60 also presents the proportion of clients in each level of improvement who
met a CIDI depression diagnosis for the 12 months prior to treatment. The small
pumber of clients meeting criteria prevents firm conclusions about the relationship
between DSM-IV depression diagnosis and outcome. Nonetheless, it is interesting to
note that all but one client who met criteria for severe depression during the 12

months prior to assessment were rated as showing a great improvement in gambling.
These tesults are somewhat at variance with the findings reported for the BDL
However, the BDI is a measure of depressive symptomatology over the previous

week. Only one client reported symptoms consistent with severe depression that

continued into this time frame. It may be that clients who have experienced severe
depression in the past put more effort into treatment and thus have a better outcome.’

" Together these results suggest that a while previous diagnosis of depression did not
effect treatment outcome, the presence of depressive symptomatology, as measured

by the BDJ, at the beginning of treatment was related to outcome.

As a corollary to the impact of depression on outcome we examined the relations_lﬁp

 between SSRI medication and outcome. - The current understanding of the -
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relationship between SSRI medication and pathological gambling was outlined in
Chapter 3. The pmporuon ‘of clients prescribed SSRI medication at the time -of
assessment is presented in Table 60. Chi-square analysxs indicated that clients
currently preseribed SSRI medication did not consistently improve to a greater or
less degree than clients not prescribed SSRI medication. However, caution must be
observed before concluding that medication does not impact on treatment outcome. -

The relationship between depression, medication, and outcome is likely to be a
complex one and further systematic research is needed. Issues that need fo be
addressed include medication dosage and compliance, length of time on medication,
and the causal nature of the relationship between gambling and depression. ,

Table 60: Pre-ireatment indices of depression and outcome

Total - = Great Moderate No Change
' Improvement Improvement.
n=43 - n=20 n=14 n=9
Mean BDIscores | 14.2(9.0) 10.0(7.8) 8.2(8.8) 191 (7.6)
CIDI depression _
diagnosis (n %) ‘ | -
: Mild | 8(21.1) 2(11.8) 4(308) 2(25.0)
Moderate 1(2.6) 0(0.0) 17D 0(0.0)
"~ Severe; 7(184) @ 6(353) 1(0.7) 0(0.0)
SSRI medication | | _ : :
(0.%) 10 (23.2) 6(300) - .. 2(14.3) 2(22.2)

These findings suggest that assessment include a screen for depressive
symptomatology. -~ Clients exhibiting moderate to high levels of depressive.
symptomatology at assessment could benefit from a more intensive or extended

 treatment program targeting depression as well as gambling.

- 8.6 Anxiety and outcome

'As outlined previously, litle is known about the relationship between anxiety

disorders and problem gambling. Anxiety was assessed in the current study using .
the CIDI and the STAI-Y (see Chapter 1 for detailed d&scnpnon of these measures).

 The proportion of clients meeting criteria for each diagnosis is presented in Table 61.

This table ‘also presents mean pre-treatment percentile scores on the state and trait .
scales of the STAIY accordmg to treatment outcome. . e
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Overall, 34% of clients who completed treatment met criteria on the CIDI for an
anxiety - disorder. Chi-squared analysis indicated no  relationship between the
presence of an anxiety disorder and level of improvement. However, as noted
previously the relevance of particular amxiety disorders to pathological gambling is

questionable at it seems. unlikely that treatment outcome

presence of such disorders.

would be affected by the

“Table 61: Mean percentile scores on the state and trait scales of the STAL-Y

Total ~ Great - Moderate No Change
- Improvement Improvement
n=233 n=17 n=13 n=38
CIDI anxiety
diagnosis _
Clients with a , - .
 diagnosis | 13*(342)  8(47.1) 33D 2(154) -
Specific phobias .
Animal | 1(2.6) 1(5.6)
Environment | 1 (2.6) 1(5.6)
Blood/injury | - 2(5.1) 1(5.6) 117
Social phobia | 4 (10.3) 3(16.7) 1(1.7)
Panic with | 1 (2.6) 1(5.6)
agoraphobia
Panic withoyt | 0 (0.0)
.. agoraphobia | : .
" Generalised anxiety | 8 (20.5) 6(33.3) 1(17) 1(12.5)
- ~ Obsessive| 2(.1) 1(12.5) SR 1(12.5)
| Compulsive | o |
- Post Traumatic Stress | 1 (2.6) 1(5.6) -
| STAL-Y . B ' L
Mean state percentile | 65.0(31.6)  550(30.7)-  79.7(265)  660(349) |
Mean trait percentile | 802(222)  71.6(27.6)  857(142)  912(78)

*Noto clients can meet criteria for more than dne diagnosis. - |

High le\?eqls. of anxiety were evident in this sample at pfe-irea:ment assessment.

Clients who completed treatment scored within the highest 35.0% and 20.0% of
- adults on levels of state and trait anxiety, respectively. A multivariate analysi

; of
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variance conducted on the data indicated a significant linear trend on trait scores
(F(2,39) = 3.6, p < .05). Higher levels of improvement were associated with lower
levels of pre-treatment trait anxiety. In other words, clients showing a poor response
to treatment had higher levels of pre-treatment trait anxiety than clients who
responded well to the treatment. The same trend was evident in state data, but this

did not reach significance (p <.09).

8.7 Substance use and outcome

Within gambling sessions, alcohol is known to impair rational judgement and control
and increase risk-taking among gamblers (Daghestani, Elenz & Crayton, 1996).

" Baron and Dickerson (1999) found that the ingestion of alcohol prior to gambling

reduced resistance to begin and end 4 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 substance using pathological gamblers may be at greater risk for refapse.

In addition it is well established that depression is a comelate of pathological
gambling (Blaszczynski. & McConaghy, 1988; Linden, Pope & Jonas, 1986).
Impaired control over a session of gambling may evoke a sense of despair and
depression in the substance abuser suffering a co-morbid gambling disorder that in

turmn precipitates the resumption of substance use in an attempt to self-medicate

against gambling-induced affective distutbances. Alternatively alcohol use may
precipitate a gambling lapse in a pathological gambler by impairing judgement,
increasing risk taking and self-confidence in their ability to control their gambling.

In the current study we assessed substance use during pre-treatment assessment

using two standardised measures, the AUDIT and CIDI-auto (see chapter 1 for
detailed description of these measures), and client self-report of substance -use
behaviour. Mean AUDIT scores, substance use CIDI diagnoses and self-report data
are presented in Table 62. "A one-way analysis of variance carried out on mean pre -
treatment AUDIT scored indicated significant difference across levels of

“improvement on this measure (F(2,41) = 3.7, p < .04). Post hoc contrasts indicated

ovement than either the

Approximately 15% of clients meet criteria on the CIDI for a diagnosié of alcohol
abuse according to DSM-IV (APA) while 10.5 % of the sample (who were a subset

of those who met criteria for alcohol abuse) also met criteria for alcohol dependence.
The small number of clients meeting diagnosis precludes analysis of this data.

However the results show a similar trend to that for the AUDIT.

: Paiﬁcipants were also asked whéthe’r they drank alcohol immediately prior to or
- during a gambling session.

_ The majority of clients who completed treatment
reported that they did not drink alcohol at these times. Chi-square analysis indicated
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a near significant trend such that clients who were categonsed as showmg a
moderate improvement were more likely to admit to alcohol intake prior or during a
gambling epzsode than clients rated as showing no change in gambling or a great

mpmvement(X 2)= 5513< .07).

Together, these findings suggest that poor gambling prognosis is not necessarily
associated with harmful levels of alcohol use, as evidenced by the relatively low
levels of harmful use found amongst clients showing “no change”. However,

alcohol use may impact on the degree of improvement among clients who show
some response to treaiment (i.e, the moderate improvement group). B is

recommended that assessment of alcohol use is included as a standard component of
assessment of problem gamblers and where identified as refevant strategles to reduce

, ha:mﬁ:l drinking should be included in treatment programs.

Seven clients admitted to illicit drug use (predommanﬂy matijﬁana, also

amphetamines and ecstasy). There was no consistent distribution of drug use acToss
treatment outcome levels. The small number of clients admmmg to use prevents the

- drawing of any firm conclusnons

Table 62: Substance use and treatment outcome '

Total Great Moderate No Change
Improvement improvement
Mean AUDIT score | 53(46) - 43(3.2) 8.0(6.0) 3.6 (3.6)
CIDI diagnoses* o .
Alcohol abuse { 6[15.4] 1[56]  4[308] 1[12.5] .
Alcohol dependence |  4[10.5] - 0f0.0] 4[30.8] 0]0.0}
Alcohol priortoor | '17[39.5] .  5[25.0] 9[64.3] 3[33.3)
during gambling |. -
Selfreported drug| 7[163] 3 [15.0] 3[214]  1{1L1]
use '

“Note: Standard deviations appearin parentheses Percentagfm appear in brackets.

* CIDI data was not available for four clients — three clients (two in the “no change”

- and one in the “great improvement” condition) scored two or less on the AUDIT

suggesttng they would not have met criteria for an alcohel disorder diagnosis. The
remaining client who was categorised in the “great improvement” condition scored
12 on the AUDIT and may have reached criteria for an alcohol disorder diagnosis. -
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8.8 Impulsivity and outcome

A growing body of evidence has supported the hypothesis that pathological
gambling is associated with high levels of trait impulsivity (Joukhador,
Blaszczynski, Maccallum & Beattie, 1999; Steel & Blaszczynski, -1996;
Blaszezynski, Steel & McConaghy, 1997). We assessed impulsivity using the Self-
Description Inventory (Dickman, 1990) (see chapter 1 for a detailed description of
this measure). Table 63 presents the means functional and dysfunctional impulsivity
scores each outcome level. Analyses of varance conducted on this data found no
differences between mean functional impulsivity scores across outcome levels.
However, there was a significant difference on dysfunctional impulsivity (E(2,41) =
41, p < .026). - Follow-up tests indicated that clients who showed - a great

' jmprovement had a lower mean dysfunctional impulsivity score than clients in the

no-change condition.

Table 63; Mean functional and dysfunctional impulsivity scores

Total Great Moderate  No Change
. Improvement improvement '
Functional 6.2(3.0) 5.6(2.9) 5.8(3.0) 83(29)
Dysfunctional 5029 3.8(2.9) 159(2.5) 64 (2.9)

89 Mulﬁple regression analysls
Significant differences were found between treatment outcome levels on a range of

pre-treatment scores, " including BDI, impulsivity, amdety, and alcohol use. To
examine the extent to which these variables were useful in- predicting treatment

B outcome a mulfiple regression analysis was undertaken.
Pre-treatment measures of gambling severity (SOGS) depression (BDI), anxiety

(STAL-Y), impulsivity functional and dysfunctional (SDI), alcohol inteke (AUDIT)

" were entered into 2 multiple regression analysis. A forward method of variable entry

was used. That is, the variable that best predicts outcome is entered in the first step,
the next best variable in entered in the second step and so on. Only those variables
that did not account

- that improve prediction are included in the analysis. Variables
for independent variance are not included. : _

The regression analysis produced an equation that included .dy'_s_ﬁ-mciional _
impulsivity, functional impulsivity and pre BDI as significant predictors of clinical
outcome ((3,36) = 8.1, p <.001: R = .64, R? = 40, (Adjusted R* = 353)). Regression
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coefficients are presented in ’I‘hblc 64. - These figures indicate that higher scores on
these measures were associated with poorer clinical outcome. The equation predicts

40% of variance in sample.

Table 64: Regrassion coefficients for impulsivity and BDI scores

 between treatment interventions and client characteristics.

- expenditure or continued access to finances
~ outcome. 7 : _
‘While these variables do not p'redict'odtmme, certam psychological states reﬂectmg B

Stamdardised  R®_ t  Sigaificance
Beta Change -
Constant | 14.6 000
| Dysfunctional impulsivity 35 174 . 27 011
Functional impulsivity 39 134 3.1 004
_preBDi | 034 094 26 o4
8.10 Summary

" The relationship between pre-treatment variables and treatment outcome at one-

month was explored in detail. Data collection for six and twelve month follow-up is
continuing and the findings of this component of the study will provide more robust
information regarding predictor variables that will ultimately permit better matching

Currently, the indications are that a number of variables do not appear to be

 predictive of treatment response, that is, whether or not a client will show

compliance with instructions or a beneficial response to cognitive therapy ora
behavioural intervention. : o .
The variabl&s that do not predict outcome are sex and indices réﬂecﬁng gambling

: -severity: SOGS scores, self-reported preoccupation, urge or perceived self-control

over gambling, and years of problem gambling. Levels of debt, gambling '
likewise do not appear to predict ~

level of distress and personality factors associated with impulsivity appear .
predictive. The relationship between depression and outcome is complex with -

* suggestions that high scores on the Beck Depression Inventory indicating the

presence of point-in-time symptoms, are associated with a poor response to -
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treauﬁent_ A past history of psychiatric episodes of depression is not related to
outcome. o _ :
These findings argue for the need for counsellors to screen all clients for current
depression and those exhibiting such symptoms should be offered additional
interventions aimed at overcoming depression; _ _

Treatment of depression with medication may not be the recommended strategy for
treatment given that there was no evidence that clients treated with the anti-
depressant class of selective serotonin re-uptake inhibitors improved more than
depressed clients not receiving such medication. Given the small sample size, these *
ndings are not conclusive and further research is required before a definitive
statement can be offered. ' .
As with depression, high levels of anxiety appeared to-be associated with a poorer
response to treatment. _ '

Interestingly, there Was 10 strong relationship between level of harmful alcohol use

" and outcome. This finding is contrary to expectations and claims that comorbid

substance use acts as a barrier to treatment and a relapse factor for problem
gambling. However, given the short follow-up timeframe, this finding can only be
offered as a tentative conclusion until the long-term data is analysed and the study

replicated. '
As shown by Blaszczynski, Steel and McConaghy (1997) and Steef and

' Blaszczynski (1996), impulsivity is an important variable that is associated with

severity of problem gambling and treatment outcome. Clients showing high levelsof

impulsivity do show a poorer response to treatment and other characteristics that
conceptually argue for an underlying biological basis to their impaired control

- (Blaszczynski, 1999).

In conclusion, problem gambling is a treatable condition with cognitive therapy and

| imaginal desensitisation showing comparable successful outcome rates of around
70% of treated clients. Given the similarity of outcomes, imaginal desensitisation

represents the best cost-effective approach to treatment. Further research is needed

to investigate the mechanism of therapeutic change. Gamblers displaying high levels

of anxiety, depression and impulsivity at pre-treatment ténd to respond less to
treatment suggesting that clients should be routinely screened for these factors and

“additional interventions targeting these symptoms offered.

133 -




SSN—

 Australian Bureau of Statistics Publication (1998).

134

9 REFERENCES

Abbott, M. & Volberg, R. (1991). Gambling and problem gambling in New Zealand:
' A report on Phase One of the National Survey. Wellington: Department of

‘ Internal Affairs.
Amencan Psychiatric Association. (1980). Diagnostic and statistical manual of
mental disorders. Washington, DC: Author. : S

American Psychiatric Association. (1987). Diagnostic and statistical manual of

mental disorders- revised edition. Washington, DC: Author.

American Psychiatric Association. (1994). Diagnostic and statistical manual of
mental disorders (4™ Ed.). Washington, DC: Author. )

Anderson, G, & Brown, R. L F. (1984). Real and laboratory gambling, sensation
secking and arousal. British Jounal of Psychology, 75, 401-410. 7

Asberg, M., Thoren, P., Traskman, L., Bertlison, L. & Ringberger, V-A. (1976).
Serotonin depression, a biochemical subgroup with the affective disorders.
Science, 191, 478-480. S

Australian standard claséiﬁcaﬁon
of countries (SACC): Canberra: Commonwealth Government.

Austrafian Bureau of Statistics Publication (1998). Anstrahan standard classification
of occupations (second edition): Canberra: Commonwealth Government.

Baron, E. & Dickerson, M. '(1999). Alcohol consumption and self-control of

" gambling behaviour. Journal of Gambling Studies, 15, 3-16.

Beck, A. T. & Steer, R. A. (1987). Manual for the Revised Beck Depression

Inventory, The Psychological CQrporati&m, San Antonio, Texas.
Bock, AT. & Steer, R A. (1993). Beck Seale for Suicide Ideation. The Psychological
E Corporation, San Aatonio, Texas o
E. (1993). The prevalence of pathological gambling in Galicia (Spain).
Joumal of Gambling Studies, 9, 353-370. . -

Becona, E,, Lorenzo, V.C,, del Carmen, M. & Fuentes, M.J. (1996). Pathological -

‘gambling and depression. Psychological Reports, 78, 635-640.

134 -




[ERSN

i
RGP

Blaszozynski, A. & McConaghy, N. (1989). Ansiety and/or depression i the

135

Bergh, C., Bklund, T., Sodérsten, P., Nordin, C. (1997). Altered dopamine function
-~ in pathological gambling. Psychological Medicine, 27, 473-475.

Bergler, E. (195 7). The psychology of gambling. New York: Hill and Wang.

Blackman, S., Simone, R.V., & Thoms, DR. (1989). The gamblers treatment clinic
of St. Vincent's North Richmond Community Mental Health Centre: .
characteristics of the clients and outcome of treatment. The nternational

Journal of Addictions, 24, 29-37.
Bland, R.C,, Newman, S.C., Om, H, & Stebelsky, B.A. (1993). Epidemiology of

pathological gambling in Edmonton. Canadian Journa! of Psychiatry, 38, -
- 108-112. | | |
Blaszczynski, A & Farrell, E. (I998). A case series of 44 completed gambling
- related suicides. Journal of Gambling Studies, 14, 93-110 -

‘Blaszezynski, A & Maccallum, F. (2000). Imaginal desensitisation for problem

gambling therapist manual. University of New South Wales: Imputse Control
Research Clinic. :

ffum, F. (2000). Cognitive therapy for problem gambling:
h

- Blaszczynski, A. & Maccall ]
- ou ; ist manual. University of New South Wales: Impulse

* Control Research Clinic.

" Blaszezynski, A. & Maccallum, F. (2000). Imaginal desensitisation and cognitive
- . > ing: group prograx ﬂleraistmanualUnivel'SitY

therapy for problem gan bllﬂ. OTO!
of New South Wales: Impulse Control Research Clinic.

Blaszozynski, A. & McConaghy, N. (1994). Antisocial personality disorder
and pathological gambling, Jourmal of Gambling Smdies, 10, 129-146.

' Blaszczynski, A. & McConaghy, N. (1988). SCL-90 assessed psychopathology in

pathological gamblers. Psychological Reports, 62, 547-552.

pathogenesis of addictive gambling. The International Journal of Addiction,
24, 337-350. : | -
Blaszczynski, A. & McConaghy, N. (1994). Criminal offences in gamblers
anonymous and hospital treated pathological gamblers. J ournal of Gambling
Studies, 10, 99-128. ; - -
Blaszozynski, A. & Silove; D. (1995). Cognitive behavioural therapies for -
pathological gambling. Joumal of Gambling Studies, 11, 195-220.

135




Blaszczynski, A, (1988). Doctor

136

Blaszczynski, A. (1999). Pathological gambling: an impulse control, addictive or
" obsessive-compulsive disorder? Anuario de Psicofogia, 30, 93-109.

Blaszczynski, A. (2500). Pathways to pathological gambling: identifying typologies.
Electronic Journal of Gambling Issues, URL:htmjwww.camh-netfegambﬁng.

of Philosophy. Clinical studies in pathological
bling an acceptable outcome? University of New

gambling: is controlled gambling

_South’ Wales.

' Blaszczynski, A, McConaghy, N. & Frankova, A. (1991). Control versus abstinence '

in the treatment of pathological gambling: a two to nine year follow-up.
British Journal of Addictions. 86, 299-306.

Blaszczynski, A., McConaghy, N, & Frankova, A. (1990). Boredom pronenessin .
pathological gambling. Psychological Reports, 67, 35-42.

Blaszezynski, A, McConaghy, N, & Frankova, A. (1991). A comparison of

relapsed and non-relapsed abstinent pathological gamblers following
‘behavioural treatment. British Journal of Addiction, 86, 1485-1 489.

Blaszczynski, A., Steel, Z. & Drobny, . (1999). Predictors of treatment compliance

in pathological gamblers. Developing Strategic Alliances, Proceedings of the
Ninth National Conference, National Association for Gambling Studies Gold

Coast.

' Blaszczynski, A, Steel, Z. & McConaghy, N. (1997). Impulsivity in pathological

gambling: the antisocial impulsivist. Addiction, 92, 75-87.

Blaszczynski, A., Walker, M: & Sagis, A. (1999). Psychological aspects of

gambling behaviour: an APS position paper. Australian Psychologist, 34, 4-
16. = : o o . :

Brown, G. L., Ebert, M. H, Goyer, P. F., Jimerson, D. C,, Klein, W. J.,, Bunney, W.

E. & Goodwin, F. K. (1982). Aggression, suicide, and serotonin:
. relationships to CSF Amine Metabolites. American Journal of Psychiatry,
139, 741-746. - | :
Brown, R.LF. (1986). Arousal and sensation-seeking components in the general
explanation of gambling and gambling addictions. The International J ournal
of the Addictions, 21 (9&10), 1001-1016. : .

Ciarrocchi, J & i}ichafdson, R. (1989): Profile of compulsive gamblers in .
treatment: update and comparisons. Journal of Gambling Studies, 5, 5376_5. .

136

F




137

Conigrave, KM., Hall, W.D. & Saunders JB. (1995) The AUDIT questionnaire:
choosing a cut-off score. Addictton, 90, 1349-56.

Crockford, D.N. & el-Guebaly, N. (1998). Psychiatric comorbidity in pathological

gambling: a critcal review. Canadian Joumal of Psychiatry, 43, 43-50.

Cunningham-Williams, R Cotiler, L. B., Comptom, W. M., & Spnznagel, E. L.
(1998). Taking chances: problem gamblers and mental health disorders: -
results from the St Louis Epidemiological Catchment Area Study American

- Joumal ofPubll ealth, 88, 1093-6.

Custer R. & Custer, L. (1 978) Charactensucs of ﬂle recovering commﬂs:ve
bler: a survey of 150 members of Gamblers Anonymous. Paper presented

_ at the Fourth National Conference on Gamblmg and Risk Taking, Reno, -
Nevada

Custer R. & Milt, H. (1985). When luck runs out: help for compulswe ggmblers and

their families. New York, Facts on File.

Custer, RL. (1982). Gambling and the addictions. In R. Craig and S. Baker (Eds.), -
Drug Dependent Patients: Treatment and Research (pp 367-8 1) Thomas,
Springfield Ilinois. _ ‘

Daghestani, A., Elenz, E. & Crayton, IW. (1996). Pathological gambling in
hospitalised substance abusing veterans. J oumal of Clinical Psychiatry, 57,

360-362.

DeCaf:a, C., Hollander, E. 'Grossman, R, Wong, C. 'Moscvxch, S. & Cherkasky, S.
(1996) Diagnosis, neurobiology- and treatment of pathological gambhng _

ournal of Clinical Pﬂcm@gx, 57, 80-84.

- DeCaria, C., Hollander, E. Gmssman,R Wong, C. Mosowch, S., Cherkasky, S.

(1996). Diagnosis, neuroblology and treatment of patholOglcaI gambling.
Joumnal of Clinical Psychiatry, 57 80-34.

-Dell Ruzicka & Palisi, 1981). DeII L.J, Ruzicka, MF. & Palisi, A.T. (1981)

. Personality and other factors assoclated with the gambling addiction. The
International Journal of Addictions, 16, 149-56.

| chkerson M, A]lcock C, Blaszczynski A, Nichol!s B, ‘Williams R & Maddemn R.

( 1995): An examination of the socio-economic effects of gambling on
duals families and the community inchuding research info the costs of

- indivi
p_robIem gambling in New South Wales. Macarﬂlur Australian Institute of ‘

-~ Gambling Research.

137




o i g

Ferrs, 1., Wynne, H. & Single, E. (1998). Measuring grob!em gambling in Canada

138

Dickerson, M. Hinchy, J., & Falve, J. (1 987). Chasmg, arousal and sensation
seeking in oﬁ'—course gamblers. British Journal of Addiction, 82, 673-680.

chkman, SI.( 1990) ‘Functional and dysfunctional unpulsmty, personallty and
. cognitive correlates’, Journal of Personality and Social Psychology, 58, 95-

102).

Fcheburua, E., Baez, C. & Femandez—Montalvo I (1996). Comparative

 effectiveness of three therapeutic modalities in the psychological treatment of
pathofogical gambling: long term outcome. Behavioural and Cogmhve

Psychotherapy, 24, 51-72.

draft final report for the Inter-Provincial Task F orce on Problem Gamblin
Canadian Cenlre on Substance Abuse. _

First, MB,, Gibbon, M. , Spitzer, RL., Williams, IJBW. & Benjamin, L.S. (1997)

User’s guide for the Structured Clinical Interview for DSM-IV Axxs H

Personality Disorders. Washington, DC: APP Press.

| France, C. (1902). The gambling 1mpulse American Joumal of Psychology, 13, 364-

407.

Frank, M., Lester, D. & Wexder, A. (1991). Smcldal behavxor among members of

Gamblers Anonymous. Journal of Gambling Smdles, 7 249-54.

Gilovich, T, (1983). Biased evaluation and persistence in gambling.- Journal of

ersona]ig[ and Social Psychology, 44, 1110-1126.

. Greenberg, D. & Rankin, H (1982). Compulsive gamblers in treatment. Bnttsh

| Journal of Psychiatry, 140, 364-366.
Griffiths, MD (1990). The acquisition, development and mmntenance of ﬁmt
machine in adolescents. Journal of Gamblmg Smdles, 6 193-204.

Hall, R.C,, Platt, D. E,.& Hal], RC (1999) Evaluation of smclde riskina ume of

) managed care. Psychosomatics 40, 18-27. |

Hollander E (1 992) Treaunent of pathological gambhng with clompmmme
~ American J oumal of Pszchmtgy, 145, (letter), 7 10-7 1. 7

Hollander E. Begaz, T. & DeCaria, M. (1998). Phaxmacologlc approaches in the
. treatment of paihologlcal gambimg CNS Spectrums, 3, 72-82 _

Horodecki, I (1992). The treatment model of the guidance centre for gamblers and
~ their relauves in Vienna/Austria. J oumal of Gamb]_x_ng Smdles, 8, 115-129.

138




139

Jackson, A., Thomas, S. & Thomason, N. (2000) Longitudinal evaluatlon of problem

_gambling counselfing services, community education strategies
information products. The University of Melboume: Victorian Department of

Human Services.

Jacobs, D. { 1999). Adolescent problem gambling. Developing Strategic Alliances,
Proceedings of the Ninth National Conference, National Association for
Gambling Studies Gold— Coast. _ o

Jacobs D. F. (1986). A general theory of addictions: a new theoreucal model.

Journal of Gambling Behavior, 2, 15-3 |

Joukhador, T ,Blaszczynskl A Macca]lum F &Beatue L. (1999). Do
' blers? An investigation -

of nnpulswely and irrational beliefs. Developmg Strategic Alliances,

Proceedings of the Ninth National Conference, Nalmnal Association for
Gamblmg Studies Gold Coast. B

Koller, K. M. (1972). Treatment of poker—maclnne addicts by aversion therapy

Medical Joumal of Australia, 1, 742-745.

- Kyngdon, A. & chke'rsom M. (1999). An experimental study of the effect of prior

alcohol consumption on a simulated gambhng activity. Addiction, 94 697~

707.

Ladouceur, R. & Walker, M. (1996). A cognitive perspective on gambling. In PM.
Salkovskis (ed.). Trends in Cognitive and Behavioural ’Iheraples, United
Kingdom: John Wiley and Sons (pp 89-120).

Ladouceur, R, Boisvert, J M & Dumont, 1. (1994). Cogmtxve behawoural treatment

for adolescent pathologlcal gamblers. Behaviour Modification, 18, 230-242.
Iadouceur, R, Bo:svert, I-M., Pepin, M., Loranger, M., & Sylvian, C. (1994). -
- Social cost of pathological gambling. 'Iou-mal of Gambling Studies, 10, 399-

Ladouceur, R, Dube D,& Bu_;old, A (1994) Prevalence of pathologlcal gambling -
and related problems among college students in the Quebec metropohtan

area. Canadmn Journal of Psychiatry, 39, 289-293.

Lesxeur H& Rosenthal, R. (1991). Pathological gambhng a review of the liferature

(prepared for the American psychiatric Association task Force on DSM-IV
" Committee on Disorders of Impulse Control Not Elsewhere Clasmﬁed)

Ioumal of Gambling Studies, 7, 5-40. -

139




prorm———
—

i
z
{

140

- F. R, & Blume, B. (1987). The South QOaks Gambting Screen (SOGS): A

.Lesieur
" pew instrument for the identification of pathological gamblers. American

Joummal of Psychiatry, 144, 1184-1 188.

Lesieur, H. R, & Heineman, M. (1988). Pathological gambling among youthful
multiple substance abusers in a therapeutic community. British Journal of

~ Addiction, 83, 765-71.

Lesicur, H R,, & Wallisch, L. (1993). Problematic gamblir
~ use: their interactions. Paper presented at the annual meeting of the
“Academy of Criminal Justice Sciences, Kansas City, USA, March

Lesieur, HR. & Blume, SB. (1987).“The South Oaks Gambling Screen (SOGS): A
new instrument for the identification of pathological gamblers’, American
Journal of Psychiatry, 9, 1184-87 :

Lesieur, HR. & Blume, S.B. (1990). Characteristics of pathological gamblers
identified among patients on psychiairic admissions service. Hospital and
Community Psychiatry, 41, 1009-1012. ' o -

Lesier, HR_ & Blume, SB. (1991). Evaluation of patients treated for pathological
gambling in a combined alcohol, substance abuse and pathological gambling
treatment unit using the Addiction Severity Index. British Journal of
Addiction, 86, 1017-1028.

Lesieur, HR_ & Blume, S.B. (1992). Modifying the addiction severity index for use
with pathological gamblers. The American J ournal on Addictions, 1, 240-
oy S Abe Ametlcafl SORSE S ST .

Leg'eur, HR. (1984)_The chase. Rochester: Schenkman Publishing.

Lesicur, FLR., Blume, S.B,, & Zoppa, RM. (1986). Alcoholism, drug abuse and
gambling. Alcohol_iSm: Clinical and Experimental Research, 10, 33-338.

Linden, RD., Pope, LG, & Jonas, .M. (1986). Pathological gambling and major
affective disorder: preliminary findings. Journal of Clinical Psychiatry, 47,
201-203. T |

 Linnoila, M., Virkkunen, M., Scheinin, M., Nuutila, A, Rimon, R (1983). Low

cerebrospinal fluid 5-Hydroxyindoleacetic Acid concentration differentiates
impulsive from non-impulsive violent behavior. Life Sciences, 33, 2609-
2614, - | : - o
Lopez-Tbor, J. 1. (1 988). The involvement of serotonin in p:sychiau'ic disorders and
- behaviour, British Joumnal of Psychiatry, 153, (suppl. 3), 26-39.

Al

- 140




———
[ E—

[ ——

141

Marfels, C. (1998). Visitor suicides and problem gambling in the Las Vegas market:
a phenomenon in search of evidence’, Gaming Law Review, 5, 465-72. _

McCleary R, Chew, K, Feng, W., Memrill, V., Napofitano, C., Males, M &

Graffeo, B. (1998). Suicide and gambling: an analysis of smclde rates in U.S..

counties and metropolitan area. American Gaming Association.

‘McConaghy, N, Amstrong, M. S., Blaszczynslﬂ, A., & Allcock, C. (1983).

Controlled comparison of aversive therapy and imaginal desensitisation in

compulsive gambling. British Ioumal of Psychiatry, 142, 366-372.

McConaghy, N., Blaszczynski, A. & Frankova, A. (1991). Comparison of imaginal
desens:hsahon with other behavioural treatments of pathological gambling: a

two to nine year follow-up. British Journal of Psy: chiatry, 159, 390-393.

McCormick, R:A. & Taber, J.L(1983). Attributional style in pathological gamblers

in treatment. Joural of Abnormal Psychology, 97, 368-370.

* McCormick, R A., Russo, A:M,, Ramirez, LF., & Taber, J1 (1984). Affective

disorders among pathologlcal gamblers seeking treamlent American .T ourpal

of Psychiatry, 141, 215-218.

McCormick, R A., Taber, J., Kruedelbach, N., & Russo, A. (1987). Personality
profiles of hospitalized pathological gamblers: the California Personality

Inventory Joumal of Chmcal Psychology, 43, 521-527.

McGowan, W.G. & Chamberlain, L.L. (2000), Best possible odds: contemporary

treatment strategies for gam bling dlsorders New York: John Wlley & Sons.

Moran, J. (I 969). Taking the final risk. Menta] Heal_th, ‘Winter, 21-22.

' Moreno, I, Saiz-Ruiz, J, & Lopez-lbor, J. J. (1991). Sérotonin and gamblmg

dependence. Hmnan Psychepharmacology, 6, $9-12.

- Moskowitz, J.A. (1980). Lithium and lady Iuck: use of lithium carbonate in

New York Siate Joumal of Medicine 785-7 88.

compulmve gambling.

Motto, J., Heilbron, D. & Juster, R. (1985). Development of a clinical msttument 10
© estimate sulclde risk. Ainerican Journal of Psychiatry, 142, 680-686.

* National Research Councll (1999). Pathological mb]mg a cnucal review.

Washmgton DC: National Academy Press.

Carroll,P w. O Berman, A. L, Mans R, Mosmcla,E Tanney, B. and
Silverman, M.  (1996). Beyond the tower of Babel: a nomenclature for

suicidology. Suicide and Life Threatening Behavior, 26, 237-52.

141




e e
[E—

142

Phillips, D. P, Welty, W. R, & Smith, M. M. (1997). Elevated suicide level

associated wrth legalized gambling. Suicide and Life Threatening Behavior,
27,373-78. © |
Productivity Commission (1999). Australia’s gambling industries: draft report.

Canberra: Producuvrty Commission.

Ramirez (1983) Patterns of substance abuse among pathological gamblers
undergomg treatment. Addictive Behawors 8,425-8.

Ramirez, LF., McCornuck, RA Russo, AM., & Taber, J.I (1983). Patterns of
substance abuse in paﬂlologlca! gamblers undsrgomg treatment. Addictive

Behaviours, 8, 425-428.

Journal

Rhimmer, Z. (1996). Strategies of smclde prevenuon focus on healﬂl care.
of Affective Disorders, 39, 83-91. -

- Roy, A. (1982). Risk factors for suicide in psycluamG pahemx Archives of General
Psychiatry, 39, 1089-1095. . _

‘Roy, A. (1982). Risk factors for sulcrde i psychiatric pauents Archrves of General
gchrat_xy, 39, 1089-1095. _
Roy, A, Admoﬂ;B Roehrich, L., Lampamh D, Custer R., Lorenz, V., Barbaccia,
M., Guidotti, A., Costa, E., & Linnoila, M (1983). Paﬂmlogncal gambhng
Archrves of General Psvchiamz 45,369-373.

Roy, A., De Jong, J Linnoila, M (1989). Extroversion in pathologlca! gamblers:
correlates w1ﬂ1 indexes of noradrenergtc ﬁmctlon Archlv&s of _General

Psychiatry, 46, 679-681.
‘Rudd, M.D. & Joiner, T. (1998). The assessment, management, éﬂd treatment of
suicidality: toward clinically mformed and balanced standards of care.
Chmcal Psychology, 5, 135-150. _

Russo, A_M Taber Y. I McComck, RA & Ram1rez, LF. (1984) An outcome
study of an inpatient treatment program for pathological gamblers Hospital

and Community Psychiatry, 35, 823-827.

Saunders, J., Aasland, O., Barbor, T, de la Fuentes, J. & Grant,M (1993).
Development of the alcohol use disorders identification test (AUDIT): WHO

- collaborative project on early detection of persons with harmful alcohol
7 consumpﬂon Addiction, 88, 791-804 ) .

- 142




143

Schwartz, J. & Lindner, A (1992) Tnpatient treatment of male pathological

gamblersmGermany Joumal of Gambling Studies, 8, 93-109.

Seager, C.P. (1970). Treatment of compulswe gamblers by electncal aversion.
Bt‘ltISh Ioumal of Psychiatry, 117, 545-553. N

Shaffer, HJ. (1997). The most important unresolved issue in the addictions:
conceptual chaos. Substance Use and Misuse, 32, 1573-80.

Shaffer, H.J., Hall, MN., Walsh, J.S. & Vander Bilt, J. (1995) The psychosoc:al

conséquences of gamblmg In R. Tannenwald (Ed.), Casino Development:

How Would Casinos Affect New En_lgland’s Economy? Speclal reports No 2

 (pp-130-141).

Sharpe, L. & Tarrier, N. (1992). A oogmtrve—behawoural treatment approach for
problem gambling. Journal of Cognitive Psychotherapy, 162, 407-412

| Sharpe, L., & Tarrier, N. (1993). Towardsacogmﬁve behavioural theory of

problem gambling. British Journal of ngchlaﬂ, 162, 407—412

_ Specker, SM., Caﬂson, G.A., Edmonson, KM Johnson, P.E. & Mardcotte, M.

(1996). Psychopathology in pathological gamblers secking treatment. Journal
‘of Gambling Studm, 12, 67-81. _

Spielberger, C (1983) State Trait Anxiety Inventorv Form Y-1 Self-Evaluation

Questi nnaire, Consulting Psychological Press, Pao Alto, California

Spunt, B., Lesieur, H_ Hunt, D., & Cahill, L. (1995). Gambhng among methadone
patients. The Intemaﬂonal Iournal of'the Addlctlon_s, 30,929-962.

Stark, MLJ. (1992) Dropping cut of substance abuse treatment: a clinically oriented
review. C]Jmcal P.‘_;ycholggy Rewew, 12,93-116 ' _

Swiham D., Health, A., Madden, P, Bucholz, K., Blemt,L Dmmddle S., Shutske,
W., Dunne, M., & Martin, N. (1998). Suicidal behaviour: anepldemlologtcal

and genetic study. Psychological Medicine, 28, 839-855.

Steel, Z., & Blaszczynski, A. (1998). Impulsivity, personality disorders and
pathologlcal gambling seventy Addlcuog, 93, 895-905.

Steel ZP, & Blaszczynski, A. (1996). Fastonal _suuctl!re of paﬂlologlcal gambling.

ournal of Gamb!mg Studies. 12, 3-20.

Stem, D, D.J., Hollander, E. & Llebow:tz, M.R. (1993). Neuroblology of impulsivity
and 1mpulse control disorders. Joumal of Neuronﬂchlau‘v and Chmcal_

" “Neuroscience, 5, 9-17.

143




—ar———
USSR

144

 Stewart, RM. & Brown, RIF. (1988). An outcome study of gamblers anonymous. -

British Journal of Psychiatry, 152, 284-288.

Street Report (1991). Inquiry into the establishment and operation of legal casinos in
 New South Wales. New South Wales State Government.

Sullivan, S: (1994). Why compulsive gamblers are a high suicide risk? Community

" Mental Health in New Zealand, 8, 40-47.

Sylvain, C., Ladouceur, R, & Boisvert, J. M. (1997). Cognitive and behavioral
treatment of pathological gambling: A controlled study. J ournal of -

Consulting and Clinical Psychology, 65, 727-732.

Taber, J.I, McCormick, RA., Russo, AM,, Adkins, B.J,, & Ramirez, LF. (1987).

Follow-up of pathological gamblers after treatment. American Journal of

Psychiatry, 144, 757-761.

Taber, J L., McCormick, R A. & Ramirez, LF. (1987). The prevalence and impact
of major life stressors among pathological gamblers. The International

Journal of the Addictions, 22, 44-48.

' Thompson, 1998 Thompson, W. (1998). The impact of gambling in Wisconsin’, The

- National Association for Gambling Studies Newsletter, 10, 21-39.
Thorson, T, Powell, F. & Milt, M. (1994). Epidemiology of gambling and depression

in an adult sample. Psychological Repotts, 74, 987-994.

Toneatto, T. & Skinner, W. (2000). Relationship between gender and substance use
among treatment-seeking gamblers. Electronic Journal of Gambling Issues.

URL:hitp oww.c_amh.net/egambling

Toneatto, T, & Sobell, L.C. (1990). Pathological gambling treated with cogniive
behaviour therapy: a case report. Addictive Behaviours, 15, 497-501.

Toneatto, T. (1999). Cognitive psychopathology of problem gambling. Substance
Use and Misuse, 34, 1593-1604. - I

Volk, RJ,, Steinbauer, J.R., Cantor, S.B. & Holzer, CE. (1997). The Alcohol Use

" Disorders Identification Test (AUDIT) as a screen for at-risk drinking in
primary care patients of different racial/ethnic backgrounds. Addiction, 92,

'197-206.

.Walker, M. (1989). Some problems with theaconcell)t of gamblmg addiction’: should
' ‘theories of addiction be generalised to include excessive gambling? Journal

of Gambling Behavior, 5, 179-200.

144




Ty S
- free——
. : S

: - [ | R

T "

145

Weissman, M. M_, Bland, R. C., Canino, G. J., Greenwald, S., Hwu, H. G, Joyce, P.
R.,Karam, E. G, Lellouch] Lepine, §. P., Newman, S. G., Rubio-Stipec,
M., Wells, J. E., Wickramaratne, P. J., thchen, H. U, and YehE K.

(1999). Prevalence of suicide ideation and suicide attempts in nine countries.

Psychological Medicine, 29, 9-17.

Auto, Wodd Health Organization, Geneva)

Wray, L, Phil, M., & Dickerson, M.G. (1981). Cessation of high frequency gambling
and 'wﬂhdmwal’ symptoms British Journal of Addiction, 76, 401-405.

Wykes A 964). The comgiete illustrated guide to gambling. New York:

Doubleday.

World Health Organization. (1997). Composite Internattonal Dlgggosuc iew —

145







