


PROJECT TEAM

. MARKDICKERSON

ALEX WODAK

L3

" RICHARD MATTICK

~ SANDI HILL

fessor, Tatter.s‘alls Cha:r in Psychology _

Pro_;ect Leader
School of Psycholpgy . :
UniverSity of Western Sydney

D:rector
Drug and Alcohol Inﬁmnanon Servzces

. St Vincent sHosptt_al L

Assoczate Proﬁssar

National Drug & Alcohol Research Centre
Umvers:ty of New South Wales

PP‘OJeCI Manager,

School of Psychology =

Umverszty of Western Sydney




Problem Drinking / Problem
‘Gambling: A Study of '
~ Co-morbid Individuals in
NSW.

A report prepared by the
University of Western Sydoey

This publication is copyright. No
part may be reproduced by any

. process except in accordance
with the provisions of the’

- Copyright Act 1968

Financial assistance for this
project was provided by the
NSW Government from the
Casino Community Benefit
Fund. ‘ : .

ISBN NO: 0-7313-9746-0

- PUBLISHED -




-or Alcohol and Gambhng Problems in N.S.W.
" Study 2. The Inc:dcncc of Co-morbid Problem Drinking / Problem Gamblmg in

“ Study 3. The Incidence of Co-morbid Problem Dnnkmg IProbiem Gamblmg in -

© 24

2.7

Tabie of Contents -

Executive Summary
Project Backémund
Study Approach
Measurement

Results Summary : :
Swdy 1. The Incidence of Co-morbid Problem Drinking / Problcm Gambhng in

a Sample of Respondents Attendmg Treatment Services for Alcohol Gambhng

a Sample of Respondents with Alcohol and Gambhng Problems and Not _
Atteriding Treatment Services in N.S.W.

a Sample of Regula.r ‘Electronic Gaming Machine Players (EGM) in Westem

Sydney ' _ ‘
Implications and Recommcndahons for Intervention and Treatment of Co- 5

" morbid Problem Drinking / Problem Gambling in N.S.W.

Project Background -
Literature Review

21  Introduction

22 Definition and Prevalence of Problem GamBling
2.3 Definition and Prevalence of Problem Dnnkmg _
The Existence of Co-morbid Problem Drmkmg / Problem Gamblmg in ‘11

~ ~ =2 -2

Clinical and Non-clinical Samples o
2.5 . Rates of Problem Gambling in Clinical-Samples of Substance Abuse ~ 12

26 Rates of Substance Abuse in Clinical Samples of Problem Gamblers
Noti-clinical Samples with Prob]_em Drinking / Problem Gambling Co- _ : 14

morbidity ' , L _ 17
em Drinking: _

28  The Relationship between Problem Gambling and Prob

Are They Really Kindred Disorders? -~ = Lo
29 * Treatment for Problem Drinking o o 18

210  Troatment for Problem Gambling 19
211  Combined Treatment for Co-morbid Problem Drinking / Problem 21
_ Gambling - ' '
. Psychometric Measurement of Problem Drinkin’g-and Plfoblem ' 22-
Gambling | ' | o
22

3.1 Problem Drinking

Page

I I

|
H
]




4l
42
43

44

4.5

'4.6

4.7

48

4.9
4.10

4.11

50

s

3.2 Problem Gambling

Studf 1. The Incidence of Co-morbid Problem Drinking / Problem |

Gambling in a Sample of Respondents Attending Treatment for
Alcohol, Gambling or Alcohol and Gambling Problems in N.S.W.

Design, Sample_Seleet.ion and Recruitment

Sample sze
The Incidence of Problem Drinking and/or Problem Gambhng Co-morb:dlty in

N.S.W. Treatment Services
Co-morbidity Results and Dnnkmg Patterns of Co—morbld Respondents

4.4.1 Descriptive Statistics

4.4.2 Stanstxcal Analysis
Co-morb:dxty and Ga.mblmg Patterns of ReSpondems Anendmg Treaunent .

Services in N. S W,

- 4.5.1 Descriptive Statistics

452 Statistical Analysis

Forms of Gambling Played Oncea Week or Mbre by Co-‘mof'bi:d Resﬁbndents
in Treatment _ | | ' :
Demographic Characteristics of Co-morbid Respondents in Treatment

- Family and Social Contacts with Alcohol and/or Gambling Problems

Treatment Patternis of Co-morbid Respondents

Study 1 A Survey of Treatment Services for Problem Dnnkmg and/or Problem '

- Gambling in N.S.W _
4.10.1 Sample Size
4.10.2 Survey Results
Study 1. Summary e .

_ 4111 ~ Risk Profile of Co-morbid Problem Dnnkers / Problem Gamblers
Attending Treament Semces nNSW. - : '
4.11.2 ‘ Treaunenf Patterns of Co-morbid Respondents
4.11.3 A Survey of Treettpent Services in NSW.

Study 2. The Incidence of Co-morbid Problem Drinking / Problem

Gambling ip a Sample of Respondents with Aleohol or Gambling _

- Problems and Not Attending Treatment Services in N.S.W.

Desigh, Sample Selection and Recruitment

23

24

24

26

.26

28
30

30
32

32
32
34

34

36
37
38

39

4'1_ .
43

-

'_45

45




5.2
53

54

‘5.5

5.6
5.7

5.8
5.9

6.0

6.1
62

6.3

6.4

6.5

6.6

6.7

© Sample S;ze
The Incidence of Problem Drinking andlor Problem Gambling C

: 'Players

o-morbidity in

Self-recogmsed Problem Dnnkers and Problem Gamblers in N.S.W. Not

* Receiving Treatment

Co-morbidity Results and Drinking Paﬁems of'RéspOndean Not Receiving

- Treatment
- 541 Descriptive Statistics

542 Statistical Analysis
Co-morbidity and Gambling Pattems of Self-rex
Problem Gamblers Not Receiving Treatment

5.5.1 Descriptive Statistics

5.5.2 Stausucal Analysis

Forms of Gambling Played Once a Week or More by Co-morbxd Respondents

Not Receiving Treatment _

Demographic Charactensucs of Co-morbld Respondents ‘Not Attending "
Treatment Services -
Family and Social Contacts with Alcohol and/or Gambling Problems

. Study 2. Summary
5.9.1 Risk Profile of Co-morbid Problem Drmkers IProbIem Gamblers :

" Not Attendmg-’l‘reatment Services in N.S.W.

Study 3.The Incidence of Co-morbid- Problem Dnnlungl Problem
Gambling in a Sample’ of Regular Electronic: Gaming Machine

7 (EGM) Players in Western Sydney :

Design, Sample Selecnon and ‘Recruitment ‘
The Incidence of Co-morbid Problem Dnnlﬂng / Problem Gamblmg ina

Sample of Regular EGM Players '
Co-morbidity Results and Drmkmg Patterns of Regula: EGM players

6.3.1  Descriptive Statistics

Gambling Patterns of Co-morbid Rcspondents that Regularly Gamble on

EGM’s

Forms of- Gambhng Played Once a Week or More

Demographic Characteristics of Co-morbid Regnlar_ EGM Players.

. Study 3. Summary

6.7.1 Risk Profile of Co-morbld Problem Dnnkers / Problem Gamblers

 that Regularly Gamble on EGM’s

recognised Problem Drinkers and

by Co—mo:bid Regular EGM

46

47

48

50

50

51

51
51

52

53

54

56

36

56

5T

58

60
60

6!

61
62
63




10.
1.
12.

‘Implications and Recommendations for Intervention and Treatment

of Co-morbid Problém Drinking / Problem Gambling in N.S.W

Limitations of This Study

8 1 - Studyl. Treatment Services

82  Study?2.Phone-in o

8.3 Study 3. Regular EGM Players

" References

List of Tables
List of Figures
List of Appendices

66
66
66

66

67




10.
1L
12

13.

14,

15,

16.

i

Tables .
. Page

Returned Completed Questionnaires From Réspandent.s Attending 26
Treatment Services in N. S.W. | _ |
Rates of Problem Drmlang and/or Problem Gamblmg Co- ' 27
morbidity Among Respondents Attending Treatment Servicesin
NSW. | |
Co-morbidity results' and Drmkmg Patterns of Respondents 29
. Receiving Treatment For Alcohol and/or Gamblmg Problem_s in
NS.W. | L |
Duration of Current Treatment Received by Co-morbid 37
rRespondenis ' ' ' '
The Duration of Drinking end/or Gambling Problems Prior 10 37
Seeking Help | ' L
Frequency of Ti reatment far Co-marbzd Respondents Attendmg 38
Treatment Services ' _
' Participating T; reatment Services in Study 1. 39
' Fbrmel Screening Assessment 39
Type of -Tizerape"utic Approach 40 -
Average Number of Counselling Sessions Per Client 40
Number and Type of Follow-up ' 4]
Number of Completed Quesriennaires During Phone-in Interviews 47
With Problem Drinkers and Problem Gamblers ‘
Rates of | Problem Drinking and/or Problem Gambling Co- 47 -
 morbidity Among Respondents Not Artendmg Treatment Serwces o
" Co-morbidity Results and Drmkmg Patterns of Self- recogmsed | 49
Problem Drinkers and Problem Gamblers Not Receiving
- Treatment ‘
Rates of Problem Drinking and/or Problem Gambling Co- 57
‘morbidity Among Regular EGM Players
59 .

Co-morbidity Results and Drinking Patterns of Regular EGM

Players




Figures

Pro_blem drinking and/or problem gambling co-morbidity in NS.W.
Results from Study 1. (Treatment services), Study 2. (Phone-in

survey), and Study 3. (Regular EGM players).

SOGS scores of 5 or over for co-morbzd respondents attendmg

treatment. services. _
The average gambling sessions played by co-morbid respondents

o attendmg trearment servzces

The average gambling session duration of co-morbid respondenzs

. attending treatment services.
" The average gamblmg sessions playea' by co-morbtd respondents

not attendmg treatment services.

o On average, the largest amount of money Iost in one day gambling

by co-morbid respondents not attending treatment services.

- The averoge gambling sessions, session duration, and the largest
_amount of money lost in one day by co-morbid respondents that are

K regular EGM players.

jii

‘ Page'

31
'133
34
52
2

61




Bl. |
B2.A
B3.
Cl.

- C2

FL
F2.
Gl

G3.

- . :Demographic characteristics of co—morbtd res

.. Demographic cha-roctensttcs of co

- Demographic characteristics of co

. members and soci

Appendices

Treatment services questionnaire

Demographic. characteristics of oo-morbid respondents attending

 treatment services. for alcohol problems

Demographic characteristics of co-morbid respondents at‘tending

treatment services for gambling problems
pondents attendmg -

treatment services for alcohol and gambling problems

Demographtc characteristics of co-morbid respondents with self -

recognised drinking problems not attending treatment serwces
-morbid respondents wzth self-

recognised gamblmg problems not attendmg treatment services.

-morbtd respondent that regularly

play EGM’s

. Forms of gambling played once a week or more by co-morbzd

respondents receiving treatment, co-morbid respondents not

receiving treatment, and co-morbid respondent that are regular EGM

players.
Co-morbid respondents attending treatment services: Family

| members and social contacts with alcohol and/or gambling problems:

Co-morbid respondents not attendtng treatment services: Family
jial contacts with alcohol and/or gambling problems.

Gambling patterns of co-morbid respondents attending treatment

services.

Gambling patterns of co-morbid respondents not attending treatment

services.

Gambling patterns of co-morbid respondents that regularly gamble
on EGM's.
Study 1. Partictp_ating freatment services.

Study 2. 1800 phone message recorded for potential respondents.

iv

Page - |

86

87

88

90 .

91

92

e R L







Problem Drinking / Problem Gamblmg A Study of
Co-morbld Individuals in N. S W

Executive Summaxy

Pro;ect Background ' '

The Casino Community Benefit Fund funded the research proposal of Aleohol
Concern in 1998. Having completed the first stage mvo]vmg adraft hterature review,
it was dec:ded that the project would be conducted from the Umverslty of Western

‘Sydney in 2000. The project began i in May 2000 and was completed in January 2001. -

The aim of the project, as detailed in the original applieation, was to detem;jne the -
proportion of problem drinkers who are problem gamblers and the proportion of
problem gamblers that are problem drinkers, in order to define a popu}atlon that could

benefit from mtervent;on or treatment.

Objectives of the prOJect zncluded

¢ Provide an up-to-date appraisal of the sc;ennfic knowledge in respect to the extent
and nature of problem drinking / problem gambllng co-morbidity;

¢ Generate recent Australian dete on the extent to which problem drinking and
_problem gambling overlap; | :

¢ Provide a reappraisal of opportunities for intervention or treatment.

Study Approach *
Three studies were undertaken:
) Respondents already in treatment for problem dnnkmg and/or problem

‘gambling.
2) - Respondents replied to advertising for elther problem drmkers or problem _

‘ gamblers not currently seeking treatment. _ _ _
3) Respondents were regular Electronic Gaming Machine (EGM) gamblers '

attending their local club.

Measurement
The questionnaire eompnsed two empirically validated and reliable psychomet:nc

measures for problem gambling and problem drinking. ' In addition, demographic -
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- characteristics were included in all three studies, and questions relating to treatment

patterns and'treatmenfserﬁces were included in the first study:

| Problem Drmkmg
" The Alcohol Use Dlsorder Idenuﬁcanon Test (AUDIT) was used to screen for :

-problem drinking in all three studies. The AUDIT is a 10-item quest:onnalre thch_
~.covers domains of problem drmkmg such as heavy regular alcohol consumption, -

ﬁ‘equency of intoxication, signs of dependence risk, alcohol related accidents, and
others’ concerns regardmg drinking behaviour. Seores range from 0 to 40, with a cut-

off score of 8 indicating problem drinking.

Problem Gambling
“The South Oaks Gambhng Screen (SOGS) was used to screen proBIem gambling

across all three studies. The SOGS contains 20 questlons regarding problem

'_ gambling behaviour such as family and job disruption, lymg about gamblmg

~ involvement, chasing losses, and borrowmg or comnnttmg 1liegal acts to access
money to pay gambling debts.  Scores range- . from 0 to 20, and a cut-off score of 5 was

used to indicate those ‘at risk® of harmful impacts i.e. problem gambling.

Results Summary |

60 - C o
o ' - B Study !.

% in samﬁle

Comorbid  Problem drinkers  Problem gasiblers
. Prob!em drinkers and/or Problem gamblers .
Figure }. Problem drinking and/or problem gambling co-morbidity in N.5.W. Results from study 1. (Treatment

services), Study 2. (Phone-in survey), and Study 3. (Regular EGM players)
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Study 1. The Incidence of Co-morbid Problem Drinking / Problem

- Gambling in a Sample of Respondents Attending Treatment Services for |
7- Alcohol, Gambling or Alcohol and Gambling Problems in N.S.W.

‘This study found that substantial numbers of respondents attendmg treatment
services for alcohol or gambling actually experienced co-morbid problem
.-gambling / problern drinking at 'the start of their current treatment program. -
‘The data in figure 1 show that 38% of respondents attendrng services for
a]eohol problems had co-morbid gambhng problems at the start of treatment
and. Of the respondents receiving treatment for gambling problems, 48% of

. respondents had co-morbid drinking problems.

Demogmphrc Profile of Co-marbrd Respondents Recervmg Treatment
o Co-morbid respondents attending treatment services for either a]oohol or

. garnblrng problems were mainly males aged between 30 and 39.
‘ «  Most co-morbid respondents spoke English as their first language.
e The School Certificate was the highest level of educatron level reached by
'. ~ most co-morbid respondents
. Respondents in alcohol services were mainly unemployed and earmng
_between $0 and $10,000 per annum. Those in treatment for gambling
were mainly working full time and reported earning less than $10,000 per
annum. |
¢ Respondents in treatment for alcohol prob]emswere married, divorced or

' sing]'e.. Those in gambling services were mainly single.

Co-morbid Respondents in Treatment ,
e A large proportion of co-morbid respondents attending treatment services

for either alcohol or garnbhng problems_ were not formally assessed by
treatment services for their co-morbid oondition R '
e Almost 100% of respondents in treatment reported. alcohol and/or
gambling probIems for more than 12 months prior to seeking heIp
e The majonty of co-morbid respondents in alcohol services had been
recetving treatrnent for more than 12 months and those in gambling

services had been in treatment for one month or less.
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Study 2. The Incldence of Co-morbld Problem Drmkmg / Problem
Gambling in a Sample of Respondents w:th Alcohol and Gamblmg
Problems and Not AttendmgTreatment Services in N.S.W.

This study provided information on co-morbid problem drinkers / problem |
| gsmblers in N.S.W. that were not receiving treatment. The data in Figure 1.
show that 54% of total sample of self-identified problem drinkers and problem
gamblers not receiving treatment were assessed to have co-morbid problem |
drinking / problem gambling. Fifty per cent of respondents replying to
-advertising for problem drinkers had co-morbid drinking and gamblmg

' problems Of the respondents that phoned—m for gambllng problems, 58% had

-morbld drmkmg and gambling.

Demagraphic Profile of Co-morbid Respandents Not Receiving Treatment
e The majority of co-morbid respondents replying to advertising for problem -

drinking or problem gambling were males aged between 30-39.
. Respondents spoke English as thelr first language.
¢ The highest leve] of education was the School Cemﬁcate
50% of co-morbid respondents worked full-time, with the majority of
those phenirtg in for alcohol problems eamiltg between $10,001 to $20,000
or $30,001 to $40,000 annually, and most phoning in for gambling
Vprobl\ems' earning between $40,001 to $50,000 annually.
e ]t was common for respondents phoﬂing in for alcohol problems to be - , | 5
separated or divorced, while those calling in for gambling problems were

~ mainly single.

- Study 3. The Incidence of Co-morbid Problem Drinking / _Problem :

| Gsmbling in a Sample of Regular Electronic Gaming Machine Players
(EGM) in Western Sydney o R
. This study aimed to provide 1nferrnat10n regarding regu]ar EGM players that

- were assessed as co-morbid problem drinkers / problem gamblers. The data in
* Figure 1. show that 20% of the respondents who regularly play EGM’s in

: -clubs‘ in Western Sydney have cd-n;lorbid drinking and gambling probléms,
13% have gambling problems exc'Iusively,Aand 21% are problem drinkers.
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e Respondents earned

" Imphcanons and Recommendations for Intervention and Treatmen

morbid Problem Drinking/Problem Gambling inN.S.W.

| either problem to the ‘self-identified problem drinker or

_ The younger age and the equal propo

player sample compared with thos

'. ~ therefore a group
~ of harm
'problem gambling.

' Eqmty of access to services: the dlfferences in the pr

players raises the question of how this come
- indication of problems of access for w

: Assessment procedures:

Demographic Profile of Co-m_orbid Respondents Who Regularly Play

EGM’s -

 Co-morbid respondents
and evenly split between males and females.

The highest level of educatlon reached was the School Certrﬁcate

in this study were generally aged between 20to 29

e Around half of the sample spoke Engltsh as s their ﬁrst language.

between'SI0,00I ‘and $20,000 per anaum.

Imphcatxons and Recommendations for Intervenﬁon and Treatment of

Co-morbld Problem Drinking / Problem Gambling in N.S. W

t of Co-

From the regular EGM player sample through those attending treatment for

gambler currently not

receiving treatment, there is an increasing eo-morb1d1ty from1in5to1in2.

Implications for harm mrmmrsatlon/early intervention:
rtion of men and women in the EGM

e in freatment in which males prommate

may represent an earlier stage in the development of more severe co-morbld

problems Regular EGM players,
of eontmuous forms of gambling (Productmty Commrssron 1999) are .
that merit significant attention in the planmng and delivery

and probably those who prefer other forms

nummlsatxon/early mterventlon for both excessive alcohol use and

lmphcations for treatment service dellvery _
portlons of men and

women attending treatment services compared with the sample of EGM

s about and whether it is an

omen problem gamblers.

The high co-morbidity in  clinical samples combined
with the fact that the present research also established that very few of either |

the gambling or alcohol service centres have formal assessment procedures -
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| that evaluate bqth addictive behaviours is a cause for concern. Given the high
~ co-morbidity found in both service populatioris routine screening for both
alcohol and gambling problems should be service deIivery/ﬁmding ' _
- requirement. The use of standardised measures such as the AUDIT and the -
.SOGS (or the recently validated Australian measure soon to be released in

Victoria) are the best options..
Treatment delivery: the treatment of co-morbid problems involving both

. alcohol and gambling is likely to be significantly more complex than for either

problem alone Although there is good face validity to the assumption that the
two addictive behawours will interact to maintain each other and to precipitate
~relapse the process has yet to be studled Iong1tudmally. However there must
-. exist a wealth of cliniéal expertise in centres that offer services forboth
problems. This knowledge needs to drawn upon and included in service -
t'réining and treatment manuals. It seems essential in the light of the
‘information from the present series of studies that individual therapists

WOrking in either gambling or alcohol services should be professibnally‘

trained to assess and treat both condmons, espemally when presentmg as a co- -

morbld condmon

Conclusion; o 7
Health service planning for the -addi__c_t_:ivehehaviours needs to ﬁll]y exp]pi‘e the

implications flowing from the high co-morbidity levels found in the present

sequence of studies hefwcen excessive alcohol use and problem gambling. The |

implications range across all aspects from harm minimisation/early

. intervention to treatment delivery itself.
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Problem Drmkmg / Problem Gamblmg A Study of Co—morbld
Indw:duals in N.S W. - |

1.0 . Project Background _ : -
The Casino Community Benefit Fund funded the research proposal of Alcohol

Concem in 1998. Having completed the first stage involving a draft literature review,

~ it was negotiated with the CCBF that the project be managed from the University of
Western Sydney in 2000. The project began in May 2000 and was eompleted in Jan

© 2001.

The aim of the prOJect as detailed in the original apphcauon, was fo determine the
| proportion of problem dnnkers who are problem gamblers and the propornon of
problem gamblers that are problem dnnkers, in order to deﬁne a population that could

benefit from changes and improvements to intervention or treatment.

Objectivés of the project included:
e Provide an up-to-date appraisal of th
| and nature of problem drinking / problem gambling co-morbidity;

Generate recent Australian data on the extent to which problem drmklng and

e scientific knowledge in respect to the extent

- problem gambhng overlap; -
. Prov1de a reappralsal of opportumtles for intervention or treatment.

20 Lileratuf.e Review

1. lntroducﬁon

This review is part of a project that aims to assess the extent
problem gambling and problem drinking occur in N. S.W, in order to define a
_population that could benefit from mterventlon or treatment. The pro;ect was initiated
after a number of studies in other jurisdictions indicated hagh levels of co-morbidity
and the mternatlonal development of combined addiction programs, in partlcular those

that address both problem drinking and problem gambling.

to which co-morbid

2.  Definition and prevalelice of problem gambling -

‘Page 7




Gambhng is a socially accepted form of lelsure activity in Australia. While many
people enjoy controlled gambhng Over many years without manifesting adverse
effects others can experience serious problems almost nnmedxately (BIaszczynskl
Walker, Sagris & Dickerson, 1999). In this sense gambling behaviour can ‘be seen to
belong on a continuum with nonqal gambling at one end and problem gambling at the

other (Dickersbn, Walker, Legg England & Hinchy, 1990). -

Problem gainbling refers to those persons whosefgémbliﬁg—-acﬁviﬁes?havc become
uncontrolled resulting in harm to themselves, ﬂlei;' family, which may extend to the
greater community (Dickerson, McMillen, Hallebone, Volberg & Wooley, 1997;
Productivity Commission, 1999). Comings and Rosenthal (1996) note that problem
gamblmg can be referred to as the “hidden’ and ‘pure’ addiction, that being an
extension of common socially accepted behaviour and not associated with the intake
of a psychoactive substance. ‘Terms such as ‘compulsive’, ‘addlctlve’ ‘excessive’

and pathologlca] have been used synonymously to describe problem gambling,

however, the term problem gambling’ will be used here as it makes fewer

gssumptlons of causality (Dickerson, 1991).

_Since 1980 the Diagnostic Statistical Manual of Mental Disorders (DSM-III), now in
its 4 edition (APA, 1994), first included *pathological gamblinig’ under the '

cla331ﬁcat10n of Impulsc Control DlSOI'deI‘S These are characterised by the fallure to

- resist impulses, drives to perform harmful acts to oneself or others, an increased sense

of tension or arousal, and an expenence of pleasure gratification, or re]ease at the

time of the act.

Under the plassiﬁcatioh_ of Impulse Disorders, pathological gambling is viewed in
terms of a mental disorder. According to the DSM-IV, a person diagnosed as a

~ pathological gambler'wou]d be involved in persistent and recurrent maladaptive

‘gambling behaviour characterised by such things as a preoccupation with gambling,

repeated unsuccessful attempts to control, cut back or stop gambling, gambhng to

-escape dysphona, chasing lost cash from a previous gambhng sesswn lying to farmly :

members to conceal the extent of involvement, Jeopardlsmg s1gmﬁcant relationships -

and conumttmg 1l]egal acts to finance gambhng

' ‘Page 8




It is well recognised that uncontrolled gambling is likely to lead to possible financial
and psychological problems These problems include high levels of depression and .
| suicidal ideation, agitation, substance abuse family and marital dlscord The cost to |
* the individual and society is registered in loss of productlvlty, employment, and the
cost of criminal activities associated with maintaining high rates of gamblmg .

behaviour (BlasZczynsk.i et al., 1999).

~ The extent, to whtch these problems occur, in part lies in the expansxon of gamblmg
~ over the last two decades in Australia. Up until the late 80s legal gamb]mg was o
confined to lotteries and racing in most States, with poker machmes only operating in
~ clubs in N.S.W. Recent legislative changes in most states and territories have resulted -
~inthe prohferatlon of existing and new forms of gamblmg throughout Australia
(Productivity Commission, 1999). The i increase in gaming aetmty, in particular EGM

play, has increased revenue for industry stake-holders and state governments.

Garming net takings amounted to $11.1 billion between 1997 to 1998, indicating a rise
. of 42% since 1994-1995 data. Much of this growth has come from poker and
electronic gaming machines accounting for $6.1 billion (58%) of the net takings
alone. Approximately $1 billion of the net takings were from casino gaming tables,
~ $1.1 billion from off-course TAB sales, and $1 billion from lotteries, lotto-style
games and football pools (ABS, 1998). | |

The most recent figures on problem gambling prevalence in Australia have come from
7 the Productivity Commissions report into Australia’s Gaming Industnes in 1999. The
findings from the report indicate 2.1% of the adult Australian population are problem

gamblers losmg over $3 billion from gamblmg in 1998. ThlS is an increase since
Dickerson and Baron s (1996) National survey on the extent of problem gamblmg in’

Austraha, whlch estlmated problem gamblmg of the order of 1. 16% of the population.

The Productivity Commission’s report indicate the costs of problem gamblmg
including financial and emotional impacts on the gamblers and on others, with at least -
" five other individuals affected to varying degrees. Around 60% of problem gamblers |
in treatment indicate that they suffer depression as a result of gambling, one inten
gamblers indicated contemplated suicide and nearly half of those in treatment reported

' Page 9




losing time from work in the last year. Relationship break-up due to gambling was
reported by 11.3% problem gamblers i in treatment, and 13% of problem gamblers -
: sought help for wolent behawour due to gamblmg (Productmty Comxmsswn, 1999).

3. Deﬁmtlon and prevalence of problem drmking

If within the Australian community gambling is a socially accepted activity, the same

is true of drmkmg alcohol. However, excessive usage or problem dnnkmg refers to
the repetitive intake of alcohol such that intake harms the drinkers health, social life -

and finances, due to the inability to control the occasions or amount of drinking

(Keller, 1982).

A number of terms have been used to categorise a person who encounters problems
associated with his/her alcohol consumption. Terms such as ‘alcohol abuse’, ‘alcohol
dependence are used in the literature to describe characteristics of problems
associated with the level of alcohol involvement (Jarlais & Hubbard 1997). Abuse ‘
often refers to alcohol use that gives rise to short-term acute personal or social -

. consequenee_s. The psyehiatric diagnosis of dependence requires evidence of adverse

consequences of alcohol use over an extended period of time (Jarlais & Hubbard, -

1997).

The ctrrent DSM-IV defines problem drinking under the term ‘substance

dep'en(lence’. This clinical term has evolved over the past decade and include_s both

. psyel:ological'and physiological aspects such as tolerance (the need to increase o
: amounts of alcohol to achieve a de‘sire'd effect), withdrawal (where abrupt cessation of

‘alcohol causes a cluster of physical symptoms), drinking more than mtended

. unsuccessful attempts to cut.down or control drinking, and social, occupatlonal and

recreational activities are given up because of alcohol abuse (DSM-IV, 1994)..

Accordmg to the Austrahan National Health and Medical Research Council

(NHMRC) ‘National Drmkmg Gmdelmes 2000, alcohol problems can be
characterised as those relating to dependence: withdrawal symptoms loss of control
and social disintegration, regular use: cirrhosis of the liver, cogmtlve nnpamnent, -

pancreas damage, heart and blood disease and ulcers and, intoxiedtion: alcohol-related

violence, risky behaviours, road trauma and fails.
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It is accepted that problem drinkers differ (perhaps only in degree) in a variety of
defining features such as genetic predlsposmon, presenting symptoms, drinking

patterns, extent of dependence, antecedent personallty characteristics, co-morbid

'psychopathology, the age of onset, and the speed i m whwh alcohol dependence

develops and the severity of alcohol-related consequences appear (Babor, 1994). Itis
 likely, therefore, that problem drinking varies along a oontmuum of severity, rather
than representing distinct dlsease entities (Mann, Hermann & Heinz, 2000).

The Australian Institute of Health and Welfare (ATHW) pubhshed the National Drug

Strategy Household Survey in Australia in 1998 that quantified the prevalence alcohol

usage in the community, a]ong with alcohol-related injury and mortality. For example

~ of the 10,000 households surveyed in 1998 the prevalence of regular drinking (at

 east weekly) was h1ghest in the 30-39 years age group for males at 65%, and for
44%. In 1998 14% males and 6% females consumed alcohol ona dally basis

8% of males and 4% of females were drinking at hazardous or harmﬁll

- females

and at least
levels. In 1997 alcohol killed 3,668 people in Australia, second only to tobacco- _

" related deaths. The main cause of death from alcohol was alcohohsm and aloohohc |

~ liver citrhosis (27%), road injuries (12%) and cancer (8%) (ATHW, 2000).

4. The existence of co-morbid problem drinking / prolrlem gamblilig in

clinical and non-clinical samples

Previous studies suggest that problem gambling and problem dnnkmg may be more

likely than chance to occur to gether (Daghestani, Elenz & Crayton, 1996). Because
~most legalised gambling venues sell or provide alcohot to patrons while.they are

it seems probable or even expected that co-morbid alcohol and gambhng
-morbid problem drmklng .

and only a

gambling;
problems will occur. Most of the research on the rates of co
/ problem gambling have come from studies examining cllmcal samples

‘few exist on incidence in non-clinical samples. While these studies are silent on

aetiology, they provide information on the extent to which these problems coexist.

Clinical research on incidence rates of problem drinking / prObIem gambling co-
morbidity is -well established. Research has assessed the extent of both problem
amblmg found in problem drinking patients, and problem dnnkmg found in problem
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gambhng patients. For example Spunt et al. (1998) reports that studles from chmcal
samples of pathological gamblers suggest that they have higher rates of alcoholism
than the general population, and that rates of pathologxcal gambling are four to ten
times hlgher for substance abusers than for the general populatton

s. Rates of Prob.lem Gambling in Clim'c_al Samples of Substance Abuse
Studies that report rates of pathological gambling in substance abusing patients in the
United States have been generally consistent in their findings. In most cases, these
studies have used the South. Oaks Gambling Screen (SOGS).(Lesieur & Blumé, '
1987), which is a valid and reliable instrument used for the identification of problem
gamblers in alcohol and drug treatment. Scores range from 0 to 20, and a score of 5
‘and above has been found to indicate problem gambhng while reducing the number of

7 false negatives and false positive classifications (Abbott & Volberg, 1996).

- Results of a study bj McCormick (1993) reveal that of the 2,171 substance abusers in
- ﬁ-eatment; 9.9% that abused- alcohol scored 5 or more on the SOGS. Cia:rocchi;s |
(1993), stﬁdy of 467 substaxic_c abusing patients found 10.7% scoring 5 or more on
' SOGS. Feigelman, Kleinman, Lesieur, Millman and Lesser (1995) found 10%
problem gamblers scoriﬁg 5 or more on SOGS in a sample of 220 methadone patients
‘receiving treatment in New York. Lejoyeux, Feuche, Loi, Solomon and Ades (1999)

found 8.9% of alcohol abusers meeting the criteria for problem gambhng ina sampIe

of patlents receiving treatrnent for an Impulse Control disorder. Lesieur, Blume and

- Zoppa (1986) found 5% of the 458 patients being treated for alcohol problems at the
South Oaks Hospital scored 5 or more on SOGS. In addition, Lesicur et al. found that

34% of their patients being treated for alcohol and drugs reported gambling while

drinking or using drugs ‘some of the time’, while 5% reported “most’ or ‘all of the -

time’.

Higher rates of co-morbid substance abuse and problem’ gambling have been found in
other studies. For-exampie, Daghestani et al. (1996) found a fate of 33% of_problei_ﬁ .
‘gamblers (i.e. scoring 5 or mcr)'rqbn the 'SO'GS) in a sample of 276 substance abusers.
In a study of 462 i)atients in methadone treatment programs in New York (Spunt, -
Lesieur, Hunt & Cahill, 1995), 30% of the sample were problem gamblers scoring 5 -
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- Or more on SOGS ‘and 47% of the sample used alcohol just prior to or during -
. gamblmg The results indicated further that alcohol was more likely to be. consumed
wInle gambling than cocaine (23%), marijuana (17%) or othcr drugs (10%). A study -
examining rates of pathologlcal gambling amongst ‘Native Americans and Caucaswn '
patients (N=85) in treatment for alcohol dependence found 22% Native Americans |
(versus 7% in Caucasians) scoring 5 or higher on SOGS having co-morbid gembling

problems (Elia & Jacobs, 1993). .

6.  Ratesof Substance Abuse in Clinical Samples of Problem Gamblers
A small number of studies in the U.S. on problem gamblers in treatment reveal
similarly high.rates of co-morbid substance abuse. For instance, Ramirez, '
McCormick, Russo and Taber (1983) found 39% of pathological gamblers undergomg
u'éatment at the Veteran Administration Medical Centre met the criteria for aleohol
‘misuse or drug misuse in the last year, and 47% of the sample met the criteria at some
point in their life. Ciarrocchi and Richardson (1989) found 34% of 186 patients
- admitted to a private psychiatric hospital for problem gambling had co-mbrbid- alcohol
problems. Templer, Kaiser and Siscoe (1993) found problem gambling to be |
significantly correlated with scores on the Mac Andrews Alcoholism Scale. Linden,
~. Pope and Jonas:(1986) reported 52% alcohol abuse rate wnh Gamblers Anonymous
members. Similarly, Lesieur and Blume (1991) found that 52% of 50 women
problem gamblers attending Gamblers Anonymous had abused alcoho! and/or drugs.
at some time in their lives. The authors report that théjratc of substance abuse in this
sample of women was two or three times higher than in the general female population.

The overlap between problem drinking and problem gax;jblir;g shown in studies
indicating rates of ‘problem gambling in substahce abusing patients, and rates of
substance abuse in problem gambling patients demonstrate the extreme end of co-
_ morbidity. However, problems aSsociz{ted with clim'cal sémp]es include self-selection
bias by those with more severe problems admitting themselves into treatment facilities
(Sharpe, in press). Retrospectlve data collected in treatment services may blur results;
thus, the validity of such results needs to be q_uesnoned. The extent to which problem
drinking and problem gambling co-inorbidity occur may be better understood by

research assessing rates in large non-clinical samples.
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' 7. " Non-clinical Samples with Problem Drinking / Problem Gamblihg Co-
. _ morbidity : : _ '
Most recent studies on non-clinical co-morbid samples have come from Australia,

| Canada, New Zealand and the United States and ihcludc both survey based and
experimental designs. The results indicate high rates of co-morbid problem drinking /

problem gambling in non-clinical samples. -

o In 1998, an Australian reSearch team evaluated the social and economic irhpact of

" regular gambling in NSW by household survey (Dickerson, Allcock, Blaszczyriski,

- Maddern, Nicholls & Williams, 1998). Re‘searchers interviewed 299 partic_ipants on
the extent of problem gambling and problem drmkmg using the SOGS and the
Alcohol Use Disorder Identification Test (AUDIT)' respectively. AUDIT is a valid
and reliable measﬁre for ident'ifying problem drinking with é score of 8 or more
.indica_ting aleohol problems (Conigré\#e, Hall & Saundézs, 1995; Barry & Fleming,

11993). Results indicated that almost 40% of men and 15% of women at risk of
gambling problems asso,ciéted with conti-nuous forms of gambling (eg. Electronic
Gamning Machines (EGM), casino, racing and cards) séo'red greater than 8 on AUDIT,
whereas less than 5% of women and approxim_ately‘ ZO%men at risk of problems

" associated with discontinuous forms of gambling (eg. Lotto, Oz lotto, Powerball, and

~ the Lottery) scored above 8 on AUDIT. More recently, the Productivity ' '

Commission’s (1999) National inquiry into the economic, individual and social
impacts of gambling in Australia revéél_ed that around one in five severe problem

gamblers were reported to be su-ffering.ﬁ'om co-morbid alcoholism or other chemical
" dependencies. ' ' '
In 1994, Smart and Ferris conducted a study, which examined the relationship
between alcohol, drugs and gambling in Ontario, Canada. Using a telephone survey

approach, 2,016 randomljf selected Ontario adults participated and results indicated
problem gambling was significantly related to prbblem drinking, smoking and other
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' drug use. The most significant predictors of problem gambling were expenditure on

gambling, alcohol dependence and age.

In the United States, a study examining the association between problem gamblmg
" and other psych;atnc disorders usmg data from the St. Louis epldem:ologxcal
catchment area indicated that of the 161 individuals assessed to be problem gamblers,
- 44% met the criteria for alcohol dependence. Among the problem gamblers with
alcohol problems, gambling problems occurred within two years of the onset of
alcoholism in 65% of cases (Cunningham-Williams, Cottler, Compton & Spltznagel

© 1998).

In a seven year follow-up study on frequent and problem gamb]ing in New Zealand,
* Abbott, Williams and Volberg (1999) found that 40% lifetime probable pathologlcal
gamblers experienced alcohol-related problems in 1991, and 54% of those people

E contmued to experience alcohol-related problems in 1999.

- In Australia, an mterestmg study by Kyngdon and Dxckerson (1999) exammed the -

interaction of alcohol and gambling in an experimental sethng ‘Regular EGM male .
gamblcrs either drank three alcoholic drinks or three placebo drinks before gamblmg

. on asimulated EGM Results revealed that those in the alcohol group played twice as

many trials as those in the placebo group, with significantly more players losmg alt of
" their ongmal cash staked (50% Vs 15% in the placebo group). The authors remarked '
that relatlvely small quantities of alcohol (before and during a gambhng sessmn) -
might have a mgmﬁcant effect on psychological processes that underlie control over
gambling. Baron & Dickerson’s (1999) earher finding was that drmkmg alcohol
_ contributed to one in eight gamblers reporting dlfﬁculty resisting urges to start-
- playing EGMs after consuming at least two standard a]cohohc drinks while i 1n the

gaming venuei.e. a bar/hotel.‘

College samples in the United States also reveal high rates of concurrent drinking and
gambling problems. For example, Lesieur et al. (1991), in a sample of 1,771
university students 5.5% problem gamblers SOGS scores correlated significantly with
measures of alcohol abuse. In a study examining overlapping addictions in college
men and women, Greenberg, Lewis & Dodd (1999} ;'epqrted that men. scored higher
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than worrren did oh addictions to alcohol,"cigarettes, gambling, television and the

~ Internet. Women scored higher on caffeine and chocolate. Barnes, Welte, Hoffinan
and Dintcheff (1999), in a study exploring the predictors of gambling and alcohol
behaviour among youth in New York, found that impulsivity, moral disengagement
and delinquency predicted alcohol consumption and gambling. The aurthor's'suggest '
that parental alcohol and gambling modelling is at work in the socialisation process

~ and treatment may need to take this into account.

It has been argued thért these veryr high rates of co-morbidity in clinical and non-

" clinical samples should direc_t researchers to pursue common underlying factor_s such
as genetic, bioleéical and soCio-eulnrraI aspects in both problem drinking and problem
gambling (Ciarrocchi, 1987). An account of these factors is needed so that progra_rrzs_ N
for prevention and intervention can be developed. From the work on co-morbid

. substance abuse and problem garnbling to date, several socio-demographic details on

these combined conditions have emerged.

In clinical studies, there appears to be a general trend for the co-morbid clients to be
Caucasian males, Vaged beﬁveen 36 and 44 (orl average), equally either married or
divorced, to have completed Iess education than needed to obtain the High School -
Certificate, and to be currently working full-time in semi-skilled or unskilled jobs

_ (Daghestani et al., 1996; Lesieur & Blume, 90; Lesieur et al., 1986; McCormick,

il 993; Elia & Jacobs, 1993; Ciatro_cchi, 1993; Lejoyeux et al., 1999; Feigelman et al.,
1995; Carriocchi & Richardsdn, 1989). Co—rrrorbid individuals were more likely to
have cnmmal charges against them, with three or more convictions found i in some
samples {Ciarrocchi, 1993; Ciarrocchi & RlChaI‘dSOD, 1989; Felge]man et al,, 1995).
Carriocchi (1993) found 100% of participants to be depressed, 66% to have chromc
medical problems, 42% to have attempted suicide, and to héve_greater difficuity with
 social and family life. Carriocchi and Richardson (1989) found 7% participants to
have reported a loss of a parent before the age of 18"‘ and 27% reported problem
gambling in fathers, 12% in mothers, while 41% reported alcohol problems n fathers

| ~compared to 18% in mothers

In non-clinical samples a similar picture emerges. Most often co-morbid participants

appear to be Caucési_an males aged between 36 and 44 (on average), married and
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employed (Black & Moyer, 1998; Cunningham-Williams et al., 1998; Smart and

Black, 1994; Abbott, Williams & Volberg, 1999). Youth, college and umvers1ty co-

morbid samples appear to be male, aged between 18-24 (on average), and not marrled .

(Bames et al., 1999; Greenberg et al., 1999; Lesieur etal, 1991).

8.  The relationship between problem gambling and problem drmkl% are
they kindred disorders?

The most popular perception is that problem

dependence are kindred disorders. The frequent co-occurTence of

dependence and problem gambling in individuals in clinical and non—chmcai samples

provides evidence of a relationship between the two (Blume, 1994). Leswur and

e states of arousal which elevate or

(pathologlcal) gambling and alcohol
chemical

Heineman (1988) report that commonalities mclud

depress normal states of awareness; that they exist in overlapping social domains;

they often engage in concert or sequence; patterns of relapse and abstinence appear

: sumlar; self-help approaches are equivalent; and treatment approaches resernble one

another.

The DSM has acknowledged that patholog1ca1 gambling is similar to psychcaCtive

- substance abuse by modelling the criteria for that disorder on those for psychoactive

substance dependence. Tolerance and withdrawal, symptoms of substance

dependence, are 1nd1cated in symptoms of pathologrcal gambling as outlined in the

DSM-IV (see criteria 2. & 4. respectively). Although there is no empirical evidénce of

tolerance or withdrawal in problem gambling, there is 2 belief that psychologtcal

e manifesting n'npalred control over their gamblmg

dependency is apparent in thos
and relapse in both pathologlcal

- behaviour (Blaszczynskl et al., 1999). Abstinence

gambling and substance mlsuse have been reported (Lesreur & Rosenthal, 1999).

Whether or not problem (or pathological) gambling belongs arnong the addi'ctions has
been questioned (Shaffer, 1999). A review of this literature will not be dlscussed
~ here. However, Shaffer suggests that for an addiction to emerge as a feasible

scientific construct, whether psychoactive drug use or pathologxcal gambhng is of

concern, mvesngators need to establish a “gold standard” against which the presence

- or absence of the disorder can be Judged To do this, the benchmark must be
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independent of the disorder being jﬁdged, and he suggests, that evidence is more

likely to come from neurogenetic or biobehaviom*_a] attributes. So far,.neurological
and biological research have established the role of variants of the DRD2 gene and

~ abnormalities m'-dopaminergic pathways as a risk factor in‘problem gamblingand -
-other impulsive addictive behaviours (Comings, Rosenthal Lesieur, Rugle,
%Muhleman, Chiu & Gade, 1996, Commgs, Gade, Wu, Chiu, Dietz, Muhleman,
:=Sau01er, Rosenthal, Rugle & MacMurray, 1997, McElroy, Hudson, Harrison, Pope,‘ '

Keck & Alzley, 1992).

-9, Treatment for Problem Drinking
- Alcohol dependence has been descnbed as a chronic dlsorder posmg heavy burden on

patlents, their families and on soclety (Garbutt, West, Carey, Lohr & Crews, 1999).

_ Treatment for this disease consists of detoxification and rehabilitation. Detoxification
| ameliorates the symptoms of Mthdrawal such as craving (Swift, 1999). Craving has
‘been defined as an.overpowerir-lg urge or desire for alcohol during acute withdrawal
(Wetterling, Veltrup & Junghanns, 1997). Rehabilitation on the other hand helps the
patient avoid future problems with alcohol. Most rehabilitation treatments are

- psychosocial and comprise individual and group therapy, residential treatment in
alcohol-free settings, and self-help groups such as Alcoholics Anonyﬁ:ous (AA) -

 (Swift, 1999).

Drink.ing behaviour has been shown to correlate with several neuretransmitter'systems
o in the brain including opioidergic, glutama_tergic; GABAergic, s_eretonergic, and
'doparninergic systems as well as .several' neurohormones sueh as thyro-tropin—
_releasmg and adrenocortlcotrophm hormones (thten & Allen, 1998) Asa
consequence of this multi- determination basxs to alcohol dependence several. strams
of drug therapies have been developed in the hope of reducing drmkmg consumption. :
Empirical evidence for using pharh:acolegical treatment is well documented and
reviews on which types of medications are effective have been undertaken.

‘Garbutt et al. (1999) evaluated 375 controlled trials to ascertain the efficacy of five

eateger'ies of drugs used to treat alcohol dependence — Disulfiram, Naltrexone,

- Acomprosate, and various serotonergic agents (including selective serotonergic re-
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uptake inhibitors), and Lithium. The researchers graded quality of the individual

articles on a scale of 0-100 and analysed strength of evidence for each drug class.

Accordingly, each drug class was class1ﬁed as: (A) strong and consistent evidence of

efﬁcacy in studies with large sample sizes and/or high quality, (B) mixed evidence of

. efﬁcacy, (C) evidence of lack of efficacy, and () insufficient evidence). The analyses
revealed categones (A) Naltrexone and Acomprosate for reducmg relapse to heavy
drinkifig, (B) Disulfiram, (C) Lithium and () serotonergic agents. Swift’s (1999)

. review of drug therapy for alcoho} dependence concurs with Garbutt’s et al. work

In a critical review of pharmacological treatment of alcohol dependence Moncrieff
and Drummond (1997) argue that many studies have methodoiogical inadcquacies

that affect the generalisability of resu'lta includirlg the failure to test the integrity of
double blind designs (for example some drugs have side-effects that are
drstmgulshable to drug administrators); exclusion of early drop outs from analysis;
and drug therapy undenmmng self-efficacy 1f success is attributed unjustly to the drug'
rather than personal actions. Self-efficacy is unportant in successful relapse
preventzon and this can be further promoted in psychosocxal therapy associated w1th
rehabilitation. It has been noted that drug therapy in conjunction psychosocial
treatment appears most efficacious (O’Malley, Jaffe & Chang, 1996; Litten & Allen,

1998).

10. Treatment for Problem Gamblmg '
" With the expansion of legalised garnblmg in Australia there has been an increase in

problem’ gambling. Public awareness of this problem is growing and there is now a
n greater need for treatment designed for helping problem gamblers. The Productivity

| _Commission_ (1999) reported that there is little r.eli-a'ble information on which | |

“treatment approaches work best and additio'rlalr .expenditureon mOnitoriﬁg and

"evaluation would be a good investment.

Treatment approaches for. proﬁlem gambling include psychodyhamic, behaviour
therapy, cognitive therapy, cognitive-behavioural therapy, self-help groups and
pharmacotherapy The effectiveness of these treatments is uncertain as most StlldlCS
have been based on case reports and very few controlied treatment outcome studies -

" have been conducted As such, explorations mvolwng the efficacy of treatment for
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problem gamblez‘s are in its mfancy (DeCaria, Hollander, Crossman Wong, Mosovic_h

& Cherkasky 1996)

N Psychodynamic treatment relates to low ego strength, narcissism and grief associated
with giving up gambling. Behaviourists tend to view gambling as a learned behaviour
that is originated and maintained by positive and negative reinforcement (Anderson &
Brown, 1984) and early studies on behavioural treatments mostly focused on aversive
techniques (Barker & Miller, 1966; Koller, 1972). Other behavioural techniques such
as progressive muscle relaxation, imaginal deeensiﬁsation and ima_gi’nal'relaxaﬁon o
* have been.used w1th some success to treat the problem ga.mbier (Blaszczynski,
McConaghy & Frankova, 1991; McConaghy, Armstrong, Blaszczypski & Allcock,
1988). Cognitive therapy’s basic premise is that individuals® distorted beliefs and
attitudes about gambling are activating and im'aintéining the und_esi'rable behaviour
(Gaboury & Ladouceur, 1989) and the aim of the treatment is to challenge ﬂlese |

inaccurate cognitions so that gambling behaviour can be modified.

A combination of techm'ques such as relaxation u-ajning, imaginal and in vivo

exposure, cognitive restructunng and relapse prevention have been shown to be
efficacious in reducing urges to gamble and abstinence from the behav:our (Sharpe &

~ Tarrier, 1992; Bujold, Ladouceur & Sylvian, 1994; Sylvian, Ladouceur & Boisvert,
1997). |

There has been limited research into pharmaoolog10al treatments (Crockford & el-
Guebaly, 1998 Moskowitz, 1980; Hollander, Frenkel & DeCana, 1992). Given the
‘high rates of co-morbzdlty between problem gambling and depression (Blaszczynskl
& McConaghy, 1989; McCormick, Russo & Ramirez, 1984) research into the

- pharmacolgical treatment for depression may reduce the assoc:anon between negatlve
| ‘mood states and gamblmg (Petry & Ammentano, 1999). The most recent cntxcal
review of “best practice” for intervention with problem gamblmg was published by
the Department of Human Services, Victoria (O’ Connor, Ashenden, Raven & Allsop,

2000)

‘Turning to self-help for‘problem gambling, some researchers argue that attending
Gambler Anonymous self-help group (GA) may reduce gambling activity only .
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" treatment facilities hav_e"added problem gambling to

iemporaxily, without making a significant and lasting impact. For example, lBrown’s
(1985) research found that of the 232 attendees of GA meetings in Scotland, onl_y
0% remained abstinent through to -

© 7.53% maintained abstinence after one year, and 7.3

" asecond year.

11. Combined trééﬁne‘nt.for'co—morbid prdblem drinking / problem gambling '

~ Since the American Péychiaﬁic Aésoci_ation added pathological gambling to the

. Impulse Control Disofd_ers in 1980, some alcohol and othér substance misuse
their array of services and other .

" facilities have initiated ,separaic programs for problem gambling. However, there

en limited stl_.idies.bn the efficacy of multi-modal approaches to treatment

have be
problem drmkmgand problém gambliﬂg.
| Lesieur and Blume (1991) report follbw-up results of 72 problem gambling patients
following treatment in a 'cbmbined alcohol,
gram included psychotherapy, group '

d 12 step self-help

substance misuse and problem gambling

treatment program. The treatment pro
~ counselling, lectures, films, psychodrama, psycho-education, an
sessions (i.e. Alcoholic Anonymous, Gamblers Anonymous, and Narcotics

Anonymous); Using the Addiction Severity Index modified for problem. garribling .
and they

patients reduced their intake of alcohol, other drugs and their gambling, :
irﬁproved in legal, family/social, and péychblogical functioning. The authors

~ concluded that combined 't‘reatmént is an effective way of dealing with patients that
* initially identified themselves as havirig problems with gambling, and for those whose _

problems were discovered after systematic screening for alcohol and other substance -

misuse.

An earlier follow-up' StudSI on a multi-modal treéﬁne‘rit program was applied to 124
patients ina Veteran’s Administration Clinic utilising group and individual

therapy approach along with GA meetings. All patients received the same
ow-up questionnaire and 55%

ince discharge, and 92% reported |

-+ psycho
" treatment. Sixty two participants replied to the foil
reported complete abstinence for at least one years

less gambling than before'(Russo, Taber, McCormick, &'_Ramiréz, -1984).
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Bond (1998) describes the development of a substance abuse treatment program

_ (SATP) in several UK pnsons This program treats inmates whose chronic alcohol,

drug and gambhng addictions have contributed to their offendmg history. This 12-
week program incorporates group and individual therapy, goal planning, weekly

~ assignments relating to problems-associated with their addiction and relapse support

Unfortunately, treatment outcome research has yet tobe conducted

3.0  Psychometric .M'easurement _o'_l' Problem Dr_inking and Problem Gambling

31 Problem Drmkmg
The Alcohol Use Disorder Identrﬂcatron Test (AUDIT ) was employed as the standard ,

measure to identify the ﬁ-equency and extent of problem drinking in these studies. The
AUDIT has been developed as a screening instrument for the detection of problem
drinkers whose current alcohol consumption has become hazardous or harmful to their

‘health (Babor, de la Fuente, Saunders, Grant, 1992).

The 10 questions that cornpnse the AUDIT were selected from a 150 item assessment -

schedule that was administered to- 1888 persons attendmg primary health care centres

_ in Australia, Norway, Swrtzerland Bulgaria and Mexico. These items were - selected

on the basis of their representatrveness high correlation with alcohol consumption,
lugh face validity, and ability to determine light drinkers from heavy drinkers
(Saunders, Aasland, Babor, de la Fuente, Grant, 1993).

The AUDIT measure contains three sub-categones wrth three questlons on Hazardous
Alcohol Consumptron, three questions on Alcohol Dependence, and four questrons
relatmg to Harmful Alcohol Use (Babor et al.,, 1992). -

Hazardous Alcohol Use asks questions referring to the frequency of drinking, typical
quantity and frequency of heavy drinking. Alcohol Dependence questions refer to the
incidence of morning drinking, impaired control over drmkmg and the increased
salience of drinking. The questions relating to Harmful Alcohol Use refer to the
incidence of guilt followed by drinking, blackouts, alcohot related injuries and others -
concemns about drinking. Babor et al. (1992) found these three domains to have high
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~ intra-scale reliability across the collaborating health care centres with different

|~ cultural backgrounds.

- The cut-off pomts for the AUDIT are detenrmned by the relatlonshlp between
sensitivity and specificity | for hazardous alcohol consumptlon, dependence symptoms,

- and alcohol problems in the last year usmg the receiver operatmg characteristic

(ROC) analysis. The cut-off point of 8 for Hazardous Alcohol Use ranged from 95 to

- 100%, Alcohol Dependence symptoms varied from 93 to 100%, and Harmful Alcohol

"Use in the last year ranged from 91 to 100% Reliability for the cut-off score of 8 has

‘been found in further studies (Comgrave, Hall & Saunders, 1995; Barry & Flemmg
1993). AUDIT scores range from zero to forty and the questionnaire takes

. approximately 2 to 3 minutes to complete (_Chan-Pensley, 1999).

In this report the term “problem drinking” has been used to refer to respondents who

score 8 or more on AUDIT.

3.2 Problem Gamblmg _

~ The South Oaks Gambling Screen (SOGS) was used to determine the presence of -
problem gambling in these studies. This measure has been widely used for detecting -
problem gambling in epldermologlcal (Dickerson, 1996; Volberg, 1996; Abbott,
 Williams & Volberg, 1999) and clinical studies (Blume, 1989; Lesieur & Blume,

1990; Daghestani, Elenz & Crayton, 1996).

Devised by Lesieur and Blume (1987), SOGS is based on the cntena for Pathologlcai
Gamblmg outlined i in the DSM-1II (1980), and the 20 questions of Gamblers -

'Anonymous (GA) (Shepherd, 1996). The SOGS instrument contains. 20 quesnons =
regardmg problem gambling behaviour such as family and job disruption, lying about

gambling involvement, chasing losses, and borrowmg or committing illegal acts to

access money to pay gambling debs.

The development of SOGS involved 1,616 persons. The sample cbniprised university
students, members of GA, hospital employees, and patlents with diagnoses of '
substance abuse and/or pathologlcal gambling (Lesieur & Blume, 1987). Several
studies have used SOGS to reliably screen alcohol_lc, drug-dependent, and other
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patlents for pathologlcal garnblmg (Briggs, Goodm & Nelson, 1996; Daghestani et. al,

1996; Castellam&Rugle, 1995; C1arrocch1 1993; McCormick, 1993; Les:eur&
Helneman, 1988) ‘ -

_ Following the Productmty Commlsswns use of SOGS ina national survey mto
" problem gambhng in Australia in 1999, we used a variant of the SOGS i in which
people were asked about their gamblmg behavmurs over the last 12 months. This is
different to the original SOGS, whlch asks questions regardmg lifetime expenences .

associated with ‘gambling.

LeSIeur and Blume (1987) validated the ongmal SOGS in a clinical setting usmg a

~ cut-off score of 3 or 4 to indicate problem gambhng Researchers in Australia (<
biblio >) have contested this cut-off score. Researchers in New Zealand have found |
that a score of 5 or more to be a more reliable cut-off point for detecting problem |

gambling whilst reducmg the number of false negative and false positive

class;ﬁcanons (Abbott & Volberg, 1996).

-~ In Australla, as rewewed in the Productzwty Commlssmn report (1999), scores of 5
" and above have been interpreted as gamblers “at risk” of significant gamblmg related _
harmful impacts. Throughout this report, the term “problem gambler” has been use_d :

to refer to respondents who score 5 or more on the SOGS.

4, - Study 1. The Incidence of Co—m_orbid Problem Drinking / Problem
Gambling Prior to Treatment in a Sample of Respondents Attending
Treatment Services for Alcohot, Gambhng, or Alcohol and Gamblmg

problems in N.S.W.

41 Design, Sample Selection and Recruitment

- Treatment Services: '
.. Two lists of aloohoi and gambhng treatment services in N.S.W. were obtamed

from the Alcohol and Drug Information Services, at St. Vincent’s Hospital, and
o from the Casino Community Benefit Fund respectwe]y Imtxally, this mformatlon
aided in the selection of potential parhczpa_tmg treatment services. The treatment
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patlent clinics that utilise
rehab111tat10n, '

services contacted were mamly in-patient and out-
' psychologlcal and pharmacolog1cal treatments in the detoxification,
therapy and counselhng for alcohol and/or gambling problems.

e A convenience sampling method was employed to select potenti

;services, and snowball samplmg aided the selection of further services. Consent

was gained through verbal and wntten commumcatxon with each treatment

. service. Treatment service partunpatlon mcluded agreemg to be involved i in the
ending treatment semces for.

ial treannent

distribution of questxonnalres to w1111ng clients att

problems assoclated thh drmlﬂng and/or gambling.

‘o Thirty three drug and alcohol and/or gambling treatment. services were contacted

in N.S. W Twenty five treatment semces (76%) consented to be part of the study.

However, we received completed questionnaires from only 18 treatment semces

(55%) Five drug and alcohol services,
ve treatment services were located in the Sydney

two in the Mid Western Rural Area of .

four gambling services and nine alcohol

_ and gambhng services. Twel
© metropolitan area, three in Newcastle,

N.S.W., and one treatment semce in Wollongong

‘s 864 questionnaires were dlstnbuted amongst the 25 treatment services. The exact
ed on the number of

number of questionnaires dlsmbuted to each service depend

clients attending each service within the designated four-week data collection

. period. A total of 146 (14%) questionnaires were returned Twenty four

questionnaires were incomplete and discarded from analyses

Respondents attending treatment services:

o Treatment service chmc managers, counsellors, psycholog15ts or treatment
facxhtators agreemg to be involved in the study were given the responsxblhty of
determining which clients would be-appropriate respondents for the study. Thus, |

a convem_ence sampling method was employed in their selection of potential
' respondents: -
'« The criteria for respondent selection was as follows
1) Each respondent was attending a lreaunent service for a presentmg
alcohol and/or g_ambling problem. o

2) Each respondent was at least 18 years of age.
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3) Each respondent could read and comprehend the questionnaire so that

: it could be coihplet‘ed accurately and con_ﬁdently._

- o Each client that consented fo be part of the study was given a questionnaire along
with a pre—pald envelope so that they could fill out the questionnaire in their own
time and post back to the umverslty This method of data collection was chosen to

~ ensure confidentiality of client information and to avoid any coercmn associated
with completing the questionnéire in the treatment setting.

The Questionnaire comprised of the measure fer-problem drinking (‘AUDIT) and
the measure for problem gambhng (SOGS) “The questlonnau'e also contamed
demographlc questions along with treatment pattern quesnons (see Appendlx A).
The statement: “Please answer all questions as if you had just sought help, for the
~first time, for your aI"cohoir and/or gambling problem from the treatment service or
recovery program you are currently attending” appeared at the beginning of the
questionnaire. All questions in the AUDIT and SOGS measui'es were\p.h_rased )

retrospectively with each question prefixed by “‘Just before you sought help_. .

4.2 Sample Size
One hundred and twenty two complete questionnaires were included in the analysis.
The total number of returned and complete questionnaires from respondents attending

alcohol and/or gambling treatment services can be found below in Table 1.

Table 1. _
Returned C ompleted' Ques:ionn'airés' From _Réspondents Attending Treatment Services
in N.S. W . _ ' | )
Alcohol : 84
Gambling 23

lAlcohol & Gambling 15
Total 122

43  The Incidence of Problem Drinking and/or Problem Gamblmg Co-

* morbidity in N.S.W. Treatment Services
This study was designed to assess rates of co-morbidity prior to current treatment in
' respondents attending treatment services for alcohol and/or gamblmg problems.

Rather than collecting information regarding the presence of alcohol and/or gambling
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problems during treatment, when the treatment process itself may have altered the
picture significantly, more valid. data was obtained from respondents’ memory of their
drinking and/or gambling immediately prior to treatment As such, the results of this -

study are retrospecnve and caution must be taken in their interpretation.

- The number of questionnaire's’that ihdicated problem"drinking, problem gambling and-
co-morbld problem drinking / problem gambling prior to current treatment are:
represented in the followmg Table 2. Problem drinking refers to respondents scores -
of 8 or more on AUDIT exclusively; problem gambling refers to scores of 5 or more
on SOGS exclusrvely, and co-morbid problem drinking / problem gambhng refers to.

scores of 5 or more on SOGS as well as scores of 8 or more on AUDIT.

Table 2.
Rates of Problem Drinking and/or Problem Gamblmg Co—morb:dzty Among

Réspondents Attending Treatment Services in N.S.W.

Treatment Service .| Problem Drinldng | Problem Gambling Ce-morbid . Total
S S L { respondents

Alcobhol n=52 =0 - n-—32 84,

Gambling n=1 =11 n=11 23

Alcohol & Gambling n=0 n= n=15 15

Total ' 53 11 58 122

Table 2. shows that of the 84 respondents attending treatment services for alcohol -

- problems 32 (38%) were co-morbid problem drinkers/problem gamblers prior to

treatment and 52 (62%) were exclusively problem drinkers. Of the 23 respondents
recewmg treatment for gambhng problems, 1 (4%) respondent was a problem drmker

11 (48%) respondents were problem gamblers, and 11 respondents (48%) had co- B

morbid drinking/gambling problems prior to treatment. All the respondents receiving
treatment for both alcohol and gambling problems were shown to have co-morbid

patterns of problem drinking/problem gambling prior to treatment.

Page 27




4.4 Co-morbidity Results and Drinking Patterns of Co-morbid Respondents
Recexving Treatment for Alcohol and/or Gambling Problems |
‘Below in Table 3. are descriptive statistics relatmg to co-morbid rcspondents SOGS .
scores.of 5 over and AUDIT scores of 8 or over, as well asVAUDIT scores on the three
sub-categories of AUDIT (hazardous drinking, alcohol dependence, and hmﬁﬂ
. alcohol use). Additionally, this table presénts scores relating to the number of
| standard drinks consumed on a typical drinking day; the per cent of occasions |
respondents drink alcohol when they gamble; and scores relatlng to the number of
standard drinks consumed overa typlcal gambhng sessmn ' -
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