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Executive Summary 

 

Excessive gambling emerged as a factor affecting the lives and health of adult Albertans in the 

mid-nineties. A prevalence study conducted in Alberta for AADAC to determine the extent of 

problem gambling indicated that gambling negatively affected the lives of approximately 5% of 

adult Albertans (Wynne Resources, 1998). At that time, the prevailing treatment offered to 

gamblers was based on the pathological/medical model which views gambling addiction as a 

disease that people are powerless to control. The only treatment goal was abstinence, regardless 

of the severity of the gambling-related problems. However, beginning in the 1980’s, international 

gambling researchers were cautiously advocating other treatment goals besides abstinence, 

including controlled gambling. These researchers asserted that the goal of abstinence “only,” 

encouraged people to delay seeking help (McGurrin, 1991; Rosecrance 1989; Walker 1992).  

 
In 1994, work began at the Edmonton Board of Health (now part of Capital Health) on the design of 

Gambling Decisions, an Early Intervention Program for Problem Gamblers. This program gave 

clients a choice of goals either to control their gambling, or to achieve abstinence. The one-year 

community trial of Gambling Decisions in the Capital Health region of Alberta in 1998-99 

demonstrated the effectiveness of the program in helping problem gamblers gain control of their 

gambling. Participants significantly reduced money losses ($608 over a four week period at pre-

test to $73 at the one-year post-test), and they also reduced their problems related to gambling 

(Robson, Edwards, Smith, & Coleman, 2002). 

 
Although Gambling Decisions was found to be an effective treatment program for early stage 

problem gamblers, there was little uptake of the program by other agencies after the 1998-99 trial, 

even though its availability was publicized in Alberta. A possible explanation for this was the 

barriers that agencies who were considering offering Gambling Decisions faced, for example: 

• Gambling Decisions offered clients a choice of controlling their gambling while 
other programs proposed abstinence; 

• Traditional gambling treatment programs were not completely sold on Gambling 
Decisions; and 

• Agencies were not certain if they and their staff could deliver this type of gambling 
treatment program. 

 

Therefore, a second trial of Gambling Decisions involving three agencies in Alberta was 

undertaken in 2004-2005. 
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The following communities and community agencies participated in this study: 

Agency       Community 

The Alberta Alcohol & Drug Abuse Commission  Hinton/Edson 

The Family Centre      Edmonton 

Peace Country Health      Grande Prairie 
 

The goals of the second trial were: 
 

• to expand delivery options by offering the Gambling Decisions program from three different 
agencies and communities in Alberta; 

 

• to identify barriers experienced by agencies who were implementing the program and to 
develop strategies to address these barriers 

 

• to evaluate the effectiveness of Gambling Decisions in helping problem gamblers either 
learn to control their gambling or to abstain from it; and 

 

• to address mental health and money management issues of clients in the Gambling 
Decisions program. 

 
Client eligibility for the program was first assessed by phone, using a questionnaire designed to 

select the early stage problem gambler and exclude the more dependent (pathological) gambler. 

One phone number in each community was devoted to Gambling Decisions and this initial phone 

contact made it easy for people to find out about the program and to take the free and confidential 

phone assessment of their gambling. 
 

Description of the Program 
 

Gambling Decisions was designed as a brief intervention which could be completed in 6 weeks. All 

participants received a Client Handbook which guided them through the program. Participants 

were given a choice of two formats for taking the program: a) Group, use of the Client Handbook 

and attendance at six, 90 minute weekly sessions led by a trained site counselor; or b) Self Help 

Plus, two one hour sessions with a counselor in addition to using the Handbook on their own. 
 

Intake of Clients 
 

In all, 50 individuals took the phone screening for the Gambling Decisions program over the two 

months of recruitment for the program. Seven people were deemed ineligible due to their 

excessive gambling and referred to abstinence programs. A total of 43 clients were eligible and 

enrolled in the program. Ten clients did not show up or came to one session only. Of the 33 clients 

who took the program, 24 completed all assessments over the one year of follow-up. Therefore, 

the results are based on 24 clients. 
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Results of the Program 
 

Did the program help clients reduce their time and money spent gambling? Yes. 

The results of this re-trial of the Gambling Decisions program demonstrate that offering controlled 

gambling as a treatment option to early stage problem gamblers works. The average number of 

hours per 4 weeks of gambling was significantly reduced from an average of 26 hours at pre-test to 

5 hours one year later. Clients reported an average loss of $823 over 4 weeks before taking the 

program which was significantly reduced to $69 at the one year post-test. The percentage of 

income that clients reported they lost over a four week period before taking the program was 33%.  

This was significantly reduced to a loss of 5% of their income one year after taking the program.  

 

Did the program help clients reduce the severity of the problems they had because of 

gambling? Yes. 

Significant reductions in gambling related problems were found especially in the area of client 

finances, family relationships, sense of self worth, and sleep patterns. 

 

Did the program help clients with money management and financial concerns? Yes. 

Before taking the program 87% of clients said that they were constantly worried about money. At 

the one year post-test this was reduced to 39%.  

 

Did running the Gambling Decisions program help to identify and address mental health 

issues? Yes. 

Clients were asked to complete questions on depression and overall mental health at all data 

gathering intervals.  

 

The average depression score as measured by the Centre for Epidemiological Studies Depression 

Scale (CES-D) (Radloff, 1977) was significantly reduced from 21.5 before the program to 14.8 at 

six weeks. This reduction was sustained over the one year period with an average score of 10.4 at 

one year. Post-hoc tests showed that all post-test values were significantly lower than the average 

depression score at the pre-test.  

 

The mental health score as measured by the General Mental Health Questionnaire (Goldberg, 

1972) was significantly reduced from 20.0 before the program to 14.9 at six weeks. This reduction 

was sustained over the one year period with an average score of 11.0 at one year. Post-hoc tests 

showed that all post-test values were significantly lower than the average mental health score at 

the pre-test.  
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Did running the Gambling Decisions program in three different agencies expand the 

delivery options of the program? Yes. 

Staff were identified and trained from each community and site managers and communications 

experts were found locally to participate in the project. Staff gave positive feedback and indicated 

they had been well trained to deliver the program. While some initial problems were encountered in 

getting news releases and advertising materials for the program, released in the various 

communities, these problems were overcome. Part of the difficulty was the fact that these 

advertising tools were coming from Edmonton and external to the region and so had to go through 

an agency approval process. If this program is advertised and delivered by agencies in the 

community on an ongoing basis, these problems should not occur. 

 

Based on discussions between the Research Director and participating sites, Gambling Decisions 

could be run successfully from a Family Counseling, Addictions, or Health Agency. 

 

Did running the Gambling Decisions program help to identify barriers new implementers 

might expect to encounter? Yes.  

The main barrier encountered in delivering the Gambling Decisions program in this second trial 

was the difficulty in recruiting clients. This is not a problem unique to Gambling Decisions but a 

problem which seems to have increased since Gambling Decisions was first offered in 1998-1999. 

The small number of participants participating in Hinton/Edson (1 Client) and Grande Prairie (3 

Clients) prevented identification and comparison of any other implementation barriers. Strategies to 

address the recruitment barrier are discussed in this report. 
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Overview of Program Design and 
Implementation 
 

Introduction 
 
Public Health has always had the mandate to monitor the health status of the residents in the 

region it serves and to identify emerging trends that indicate concern and/or gaps in prevention 

services. By 1994, problem gambling had become an emerging trend affecting the lives and health 

of citizens in the Greater Edmonton area. Work began at the Edmonton Board of Health (now 

Capital Health) on the design of an early intervention program called Gambling Decisions which 

offered clients the option of re-learning how to control their gambling or abstain from it. The 

program was designed as a brief cognitive-behavioural intervention and the first One Year 

Community Trial of Gambling Decisions was conducted in 1998-99 in the Capital Health region of 

Alberta. The program demonstrated its effectiveness in helping gamblers regain control of their 

gambling, and in reducing average losses from $608 over a four week time frame before the 

program, to $73 at the twelve month follow up. Specially trained public health nurses delivered the 

program in community health centres. The historical development of Gambling Decisions is 

included in Appendix 1.  

 

A second trial of Gambling Decisions was proposed in 2004-05 to examine the effectiveness of the 

Gambling Decisions program when delivered by three different agencies and communities in 

Alberta. At the same time, attempts were made to identify barriers which these agencies 

experienced in offering the program. A third purpose of the second trial was to provide a more in-

depth assessment of the mental health and financial issues faced by gamblers in the program. 
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Context of the Problem 
 
Problem gambling is a disorder that was predicted to grow as gambling was legitimized by 

governments and made acceptable to the middle class (Rosecrance, 1989). 

 

The availability of so many gambling opportunities is unparalleled in Canadian history. Gambling 

grew to be a 13 billion dollar industry in Canada in 2003-2004 (Azmier, 2005). At that time there 

were 87,000 slot machines and video lottery terminals (VLTs) in Canada, 33,000 lottery ticket 

centres, 60 permanent casinos, 250 horse tracks and teletheatres and 25,000 licenses to run 

bingos and casinos. It is now acknowledged that the availability of gambling opportunities is related 

to the prevalence of problem gambling (Jacques, Ladouceur and Ferland, 2000) but still little is 

known about the health and social costs of raising revenue from gambling, (Azmier, 2005). 
 

In 1998, an Alberta prevalence study indicated that gambling negatively affected the lives of 

approximately 5% of the adult population of Alberta (Wynne Resources, 1998). The recently 

developed instrument, the Canadian Problem Gambling Index (CPGI) has made it possible to have 

comparative analysis of the state of problem gambling in Canada (Marshall & Wynne, 2003). 

Statistics Canada used the CPGI in the Canadian Community Health Survey in 2002 and found 

that 6.3% of Canadians aged 18 or older exhibited some problem gambling behaviours. The Prairie 

Provinces had the highest percentages of at-risk problem gamblers. In Alberta the rate was 7.8% 

problem gamblers, which is consistent with its status as one of the provinces with the most 

gambling revenue in Canada (Azmier, 2005). When the CPGI was used by Alberta researchers in 

2002 to measure gambling and problem gambling in Alberta, they identified 3.9% as moderate risk 

gamblers and 1.3% as problem gamblers (Smith & Wynne 2002). 

 

Early profiles of problem gamblers from inpatient treatment centres indicated that most were male, 

married, 40 years of age or older, employed, had a better than average education. Volberg and 

Steadman (1992) criticized this profile as not being representative of problem gamblers in the 

general population. Their prevalence study revealed a new profile where one third were female, 

had lower income, and were less likely to be white, married or well educated. The Alberta 

Prevalence Studies (Wynne Resources 1994, 1998) portrayed Alberta pathological/problem 

gamblers as being: under 30 years of age, non-Caucasian, unmarried, having less than a high 

school education, earning less than $25,000/year, and just as likely to be male as female. The 

2002 CPGI Alberta prevalence study showed similar trends as did the two earlier studies with 

relationships between problem gambling and young single males, low education and income. The 

demographic profile of clients in the present study will be compared to this Alberta profile. 
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In the early 1990’s, the Canadian Public Health Association (CPHA) began to consider gambling to 

be a public health issue. In 1993, a resolution was passed calling for a national assessment of the 

health impacts of gambling. In 1999, a second resolution was passed by CPHA regarding the 

problems associated with video lottery terminals. In 1998, in Alberta, there was a referendum on 

VLTs held in 37 communities (Smith & Wynne, 2004). Seven communities voted to have the VLTs 

removed but because of legal challenges, these were not removed until four years later. In some 

provinces, electronic gambling proliferation has shifted from VLTs to slot machines which have 

become the main area of gambling growth in Canada. In BC, where there are no VLTs, the number 

of slot machines has increased by 161% and increased in Alberta by 74% (Azmier, 2005). 

 

A public health position paper developed by Korn & Skinner (2000), argued that there are health, 

social, and economic costs and benefits associated with gambling. Some positive benefits may 

result from gambling such as provision of employment, profits going to support worthy projects in 

various communities, as well as revenue that goes to the government to cover a variety of 

government service costs. However, since a large portion of the revenue from gambling goes to 

government, gambling expenses by the public could be seen as a regressive tax for those who can 

least afford it, as those with lower incomes spend disproportionately more on gambling than those 

with higher incomes. There are also many negative consequences for individuals, families, and 

communities that are directly or indirectly associated with gambling. These include:  

• dysfunctional families; 

• violence and abuse; 

• financial pressures; and 

• disruption in the healthy growth of children. 

As well, there are vulnerable populations needing more protection from gambling’s harmful effects 

such as: lower socio-economic families; those with substance abuse and/or mental health 

problems; women; children; and seniors. Provinces need to balance the public interest between 

promoting gambling and protecting the public from harm. The Productivity Commission in Australia 

estimated that in 1999, one third of all gambling revenue came from problem gamblers. Therefore, 

this regressive tax is felt disproportionately by those who are problem gamblers.  

 

The recent promotion of televised poker tournaments further normalizes and promotes gambling as 

a pursuit for the general public. Its success also suggests that gambling as a product has not 

reached its market boundaries (Azmier, 2005). Other new gambling products include cell phone 

gambling, internet gambling, and interactive television and video gambling. These new gambling 

markets will be increasingly difficult to control with profits going offshore while the problems remain 

at home.  
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Literature Regarding Treatment of Gamblers 
 

The prevailing treatment offered to problem gamblers has been based on the pathological/medical 

model. In 1980, the American Psychiatric Association recognized, in the DSM-III Manual, 

excessive gambling as a disorder of impulse control. The self-help Gamblers Anonymous 12-Step 

program is also based on a disease model and requires members to admit they are powerless over 

gambling and to accept abstinence as their goal. This medical conceptualization of the problem 

and the treatment approaches emanating from it have been challenged, given that the model is not 

well supported by empirical evidence (Rosecrance, 1988). 

 

A review by Lamberton and Oei (1997) documents four well-researched theories that are most 

useful in understanding the root cause of problem gambling. The theories are: 

1. The Affective Theory: problem gamblers gamble more frequently when reality is more 

painful; 

2. Behaviour Theory: problem gambling is a learned behaviour; 

3. Arousal Theory: gambling is arousing and the gambler is seeking a heightened state of 

excitement; and 

4. Cognitive Theory: problem gambling is maintained because of a set of false beliefs which 

maintains the gambling behavior despite losses (i.e., the problem gambler believes he/she 

can beat the system through special insight or logic).  

As no one theory totally explains the problem, Lamberton and Oei recommend an integrated model 

of affective, cognitive, behavioural, and physiological factors to explain problem gambling and call 

for a melding of treatment approaches. 

 

While Lamberton and Oei (1997) caution that the dissimilarities between alcohol and gambling 

need to be considered, they also recommend that “advantage should be taken of the hard-won 

lessons from the literature on alcoholism” (p. 94). A body of alcohol literature exists that deals with 

the value of offering “control” as a goal for problem drinkers and suggests that “brief interventions,” 

supported by self-help materials, work just as well as lengthy individual counseling sessions. 

 

Abstinence has been the primary treatment goal for most problem gambling interventions, yet two 

early case studies (Dickerson & Weeks, 1979; Rankin, 1982) demonstrated that regaining control 

might be possible for some problem gamblers. Other researchers (McGurrin 1991; Rosecrance 

1989; Walker 1992) cautiously argued against abstinence as the only treatment goal, as demands 

for “abstinence alone” often discourage problem gamblers from seeking help. Rosecrance 

suggested that controlled gamblers could act as peer counselors, in essence helping problem 
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gamblers to be wiser gamblers. Blaszczynski, McConaghy, and Frankova (1991) reviewed studies 

by McConaghy (1983), Russo (1984), and Taber (1987) which measured improvement or marked 

reduction in gambling and reduction in stress experienced by participants. In comparing abstinent 

and controlled gamblers on a battery of tests measuring anxiety, depression, sensation seeking 

and social functioning, Blaszczynski et al (1991) found no differences in these areas of function. 

Two case studies using a Cognitive – Behavioural approach, also reported successful treatment 

outcomes with problem gamblers (Sharpe & Tarrier, 1992; Toneatto and Sobell, 1990). 

 

Dickerson, Hinchy, and England (1990) reported the first pilot study with 6 months of follow-up for 

a group of pathological gamblers who were offered a choice of goals; either abstinence or control. 

The self-help manual designed for the Dickerson study focused on: (a) examining the depth of the 

problem; (b) examining why people gamble; (c) self-monitoring; (d) analysis of gambling behaviour; 

(e) goal setting; (f) self-reinforcement; (g) alternative behaviour; and, (h) directions on how to 

maintain gains. The program lasted 12 weeks and the 65 clients were randomly assigned to: 

manual and interview; or manual alone. All but one client met the criteria for pathological gambling 

as assessed by the DSM-III. Attrition was high, as only 29 of the 65 completed the initial stage of 

the program and 21 returned the 3 and 6 month follow-up questionnaires. The findings included a 

reduction in (a) the frequency of gambling sessions, (b) length of gambling sessions, and (c) 

weekly gambling expenditure. However, expenditure per gambling session remained unchanged at 

6 months. No evidence was found to substantiate the claim that the interview enhanced program 

effectiveness; however, researchers cautioned that this may have been a function of the short 

follow-up time frame. They suggested that the usefulness of this approach should be explored 

further. 
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Goals and Objectives 

Gambling Decisions was designed as a brief cognitive/behavioural treatment program for early 

stage problem gamblers and, gives clients a choice of either controlling their gambling or achieving 

abstinence. 

 

The overall goal of the Gambling Decisions program is to help clients reduce their gambling 

involvement to safe and healthy levels and to subsequently increase their quality of life by reducing 

or eliminating the problems caused by excessive gambling. 

 
Objectives of the Study: 

• to expand delivery options by offering the Gambling Decisions program from three different 
agencies and communities in Alberta; 

 

• to identify the barriers experienced by new implementers of the program and incorporate 
strategies to address these barriers; 

 

• to evaluate the effectiveness of Gambling Decisions in helping problem gamblers either 
learn to control their gambling or abstain from it; and 

 

• to clarify and address mental health and money management issues of clients in the 
Gambling Decisions program. 

 

Assessing Client Eligibility 

An assessment tool for phone use was designed to select early stage problem gamblers and to 

exclude pathological gamblers. The instrument includes: (1) the 10 DSM-IV questions (used by the 

American Psychiatric Association to diagnose pathological gambling); (2) questions to help identify 

those with other severe psychological problems that may require referral; (3) questions related to 

excessive spending on gambling; and (4) a scale measuring readiness to change one’s gambling 

behaviour (see Appendix 2).  

 

The possible responses to the DSM-IV questions are “yes” or “no.” Clients with five or more “yes” 

answers are considered to be pathological gamblers. For the purposes of this study, the DSM-IV 

was modified by adding a 3-point frequency scale of: "1. occasionally,” "2. often,” and "3. almost all 

of the time,” in addition to the “yes” and “no” answers. Only those answering “almost all of the time” 

were considered to be a “yes” answer. As with the dichotomously scored DSM IV, we considered 

those with five or more “yes, almost all of the time” answers, to be pathological gamblers. Because 

of the severity of their gambling problems, these clients were excluded from the Gambling 

Decisions trial and referred to an abstinence-based program. 
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Other problems related to gambling were also assessed using the Eligibility Screening Tool. Some 

gambling-related problems were expected; however, clients were excluded if these problems were 

severe and untreated, even if they had not already been excluded as a result of their answers to 

the DSM-IV questions. Examples of these types of severe problems are listed below.  

 

• If they answered “yes” to “current desperate thoughts of suicide,” they were excluded and 

referred for professional help.  

• When spending on gambling was “excessive” and extremely damaging to their families, 

they were excluded and referred. In discussions of gambling expenditures, if counselors 

learned that a person was “constantly pawning items for money so they could gamble,” this 

was considered excessive spending which meant the individual was excluded and referred.  

• Clients were also excluded for “severe and untreated mental health issues” and if they had 

“current legal issues” related to gambling and planned to use attendance at Gambling 

Decisions in their defense.  

• “Untreated alcoholics” were also excluded, although, problem drinkers (defined as someone 

never having experienced delirium tremens and therefore not physiologically dependent on 

alcohol) were enrolled and advised to seek concurrent help for their problem drinking.  

• Clients were asked about previous gambling treatment, but were not excluded if they had 

attended other treatment programs unless they also had one or more of the problems 

discussed above. 

• Client readiness to change was noted and discussed but no one was excluded based on 

their response to this assessment. 
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Operational Definitions 

 

Problem Gambler 

A problem gambler is someone who is mildly to moderately dependent on gambling and beginning 

to experience gambling-related problems. 

 

Pathological Gambler 

A pathological gambler is someone who is severely dependent on gambling and is experiencing 

many gambling-related problems. These individuals were referred to an abstinence-based 

treatment program. 

 

Controlled Gambler 

A controlled gambler is defined as one who spends:  

• no more than 5% of their household income on gambling; 

• no more than 3 hours/week gambling; and 

• no more than 1 day a week gambling. 

These are the goals for controlled gambling as suggested in the Gambling Decisions program. 

 

Abstinent Gambler 

An individual who reported no gambling activity for the 4 weeks immediately preceding the follow-

up interview as assessed by the timeline follow-back (a 4 week retrospective record of time and 

money spent gambling). 
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Description of the Program 

It is clear from reviewing the literature that helping people control or abstain from gambling involves 

more than presenting information. The more complex process of helping clients change must also 

address such phenomena as erroneous thinking pertaining to gambling, identifying triggers to over-

gambling, identifying new coping strategies and increasing self-confidence in controlling gambling 

behaviour. The program is based on three behavioural theories aimed at enhancing behaviour 

change. These theories include the Transtheoretical Model of Behaviour Change (Prochaska & 

DiClimente, 1986), Social Learning Theory (Bandura, 1977), and Motivational Interviewing (Miller & 

Rollnick, 1991). A description of how these theories were implemented in the Gambling Decisions 

program is found in Appendix 3. 

 

Gambling Decisions was designed as a brief cognitive-behavioural intervention which could be 

completed in 6 weeks with an optional follow-up session one or two weeks after completion of the 

program. The six week time frame is considered a brief intervention and based on the mounting 

evidence in the alcohol field that brief interventions with control as the goal, work as well as more 

intensive treatment (Bien, Miller & Tonigan, 1993; Marlatt, Larimer, Baer, & Quigley, 1993). All 

participants received a Client Handbook to guide them through the six week program and they 

were given a choice of participation in one of two formats: (a) Self Help Plus, two 1-hour sessions 

(one-on-one) with a counselor in addition to following the Client Handbook themselves; or (b) 

Group, use of the Client Handbook and attendance at six, 90-minute group sessions once a week, 

led by a counselor. The follow-up session one to two weeks after completing the program was 

offered to clients as an optional session. In a critical review of gambling treatment, Toneatto and 

Ladouceur (2003) noted that cognitive-behavioural interventions were the most strongly supported 

interventions in gambling treatment. The use of self help manuals also helped standardize the 

treatment for measurement purposes. 
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Program Materials/Staff Involved 

The Client Handbook 

At the first meeting, participants were given a copy of the Client Handbook which utilized many of 

the approaches used by counselors when doing “in person” treatment. With the help of the 

Handbook, clients could check to see the efficacy of their thinking patterns with regard to gambling. 

They could identify their gambling triggers (those situations that lead to excessive gambling), select 

from a menu of coping strategies and practice ways of planning ahead for gambling situations. As 

a way of reinforcing progress, clients were encouraged to use the reflective checklists. A section 

on relapse prevention was included to help with future problems. The Client Handbook also had a 

separate “checkbook” which was used to record all gambling activity and accompanying 

circumstances. 

 

The Agency and Facilitator Manual 

This manual was developed for counselor and agency use. Key treatment approaches were 

described in the manual which guided the implementation of the program and helped standardize 

the delivery of the program by the counselors. 

 

Program Activities 

Once eligible clients had declared their preferred format, they were scheduled into group or 

individual sessions. The Self Help Plus sessions were scheduled at a mutually convenient time for 

the counselors and clients. The group sessions were held from 5:30-7 pm once a week for the 6 

weeks. All meetings were held in the Community Agency Centres. 

 

Staff and Agencies Involved 

Two staff members were recruited from each of the following agencies; in Hinton/Edson, the 

Alberta Alcohol and Drug Abuse commission (addictions), from Grande Prairie, Peace Country 

Health (Health) and from Edmonton, The Family Centre (counseling). These communities were 

chosen based on results of a study examining VLT revenue generated in Alberta communities 

(Smith & Wynne 2004). Both Hinton/Edson and Grande Prairie were in the top ten VLT revenue 

generating communities. Edmonton was chosen because the Family Centre had been a supportive 

partner in the first trial and had expressed interest in running the program from a counseling 

perspective.  

 

Prior to implementing the program, the counselors completed a 2 day training program which 

provided them with the specific knowledge and skills needed to lead the program. Ongoing 

individual mentoring and monthly staff conference calls were held over the course of program 

implementation. 
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Overview of the Evaluation 

Evaluation Design 

The evaluation consisted of a pre-test/post-test design where clients selected one of two treatment 

formats. The efficacy of the program was assessed using a repeated measures design comparing 

pre-test data to 6 week, 6 month, and 1 year post-tests. 

 

The sample size estimates for the project were based on data from the one-year community trial of 

Gambling Decisions conducted in 1998-99 in the Capital Health region of Edmonton, Alberta, 

Canada (Robson et al, 2002). A total of 117 clients were enrolled in the program in that community 

trial. Of those enrolled, 38 either never attended the program or attended only one group session. 

As a result, 79 clients took the program (67.5% of those who were eligible and enrolled). 

Evaluation results were based on the 60 individuals who completed all four questionnaires (76% of 

those who took the program or 50% of those who enrolled). The average dollar loss and standard 

deviations found from the one-year trial were used to estimate the sample size for this study. 

 

In the 1998-99 community trial of the Gambling Decisions program, the average loss before taking 

the program was $608 (SD $722) over a four week period. One year after taking the program the 

loss was reduced to $73 (SD $446) over a four-week period. For this project, it was decided that 

the sample size should be large enough to detect a decrease in money lost from about $608 

before the program to $173 at one year (difference of $435) with a standard deviation of $625 and 

a correlation of .26 between the pre-program gambling loss and the one year loss. To achieve this 

difference with an alpha of .05, a two-tailed test and power of .80, twenty-five clients were required 

in each community (Cohen 1977). Based on the fact that 50% of those who enrolled in the one-

year trial completed the program and provided feedback at one year, our goal was to recruit 50 

clients at each site. 

 

Recruitment 

Recruitment and intake for the second trial of Gambling Decisions occurred for one month prior to 

the program being offered in September – October 2004 and in January - February 2005. Specific 

advertising was done in each of the three communities: (1) Edmonton/Stony Plain;  

(2) Hinton/Edson; and (3) Grande Prairie. 
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To assist with client recruitment, the Alberta Gaming & Liquor Commission agreed to distribute 

flyers and posters describing the program to ticket lottery retailers, casino operators, bingo facilities 

and VLT operators in these communities. The same materials were also distributed by counselors 

to appropriate venues such as family & social service agencies. Gambling Decisions counselors 

also promoted the program through their own networks and by word of mouth in their communities. 

News release templates were prepared in Edmonton and sent to community partners for their 

modification and distribution to both print and electronic media. Paid ads were also placed in local 

newspapers alerting residents to the availability of this new program. Before the second 

recruitment period (January - February 2005) a series of articles was prepared in Edmonton by the 

research director and sent to participating sites. These articles were written to share specific 

information about the Gambling Decisions program and prompt gamblers to inquire about the 

program. Site counselors were instructed to use these articles where appropriate with local media. 

Successful participants from the first recruitment were asked to talk with the media about their 

experience in learning to combat their gambling. Stringent stipulations in relation to protecting 

client identity were enforced with participating media.  

 

Prospective clients had one telephone number to call at each site. When clients called the number, 

the voice message noted when counselors would be answering calls. The message also assured 

clients they could safely leave messages as all voice messages would be confidential and a return 

call made to the client. Extensive and sustained efforts were made to recruit clients into this 

program in all three participating communities. See Appendix 6 for a summary of advertising and 

recruitment activities as well as sample media advertisements. 

 

Questionnaires and Data Collection 

Once client eligibility was determined by counselors, clients seeking to enroll in the program were 

asked to complete the pre-test during the same call. Post-test data was gathered by phone using 

trained research assistants at 6 weeks, 6 months, and 1 year intervals after program completion.  

 

In addition to seeking demographic characteristic, clients were asked to identify the type of 

gambling they most frequently did, as well as how much time and money they spent gambling. 

Financial issues, triggers to over-gambling and associated problems were measured, as well as 

depression and general mental health. Post-test instruments also included these measures, as well 

as the client self-assessment of success in the program, documentation of any referrals made and 

client satisfaction with the program. 
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Assessing Gambling Levels 

The amount of money and time spent gambling were measured using Sobell & Sobell’s Timeline 

Follow-Back Technique (Sobell & Sobell, 1992). This approach has been used extensively in the 

alcohol field to reconstruct drinking patterns and has an established reliability and validity with 

regard to drinkers. The tool was modified for use with gamblers (Taber, McCormick, Russo, 

Adkins, and Ramirez, 1987). Clients were asked to report the time and money they spent gambling 

over the 4 week period prior to beginning the program (pre-test), and at all subsequent post-tests. 

At the pre-test, this assessment was done in person after counselor/client rapport had been 

established. Dickerson et al. (1990) suggested that personal contact was essential in establishing 

valid assessments of pre-treatment levels of gambling. The determination of clients’ time and 

money spent gambling was based on the timeline follow-back information. The only instance where 

the previous month was not used is when clients said that it was atypical of their gambling 

behaviour. In this event, clients were asked to reconstruct the most typical 4 week period prior to 

the call. 

 

Assessing Types of Gambling 

Clients were asked about the frequency and types of gambling they engaged in over the previous 3 

months at every data collection time frame using a comprehensive list of available gambling 

formats. Responses could range from never to 6-7 times a week. 

 

Assessing Problems Created by Gambling 

Another area of assessment for data collection was the “problems clients were experiencing” as a 

result of their gambling. Clients were asked to rate the severity of their gambling problems (no 

problem, minor, moderate or major) in various areas of their lives such as with family, friends, work, 

finances, health, and the law. Using a four-point scale, with 1 being “no problem” and 4 being 

“major problems,” an average problem score for each area was calculated for each client.  

  

Assessing Financial Issues Caused by Gambling 

This was a new assessment for this trial. Because no easily implemented standardized 

assessment could be found to assess clients’ financial concerns, the researchers designed their 

own questions after a literature review and consultation with financial experts. Clients were asked 

how many times in the past 4 gambling sessions they overspent. (Overspending defined as 

spending more than they thought they should on gambling.) Also, clients were asked to indicate 

their level of agreement (from strongly agree to strongly disagree) with several statements 

regarding money management and financial concerns. 
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Assessing Triggers to Gambling 

Clients were asked to rate whether and to what extent any of the 16 common gambling triggers led 

them to gamble to excess. The Inventory of Drinking Situations Questionnaire (IDS) (Annis, 1986) 

was adapted for the Gambling Decisions Program and used to develop the Triggers to Gambling 

Questionnaire. Rating 1 as “never” and 4 as “almost always,” an average trigger score was 

calculated for each client. The questionnaires used for the pre and post measures were also used 

to help clients gain insight into their gambling behaviours; Self-Assessment being the first step of 

the intervention. 

 

Assessing Depression 

In the first trial of Gambling Decisions, many clients revealed mental health concerns and problems 

with depression, related to their gambling activity. Consequently, the research team for this trial 

decided to measure depression and general mental health. To measure depression, the Centre for 

Epidemiological Studies Depression Scale (CES-D) was selected (Radloff, 1977). The CES-D is a 

screening instrument that measures the degree of depressive symptoms an individual is 

experiencing. The CES-D has good reliability and validity in both general and clinical populations, 

with an internal consistency alpha of 0.85 for the general population and 0.90 for psychiatric 

populations. The instrument was designed to be used in either interviews or self-reports and was 

therefore suitable for the battery of tests administered in this study.  

 

The 20 item version of the CES-D was used for this trial. Clients were asked to recall over the 

previous few weeks how often they experienced various depressive symptoms. The four frequency 

response categories were given values from 0 to 3 with a higher score indicating greater 

depression. The response categories were rarely or never, some of the time, occasionally or a 

moderate amount of time, or most of the time. Scores for the depression scale could range from 

0 to 60 with a score of 16 or greater considered an indication of depression. 
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Assessing Mental Health 
 

The GHQ-12 is the short form of the General Health Questionnaire developed by Goldberg (1972) 

and frequently used to indicate psychological distress. The 12 item form used for this trial was 

titled, General Mental Health Questionnaire. Clients were asked how their health had been over 

the previous few weeks in relation to various statements. Responses pertained to whether they 

had recently experienced certain feelings more than usual, the same as usual, less than usual, 

or much less than usual. Some of the statements were positive such as, “feeling that you are 

playing a useful part in things,” and some negative such as, “feeling unhappy or depressed.” The 

four frequency responses had values from 0 to 3 with a higher score indicating a higher level of 

mental health needs. The score for the General Health Questionnaire was calculated by summing 

the weights for the responses with the possible range of scores from 0 to 36. Scores of 11 or 12 

are typical; whereas a score of more than 15 is evidence of a mental health disorder and a score of 

more than 20 suggests severe problems and psychological distress. 
 

Assessing Client Satisfaction 

As part of the 6 week post-test, clients were asked questions about the usefulness of the Client 

Handbook, the role of the counselor, and the importance of having a choice a choice of format for 

the program delivery. Clients were also asked how many of the 6 weeks of the program they had 

completed and to evaluate their own success at controlling their gambling. 
 

Quantitative Data Analysis  

The data were analyzed using descriptive, bivariate, and multivariate statistical methods. 

Descriptive analysis was used to profile the sample population and to compare the baseline 

characteristics of those who took the program and those who did not complete the program or 

were lost during the one year of follow-up. Significance was assessed using the χ2 test. In order to 

determine whether there had been statistically significant changes in the outcomes measured from 

pre- to post-program, ANOVA with repeated measures was used. This analysis identifies whether 

the outcome measured is different across the four time periods (pre-program, 6 weeks, 6 months, 

and one-year follow-up time periods). Changes in the hours spent gambling, days with gambling 

activity, net gain/loss of money per 4 week period, percentage of take home pay lost, gambling 

related problems, triggers for over-gambling, depression, and mental health were assessed. 

 

Qualitative Data Analysis 

Open-ended questions on the post-test questionnaires asked clients to comment on situations 

such as the “kinds of problems gambling is causing in your life.” These responses were analyzed 

and are presented in this report (Appendix 4). 
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Evaluation Results 

Client Contact 

In all, 50 individuals took the phone screening for the Gambling Decisions Program over the two 

months of recruitment for the program. Additional calls were taken from people seeking information 

only. Seven people were referred to abstinence-based programs. Identifying these pathological 

gamblers is considered an additional positive benefit to running an early intervention program such 

as Gambling Decisions. Forty-three clients were eligible and enrolled in the Gambling Decisions 

program (see Figure 1). 

 

Figure 1: Client Recruitment for Gambling Decisions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

50 people took the phone screening 
 
 

 
7 people were ineligible and 
referred to abstinence programs 

 

43 clients were eligible and enrolled in the program 
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Loss to Follow-up 

Ten clients either attended one session or did not show up for the program. For some, this was 

due to illness or scheduling problems, while others did not give reasons.  

 

A total of 33 clients completed the six week Gambling Decisions program. This represents 77% of 

those enrolled in the program (33/43). By study site, there were 29 clients from the Edmonton area, 

3 from Grande Prairie, and 1 from Edson. Of the 33 clients, 24 (73%) completed the follow-up 

assessments (see Figure 2). Nine clients were lost at some point during the one-year follow-up. 

The evaluation results are therefore based on the 24 clients who completed all of the assessments. 

 

Figure 2: Client Contact 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

43 clients were eligible to take the program 

 
 

 

10 clients did not show up or had 1session only  
(schedule conflict, illness, or no reason) 
 

33 clients completed the six-week program 
 
 

30 clients completed the six-week follow-up 
 

28 clients completed the six-month follow up 
 

24 clients completed the one-year follow-up 
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Did the clients who completed the program and all the questionnaires differ from those who 

did not? 

We found no significant differences between those who “withdrew” (i.e., the 10 clients who enrolled 

and never attended or attended only once), the 9 “lost to follow-up,” and the 24 who “completed” 

both the program and all four questionnaires, on most baseline characteristics. Since pre-test data 

were available on all of these clients, the three groups were compared on several variables.  

 

There were no significant differences among the three groups on their mean scores for the 

modified DSM-IV score, gambling related problems, triggers for over-gambling, depression score, 

mental health score, net monetary gain/loss and time spent gambling. Neither were there 

significant differences among the three groups with regard to gender, marital status, education, 

income category, whether they were employed or not, whom they lived with or their perception of 

physical health. 

 

There was, however, a significant difference when comparing the average age for the following 

three groups; those who “withdrew” (51.8 years), those “lost to follow up” (40.1 years) and those 

who “completed” the program and all four questionnaires (54.3 years). The average age of those 

lost to follow-up was 40.1 years of age and this was significantly lower than the average age for 

those completing the program and all four questionnaires (54.3 years of age). The average age for 

those who withdrew and did not take the program was 51.8 and not significantly different than the 

average age for the other two groups. These results raise the question of whether Gambling 

Decisions is a more relevant program for those 50 years and older. Further study is needed to 

answer this question. However, since age was the only significant difference between these 

groups, those who completed the one year follow-up were not considered to be substantially 

different in terms of gambling activity from those who did not. The results reported are for the 24 

clients who completed the program and provided feedback over the one year of follow-up. 
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Client Response to the Eligibility Questionnaire 
 

Client eligibility was assessed by phone using the Eligibility Questionnaire. A major component of 

the questionnaire was the response to the DSM-IV questions.  
 

DSM-IV Modified  

The DSM-IV questions were modified from a dichotomous “yes” or “no” answer to answers based 

on a 3 point frequency scale: (a) occasionally; (b) often; or (c) almost all of the time. Only those 

answering “almost all of the time” were coded as “yes” answers. Using the modified criteria, the 

proportion of “yes” responses to the DSM-IV statements are presented for each question in  

Table 1. The DSM-IV criteria of 5 or more “yes” responses are indicative of a pathological gambler. 

However, using the modified DSM-IV, this meant 5 “yes” answers to the questions along with 

choosing the “almost all the time” frequency response on the three point scale. According to the 

admission criteria for the program, clients with 5 or more “yes” answers to the modified DSM-IV 

were not accepted into the program and referred for abstinence based counseling.  

 

 Table 1  Responses to the DSM-IV Criteria (Modified, n=24)   

DSM-IV Criteria 

    Yes, almost  

    always           

     n 

% 

1. were pre-occupied with gambling 0 0.0% 

2. needed to gamble with increasing amounts of money in order to 
achieve the desired excitement. 

1 4.2% 

3. relied on others to provide money to relieve a desperate financial 
situation caused by gambling. 

0 0.0% 

4. were restless or irritable when attempting to cut down or stop 
gambling 

1 4.2% 

5. gambled as a way of escaping from problems or of reliving feelings 
of helplessness, guilt, anxiety or depression 

5 20.8% 

6. after losing money gambling, often returned another day to get even 
or to chase losses 

3 12.5% 

7. lied to family members, therapists, or others to conceal the extent of 
involvement with gambling 

3 12.5% 

8. had committed illegal acts such as forgery, fraud, theft, or 
embezzlement to finance gambling 

0 0.0% 

9. had made repeated unsuccessful efforts to control, cut back, or stop 
gambling 

3 12.5% 

10. had jeopardized or lost a significant relationship, job, or educational 
or career opportunity because of gambling 

8 33.3% 



25 

 

As shown in Table 1 there were not many “yes” answers to the modified DSM-IV questions. An 

overview of responses which is not reflected in the Table revealed that eight clients (33.3%) had 

zero “yes” answers to the modified DSM-IV questions. Another 10 clients (41.7%) had only one 

“yes” response and the other six clients had 2 or 3 “yes” answers. The average score for the ten 

items was one “yes” response per client.  

 

DSM-IV Unmodified  

Responses to the unmodified DSM-IV are presented for each question for the 24 individuals who 

took the program and completed all the questionnaires. As shown in Table 2, there are many 

clients who answered “yes” to the unmodified DSM-IV questions. Of those who completed the 

program, 79% would have met the criteria for pathological gamblers on the unmodified DSM-IV. An 

overview of responses reflected that five clients (21%) had less than 5 “yes” answers on the 

unmodified DSM-IV, six clients (25%) had 5 or 6 “yes” responses, and 13 clients (54%) had 7 to 9 

“yes” responses. The average number of “yes” responses per client was 6.3. 

 

Table 2 Responses to the DSM-IV Criteria (Unmodified, n=24)   

DSM-IV Criteria Yes 
n 

% 

1. were pre-occupied with gambling 19 79.2% 

2. needed to gamble with increasing amounts of money in order to 
achieve the desired excitement. 

15 62.5% 

3. relied on others to provide money to relieve a desperate financial 
situation caused by gambling. 

10 41.7% 

4. were restless or irritable when attempting to cut down or stop 
gambling 

17 70.8% 

5. gambled as a way of escaping from problems or of reliving feelings 
of helplessness, guilt, anxiety or depression 

18 75.0% 

6. after losing money gambling, often returned another day to get even 
or to chase losses 

21 87.5% 

7. lied to family members, therapists, or others to conceal the extent of 
involvement with gambling 

22 91.7% 

8. had committed illegal acts such as forgery, fraud, theft, or 
embezzlement to finance gambling 

1 4.2% 

9. had made repeated unsuccessful efforts to control, cut back, or stop 
gambling 

20 83.3% 

10. had jeopardized or lost a significant relationship, job, or educational 
or career opportunity because of gambling 

8 33.3% 

Clients with 5 or more “yes” answers 19 79.2% 
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In addition to the DSM-IV questions, clients were asked about their gambling activity and their 

gambling-related problems. A majority (79%) said they were having problems in their lives related 

to their gambling activity. Those identified included relationship problems, lying about their 

gambling, and poor self-esteem, but mostly the problems related to depression and financial 

concerns. There were 37.5% of the clients who claimed to be in the midst of a severe personal 

crisis because of gambling. These included feelings of depression, concerns about finances, and 

relationship problems. Twenty-five percent said they had serious emotional or mental health 

problems that made it difficult for them to function.  

 

Description of the Sample 

Demographic characteristics of the client population who took the program are shown in Table 3. 

The pertinent characteristics include: a 50/50 gender balance; a high proportion of married or 

common-law married (67%); relatively well-educated, with 67% having attended or completed 

college, technical school, or a university; and 50% employed full-time. 

 

The profile of clients who enrolled in Gambling Decisions differs somewhat from the profile 

presented in earlier Alberta Prevalence Studies (Wynne Resources 1994, 1998, and Smith & 

Wynne 2002). Gambling Decisions clients were older, mostly married or in common law 

relationships and fairly well educated. Sixty-seven percent had attended or completed college, 

technical school or university and 50% were employed full time and most earning more than 

$25,000/year. Since this study focused on early stage problem gamblers, this profile might be 

reflective of a new client for gambling treatment, and one whose gambling losses have not 

bottomed out. 
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Table 3 Sociodemographic Profile (n=24) 

Characteristics  n % 

Gender Female 12 50.0% 

 Male 12 50.0% 

Marital Status Married or common-law 16 66.7% 

 Separated, widowed, divorced, never married  8 33.3% 

Education Elementary or high school  8 33.3% 

 Some college/technical/university  8 33.3% 

 Completed college/technical/university  8 33.3% 

Employment Status Full-time 12 50.0% 

 Part-time  4 16.7% 

 Unemployed  2  8.4% 

 Retired  6 25.0% 

Personal Income Less than $25,000  6 25.0% 

 $25,000-$49,999  9 37.5% 

 $50,000-$74,999  5 20.8% 

 $75,000+  4 16.7% 

Living Situation Alone  5 20.8% 

 Spouse or Common Law 13 54.2% 

 Spouse or Common Law and family  3 12.5% 

 Family member(s) or friends  3 12.5% 

Physical Health Excellent  1  4.2% 

 Very Good  8 33.3% 

 Good 11 45.8% 

 Fair  4 16.7% 

Health Compared to 1 yr ago Somewhat better  4 16.7% 

 About the same 15 62.5% 

 Somewhat worse  5 20.8% 

Age in years Mean 54.3 years 

 Standard deviation 11.2 years 

 Range 30-75 years 
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Income Profile 

 

When income profiles for the clients in the Gambling Decisions program are compared with income 

in the year 2000 for individuals in the Capital Health Region (Federal Census Data, 2001), clients 

in the program are over-represented in the middle and upper income range (Table 4). 
 

 

Type of Gambling  
 

Clients were asked to reflect on their gambling in the 3 months before taking the program and to 

indicate their frequency of involvement in various gambling activities. The proportion of clients who 

participated in these activities one or more times per week is shown in Table 5. Almost no clients 

participated weekly in sports betting, horse racing, or bingo and therefore those activities are not 

included in the table. Particularly notable is the fact that 50% of the clients had used VLTs at least 

once a week over the 3 months before taking the program. At six-weeks, six-months, and one-year 

after taking the program, clients were asked to indicate the frequency of involvement in these same 

activities since taking the program. There was a marked decrease in the number of clients 

participating one or more times per week in various gambling activities after taking the program. 

After the program, less than 21% of the clients said they played VLTs one or more times per week. 

 

Table 4  Income Profile 

Income Range In the Program In the Region 

Less than $25,000 25.0% 52.6% 

$25,000 - $49,000 37.5% 29.4% 

$50,000+ 37.5% 18.0% 

Table 5  Percentage of clients who participated in various gambling activities at 
least once a week before, 6 weeks, 6 months, and 1 year after the program (n = 24) 

Pre-Test 
6 week 

Post-Test 
6 month 

Post-Test 
1 year 

Post-Test Activity 

n % n % n % n % 

VLTs 12 50.0% 5 20.8% 5 20.8% 4 16.7% 

Ticket lotteries 10 41.7% 3 12.5% 2  8.3% 4 16.7% 

Coin Slots  9 37.5% 4 16.7% 4 16.7% 1  4.2% 

Scratch and Win  4 16.7% 1 4.2% 0 0% 0 0% 

Casino card & table  2  8.2% 1 4.2% 0 0% 0 0% 

Card games  2  8.2% 1 4.2% 0 0% 0 0% 

Internet gambling  1  4.2% 0 0% 0 0% 0 0% 
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Gambling Practices 
 

Clients were asked about the history of their gambling practices. It is interesting to note that the 

average age of first starting gambling was 34 years and the range was 9 to 67 years of age. Over 

one-third of the clients reported that one or both parents had a gambling problem. The majority of 

clients reported gambling alone (75%), and half of the clients said they spent more than they 

should have over the previous four times they gambled. 

 

Table 6 Gambling Practices 

How old were you when you started gambling? 

Mean age 

Range 

 

34 years 

9 to 67 years 

Do one or both of your parents have a gambling problem? 

% of clients who said yes 

 

37%  

How long ago did you become concerned about your gambling?  

Mean 

Range 

 

4 years ago 

3 months to 11 years 

With whom do you usually gamble? 

Alone 

Family 

Alone, with friends and/or family 

 

75% 

  8% 

17% 

Of the last 4 times you gambled, how many times did you overspend? 

All 4 times 

3 of the last 4 times 

less than 3 of the last 4 times 

  

50% 

33% 

17% 

Selection of Format and Completion of the Program 
 

At the beginning of the Gambling Decisions program, eligible clients were given the option of taking 

the program either in the Group or Self-Help Plus format. The group format was selected by 17 of 

the clients and the Self-Help Plus format by 7 clients. All 7 Self-Help clients attended the two 

counseling sessions in person as part of their program. Among the 17 clients in the group format, 

one attended 4 group sessions, 4 attended five of the six sessions, 6 attended all six sessions, and 

6 attended all six sessions as well as the follow-up group session. This is a strong indication of the 

value of the group as 94% attended 5 or more group sessions.
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Key Evaluation Questions 

 

Did the program help clients reduce the time and money spent on gambling? (Yes) 
 

A 4 week timeline follow-back was used to record clients’ time and money spent gambling both at 

the pre-test and also 6 weeks, 6 months, and 1 year after completing the program. Money won or 

lost, as well as time spent gambling was recorded for each day over the 4 week period. Totals for 

the 4 week period were calculated. There were 23 clients who provided both pre-test, six-week, 

six-month, and one year post-program information related to time and money spent gambling.  

 

Two clients were outliers and were excluded from the analysis as the gain or loss (one gain and 

one loss) at one of the post-tests exceeded 3 standard deviations. While these two clients were 

excluded from the analyses related to the time and money spent gambling, they were included in 

the other analyses. 

 

Analysis of variance with repeated measures was used to analyze the changes over time 

comparing the results from the pre-test, six-week, six-month, and one-year post-tests (Table 7).  

• The average number of hours per 4 weeks of gambling was significantly reduced  

 from an average of 26.2 at the pre-test to 5.0 hours at the one-year post-test (p < 0.000). 

• The average number of days spent gambling over the 4 week period was significantly 

reduced from 7.3 days before the program started to 2.3 days at the one-year post-test  

 (p < 0.000).  

• Clients reported an average loss of $823 in a 4 week period before taking the program, and 

significantly reduced to $69 one year after completing the program (p = 0.014).  

• The percentage of income lost gambling in the 4 week period significantly decreased from 

33% before taking the program to 5% one year after taking the program (p = 0.003).  

 

Post Hoc analyses were done comparing the values for each of these variables across the four 

measurement periods. In all cases the pre-test value was significantly reduced at the six-week 

post-test and remained significantly lower than the pre-test value at six months and one year after 

taking the program. 
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How were the abstainers from gambling dealt with in the analysis?  

(They were included.) 

 

Gambling Decisions is a program where clients choose to control their gambling or abstain from it. 

Five clients in the program chose abstinence instead of controlled gambling at the one year post-

test. This raises the question of whether and to what extent the abstainers improved the averages. 

Additional analyses of the major measures were conducted with the abstainers excluded (see 

Appendix 5). A review of this data reveals that the significant trends remained with the abstainers 

excluded and therefore we believe that the analysis can safely be done including the abstainers. 

Table 7  Gambling over 4 weeks in hours, days, money lost/gained,  
  and the percentage of income lost 

Hours Days 
Money 

Lost/Gained % of Income Lost Evaluation Period 

(n = 21) 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

Pre 26.2 (18.1) 7.3 (3.4) -$822.8 (826) 32.7% (26.7) 

6 week Post 11.5 (13.6) 3.98 (4.8) -$325.8 (493) 16.3% (20.9) 

6 month Post 10.5 (17.9) 3.4 (5.4) -$244.8 (661) 16.8% (25.9) 

1 year Post 5.0  (8.4) 2.3 (3.0) -$68.5 (412) 5.2% (9.7) 

Multivariate F Test 

p 

13.838 

p < 0.000 

19.246 

p < 0.000 

4.638 

p = 0.014 

6.858 

p = 0.003 
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Did the Gambling Decisions program help clients reduce the severity of their 

gambling related problems? (Yes) 

 

Clients were asked to rate the severity of their problems in several different life areas (finances, 

relationships with family and friends, sleep, health, work, sense of self worth, and the law) before 

taking the program and six weeks after completion of the program. No clients had problems with 

the law and only a few had minor problems in relation to work and relationships with friends, 

therefore these variables are not included in Figure 3.  

 

Significant reductions were found in relation to moderate or major gambling related problems with 

regard to their self worth, finances, family relationships, and sleep. There was no significant 

difference in the proportion reporting health problems before and six weeks after the program. 

Eighty-three percent of the clients reported having moderate or major problems in relation to their 

sense of self-worth before the program and this declined to 42% six weeks after the program and 

to 26% at the one-year post-test. Seventy-nine percent reported moderate or major problems with 

finances before taking the program compared with 46% at six weeks, 25% at six months, and 17% 

one year after taking the program. Forty-six percent of the clients reported moderate or major 

problems in their family relationships before the program compared to 17% at six weeks and 13% 

one year after the program (Figure 3). 
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Figure 3  Percent of clients with moderate or major gambling-related problems,  
  before, 6  weeks, 6 months, and 1 year after taking the program (n=24). 
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Using a 4 point scale, with 1 indicating "no problem" and 4 a "major problem,” the average problem 

score was calculated over the five types of problems shown above. The average problem score 

before the program was 2.6. This was significantly reduced to 1.9 six weeks after completing the 

program, 1.7 at six months, and 1.5 one year after taking the program (Multivariate F Test = 

15.894, p < 0.000).  
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Did the Program Help Clients with Money Management and Financial Concerns? 
(Yes) 
 
As might be expected, gambling creates money concerns. Before taking the program, 87% of the 

clients said they constantly worried about money and 81% said their gambling was disruptive to the 

family. Six weeks, 6 months, and 1 year after taking the program a much smaller proportion of 

clients reported these concerns regarding gambling related money management and financial 

concerns (Figure 4). 

 
Figure 4  Percent of clients who agreed or strongly agreed with financially  
  related statements before, 6  weeks, 6 months, and 1 year  
  after taking the program (n=24) 
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The level of agreement with these concerns was rated on a 4-point scale (strongly agree, agree, 

disagree, strongly disagree). Rating “strongly agree” as a 4 and “strongly disagree" as a 1, the 

average financial concern score before taking the program was 2.8 which was significantly reduced 

to 2.2 six weeks after completing the program, to 2.1 at six months and 2.0 one year after taking 

the program (Multivariate F Test = 6.806, p = 0.002).  
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Did the program help clients reduce their triggers for gambling? (Yes) 

 
Clients considered various situations as possible triggers for gambling too much before, 6 weeks, 6 

months, and 1 year after taking the program. These triggers, along with the proportion identifying 

the trigger as “frequent” or “almost always,” are shown in Figure 5. Seventy-nine percent reported 

that once they started gambling it was hard to stop; 71% said they gambled as a reward, and 67% 

said that they gambled out of habit and when they wanted to win back losses, and 58% said they 

gambled when they were feeling lucky and for excitement. A smaller proportion of clients reported 

that the various triggers frequently or almost always led to over-gambling when comparing before 

program to post program evaluation periods (Figure 5). 

 

The frequency with which these situations triggered gambling episodes was rated on a 4-point 

scale (never, rarely, frequently, and almost always). Rating "never" as 1 and "almost always" as  4, 

the average trigger score before taking the program was 2.4, this was significantly reduced to 1.9 

six weeks after completing the program and to 1.7 at six months and one year after taking the 

program (Multivariate F Test = 11.491, p < 0.000).  
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Figure 5  Percent of clients indicating circumstances that frequently or almost always 
  were triggers to over-gambling before, six weeks, six months, and  
  one year after taking the program (n=24)  
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Did the program help clients reduce their depression score on the CESD? (Yes) 

 

Clients were asked to reflect on their mood states over the previous few weeks and indicate 

whether and to what extend they experienced various thoughts, feelings, or behaviours. There are 

20 questions on the CES-D depression instrument. Some of the statements are positive such as, “I 

was happy,” and some are negative such as, “I felt sad.” Clients chose from four response 

categories: rarely or never, some of the time, occasionally or a moderate amount of time, or 

most of the time. The four possible responses were given a value from 0 to 3 with a higher score 

indicating a higher level of depression. For negative statements indicating depressive feelings, the 

score for rarely or never was a zero and the score for most of the time was a 3. The scores were 

reverse scored for the positive statements in that the score for rarely or never was 3 and the 

score for most of the time a zero. The total score for the depression scale is calculated by 

summing the weights for the responses. A score of 16 or greater is considered an indication of 

depression. Fifty-eight percent of clients had a score of 16 or more on the CES-D on the pre-test. 

After one year only 33% scored 16 or greater. 

 

The average depression score on the CES-D instrument was significantly reduced from 21.5 

before the program to 14.8 at six weeks. This reduction was sustained over the one year period  

(F = 8.318, p = 0.001). Post-hoc tests showed that all post-test values were significantly lower than 

the average depression score at the pre-test.  

 

The negatively phrased statements in the CES-D that are reflective of depression are shown in 

Figure 6. The proportion of clients who said they never or rarely felt or behaved in the ways 

identified by the statements is an indication of less depression. The proportion of clients who 

reported that they rarely or never felt sad before taking the program was only 17%. This proportion 

increased to 46% six weeks after taking the program to 63% at the one year follow-up. Figure 6 

shows that the percentages of clients who answered rarely or never to the statements increased 

after taking the program and the changes were sustained over the one year follow-up period. 

 

Table 8 Depression scores on the CES-D over 4 Weeks (n=24) 

Evaluation Period Mean Standard Deviation 

Pre 21.5 13.4 

6 weeks 14.8 14.4 

6 months 11.96 13.7 

One year 10.4 13.2 
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Figure 6 Percent of clients who rarely or never felt or behaved in the ways 
  identified by the statements before, six weeks, six months, 
  and one year after taking the program (n=24) 
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The statements in the CES-D that are positive and reflective of someone who is not depressed are 

shown in Figure 7. The proportion of clients who said that most of the time they felt or behaved in 

the ways identified by the statements indicates less depression. The proportion of clients who 

reported that they were happy most of the time before taking the program was 25%. This 

proportion increased to 50% six weeks after taking the program to 58% at the one year follow-up. 

Figure 7 shows that the percentages of clients who reported most of the time having the feelings 

expressed by the statements increased after taking the program and the changes were sustained 

over the one year of follow-up. 

 
 
 
Figure 7  Percent of clients indicating that most of the time they felt or behaved 
  in the ways identified by the statements before, six weeks, six months,  
  and one year after taking the program (n=24) 
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Did the program help clients with their overall Mental Health Issues? (Yes) 
 

Clients were asked to indicate how their mental health had been over the previous few weeks in 

relation to the statements in Figures 8 and 9. The questions referred to whether they had recently 

experienced the circumstances in the statements more than usual, the same as usual, less than 

usual, or much less than usual. There are 12 questions on the General Mental Health 

Questionnaire. Some statements are positive such as, “feeling that you are playing a useful part in 

things,” and some negative such as, “feeling unhappy or depressed.” The four possible responses 

were given a value from 0 to 3 with a higher score indicating mental health concerns. For negative 

statements, the score for more than usual was a 3 and the score for much less than usual was a 

0. The scores were reverse scored for the positive statements such that the score for much less 

than usual was a 3 and the score for more than usual zero. A General Mental Health score was 

calculated by summing the response values. The range of scores is 0 to 36, while scores of 11 or 

12 are typical. A score of more than 15 is evidence of distress and a score of more than 20 

suggests severe problems and psychological distress. If clients scored 20 or higher, the 

counsellors discussed with the client a referral for mental health counselling. Ninety-two percent of 

clients had a score higher than 15 on the pre-test which was reduced to 29% at one year. Fifty 

percent of the clients had high scores of 20 or more before the program began and this was 

reduced to 12.5% of clients one year later. 

 

The average mental health score as measured by the General Mental Health Questionnaire was 

significantly reduced from 20.0 before the program to 14.9 at six weeks. This reduction was 

sustained over the one year period (F = 11.144, p = 0.001). Post-hoc tests showed that all post-

test values were significantly lower than the average mental health score at the pre-test.  

 

 

 

Table 9 Mental Health Questionnaire scores over 4 Weeks (n=24) 

Evaluation Period Mean Standard Deviation 

Pre 20.0 4.7 

6 weeks 14.9 5.4 

6 months 12.6 7.8 

One year 11.0 7.97 
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Statements in the General Mental Health Questionnaire that are reflective of poor mental health 

are shown in Figure 8. The proportion of clients who said they experienced the listed 

circumstances less than usual is an indication of better mental health. The proportion of clients 

reporting that they had been losing confidence in themselves less than usual before taking the 

program was only 13%. This proportion increased to 25% six weeks after taking the program to 

46% at the one year follow-up. Figure 8 shows that the percentages of clients who had the feelings 

expressed by the statements less often than usual increased after taking the program and the 

changes were sustained over the one year of follow-up. 

 

 

Figure 8 Percent of clients indicating they experienced the listed circumstances  
  less than usual over the previous few weeks before, six weeks,  
  six months, and one year after taking the program (n=24) 
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The statements in the General Mental Health Questionnaire that are reflective of good mental 

health are shown in Figure 9. The proportion of clients who said they experienced the listed 

circumstances more than usual is an indication of good mental health. No clients reported that they 

had been able to enjoy their normal day to day activities more than usual before taking the 

program. The proportion reporting enjoying their day to day activities more often than usual 

increased from zero to 33% six weeks after taking the program and to 58% at the one year follow-

up. Figure 9 shows that the percentages of clients who had the feelings expressed by the 

statements more often than usual increased after taking the program and the changes were 

sustained over the one year of follow-up. 

 

 
Figure 9 Percent of clients indicating they experienced the listed circumstances  
  more than usual over the previous few weeks before, six weeks,  
  six months, and one year after taking the program (n=24) 
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Did scores on the DSM-IV change after taking the program? (Yes) 
 

Client responses to the modified and unmodified DSM-IV questions were assessed at the 

beginning of the program (see Tables 1 and 2). The same DSM-IV questions were repeated at the 

six month and one year follow-up times, but not at the six week post-test. Using the modified 

criteria, the proportion of “yes” responses to the DSM-IV statements at the pre-test, and at the six 

month and one-year post-tests are presented for each question in Table 10. Using the modified 

DSM-IV, responses were counted as “yes,” if the client chose “almost all the time” for the frequency 

of occurrence.  

 

The average number of “yes” responses was 1.0 at the pre-test, 0.6 at six months, and 0.63 one 

year after taking the program. These differences were not significantly different. It is interesting to 

note however, that the proportion of clients with zero “yes” answers, significantly increased over 

time, 33% at the pre-test, 67% at six months and 75% at one year.  

Table 10  Number of “Yes” responses to the DSM-IV Criteria (Modified, n=24) 

DSM-IV Criteria 
Pre-test 

Yes n (%) 

6 month 

Yes n (%) 

1 year 

Yes n (%) 

1.  were pre-occupied with gambling 0 (0.0) 0 (0.0) 1 (4.2) 

2. needed to gamble with increasing amounts of money in 
order to achieve the desired excitement. 

1 (4.2) 0 (0.0) 2 (8.3) 

3. relied on others to provide money to relieve a desperate 
financial situation caused by gambling. 

0 (0.0) 0 (0.0) 0 (0.0) 

4. were restless or irritable when attempting to cut down or 
stop gambling 

1 (4.2) 1 (4.2) 2 (8.3) 

5. gambled as an escape from problems or of reliving 
feelings of helplessness, guilt, anxiety or depression 

5 (20.8) 3 (12.5) 3 (12.5) 

6. after losing money gambling, often returned another day 
to get even or to chase losses 

3 (12.5) 2 (8.3) 0 (0.0) 

7. lied to family members, therapists, or others to conceal 
the extent of involvement with gambling 

3 (12.5) 5 (20.8) 2 (8.3) 

8. had committed illegal acts such as forgery, fraud, theft, 
or embezzlement to finance gambling 

0 (0.0) 0 (0.0) 0 (0.0) 

9. had made repeated unsuccessful efforts to control, cut 
back, or stop gambling 

3 (12.5) 3 (12.5) 3 (12.5) 

10. had jeopardized or lost a significant relationship, job, or 
educational or career opportunity because of gambling 

8 (33.3) 0 (0.0) 2 (8.3) 

Percentage of clients with zero “yes” responses 33.3% 66.7% 75.0% 
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Responses to the unmodified DSM-IV are presented for each question for the 24 individuals who 

took the program and completed all the questionnaires. As shown in Table 11, many clients 

answered “yes” to the unmodified DSM-IV questions. Of those who completed the program, 79% 

would have met the criteria for pathological gamblers (five or more “yes” answers) on the 

unmodified DSM-IV before taking the program. At the pre-test, five clients (21%) had fewer than 5 

“yes” answers on the unmodified DSM-IV, five clients (21%)  had 5 or 6 “yes” responses, and 14 

clients (58%) gave from 7 to 9 “yes” responses.  

 

The average number of “yes” responses significantly decreased from 6.3 before taking the 

program to 3.2 at six months and 2.1 at one year (F = 24.96, p < 0.000). In addition, the 

percentage of clients with 5 or more “yes” responses decreased from 79% before taking the 

program to 33% at the six-month post-test and 17% at the one-year follow-up. 

 

Table 11  Number of “Yes” responses to the DSM-IV Criteria (Unmodified, n=24) 

DSM-IV Criteria 
Pre-test 

Yes n (%) 

6 month 

Yes n (%) 

1 year 

Yes n (%) 

1.  were pre-occupied with gambling 19 (79.2) 9 (37.5) 3 (12.5) 

2. needed to gamble with increasing amounts of money in 
order to achieve the desired excitement. 

15 (62.5) 8 (33.3) 6 (25.0) 

3. relied on others to provide money to relieve a desperate 
financial situation caused by gambling. 

10 (41.7) 4 (16.7) 1 (4.2) 

4. were restless or irritable when attempting to cut down or 
stop gambling 

17 (70.8) 9 (37.5) 8 (33.3) 

5. gambled as a way of escaping from problems or of 
reliving feelings of helplessness, guilt, anxiety or 
depression 

18 (75.0) 13 (54.2) 11 (45.8) 

6. after losing money gambling, often returned another 
day to get even or to chase losses 

21 (87.5) 8 (33.3) 3 (12.5) 

7. lied to family members, therapists, or others to conceal 
the extent of involvement with gambling 

22 (91.7) 11 (45.8) 6 (25.0) 

8. had committed illegal acts such as forgery, fraud, theft, 
or embezzlement to finance gambling 

1 (4.2) 0 (0.0) 0 (0.0) 

9. had made repeated unsuccessful efforts to control, cut 
back, or stop gambling 

20 (83.3) 15 (62.5) 10 (41.7) 

10. had jeopardized or lost a significant relationship, job, or 
educational or career opportunity because of gambling 

8 (33.3) 0 (0.0) 2 (8.3) 

Percentage of clients with 5 or more “yes” responses 79.2% 33.3% 16.7% 
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Was the Gambling Decisions program successful in helping to control client’s 

gambling in the twelve months following the program? (Yes) 

 

Clients were asked to rate their own success in controlling their gambling since taking the program 

at six-weeks, six-months, and one year intervals. The majority of clients reported having improved 

their ability to control their gambling. Over 66% of the clients rated themselves as successful or 

very successful at all three follow-up times (Table 12). At six weeks after taking the program, 

12.5% of the clients said they were unsuccessful or very unsuccessful. At six months, 29.2% of the 

clients thought they had been unsuccessful or very unsuccessful and this percentage dropped to 

12.5% again at the one year period.  

 

Table 12    Self-reported success in controlling gambling since taking  

  the Gambling Decisions program 

Six-weeks Six-months One year 
Rating 

n % n % n % 

Very successful 2 8.3% 4 16.7% 6 25.0% 

Successful 14 58.3% 12 50.0% 13 54.2% 

No change 5 20.8% 1 4.2% 2 8.3% 

Unsuccessful 1 4.2% 6 25.0% 2 8.3% 

Very unsuccessful 2 8.3% 1 4.2% 1 4.2% 
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What were the clients’ reactions to the program?  (Very Positive) 
  
At the six-week post-test, clients were asked to provide feedback about the Gambling Decisions 

program. Client satisfaction was high with 87% agreeing or strongly agreeing that they were 

satisfied with the program (Table 13). Overall satisfaction was high as clients were strongly positive 

about the client handbook and check book, the counselors, and the group interaction. Clients also 

appreciated having a choice of format in which to take the program. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

Table 13   Proportion of clients who agreed or strongly agreed with the  
    statements about the program (n=24) 

Statements about the program n % 

I was satisfied with the program. 21 87.5% 

The confidential phone screening was a helpful start to the program.  23 95.8% 

The program helped me to gain skills in controlling my gambling habits. 20 83.3% 

It was important for me to be able to select the format for my program.  21 87.5% 

The written materials provided were clear and easy to read. 24 100% 

The exercises and information in the handbook were helpful. 24 100% 

I found the handbook too long. 4 16.7% 

The check-book was easy to use. 22 91.6% 

The nurse counselor enhanced the effectiveness of the Group program 
for me (n=17). 

16 94.1% 

The group interaction enhanced the effectiveness of the group program 
for me (n=17). 

17 100% 

The nurse counselor enhanced the effectiveness of the Self-Help Plus 
program for me (n=7). 

7 100% 
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Discussion 
 

Gambling Decisions is an Effective Program 
The results of this second trial demonstrate that the Gambling Decisions program is effective in 

helping early stage problem gamblers control or abstain from gambling. These results are all the 

more remarkable because of the reduced recruitment into the program as small sample sizes make 

it more difficult to find significant differences. There were significant reductions in clients’ time spent 

gambling, money lost to gambling, and gambling-related problems. The average number of hours 

per 4 weeks of gambling was significantly reduced from an average of 26.2 hours at pre-test to 5 

hours at the one year follow-up. Clients reported an average gambling loss of $832 over 4 weeks 

before taking the program; this was significantly reduced to $69 at the one year post-test. 

Significant reductions in gambling related problems were also found, in the areas of clients’ sense 

of self worth, financial situation, family relationships, and sleep patterns. 

 

Delivery Options for Gambling Decisions were Expanded 
Three agencies participated in the one-year trial of Gambling Decisions. The Alberta Alcohol & 

Drug Abuse Commission (an agency that specifically deals with addictions) offered the program in 

Edson and Hinton, The Family Centre (a counseling agency) offered the program in Edmonton, 

and Peace Country Health region (Public Health department) offered the program in Grande 

Prairie.  

 

Within the three agencies, we recruited counsellors interested in delivering the Gambling Decisions 

program. In addition, a site manager and communications experts were found within the agencies 

to participate in the project. A two day training program was provided for counsellors in Edmonton 

to prepare them for working with clients in the Gambling Decisions program. The educational 

sessions were received positively and staff indicated they were well prepared to deliver the 

program. Two of the three groups participating in this study (AADAC and The Family Centre) have 

decided to run Gambling Decisions out of their agencies as an ongoing program. 

 

The Major Barrier to Implementation was Recruitment 
 

 

Unfortunately, the difficulty in recruiting clients for the program made it impossible to compare the 

effectiveness of the program across the three agencies. Further study is needed to identify and 

assess the barriers for clients needing gambling treatment in smaller cities and rural communities. 

No major barriers existed in preparing these agencies to offer the program. Some delays were 

encountered in getting news releases and advertising materials released in the various 

communities. Part of the difficulty here was that the advertising tools came from Edmonton and 

had to go through an agency approval process. If this program is advertised and delivered by 
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agencies in the community on an ongoing basis, these delays should not occur. The biggest 

problem faced in this study was the difficulty in recruiting clients. This concern is discussed later 

the report. Based on communication activities between the Research Director and participating 

sites, Gambling Decisions was felt could be run successfully from a Family Counseling, Addictions, 

or Health Agency.  

 

Money Management Issues were Clarified and Addressed 

Clients with gambling problems often enter treatment with issues related to money management. A 

review of the Iowa gambling treatment program conducted from 1997 – 2001 on a cohort of 2,356 

participants indicated an average debt load of $34,639 for clients on admission (The Wager, 2002). 

While early stage problem gamblers may not have as high a debt load as pathological gamblers in 

the Iowa study, before taking the program, 87% of the Gambling Decisions clients said they were 

constantly worried about money and 81% reported their families were upset with their gambling. 

Unable to save money, was identified by 75% of the clients, 59% borrowed money to pay bills, and 

57% though their debt load was too much. 

 
Gambling Decisions counsellors talked with clients individually about money issues. Also, in the 

Client Handbook, there is guidance about dealing with financial problems. Some clients were 

referred for financial counselling, however, some clients informed program staff they had difficulties 

accessing financial services either because they didn’t meet eligibility criteria for the service (e.g. 

one agency wouldn’t take clients who were unemployed) or because of fees for service.  

 

The Gambling Decisions program helped clients with money issues as the percentage of clients 

who reported that they were constantly worried about money when they started the program (87%) 

was reduced to 39% at the one year post-test. The proportion who indicated their families were 

upset with their gambling declined from 81% before taking the program to 29% at the one year 

follow-up. The proportion who reported being unable to save money dropped from 75% before the 

program to 42% at one year, those borrowing to pay bills went from 59% before to 39% after and 

clients who said their debt load was too much went from 57% before to 33% at one year.  

 
These results are encouraging. However, the researchers feel that more can be done to help 

clients with the financial issues associated with problem gambling. It is recommended that 

gambling treatment counsellors discuss money and financial issues as part of the program and try 

to help clients with these problems. Helping to reduce access barriers to financial counselling for 

gamblers in the community also needs to be addressed. 
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Mental Health Issues were Clarified and Addressed 

Depression was measured in the study using the CES-D depression scale. The average 

depression score was significantly reduced from 21.5 before the program to 14.8 at the 6 week 

post-test and sustained at the 6 month and one year post-tests (12 and 10 respectively).  

The decrease in self-reported depression is encouraging but it is noteworthy how close the 

average post-test score (14.8) is to a score of 16 which is indicative of depression. Fifty-eight 

percent of clients had a score of 16 or more on the CES-D on the pre-test. At 6 weeks the 

percentage had reduced to 38% and further to 29% at 6 months and 33% one year later.  

 

The scores on the General Mental Health Questionnaire dropped significantly from a score of 20 

on admission into the program to 15 at 6 weeks which was sustained at the 6 month and one year 

post-test (13 and 11 respectively). Ninety-two percent of clients had a score higher than 15 on the 

pre-test which was reduced to 29% at one year. When considering the proportion of clients who 

had scores of 20 or greater, 50% of the clients had high scores before the program and this was 

reduced to 12.5% of clients one year later. 

 

While the reductions in the depression and mental health scores are a positive development, some 

clients obviously need more help. As with access to financial counseling, barriers exist for 

gamblers obtaining mental health counseling. These include barriers of cost and timely access to 

service. More still needs to be done to deal with these barriers and help recovering gamblers with 

depression and mental health concerns. 

 

Issues with Recruitment 

The multiple efforts undertaken to recruit clients into the Gambling Decisions program are outlined 

in Appendix 6. While similar recruitment efforts resulted in satisfactory participation for the first trial 

of Gambling Decisions (1998 – 99), they were less successful in this trial. The researchers felt that 

gambling issues were not as newsworthy to journalists as they had been in the 1990’s. 

 

A review of the recent literature provides some context for understanding the recruitment difficulties 

in gambling treatment. Petry (2002) commented that a barrier to evaluating gambling therapies 

was attracting sufficient numbers of gamblers into treatment. This barrier was present in the 

Gambling Decisions study, particularly outside of Edmonton.  
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Toneatto (2005) also mentioned that low recruitment is an important issue in problem gambling 

research. Toneatto (2006) recounts that: “In a couple of studies we had to double the time we had 

allotted to get the necessary numbers. More recently we offered tele-counselling support with a 

workbook, to overcome the obstacles of coming for treatment. After a widespread advertising 

campaign, which included hiring a professional ad firm, we were only able to recruit about a dozen 

people in a year, so we scuttled the project. This has been the bane of gambling treatment 

research and has defied an easy answer.” 

 

In a large Australian telephone study (Rockloff & Schofield, 2004) identified the following five 

barriers to treatment: availability, stigma, cost, uncertainty, and avoidance. People with gambling 

problems were more concerned than others with treatment costs and the availability and 

effectiveness of treatment.  

 

Another study looking at the issue of “Why Gamblers Seeking Treatment Haven’t Come Earlier?” 

found that the best predictors for delaying treatment were: shame, secrecy, and attempts at 

financial recovery (Tavares, 2002). 

 

Cunningham (2005) reviewed a large national epidemiological survey which assessed both 

gambling dependence and help-seeking behaviour for gambling problems and found only one in 

ten gamblers ever obtained any type of treatment for gambling. This spurred him to raise the 

question, “How can we improve the accessibility of services for problem gamblers?” He concluded 

that further research about the barriers to obtaining gambling treatment might help clarify why so 

few problems gamblers seek treatment. Gambling Decisions researchers would add their voices to 

the need to focus more attention and study of the issue of recruitment of gamblers into treatment 

programs. 

 

Limitations 

Control groups were not used in this study because doing so would have raised ethical concerns 

related to not offering the treatment to problem gamblers who requested the program. Controlled 

drinking studies have also encountered this problem and dealt with it in a similar fashion (Sobel & 

Sobel 1993). 

 

No random assignment to treatment format was done and the clients chose the intervention format 

rather than being assigned to either the group or the self-help plus format. 
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Conclusions and Recommendations 

As suspected, depression and overall mental health concerns plague many problem gamblers. 

Although these issues improved with treatment, ongoing help is needed by many clients after 

gambling treatment and addressing barriers to accessing these services is required. This study 

was not set up to answer whether the depression and/or mental health issues lead to problem 

gambling or whether these issues result from problem gambling.  

 

Similarly, clients entered the program with issues related to money with an average gambling loss 

of $823 per month. Once rapport was established with clients, the personal details of their specific 

financial situation were individually discussed. Perhaps the most enlightening assessment which 

started at the beginning of the program and was carried throughout, pertained to client’s 

reconstruction of the timeline follow-back. This was used to record client’s time and money spent 

gambling over the past four weeks. Once this was completed, a further calculation was done with 

respect to any money lost, to determine exactly what percentage this was of the monthly money 

clients had to live on. This was often shocking news. Another aspect of the program which dealt 

with money management was the use of the checkbook by clients. They were instructed to carry it 

with them and to record all time and money wagered, and note how much they either lost or won 

while gambling. Clients commented on how significant it had been to do this recording.  

 

These program components helped to explain how the average monthly loss was reduced to $69 

one year after program completion. Before taking the program clients reported their average 

gambling loss over the four weeks before the program was 33% of their income. This was 

significantly reduced to 5% at the one year post-test. Fifty-seven percent of the clients said their 

debt load was too much to bear when they started the program, and this was reduced to 33% at 

the one year follow-up.  

 

Some gamblers, when referred to community agencies for financial counseling, experienced cost 

barriers in accessing this help. It is recommended that more be done to remove this cost barrier for 

gamblers to access these services. For instance, agencies like Credit Counseling services of 

Alberta might be approached and asked to consider designing a special financial management 

service to be given free to gamblers who are receiving treatment for their problem gambling. The 

cost of this service should be funded by the government, which is the main recipient of gambling 

revenue.  
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This study encountered more recruitment difficulties than the 1998-99 trial of Gambling Decisions. 

It raises the question of whether gambling is becoming so normative in society that appropriate 

health seeking behaviour is becoming blurred. It suggests that more public education is needed to 

alert people to the potentially harmful effects of gambling and to clarify when it is time to seek help. 

This also should be a government funded initiative.  

 

In conclusion, Gambling Decisions has once again proven to be an effective treatment program, 

one that community agencies should add to their intervention strategies for gamblers. 
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Appendix #1 

Development of the Gambling Decisions Program - History 

• Evidence emerged in the early 90s that gambling was becoming a problem for a growing 

percentage of the population in the greater Edmonton region. At the time, no early 

intervention prevention programs existed to address this need. (In the 1980s, the Edmonton 

Board of Health successfully designed a program for problem drinkers. This program showed 

the relevance of a community health agency offering early intervention addiction treatment.) 

 

• The evolution of the Gambling Decisions Program by the Edmonton Board of Health (now 

Capital Health) occurred between 1994-1998 with the procurement of four $10,000 grants 

from AADAC (Alberta Alcohol and Drug Abuse Commission). The 3 year implementation/1 

year evaluation trial of Gambling Decisions was funded in April 1998 by a grant of $185,775 

from AADAC. With these resources the following steps were taken: 

• Literature review 

• Contacts with local, national and international gambling researchers 

• Contacts with gamblers and their families 

• Review of other gambling treatment programs 

• Production of a draft of the Gambling Decisions Program 

• Focus testing of the draft program by 40 problem gamblers 

• Revision of the draft program 

• Printing the revised program for use in the trial 

• Design and production of the Agency and Facilitator’s Manual for program 
implementation 

• Training the four nurses who were hired to deliver the program 

• Implementation of the program from September 1998 to April 1999 

• One year evaluation follow-up continued until May 2000 

• Analysis of the data began in September 1999 and continued until summer of 2000 

• Report writing occurred from May-December 2000 
 

The second trial of Gambling Decisions was funded in July 2004 with a 2 year grant of $130,070 

from the Alberta Gaming and Research Institute 

• Training of staff from each site occurred in September 2004 

• Implementation of the program occurred from October 2004 to March 2005 

• One year evaluation follow-up concluded in March 2006 
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Appendix #2 

 

 
Eligibility Questionnaire 

 

 

 

Public Health 

Division 

 

I.D. No. ______________________ 

 

Date completed: (YYMMDD) ________________  Completed by:_______________________ 

 

Interviewers: Read these questions clearly to clients and mark their responses in their own words 

whenever possible. You can always ask clients to wait for you as you write down their responses. 

After each interview go over the questionnaire to insure you have captured what the client has 

shared. If you need more room for writing go to the last page of the questionnaire. 

 

When clients answer “yes” to any of the questions from 1-9, ask them to rate the frequency on the 

following scale: 1 = occasionally or sometimes; 2 = often; 3 = almost all of the time. Only indicate 

the answer was a “yes” answer if the client rates their answer as a “3.” Circle the appropriate 

number from 1 to 3 and check the “yes” box. Question 10 is a Yes, No, or Uncertain if the loss was 

related to gambling. There is no frequency rating for this question. 
 

Tell clients that the questions are grouped into sections. For example the first ten questions are a 

gambling treatment screening assessment. 
 

Before beginning the questionnaire, assure clients that their responses are confidential and will 

not be shared with anyone other than the facilitators and the researchers. Any reports written 

about the study will not identify individuals. 
 
Questions 1-10 are a gambling treatment screening assessment. 
 

1.  Are you preoccupied with gambling (e.g., preoccupied with reliving past gambling experiences, 

handicapping or planning the next venture, or thinking of ways to get money with which to gamble)? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
  Comments:         
 
 

2. Do you need to gamble with increasing amounts of money in order to achieve the desired excitement? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
  Comments:         
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3. Do you rely on others to provide money to relieve a desperate financial situation caused by gambling? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
 Comments:          

 

 
4. Are you restless or irritable when attempting to cut down or stop gambling? 
 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
  Comments:         

 

 

5. Do you gamble as a way of escaping from problems or of relieving feelings of  helplessness, guilt, 

anxiety or depression? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
  Comments:         
 
 

6.  After losing money gambling, do you often return another day to get even or to chase your losses? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
 Comments:          
 
 

7. Do you lie to family members, therapist, or others to conceal the extent of involvement with 

gambling? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
 Comments:          
 
 
8. Have you committed illegal acts such as forgery, fraud, theft, or embezzlement to finance gambling? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
 Comments:         
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9. Have you made repeated unsuccessful efforts to control, cut back, or stop gambling? 
 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
 
  Comments:         

           

 
10. Have you jeopardized or lost a significant relationship, job, or educational or career opportunity 

because of gambling? 
 
 �1 Yes �2 No 3 Uncertain if the loss was related to gambling  
 
 If yes, could you give me an example?        

 

 

Questions 11 - 14  Deal with the possible need for a community referral. 

 

11. Are you in the midst of a severe personal life crisis related to your gambling?  
(e.g. severe financial problems, divorce, severe depression) 

 
 �1 Yes �2 No 
 
  Comments:         
 

12. Have you been previously treated for pathological or compulsive gambling? 

 (Attendance at Gamblers Anonymous is not considered treatment.) 

 
 �1 Yes �2 No When and Where         
 
  Comments:         
 

 

13. Do you currently have a serious emotional or mental health problem, which makes it difficult for you 

to function? 

 
 �1 Yes �2 No 
 
  Comments:         
 
 

14. Are your current gambling problems leading you to desperate thoughts such as suicide? 

 
 �1 Yes �2 No 1. Occasionally or sometimes 2. Often 3. Almost all the time 
 
  Comments:         
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Questions 15-18 Deal specifically with your gambling 

 

15. In the past three months, what kind of gambling have you done?  

 Interviewers: Read the list and check all that apply. 

 

� Ticket Lotteries � Horse Racing � Card games (e.g. blackjack, poker) 

� Scratch & Win � VLTs � Internet Gambling 

� Sports Betting � Coin Slots � Speculative investments (include stocks) 

� Bingo � Casino card & table games 

Other      

 

Comments:         

         

 

16. When you are gambling, how much money do you spend on gambling in a typical week? (Calculate 

this amount by subtracting the amount of money you take home from the amount you took gambling.) 

 Interviewers: Try to summarize total dollars per week.        

  Comments:         

 

17. When you are gambling, how much time do you spend on gambling in a typical week? 

 

 Interviewers: Try to summarize total time per week.        

  Comments:          

 

18. Are you having problems in your life as a result of your gambling (e.g. Sometimes lying about what 

you have been doing, borrowing money to gamble, job or relationships are suffering or you just feel 

you are spending too much time gambling). 

 
 Interviewer: We should expect clients have home problems. Try to note these in the client’s own 

words. 
 
 �1 Yes �2 No 
 

Comments:         
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Questions 19 and 20 are questions about alcohol and smoking. 
 

19. A) Are you becoming concerned that you may be drinking too much?  

(e.g. are people complaining about your drinking, do you have problems with relationships, 

are you more argumentative?) 
 

 �1 Yes �2 No 
 

  Comments:         

  

Interviewer: If the client answers “yes” to question 19A, ask question 19B and then  proceed on 

with the rest of the questionnaire. Clients who drink over 35 drinks per week should be excluded 

from the program and referred to an alcohol abstinence program. 

 
 

B)  Over a typical week, estimate how much you drink. 
 

 Weekly # of standard drink units          

 (1 standard drink unit = 1 ½ oz. Spirits or 5 oz of wine or 1 beer) 

 Comments:         

 
20. Do you smoke cigarettes, cigars, or pipe tobacco daily, occasionally, or not at all?  
 

 �1 Daily �2 Occasionally �3 Not at all 
 

If the client says daily or occasionally, ask them how many cigarettes, cigars, or pipes a day do you 

smoke? For occasional smokers, this could be the # in a week or month. 
 

  Per day   Per week   or   Per month  
 

Question 21 is about your readiness to make changes in your gambling. 

21. How ready are you to make changes in your gambling? 

1. Are you seriously considering cutting down on your gambling with the next 6 months? 

  �1 Yes �2 No 

2. Are you seriously planning to cut down your gambling in the next 30 days? 

  �1 Yes �2 No 

3. Did you try to cut down your gambling for at least a week in the past 30 days? 

  �1 Yes �2 No 

Interviewer Scoring: Circle the appropriate answer. 

 No answer to 1 = Precontemplation 

 Yes answer to 2 = Contemplation 

 Yes answer to 2 & 3 = Preparation 

 Yes answer to 3 = Action 
 

 Comments: 

           

           



64 

 

 



65 

 

Appendix #3 

Use of Behavioural Theories in Program Design 

A cognitive behavoural approach to treatment was used in this program, as gambling abuse is seen 

as a learned behaviour along a continuum ranging from no dependence (no risks) to severe 

dependence (high risk). The four theories of behaviour change that are included in the Program 

design are outlined below. 
 

1. The Transtheoretical Model of Behaviour Change (Prochaska & DiClemente, 1986) 

 This model suggests that on any given risk factor the population is divided into people who 

are ready for change and those who are not. The program therefore includes: 

• assessment of client readiness to change at both the phone screening stage and in 

group and individual counseling 

• facilitators varying their approaches according to client readiness 
 

 

2. Motivational Interviewing (Miller & Rollnick, 1991) 

 This counseling style incorporates use of the Transtheoretical Model and is client centred. 

 The program therefore includes: 

• encouraging clients to see what lies at the root of their problem gambling 

• suggesting development of new coping strategies 

• negotiating the facilitator’s agenda for change with the clients readiness to change 
 

3. The Social Learning Theory (Bandura 1977) 

This model asserts that clients’ beliefs in their own ability to make changes are important and 

can be enhanced to encourage behaviour change. The program therefore includes: 

• client materials written persuasively 

• client materials building in a sense of personal accomplishment in achieving goals 

• providing eternal encouragement (identifying a confidant) 

• identifying and developing the necessary skills to accomplish the behaviour change 

• group discussions to encourage clients sharing of their weekly experiences, and 

• role playing of high-risk situations to provide the client a behavioural rehearsal for 

using new strategies 

4. The Socio-Cognitive Theory of Gambling (Walker 1992) 

This theory assumes that problem gambling is maintained by the gambler’s false set of 

beliefs. The program therefore includes: 

• discussion of the randomness of play and luck  

• discussion of common misconceptions of gamblers
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                      Appendix #4 

Qualitative Comments, Client & Counselors 
 

Client Comments 
 

All of the evaluation tools included some open ended questions which allowed clients to express 

their individual views. A content analysis of these comments is presented below: 
 

6 Week Post 

Clients were asked for a response to the following open-ended question, “I would like you to 

describe how you’ve been doing with your gambling since taking the Gambling Decisions program.” 

Examples of client comments are noted under each type of response. 

  

A total of 24 comments were reviewed. Most clients (14) had comments reflecting that they had 

been successful and were doing somewhat better. 

• I’ve cut down to gambling twice a month from gambling every day. 

• The program made me face up to what was happening. 

• I’m improved but I found complete control to hard to achieve. 

Some clients (5) were ambivalent about whether or not the program had helped. 

• The program helped me somewhat – not totally. I still gamble but not a lot 

Other clients (5) were clearly no better or the same as before the program. 

• I’m terrible. It was good for me the first few weeks but then I went back to old habits. 

However, I’m not spending quite as much money. 

• I’m not doing well. I’m not proud of myself 

6 Month Post 

Clients were asked the same question that was posed at the 6 week post-test, about how they were 

doing since taking the program. A total of 23 comments were reviewed. Most clients (17) had 

positive comments reflecting their success. 

• I’m doing well and learning self control. Things are better. 

• I’m not gambling. The awareness through the program helped. 

The rest of the clients (6) were clearly not better. 

• I feel like a failure. I didn’t buy into the program. I started off keeping track but it didn’t last. 

• I don’t feel the program was enough. 
 

One Year Post 

Response to this same question about how they were doing since taking the program at 1 year were 

similar to those at 6 months. 
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Counselor Comments 
 
The following questions were asked of Program Counselors. Each site is identified and the facilitator 
comments are listed. 
 
� Did you find the training to prepare you to run the program satisfactory? 
 
Grande Prairie  
 
Reading the manuals first, then meeting face to face for training was excellent. We felt the training 
was sufficient and thorough. I think the only concern we had initially was our own counseling skills. 
Would we be able to help? Would we be great listeners? 
 
Edmonton  
 
Training was very well organized. It was complete and highly beneficial. I felt totally prepared to 
facilitate. 
 

The training was very helpful and thorough. I appreciated the feedback from the nurses who ran the 
program in 1999. It was also helpful to have a participant that went through the program giving us 
feedback, sharing her story, perspective, etc. It was helpful to have Dr. Garry Smith speak in regards 
to his research. At the end of the training, I felt thoroughly prepared to run the sessions. It was a 
comfortable room; I enjoyed the provided food and getting to know the other site Facilitators. 
  
Edson 
 
The training was very thorough, and when I left the 2 days of training, I felt confident to facilitate the 
program in my community – well done! 
 

One suggestion I would have is to have the training occur immediately at the start of the entire 
process. This way, when we are required to respond to requests, we have a clear understanding of 
what it is all about. For me, it would have been much better to receive the training early on in order 
to plan for delivery in late fall. I say this because it was a brand new program and it is important to 
understand the expectations well prior to any action taking place. The distance learning manual was 
handy, and had some very good information in it but again; I would have liked to read it after the 
training was complete. 
 

� Did you find the program recruitment, media and phone screening protocols helpful? 
 
Grande Prairie  
 
We felt everything that could be done was done in terms of recruitment and media coverage. 
 

The phone screening certainly saved time in determining eligibility, but there is something lost in a 
phone interview versus a face to face especially if there is a language barrier. 
 

For the most part it went quite well. It was somewhat frustrating when we would have a client leave a 
message, then be unable to contact them again for various reasons i.e. no answer,  
Not home, wrong number. They called in that moment of wanting help, but then had second 
thoughts. This is when it would be great to have someone manning the phone all of the time to catch 
them in that one moment when they took the risk to call.  
 

The other area we had concerns with was the language barriers. It was very difficult to tell at times if 
the client understood what was being said. 
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Edmonton  
 
It would have been a good idea to have had the time and opportunity to gear recruitment around our 
agency practices. To be able to educate our fellow agencies, co-workers and Child and Family 
Services would have felt more client friendly for me. That notion seems to just reflect more of who I 
am as a person, and who we are as an agency. That’s not to say that there was anything wrong with 
what we did as recruitment, just that it was different practice for me. 
 

Recruitment was a slow process at the beginning stages. A longer recruitment time would have 
been helpful in getting a full group. Media coverage was good. Facilitator #1 did an excellent job in 
her interview. Most participants claimed they saw our posters up in bingo halls or casinos, which 
prompted them to call in. Phone screenings were thorough yet extremely time consuming. However 
the screening provides excellent information and a good analysis of what the client is dealing with in 
relation to their gambling. 
 
Edson 
 
The phone screening was smooth and went well. The client packages were well organized and easy 
to use; this made facilitating the screening a very smooth process. 
 

Regarding recruitment, I think that it would be helpful to have a media plan created ahead of time for 
all communities involved, and then to have some clear timelines. I know that this was the intention, 
but due to some changes in timelines, this didn’t quite work out this way. 
 
� How did you find leading the Self Help Plus format? 
 
Grande Prairie 
 
Facilitator #1 did the majority of clients with this program. She felt it was definitely not the same 
experience for these clients as group sessions. She also felt the clients using this format had to be 
very motivated to be successful – they either did very well, or really poor. 
 
Edmonton 
 
In the Self Help Plus, I found myself always feeling that I couldn’t provide the level of support that I 
felt the clients needed/wanted. I found the two sessions much too restrictive. I also felt and some of 
the clients expressed that they really could have benefited from having some peer support. 
 

I wish I would have had a chance to take on more Self Help Plus clientele. With the few that I did 
work with, the delivery and information seemed helpful. Two sessions seemed to feel limited. I think 
three would be perfect; the first one to give materials, the second for reflection and processing and 
the last for summary and farewell (2 hour sessions, each). The group support and camaraderie 
seemed more beneficial – the Self Help Plus clientele seemed to lack support and feel isolated in 
their addiction. 
 
Edson 
 
Unfortunately I only had a couple of people to work the program with. However, I thought it worked 
quite well for the one that was motivated to change. 
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� How did you find leading the Group Session program format? 
 
Grande Prairie 
 
I really liked the progression of the course. Well planned and timed. I guess, unlike the Edmonton 
groups, we never really got to experience the “group” dynamics, but were really impressed with our 
two clients’ willingness to be open and supportive of each other. At times, the session could be very 
intense and that usually worked as an advantage.  
 
Edmonton  
 
Group was great, a wonderful experience. I quickly learned that 1.5 hours wasn’t long enough and 
that six sessions is not enough. I suggested it should be a ten-week program with two hours per 
evening. I thoroughly enjoyed facilitation the group sessions. I learned as much from them as they 
did from me. Longer sessions are needed if the group exceeds 4 to 5 people. They need some time 
to share and reflect within the group prior to starting the program content; two hours plus would be 
perfect. Feedback from the group at the end – all participants wanted a follow up or some sort of 
forum to continue with their goals. Some felt abandoned at the end despite the information they were 
provided with (e.g. other resources, counseling, and tools from group). 
 
� Were the monthly phone consultations and conference calls with other counselors and 

the research director helpful? 
 
Edmonton  
 
It was an excellent source of support. Communicating with the facilitators from the other cities 
served its purpose with respect to this pilot. It will be beneficial to have conference calls that are 
area specific so as to allow more in depth conferencing with a client dynamic focus. 
 

It was nice to work collaboratively on issues, struggles, specific clientele and general sharing of 
information. Rich learning occurred amongst facilitators. Conference calls were helpful in addressing 
issues, program content, etc. 
 
Edson 
 
This was helpful to keep in touch with the rest of the facilitators and with Capital Health. There were 
a reasonable number of meetings. 
 
� Did you find the experience of leading this program valuable to you? 
 
Grande Prairie  
 
I think the greatest value for both of us was the awareness of how prevalent and destructive 
gambling is, not only for the person involved but all the people they connect with be it family, friends, 
co-workers, etc. Found it very rewarding to see that glimmer of hope in the eyes of clients. The idea 
that they could get out of the hole they were in and that there are many services available to help 
was so encouraging to them. 
 
Edmonton 
 
Any group facilitation experience is always welcomed. Taking part in this project allowed me to learn 
more about gambling and to develop an interest in helping yet another marginalized sector of 
society. 
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The program was of great value to me. I was able to meet wonderful people throughout this process, 
better understand the phenomena of gambling and grow as a professional in the Human Services 
Field. It was challenging, as well on a personal level. Due to my parent’s gambling addiction, I found 
at times that the content was emotionally heavy. Now that we’ve completed the program and in 
hindsight, I know it was valuable for my personal growth as well. I want to continue with the program 
and facilitate future sessions – my passion lies in this area so obviously the value is apparent. 
 
Edson 
 
I think that Gambling Decisions is a valuable program, and for those individuals, who fit the 
requirements, it works quite well. I like the layout of the program and I like the booklet to give to 
people. 
 
� Do you have any other comments? 
 
Grande Prairie  
 
The one comment both of our group clients have had about the program was this, they felt that since 
they both decided early on in the program to abstain, that the program, even though it supports 
abstaining as an option, didn’t have much in terms of direction or help for them once they made that 
decision. They felt it was only geared at the controlled gamblers as opposed to the abstainer. Both 
of us, as Facilitators of the program, have quit gambling completely and don’t think we will start 
again anytime soon. Our gambling consisted of occasional, lottery tickets, raffles, etc. Nothing too 
much, but we just didn’t even want to partake in any of it. 
 

I felt the program was well planned and thought out. Unfortunately, the response was low in Grande 
Prairie and area. We can come up with many reasons we feel for the lack of response…but we 
really don’t know. It would be interesting assess our audience – perhaps work out of the casino for 
an extended period of time, to see what the audience feels would help, how, why, when and where. 
At this point we are fortunate to have the AADAC program up and running so at least if someone 
does reach to us for help, we are able to refer him or her on. 
 
Edmonton  
 
Thanks to the Research Director, for allowing me this opportunity to be a point of this project! Also 
thanks for all of your support throughout this project. Thanks to the Research Director, for allowing 
me to facilitate this program. I believe the program benefited gamblers significantly. The design and 
content were excellent – really educated gamblers and changed their perspective. It was a pleasure 
working with the Research Director. 
 
Edson 
 
Make sure to have the lead person in each agency determined ahead of time, and have one primary 
contact within each agency for management decisions, as well as one for program delivery. For 
example, at one time an ad was placed without our knowledge, we received an invoice, and it was 
confusing. Therefore it is important to have clear communication. Also, an important note is that staff 
from all areas must be respectful and professional at all times, when communicating with other staff. 
This creates a more polite work environment. 
 
Thanks for the opportunity to participate in this study! 
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Appendix #5 

Key Results Excluding Abstainers  

 

Gambling Decisions is a program where clients have a choice of controlling gambling or abstaining 

from it. The traditional treatment for problem gambling has been complete abstinence. Five clients in 

the program chose abstinence instead of controlled gambling at the one year post-test. This raises 

the question of whether and to what extent the abstainers improved the averages, therefore 

additional analysis was done excluding abstainers.   

 

This analysis excluding all of these individuals is presented here and is based on the remaining 16 

clients who opted to control their gambling behaviour. A review of the data reveals that significant 

trends remained with the abstainers excluded and therefore the analysis can safely be done 

including abstainers. 

 

A 4 week timeline follow-back was used at each of the four evaluation periods (pre, 6 weeks, 6 

months, and one year post-tests) to record clients’ time and money spent gambling. Money won or 

lost, as well as time spent on gambling, were recorded for each day over the 4 week period. Totals 

for the 4 week period were calculated from this record. Analysis of Variance with repeated measures 

was used to compare the values across the pre-test score and the three post-test scores. 

 

In addition to abstainers, the following clients had already been removed from analysis. There were 

two individuals who were considered outliers, who had a gain or loss more than 3 standard 

deviations from the mean gain or loss (one had a win and one had a loss of several thousand 

dollars). Including this data would have skewed the mean. Also one client did not provide any pre-

test information and therefore the data for that client could not be used.  
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Did the program help clients reduce the time spent on gambling? (Yes) 
 
The average number of hours gambled per month was significantly reduced from 25 hours at the 

pre-test to 9.5 hours at the six-week post-test. This reduction was sustained over the one year 

period (F = 11.885, p = 0.001). Post-hoc tests showed that all post-test values were significantly 

lower than the number of hours spent gambling at the pre-test. 

 

The average number of days spent gambling was significantly reduced from 7.1 days before the 

program to 3.3 days at the six-week post-test. This reduction was sustained over the following one 

year period (F = 11.154, p = 0.001). Post-hoc tests showed that all post-test values were 

significantly lower than the number of days spent gambling at the pre-test. 

 

 
 

Table #A4:1 Hours Spent Gambling over 4 Weeks (n=16) 

Evaluation 
Period 

Mean Number of 
Hours 

Standard 
Deviation 

Pre 24.95 15.6 

6 weeks  9.5  8.9 

6 months  9.0 11.5 

One year 6.6  9.1 

Table #A4:2 Days with Gambling Activity over 4 Weeks (n=16) 

Evaluation 
Period 

Mean Number of 
Days 

Standard Deviation 

Pre 7.1 3.3 

6 weeks 3.3 3.1 

6 months 2.9 2.7 

One year 3.1 3.1 
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Did the program help clients reduce the money spent on gambling? (Yes) 
 

With the outliers and abstainers removed, an average loss of $608 in the 4 week period before 

taking the program was reduced to $235 six weeks after the program, $219 at 6 months, and $90 at 

12 months. Although the multivariate analysis with repeated measures was not significant (F = 

2.748, p = 0.085), this may be due to the small number of clients (16) as well as the large standard 

deviations. Post-hoc tests and paired t-tests comparing the net loss at the pre-test to the six-week, 

six-month, and one-year losses showed that all post-test values were significantly lower than the 

loss from gambling at the pre-test. 

 

Did the program help clients reduce the proportion of take-home money spent on 
gambling? Yes 
 

During the 4 week period before taking the program, clients were losing almost 30% of their take-

home pay. This was significantly reduced to 13.3% at six weeks after the program. This reduction 

was sustained over the one year period (F = 5.462, p = 0.012). Post-hoc tests showed that all post-

test values were significantly lower than the percentage loss due to gambling at the pre-test.  

Table #A4:3 Net Gain/Loss of Money over 4 Weeks (n=16) 

Evaluation 
Period 

Mean Net 
Gain/Loss 

Standard 
Deviation 

Pre -$608 689 

6 weeks -$235 490 

6 months -$219 724 

One year -$ 90 473 

Table #A4:4 % of take-home pay lost over 4 Weeks 

Evaluation 
Period 

% of take-home 
pay lost 

Standard 
Deviation 

Pre 29.6% 27.2 

6 weeks 13.3% 18.6 

6 months 15.9% 25.2 

One year 6.8% 10.7 
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Did the program help clients reduce the severity of problems they had because of 
gambling? (Yes) 
 
Clients were asked, at the four evaluation periods, to rate the severity of seven types of personal 

problems due to gambling. Using the 4-point scale, with 1 being "no problem" and 4 being "major 

problem,” an average problem score was calculated for the seven types of problems. The average 

problem scores at the four evaluation periods are shown in Table #A4:5. There was a significant 

reduction in the problem score comparing the score before the program (2.6) to the six-week post-

test score (1.8). This reduction was sustained over the following one year period (F = 9.41, p = 

0.001). Post-hoc tests showed that all post-test values were significantly lower than the average 

number of gambling related problems at the pre-test.  

 

Did the program help clients reduce their triggers for gambling? Yes 
 
Clients rated the impact of 15 possible triggers for gambling over the four evaluation periods. The 

frequency with which these situations triggered their gambling activity was rated on a 4-point scale 

(never (1), rarely (2), frequently (3), almost always (4)). The average trigger scores were calculated 

and are shown in Table #A4:6. There was a significant reduction in the average trigger score before 

the program to six weeks after the program. This reduction was sustained over the one year period  

(F = 6.694, p = 0.005). Post-hoc tests showed that all post-test values were significantly lower than 

the average trigger score at the pre-test. 

 

Table #A4:5 Average problem score over 4 Weeks (n=17) 

Evaluation Period Mean Standard Deviation 

Pre 2.6 .63 

6 weeks 1.8 .82 

6 months 1.8 .92 

One year 1.5 .75 

Table #A4:6 Average Trigger score over 4 Weeks (n=17) 

Evaluation Period Mean Standard Deviation 

Pre 2.4 .36 

6 weeks 1.9 .52 

6 months 1.8 .55 

One year 1.7 .56 
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Did the program help clients to reduce their depression score on the CESD? (Yes) 
 

Clients were asked to think back over the previous few weeks and indicate how often or how many 

days they felt or behaved on a list of thoughts, feelings, or behaviours. There are 20 questions on 

the CES-D depression instrument. Some of the statements are positive such as, “I was happy,” and 

some are negative such as, “I felt sad.” Clients chose from the response categories of rarely or 

never, some of the time, occasionally or a moderate amount of time, or most of the time. The 

four frequency responses were given a value from 0 to 3 with the higher scores indicating a higher 

level of depression. For negative statements indicating depressive feelings, the score for rarely or 

never was a zero and the score for most of the time was a 3. The scores were reverse scored for 

the positive statements such that the score for rarely or never was a 3 and the score for most of 

the time is a zero. The total score for the depression scale is calculated by summing the weights for 

the responses. A score of 16 or greater is considered to be an indication of depression.  

 
The average depression score on the CES-D instrument was significantly reduced from 21.8 before 

the program to 16.0 at six weeks. This reduction was sustained over the one year period (F = 8.436,  

p = 0.002). Post-hoc tests showed that all post-test values were significantly lower than the average 

depression score at the pre-test. In addition, the score at one year was significantly lower than the 

score at the six week follow-up.  

 

 

 

Table #A4:7 Depression scores on the CES-D over 4 Weeks (n=17) 

Evaluation Period Mean Standard Deviation 

Pre 21.8 14.0 

6 weeks 16.0 15.7 

6 months 12.3 14.3 

One year 9.2 14.3 
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Did the program help clients reduce their score on the Mental Health Questionnaire? 
(Yes) 
 

Clients were asked to indicate how their health had been over the previous few weeks in relation to 

the statements in Figure 7. The responses were whether they had recently experienced the 

circumstances in the statements more than usual, the same as usual, less than usual, or much 

less than usual. There are 12 questions on the General Mental Health Questionnaire. Some of the 

statements are positive such as, “feeling that you are playing a useful part in things,” and some are 

negative such as, “feeling unhappy or depressed.” There are four frequency responses that were 

given a value from 0 to 3 with the higher score indicating a higher level of mental health needs. For 

negative statements, the score for more than usual was a 3 and the score for much less than 

usual was a zero. The scores were reverse scored for the positive statements such that the score 

for much less than usual was a 3 and the score for more than usual is a zero. The score for the 

General Mental Health scale is calculated by summing the weights for the responses. The range of 

scores is 0 to 36. Scores about 11 or 12 are typical. A score of more than 15 is evidence of distress 

and a score of more than 20 suggests severe problems and psychological distress.  

 

The average score on the Mental Health Questionnaire was significantly reduced from 19.4 before 

the program to 13.6 at six weeks. This reduction was sustained over the one year period (F = 9.523,  

p = 0.001). Post-hoc tests showed that all post-test values were significantly lower than the average 

mental health score at the pre-test.  

 

 

Table #A4:8 Mental Health Questionnaire scores over 4 Weeks (n=17) 

Evaluation Period Mean Standard Deviation 

Pre 19.4 4.5 

6 weeks 13.6 5.9 

6 months 12.2 7.3 

One year 10.0 6.7 
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Appendix #6 

Summary of Advertising and Recruitment Activities 

 
Summary of Advertising 
 

Fall Program 2004 
 
Posters and flyers for Gambling Decisions were sent to all gambling venues in all three communities 
through AGLC by September30, 2004. 
 
Grande Prairie 
 

• News Release September 28, 2004 

• Three additional articles in Daily Herald Tribune written by a Herald reporter 

• CFRN Television interview with Jane Manning (VP Regional Health Services) 

• Paid Advertisements in the Herald Tribune  

• Interview with Ellie Robson in the Herald Tribune 

• Agency networking done by Program Facilitators 
 
Edmonton 
 

• News Release September 22, 2004 

• Paid Advertisement (October 5, 2004) 

• CFRN Television interview October 21, 2004 

• Interview (Tamara Gartner and Ellie Robson) with the St. Albert Gazette, October 15, 2004 

• Edmonton Journal Article October 6, 2004 

• Agency networking done by Facilitators with the Police, EAP Programs and social services 
 
Hinton/Edson 
 

• News Release September 23, 2004 

• Announcement on YR radio October 1, 2004 

• Announcement on Shaw Cable 

• Paid Advertisement in Parklander and article on the program October 1, 2004 

• Interview with Shaw Cable October 6, 2004 

• Agency networking done by Facilitators 
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Winter Program 2005 
 
Posters and flyers for Gambling Decisions remained posted in all gambling venues in three 
participating communities. 
 
In December 2004, the Research Director for Gambling Decisions wrote 5 short articles about 
various gambling topics. These were sent to communication experts in all three communities for 
possible inclusion in local newspapers (see appendix #1). 
 
Grande Prairie 
 

• Gambling Decisions Round #2 was announced January 19, 2005 

• The articles written by the Research Director went out to 15 weekly newspapers. They were 
published through January and February 2005 

• A paid Advertisement was inserted in the Herald Tribune January 13, 2005 

• A Program Facilitator was interviewed on CFRN Television January 13, 2005 

• A feature article was done on Gambling Decisions in the Herald Tribune the week of  
 January 18, 2005 
 
Edmonton 
 

• The News Release announcing round #2 was sent out January 11, 2005 

• A paid Advertisement was put in the Edmonton Journal January 21, 2005 

• Shaw Cable did an interview with a Program Facilitator January 18, 2005 

• The Research Director called the Edmonton Journal to offer to have them interview a client 
who had taken the program – declined January 17, 2005 

• The News Release was re-faxed to the Edmonton Sun (Jennifer Parks - the health writer) 
and to the Edmonton Examiner (Stuart Elson). The Research Director spoke to both of these 
journalists, neither of which was interested in any story about Gambling Decisions 

• A paid Advertisement was inserted in the Edmonton Journal February 11, 2005 

• The Research Director sent program information to the health reporter, CFRN Television – 
Declined 

• The Edmonton Journal health reporter, Susan Ruttan, did do a story on Gambling Decisions. 
It was bumped by the editor February 8, 2005 

• The Research Director did a CBC Radio Interview February 8, 2005 
 
Hinton/Edson 
 
AADAC’s Provincial Office coordinated all media activities regarding recruitment for the Gambling 
Decisions Program. This included weekly ads, newspaper articles as well as promotion of the 
program in local gambling venues and with key community stake holders. 
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