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Evaluating the lowa Gambling Treatment Program

Executive Summary

The first principle of medical ethics is to do
no harm. This maxim exists because the best of
intentions can lead to treatment efforts that inad-
vertently and unintentionally stimulate adverse
consequences. A similar and equally simple
premise dictates the need for program evalua-
tion: despite the best of intentions, unless re-
search evaluates a program, we do not know
whether it is producing positive, neutral, or
negative results. This technical report summa-
rizes the development, implementation and re-
sults of an evaluation of the lowa Gambling
Treatment Program (IGTP).

The IGTP amassed participant data for gam-
blers and concerned others of gamblers (e.g.,
family members, significant others, or close
friends of problem gamblers) over four years
(1997-2001). This data provided information
about IGTP participants’ background and demo-
graphic characteristics, financial status, gam-
bling habits, mental health, and treatment ser-
vices. Data collection opportunities included: (1)
crisis contacts, (2) placement screening, (3) ad-
mission, (4) treatment services, (5) discharge,
and (6) follow-up. The Harvard Medical
School’s Division on Addictions (DOA) assem-
bled a research team that observed and corrected
for a small number of inconsistencies in the data
provided by the IGTP. The small number of er-
rors in the complete data set indicates that there
was a high level of quality control applied to the
information before it reached the DOA team.

The evaluation conducted by the DOA team
revealed a number of important findings:

Crisis Events and the IGTP

» The average number of crisis contacts in a
given month increased over the duration of the
IGTP evaluation period; however there was sub-
stantial seasonal variability in monthly accumu-
lations of crisis contacts. On average, contacts
peaked in January and declined through Decem-
ber.

> Like crisis contacts, gambling Annual
Gross Revenue (AGR) increased over the dura-
tion of the IGTP evaluation period. Overall, both

gross revenue and treatment program partici-
pants increased during the study period. How-
ever, during the early years, a comparison with
crisis contacts suggested that as AGR increased,
crisis contacts decreased and vice versa. AGR
patterns likely reflect statewide gambling trends
of both pathological and non-pathological gam-
bling and crisis contact patterns might reflect the
subsequent development of gambling problems
among the most vulnerable gamblers. The size
of IGTP participants’ debt and small number of
IGTP participants relative to monthly gambling
AGRs suggest that it would be virtually impos-
sible for IGTP participants’ to influence AGR in
any meaningful way.

» Counties more exposed to gambling venues
were associated with higher population adjusted
rates of crisis contacts.

» Although the number of monthly crisis con-
tacts increased over the duration of the IGTP
evaluation period, the average length of crisis
intervention services actually diminished over
time. In other words, as contacts increased, time
spent addressing these individual contacts de-
creased. This observation might stem, in part,
from the increased demand for services on treat-
ment providers; alternatively, counselors might
simply have increased their efficacy over time.
Interestingly, 57% of interventions resulted in
referrals to GA and 33% to debt management.
This observation suggests that clinicians still
view self-directed change and regulation to be
central to managing gambling related problems.

» Anonymous contacts get less crisis inter-
vention time than those contacts who reveal their
identity in part or fully.

IGTP Participants

» Compared with lowans in general, gam-
blers seeking services were more likely to be
male, older, single, less educated, and unem-
ployed; further, gambling assistance seekers
were more likely to be employed in sales and
services than their counterparts who did not seek
gambling treatment.

> At admission, IGTP gamblers held ap-

proximately $14,000 (median = $4,060) in gam-
bling debt and lost about $522 weekly. Seven-
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teen percent of treatment seekers had a history
of GA participation and 23% reported a history
of treatment for substance use disorders. Treat-
ment seekers primarily either came to the IGTP
through the helpline (36%) or were self directed
(28%).

» IGTP gamblers reported that various games
disproportionately accounted for their losses.
For example, treatment seekers reported that
slots accounted for 58% of their losses, video
poker for another 10%, casino table games were
associated with 14% of losses and no other game
accounted for more than a small fraction of
losses.

» At admission, there were some differences
between gamblers who experienced single ver-
sus multiple treatment episodes: although these
groups were not distinguished by financial
losses, the multiple admissions were generally
more disordered as evidenced by more lifetime
arrests and more previous treatment for gam-
bling and substance abuse.

» Gender distinguished treatment seekers on
important characteristics that relate to treatment:

*Women started gambling later and went more
quickly into treatment than their male counter-
parts.

*Women treatment seekers were less likely to
be single and more likely to be a parent com-
pared with men.

*Women were less likely to have a criminal
history.

*Women lost more money on slots and less
money on casino games than male treatment
seekers.

*Women were less likely to report substance
abuse and alcohol use but more likely to report
being compulsive about food and shopping.

P Reporting a history of treatment for gam-
bling was an important differentiating factor:

*People with previous gambling treatment had
more gambling-related debt, more declared
bankruptcy, lost more jobs, and were more likely
to have attended GA than those treatment seek-
ers without prior gambling treatment experience.
Multiple treatment experiences, then, were asso-

ciated with a variety of socio-economic prob-
lems and efforts to regulate gambling. It is diffi-
cult, however, to determine whether an increase
in the frequency or severity of problems stimu-
lates more treatment episodes or whether more
treatment experience encourages people to sub-
scribe to more treatment.

P Reporting a concerned other involved in
treatment was an important differentiating fac-
tor:

*[GTP participants who reported that a con-
cerned other was involved in their treatment
were less likely to be single, but more likely to
be a parent and employed.

*IGTP participants who reported that a con-
cerned other was involved in their treatment had
higher incomes and more total debt, but not
more gambling debt.

*IGTP participants who reported that a con-
cerned other was involved in their treatment had
less delinquency and reported lower values of
the most money lost in a week than did other
gamblers.

Patterns of Treatment

» Women in treatment received a greater per-
centage of individual and group counseling than
males, as did people with previous treatment
compared to first time treatment participants.

P Overall, only 12% of those treated partici-
pated in family counseling. The two most fre-
quent patterns of treatment types were individual
plus group (49%) and individual only (32%).

» Those with concerned other(s) involved in
their gambling treatment received the highest
percentage of family counseling; however, the
percentage of treatment seekers with concerned
others who received family counseling was rela-
tively small. On average, only 39% of those with
a concerned other involved participated in a
treatment program that contained any kind of
family counseling.

Follow-up

» Only 9% of all gamblers admitted to the
IGTP had follow-up records. This small group
of follow-ups is likely not representative of the




Evaluating the lowa Gambling Treatment Program

entire treatment cohort. This sample precludes
confident generalization of the follow-up find-
ings to the four years of the IGTP.

» Among those who did complete the IGTP,
in the period between discharge and six-month
follow-up, 74% of treatment completers, 49% of
partial treatment completers, and 36% of others
were abstaining from gambling.

» From admission to follow-up, among the
small sample followed, 85% of treatment com-
pleters, 88% of partial treatment completers and
65% of others significantly reduced their dollars
lost per week.

Implications for Practice

In sum, this evaluation provided the opportu-
nity to describe and examine several aspects of
the IGTP. The IGTP evaluation is a major first
step towards the development of best practices
for IGTP practitioners. The results of this
evaluation provide unique insight into those ar-
eas of practice that are most relevant for lowa
practitioners. This insight permits an evidence-
base for developing best treatment practices.
Doing so will allow clinicians and others work-
ing in the IGTP to augment their expertise with
information directly relevant to delivering care
to Iowans with gambling-related problems. It is
likely that these insights will be instructive for
practitioners in other areas of the country as
well. Ideally, practice guidelines will provide a
conceptual map for IGTP clinicians to deliver
clinical services through the entire sequence of
clinical events that are associated with gambling
treatment.
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1 Introduction

Many different conceptual frames can de-
scribe gambling. Observers, for example, have
considered gambling from moral, psychological,
mathematical, behavioral, cognitive, biological
and, more recently, neurophysiological perspec-
tives. Each of these conceptual views rests pri-
marily on an analysis of individual characteris-
tics. Treatment outcome research typically fo-
cuses only on individual attributes associated
with treatment. Recently, there has been grow-
ing interest in viewing gambling from a public
health perspective (Korn, 2000; Korn & Shaffer,
1999a; Korn & Skinner, 2000; Shaffer & Korn,
2002; Skinner, 1999). This perspective encour-
ages the examination of population based factors
of health problems rather than individual attrib-
utes; a public health view focuses on the distri-
bution and determinants of various phenomena
among the population. For example, a public
health approach to gambling encourages exam-
ining the societal risk and protective factors that
encourage or discourage the transition from rec-
reational to problem-related gambling, the iden-
tification of vulnerable demographic groups, or
ethnic differences in the acceptance of gambling.
In contrast, a more individuated research ap-
proach might emphasize psychobiological or
cognitive factors that promote transitions from
healthy to disordered gambling. One benefit of
the public health approach is that it can provide
insight into more wide scale health-related phe-
nomena that might not be observable through
more individuated research approaches.

Gambling behavior is dependent upon indi-
vidual and environmental features. This suggests
that, over the life course, one’s gambling behav-
ior and degree of pathology probably will vary.
The decision to gamble, as well as other deci-
sions, such as the decision to seek treatment, is
subject to multiple internal and external factors.
Fishbein and Ijzen’s (1975) theory of reasoned
action describes some of these components and
subsequent revisions of the theory suggest that
past behavior, attitudes, knowledge of social
norms, and perceived self-control influence the
behavioral choices we make by shaping our be-
havioral intentions. Consequently variations

among any of these factors will change the like-
lihood of behavior.

Recent research has confirmed that for many
individuals gambling disorders are not stable
(Abbott, 2001; Shaffer & Hall, 2002). Many sci-
entists have focused on internal events (e.g.,
coping skills, erroneous perceptions, stress, vul-
nerable personality characteristics, mental ill-
ness, or neurobiological defects) to explain indi-
viduals’ gambling behaviors (Blanco, Ibanez,
Saiz-Ruiz, Blanco-Jerez, & Nunes, 2000;
Blaszczynski & Steel, 1998; Breiter, Aharon,
Kahneman, Dale, & Shizgal, 2001; Comings,
1998; Crockford & el-Guebaly, 1998b; Cun-
ningham-Williams, Cottler, Compton, &
Spitznagel, 1998; Cunningham-Williams, Cot-
tler, Compton, Spitznagel, & Ben-Abdallah,
2000; DeCaria, Begaz, & Hollander, 1998;
Feigelman, Wallisch, & Lesieur, 1998; Gald-
ston, 1951; Jacobs, 1989; Ladouceur, Sylvain,
Boutin, & Doucet, 2002; Ladouceur, Sylvain,
Letarte, Giroux, & Jacques, 1998; Langen-
bucher, Bavly, Labouvie, Sanjuan, & Martin,
2001; Petry, 2000b; Shaffer & Korn, 2002). But,
the environment also has the potential to impact
our choices. Consequently, other scientists have
focused on social setting or ecological factors
such as exposure and availability as prime sus-
pects in increasing individuals’ tendencies to
engage in potentially addictive behaviors such as
gambling or drinking. Volberg, for example,
recently suggested that increasing access to
gambling in the United Kingdom also would
increase the incidence of problem gamblers:
“...the number of opportunities to wager in a
specified period of time—is tied to the develop-
ment of gambling problems” (Volberg, 2000, p.
1556).

This idea is consistent with the exposure
model which implies that the object of addiction
causes addictive behavior. Exposure models
suggest that the presence of environmental tox-
ins (e.g., gaming settings) increase the likelihood
of related disorders (e.g., pathological gam-
bling). An expanded exposure model purports
that gamblers’ vulnerable or resilient character-
istics also play a role in determining the conse-
quences of gambling exposure. For example,
exposure to gambling or intoxicant use will ad-
versely impact only those who have an underly-
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ing vulnerability, but not those who are suffi-
ciently resilient (e.g., Jacobs, 1989; Khantzian,
1975, 1985, 1997). In lowa, the exposure model
suggests that more treatment seekers will reside
in areas closest to gambling opportunities in
general and casinos in particular.

Alternatively, the social adaptation model
suggests that gamblers—or people who are ex-
posed to or use intoxicants—are dynamic and
capable of changing their behavior in response
to exposure (Shaffer, Hall, & Vander Bilt,
1997a; Shaffer & Zinberg, 1985; Zinberg, 1974,
1975; Zinberg & Fraser, 1979; Zinberg &
Shaffer, 1985; Zinberg & Shaffer, 1990). The
social adaptation model includes the idea that
novelty often stimulates new interest in social
activities, but participants eventually adapt to
novelty and the effects of these new activities
are therefore limited. For many, this process of-
ten results in unexpected social change. That is,
the early increases in new patterns of intoxicant
use or gambling—whether with or without ad-
verse consequences—are typically followed by
an adaptive process that leads to lower levels of
involvement or abstinence. Social adaptation can
result from a weakening of the novelty effect,
increases in adverse consequences, the emer-
gence of competing interests, or a combination
of these factors—even among some people who
evidence fundamental vulnerabilities (e.g.,
Miller, 2000; Shaffer & Jones, 1989). To illus-
trate, in nineteenth century France, fascination
with absinthe' use increased and then dimin-
ished despite widespread exposure and little
public policy pressure to stop (Arnold, 1989;
Vogt & Montagne, 1982). Shifts in the social
perception of absinthe from an attractive and
chic aperitif to an intoxicant that caused absin-

' Absinthe is a psycho-stimulant “...drink [that] was

enormously popular in the late 19th century, particu-
larly in France. French soldiers fighting in the Algerian
conflicts of the 1840's had spiked their wine with
wormwood extract (ostensibly to ward off fevers), and
on their return to France their acquired taste was satis-
fied by absinthe, which contained a variety of essential
oils including that of wormwood. Absinthe's popular-
ity with the soldiers spread among their compatriots
from all walks of life: some of the most creative people
of the time were its devotees. Absinthe was said to
evoke new views, different experiences and unique
feelings" (Arnold, 1989, p. 112).

thism, with its associated adverse effects, stimu-
lated social adaptation that limited its wide-
spread use (Vogt & Montagne, 1982).

According to empirical evidence, lowa has
significantly less exposure to gambling when
compared with states like Nevada, New Jersey
or Colorado (Shaffer, LaBrie, & LaPlante,
2002). Within Iowa there is variation to gam-
bling exposure and this makes it possible to test
the relationship between gambling exposure and
treatment seeking. It is reasonable, for example,
to hypothesize that increased exposure to gam-
bling in regions of lowa that are more proximate
to gambling venues will be associated with in-
creased use of the IGTP. If increased exposure
leads to higher levels of gambling involvement
and this activity in turn is associated with an
increased incidence of gambling related prob-
lems among new gamblers, then we can expect
that people with greater exposure will dispropor-
tionately seek the services of the IGTP. It also
follows that relapse rates will be higher among
those people who have used the IGTP but live in
areas that have high levels of exposure to gam-
bling.

1.1 Treatment and Outcome
Evaluation

Why is it important to study and evaluate
treatment outcomes? The first principle of medi-
cal ethics is to do no harm. This maxim exists
because the best of intentions can lead to treat-
ment efforts that inadvertently and unintention-
ally stimulate adverse consequences. A similar
and equally simple premise dictates the need for
program evaluation: despite the best of inten-
tions, unless a program is evaluated, we do not
know whether it is producing positive, neutral,
or negative results. It is easy to assume that the
outcome of the lowa Gambling Treatment Pro-
gram will be obvious and straightforward—that
it will help problem gamblers to recover and
improve the lives of “concerned others.” Anec-
dotal information often supports the value of
treatment programs. However, we must ask,
“When does a pound of anecdote yield an ounce
of truth?”

Unfortunately, treatment reality seldom re-
veals itself in a straightforward manner. In fact,
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treatment programs can a) have no effect; b)
change knowledge about problem gambling but
not gambling behaviors; c) decrease problem
gambling as planned; d) inadvertently increase
problem gambling; or e) have a range of other
outcomes (Shaffer, Hall, & Vander Bilt, 1997b).
To the surprise of administrators, evaluation re-
search too often reveals that programs have out-
comes quite different from those that program
developers intended. Since lowa has invested
heavily in the Gambling Treatment Program,
and many people depend upon this program to
help them recover from problem gambling, it is
critical that the clinical efficacy of the program
be evaluated.

This situation is complicated by the fact that
gambling treatments are relatively new; few
treatments have been studied scientifically
(Shaffer & LaPlante, in press). Given the in-
creasing access to gambling during that latter
half of the 20th century (Shaffer & Korn, 2002),
public health researchers, clinicians, and policy
makers have had both the opportunity and social
obligation to study the impact of legalized gam-
bling on adults as well as children and adoles-
cents. As the popularity of legalized gambling
continues to grow, society is directing more at-
tention toward the public health risks and the
economic, legal and social costs of expanded
gambling (e.g., Korn & Shaffer, 1999b). Despite
this increasing attention and public health con-
cern, there is a notable absence of treatment re-
lated research that can provide information
about how people recover from gambling disor-
ders or how comorbid psychiatric conditions
causally interact with gambling problems and
recovery from gambling problems (Eber &
Shaffer, 2000; National Research Council,
1999). With few gambling treatment programs
available throughout North America, and the
lack of treatment outcome studies, the place to
begin studying the epidemiology and natural
history of gambling disorders is to examine how
people who have received a variety of treatment
interventions and those who have not differ in
both their psychopathology and their recovery
experiences. Since there are few scientific stud-
ies of gambling treatment outcome (e.g., Ladou-
ceur et al., 1998; Sartin, 1988; Seager, 1970) and

no studies of gambling treatment impact,” a
broad examination of this issue is warranted.

By evaluating the lowa Gambling Treatment
Program (IGTP) and its outcomes, public health
officials gain the opportunity to inform scien-
tists, clinicians and public policy makers about
the precise nature of problem gambling, the
utilization and impact of treatment resources,
and the efficacy of the treatments that currently
are available.

1.2 Treatment Outcome Re-
search Issues

The very idea of a “treatment outcome” is
complex. Treatment outcomes represent con-
structs that must be operationally defined with
great care—and these definitions must be multi-
dimensional. For example, what influence do
we attribute to client adherence to treatment pro-
tocols when we assess the influence of treat-
ment? When evaluating treatment outcomes, are
we limited to the client outcomes obtained at
discharge or can we measure treatment out-
comes many months later? In some instances,
there are important short-term outcomes due to
treatment experiences; however, it also is possi-
ble that treatment outcomes emerge more slowly
and might not appear until 12 — 24 months after
treatment. The opposite also is true: short-term
treatment outcomes observed at discharge can
wane rapidly and clients with addiction often
slip or relapse within 12 months. Complicating
matters, treatment outcomes are associated with
the severity of client illness at intake so that it is
not easy to determine whether the outcome is
due to treatment or the nature of the problem.

New research demonstrates a variety of other
problems associated with treatment outcome

* While treatment efficacy is an index of a treatment’s
relative capacity to produce a positive outcome among
those individuals who experience it, treatment impact
refers to two major factors: (1) how many people a
treatment attracts; and (2) of those it attracts, how ef-
fective it is in producing a positive outcome. Thus,
impact = treatment participation x treatment efficacy.
For example, a treatment that attracts only 100 people
into a program and is 30% effective has only half the
impact of a treatment that attracts 600 people into
treatment and is 10% effective.
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research. For example, in the substance abuse
treatment outcome literature, there is inconsis-
tent reporting of (1) demographics, (2) drug use,
(3) study characteristics, and (4) outcome and
follow-up information (Ellingstad, Sobell, So-
bell, & Planthara, 2002). In particular, this body
of research is weak with respect to follow-up
procedures and information. New treatment
programs are particularly vulnerable to the ab-
sence of follow-up information even if they
show interest in collecting such data; it takes
time for a treatment cohort to mature sufficiently
to examine the long-term impact of clinical ex-
periences.

1.3 The Role of the Program
Evaluator

Given the importance of treatment evaluation,
it is also essential to consider the evaluators’
relationship with the material that they examine.
The Iowa Department of Public Health could
have performed their own internal review of its
Gambling Treatment Program, yet they elected
to conduct a review by outside consultants. This
decision carries significance. The shift in per-
spective from an internal reviewer to an outside
party yields unique objectivity, which can pre-
vent unintentional bias when examining the data.
Accompanying this objectivity is detachment
from the outcome. An impartial evaluator is
more likely to accept any unexpected results that
a more invested evaluator might unintentionally
distort. Alternatively, an independent party with
a fresh perspective might notice trends or con-
clusions that an internal reviewer might miss
because of familiarity with the data and expecta-
tions about its value.

As the third party in this analysis, the Division
on Addictions at Harvard Medical School brings
these important elements to our independent re-
view of the data. As we progress through vari-
ous analyses and dissections of the data in this
project, our objectivity affords us the privilege
of original observation that can enhance our
treatment of the data.

2 Methods

2.1 Program Description: The
lowa Gambling Treatment
Program

2.1.1 Treatment Protocols

The Iowa Gambling Treatment Program
(IGTP) is a network of local service providers
which hold contracts with the lowa Department
of Public Health to create an outpatient program
providing a variety of diagnostic and primary
gambling treatment services. The following is
an overview of the program adapted from the
Iowa Department of Public Health administra-
tive rules for the Gambling Treatment Program
and from the Gambling Treatment Reporting
System (GTRS) Manual (Appendix A).

The IGTP provides services to the entire
community, including problem gamblers, family
members, and concerned persons. The IGTP
defines “problem gambling” as a pattern of
gambling behavior which may compromise, dis-
rupt or damage family, personal or vocational
pursuits. Problem gambling includes, but is not
limited to, the diagnostic criteria for pathological
gambling in the current American Psychiatric
Association: Diagnostic and Statistical Manual
of Mental Disorders. “Concerned person”
means a person affected by problem gambling
behavior and needing services or a person will-
ing to get involved in the treatment of a person
who gambles excessively. The concerned per-
son can be either a relative or non-relative of the
person who gambles excessively.

The IGTP established a toll-free telephone
line (1-800-BETS OFF) to provide callers af-
fected by problem gambling behavior with in-
formation and referral to local gambling treat-
ment and education services. The helpline pro-
vides statewide 24-hour telephone information
and referral. The program maintains a directory
of services for persons who gamble excessively
and for concerned persons. The helpline pro-
vider is independent of the providers contracting
with the department to provide gambling treat-
ment services.
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For many recipients of IGTP services, their
initial contact is a request for help in a crisis
situation. Crisis services involve either a face-to-
face meeting or a telephone contact where a
counselor is responding to a crisis situation re-
sulting from problem gambling behavior. Each
service provider is responsible for managing
crisis calls and contacts with 24-hour access to
service, on-call service, or alternative service
provision (for example, having staff on call to
answer phone calls and guide people to the help
they need; having individuals access a phone
message which directs them to call the provider
at scheduled hours of service or to call an emer-
gency number to handle people during off
hours). To encourage participation, the IGTP
provides services to people who wish to remain
anonymous. A client, either a person gambling
excessively or a concerned person affected by
problem gambling behavior, is eligible for out-
patient services if the person is a resident of
Iowa and an assessment identifies a need for
gambling treatment services.

An assessment is completed within five work-
ing days of initial contact or service initiation.
A person gambling excessively is determined in
need of gambling treatment services if the per-
son meets the criteria from any one of the fol-
lowing three assessment tools: the South Oaks
Gambling Screen (SOGS), the Gamblers
Anonymous (GA) 20 Questions, or the diagnos-
tic criteria for pathological gambling in the cur-
rent American Psychiatric Association: Diag-
nostic and Statistical Manual of Mental Disor-
ders. If the client is a concerned person and not a
problem gambler, he/she may be admitted as a
client to address life issues resulting from the
problem gambling behavior of a family mem-
ber/significant other. A concerned person quali-
fies for gambling treatment services if either of
the following applied: the person gambling ex-
cessively, and whose behavior is affecting the
concerned person, meets the criteria from any of
the above three assessment tools or the con-
cerned person meets the criteria of the Gam-
Anon 20 Questions.

During the intake and assessment process, the
following client information is obtained: name,
address, telephone number, demographic infor-
mation which includes date of birth, sex, race or

ethnicity, sufficient identification of the referral
source, presenting problem, gambling history
which includes type, amount, frequency and du-
ration of gambling activity, legal history which
describes any involvement with the criminal jus-
tice system, medical and health history, psycho-
logical history and mental status, family history,
educational history, employment history, and
any other relevant information which will assist
in formulating an initial assessment of the client
is collected. The client is also informed of the
general nature and goals of the program, the
rules governing client conduct and infractions
that can lead to discharge from the program,
confidentiality laws, rules and regulations and
treatment costs to be borne by the client. The
client is responsible for paying the costs of indi-
vidual and group counseling services provided
in an outpatient program. Charges to the client
by the provider are based on a sliding fee sched-
ule, which was developed based on Iowa De-
partment of Public Health guidelines. Subject to
the availability of appropriated or designated
funds, the director of the lowa DPH may enter
into written agreements with a facility to pay for
the cost of treatment of a client unable to pay.

Based upon the initial assessment, a compre-
hensive treatment plan is developed as soon as
clinically feasible after the client’s admission to
the outpatient program, but no later than ten
days following admission. The treatment plan
includes a clear and concise statement of the
client’s current strengths and needs as well as
the short-term and long-term goals the client will
be attempting to achieve. Also included are the
type and frequency of therapeutic activities (ser-
vices) in which the client will be participating,
the staff persons to be responsible for the cli-
ent’s treatment, and the specific criteria to be
met for successful completion of treatment and
an anticipated timetable. Treatment plans are
developed in partnership with the client and
written in a manner readily understandable to the
average client. They are reviewed by the pri-
mary counselor and the client, as well as by the
treatment supervisor, every two months or as
events impacting on progress occur, whichever
is sooner.

Counseling services are provided to clients in
an individual or group setting. The purpose of
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the counseling session is to allow exploration of
areas identified in the treatment plan related di-
rectly or indirectly to problem gambling. Indi-
vidual counseling is a counseling session ad-
dressing issues related to the client’s individu-
ated treatment plan. Family counseling is a
counseling session that includes the client and
one or more concerned persons. Group counsel-
ing is a counseling session where two or more
admitted clients are present, with the counselor.
The admitted client may be a problem gambler
or concerned person.

A client’s progress and current status in meet-
ing the goals set in the treatment plan, as well as
efforts by staff members to help the client
achieve these stated goals, is recorded in the cli-
ent’s case record. Information is noted follow-
ing each individual counseling session and a
summary of group counseling services is docu-
mented at least weekly when a client receives
group counseling services. There are written
policies and procedures governing the compila-
tion, storage and dissemination of individual
client case records to ensure that the provider
exercises its responsibility for safeguarding and
protecting the client case record against loss,
tampering, or unauthorized disclosure of infor-
mation.

Continuing care plans are developed in part-
nership with the clients who have completed
primary treatment. Continuing care counseling
is provided in order to address relapse issues and
to support and increase the gains made in the
treatment process. Continuing care individual
counseling is a counseling session that includes
only a counselor and a client who has completed
primary treatment. Continuing care group coun-
seling is a counseling session within a group
setting that includes a client who has completed
primary treatment. Both individual and group
sessions are for a specific period of structured
therapeutic involvement and are designed to en-
hance, facilitate and promote transition from
primary care to ongoing recovery.

The IGTP requires six-month follow-up inter-
views for gamblers who completed all or the
majority of treatment. Follow-up interviews with
clients discharged for other reasons are optional.
A staff member contacts the client, either by

telephone or by mail, to determine the status of
the individual.

2.1.2 Data Collection

The Department of Public Health in Iowa col-
lected the data for this project from July 1997 to
June 2001. Every gambling treatment facility in
Iowa recorded information from every treatment
seeker and then transferred this information to
the Gambling Treatment Reporting System
(GTRS). This is a computerized client-based
reporting system that collects data aggregated by
month. Treatment seekers and recipients provide
information on three different basic forms: (1)
the Crisis Contact/Admission/Placement Screen-
ing Form, (2) the Services Form, and (3) the
Discharge/Follow-up Form (Appendix B).
When a client has any contact with a gambling
treatment service facility in Iowa, one of these
forms is filled out with the appropriate informa-
tion in accordance with the GTRS Manual (Ap-
pendix A). Each treatment program sends the
paper version of the form to the central lowa
Gambling Treatment Program where the data is
entered into the computerized system. The paper
copies are then returned to the originating facili-
ties. Each individual treatment facility in lowa is
responsible for collecting and entering accurate
data, and there are data checks that identify
common data entry errors.

2.1.3 Summary of Forms

The Crisis Contact/Admission/Placement
Screening form is used to establish client re-
cords, define client characteristics and define the
problem. When a gambler or concerned person
receives a crisis contact, placement screening, or
admission, this form is used. For a crisis contact,
only the first 12 fields are required to be entered.
Multiple crisis contacts within the same month
are aggregated for the month and recorded on
one service form. New placement screening can
be entered if a one-month break in service has
occurred. If a client is not admitted and comes
in for treatment, this constitutes an admission
and the form must be completed.

The Service Form is used to report crisis,
screening, admission, treatment and follow-up
services. The total number of service minutes
and sessions provided to the client during a sin-
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gle month are aggregated and recorded on the
monthly form.

The Discharge/Follow-Up form is completed
when a gambler or a concerned person is dis-
charged and again at a six month follow-up for
clients completing treatment and not readmitted
during those six months. It defines post-service
client characteristic data and is used to evaluate
program performance.

2.2 Data Quality and Correction

As stated above, the IGTP was responsible for
data collection and collation. The Gambling
Treatment Reporting System (GTRS) includes
error detection and correction procedures to en-
hance the quality of the data entered into the
system. Assuring a high quality research data
base requires another level of data inspection
that goes beyond assessments at the level of data
recording and data entry; an inspection of the
data for errors and inconsistencies across data
sets and time also is required. We developed the
second-layer quality control procedures and
tested them on the IGTP FY99 sample dataset.
We applied its inspection procedures to the
complete study dataset received midway through
February 2002. The combination of the GTRS
and our data evaluations will yield an informa-
tion base of high quality.

2.2.1 Crisis Intervention Records

The crisis intervention form required informa-
tion about the eight basic identification fields:
(1) Program, (2) Client Number, (3) Primary
Facility, (4) Date of Activity, (5) Type of Client
(gambler or concerned other), (6) Original In-
voice Number, (7) Final Invoice Number, and
(8) Waiting Time, and four other personal
demographics: (1) Birth Date, (2) Age, (3)
County, and (4) Gender. Most crisis intervention
records completed only the required fields. The
analyses of the crisis intervention records re-
vealed only a handful of older records that
needed to be changed to accommodate changes
in a few coding rules that occurred over time
(see Appendix C). The crisis intervention infor-
mation is a “contact” data base. The analysis of
this limited information made an important con-

tribution to our study of temporal and seasonal
variations in treatment-seeking behavior.

2.2.2 Admission/Placement
Screening Form

As mentioned above, the development of an
unbiased baseline (admission) data set used both
the records from the Admission and Placement
Screening forms from identified clients. At the
record level, quality control procedures identi-
fied a few admission records with missing or
out-of-range birth dates. These entries were re-
coded to blanks (see Appendix C) and corrected
after the collated data base was available. The
placement screening data was very accurate.
One record had an unrecognized code for the
frequency of illicit drugs use. The entry was cor-
rected to an allowable code. Other inconsisten-
cies between these two information sources were
identified during the process of collating records
and identifying first and subsequent treatment
episodes, and are discussed in that section of the
report.

2.2.3 Services Delivered

The information on monthly services provided
was relatively free of errors in the final data set.
We found only a few records that needed correc-
tion out of the total of 18,803 records we re-
ceived. The service records are monthly accu-
mulations of services provided identified by
number of sessions and total length of sessions.
Consequently, the information is free from the
complexity of questions and the resulting burden
on the respondent and the interviewer that was
associated with the admissions data. The ser-
vices delivered information also is processed by
several people on its way to entry in the data
system, including the service provider’s billing
office. No doubt these extra stations along the
way contributed to greater accuracy.

Some service records (10) were eliminated for
lack of information. A few other records were
missing either the number of sessions or the
amount of time. However, recourse to other ser-
vice records for the same person in other months
permitted confident estimation of the missing
information. These changes are detailed in Ap-
pendix C.
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An examination of average session length
identified five records with shorter than ex-
pected sessions (i.e., five minutes or less). There
were also 23 records with unexpectedly long
average session lengths of three hours or more.
However, these unusual sessions could not be
considered in error. In a corpus of nearly 19,000
records of months of service, it would not be
unreasonable that occasionally a long treatment
session is necessary, nor would it be unreason-
able for an ongoing intervention to include a
brief daily call to remind someone to avoid a
setting or circumstance likely to trigger a prob-
lem. We did not make changes to these unusual
services.

The services data set contained 47 people who
received services as both types of clients, con-
cerned others and gamblers. When we could rea-
sonably determine the correct type of client from
an examination of the individual services re-
cords and information from other data sets, we
recoded all services to match this type. For three
clients, the data was insufficient to make a de-
termination of the correct type and they were not
altered. Appendix C provides a detailed sum-
mary of the changes that were made.

2.2.4 Discharge

The discharge and follow-up data sets employ
a common form. Perhaps as a result of this over-
lap, when we examined the discharge informa-
tion on gamblers (i.e., 1,700 records) we found
six discharge records that contained information
not required for the discharge form. The infor-
mation probably was accurate but not expected
in this data set. The inappropriate information
was eliminated. There was one record in which
the program and facility codes were inter-
changed.

The discharge information contained items
common to the admissions and placement in-
formation. We applied our data integrity analy-
ses to identify inconsistencies among the several
measures in each of the areas of income, arrests,
debts, gambling history, and wagering activities.
In most cases, inconsistencies were resolved by
eliminating the conflicting information. We also
followed the decision rules developed for the
admissions data to resolve inconsistencies in the

discharge information. Appendix C provides a
detailed summary of data quality improvements
to the discharge information.

2.2.5 Follow-up

The follow-up information used a data collec-
tion form common to the both discharge and
follow-up interviews. We applied our data integ-
rity analyses to identify inconsistencies among
the several measures in each of the areas of in-
come, arrests, debts, gambling history, and wa-
gering activities. In most cases, inconsistencies
were resolved by eliminating the conflicting in-
formation. We also followed the decision rules
developed for the admissions data to resolve
inconsistencies in the discharge information.
Among the 494 follow-up records, there were
five without identification that had to be elimi-
nated. A few participants had inconsistent re-
sponses to total debt and its components and
occasionally the individual income exceeded the
family income and adjustments were made to the
family income to agree with the larger, individ-
ual income reported. Appendix C provides a de-
tailed summary of data quality improvements to
the follow-up information.

2.2.6 General Data Quality

The small number of errors in the complete
data set indicates that there was a high level of
quality control applied to the information before
it reached us. Our evaluation of more complex
interrelations among items revealed additional
inconsistencies. The combined attention to data
entry and reporting problems by the IGTP and
our secondary evaluation of complex interrela-
tions produced an analytic data base of high
quality and integrity. The IGTP very capably
managed the extensive data collected from a
large number of reporting agencies. Many of the
data checks applied to the data by us could be
incorporated into the IGTP’s interview and data
entry procedures to further improve data quality.

3 Results

In each of the results sections that follow, we
will present the outcome of various analyses that
have been applied to the IGTP data. For ease of
presentation, the results have been divided into
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four categories: (1) Demand for Services, (2)
Program Services Delivered, (3) Service Partici-
pants and (4) Service Post-Program Results. In
the first section, we will analyze the crisis con-
tact data in order to illustrate patterns of demand
and their relationship to various ecological fac-
tors. In ‘Program Services Delivered’ we will
examine the aggregated data set in order to de-
scribe the characteristics of the overall program.
We will then examine the collated dataset to
provide a description from the level of the indi-
vidual IGTP participant. In the final section,
‘Service Post-Program Results,” we will exam-
ine the information obtained at discharge and
follow-up. Each section will be followed by a
brief interpretive discussion of the findings. We
will consider the meaning of these findings in a
more comprehensive manner in the conclusion
section.

3.1 Demand for Services

We chose crisis contacts as the best informa-
tion to use in its descriptions of the functioning
of the IGTP across programs, over time, geo-
graphically, and through the seasonal variation
in demand for services. The crisis contact is of-
ten the first encounter a gambler or concerned
other seeking help has with the IGTP. Crisis
contacts are recorded independently of eventual
admission status and people often chose to re-
main anonymous at this intervention phase. The
IGTP procedure requires counselors to record
crisis contacts for unique individuals only once
every 3 months. Only 49% of the crisis contact
records were assigned a unique identifier and
only 51% gave their age or date of birth. How-
ever, all but three of the 5,092 crisis contacts
reported their county of residence and all but
five had gender reported or confidently inferred.
Because most crisis contacts were anonymous,
the same individuals could contact the IGTP
several times under several names and receive
multiple crisis contact records within a short
period of time. Therefore, the number of crisis
contact records may overestimate the number of
different individuals who contact the IGTP.

Because the IGTP procedure requires indi-
viduals to have only one crisis contact record for
three consecutive months the dataset may under-
estimate the total number of client contacts; one

record may not equal one contact, but could rep-
resent multiple contacts.” However, the analysis
of the services information, presented below,
indicated that 80% of crisis services were for a
single session which is consistent with the de-
scription of crisis contacts as the initial, and for
some people, the only treatment delivered.
Given that providers spent an average of 36
minutes to provide a crisis intervention service,
this service is a major IGTP effort.

The following sections present the results of
these analyses of crisis contact services and
show the relationship between crisis contacts
and gross casino revenues (excluding Indian
Gaming facilities which are not required to file
similar reports). In addition, we conducted an
analysis of the relationship between exposure to
gambling and demand for treatment. The infor-
mation collected by the IGTP provides a unique
opportunity to study the application of the Re-
gional Exposure Model (Shaffer et al; submitted
for publication) to demand for gambling treat-
ment.

3.1.1 Crisis Contacts by Program

From July 1997 to June 2001 there were 5,092
crisis contacts. Of these, 63% were gamblers and
37% were concerned others. The Gateway Cen-
ters recorded the most contacts (38%), followed
by the Gordon Recovery Centers (14%) and the
Eastern lowa Center for Problem Gambling, Inc.
(13%). These IGTP service programs accounted
for 65% of all crisis contacts. The fewest con-
tacts were recorded by Ringgold County Recov-
ery and Prairie Ridge, which provided services
for only part of the evaluation period.

3.1.2 Crisis Contacts over Time

To explore the pattern of contacts over the du-
ration of the IGTP, we summed the crisis con-
tacts for each month of the IGTP. Figure 1
shows that the overall number of crisis contacts
for the 48 months from July 1997 to June 2001.
The number of crisis contacts increased

° After 3 months, a client may receive an additional
crisis contact record.
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significantly over time (r=0.69 p<0.01)*. The
trend was similar for both gamblers (r=0.61
p<0.01) and concerned others (r=0.73 p < 0.01).

To examine the data for trends in crisis con-
tacts over the calendar year, we averaged the
total number of contacts for each of the twelve
calendar months across years. Figure 2 shows a
general decline in the average number of crisis
contacts during the calendar year (= -0.63,
p<0.05). Similar trends were observed for both
gamblers (r= -0.54, p<0.1) and concerned others
(r=-0.51, p<0.1).

Figure 1 Crisis Contacts by IGTP Program Month
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* For presentation purposes, variables depicted in all
graphs were subjected to the SPSS “smoothing” proce-
dure.

Figure 2 Crisis Contacts by Calendar Month
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3.1.3 Crisis Contacts and Gam-
bling Revenue

The next analyses relate crisis contacts to the
State of lowa’s reported monthly gambling reve-
nue. State licensed gambling venue revenue
estimates for July 1997 through June 2001 were
obtained online from the Iowa Racing and Gam-
ing Commission (http://www3.state.ia.us/irgc/).
The revenue analyses were limited to non-Indian
gaming venues. Data was not available for In-
dian gaming venues because they are not subject
to the same reporting requirements.

The relationships between crisis contacts and
gambling revenues indicate the extent to which
the measures respond similarly or differently to
other factors. The analyses should not be inter-
preted to indicate that changes in the number of
people seeking help for gambling problems are
responsible for changes in casino revenues. The
average monthly change up or down in casino
gambling revenues was $4.8 million. The aver-
age change in crisis contacts was 22 people. The
difference in scale precludes an observable
causal relationship.

We explored two general patterns: (1) the re-
lationship between Adjusted Gross Revenue
(AGR) and IGTP months and (2) the relation-
ship between AGR and crisis contacts during the
calendar year.
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According to the Iowa Racing and Gaming
Commission, AGR for a given month is the total
amount wagered by venue patrons minus the
total amount paid out to venue patrons. This is
equivalent to patron losses. We compiled
monthly AGR for each of the 48 study months.
Figure 3 shows the significant positive relation-
ship between AGR and program month (r=0.79,
p<0.01). We also included the information on
number of crisis contacts previously presented in
Figure 1. These results also reveal a significant
positive relationship between AGR and number
of crisis contacts (r=0.63, p<0.01). The two
smoothed lines have a similar pattern of oscilla-
tion about a general upward trend. However, the
two measures appear to be slightly out of phase
with increased contacts matched to decreased
revenues and vice-versa.

Figure 3 Contacts - Casino Revenues by IGTP
Program Month
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The AGR aggregated for calendar months
across years did not evidence a significant sea-
sonal variation. Figure 4 shows the relationship
between AGR and calendar year month (r=-0.51,
p<.1). The figure also repeats the information on
crisis contacts plotted in Figure 2. The AGR and
number of crisis contacts aggregated by month
were not related (r=0.01, p>0.1). The general
trend of the IGTP was an increase in both AGR
and crisis contacts over the 48 months, but the

twelve-month seasonal variations in crisis con-
tacts were not reflected in the AGR. The vari-
ance from month to month in AGR is relatively
narrow compared to that of the crisis contacts.
We would not expect the contribution of prob-
lem gamblers to AGR to be large enough to gen-
erate an observable change.

Figure 4 Contacts - Casino Revenues by Calendar
Month
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3.1.4 Crisis Contacts and IGTP
Media Expenditures

We obtained IGTP media expenditures for
July 1997 to June 2001 from the IGTP. How-
ever, the media expenditures do not directly re-
late to intensity of exposure. The timing of in-
voices primarily influences the pattern of media
expenses. Because media campaigns vary ac-
cording to start-up costs, public service contribu-
tions, type of media (i.e., billboards and radio
advertisements have different half-lives) and
many other parameters, we could not analyze the
effect of media on the variations in crisis con-
tacts confidently.

3.1.5 Crisis Contacts and
Gambling Exposure

As mentioned in the introduction, many peo-
ple believe that objects of addiction cause addic-
tion; consequently, it is tempting to suggest that
increased exposure to gambling must result in
increases in problem and pathological gambling.
Although researchers have related the increase
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of gambling in one community to the construc-
tion of a casino (Ladouceur, Jacques, Ferland, &
Giroux, 1999), well-designed studies demon-
strating a link between the presence of gambling
opportunities and an increase in problem gam-
bling are scant. One reason for this might be a
lack of basic conceptual strategies and research
tools that will allow investigators to probe gam-
bling and its impact on the public.

In response to the need for sensitive measures
of exposure, we developed a theoretical model
that permits the quantitative measurement of
regional exposure to gambling. The strategic
regional exposure model (REM) quantifies the
gambling exposure that exists in a community,
county, state or region. The REM yields a stan-
dardized exposure gradient, which researchers
can use to test theoretical models, as well as ex-
amine the potential causes and consequences of
exposure to social phenomena such as gambling.
This model incorporates three primary exposure
components: dose, potency, and duration. Dose
is a measure of quantity (e.g., one shot of vodka
or three casinos in the state). Potency is a meas-
ure of strength (e.g., 100-proof vodka or both
racetracks and casinos within a state). Duration
is a measure of time (e.g., elapsed years of legal
drinking or gambling). The equation for deter-
mining the regional exposure gradient follows:

RE=a+ bl(f)Dl + bz(f)Pz + b3(f)T3 +... bi(f)Xi + error

RE represents regional exposure, is a constant,
D is standardized dose, P is standardized po-
tency (i.e., strength of exposure), T is standard-
ized duration (i.e., elapsed exposure) and Xi
represents additional standardized environmental
public health factors. Error can result from a
number of sources, such as regional contiguity.
Weights (b) for each component are variable and
include the possibility that the component
should be transposed (f) because the relationship
between increasing exposure and gambling
problems might be non-linear (e.g., quadratic or
gradually increasing sine curve); these non-
linear patterns suggest, for example, that adapta-
tion might occur and gambling disorders are not
strictly a function of exposure.

This device provides the framework that al-
lows investigators to calculate an index of gam-
bling exposure; permitting a more careful ex-

amination of the effect of gambling exposure on
the health of the public. However, certain com-
ponents of the REM preclude quantitative meas-
urement. For example, we do not have detailed
information about the three lowan Indian casi-
nos and Indian casinos are not subject to the
same public reporting rules applicable to non-
Indian casinos.

However, the IGTP Crisis Contact/
Placement/Admission dataset provides an inter-
esting opportunity to visually explore the rela-
tionship between exposure to gambling and
problem gambling in multiple communities. In-
formation recorded at crisis contact included city
and county of residence for about 99% of all
crisis contact records (n=5023). There were 28
gamblers who gave a residence in a state other
than Iowa (Nebraska = 17, South Dakota = 6,
Wisconsin = 3, and Illinois = 2). Using this in-
formation, we examined the relationship be-
tween the level of gambling exposure and the
quantity of crisis contact calls, controlling for
population, in different geographic regions of
Iowa (counties).

Figure 5 displays the level of crisis contacts
by county—these are population adjusted—in
shades of green and the location of casinos, raci-
nos, and riverboat casinos in Iowa and surround-
ing states. We estimated that fifty miles is con-
sidered a reasonable travel distance for enter-
tainment; this radius surrounds each venue as a
rough indicator of regional gambling exposure.

Figure 5 illustrates the relationship between cri-
sis contacts and exposure; areas of higher crisis
contacts (illustrated by darker green) tend to
cluster around gambling venues. For example,
the northern region of lowa, which is devoid of
gambling establishments, had the lowest concen-
tration of crisis contacts. Counties with the high-
est concentrations of crisis contacts (i.e., Wood-
bury, Dubuque, Polk and Ringgold Counties)
were all located within 50 miles of at least one
gambling establishment, and most were in areas
of exposure to multiple venues. Counties within
a 50 mile radius of casinos had a statistically
significant higher rate of population adjusted
crisis contacts than counties outside of a 50 mile
radius from casinos (t(95)=6.95 p<0.01).
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Figure S Crisis Contacts and Gambling Venues Mapped
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* Portions of this discussion were adapted from The
WAGER 7(306).
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This suggests that any decisions, including the
decision to seek treatment, are subject to a num-
ber of internal and externals factors which must
be in correct alignment for treatment-seeking to
occur. The experiences of many lowan gamblers
and concerned others met these conditions. Dur-
ing the four year program evaluation period the
IGTP handled a large number of crisis contact
events across lowa. The number of contacts
fielded per month increased substantially over
the duration of the evaluation period. The in-
crease in crisis contacts might have resulted
from several factors including increased need for
treatment and increased awareness of treatment
programs. In any one calendar year contacts
seemed to peak in January and generally decline
for the remainder of the year.

These increases and fluctuations occurred
well after important gambling legalization
events in lowa. The rapid expansion of gambling
venues in lowa occurred in three distinct waves.
The first started in 1983 with the legalization of
pari-mutuel gambling, the second, in 1989 when
the state legalized riverboat casinos and the third
in 1992 with the legalization of Indian casinos.
Thus, by the time the evaluation period for the
IGTP began, at least 15 legal gambling venues
were in operation.

Obviously casino operations and earnings are
a function of both pathological and non-
pathological gamblers’ playing patterns. How-
ever, the playing patterns of pathological gam-
blers alone are not likely to exert sufficient fi-
nancial impact to influence casino operations
and earnings. For example, less than 160 gam-
blers contacted the IGTP in any month of the
IGTP evaluation period and gambling revenue
for the same period was never lower than 57
million. This number of help-seekers likely did
not make enough money nor have enough credit

to come close to driving such revenue figures. °
Nevertheless, our analysis of the relationship
between casino revenue and crisis contacts re-
vealed a strong positive relationship between the
two; revenue and contacts both increased over
the duration of the evaluation period. A close
examination of the fluctuations within AGR and
IGTP crisis contacts revealed an interesting, yet
frequently asynchronous relationship. In other
words, revenue highpoints frequently accompa-
nied IGTP crisis contact low points; conversely,
crisis contact high points frequently accompa-
nied revenue low points. This pattern is also ob-
vious in the seasonal variations observed for
AGR and crisis contacts.

As noted, both pathological and non-
pathological gamblers determine overall casino
revenues. Revenue fluctuations over the IGTP
evaluation period reflect general increases and
decreases in play among all types of gamblers.
These are likely due to a combination of factors
including but not limited to advertising, novelty,
unspecified seasonal variability (e.g., holiday
seasons; farming seasons), and social acceptabil-
ity. Subsequent spikes in crisis contacts, in turn,
might reflect the development of problems
among gamblers most vulnerable to general in-
creases in gambling. Like influenza, increased
exposure targets vulnerable individuals first.

Although exposure is influential in the devel-
opment of gambling problems, exposure is not
necessarily constant across the state. Regions
vary in exposure and as our regional analysis of
crisis contacts showed, regions vary in help-
seeking. In fact, consistent with our conceptual
model of exposure, the Regional Exposure
Model, exposure measured by presence of casi-
nos and help-seeking co-vary. Clusters of gam-

° Further, the next section indicates that that average
lifetime accumulation of gambling debt was about 14K.
Even if 200 problem gamblers lost this much every
month, instead of over their lifetime, changing their
behavior could change AGR by less than 3 million
dollars (5% of minimum monthly revenue estimate).
Average monthly losses are likely much less than 14K;
consequently, their impact might be smaller. Even if
the IGTP crisis contacts represented only a tenth of the
total problem gamblers in the state of Iowa, their con-
tribution to gambling revenue would not be sufficient
to account for fluctuations in AGR.
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bling venues tend to accompany high concentra-
tions of crisis contacts.

Taken together, these analyses of crisis con-
tacts provide insight into overall demand for
treatment from the IGTP and some factors that
might influence that demand. Help-seeking was
prevalent in Iowa and might relate to gambling
exposure via regular fluctuations in general
gambling patterns and the presence of casinos.
Importantly, each crisis contact represents not
only demand for treatment, but also the efforts
of the IGTP. As covered in the next section, cri-
sis services were at least 30 minutes on average.
Thus, the services represented by the accumu-
lated crisis contacts are sizable.

3.2 Program Services Delivered

3.2.1 Crisis Intervention

Earlier, we reported the temporal and area
characteristics of the IGTP using information
from the 5,092 valid crisis contact records. Gen-
erally, the crisis contacts were also described on
the forms that documented services delivered.
As a result, the number of records documenting
the delivery of crisis intervention services,
5,197, is very similar to the total valid crisis con-
tact records.

Table 1 Frequency and Percentage of Affirmative
Referrals by Service

Service Frequency of % of All
Referral Referrals

Gamblers Anony- 4,080 57

mous/Gam-Anon

Debt Manage- 2,364 33

ment

Mental Health 431 6

Counseling

Substance Abuse 229 3

Counseling

Domestic Vio- 41 1

lence Counseling

Sexual Addiction 13 <1

Counseling

Total 7,158 100

session. The minimum number of crisis inter-
vention sessions in a month was 1 and the
maximum was 6. The total minutes ranged from
5 to 360 and averaged 36 minutes per session.

The IGTP crisis intervention form includes
mention of referrals provided to six types of
other services, Gamblers Anonymous/Gam-
Anon or Similar Group, Debt Manage-
ment/Financial Counseling, Substance Abuse
Counseling, Mental Health Counseling, Domes-
tic Violence Counseling, and Sexual Addiction
Counseling. As shown in Table 1, people were
most often referred to self-help gambling ser-
vices and debt management.

Crisis Intervention Services and
Anonymity

The IGTP procedures allowed lowans to re-
ceive crisis intervention anonymously. Half of
the crisis intervention services were provided to
participants who were not assigned a unique
identifier. There were disproportionately more
concerned others not uniquely identified than
gamblers, 68% versus 40%. To examine whether
or not reluctance to be identified influenced cri-
sis intervention services, we created an “Ano-
nymity” variable that grouped the 5197 service
records into three categories of participants: (1)
No Names Given, (2) First or Last Name Given,
or (3) First and Last Name Given. Most records
provided both a first and last name (68%). A
small number (6%) provided neither first name
nor last name and a moderate number (26%)
provide either a first or a last name; Table 2
summarizes this pattern.

Table 2 Records by type of client and anonymity
status (N=5197)

The IGTP logged 3,291 monthly records of
crisis intervention services to problem gamblers
and 1,906 to concerned others. Most (80%) cri-
sis intervention services consisted of a single

Gamblers Concerned
(n=3,291) Others
(N =1,906)

Anonymity N % N %
No Names 173 5 117 6
Given
First or Last 755 23 594 31
Only
Both First 2,363 72 1,195 63
and Last

We compared the average crisis intervention
minutes per session across Anonymity groups.
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The difference among groups was statistically
significant (F = 105, df = 2, 5190, p < .001) as
were the post-hoc comparisons of each pair of
groups (Dunnett’s T3 test.) We performed the
same analyses separately for gamblers and con-
cerned others. The gamblers analyses revealed a
statistically significant difference for level of
anonymity (F = 110, df = 2, 3286, p <.001) and
significant differences between all pairs of
groups. The analysis of length of crisis interven-
tion sessions for concerned others showed sig-
nificant differences among groups and the group
that gave full names had significantly longer
sessions than either the partial or no name
groups (who were not different from each other;
F=11.9df =2, 1901 p<0.001). Figure 6 shows
mean minutes per crisis intervention session by
Anonymity group for the total sample and the
subgroups of gamblers and concerned others.

Figure 6 Crisis Intervention Session Lengths by
Anonymity

0 Minutes per Session

Total Gamblers Others

Names Provided
CINone mOne ®Both

There can be several reasons for the observed
differences in length of crisis intervention ses-
sions among groups defined by their willingness
to identify themselves. One possibility is that the
individuals who did not give identity informa-
tion were the most hesitant resource seekers and
consequently spent as little time getting help as
possible. The linear increase in minutes per ses-
sion suggests that as individuals became less
concerned for their anonymity, they participated

more fully in the crisis intervention. The con-
cerned others showed the same pattern but the
overall difference was more narrow. For gam-
blers, the most engaged group’s session lengths
were 80% longer than session lengths of the
people who gave no names. Among concerned
gamblers, people who gave both names had ses-
sions that were only 28% longer.

Crisis Intervention Services over
Time

We reported earlier that the number of crisis
intervention contacts increased significantly
over the four years of the IGTP. Interestingly,
the intensity of crisis intervention services as
measured by the average length of sessions (i.e.,
the treatment dose) decreased significantly dur-
ing this time. The correlation between session
length and program month was -0.37 (p < .01).
The average length of a crisis intervention ses-
sion was 41 minutes in each of the first two
years of the IGTP. In year three, the average
length declined to 35 minutes and recovered
slightly in the last year to 37 minutes.

The only referral that showed a significant
change over the course of the four IGTP years
was referral for debt management. The correla-
tion between program month and the percent of
crisis interventions that included referrals to debt
management was 0.75 (p < .01). The percent of
debt management referrals was 34% in year 1,
41% in year 2, 46% in year 3 and 56% in year 4,
a significant linear trend for this timeframe (F =
24,df=3.44,p <.01).

3.2.2 Counseling Services

The services data set is a monthly documenta-
tion of the services by treatment modality pro-
vided to participants by each agency. The ser-
vices dataset identified 40,958 counseling ses-
sions. indicates that 75% of the counseling was
provided by four programs, and 88% of the
counseling was individual or group counseling
provided during the basic treatment program.
Family counseling sessions made up only 3% of
all sessions. Generally, continuing care com-
prised 5% to 7% of each program’s treatment
sessions. The exception is the program at Allen
Memorial Hospital where more than a third
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Table 3 Frequency of sessions by treatment program and service modality

Counsging Continuing Care
Counseling
Program Individual Group F amily Individual Group Total
Gateway/Metropalitan 6,222 (50%) 5,208 142 (1%) 235 320 12,337
Hospital* (43%) (3%) (3% (20%%5)
Eastern lowa Center For 5,412 (58%) 3138 387 (4%) 45 396 9,379
Problermn Gambling, Inc (33%) (1%} (4%5) (23%)
Allen Memaorial Hospital 1,444 (29%) 1,586 138 (3%) TiG 1,115 5,059
Gambling Treatment Program (31%) (15%40) (22%) (12%)
Gordon Recovery Services 1,396 (32%) 2,463 163 (4%) g0 230 4,292
(57%) (2% (5%) (10%)
Delta Dynamics® 1,454 (50%) 1,082 175 (6%) 178 2,889
(37%) (6%) (79%)
Farmily Senvice 1,664 (58%) 1,192 20 2,886
(41%) (1%%0) (7o)
Substance Abuse Services 1,137 (68%) 452 24 15 3 1,661
Center (2% (1%%) (1%0) (1%%) (4%%)
Alcohol & Drug Dependency 850 3BT 28 26 24 1,285
Services of SE 1A (BE%) (28%) (2%) (2% (%) (3%}
Jennie Edmundson Hospital 457 233 22 T12 (2%)
Gambling Treatment Program  (64%) (33%) (3%)
Community and Family 167 155 16 338 (1%)
Resources (49%%) (46%%) (5%)
MWW lowa Alcoholism & Drug 39 39 (=1%)
Treatment Unit, Inc. (100%:)
Ringgold County® 22 22 (=1%)
(100%)
Prairie Ridge* 3 1 9 (=1%)
(289%) (11%)
20,282 (49%) 15,999 1,124 1,455 2,098 40,953
Total (39%0) (3%) (4%) (5%) (100%)

* Programs not currently under contract with the IGTP
Mote. Percentage of sessions by modality is within each program except for the Total, which is the
percentage of sessions per provider of total sessions.

(37%) of all sessions were continuing care coun-
seling.

Gamblers received 85% of the counseling ses-
sions and concerned others received 15%. The
distribution of sessions for each counseling mo-
dality presented in Table 4 indicates that con-
cerned others and gamblers had similar treat-
ment patterns. Compared to gamblers, there
were 5% fewer group counseling sessions and
5% more family counseling sessions. This find-
ing is consistent with the higher eligibility for
family counseling among concerned others.
However, family counseling sessions constitute
only a very small fraction (3%) of the total
counseling, and contribute only slightly to the

difference between treatment programs accord-
ing to type of participant.

Table 4 Sessions by Modality and Type of Client

Concerned Gamblers
Others

Service Sessions % Sessions %
Individual 2,984 48 17,298 50
Counseling
Group 2,230 35 13,769 40
Counseling
Family 419 7 705 2
Counseling
Continued Care: 188 3 1,267 4
Individual
Continued Care: 414 7 1,684 5
Group
Total 6,235 15 34,723 85
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3.2.3 Summary

Most crisis interventions consisted of a single
session and averaged 36 minutes per session;
session length dipped after the initial year but
rebounded slightly in the last year of the pro-
gram. In addition to being the entry point for the
IGTP, crisis intervention participants could also
be referred to six types of other services. Partici-
pants were most often referred to self-help gam-
bling services (57%), such as Gam-Anon and
Gamblers Anonymous, and to debt management
counseling (33%). Over the course of the four
IGTP years, there was a steady increase in the
percent of crisis interventions that included re-
ferrals to debt management; this may reflect an
increasing awareness of the availability and
benefits of this type of service on the part of the
treatment providers.

Half of the crisis intervention services were
provided to participants who chose to remain
anonymous. Concerned others were far more
likely to withhold their identity than gamblers.
Concerned others might be calling for informa-
tion and may not see the need to give a name.
Anonymity influenced the length of crisis inter-
vention services; identified gamblers took part in
sessions that were 80% longer than those who
gave no identifying information. Though the
difference between the groups was narrower, the
session length for concerned others also in-
creased with willingness to self-identify. Hesi-
tancy to self-identify may signal an underlying
reluctance to participate in treatment. In order to
overcome their hesitation, providers might need
to utilize additional tactics to engage this popu-
lation. Unfortunately, those who choose ano-
nymity are not assigned a unique identifier and
we are not able to determine whether the length
of crisis intervention influenced entry into the
program.

Counseling services were provided by 13 pro-
grams, with four of these programs accounting
for 75% of the counseling sessions. Gamblers
received 85% of the counseling sessions and
concerned others received 15%. Almost half of
the counseling was individual counseling pro-
vided during the basic treatment program. Sig-
nificant resources were also devoted to group
sessions, which accounted for almost 40% of

total sessions. Family counseling sessions made
up only 3% of all sessions. Slightly more con-
cerned others participated in family counseling,
which is consistent with their higher eligibility
and their demonstrated concern about someone
close to them, likely a family member. Continu-
ing care comprised very little of each program’s
treatment sessions (5-7%) except for the Allen
Memorial Hospital site. A larger fraction of
IGTP participants received continuing care ser-
vices at Allen Memorial (17.1%) than at the
other treatment sites combined (4.5%; xz =724,
df =1, p <.01). As reported below, the inclusion
of a concerned other in treatment increased the
likelihood of receiving continuing care services
(See Table 26). Consistently, significantly more
of the gamblers at Allen Memorial had a con-
cerned other in treatment (38.9%) than those at
other sites (27.3%; X2 =9.7,df =1, p < .01).
However, the increased level of continuing care
services did not impact on the completion rate.
The proportion of Allen Memorial gamblers
with complete or nearly complete treatments
was 14.6% which is nearly identical to the
14.5% rate at other sites. Finally, the proportion
of multiple admissions was larger at Allen Me-
morial (17.8%) than at other sites (11.3%, x> =
9.0, df = 1, p < .01). Therefore, this single dis-
tinction among programs in the profile of ser-
vices provided does not seem to affect treatment
completion and its affect on treatment multiplic-
ity is in the opposite direction (i.e. towards
greater number of treatment episodes).

3.3 Service Participants

3.3.1 Characteristics at Admission

The previous section described the results of
our analyses of the IGTP information from the
perspective of the program as a whole and re-
ported on information aggregated over all valid
records within phases of the program: crisis con-
tacts, admission and placement screening, and
services delivered. We determined that a similar
aggregation of the demographic characteristics,
histories and behaviors would not accurately
represent lowans seeking treatment for gambling
problems unless the information base was first
collated by individuals. To develop a description
of the typical gambler who obtained services
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from the IGTP, not confounded by self-selected
anonymity and multiple treatment episodes, we
processed the information base to yield a cohort
of identified gamblers and concerned others.
Characteristics at initial entry (baseline) into the
IGTP were obtained from the two potential
sources, admission and patient placement inter-
views. Information obtained at second and sub-
sequent treatment episodes was identified and
segregated for later analysis. We then collated
the information for those identified gamblers
into a single data base that includes all the types
of information collected by the IGTP. The proc-
ess that generated the information base is de-
scribed in detail in Appendix D. The analyses
presented in this section describe the IGTP from
the perspective of identified gamblers and in-
clude analyses that span the course of treatment.

Our collation produced an information base of
2,730 identified clients, 2356 gamblers (86%)
and 374 (14%) concerned others. We eliminated
the 34 admission records on clients who chose to
remain anonymous. Nearly half the identified
clients (46%) had both a placement screening
and an admission record. The other clients pro-
vided either a placement screening record (31%)
or an admission record (23%). The concerned
others were not linked to gamblers, nor to each
other in those cases where several participants
were concerned others of the same gambler. A
description of the characteristics of the con-
cerned others is confounded by this lack of link-
age. For this reason, only a brief demographic
picture of concerned others will be presented
(see Table 5). Detailed descriptions of other
characteristics concentrate on participants in the
program who identified themselves as the person
with a gambling problem.

The gamblers seeking treatment from the
IGTP during the course of the study period in-
cluded some with more than one treatment epi-
sode. Of the 2,356 identified gamblers, 88% had
only a single treatment episode and another 10%
had a second episode during the study period.
There were a few gamblers (N=54, 2%) with
more than two episodes. The first admission
provided the baseline information. Later analy-
ses will investigate the differences between sin-
gly- and multiply-treated clients.

3.3.2 Demographics of Treatment
Population

Table 5 presents basic demographic informa-
tion for clients entering the Iowa Gambling
Treatment Program and for the general lowa
population as measured by the U.S. Census
(United States Census Bureau, 2002). We com-
pared the characteristics of the gamblers against
those of the general population. The table is an-
notated to indicate the characteristics that were
significantly different. Except for race, it was
unlikely that the gamblers were a random sam-
ple from the total population. The information
on gamblers’ race was reflective of the lowa’s
racial composition; almost 94% of both groups
were Caucasian (t(2337=-0.204 p>0.05). There
were proportionately more men (58%) than
women gamblers than expected in the general
population (t(2355)=-7.17 p<0.05). Gamblers
were older than the general population
(t(1803)=19.66 p<0.05) and differed from the
general population in their family economic
situation (t(205)= -4.03 p<0.05). The gamblers
had incomes that were only 89% of that of the
total population. They were less likely to be em-
ployed as a salesmen or professionals and more
likely to be working in a labor and production
capacity (t(1377)=8.01 p<0.05). Gamblers were
more than twice as likely to be separated or di-
vorced (t(2339)=-9.91 p<0.05) and tended to
have more children (t(1672)=17.89 p<0.05).
Although more gamblers had completed high
school than the general population (t(1677)=8.46
p<0.05), fewer gamblers had obtained a college
degree (t(1677)=-9.27 p<0.05) and they were far
more likely to be unemployed (t(1785)=9.25
p<0.05). To correct for the higher unemploy-
ment rate, we compared the mean individual
income and the median household income for
employed clients (full or part time) to similar
statistics from the lowa census.
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Table 5 Selected Demographics at Admission or Placement Screening for Admitted Clients and for the Gen-
eral Population in Iowa

Item Concerned Others Gamblers 2000 lowa
(N = 374) (N =2,356) Census

Data

Mean Age in Years’™ 43.0 427 37.1

% Male* 20.6 58.2 491

Mean number of children for parents* 2.7 25 1.9

Relationship Status for Population 15 and Older*

% Single 9.5 20.1 24.9

% Married 73.6 47.6 57.8

% Separated or Divorced 10.3 221 10.1

% Widowed 0.8 3.1 7.2

Race

% White 97.1 93.8 93.9

% Black 1.6 3.2 2.1

% Other 14 3.0 2.9

% Hispanic or Latino 0.6 1.5 2.8

Education — Highest Level Achieved by Population 25 Years
and Older*
% HS Graduate or Higher 97.4 91.9 86.1
% BA or Higher 19.6 14.4 21.2
Employment for Population 16 and Older*

% Employed full or part-time 79.4 75.7 65.3

% Looking 3.0 71 29

% Not in Labor Force 17.6 17.1 31.8

Mean Total Monthly Individual Income® $2264 $2178

Median Total Monthly Household In- $3525 $2924 $3289

come*

Occupation for Population 16 and

Older **

% Professional 411 29.6 31.3

% Crafts/Laborer 18.9 36.0 27.0

% Sales 24.9 21.3 25.9

% Service 12.5 11.3 14.8

% Farm Worker 2.7 1.8 1.1

Military Status*

% Veteran 54 15.3 13.3

% Active Service - 1.0 0.1

*p<.05

" The census data is based on the population 18 and older, there were, however, 3 gamblers and 10 concerned others
below that age in the Iowa dataset.

* The census does not report individual income.

’ Occupational categories from the IGTP are matched as closely as possible to similar occupational categories from the
US Census.
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3.3.3 Economic, Social and Health
Variables

Table 6 presents the economic, social and
health problems experienced by individuals with
gambling problems. About one in eight (13%)
gamblers reported losing at least one job in the
past five years. On average, gamblers wagered
$522 a week and were $34,639 in debt, with
$14,084 attributable to gambling. It is important
to note that the median value for gambling debt
was $4,060 and the median value for weekly
wagers was $300. This finding suggests that
most individuals accumulated considerably less
gambling debt than indicated by the mean value
(i.e., average); the corollary to this observation
indicates that there are limited, but statistically
influential, cases with very large gambling re-
lated debt.

A quarter of the gamblers had declared bank-
ruptcy. Forty-one percent of gamblers had been
arrested in their lifetimes; 22% of those arrested
had been arrested on charges related to gam-
bling. 23% of gamblers had been treated for
substance abuse. The health risk behaviors they
engaged in at least daily at the time of admission
show a high rate of tobacco use and relatively
large proportions of the gamblers reporting
compulsive behaviors and abuse of food, alco-
hol, and other substances. Although most clients
had some form of health insurance (72%), only
52 individuals reported that their insurance cov-
ered gambling treatment. The bulk of the sample
(91%) reported that their primary source of
payment would be state unit reimbursement. A
helpline referred the greatest number of indi-
viduals (36%) to the treatment program.

Table 6 Selected Demographics at Admis-
sion or Placement Screening for Admitted

Gamblers

Economic Factors

% Declaring Bankruptcy 23.7
Credit Card Debt $7726
Total Debt $34639
Gambling Debt $14084
Amount Lost Weekly $522
Most Lost in 1 Week (last 6 months) 1929
% Lost Legally (weekly) 94

% Lost lllegally (weekly) 4

Work days missed due to gambling 210
(last 6 months)

Jobs lost due to gambling (last 5 0.22
years) ’
Social Factors (%)

Arrested in Lifetime 40.5
Arrested for Gambling 8.9
Arrested in past 12 months 141
Attend GA Meetings 17.2
Treated for Substance Abuse 22.8

Health Risk Behaviors (at least daily, %)

Tobacco Use
Compulsive Work
Food Abuse

Alcohol Use
Compulsive Sex

lllicit Drug Use
Compulsive Spending
Prescription Drug Use
Physical Harm to Self

Physical Violence

60.8
5.9
4.0
3.7
2.1
1.7
1.3
1.1
0.3
0.0
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3.3.4 Gambling Behavior

Table 7 presents gambling behaviors for admit-
ted gamblers. When they first gambled, admit-
ted gamblers were a mean age of 25 years and

Table 6 Selected Demographics at Ad-
mission or Placement Screening for Admit-
ted Gamblers (cont.)

Referral and Payment (%) 42% reported their first gambling experience
With Health Insurance 72.0 was with friends.
With Treatment Coverage 25 Over a decade e!apse;d before' the average
_ gambler began experiencing gambling problems.
Recommendation for treatment 89.1 . .
The largest portion of money spent on gambling
Sought Prior Help for Gambling Problems 20.5 was to play slot machines; the portion of gam-
bling money spent on slot machines (58%) was
Primary Source of Payment four times as much as the next largest activity,
State Unit 913 casino table games (14%). Fll‘lz.llly, 62% re-
ported gambling at least weekly in the last 30
Self-Pay 5.5 . .
days and 10% reported gambling daily.
No Charge 0.8 .
For some phases of the IGTP (e.g., crisis con-
Health Insurance 0.8 .. .
. tacts) participants who chose to remain anony-
State Non-Unit 0.6 mous represent much of the information col-
Private Pay 0.5 lected. Roughly half of all crisis contacts were
Medicaid Eligible 0.2 from interactions with anonymous respondents.
Other Federal Funds 0.2 Information obtai.ned at a furthfer point ip the
. . sequence of services delivered involved just a
Medicare Eligible 0.1 . .
few anonymous respondents but the information
Medicare/Medicaid Eligible 0.1

could still be confounded by the presence of
multiple admissions. In our earlier presentation
of baseline demographic characteristics, we de-
scribed the construction of the gambler-specific
information base. As a result, we were able to

Referral source

Helpli 36.2 . . . .
epine identify gamblers who had a single admission to
Self 215 the IGTP and those with multiple episodes. This
Justice Court 6.8 section begins with an examination of the differ-
AOD Provider 6.7 ences between singly- and multiply-treated
Other Person 58 gamblers. In the next section, we describe the
differences between groups of gamblers defined
Spouse/Partner 4.9 .. . .
_ by characteristics that can impact gambling
Health Provider 3.0 problems and treatment (i.e., gender, gambling
Employer or EAP 2.7 treatment prior to IGTP, and whether a con-
Community Clinic 2.4 cerned other of the gambler also participated in
Other Community 17 the IGTP). The groups are contrasted on geveral
Debt Counselor 16 factors, such as background characteristics, fi-
’ nance, and health related behaviors.
GA Gam-Anon 0.6
School 0.2 3.3.5 Treatment Multiplicity

Although people with multiple treatments
might confound the description of the basic
demographic and behavioral characteristics of
gamblers, an analysis of the multiply-treated
clients could be helpful in developing interven-
tions to help prevent relapse. The process of
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Table 7 Gambling Behav ior at Admission or Placement Screening for Ad mitted Gamblers

began

Family acceptance of gambling

llean % of money gambled per activity
Slots

Casino Games
Video Poker
Scratch Tickets
Sports

Racetrack

Lottery

Bingo

Mon-Casino Cards
Other

Stocks

keno

[ SN A |
[ T SN

—_ =k = = P3P R LD

lMean age when first gambled 257
Mlean age when problem gambling 38 1

Yesg 4372
Mo 33.0

Person first gambled with

Friend 423
Family 14.8
Felative 11.7
Self 103
Parent g7
Other 135
Sibling 36

Frequency of All Types of Gambling
in the Last 30 Days

Maone 16.6
Less than once a week 21.2
1or2times aweek 2013
3 to Gtimes a week 232
Daily 17
2 to 3times a day 1.4
4 or more times a day 07

identifying initial and subsequent treatment epi-
sodes grouped the 2,356 admitted gamblers into
two groups: (1) a large group with only one
treatment episode (N = 2,068, 88%) and (2) a
group with multiple episodes (two episodes N =
234, 11%, more than two N = 54, 1%). We
completed two main analyses. First, we com-
pared the information provided at the first ad-
mission to identify general differences between
the groups. Second, in order to identify changes
that might relate to the treatment experience, we
compared the characteristics provided by multi-
ply-treated gamblers at their first admission to
characteristics reported at their second admis-
sion.

Differences between Singly and
Multiply Treated Gamblers at
Baseline

Gamblers who had multiple treatment epi-
sodes were not different from other gamblers on
any of the basic demographic measures of age,
gender, number of children, relationship, race,
ethnicity, education, employment, occupation,
military status, health insurance or income.

Multiply-treated gamblers reported wagering
on more days during the 30 days prior to admis-
sion than did their first admission counterparts
(t(2336)=-1.74 p<0.05). However, multiply
treated gamblers wagered a smaller portion of
their total wagers on live keno (t(1305.4)=2.4
p<0.05) and at race tracks (t(607.5)=3.06
p<0.05) than single admissions. Table 8 pre-
sents the group means for these and other vari-
ables with significant differences. There were no
differences between these groups on other
measures of gambling style including preference
for other gambling activities and the proportions
of legal and illegal gambling.

Groups distinguished by treatment episodes
were not different on measures of gambling his-
tory. These measures included the time from
when they first thought they had a gambling
problem to admission, age at first exposure to
gambling, who they first gambled with, and fam-
ily acceptance of gambling.

Gamblers who went on to have multiple epi-
sodes of treatment had more severe experiences
as a result of their gambling. The observed dif-
ferences were not in terms of gambling losses.
The multiply-treated gamblers’ total debt and
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debt due to gambling were not different from
participants who had a single treatment episode
and their credit card debt was actually signifi-
cantly less than participants with a single treat-
ment episode (t(628.2)=2.24 p<0.05). Given that
the overall debt was the same for both groups,
this finding might result from multiply-treated
gamblers having lower credit card limits and/or
fewer credit cards, possibly due to previous
credit problems.

Gamblers with multiple treatment episodes
evidenced more severe non-monetary experi-
ences due to gambling. They missed more days
of work or school due to a gambling-related
problem (t328.4)=-1.73 p<0.05), had more prior
gambling-related arrests (x*(1)=7.9 p<0.05), and
a higher percentage of them had prior treatment
for gambling problems (y°(1)=21.66 p<0.05). At
intake, the interviewer provided a global meas-
ure of severity of need for treatment by recom-
mending or not recommending the client for
treatment. More of the multiply treated gamblers
were recommended for treatment (x*(1)=10.19
p<0.05).

Participants were asked to identify behaviors
in the last 30 days and whether they had ever
been treated for substance-related problems.
Multiple-episode gamblers were more likely to
have a history of treatment for substance abuse
(x*(1)=2.95 p<0.05), but single episode gamblers
were more likely to have used drugs in the past
30 days (y*(1)=4.27 p<0.05). They did not differ
on tobacco, or alcohol use, or on compulsive
work, sex, or spending. They did not experience
physical violence or harm to themselves with
any greater frequency. They were more likely to
abuse food (self-starvation, purge, and binge)
(*(1)=5.59 p<0.05).

Table 8 Baseline Characteristics of Single and
Multiple Treatment Episode Clients

Single Multiple

Measure Mean N Mean N  Significance

% Live 0.6 2036 0.2 268
Keno
Gambling

p<.05

% Race- 2.2 2036 0.8 268 p<.01
track
Gambling

Days Wa- 10.3 2050 11.9 288
gered
Last
Month

p<.10

Credit $7,953 2002 $6,134 285 #
Card Debt

Days of 2.0 1847 3.0 268
Work

Missed

Last 6

months

p<.10

% Prior 10% 2068 15% 288 p<.01
Gambling-

related

Arrest

% Prior 19% 2050 31% 288 p<.01
Gambling
Treatment

% Rec- 88% 1604 96% 205 p<.01
ommend

for Treat-

ment

% Used 7% 2068 4% 288 #
lllicit

Drugs

Last

Month

% Food 13% 2068 18% 288
Abuse
Last
Month

p<.05

% Treated 22% 2049 27% 288
for Sub-
stance
Problems

p<.10

# p < .05 but the single treatment group was
more severe in these instances.

The Differences between the First
and Second Admissions of Multi-
ply-treated Gamblers

The IGTP program provided services to 288
gamblers with multiple admissions to treatment
during the study period. We examined the dif-
ferences in gambling-related behavior and se-
quelae of problem gambling reported at the be-
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ginning of the first and second admissions to
treatment. The time from first to second admis-
sion ranged from one month to three and a half
years. The distribution of time between admis-
sions was reasonably flat as indicated by the fact
that the modal interval (three months) was the
case for only 7% of the sample. The median in-
terval was eleven months. Some of the items
asked for information about the last six months.
To avoid confounding results due to an overlap
of the referenced time, we concentrated our
analysis on participants with seven or more
months between admissions. (To gauge the ef-
fect of eliminating early readmissions, we re-
peated the analyses without eliminating any sec-
ond admissions. The results of the analyses were
the same with and without the early readmis-
sions.)

By the second admission, gamblers continued
to accumulate untoward events due to gambling.
Work-related problems due to gambling in-
creased between admissions. The number of jobs
lost in the last five years increased significantly.
We considered that some participants returning
to treatment would feel the need to get help be-
fore losses mounted to previous levels. The dif-
ferences between admissions on gambling-
related debt, weekly losses, and most money lost
in a week during the last six months were not
significantly large, but were all in the direction
of involving more money at the second admis-
sion.

Table 9 presents the group statistics for char-
acteristics that changed significantly from the
first treatment episode to the next for gamblers
who went longer than six months between ad-
missions. The gamblers made changes in their
gaming preference by reducing wagering on
slots (t(183)=-2.3 p<0.05), videos (t(170)=-3.15
p<0.05), bingo (t(167)=-2.58 p<0.05), sports
betting (t(168)=-1.98 p<0.05). These declines in
preference of gambling venues were offset by
increases in lottery and scratch tickets plays but
those differences were not statistically signifi-
cant. This might represent an attempt to avoid
casinos, the venue for slot machines and video
betting activities. The change in venue prefer-
ences did not influence the amount of usual
losses, which increased slightly over time. The
multiply-treated gamblers experienced signifi-

cant increases in jobs lost due to gambling prob-
lems (t(189)=2.26 p<0.05). One seemingly posi-
tive change after the first treatment episode is
that the multiply-treated gamblers reduce the
days they gambled in the 30 days before admis-
sion t(199)-3.396 p<0.05).

Table 9 Differences between First and Second
Treatment Episode by Gamblers

First Second
Epi- Episode
sode

Measure Mean Mean N
% Slot Ma- 60 54 184
chine Gam-

bling

% Video 11 8
Poker/Games

Gambling

% Bingo 3 1
Gambling

% Sports 3.5 1.7 169 *
Betting

Days Wa- 12.7 11.7
gered Last

Month

Jobs Lost 0.18 0.26 190 *
Due to Gam-

bling in the

last Five

Years

Significance

171 *

168 *

200 *

*p<.05

These analyses have identified some differ-
ences between people who had a single treat-
ment and those with multiple treatment episodes
during the study year. There are several qualifi-
cations to the results. First, there are a number of
clients identified as single treatment participants
who have not had sufficient time at risk to group
them accurately. The median interval between
first and second admissions was 11 months. The
clients who were admitted in the last year of the
study period include many who are (would be)
in need of multiple treatments. Second, there
may be some clients in the single-treatment
group that relapsed after their initial treatment
within the IGTP but who did not seek treatment
or who received treatment outside of the IGTP.
Some clients had a history of treatment for gam-
bling problems prior to the IGTP. Nineteen per-
cent (19%) of the gamblers identified as single-
treatment subjects in our study reported previous
treatment at baseline. The effect of these condi-
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tions is to reduce the number and magnitude of
group differences because the single-treatment
group contains some potentially or actually mul-
tiply-treated clients. The differences observed
between groups are thusly conservative. As a
corollary, we are more confident that the differ-
ences would also be observed using more accu-
rately defined groups.

3.3.6 Individual Differences

The admissions/placement screening form
provided a large amount of information pertain-
ing to individuals’ background characteristics,
financial profile, history of delinquency, gam-
bling habits, and associated health behaviors.
Using this information, Section 3.3 detailed
IGTP participants’ overall profile. In the current
section, we use the same information to report
more detailed profiles for individuals distin-
guished by the following factors: gender, gam-
bling treatment history, and concerned other in-
volvement. We targeted these factors because of
the potential for differences in inter-group pro-
files to impact on treatment planning and out-
comes. All analyses in this section used informa-
tion from the gamblers’ baseline data (N=2,356).

Gender

Background Characteristics

Consistent with previous research (Tavares,
Zilberman, Beites, & Gentil, 2001), women par-
ticipants in the IGTP began gambling later in
life (t(1910.2)=-16.04 p<0.05) and developed a
problem with gambling later (t(2149.8)=-10.45
p<0.05); women also progressed to problem
gambling (t(2126.1)=5.99 p<0.05) and pro-
gressed to treatment more quickly than did men
(1(2023.6)=9.46 p<0.05) (Table 10). Women
were more likely to be married (x*(2)=37.38
p<0.05) and were more likely to report that they
were parents (x’(1)=40.13 p<0.05). Men were
more likely to report that they had full-time em-
ployment (x*(1)=28.45 p<0.05). There was no
statistical association between gender and the
following background variables: highest grade
completed, months employed in past 6 months,
and race.

Table 10 Statistically Significant Gender
Differences in Background Characteristics

Men N Women N
Background Mean Mean

(SD) (SD)
Age First 21.7 1350 30.0 974
Gambled (11.3) (13.0)
Age Gambling 35.8 1263 40.9 944
Became a (12.2) (10.7)
Problem
Years to Prob- 14.0 1263 10.9 942
lem (12.7) (11.5)
Years to 5.7(6.9) 1258 3.6(3.7) 937
Treatment

Percent Percent
Relationship
History
Single 24% 1361 14% 977
Employment
Status
Employed Full 72% 1361 61% 978
Time
Parental
Status
Parents 34% 1362 22% 977

Financial Situation

Women reported a lower personal monthly in-
come than did men (t(2168.6)=6.14 p<0.05)
(Table 11). There was no statistical association
between gender and the following finance vari-
ables: bankruptcy status, current household in-
come, credit card debt, overdue bills, total debt,
and gambling debt.

Table 11 Statistically Significant Gender Differ-
ences in Financial Characteristics

Males N Females N
Income Mean Mean
(SD) (SD)
Personal  $2015 1358 $1459 977
Monthly  (2229) (2107)
Delinquency

Men tended to report more delinquent behav-
iors. For example, they lost more jobs due to
gambling (t(2063.6)=3.75 p<0.05) and surpassed
women on all arrest variables (arrests last year
1(2224.2)=3.69 p<0.05; total arrests
t(1834.9)=8.0  p<0.050; gambling arrests
t(2272.03)=2.6 p<0.05; non-gambling arrests
t(1813.6)=7.8 p<0.05); ever incarcerated
v(1)=116.03 p<0.05) (Table 12). There were no
statistical associations between gender and days
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of work or school missed due to gambling prob-
lem.

Table 12 Statistically Significant Gender
Differences in Delinquency Characteristics

p<0.05), but women wagered more playing
bingo (t(1371.5)=-4.53 p<0.05) (Table 13).
There was no association between gender and
the following gambling variables: days gambled
in the last month, money spent on keno, money
spent on video poker, and money spent on
scratch tickets.

Table 13 Statistically Significant Gender
Differences in Gambling Behavior

Males N Females N
Delinquency Mean Mean

(SD) (SD)
Jobs Lost 0.27 1291 0.15 908
due to PG (1.03) (0.55)
Arrests last 0.24 1347 0.15 974
Year (0.63) (0.56)
Total Arrests 2.22 1347 0.64 974

(6.63) (2.52)
Gambling 0.18 1347 0.12 974
Arrests (0.87) (0.54)
Non- 2.04 1347 0.53 974
gambling (6.51) (2.41)
Arrests
Ever Incar- Percent Percent
cerated
Yes 31% 1361 12% 977

Gambling

The gambling habits and experiences of men
and women differed in a number of ways. At the
basis of some differences might be a greater cul-
tural acceptance of gambling among men then
women. In this study, the bias is confirmed by
the finding that more men reported that their
family found gambling acceptable (x*(2)=6.70
p<0.05). Men also reported greater dollar losses
(total lost weekly t(2165.6)=2.0 p<0.05, most
lost in one week t(1723.7)=4.14 p<0.05), and
losses were illegal (t(2225.7)=6.32 p<0.05) at a
greater proportion than women reported losses
were illegal. Although both men and women
reported that they spent the majority of their
money playing slots, men reported spending sig-
nificantly less money on slots than did women
(t(2209.4)=-15.23 p<0.05). Men’s playing pat-
terns seemed more diverse; the average woman
gambler spent 73% of her gambling money play-
ing slot machines. Further, a greater proportion
of women reported daily or more gambling
(X’(2)=6.26 p<0.05). This supports other re-
search that suggests that women play lower cost
games, perhaps in order to maximize the amount
of time they are able to play (Hing & Breen,
2001). Men wagered more on casino games
(t(2154.7)=13.47 p<0.05), sports
(t(1591.7)=8.31 p<0.05), and races (t(1500)=7.0

Males N Females N
Losses Mean Mean

(SD) (SD)
Total Lost $561 1361 $467 977
Weekly (1474) (777)
Percent Lost 6(21) 1360 2 (12) 976
lllegally
Most Lost in  $2,306 1359  $1,403 977
1 Week (7532) (2410)
Gaming % Wa- % Wa-
Preference gered gered
Slots 46 (44) 1341 73(39) 963
Casino 21 (36) 1341 5 (20) 963
Games
Sports 5(18) 1341 >1(5) 963
Racetrack 3(16) 1341 >1(3) 963
Bingo 1(7) 1341 3(13) 963
Family Ac-
ceptance of
Gambling
Accepting 456% 1361 40.7% 977
Gambling
Frequency

Almost Daily 32.2% 1361 34.1% 977
or More
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Health Behaviors

Women were more likely to report that they
had health insurance (3*(1)=6.7 p<0.05) while
men were more likely to report that they had a
concerned other involved (COI) in their treat-
ment (x*(1)=20.49 p<0.05). Few people reported
poor health behaviors other than smoking and
drinking. Analyses revealed, however, gender
differences for a number of health behaviors.
For example, relative to men, women reported
more almost daily or more tobacco use
(’(2)=8.1 p<0.05), food abuse (y*(2)=49.09
p<0.05), and compulsive shopping (x*(2)=18.95
p<0.05); men reported more almost daily or
more alcohol (}*(2)=29.60 p<0.05) and illicit
drug use (x*(2)=13.93 p<0.05) and were more
likely to have previously received drug or alco-
hol treatment (x*(1)=77.81 p<0.05) (Table 14).
There were no significant differences between
gender and the following health variables: prior
help with gambling, prescription drug abuse,
compulsive working, compulsive sex, violence,
self-harm, GA meetings/month.

Table 14 Statistically Significant Gender
Differences in Health Behavior

Treatment History

Background Characteristics

Treatment history related to a number of par-
ticipants’ background characteristics. For exam-
ple, those who reported previous treatment for
gambling (PT) also reported more years of edu-
cation (t(716.7)=3.33 p<0.05) and more years
between the time they developed a problem with
gambling and entering the IGTP (t(676.7)=6.94
p<0.05). PTs were younger the first time they
gambled (t(2322)=-2.43 p<0.05) and when they
first developed a problem with gambling
(t(2205)=-3.578 p<0.05) than were individuals
who reported no previous treatment for gam-
bling (NPT) (Table 15). There was no statistical
association between treatment history and the
following background variables: parental status,
relationship history, race, employment status,
months employed in past 6 months, and years to
develop problem.

Table 15 Statistically Significant Background
Characteristics by Treatment History Group

Previously Not Previ-
Treated ously Treated

Males N Females N

Percent Percent
Health Insur-
ance
Yes 70 1361 75 977
Concerned
Other Involved
Yes 32 762 23 603
Prior Drug or
Alcohol Treat-
ment
Yes 29 398 14 134
Tobacco Use
Almost Daily or 59 1,360 65 977
More
Alcohol
Almost Daily or 11 1,361 7 977
More
lllicit Drug Use
None 93 1,359 96 974
Food Abuse
Yes 9 1,360 19 974
Compulsive
Shopping
Yes 11 1,357 17 974

Background Mean N Mean N

(SD) (SD)
Highest Grade 13.2 480 129 1858
Completed (2.1) (1.9)
Age First Gam- 24 479 26 1845
bled (12) (13)
Age Gambling 36 476 38 1731
Became a 11) (12)
Problem
Years to 6.6 474 4.3 1721
Treatment (6.5) (5.6)

Financial Situation

Treatment history related to the amount of
debt individuals reported. Specifically, PTs re-
ported more total debt (t(602.71)=2.09 p<0.05)
and more gambling related debt (t(553.9)=3.22
p<0.05) which might reflect a longer history of
problem gambling. PTs also were more likely to
have declared bankruptcy (*(1)=26.85 p<0.05)
(Table 16). There was no statistical association
between treatment history and the following fi-
nance variables: personal monthly income,
household monthly income, credit card debt, and
overdue bills.
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Table 16 Statistically Significant Financial Situa-
tions by Treatment History Group

wagered spent on bingo, money wagered spent
on scratch tickets, money wagered spent on lot-
teries, money wagered spent on racetrack,
money wagered spent on sports betting, money
wagered spent on stocks, money wagered spent
on other gambling.

Table 18 Statistically Significant Gambling Behav-
ior by Treatment History Group

Previously Not Previously
Treated Treated
Debt Mean N Mean N
(SD) (SD)
Total $40,392 478 $33,120 1,809
(71,738) (49,757)
Gambling $18,417 479 $12,956 1,840
Related (49,757) (27,123)
Bankruptcy  Percent Percent
Status
Declared 33 480 21 1,858
Delinquency

Table 17 shows that individuals who reported
previous treatment for gambling were more
likely to report that they had lost a job due to
gambling (t(564.5)=2.05 p<0.05). There were no
statistical associations between treatment history
and the following variables: history of incarcera-
tion, days of work missed due to problem gam-
bling, times arrested in past year, lifetime ar-
rests, gambling arrests, non-gambling arrests.

Table 17 Statistically Significant Delinquent Be-
haviors by Treatment History Group

Previously Not
Treated Previ-
ously
Treated
Delinquency Mean (SD) N Mean N
(SD)
Jobs Lost 0.31(1.2) 464 0.19 1734
due to PG (0.75)

Gambling

PTs perceived their families to be more ac-
cepting of gambling than NPTs (}*(2)=6.15
p<0.05). Treatment was associated with gaming
preference; PTs spent more money on casino
games (1(666.7)=2.1 p<0.05) and NPTs spent
more money on slots (t(702.9)=-2.51 p<0.05)
and playing non-casino cards (t(1690.5)=-2.99
p<0.05) (Table 18). There was no association
between treatment history and the following
gambling variables: gambling frequency in past
30 days, total lost weekly, percent lost legally,
percent lost illegally, most lost in one week in
past 6 months, money wagered spent on keno,
money wagered spent on video poker, money

Previously Not Previ-
Treated ously

Treated
Gaming % N % N
Preference
Casino 17 465 14 1,839
Slots 53 465 59 1,839
Non-casino 1 465 14 1,839
Cards
Family Accep-
tance of Gam-
bling
Accepting 49 480 42 1,858

Health Behaviors

As might be expected, PTs were more likely
to report attending GA meetings in the months
before admission (t(578.3)=4.0 p<0.05). These
individuals were also more likely to report abus-
ing food almost daily or more (x*(2)=20.23
p<0.05). Table 19 summarizes these findings.
There were no significant differences between
treatment history and the following health vari-
ables: health insurance status, concerned other
involvement, previous drug or alcohol treatment,
tobacco use, alcohol use, illicit drug use, pre-
scription drug abuse, compulsive work, compul-
sive sex, compulsive shopping, violence, self-
harm.

Table 19 Statistically Significant Health Behaviors
by Treatment History Group

Previously Not Previously
Treated Treated
Self-help Mean N Mean N
(SD) (SD)
GA meet- 1.3 480 0.6 1,858
ings/month (3.57) (2.22)
Food Percent Percent
Abuse
Yes 20 479 11 1,855
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Concerned Other Involvement

The reader will remember that concerned oth-
ers were not linked to gamblers in the informa-
tion base. The only record of the participation of
concerned others in a gambler’s treatment is an
item on the discharge record. However discharge
records with this item completed were available
for only 1,337 gamblers. The discharge records
included 384 (64% male and 36% female) gam-
blers with a concerned other. The total number
of concerned others in the identified and collated
information base was 374. The small gap be-
tween these figures supports the perception that
most gamblers with concerned others have been
identified and the results are not biased by a lack
of complete information.

Background Characteristics

As Table 20 summarizes, the involvement of a
concerned other is related to a number of other
participant background characteristics. Individu-
als who reported concerned other involvement
(COI) were more likely to report employment in
the past six months (t(739.7)=2.05 p<0.05) and
to report full time employment (yx*(1)=9.78
p<0.05). These individuals were also much more
likely to currently be married or cohabitating
with someone (x*(2)=83.6 p<0.05) and to be
parents (x*(1)=5.36 p<0.05). Finally, relative to
individuals who reported no concerned other
involvement (NCOI), a greater proportion of the
COI group was white (y°(1)=4.35 p<0.05). There
was no statistical association between concerned
other involvement and the following background
variables: highest grade completed, age first
gambled, age gambling a problem, years to de-
velop a problem, years to enter treatment.

Table 20 Statistically Significant Background
Characteristics by Concerned Other Group

col NCOI

Background Mean N Mean N

(SD) (SD)
Months Employed 5.2 363 4.9 868
in the Past 6 (1.8) (2.0)
Months
Relationship Percent Percent
History
Single 12 382 22 950
Employment
Status
Employed Full 74 382 65 950
Time
Parental Status
Parents 75 382 69 949
Race
Non- 4 382 7 950

White/Caucasian

Financial Situation

COlIs had a larger monthly household income
(1(1328)=2.94 p<0.05)) and a larger total debt
(t(656.8)=3.85 p<0.05) than did NCOIs (cf., Ta-
ble 21). There were no statistical associations
between concerned other involvement and the
following finance variables: bankruptcy status,
personal monthly income, credit card debt, over-
due bills, gambling related debt.

Table 21 Statistically Significant Financial Situa-
tion by Concerned Other Group

col N NCOI N
Income Mean Mean
(SD) (SD)
Monthly $2,844 381 $2,326 949
Household (2,313) (3,111)
Income
Debt
Total $43,749 381 $32,358 935
(48,979) (46,734)
Delinquency

As Table 22 shows, NCOIs tended to report
more problem behaviors than COlIs. Specifically,
they reported more jobs lost due to gambling
(t(940.2)=-2.0 p<0.05) and exceeded COIls on
arrest variables (past year arrests t(884.2)=-2.16
p<0.05; gambling arrests (1199.4)=-2.87
p<0.05; ever incarcerated y°(1)=6.66 p<0.05).
These differences might be due to the uneven
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gender distribution within involvement groups.
There were no statistical associations between
concerned other involvement and the following
variables: days of work missed due to problem
gambling, lifetime arrests, non-gambling arrests.

Table 22 Statistically Significant Delinquency by
Concerned Other Group

Health Behaviors

COIs were more likely to have health insur-
ance (x*(1)=6.06 p<0.05) and less likely to re-
port previous treatment for a drug or alcohol
problem (x*(1)=7.08 p<0.05) (cf., Table 23).
Again, these results might stem from gender dif-
ferences in involvement groups. There was no

. col NCOI significant difference between concerned other
Delinquency '\(’Iseg? N “(’Iseg;‘ N involvement and the following health variables:
Jobs Lost due 018 366 028 890 {).rl.or (?elp sought, tobzllcc.o usz, alcoll;ol use;, 11(-1
o PG (0.71) (1.0) icit drug use, prescription drug abuse, foo
Past Year Ar- 0.11 379 0.18 943 abus.e, compu}swe yvork, compulsive sex, com-
rests (0.48) (0.62) pulswe shopping, violence, self-harm, GA meet-
Gambling Ar- 001 379 018 943 ings/month.
rests (0639) (0571) Table 24: Statistically Significant Health Behav-
Et\:e%r Incarcer- /o 7 iors by Concerned Other Group
Yes 15 382 21 949 col NCoOl

Health Insurance % N % N
Gambling Yes 78 382 71 949
i Prior Drug or Alcohol
Concerned other involvement was not a good Treatment
predictor of gambling behavior. However, Yes 15 382 22 949

NCOIs did report a larger amount lost in any one
week during the six months prior to admission
(t(1328.8)=-2.21 p<0.05) (cf., Table 23). There
was no association between concerned other in-
volvement and the following gambling vari-
ables: family acceptance of gambling, frequency
of gambling in past 30 days, total lost weekly,
percent lost legally, percent lost illegally, money
spent on casino, money spent on slots, money
spent on keno, money spent on video poker,
money spent on non-casino cards, money spent
on bingo, money spent on scratch tickets, money
spent on lotteries, money spent on racetrack,
money spent on sports betting, money spent on
stocks, money spent on other gambling.

Table 23: Statistically Significant Gambling
Characteristics by Concerned Other Group

(of0]| NCOI

Losses Mean N Mean N

(SD) (SD)
Most Lost $1,655 382 $2,017 949
in One (2,166) (5,460)
Week in
Past 6
Months

3.3.7 Service Patterns

To examine how service might vary as a con-
sequence of individuating variables (e.g., gender
or treatment history), we collated the aggregated
service records of identified clients with the ad-
mission/placement records of identified clients.
This resulted in 2,730 records. Of these, 2,356
were for identified gamblers. As Figure 7 shows,
nearly two-thirds of the identified gamblers
(64%) received individual counseling and nearly
half received group counseling (45%). Less than
10% of the gamblers had family counseling and
roughly 11% had continuing care (CC).
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Figure 7 Percent of Gamblers Receiving Service

100

Gamblers

Table 25 summarizes the total number of
identifiable gamblers who received each particu-
lar type of service: individual, family, and group
counseling, and individual and group continuing
care for each of the groups compared by indi-
viduating characteristics. Being female and hav-
ing a history of previous treatment for gambling
problems related to receiving more individual
counseling (gender ¥2(1)=23.0; previous treat-
ment ¥2(1)=42.64) and group counseling (gen-
der x2(1)=11.27; previous treatment
¥2(1)=29.83). People previously treated also
received more continuing care group sessions
(x2(1)=4.94) and family counseling sessions
(x2(1)=4.59). More gamblers who had con-
cerned others involved in treatment had group
counseling (¥2(1)=9.24) and this COI group had
the highest proportion receiving family counsel-
ing (x2(1)=337.54). Interestingly, they were also
the group that was most likely to receive indi-
vidual continuing care (¥2(1)=23.57) and group
continuing care (¥2(1)=33.94) services.

Table 25 Proportion of Gamblers by Service by
Individuating Group

Counseling Continuing Care
Individual Group Family Individual Group
Gender
Iisle 80.2 42.2 87 8.1 48
(H=1371})
Female aas8* 49.1° 82 5.1 50
(N=2815)
Prewvious Treatment for Gambling Preblems
‘as (M=480) 773 55.8 11.0 T2 a9
Mo (N=1858) a1.3~ 41.8¢ 20" 53 4.4
Concerned Other Involved
Yes (N=384) 211 88.0 38.8 13.3 12.0
No (H=853 533 80.1* 2.0 5.5* 4.2
* =p<0.05.

There were no differences between the groups
in the average length of sessions except for the
groups defined by whether concerned others
were involved or not. The length of continuing
care counseling was mixed. Gamblers with con-
cerned others had longer individual continuing
care sessions (t(101)=2.11) but shorter group
(t(88)=-3.31) sessions compared to gamblers
without a concerned other involved (Table 26).

Table 26 Mean minutes per session by type of ser-
vice

Counseling Continuing Care
Individ ual Group Family Individual Group
Gender
Male 87.70 11072 7710 80.1 98.21
Female 88.27 11272 8080 80.22 94.28

Prewious Treatment for Gambling Problems

es 83.2 11135 8108 85.30 43.55
No a7.az 111.81 7781 a7 84 arTz2
Concerned Other Invelved

es g8.02 111.54 Fral 83.87 8924
No 89314 11082 TEO2 57.07 103.94°
* = p<0.05.

In addition to the quantity of services re-
ceived, we also examined the patterns of ser-
vices received. We identified seven discrete ser-
vice patterns of individual, group, and family
counseling: (1) individual counseling only, (2)
group counseling only, (3) family counseling
only, (4) individual and group counseling, (5)
individual and family counseling, (6) group and
family counseling, and (7) all three: individual,
group, and family counseling. Individuals in
these groups might also have received continu-
ing care.

Figure 8 shows the percent of gamblers re-
ceiving each pattern of services. The most fre-
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quent pattern of services was a mix of individual
and group counseling followed by treatment
with only individual counseling. These two pat-
terns encompass 80% of the IGTP participants’
treatment programs.

Figure 8 Gamblers by Service Pattern
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We performed an analysis parallel to the type
of services received comparing service patterns
across groups defined by gender, previous
treatment, and concerned other involvement.
Because the number of gamblers who received
family counseling was small, we combined the
service patterns involving family counseling into
a single group before conducting the analysis.
Table 27 shows that the pattern of services did
not differ across gender. Previous treatment for
gambling problems was associated with more
patterns of service that included both individual
and group counseling (¥’(3)=8.11). The in-
volvement of concerned others resulted in ser-
vices that included family counseling for 39% of
the gamblers in this group (x*(3)=336.99). While
this is a large concentration of a relatively rare
pattern, given the concerned others’ availability
and willingness to participate, we might expect
the prevalence of family counseling to be even
higher.

3.3.8 Summary

The differences between men and women
identified gamblers were consistent with other
research that indicates that women begin to
gamble at a later age but proceed more rapidly to

treatment. Among IGTP participants women on
average began gambling 10 years later than men
but reported that gambling became a problem
two years sooner after they began gambling.
However, the proportion of women who had
received prior treatment for gambling problems
was only half that of men. Women gamblers lost
less money; the most money they lost in a week
was only 60% of the money lost by men. The
average woman spent 75% of her time gambling
on slot machines. Men and women did not have
different patterns of counseling services re-
ceived.

Table 27 Prevalence of Gambling Patterns

Category Individual Group Individual Any  Signifi

(N} +Group Fami cance
ly

Gender (N}

Male 325 7.3 471 131 NS

(905)

Female 315 57 M7 111

(737)

Previous Treatment

Yes(389) 283 4.1 5.0 136 FP=.08

Mo 335 6.5 43.0 12.0

(1,237)

Concemed Other Involvement

Yes(384) 198 4.2 32 /e FP=.01

Mo (942} 389 5.6 535 20

NS = not significant

Our analyses indicated that IGTP participants
who reported previous treatment for gambling
problems were not different from other gamblers
in terms of their current gambling expenditures.
They had 50% more gambling debt at admission
and one in three had declared bankruptcy com-
pared to one in five other gamblers. More par-
ticipants with a treatment history had lost a job
because of gambling. On average they were two
years younger when they started gambling, two
years younger when they recognized that they
had a gambling problem, but it took them two
years longer to enter the IGTP program. The
delay would be consistent with a history of pre-
vious treatment and the fact that they had sig-
nificantly more attendance at GA meetings. A
previous treatment experience was related to an
increase in participation in treatment as reflected
in the finding that more treated gamblers re-
ceived both individual and group counseling.

There were proportionately fewer women
(10%) than men (18%) who had concerned oth-

45



Evaluating the lowa Gambling Treatment Program

ers involved in their treatment. Generally, the
presence of a concerned other was related to
fewer risks for gambling problems. Gamblers
with concerned others were less likely to be sin-
gle, more were employed full-time and had been
employed for a greater portion of the six-months
before admission. Their household incomes
were higher as was their total debt, but the
amount of debt due to gambling was not differ-
ent. They were less likely to have lost jobs due
to gambling, been arrested for gambling-related
offenses, and been incarcerated. The most
money they lost in a week was significantly
lower. They were more likely to have health in-
surance and less likely to have been treated for
substance abuse problems. As expected, gam-
blers with concerned others had the highest pro-
portion (39%) with family counseling in their
service mix.

3.4 Post-Program Results

This section presents the findings from analy-
ses of information collected from identified
gamblers at discharge and follow-up. The data
collection forms used for these phases of the
IGTP are in Appendix B. Some discharge in-
formation was completed by the treatment pro-
viders for IGTP participants who were not inter-
viewed. This procedure captured the information
on participation by concerned others that al-
lowed the analyses reported in the previous sec-
tion. As described below, information was col-
lected on relatively few identified gamblers. At
discharge, 474 of the 2,356 identified gamblers
(20%) completed interviews, and at follow-up,
208 (9%) completed interviews. The smaller
number of interviews was due in part to the
IGTP protocol (see Appendix A) that required
complete information from only certain sub-
groups of participants. Readers should not ex-
trapolate the findings from the analyses pre-
sented below to all IGTP participants.

3.4.1 Discharge

In the IGTP, counselors could discharge cli-
ents for eight different reasons: (1) program
completion (whole), (2) substantial program
completion (partial), (3) referred outside, (4)
program decision due to lack of progress, (5)
client left, (6) incarceration, (7) death, and (8)

other. There were 1,985 discharge records in the
study data base. The IGTP procedures required
counselors to record only the information on the
reason for discharge and participation of con-
cerned others for clients who left the program,
were incarcerated or died. In 1,105 of the 1,700
identified records the reason for discharge was
that the client left the program. A few were in-
carcerated (27) and three died (cf., Table 28).
Consequently, two-thirds (1,135 of 1,700) of the
discharge records did not include client charac-
teristics at time of discharge.

Table 28 Reason for Discharge from Identified
Gambler Records

Proportion of

Discharges
Reason For N %
Discharge
Left, Jailed. Died 1,135 67
Completed Program 250 17
Mostly Completed 183 11
Program
Mo Progress 41 2
Other 26 14
Referred to Other 25 1.5
Treatment
Total Records 1,700 100

Differences between First and Last
Discharge

The 565 discharge records provided by 524
identified gamblers included reports on gam-
bling since admission and program satisfaction.
A few gamblers had multiple discharges: 35
(7%) were discharged twice and three (less than
1%) discharged three times. For the 38 identi-
fied gamblers with multiple discharges, we com-
pared the gamblers’ responses to 54 items
obtained at the first discharge interview to the
responses at the last interview. To protect
against the possibility of spurious significant
findings due to a large number of statistical
comparisons, we used a higher level of statistical
significance (i.e., p < .01), rather than the con-
ventional p < 0.05. Only two of the 54 items had
an average difference that was not likely to have
occurred by chance (paired t-test, p < .01); gam-
blers on average had more total household debt
at the second discharge, $41,745, than at their
first discharge, $28,463 (t(37)=-3.82 p<0.05).
The amount of the debt attributed to gambling
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was similar at first and last discharge, $9,800
and $10,300 respectively. The change in total
debt was likely due to the greater willingness to
commit to debt for household purchases after the
first course of treatment, and does not appear to
indicate a difference in gambling-related behav-
ior over treatments. The other significant differ-
ence was whether a concerned other was in-
volved in treatment. The gamblers with multiple
discharges were more likely to have a concerned
other involved at the first treatment (45%) than
the last treatment (36%) (t(37)=2.89 p<0.05).
The comparison between treatment discharges
found no reason not to select the first or the last
discharge as typical of behavior at discharge.
We merged the information from the last dis-
charge record into the collated gambler informa-
tion base. The decision was based on the slightly
larger fraction of completed programs in later
treatments.

Differences at Baseline between
Gamblers with Single or Multiple
Discharges

To determine if individuals with multiple dis-
charges differed significantly at baseline from
individuals with a single discharge, we com-
pared the admission information for the two
groups. When we collated the discharge infor-
mation, we found that 50 identified gamblers did
not have baseline information from admission'’.
The analysis of the differences between gam-
blers with single and multiple discharges is
based on the 437 gamblers with single dis-
charges and the 37 gamblers with multiple dis-
charges. Using the level of statistical signifi-
cance appropriate to the large number of items
to be compared (p < .01), we found significant
differences between the groups for two of the 70
variables tested. There was only a single proce-
dural difference between the groups defined by
number of discharges. Gamblers with multiple
discharges were first admitted earlier in the pro-
gram (t(158)=1.97 p<0.05). The mean month of

1% Many of these participants may have entered the
IGTP before July 1997; data collected prior to the
GTRS implementation was not available for analysis.

admission was 15 months after the start of the
IGTP, significantly earlier than gamblers with a
single discharge who came into the program an
average of six months later. We considered this

Table 29 Discharge Information for Inter-
viewed Identified Gamblers by Discharge

Proportion Did Not Client-

of Dis- Gamble reported
charges in the Satisfac-
last 30 tion with
days IGTP
Reason N % N %* N %**
For Dis-
charge
Completed 237 50 235 97 235 97
Program
Mostly 160 34 159 82 158 95
Completed
Program
No Pro- 35 7 31 45 33 36
gress
Other 22 5 18 78 18 100
Referred to 20 4 20 55 19 97
Other
Treatment

Total Re- 474 100 463 86 463 92
cords

* Percent of gamblers in each discharge category
who reported not gambling in the last 30 days.
** Percent of gamblers who rated program as
very beneficial or beneficial.

difference procedural because a greater time at
risk would be coincident with multiple admis-
sions and discharges. The other difference was
that gamblers with multiple discharges spent a
smaller fraction of their time (1% on average)
playing scratch tickets than did gamblers with
only a single discharge (6%) (t(439.1)=4.77
p<0.05). Neither of these differences suggests a
systematic difference between persons grouped
by number of discharges.

Characteristics at Discharge

Most of the identified gamblers (84%) who
were interviewed at discharge had completed or
substantially completed their treatment program.
Table 29 summarizes these results. Nearly half
(45%) of the gamblers considered to lack pro-
gress did not gamble in the 30 days previous to
discharge.
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Gamblers who completed their treatment pro-
gram were most likely to have abstained from
gambling in the last month. With the exception
of gamblers discharged by the program for lack
of progress, clients were nearly unanimous in
rating the IGTP as beneficial.

At discharge, identified gamblers reported
reasonably large average weekly losses of about
$120 during treatment and the most money lost
in a week averaged twice the usual losses. Rela-
tively few (3%) attended Gamblers Anonymous
meetings between admissions and discharge and
about one in eight gamblers declared bankruptcy
during the same period.

Table 30 Other Discharge Information for Inter-
viewed Identified Gamblers

Variable Completers Partial Total
(N =237y Completers
(N = 160)*

ltem {Since Mean sD Mean SD  Mean sSD
Admission)

Total § Lost 152 1,639 72 275 120 1279
Weekly

Maost & Lost in 268 1,942 205 E93 242 1583
One'Week

Percent Percent Percent
Lost Job due 5} 3 5
to Gambling
Attended 3 2 3
Gamblers
Anonymous
Declared 14 10 12
Bankruptcy
Used Tobacco 61 50 57
Used Alcohol 26 36 30
Abused Food 5 g g
Compulsive 10 1 10
Waork
Compulsive 2 5 3
Sex
Compulsive 2 4 3
Spending
IShopping

* Ns for specific item vary slightly due to oc-
casional missing observations.

Gamblers who completely or substantially
completed their treatment program dominate the
available information at discharge. As Table 30
summarizes, there were no significant differ-
ences across an array of important gambling and
addiction-related variables between groups de-
fined by the extent to which they completed
their treatment program. We did not include the
items on illicit drug use, misuse of prescription
drugs, physical violence, or physical harm to self
in our analyses because only 1 percent or fewer

of the gamblers reported involvement with these
activities.

3.4.2 Preliminary Follow-up

There were 489 follow-up records in the final
dataset. As shown in Table 31, most of the inter-
views (79%) were conducted with clients who
had completed all or substantially all of their
treatment programs. The IGTP expected that
“Follow-up records will be required for Admit
Gambler Clients ... when the discharge [status]
was ... completed treatment”. The IGTP target
population for follow-up interviews was the 397
gamblers with a discharge status of completing
or substantially completing the program (i.e., the
clients presented in the previous table). Follow-
up interviews were completed with 42%
(N=165) of them. The follow-up rate was higher
for those who completed all treatment compared
to the gamblers who completed most of their
treatment program. Twenty percent of the fol-
low-up interviews were conducted with persons
with other reasons for discharge. Most of these
were from the large pool of gamblers who left
without completing a discharge interview.

Some of the records (N = 182) recorded failed
attempts to complete an interview. The most
common reason for a failed follow-up was that
the client could not be located (N = 143). There
were 28 records recording the refusal of the cli-
ent (N = 24) or another household member (N =
4) to participate. A few of the 307 completed
interviews (N = 27) were with collateral infor-
mants. We did not use these records in our
analysis because we lacked a firm basis for the
validity of the information provided by people
other than the client gamblers. Five clients had
multiple follow-up records. One of these multi-
ple records was due to an inadvertent duplicate
record. The other four had been followed up at
different times. Consistent with strategy used for
multiple discharges, we retained the latest in-
formation for analysis.

When we collated the follow-up information
into the master file of identified participants, we
discovered that there were follow-up records for
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27 participants who had no baseline data.'' Con-
sequently, the follow-up dataset comprised en-
tirely of gamblers with basel