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Abstract Available evidence suggests that self-help treatments may reduce problem

gambling severity but inconsistencies of results across clinical trials leave the extent of

their benefits unclear. Moreover, no self-help treatment has yet been validated within a

French Canadian setting. The current study therefore assesses the efficacy of a French

language self-help treatment including three motivational telephone interviews spread over

an 11-week period and a cognitive-behavioral self-help workbook. At-risk and patholog-

ical gamblers were randomly assigned to the treatment group (n = 31) or the waiting list

(n = 31). Relative to the waiting list, the treatment group showed a statistically significant

reduction in the number of DSM-5 gambling disorder criteria met, gambling habits, and

gambling consequences at Week 11. Perceived self-efficacy and life satisfaction also

significantly improved after 11 weeks for the treatment group, but not for the waiting list

group. At Week 11, 13% of participants had dropped out of the study. All significant

changes reported for the treatment group were maintained throughout 1, 6 and 12-month

follow-ups. Results support the efficacy of the self-help treatment to reduce problem

gambling severity, gambling behaviour and to improve overall functioning among a

sample of French Canadian problem gamblers over short, medium and long term. Findings

from this study lend support to the appropriateness of self-help treatments for problem

gamblers and help clarify inconsistencies found in the literature. The low dropout rate is

discussed with respect to the advantages of the self-help format. Clinical and method-

ological implications of the results are put forth.
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Félix-Antoine-Savard Building, Québec, QC G1V 0A6, Canada
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Introduction

Gambling disorder is characterised by persistent and maladaptive gambling behavior that

impairs one’s functioning and causes significant psychological distress (American Psy-

chiatric Association [APA] 2013). Depending on the evolution and severity, one’s gam-

bling behaviour can be considered either below the diagnostic threshold (at-risk gambling)

or above (pathological gambling or gambling disorder). At-risk gamblers nevertheless

experience negative consequences from their gambling, but that do not reach a clinical

intensity. Problem gambling can be used to refer to both at-risk and pathological gambling,

although there is no consensus regarding the use of this label (Cowlishaw et al. 2014).

Williams et al. (2012) report international standardised problem gambling prevalence rates

ranging between 0.5 and 7.6% across countries, with a mean rate of 2.3%.

Fewproblem gamblers seek help. Canadian andAmerican population surveys suggest that

between 6 and 29% of adults identified as problem gamblers have used professional help or a

support group (Slutske 2006; Suurvali et al. 2008; Volberg et al. 2006). Among problem

gamblers who enter treatment, the median dropout rate reaches 26% (Giroux et al. 2015).

Different authors have put forward the use of self-help treatments as part of the solution to

overcome the issues of low help-seeking and high dropout rates among problem gamblers

(Gainsbury et al. 2014; Pulford et al. 2010; Pulford et al. 2009). Suurvali et al. (2008) noted that

when considering informal help such as books and online material, help-seeking rates

increased to 30% for at-risk gamblers and to 50%for pathological gamblers. Problemgamblers

also expressed interest toward informal treatments which allow confidentiality, flexibility and

are self-directed (Cunningham et al. 2008; Faucher-Gravel 2016; Raylu et al. 2008).

Studies that have assessed efficacy of various self-help treatments underline the ability

of this type of intervention to decrease problem gambling severity (e.g. Carlbring and Smit

2008; Carlbring et al. 2012; Castren et al. 2013; Diskin and Hodgins 2009; Hodgins et al.

2001, 2004a, 2009; Ladouceur et al. 2015; Petry et al. 2016). However, in their literature

review of self-help treatments for problem gambling, Swan and Hodgins (2015) pointed

out that studies on these interventions are still scarce and that inconsistencies remain

regarding the treatment evaluation methods and the extent of their benefits.

For example, Hodgins et al. (2001) compared two brief treatments (workbook only or

combined with one motivational telephone interview) to a waiting list with 102 problem

gamblers and noticed, after one month, a significant decrease of gambling habits in the

three conditions. Participants receiving the combined treatment showed significantly

greater improvement than the waiting list group. Hodgins et al. (2009) further investigated

the impact of adding brief telephone support calls to a workbook on problem gambling

with a sample of 314 at-risk and pathological gamblers. Again, 59% of gamblers from the

control group (n = 65) reported having decreased by half their gambling expenses during

the six-week waiting period. A longer waiting period could help determine if improve-

ments of the control group tend to fade or reflect an enduring change.

Self-help treatments usually contain motivational telephone interviews (MI), since such

interviews have shown to be more effective to reduce gambling behavior over the short

term than interviews without a motivational component (Yakovenko et al. 2015). Never-

theless, the optimal number of MIs to include within self-help treatments has yet to be

determined (Rash and Petry 2014). After 12 months, Hodgins et al. (2009) found a similar

decrease in problem gambling severity in gamblers allocated to the ‘‘MI ? brief support

calls ? workbook’’ condition than in the ‘‘MI ? workbook’’ and workbook only condi-

tions. One study with no control group by Ladouceur et al. (2015) indicated that two MIs
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with a cognitive-behavioral workbook significantly lowered problem gambling severity

and time spent gambling among the 32 problem gamblers who completed the treatment.

However, decrease in gambling expenditure was not maintained throughout the six-month

follow-up period and the 32% dropout rate (Ladouceur et al. 2015) far exceeded the 4%

(Hodgins et al. 2001) and 9% (Hodgins et al. 2009) rates from other studies. An additional

MI could help maintain improvements and facilitate treatment retention.

Among their set of recommendations on the reporting of gambling treatment efficacy

studies, Walker et al. (2006) suggested that changes on life dimensions impaired by

problem gambling be also reported. To date, studies assessing self-help treatments have

considered only a limited number of outcome variables, such as gambling behavior (e.g.

Hodgins et al. 2001) and the score on a diagnostic or screening instrument (e.g. Campos

et al. 2015). Moreover, clinical trials on self-help treatments have been conducted in

different locations, but no treatment has yet been validated within a French Canadian

setting. Therefore, given the positive outcomes associated with self-help treatments, the

validation of a self-help treatment program elaborated in French appears highly relevant.

In line with previous work on self-help treatments for problem gambling, this study

aims to assess the efficacy of a self-help treatment elaborated in French for French

Canadian at-risk and pathological gamblers. The study will also help to further clarify the

impact of this type of treatment on gambling habits and other key variables: self-efficacy,

life satisfaction and negatives consequences of gambling.

Objective and Hypotheses

This study aimed to assess the efficacy of an enhanced version of a self-help treatment for

problem gamblers developed in French by Ladouceur et al. (2015) entitled ‘‘JEu me

questionne’’, comprised of three MIs and a cognitive-behavioral workbook, in contrast

with a waiting list control group after an 11-week period. The three following hypotheses

were put forth:

1. After 11 weeks, compared with the control group, the treatment group will show a

significant decrease in the number of DSM-5 gambling disorder criteria, gambling

frequency, time and money spent gambling and a significant increase in self-efficacy

(primary outcome variables).

2. After 11 weeks, compared with the control group, the treatment group will show a

significant increase in life satisfaction and a significant decrease in negative

consequences of gambling (secondary outcome variables).

3. Improvements of the treatment group at Week 11 will be maintained throughout 1-, 6-

and 12-month follow-ups, which will translate in an absence of significant

deterioration in outcome variables between Week 11 and the follow-ups.

Method

Protocol

The study was conducted as a randomized controlled trial including one group receiving

the self-help program (treatment group) and one waiting list group (control group). As

opposed to previous studies that have compared a self-help treatment to a control group
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after 4 (Hodgins et al. 2001) to 8 weeks (Carlbring and Smit 2008), an 11-week com-

parison period was preferred to help clarify the impact of the treatment.

The minimization method (Pocock and Simon 1975), which aims to reduce between-

group differences on predetermined variables, was used to allocate participants to the trial

conditions based on gender and the number of DSM-IV-TR (APA 2000)1 pathological

gambling criteria met with the MinimPy software (Saghaei and Saghei 2011). Differences

have indeed been reported between men and women in terms of gambling behavior,

gambling consequences and comorbidity rates (Crisp et al. 2004; Ledgerwood et al. 2012;

Petry et al. 2005). As for problem gambling severity, it is known to partially predict

posttreatment outcome (Crisp et al. 2001; Dowling 2009). Minimization is considered

more effective than randomization to produce balanced groups when samples sizes are

small (Scott et al. 2002).

Participants

Recruitment took place in the province of Quebec (Canada), from June 2013 to December

2014. Advertisements were placed in mass-circulation daily newspapers, on Facebook,

across community-based organizations, the members of a provincial association on

addiction treatment and of Quebec Order of Psychologists and on the Loto-Quebec web-

site. Participants from previous or ongoing studies conducted at the research centre and

who had consented to be informed about other studies were also offered the treatment.

Inclusion criteria were: 18 years and older, having a minimal score of 2 on the Problem

Gambling Severity Index (PGSI; Ferris and Wynne 2001), wanting to cut down on gam-

bling, willing to complete a French treatment workbook, and agreeing to the possibility of

being allocated to a control group. Individuals expressing suicidal intent or already

involved in a gambling treatment were excluded. Because the self-help program was

elaborated for both at-risk and pathological gamblers, a PGSI inclusion criterion of 2 was

chosen to encourage treatment access to any gambler who wished to receive help. In total,

138 people took part in a screening telephone interview to assess for their eligibility and 62

people were recruited and allocated to the treatment group (n = 31) and the control group

(n = 31). Figure 1 presents a flowchart of participants through each step of the study

protocol.

Procedure

A screening telephone interview was conducted with interested individuals and eligible

participants then provided verbal consent to the study and to the audio recording of phone

calls. Non-eligible individuals were given a helpline number and a list of help resources.

Within the following days, eligible participants completed an initial assessment over the

phone and were allocated to the trial groups. The treatment group then completed a first MI

and the workbook and consent form were mailed. Participants were encouraged to com-

plete the workbook at their own pace. Two other MIs were conducted at the third and

eighth week following mailing of the workbook. MIs lasted between 20 and 45 min. The

control group was informed of the waiting delay during a phone call after the initial

assessment and the consent form was mailed. Two other 10 min phone calls were con-

ducted using the same time frame as the MIs. Both groups completed an assessment

1 DSM-IV-TR (APA 2000) was the current version at the beginning of the study. Allocation of participants
was therefore completed based on the number of criteria met according to this version of the DSM.
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11 weeks later. The control group was then given the program and the treatment group

completed 1-, 6- and 12-month follow-up telephone assessments. Compensations in the

form of gift vouchers were given after each assessment, ranging from 10$ for the first one

to 50$ for the last. This study was approved by the sectorial research ethics committee of

Université Laval, the Comité en psychologie et en sciences de l’éducation (# 2012-079/

Phase I A-2/29-11-2013).

Material

Screening

Sociodemographic Data A 12 multiple-choice items questionnaire was used to assess for

eligibility and to document gender, origin, age, marital status, number of children, edu-

cation level, employment and income.

Excluded (N = 76)
Non-eligible (n = 68)
Declined intervention (n = 3)
Unable to contact for initial 
assessment (n = 5)

Allocated to groups by minimisation (N = 62)

Assessed for eligibility
(N = 138) 

Enrollment

Lost to follow-up
Week 11 (n = 4)
Month 1 (n = 2)
Month 6 (n = 0)
Month 12 (n = 2)

Lost to follow-up
Week 11 (n = 4)

Received intervention after 
waiting period (n = 27)

Analysed
(n = 31)

Waiting list control group 
Allocated (n = 31)

Treatment group
Allocated (n = 31)

Received intervention (n = 
31)

Analysed
(n = 31)

Follow-
ups

Allocation

Analyses

Fig. 1 Flow of participants through study protocol
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Problem Gambling Severity Index (PGSI; Ferris and Wynne 2001) This problem gam-

bling screening measure was taken from the Canadian Problem Gambling Index and

divides gamblers into five categories: non-gamblers and non-problem gamblers (score of

0), low-risk (1 and 2), moderate-risk (3–7), and problem (8 and more). The PGSI shows a

good internal consistency (Cronbach’s alpha = 0.84) and a criterion validity similar to that

of the DSM-IV (APA 1994).

Initial Assessment, Week 11 Assessment, and 1-, 6- and 12-Month Follow-Ups

Pathological Gambling Diagnostic Interview (PGDI), DSM-5 Version (CQEPTJ

2013) The PGDI is comprised of 50 questions and was used to evaluate DSM-5 gambling

disorder (APA 2013; four criteria met or more indicate a gambling disorder) and the

negative consequences of gambling over nine areas of functioning (social, marital and

family life, work, mood, sleep, physical health, finances and quality of life). For each

consequence, participants answered on a Likert-type scale ranging from 0 (not at all/no

problem) to 5 (enormous/severe problems). The PGDI also collected motives for seeking

help, treatment goal, alcohol and drug use while gambling and other addictions. A shorter

version was used for the Week 11 assessment and the follow-ups, in which DSM-5

gambling disorder criteria were evaluated with a modified time frame to specifically cover

the time period between the assessments.

Gambling-Related Items Three open-ended questions evaluated gambling frequency,

time and money spent gambling during the month preceding assessments.

Self-Efficacy Questionnaire This questionnaire was used to identify high-risk gambling

situations. For each situation identified by the participants, they were asked using the same

question to evaluate their level of confidence in their ability to control their gambling on a

scale from 0 (not at all) to 10 (totally). The psychometric properties of this instrument have

not been validated. Self-efficacy was re-evaluted at each assessment using the same high-

risk situations identified in the initial assessment.

Life Satisfaction Questionnaire (Simoneau et al. 2004) This questionnaire was used to

measure life satisfaction regarding 14 aspects: health, physical fitness, sleep, level of

energy, social activities, family relationships, marital relationships, studies or employment,

finances, psychological well-being, physical appearance, self-esteem, sexual relations and

overall pleasure in life. For each item, the participant answered on a scale from one (very

unsatisfied) to 5 (very satisfied). Psychometric properties of this instrument have not been

documented.

Treatment Evaluation and Workbook Adherence Questionnaire This questionnaire was

used to assess treatment goal (abstinence or controlled gambling), if goal was reached, and

workbook completion. Seven Likert-type questions ranging from one (very low satisfac-

tion) to 5 (very high satisfaction) evaluated participants’ satisfaction with the treatment

components and six open-ended questions gathered their comments.
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Other Measures

French version of the Beck Anxiety Inventory (BAI; Beck et al. 1988), Beck Depression

Inventory (BDI-II; Beck et al. 1996) and Short Alcohol Dependence Data Questionnaire

(SADDQ; Tremblay et al. 2001) were used at each assessment to evaluate participants’

anxiety, depression and alcohol use. However, these data were not considered as outcome

variables in the statistical analyses regarding the efficacy of the treatment, because they

were not directly targeted by the intervention.

Material Specific to the Study Conditions

Control Interview Guide An interview guide was developed to assist the therapists during

the phone calls made with participants in the control group. The guide recommended to

confirm with the participant the waiting delay and to give further information on this

procedure, if required. Applying this interview guide, the therapist was allowed to discuss

gambling habits with the participants, but had to remain neutral and not use any motiva-

tional interviewing techniques. The guide also specified to assess for any psychological

distress in the participants.

Motivational-Type Interview Guide These interview guides were all similar in form,

except the first one that included a short feedback on the gambler’s initial assessment.

Following these guides, the therapist elicited change talk in the gambler by tackling

motivations and advantages to modify gambling behavior. The importance to cut down or

stop gambling and confidence in achieving this goal were then assessed and strengthened.

The guides specified to reinforce progress. If required, the interview guide planned to

discuss and to help solve obstacles met during treatment. The gambler was also invited to

set realistic goals to achieve between interviews.

‘‘JEu me questionne’’ Treatment Workbook (JMQ; CQEPTJ 2012) An updated version of

the JMQ workbook developed by Ladouceur et al. (2015) was used for the study. Modi-

fications were brought to the workbook based on the comments gathered in the study of

Ladouceur et al. (2015). The version used for the purpose of this study included, for

instance, additional informative readings as well as accounts of former participants’

experience with the program. The 145 pages workbook is written in French and is divided

in five chapters. The first section emphasizes the gambler’s motivation and benefits to

change and the second section helps the gambler identify high-risk gambling situations and

strategies to address them. The third phase focuses on the setting of a treatment goal

(abstinence or controlled gambling) and provides information about gambling traps. The

fourth phase aims to identify gambling-related thoughts and to understand their contri-

bution in the maintenance of problem gambling behavior. The last chapter focuses on

cognitive restructuring and relapse-prevention. Additional readings and tools on relaxation

techniques and problem solving are presented in the appendices. Each workbook chap-

ter provides worksheets to record gambling habits.

Therapists

Screenings, assessments, MIs and control interviews were all conducted by psychology

doctoral-level students under the supervision of a clinical psychologist. Forty-five
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participants were assigned a team of two therapists, one who conducted the assessments

and the other the treatment or control interviews, whereas 17 participants were assigned

one therapist who completed these two tasks, due to scheduling problems. To test for an

impact of this protocol modification on the results, repeated measures analyses of variance

based on a mixed linear model were conducted for the number of DSM-5 gambling

disorder criteria (APA 2013) and monthly gambling habits, including an effect for the

number of therapists assigned to the participants. No significant main interaction effect was

found for the number of therapists, F(1, 54) = 0.47, p = 0.50, nor for the interaction

between time, group and the number of therapists, F(1, 51) = 0.21, p = 0.65.

Integrity of Interviews

Two independent raters who did not act as therapists in the study assessed the integrity of

MIs and control interviews. Thirty-four recordings (17 control interviews, 17 MIs), making

for 25% of available recordings, were randomly selected. A scoring grid was elaborated for

the purpose of this study in order to evaluate each recording on two criteria: the importance

of change and confidence in one’s ability to change. The proper application of the study

protocol implied that control group interviews would meet none of the criteria whereas the

MIs would meet one or two criteria, as specified by the Motivational-type interview guides.

An interrater agreement was made on all scores. Two disagreements were found and

discussed until a consensus was reached. Overall, 100% of control interviews met no

criteria and 100% of MIs met both criteria.

Analyses

Analyses were conducted with SPSS (version 22) and SAS (version 9.4) softwares.

Descriptive statistics of the sample were first computed. Content of open-ended questions

was coded into main themes. Research hypotheses were tested using repeated measures

analyses of variance based on the linear mixed model. All participants were included in the

analyses, even those who did not complete the Week 11 assessment or the follow-ups. The

linear mixed model has a low sensitivity to randomly missing data and allows to use all

available information for each participant (Gueorguieva and Krystal 2004). Since missing

data in this study are due to treatment dropout and to the non-applicability of some items to

all participants (e.g. consequences of gambling on marital relationship for a single person),

missing data were most likely missing at random rather than missing completely at random

(Dziura et al. 2013). For each analysis, the compound symmetry and unstructured

covariance structures were considered. Akaike information criterion was used to select the

best-fitting model. When examination of Student residuals suggested a violation of the

homogeneity of variances or normality, a heterogeneous variance term was added to the

model or variable transformations were carried out.

To test for treatment efficacy, a series of analyses was conducted considering main

effects of group (treatment and control), of time (initial and Week 11 assessments) and a

time 9 group interaction, with p value of 0.05. A posteriori contrasts with a Bonferroni

adjusted p value (0.05/2 = 0.025) examined differences when significant interaction

effects were found. A second set of analyses was conducted to test for differences between

Week 11 and follow-ups (Month 1, 6 and 12) on outcome variables for the treatment group.
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In case of a significant time effect, a posteriori contrasts were planned with a Bonferroni

adjusted p value (p = 0.05/3 = 0.017).

Scores generated by linear mixed model analyses correspond to least square means

(LSM) and standard errors (SE). These mean scores were based on raw means for each time

and group combination, and were estimated considering an uneven number of individuals

due to attrition and correlations between measurement times. Therefore, LSMs computed

for Week 11 by the second set of analyses slightly differ as they also take into account

correlations with follow-up measures. For the self-efficacy outcome variable, a random

effect of the participant was added to the analysis models to take into account the specific

high-risk situations for each participant that were re-evaluted across measurement times.

Instead of using total scores, items measuring life satisfaction and negatives consequences

of gambling were analysed separately with p value of 0.01 for main effects and Bonferroni

adjustments for a posteriori contrasts. This analysis strategy was chosen in order to identify

which specific life areas would change following participation in the treatment. It should

be noted that analyses derived from linear mixed models do not produce sum of squares

and therefore do not allow to calculate effect sizes and their estimation based on other

parameters could be imprecise (Bakeman 2005).

To define clinical change, the continuous variable of DSM-5 gambling disorder criteria

was dichotomized to classify gamblers as sub-clinical (less than four criteria met) or

pathological (four criteria met and more). A repeated measures logistic regression model

was computed to determine if there was a significant change in the probability of being

classified as pathological gambler at Week 11, looking at time, group and time 9 group

effects.

Results

Sample Description and Retention in the Study Protocol

Table 1 presents sociodemographic variables for both groups. Student t test, Chi square

and Mann–Whitney U tests were used to examine between-group differences at the initial

assessment and revealed no significant differences on these measures. As for dropout from

the study protocol, 13% of the treatment group (n = 4) and the control group (n = 4) did

not complete the Week 11 assessment. A logistic regression model was used to try to

predict dropout from the study at Week 11, for which ten variables measured at the initial

assessment were selected (marital status, age, duration of problem gambling, prior help for

gambling, number of pathological gambling diagnostic criteria, SADDQ, BAI and BDI

scores, frequency and time spent gambling). At alpha level of 0.05, none of the variables

included in the model were significantly associated with the probability of dropping out

from the study protocol before Week 11, p = 0.09–0.97. The model had a good predictive

ability (area under the ROC curve, c = 0.821). The participation rate of the treatment

group reached 80% at Month 1 and 6 (n = 25) and 74.2% at Month 12 (n = 23).

Impact of the Self-Help Treatment on Problem Gambling Severity, Monthly
Gambling Habits and Self-Efficacy

Table 2 shows LSMs and SE of primary and secondary outcome variables according to the

group and measurement time.
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Number of DSM-52 Gambling Disorder Criteria (APA 2013)

The time 9 group interaction effect was significant, F(1, 54) = 16.03, p\ 0.001, and

indicated a significant reduction in diagnostic criteria between the initial assessment and

Week 11 for the treatment group, F(1, 54) = 48.72, p\ 0.001. No significant differences

Table 1 Sociodemographic and descriptive data of participants at the initial assessment

Characteristic Treatment Control Statistic

N 31 31

Female proportion (%) 38.7 38.7

Age, M (ÉT) 53.06
(12.01)

50.00
(11.35)

t(60) = -1.03,
p = 0.31

Gambling activity causing problem (video lottery terminals/
slot machines) (%)

87.1 87.1

Quebec origin (%) 100 87.1

Marital status (%) v2(2) = 0.28,
p = 0.89

In a relationship 35.5 38.7

Separated/Divorced 16.1 19.4

Single 48.4 41.9

Education (%) v2(2) = 1.11,
p = 0.63

Elementary and/or high school 45.2 54.8

College 32.3 32.3

University 22.6 12.9

Incomea (%) p = 0.83,
Fisher’s exact

39,999$ CAD and less 48.4 54.8

40,000–79,999$ CAD 32.3 29.0

80,000$ CAD and more 19.4 12.9

Employment (%) p = 0.32,
Fisher’s exact

Employed 67.7 45.2

Unemployed/Invalidité/Arrêt de travail 6.5 16.1

Student – 3.2

Retired 19.4 16.1

Stay at home 3.2 3.2

Social assistance 3.2 12.9

No occupation – 3.2

a Regarding income for the control group, proportions were calculated based on data provided by 30
participants

2 Five participants were evaluated according to DSM-IV pathological gambling criteria (APA 1994)
that were still in effect when the study protocol began. The assessment was then modified with the DSM-5
criteria for the other participants. For the five individuals who were not assessed according to DSM-5,
a score was drawn for the DSM-IV score, leaving out the illegal acts criterion that was withdrawn
in the latest DSM version. Since comparative analyses conducted including and excluding these participants
gave similar results, results thus include the entire sample.
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were found for the control group between the two assessments, F(1, 96) = 0.73, p = 0.39.

Mean number of gambling disorder criteria met by the treatment group remained similar

between Week 11 and 1-, 6- and 12-month follow-ups, F(71) = 2.52, p = 0.07.

The treatment group presented a significantly lower probability of meeting gambling

disorder diagnostic criteria at Week 11, F(1, 58) = 16.59, p\ 0.001, with a proportion of

pathological gamblers dropping from 87.1 to 29.63%. For the control group, the probability

of meeting gambling disorder criteria at Week 11 did not change significantly, F(1,

56) = 2.18, p = 0.15, with a proportion of pathological gamblers of 77.42% at the initial

assessment and of 59.26% at Week 11.

Monthly Gambling Habits

Time 9 group effects were significant for gambling frequency, F(1, 51) = 10.70,

p = 0.002, time spent gambling, F(1, 52) = 10.16, p = 0.002, and gambling expenditure,

F(1, 52) = 8.30, p = 0.006, thus indicating a significant reduction in monthly gambling

habits for the treatment group at Week 11. Treatment group gambled significantly less

often after 11 weeks of involvement in the treatment, F(1, 28) = 35.12, p\ 0.001, and

gambling frequency remained similar through Month 1, 6 and 12, F(22) = 1.70, p = 0.20.

No significant change in gambling frequency was found for the control group, F(1,

26) = 0.27, p = 0.61.

Hours spent gambling monthly significantly decreased for the treatment group after

participating in the treatment, F(1, 28) = 33.23, p\ 0.001, whereas no significant change

was found for the control group, F(1, 25) = 4.51, p = 0.04. Time spent gambling by the

treatment group stayed similar between Week 11 and follow-ups, F(72) = 1.59, p = 0.20.

Treatment group spent significantly less money gambling at Week 11, F(1,

52) = 37.09, p\ 0.001, and mean gambling expenditure remained similar through all

follow-ups, F(71) = 0.99, p = 0.40. No significant change in gambling expenditure was

found for the control group between the initial assessment and Week 11, F(1, 52) = 4.07,

p = 0.05.

Self-Efficacy

A significant time 9 group effect was found, F(1, 122) = 6,79, p = 0.01, reflecting a

significant improvement in self-efficacy for the treatment group 11 weeks after beginning

the treatment, F(1, 120) = 16.54, p\ 0.001, which then remained at a similar level

through Month 1, 6 and 12, F(79) = 0.99, p = 0.40. The control group did not present any

significant change in self-efficacy, F(1, 124) = 0.05, p = 0.82.

Impacts of the Self-Help Treatment on Negative Consequences of Gambling
and Life Satisfaction

Negative Consequences of Gambling

A significant time 9 group effect was found for social life, F(1, 58) = 7.10, p = 0.01.

Compared with the initial assessment, the treatment group perceived significantly less

consequences of gambling over social life at Week 11, F(1, 58) = 34.52, p\ 0.0001.

Mean score of consequences on social life then remained stable through Month 1 to 12,

F(69) = 1.34, p = 0.27. A significant time 9 group effect for finances was found,
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F(1,53) = 15.11, p\ 0.001, indicating that the treatment group perceived significantly

less gambling consequences over finances at Week 11, F(1, 53) = 50.24, p\ 0.0001, that

remained stable at Month 1, 6 and 12, F(71) = 2.63, p = 0.06. Finally, a significant

time 9 group interaction effect was found for quality of life, F(1, 44) = 8.12, p = 0.007.

Mean number of negative consequences on quality of life for the treatment group

decreased at Week 11, F(1, 28) = 11.71, p = 0.001, and remained similar throughout

follow-ups, F(71) = 0.95, p = 0.42. No significant changes were found for the control on

any of these three subscales, p = 0.05–0.83.

A significant time effect was found for marital life, F(1, 30) = 14.28, p\ 0.001, family

life, F(1, 56) = 16.24, p\ 0.001, mood, F(1, 47) = 13.03, p\ 0.001, and sleep, F(1,

53) = 12.11, p = 0.001, indicating a decrease in these negative consequences subscales

for both groups. No significant effects were found for work and physical health,

p = 0.10–0.17.

Life Satisfaction

A significant time 9 group interaction effect was found for satisfaction with social

activities, F(1, 53) = 9.26, p = 0.004. Mean satisfaction of the treatment group signifi-

cantly increased at Week 11, F(1, 27) = 15.87, p\ 0.001, and remained similar

throughout follow-ups, F(71) = 2.53, p = 0.06. Regarding finances, a significant

time 9 group effect was obtained, F(1, 54) = 9.43, p = 0.003. Participants in the treat-

ment group were significantly more satisfied with their finances at Week 11, F(1,

54) = 9.43, p = 0.003, and their satisfaction level did not differ significantly during the

follow-up period, F(71) = 0.25, p = 0.86. A significant interaction effect was found for

psychological well-being, F(1, 56) = 12.33, p\ 0.001, indicating that the treatment group

perceived an improvement in their well-being at Week 11, F(1, 56) = 27.74, p\ 0.001,

which remained similar through Month 1–12, F(96) = 0.59, p = 0.62. No significant

changes were noted on these three subscales for the control group, p = 0.16–0.76.

A significant time effect was found for satisfaction regarding overall pleasure in life,

indicated an increase in satisfaction for all participants at Week 11, F(1, 56) = 7.45,

p = 0.008. No significant effects were found for the other subscales, p = 0.03–0.99.

Satisfaction with the Treatment Program and Workbook Completion

When asked about positive aspects of the program at Week 11, participants in the treatment

group (n = 27) reported having appreciated the workbook, the telephone interviews

conducted by therapists with an empathic and non-judgemental attitude and the overall

awareness and reflection raised regarding problem gambling. When asked for suggestions

on ways to improve the program, some participants did not find any aspects to improve or

modify whereas others suggested to modify elements of the workbook or to add more

telephone support. Two participants reported not having liked the self-directed approach

and one participant did not find the therapist support well-adjusted to individual needs.

At Week 11, participants in the treatment group were asked to rate their satisfaction

with the results obtained in the program; 56% reported they were satisfied or highly

satisfied, 41% moderately satisfied and one person was unsatisfied. Of the 27 participants

of the treatment group assessed at Week 11, 29% had completed their workbook. Of the 25

participants who provided data at Month 1 and 6, 56 and 68% had completed their

workbook respectively. Finally, 70% of the 23 participants who provided data at Month 12

reported having finished their workbook by that time.
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Discussion

This study aimed to assess the efficacy of a self-help treatment developed in French by

comparing it to a waiting list group. As anticipated, the significant differences between the

groups after 11 weeks on most outcome variables confirm therapeutic gains for participants

who took part in the treatment program. The second hypothesis regarding a significant

decrease in negative consequences caused by gambling and an increase in life satisfaction

is partly supported as changes were only found for specific subscales of these outcome

variables. Overall, consistent with findings from Swan and Hodgins (2015), results from

this study support the efficacy of the self-help treatment for at-risk and pathological

gamblers.

Gamblers who took part in the treatment program significantly improved regarding their

gambling problem, as shown by the mean number of diagnostic criteria decreasing below

the diagnostic threshold after 11 weeks, and then remaining stable throughout follow-ups.

Likewise, increase in self-efficacy underlines that gamblers felt more in control when

facing their high-risk gambling situations, which is consistent with the cognitive-behav-

ioral approach of the workbook (Hodgins et al. 2004b). By providing appropriate material

and therapist support, the self-help treatment offers a simple treatment alternative that

allows problem gamblers to quickly put changes into place by themselves.

As opposed to the study by Ladouceur et al. (2015) in which improvement regarding

gambling expenditure was not maintained at Month 6, all gambling behavior outcome

variables in this study remained stable through all follow-ups. These results are similar to

those of Carlbring and Smit (2008) and Hodgins et al. (2001, 2004a, b, 2009). Tools

provided in the workbook that aimed to foster better control of one’s gambling habits seem

to have been on target. Moreover, the additional information and accounts from former

participants of the program may have encouraged participants in this study to remain

involved in the treatment. As a matter of fact, a greater proportion of participants had

completed their workbook at the follow-up assessments than at Week 11, which suggests

that they kept on reading and implementing the material from the workbook, even after

motivational support with the therapist was over. This most likely contributed to maintain

the improvements in time.

To date, various combinations of self-help treatments have been evaluated (Rash and

Petry 2014). The treatment in this study offered three motivational interviews (MI), which

seemed to positively influence the participants, although different combinations were not

compared. Carlbring and Smit (2008) also found benefits to the inclusion of weekly

feedback telephone interviews over an eight-week treatment period. On the other hand,

Hodgins et al. (2009) did not find additional value from multiple brief support phone calls

compared to a single MI. It should be noted that MIs in this study were designed to guide

participants in their treatment and address their ambivalence, rather than to provide support

only. Further studies should specifically compare the combination of a workbook with one

or several MIs that follow a similar canvas in order to clarify the number of interviews to

offer for an optimal outcome.

Furthermore, although the precise number of therapist contacts to include in a self-help

treatment has yet to be determined, most participants in this study and in other brief

treatments (e.g. Hodgins et al. 2001, 2009) positively evaluated therapist contact and some

even reported they would have appreciated additional phone calls. Therapist contact thus

contributes to participants’ satisfaction with the program, which is noteworthy given that

treatment satisfaction is directly related to a higher level of post-treatment functioning and
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to a reduction of gambling habits (Monnat et al. 2014). Therefore, even during a self-

directed treatment process, validation of gamblers’ experience through motivational phone

calls as well as the provision of appropriate treatment material are key components.

Following recommendations made by Walker et al. (2006) on the reporting of outcomes

in gambling treatment studies, this study provides additional insight into the functioning of

participants by documenting the impact of the self-help treatment on negative conse-

quences of gambling and life satisfaction. The treatment group reported a decrease in

negative gambling consequences over social life, finances and quality of life and, coher-

ently, a greater satisfaction with social activities, finances and psychological well-being

than the control group. These results highlight that, through a better control of their

gambling behavior, the participants noticed improvements in the areas directly affected by

problem gambling.

However, participants in both groups reported less gambling consequences on family

and marital life, mood and sleep at Week 11. The mere fact of knowing that a help resource

was going to be provided may have raised hopes in gamblers and led them to perceive less

consequences over their mood and relationships, which could explain the overall

improvement of participants on these dimensions, regardless of the study condition. To

increase treatment outcome on family and marital life, the self-help treatment could offer

documentation to the relatives upon request from the gamblers. Such a strategy could then

help decrease relationship problems (Hodgins et al. 2007).

Positive changes in specific life satisfaction subscales also suggest that the treatment

does not target every life dimension of the participants (e.g. self-esteem, studies/work). On

that matter, Sander and Peters (2009) recommend to emphasize development of coping

skills with daily life problems which frequently occur among problem gamblers. Finally,

negative consequences from gambling most likely offer a more direct and precise measure

of outcome whereas life satisfaction may be prone to more subjectivity and vary according

to external factors other than problem gambling.

Treatment dropout is worth-mentioning. The 13% dropout rate at Week 11 in the

present study is close to those reported by Hodgins et al. (2001, 2009), but is markedly

lower than the 32% rate found by Ladouceur et al. (2015). Unlike in the study by

Ladouceur et al. (2015) where treatment outcome was assessed once the workbook was

completed by participants, specific assessment times and gift vouchers with increasing

rather than fixed amounts may have encouraged retention in the study. Because gamblers

were not required to have completed their workbook, they may have felt more incline to

participate in the telephone interviews. This methodological element should not be over-

looked when aiming to restrict missing data due to treatment dropout, as it is a major issue

in problem gambling treatment studies (Giroux et al. 2015; Melville et al. 2007). The

provision of three MIs may also have helped to strengthen the therapeutic alliance and,

consequently, retention in the study.

Most participants in the treatment group reported having completed their workbook at

their own pace, whereas a few participants had not completed the workbook at Month 12.

This finding echoes a proposition by Pulford et al. (2010) according to which the adap-

tation of treatment to match individual needs is essential. Similarly, problem gamblers who

have previously sought treatment also pointed out that a flexible treatment format may

encourage a greater number of gamblers to seek help and persevere in treatment (Faucher-

Gravel 2016; Hing et al. 2014). The self-help program thus allows each individual to

customize treatment to their needs, and this has shown to be helpful to a great proportion of

problem gamblers in this study.
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This study is the first to report efficacy data of a self-help treatment for problem

gambling with French Canadian participants. The assessment of the efficacy of the self-

help treatment on several outcome measures and inclusion of a 12-month follow-up are

also strengths of this study. However, methodological limitations must be acknowledged.

First, the dependent variables were collected using self-report questionnaires. Despite

efforts to ensure that two different therapists would conduct assessments and MIs with a

same participant, this situation could not be completely avoided. Nevertheless, a statistical

analysis revealed no significant interaction effect for the number of therapists on the

results. The fact that therapists who conducted the assessments were not blind to the trial

condition may have introduced bias. Although a comparison with the control group beyond

11 weeks could have brought even more clarifications, the waiting period in this study far

exceeds that of similar studies (e.g. Carlbring and Smit 2008; Hodgins et al. 2001). Lastly,

the use of non-validated questionnaires to measure life satisfaction, negative consequences

of gambling and self-efficacy is another limitation.

Conclusion and Recommendations

This study brings further evidence to the literature on self-help treatments for problem

gambling and support the use of the ‘‘JEu me questionne’’ treatment program with French

Canadian problem gamblers. Improvements found over a short period of time and that were

maintained up to the 12-month follow-up suggest that self-help treatments can be offered

as a treatment option, especially in contexts where access to conventional group or indi-

vidual psychotherapy imply extended waiting time. Furthermore, positive outcomes found

for most participants highlight the fact that this intervention is suitable for both at-risk and

pathological gamblers. Even if the present study compared a single treatment combination

with a control group, it seems that both the workbook and telephone interviews have

contributed to the outcome and participants reported that they appreciated both elements.

Therefore, it seems that even in a self-directed program, feedback from a therapist is a key-

component. Future studies should assess the respective contribution of both components in

order to determine the most effective combination.
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