
Psychological factors, sociodemographic characteristics, and coping mechanisms
associated with the self-stigma of problem gambling

NERILEE HING1* and ALEX M. T. RUSSELL2

1School of Health, Medical and Applied Sciences, Central Queensland University, Bundaberg, QLD, Australia
2School of Health, Medical and Applied Sciences, Central Queensland University, Sydney, NSW, Australia

(Received: April 21, 2017; revised manuscript received: August 2, 2017; accepted: August 7, 2017)

Background and aims: Few studies have examined the stigma of problem gambling and little is known about those
who internalize this prejudice as damaging self-stigma. This paper aimed to identify psychological factors,
sociodemographic characteristics, and coping mechanisms associated with the self-stigma of problem gambling.
Methods:An online survey was conducted on 177 Australian adults with a current gambling problem to measure self-
stigma, self-esteem, social anxiety, self-consciousness, psychological distress, symptom severity, most problematic
gambling form, stigma coping mechanisms, and sociodemographic characteristics. Results:All variables significantly
correlated with self-stigma were considered for inclusion in a regression model. A multivariate linear regression
indicated that higher levels of self-stigma were associated with: being female, being older, lower self-esteem, higher
problem gambling severity score, and greater use of secrecy (standardized coefficients: 0.16, 0.14, −0.33, 0.23, and
0.15, respectively). Strongest predictors in the model were self-esteem, followed by symptom severity score.
Together, predictors in the model accounted for 38.9% of the variance in self-stigma. Discussion and conclusions:
These results suggest that the self-stigma of problem gambling may be driven by similar mechanisms as the self-
stigma of other mental health disorders, and impact similarly on self-esteem and coping. Thus, self-stigma reduction
initiatives used for other mental health conditions may be effective for problem gambling. In contrast, however, the
self-stigma of problem gambling increased with female gender and older age, which are associated with gaming
machine problems. This group should, therefore, be a target population for efforts to reduce or better cope with the
self-stigma of problem gambling.

Keywords: self-stigma, problem gambling, coping, self-esteem

INTRODUCTION

Problem gambling has been defined as gambling behavior
that creates negative consequences for the gambler, others in
his or her social network, or for the community (Ferris &
Wynne, 2001). The public stigma attached to problem
gambling occurs at similar levels to the stigma associated
with alcoholism and schizophrenia (Hing, Russell,
Gainsbury, & Nuske, 2016). It manifests as substantial
negative stereotyping, social distancing, devaluation, and
discrimination directed at people with gambling problems
(Feldman & Crandall, 2007; Hing, Russell, & Gainsbury,
2016; Horch & Hodgins, 2008, 2013). “Problem gamblers”
are most commonly stereotyped as being compulsive,
impulsive, desperate, irresponsible, risk-taking, depressed,
greedy, irrational, antisocial, and aggressive (Horch &
Hodgins, 2013). Studies measuring social distancing have
identified a distinct unwillingness among the general public
to form close relationships with people experiencing prob-
lem gambling (Dhillon, Horch, & Hodgins, 2011; Hing,
Russell, & Gainsbury, 2016; Horch & Hodgins, 2008).
Problem gambling also elicits widespread demeaning atti-
tudes and discriminatory behaviors among members of the
public (Hing, Russell, & Gainsbury, 2016). Operating at a

macro rather than individual level, structural stigma may
also be present where social and institutional policies and
practices intentionally or unintentionally restrict the oppor-
tunities of a stigmatized group (Corrigan, 2004; Corrigan,
Markowitz, &Watson, 2004). However, structural stigma in
relation to problem gambling has yet to be researched.

These prejudicial societal attitudes and behaviors toward
individuals affected by problem gambling can be internal-
ized as self-stigma, with additional deleterious effects
(Carroll, Rodgers, Davidson, & Sims, 2013; Hing, Nuske,
Gainsbury, & Russell, 2016; Hing & Russell, 2017). Self-
stigma occurs when affected individuals endorse and apply
the negative public stereotypes associated with their condi-
tion to themselves, leading to diminished self-esteem
(Corrigan & Watson, 2002; Corrigan, Watson, & Barr,
2006). Even in the absence of direct discrimination, an
individual’s experiences, perceptions, or anticipation of
negative social reactions to their stigmatized condition may
give rise to a negative self-concept, maladaptive behavior,
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identity transformation, and/or stereotype endorsement
(Livingston & Boyd, 2010). Numerous outcomes can
follow, including increased social anxiety, reduced social
networks, lowered self-efficacy, psychological adversity,
demoralization, feelings of hopelessness, and compro-
mised quality of life (Boyd, Adler, Otilingam, & Peters,
2014; Link & Phelan, 2001).

While self-stigma has been widely researched for numer-
ous mental health conditions (see, e.g., Boyd et al., 2014;
Livingston & Boyd, 2010), only four studies have directly
investigated the self-stigma associated with problem gam-
bling. Interviews with 30 people self-reporting a gambling
problem revealed that self-stigma was most commonly
expressed as feelings of shame, embarrassment, weakness,
stupidity, guilt, and remorse (Carroll et al., 2013). Another
qualitative study, of 44 people experiencing problem
gambling (Hing, Nuske, Gainsbury, & Russell, 2016),
found they overwhelmingly perceived that problem gam-
bling attracts acute societal stigma and is attributed to
personal failings. Participants, therefore, held substantial
fears about being viewed as “a problem gambler” as this
social identity would likely attract demeaning stereotypes,
social rejection, hostile responses, and prejudicial behaviors.
Many interviewees internalized this perceived stigma as
self-stigma, with damaging effects reported on their self-
esteem, self-efficacy, perceived social worth, and mental
and physical health. To cope with their fears and deep
shame, most participants kept their gambling problem a
secret, avoiding disclosure and help-seeking. Another study,
employing survey methods with 155 individuals, demon-
strated that the self-stigma of problem gambling is associ-
ated with reduced self-esteem, increased shame and
(contrary to expectations) higher likelihood of treatment-
seeking, and that shame predicted use of secrecy and
withdrawal as coping mechanisms (Horch & Hodgins,
2015). Finally, a another quantitative study found that
self-stigma increased with expectations that the public
applies negative stereotypes to people with gambling pro-
blems, holds demeaning and discriminatory attitudes toward
them, and considers them to lead highly disrupted lives
(Hing & Russell, 2017).

While these studies provide some insights, research in
this area is scant. A recent review noted that little is known
about the psychological correlates of self-stigma among
those with a gambling problem, and that self-stigma may
vary among different sociodemographic groups (Hing,
Holdsworth, Tiyce, & Breen, 2014). This paper aims to
identify psychological factors, sociodemographic character-
istics, and coping mechanisms associated with the self-
stigma of problem gambling. Its findings can inform health
promotion and prevention strategies that aim to reduce self-
stigma’s negative impacts on people with gambling
problems.

Psychological factors associated with the self-stigma
of mental illness include lower self-esteem (Boyd et al.,
2014; Corrigan et al., 2006; Fung, Tsang, Corrigan, Lam, &
Cheung, 2007; Livingston & Boyd, 2010), and increased
social anxiety (Birchwood et al., 2007; Lysaker, Yanos,
Outcalt, & Roe, 2010; Rüsch et al., 2009), self-
consciousness (Goffman, 1963; Pinel, 1999, 2004),
psychological adversity (Boyd et al., 2014; Griffiths,

Christensen, & Jorm, 2008; Livingston & Boyd, 2010;
Markowitz, 1998), and symptom severity (Boyd et al.,
2014; Livingston & Boyd, 2010; Yen et al., 2005). Socio-
demographic correlates of the self-stigma of mental illness
are inconsistent (Livingston & Boyd, 2010). However,
Hing, Holdsworth et al. (2014) discuss reasons why people
with gambling problems who are in lower socioeconomic
circumstances, female, or in minority groups might attract
more public stigma.

Coping mechanisms for a stigmatized condition (Link,
Yang, Phelan, & Collins, 2004) include secrecy through
hiding the condition from others, withdrawal from social
interactions and social support, educating others about
the problem as a means of justification, challenging to
confront prejudice and discrimination, and cognitive
distancing from the stigmatized group as found among
professional poker players who utilized membership
categorization to distance themselves from other gambler
groups (Radburn & Horsley, 2011). Secrecy and with-
drawal appear to be the most common coping mechanism
used by those with a gambling problem (Carroll et al.,
2013; Hing, Nuske, Gainsbury, & Russell, 2016;
Hing, Holdsworth et al., 2014; Horch & Hodgins, 2015).

Based on these previous findings, we hypothesized that
increased self-stigma of problem gambling is associated
with: lower self-esteem, higher social anxiety, higher
self-consciousness, higher psychological distress and
greater severity of problem gambling (H1); being female,
in lower socioeconomic circumstances and in an ethnic
minority group (H2); and increased use of secrecy and
withdrawal (H3).

METHODS

Participants and procedure

We were interested in surveying Australians who had
experienced problem gambling within the last 12 months,
as indicated by a score of 8 or higher on the Problem
Gambling Severity Index (PGSI; Ferris & Wynne, 2001).
Participants “who have experienced a gambling problem”

were recruited through emailing an existing database of
people with gambling problems who had previously com-
pleted our surveys (and had consented to being recon-
tacted), and through Google advertisements. The online
survey was hosted on the Qualtrics platform from May to
July 2014. A AU$20 shopping voucher was offered as
compensation for completing the survey. Respondents
were presented with a preamble that explained the study,
assured them of anonymity, asked for informed consent,
and provided contact details for gambling help and crisis
services.

A total of 351 participants started the survey and 203
(57.8%) completed it. Median completion time was
27.5 min. Of the 203 complete responses, 26 had a PGSI
score below 8 and were excluded from analysis. The final
sample comprised 177 participants, who were mostly male
(66.5%), with a mean age of 40.3 years (SD = 13.8).
Table 1 shows full demographic details.
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Measures

Self Stigma of Problem Gambling Scale. No preexisting
scale was available to measure the self-stigma of problem
gambling. The one quantitative study of this self-stigma
(Horch & Hodgins, 2015) adapted the self-concurrence
subscale of the Self-Stigma of Mental Illness Scale
(Corrigan et al., 2006). While demonstrating adequate
reliability (Cronbach’s α = .81), this subscale elicited
much lower stereotype agreement than expected, leading
the authors to advocate for development and use of a
specific scale instead.

We, therefore, developed a novel scale based on qualita-
tive interviews with 30 people who expressed how they felt
about their own gambling problem –which may be regarded
as an expression of self-stigma (Carroll et al., 2013). We
analyzed themes from Carroll et al. (2013) to create 19
items. Our participants then rated how strongly they agreed
or disagreed that their gambling has made them feel, for
example, “ashamed,” “stupid,” “inadequate,” “weak,” and
“entirely to blame for having the problem.” Response
options were “strongly disagree” (0), “disagree” (1), “nei-
ther agree nor disagree” (2), “agree” (3), and “strongly
agree” (4). Cronbach’s α was .95.

Psychological variables. Self-esteem was measured with
the 10-question Rosenberg Self-Esteem Scale (Rosenberg,
1965), a widely used and well-validated measure (Schmitt &

Allik, 2005). Participants were asked how strongly they
agreed or disagreed with 10 statements regarding their atti-
tudes toward themselves, for example, “I feel that I have a
number of good qualities.” Response options were “strongly
disagree” (−2), “disagree” (−1), “neither agree nor disagree”
(0), “agree” (1), and “strongly agree” (2). Cronbach’s α was
.87. We opted to use a 5-point scale, instead of the original
4-point scale, to ease respondent burden as this was consistent
with the response options provided for most other survey
measures that used a Likert scale.

Psychological distress was measured with the Kessler 6
(K-6), a well-validated reliable measure (Kessler et al.,
2002). Participants were asked six questions about how
often they felt a particular way in the last 4 weeks. These six
questions encompass nervousness, hopelessness, restless-
ness, depression, worthlessness, and that everything is an
effort. Response options were “all of the time” (4), “most of
the time” (3), “some of the time” (2), “a little of the
time” (1), and “none of the time” (0). Scores on all six
items were summed to give an index of psychological
distress. Cronbach’s α was .92.

Self-consciousness and social anxiety were measured
with the public self-consciousness and social anxiety sub-
scales of Scheier and Carver’s (1985) Self-Consciousness
Scale, a widely used and well-validated measure of self-
consciousness (Cramer, 2000). Participants answered seven
items about public self-consciousness and six items about
social anxiety that were recorded on a 4-point scale.
Response options were “not like me at all” (0), “a little
like me” (1), “somewhat like me” (2), and “s lot like me” (3).
Cronbach’s α were .83 and .82, respectively.

Problem gambling variables. Problem gambling severity
was measured by the PGSI, with response options being
“never” (0), “sometimes” (1), “most of the time” (2), and
“almost always” (3). Consistent with its validation (Ferris &
Wynne, 2001), those scoring a total of 8 or more were
deemed to meet criteria for problem gambling. Cronbach’s α
was .91. Participants were also asked what type of gambling
had caused them the most problems from nine options
(including “Other: Please specify”).

Coping orientation. Use of five coping approaches
(secrecy, withdrawal, educating, challenging, and distanc-
ing), adapted from Link et al.’s (2004) measures of coping
orientation, were measured by two items each. Participants
were presented with statements, such as “you have hidden
evidence of your gambling from others.” Response options
were “strongly disagree” (−2), “disagree” (−1), “neither
agree nor disagree” (0), “agree” (1), and “strongly
agree” (2). Three subscales displayed acceptable reliabi-
lity and were retained: secrecy (Spearman–Brown= 0.77),
educating (Spearman–Brown= 0.65), and distancing
(Spearman–Brown= 0.68). Reliability for withdrawal
(Spearman–Brown= 0.43) and challenging (Spearman–
Brown= 0.33) were low, so one item was chosen from
each subscale for use in analyses. These were “you avoid
people who have negative opinions about problem gam-
blers” for withdrawal and “when someone stigmatizes or
discriminates against problem gamblers you let them know
you disagree with them” for challenging.

Sociodemographics. Respondents were asked their age,
gender, main language spoken at home (English or other

Table 1. Demographic characteristics of the sample (N = 177)

Variable
Descriptive
statistics

Gender
Male 66.7% (n = 118)
Female 33.3% (n= 59)
Age M= 40.3, SD= 13.8,

median= 38,
range: 19–73

Main language spoken at home
English 90.4% (n= 160)
Other 9.6% (n= 17)

Highest level of education
Postgraduate qualifications 6.8% (n = 12)
A university or college degree 20.3% (n = 36)
A trade, technical certificate, or diploma 31.1% (n = 55)
Year 12 or equivalent 23.7% (n = 42)
Year 10 or below 18.1% (n = 32)

Combined pretax annual household income (AU$)
Under $20,000 11.9% (n = 21)
$20,000–$39,999 12.4% (n = 22)
$40,000–$59,999 16.4% (n = 29)
$60,000–$79,999 12.4% (n = 22)
$80,000–$99,999 11.3% (n = 20)
$100,000–$119,999 5.1% (n = 9)
$120,000–$139,999 5.1% (n = 9)
$140,000–$159,999 2.3% (n = 4)
$160,000–$179,999 3.4% (n = 6)
$180,000–$199,999 1.7% (n = 3)
Above $200,000 2.3% (n = 4)
Prefer not to say 15.8% (n= 28)

Note. SD: standard deviation.
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as a proxy for ethnic minority status), highest level of
education, importance of religion or spirituality in their
life, and combined pretax annual household income
(in AU$20K brackets, as a proxy for socioeconomic
circumstances).

Data handling and analysis

The analysis strategy was to determine which variables were
(pairwise) correlated with self-stigma scores. All variables
correlated with self-stigma were then entered into a linear
regression, which accounts for overlap between possible
predictors of self-stigma.

The only variable with missing data was the income
question (28 missing cases). As income was not correlated
with self-stigma based on the remaining 149 cases, no
replacement of missing data was conducted. Other variables
required some initial recoding. The most common responses
for most problematic gambling form were: electronic gaming
machines (EGMs; n= 98), sports betting (n= 25), and race
betting (n= 25), so this variable was recoded into three
dummy variables: other versus EGM, other versus sports
betting, and other versus race betting.

Each potential independent variable was then correlated
with the dependent variable (score on the Self-Stigma
of Problem Gambling Scale) and with each other.

Independent variables that were significantly correlated
with self-stigma, and not highly correlated with other
independent variables, were then entered into a linear
regression model.

Because some variables (e.g., education) were ordinal,
both parametric and non-parametric correlations were run
to test relationships between each independent variable and
self-stigma, and both are presented for transparency
(Table 2). As all variables entered into the linear regression
were either binary or could be considered to be continuous,
and since the results for the parametric and non-parametric
correlations were essentially identical, only parametric anal-
yses were used for subsequent analyses (Tables 3 and 4).
Unstandardized and standardized results are presented for
the regression. Assumptions for the regression model were
checked and none were violated. Unless stated otherwise, an
α of .05 was used throughout.

Ethics

The study procedures were carried out in accordance with
the Declaration of Helsinki. The Institutional Review
Board of the Southern Cross University Human Research
Ethics Committee approved the study. All subjects were
informed about the study and all provided informed
consent.

Table 2. Parametric and non-parametric correlations between each independent variable and self-stigma (N= 177)

Pearson’s correlations Spearman’s correlations

Independent variable Higher score indicates r CI LL CI UL ρ CI LL CI UL

Gender Female .31* 0.19 0.44 0.33* 0.20 0.46
Age Older .18* 0.05 0.31 0.20* 0.04 0.33
Main language Not English .01 −0.13 0.15 −0.01 −0.16 0.15
Education Higher level of education .02 −0.13 0.16 0.01 −0.14 0.16
Importance of
religion/spirituality

More importance .12 −0.02 0.28 0.15 −0.01 0.29

Income Higher combined income −.03 −0.21 0.15 0.00 −0.16 0.17
Kessler 6 score Higher psychological distress .44* 0.30 0.58 0.42* 0.28 0.55
Public self-consciousness Higher public self-consciousness .09 −0.08 0.25 0.09 −0.07 0.24
Social anxiety Higher social anxiety .08 −0.09 0.22 0.06 −0.10 0.20
Self-esteem Higher levels of self-esteem −.47* −0.59 −0.32 −0.45* −0.57 −0.31
PGSI score Higher levels of problem gambling .40* 0.25 0.53 0.40* 0.26 0.52
EGM versus other Most problematic form is EGMs .20* 0.07 0.34 0.22* 0.09 0.35
Race betting versus other Most problematic form is race betting −.21* −0.36 −0.06 −0.21* −0.36 −0.06
Sports versus other Most problematic form is sports betting −.13 −0.28 0.02 −0.12 −0.26 0.02
Secrecy Stronger agreement using secrecy as

a coping mechanism
.32* 0.19 0.45 0.33* 0.18 0.44

Withdrawal Stronger agreement using withdrawal
as a coping mechanism

.06 −0.10 0.21 0.03 −0.13 0.18

Education Stronger agreement using education as
a coping mechanism

.07 −0.10 0.24 0.09 −0.06 0.24

Challenging Stronger agreement using challenging
as a coping mechanism

.07 −0.11 0.23 0.06 −0.11 0.22

Distancing Stronger agreement using distancing as
a coping mechanism

−.06 −0.23 0.11 −0.07 −0.22 0.11

Note. Bootstrapped 95% confidence intervals (lower limit and upper limit: CI LL and CI UL) using 1,000 draws. PGSI: Problem Gambling
Severity Index; EGM: electronic gaming machine.
*p< .05. (also indicated with bold text).
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RESULTS

Bivariate correlations with self-stigma

As Table 2 indicates, 20 independent variables were con-
sidered for inclusion in the model. The only sociodemo-
graphic variables significantly correlated with self-stigma
were age and gender, with older people and females tending
to have higher self-stigma. Of the psychological variables,
the K-6 and self-esteem scales were significantly correlated
with self-stigma. Those with higher levels of psychological
distress tended to have significantly higher levels of self-
stigma, as did those with lower levels of self-esteem. Public
self-consciousness and social anxiety were not significantly
correlated with self-stigma. For the problematic gambling
variables, those with higher PGSI scores tended to display
higher self-stigma, as did those whose most problematic
form was EGMs (compared with other forms). Those whose
most problematic form was race betting tended to have
lower self-stigma than others. Sports betting as the most
problematic form was not significantly correlated with self-
stigma. For coping mechanisms, only secrecy was signifi-
cantly and positively correlated with self-stigma.

Regression model predicting self-stigma

All variables significantly correlated with self-stigma were
considered for inclusion in a regression model, to account
for any overlap between these independent variables and
their relationship with self-stigma. To check for possible
issues with multicollinearity, tolerance was tested for each
predictor. One variable was found to have low tolerance
(K-6 scores), being correlated with another possible predic-
tor (self-esteem, r=−.64, Table 3). The correlation between
self-esteem and self-stigma was stronger than the correlation
between K-6 and self-stigma, and thus K-6 was removed
from the model. No further issues with multicollinearity
were detected.

Together, the predictors in the model accounted for
38.9% of the variance in self-stigma. When controlling for
all other variables in the model, higher levels of self-stigma
were associated with: being female, being older, lower self-
esteem, higher PGSI scores, and using secrecy as a coping
mechanism (Table 4). Because the two most problematic
form variables were significantly correlated with each other
(r=−.46, Table 3), and neither were statistically significant,
we tried removing each one from the final model, in case the

Table 3. Parametric (Pearson’s) correlations between, and mean and standard deviations for, self-stigma and independent variables
considered for the regression model (N= 177)

Variables (1) (2) (3) (4) (5) (6) (7) (8) (9)

Self-stigma (DV) (1) 1
Gender (2) 0.31* 1
Age (3) 0.18* 0.36* 1
Kessler 6 (4) 0.44* 0.10 0.07 1
Self-esteem (5) −0.47* −0.09 0.05 −0.64* 1
PGSI score (6) 0.40* 0.12 −0.10 0.44* −0.38* 1
EGM versus other (7) 0.20* 0.36* 0.21* −0.06 −0.06 0.13 1
Race betting versus other (8) −0.21* −0.29* −0.09 −0.05 0.06 −0.04 −0.46* 1
Secrecy (9) 0.32* 0.12 0.08 0.13 −0.24* 0.23* 0.15 −0.06 1
Mean 1.08 0.33 40.33 12.38 −0.28 17.04 0.56 0.14 3.29
Standard deviation 0.62 0.47 13.79 5.36 0.69 5.43 0.50 0.35 0.85

Note. Self-esteem and Kessler 6 are highly correlated with each other (r=−.64), causing multicollinearity issues for a multivariate model.
Since self-esteem is more strongly correlated with self-stigma, Kessler 6 was removed from consideration for the linear regression. PGSI:
Problem Gambling Severity Index; EGM: electronic gaming machine.
*p ≤ .05.

Table 4. Linear regression model predicting self-stigma (N= 177)

Unstandard coefficients

Independent variables B Standard error CI LL CI UL Standard coefficients p

Intercept −0.10 0.22 −0.57 0.32 .635
Gender (ref.=male) 0.21 0.09 0.05 0.38 0.16 .026
Age 0.01 <0.01 <0.01 0.01 0.14 .033
Self-esteem −0.30 0.06 −0.42 −0.19 −0.33 <.001
PGSI score 0.03 0.01 0.01 0.04 0.23 .001
EGM versus other −0.01 0.09 −0.19 0.15 −0.01 .875
Race betting versus other −0.21 0.12 −0.50 0.04 −0.12 .083
Secrecy 0.11 0.05 0.02 0.22 0.15 .018

Note. Bold text indicates statistically significant predictors. CI LL: confidence interval lower limit; CI UL: confidence interval upper limit;
PGSI: Problem Gambling Severity Index; EGM: electronic gaming machine.
Model R2= .389, F(7, 169)= 15.40.
p< .001.
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correlation between them was the reason that neither were
significant. No matter which was removed, the remaining
most problematic form variable was not significant. Exami-
nation of the standardized coefficients indicates that the
strongest predictor in the model was self-esteem, followed
by PGSI score.

DISCUSSION

The most commonly reported correlates of the self-stigma of
mental illness are lower self-esteem, higher depression, and
higher symptom severity (Boyd et al., 2014; Livingston &
Boyd, 2010). This study found similar results in relation to
the self-stigma of problem gambling, lending partial support
to H1. In this study, the strongest correlate of self-stigma
was self-esteem, both in the bivariate and multivariate
analyses. This result is consistent with 14 mental illness
studies and meta-analyses reviewed by Boyd et al. (2014);
with 30 of the 34 mental illness studies reviewed by
Livingston and Boyd (2010); and with the one previous
quantitative study of problem gambling stigma and self-
esteem (Horch & Hodgins, 2015). Indeed, self-stigma and
self-esteem have been so strongly linked in previous mental
illness research that some authors conceptualize and define
self-esteem decrement as an integral component of self-
stigma (e.g., Corrigan & Watson, 2002; Corrigan et al.,
2006; Scambler, 1998). These conceptualizations assume
that self-stigma diminishes self-esteem, although it is pos-
sible that individuals with lower self-esteem are more
vulnerable to self-stigma. Nevertheless, one longitudinal
study found that self-stigma reduced self-esteem when
measured at 4-month follow-up (Ritsher & Phelan, 2004).
Qualitative research with people experiencing problem
gambling also indicates that lower self-esteem is typically
experienced as a consequence of self-stigma (Carroll et al.,
2013; Hing, Nuske, Gainsbury, & Russell, 2016; Hing,
Nuske, Gainsbury, Russell, & Breen, 2016). Overall, a
reasonable conclusion is that the self-stigma of problem
gambling is accompanied by diminished self-esteem and
most likely contributes to it. Longitudinal research is needed
to confirm this causal direction.

Our findings are also consistent with previously found
links between self-stigma and depression. Fifteen studies
reviewed by Boyd et al. (2014) found a significant positive
relationship between the self-stigma of mental illness and
depression, while self-stigma-predicted depression in
Ritsher and Phelan’s (2004) longitudinal study. Research
also indicates high comorbidity between problem gambling
and depression (Kessler et al., 2008, Petry, Stinson, &
Grant, 2005; Thomas & Jackson, 2008). An Australian
study found that 58.1% of respondents with gambling
problems in a community sample, and 96% in a clinical
sample, reported depression due to gambling (Productivity
Commission, 1999). However, the degree to which depres-
sive episodes are due to the self-stigma associated with
problem gambling is unknown. This study confirms the link
between the self-stigma of problem gambling and
experiencing symptoms of depression and anxiety, as mea-
sured by the K-6, but not their temporal sequence. While
self-stigma may contribute to psychological distress,

individuals with gambling problems who are also experienc-
ing psychological adversity may instead be more vulnerable
to self-stigma. Prospective research could identify causal
pathways.

Our results also align with previous mental illness studies
where symptom severity correlates with higher self-stigma.
Livingston and Boyd (2010) found that higher symptom
severity was significantly and positively associated with
higher self-stigma in 50 of the 60 mental health studies they
reviewed. Similarly, our results indicate that higher self-
stigma tends to accompany higher problem gambling
severity. Research into mental illness indicates that self-
stigma is a powerful deterrent to treatment-seeking and
adherence (Corrigan, 2004; Rusch, Angermeyer, & Corrigan,
2005), so the escalation of self-stigma as a gambling problem
worsens may be one reason why help-seeking rates are as low
as 10% among those with a severe gambling problem
(Cunningham, 2005). Effective stigma reduction strategies,
to reduce public stigma and to cope with self-stigma, could
improve treatment-seeking for problem gambling. Interviews
with gambling counselors also emphasized how self-stigma
can lead to delayed help-seeking, anxiety about attending
treatment, concerns about counselor attitudes, and fear of
relapse (Hing, Nuske, Gainsbury, Russell, & Breen, 2016).
These counselors maintained that addressing stigma early in
treatment can improve treatment adherence and recovery.

Contrary to most results for other mental health condi-
tions (Livingston & Boyd, 2010), female gender and older
age were associated with higher self-stigma in this study, in
partial alignment with H2. This may be because gambling
is a highly gendered activity (Hing, Russell, Tolchard, &
Nower, 2016), whereas mental illness is not. Having a
gambling problem is incompatible with women’s histori-
cally defined gender roles as caregivers, nurturers, mothers,
partners, and homemakers, and attracts judgments of being
irresponsible, unrespectable, incompetent, and selfish
(Casey, 2006; Holdsworth, Hing, & Breen, 2012). Failing
to live up to societal gender expectations, these women
can feel intense guilt, shame, and self-stigma (Hing,
Nuske, Gainsbury, & Russell, 2016). Further, mature-aged
women who gamble on EGMs are overrepresented among
people with gambling problems (Crisp et al., 2004; Hing,
Russell, Tolchard, & Nower, 2016; Welte, Barnes,
Wieczorek, Tidwell, & Hoffman, 2007), and they can be
stereotyped as bored, lonely old women. Our results suggest
that this group is particularly vulnerable to internalizing self-
stigmatizing beliefs and warrants particular attention in
efforts to reduce the associated damaging effects.

The last key finding from this study is increased use of
secrecy to cope with higher levels of self-stigma, supporting
H3, and previous problem gambling research (Horch &
Hodgins, 2015). Secrecy is damaging because it impedes
problem acknowledgement, recovery, and help-seeking
(Nuske & Hing, 2013; Tavares, Martins, Zilberman, &
el-Guebaly, 2002). It also creates heightened anxiety and
stress through the vigilance and hard work needed to keep
a spoiled identity hidden (Corrigan,Kosyluk,&Rüsch, 2013;
Goffman, 1963). While disclosing a gambling problem
risks social disapproval and discrimination, research into
other stigmatized conditions points to some beneficial
effects of “coming out,” including reduced stress, better
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relationships, greater family support, diminished self-stigma,
and improved quality of life (Corrigan et al., 2010; Kadushin,
2000; Pachankis, 2007; Rosario, Hunter, Maguen, Gwadz, &
Smith, 2001). People with a gambling problem have also
reported great relief once they have finally disclosed their
problem, with some being pleasantly surprised by the subse-
quent support received from significant others (Hing,
Nuske, Gainsbury, & Russell, 2016). Efforts to reduce the
public stigmatization of problemgambling and topromote the
benefits of disclosure may encourage more “outing” of prob-
lem gambling as an affirming strategy to challenge self-
stigma, in contrast to the avoidant and damaging strategies
of secrecy and withdrawal (Corrigan et al., 2010). However,
research is also needed into the drawbacks of disclosing a
gambling problem.

Our findings should be interpreted within the following
limitations. The sample was not representative of the
broader population of people with gambling problems.
Given the low prevalence of problem gambling in the
population (0.6% in Australia; Hing, Gainsbury et al.,
2014), gaining a representative sample was not considered
feasible. Our survey recruited only respondents who
acknowledged having a gambling problem, as we felt that
meaningful responses could not be gained from people in
denial; thus, the findings may not generalize to this latter
group. The survey was cross-sectional, so causal directions
could not be ascertained. While the Self Stigma of Problem
Gambling Scale had excellent reliability, its other psycho-
metric properties have not been evaluated. Finally, any
research into stigma may be subjected to social desirability
bias, although we attempted to minimize this by emphasiz-
ing respondent anonymity and the importance of providing
honest responses.

CONCLUSIONS

This study has contributed to a deeper understanding of
problem gambling stigma. In alignment with research into
mental illness, higher self-stigma of problem gambling was
linked to lower self-esteem, higher psychological distress,
higher symptom severity, and greater likelihood of keeping
the problem a secret. This suggests that the self-stigma of
problem gambling may be driven by similar mechanisms as
the self-stigma of other mental health disorders, and simi-
larly impact on self-esteem and coping. Thus, self-stigma
reduction initiatives used for other mental health conditions
may be effective for problem gambling. These include
interventions attempting to alter self-stigmatizing beliefs,
and interventions that enhance coping skills through
improving self-esteem, empowerment, and help-seeking
behavior, including psychoeducation, cognitive restructur-
ing, acceptance and commitment therapy, motivational
interviewing, social skills training, and goals achievement
(Mittal, Sullivan, Chekuri, Allee, & Corrigan, 2012).

It is difficult to make specific recommendations for how
current self-stigma reduction efforts could be improved
for problem gambling, as these efforts have not been widely
documented. However, one qualitative study found that
most gambling help counselors interviewed emphasized
the importance of helping clients to overcome their

self-stigmatizing beliefs, before gambling treatment could
be effective (Hing, Nuske, Gainsbury, Russell, & Breen,
2016). They explained that lowering self-stigma was needed
to establish confidence and trust in the counselor, restore
self-esteem, enhance stigma coping skills, harness support
from significant others, normalize relapse, and foster a belief
that recovery is possible. Unlike the self-stigma of other
mental illnesses, the self-stigma of problem gambling
increased with female gender and older age which in turn
are associated with EGM problems. These results indicate
that this group should be a target population for efforts to
reduce or better cope with self-stigma. Overall, however,
research into the self-stigma of problem gambling is
nascent. Further research is needed to confirm the current
findings and to investigate optimal self-stigma reduction
strategies for those with a gambling problem.

Funding sources: Financial support for this study was
received from the Victorian Responsible Gambling
Foundation.

Authors’ contribution: Both authors contributed to the study
concept and design and interpretation of data. AMTR
conducted the statistical analysis. NH and AMTR obtained
funding for the study. They also drafted the paper and
critically reviewed and refined it. Both authors had full
access to all data in the study and take responsibility for the
integrity of the data and the accuracy of the data analysis.

Conflict of interest: NH and AMTR declare that they have
each received research funding from beneficiaries of
gambling, including government agencies and industry
operators.

Acknowledgement: The authors would like to thank the
assistance of Dr. Sally Gainsbury in designing the survey
on which this study is based.

REFERENCES

Birchwood, M., Trower, P., Brunet, K., Gilbert, P., Iqbal, Z., &
Jackson, C. (2007). Social anxiety and the shame of psychosis:
A study in first episode psychosis. Behaviour Research and
Therapy, 45(5), 1025–1037. doi:10.1016/j.brat.2006.07.011

Boyd, J. E., Adler, E. P., Otilingam, P. G., & Peters, T. (2014).
Internalized Stigma of Mental Illness (ISMI) Scale: A multi-
national review. Comprehensive Psychiatry, 55(1), 221–231.
doi:10.1016/j.comppsych.2013.06.005

Carroll, A., Rodgers, B., Davidson, T., & Sims, S. (2013). Stigma
and help-seeking for gambling problems. Canberra, Australia:
Australian National University.

Casey, E. (2006). Domesticating gambling: Gender, caring and the
UK National Lottery. Leisure Studies, 25(1), 3–16.
doi:10.1080/02614360500150695

Corrigan, P. W. (2004). How stigma interferes with mental health
care. American Psychologist, 59(7), 614–625. doi:10.1037/
0003-066X.59.7.614

422 | Journal of Behavioral Addictions 6(3), pp. 416–424 (2017)

Hing and Russell

http://dx.doi.org/10.1016/j.brat.2006.07.011
http://dx.doi.org/10.1016/j.comppsych.2013.06.005
http://dx.doi.org/10.1080/02614360500150695
http://dx.doi.org/10.1037/0003-066X.59.7.614
http://dx.doi.org/10.1037/0003-066X.59.7.614


Corrigan, P. W., Kosyluk, K. A., & Rüsch, N. (2013). Reducing
self-stigma by coming out proud. American Journal of Public
Health, 103(5), 794–800. doi:10.2105/AJPH.2012.301037

Corrigan, P. W., Morris, S., Larson, J., Rafacz, J., Wassel, A.,
Michaels, P., Wilkniss, S., Batia, K., & Rüsch, N. (2010). Self-
stigma and coming out about one’s mental illness. Journal of
Community Psychology, 38(3), 259–275. doi:10.1002/
jcop.20363

Corrigan, P. W., Markowitz, F. E., & Watson, A. C. (2004).
Structural levels of mental illness stigma and discrimination.
Schizophrenia Bulletin, 30(3), 481–491. doi:10.1093/oxford-
journals.schbul.a007096

Corrigan, P. W., & Watson, A. C. (2002). The paradox of self-
stigma and mental illness. Clinical Psychology: Science and
Practice, 9(1), 35–53. doi:10.1093/clipsy.9.1.35

Corrigan, P. W., Watson, A. C., & Barr, L. (2006). The self-stigma
of mental illness: Implications for self-esteem and self-efficacy.
Journal of Social and Clinical Psychology, 25(8), 875–884.
doi:10.1521/jscp.2006.25.8.875

Cramer, K. M. (2000). Comparing the relative fit of various factor
models of the Self-Consciousness Scale in two independent
samples. Journal of Personality Assessment, 75(2), 295–307.
doi:10.1207/S15327752JPA7502_9

Crisp, B. R., Thomas, S. A., Jackson, A. C., Smith, S., Borrell, J.,
Ho, W. Y., Holt, T. A., & Thomason, N. (2004). Not the same:
A comparison of female and male clients seeking treatment from
problem gambling counseling services. Journal of Gambling
Studies, 20(3), 283–299. doi:10.1023/B:JOGS.0000040280.
64348.d1

Cunningham, J. A. (2005). Little use of treatment among
problem gamblers. Psychiatric Services, 56(8), 1024–1025.
doi:10.1176/appi.ps.56.8.1024-a

Dhillon, J., Horch, J. D., & Hodgins, D. C. (2011). Cultural
influences on stigmatization of problem gambling: East Asian
and Caucasian Canadians. Journal of Gambling Studies, 27(4),
633–647. doi:10.1007/s10899-010-9233-x

Feldman, D. B., & Crandall, C. S. (2007). Dimensions of mental
illness stigma: What about mental illness causes social rejection?
Journal of Social and Clinical Psychology, 26(2), 137–154.
doi:10.1521/jscp.2007.26.2.137

Ferris, J., & Wynne, H. (2001). The Canadian Problem Gambling
Index. Ottawa, ON: Canadian Centre on Substance Abuse.

Fung, K. M., Tsang, H. W., Corrigan, P. W., Lam, C. S., &
Cheung, W. M. (2007). Measuring self-stigma of mental illness
in China and its implications for recovery. International Jour-
nal of Social Psychiatry, 53(5), 408–418. doi:10.1177/
0020764007078342

Goffman, E. (1963). Stigma: Notes on the management of spoiled
identity. London, UK: Penguin.

Griffiths, K. M., Christensen, H., & Jorm, A. F. (2008). Predictors
of depression stigma. BMC Psychiatry, 8(1), 1–12.
doi:10.1186/1471-244X-8-25

Hing, N., Gainsbury, S.M., Blaszczynski, A., Wood, R., Lubman, D.,
& Russell, A. M. T. (2014). Interactive gambling.
Melbourne, VIC: Gambling Research Australia.

Hing, N., Holdsworth, L., Tiyce, M., & Breen, H. (2014). Stigma
and problem gambling: Current knowledge and future research
directions. International Gambling Studies, 14(1), 64–81.
doi:10.1080/14459795.2013.841722

Hing, N., Nuske, E., Gainsbury, S. M., & Russell, A. M. T. (2016).
Perceived stigma and self-stigma of problem gambling:

Perspectives of people with gambling problems. International
Gambling Studies, 16(1), 31–48. doi:10.1080/14459795.
2015.1092566

Hing, N., Nuske, E., Gainsbury, S.M., Russell, A.M. T., &Breen, H.
(2016). How does the stigma of problem gambling influence
help-seeking, treatment and recovery? A view from the counsel-
ling sector. International Gambling Studies, 16(2), 263–280.
doi:10.1080/14459795.2016.1171888

Hing, N., & Russell, A. M. T. (2017). How anticipated and
experienced stigma can contribute to self-stigma: The case of
problem gambling. Frontiers in Psychology, 8, 235.
doi:10.3389/fphys.2017.00235

Hing, N., Russell, A. M. T., & Gainsbury, S. M. (2016). Unpacking
the public stigma of problem gambling: The process of stigma
creation and contributors to social distancing. Journal of
Behavioral Addictions, 5(3), 448–456. doi:10.1556/2006.5.
2016.057

Hing, N., Russell, A. M. T., Gainsbury, S. M., & Nuske, E. (2016).
The public stigma of problem gambling: Its nature and relative
intensity compared to other health conditions. Journal of
Gambling Studies, 32(3), 847–864. doi:10.1007/s10899-015-
9580-8

Hing, N., Russell, A. M. T., Tolchard, B., & Nower, L. (2016).
Risk factors for gambling problems: An analysis by gender.
Journal of Gambling Studies, 32(2), 511–534. doi:10.1007/
s10899-015-9548-8

Holdsworth, L., Hing, N., & Breen, H. (2012). Exploring women’s
problem gambling: A review of the literature. International
Gambling Studies, 12(2), 199–213. doi:10.1080/14459795.
2012.656317

Horch, J. D., & Hodgins, D. C. (2008). Public stigma of disordered
gambling: Social distance, dangerousness, and familiarity.
Journal of Social and Clinical Psychology, 27(5), 505–528.
doi:10.1521/jscp.2008.27.5.505

Horch, J. D., & Hodgins, D. C. (2013). Stereotypes of problem
gambling. Journal of Gambling Issues, 28, 1–19. doi:10.4309/
jgi.2013.28.10

Horch, J. D., & Hodgins, D. C. (2015) Self-stigma coping and
treatment-seeking in problem gambling. International
Gambling Studies, 15(3), 470–488. doi:10.1080/14459795.
2015.1078392

Kadushin, G. (2000). Family secrets: Disclosure of HIV status
among gay men with HIV/AIDS to the family of origin. Social
Work in Health Care, 30(3), 1–17. doi:10.1300/J010v30n03_01

Kessler, R. C., Andrews, G., Colpe, L. J., Hiripi, E., Mroczek,
D. K., Normand, S. L. T., Walters, E. E., & Zaslavsky, A. M.
(2002). Short screening scales to monitor population preva-
lences and trends in non-specific psychological distress. Psy-
chological Medicine, 32(6), 959–976. doi:10.1017/
S0033291702006074

Kessler, R. C., Hwang, I., LaBrie, R., Petukhova, M., Sampson,
N. A., & Winters, K. C (2008). The prevalence and correlates
of DSM-IV pathological gambling in the national comorbidity
survey replication. Psychological Medicine, 38(9), 1351–1360.
doi:10.1017/S0033291708002900

Link, B. G., & Phelan, J. C. (2001). Conceptualising stigma.
Annual Review of Sociology, 27(1), 363–385. doi:10.1146/
annurev.soc.27.1.363

Link, B. G., Yang, L. H., Phelan, J. C., & Collins, P. Y. (2004).
Measuring mental illness stigma. Schizophrenia Bulletin,
30(3), 511–541. doi:10.1093/oxfordjournals.schbul.a007098

Journal of Behavioral Addictions 6(3), pp. 416–424 (2017) | 423

The self-stigma of problem gambling

http://dx.doi.org/10.2105/AJPH.2012.301037
http://dx.doi.org/10.1002/jcop.20363
http://dx.doi.org/10.1002/jcop.20363
http://dx.doi.org/10.1093/oxfordjournals.schbul.a007096
http://dx.doi.org/10.1093/oxfordjournals.schbul.a007096
http://dx.doi.org/10.1093/clipsy.9.1.35
http://dx.doi.org/10.1521/jscp.2006.25.8.875
http://dx.doi.org/10.1207/S15327752JPA7502_9
http://dx.doi.org/10.1023/B:JOGS.0000040280.64348.d1
http://dx.doi.org/10.1023/B:JOGS.0000040280.64348.d1
http://dx.doi.org/10.1176/appi.ps.56.8.1024-a
http://dx.doi.org/10.1007/s10899-010-9233-x
http://dx.doi.org/10.1521/jscp.2007.26.2.137
http://dx.doi.org/10.1177/0020764007078342
http://dx.doi.org/10.1177/0020764007078342
http://dx.doi.org/10.1186/1471-244X-8-25
http://dx.doi.org/10.1080/14459795.2013.841722
http://dx.doi.org/10.1080/14459795.2015.1092566
http://dx.doi.org/10.1080/14459795.2015.1092566
http://dx.doi.org/10.1080/14459795.2016.1171888
http://dx.doi.org/10.3389/fphys.2017.00235
http://dx.doi.org/10.1556/2006.5.2016.057
http://dx.doi.org/10.1556/2006.5.2016.057
http://dx.doi.org/10.1007/s10899-015-9580-8
http://dx.doi.org/10.1007/s10899-015-9580-8
http://dx.doi.org/10.1007/s10899-015-9548-8
http://dx.doi.org/10.1007/s10899-015-9548-8
http://dx.doi.org/10.1080/14459795.2012.656317
http://dx.doi.org/10.1080/14459795.2012.656317
http://dx.doi.org/10.1521/jscp.2008.27.5.505
http://dx.doi.org/10.4309/jgi.2013.28.10
http://dx.doi.org/10.4309/jgi.2013.28.10
http://dx.doi.org/10.1080/14459795.2015.1078392
http://dx.doi.org/10.1080/14459795.2015.1078392
http://dx.doi.org/10.1300/J010v30n03_01
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291702006074
http://dx.doi.org/10.1017/S0033291708002900
http://dx.doi.org/10.1146/annurev.soc.27.1.363
http://dx.doi.org/10.1146/annurev.soc.27.1.363
http://dx.doi.org/10.1093/oxfordjournals.schbul.a007098


Livingston, J. D., & Boyd, J. E. (2010). Correlates and conse-
quences of internalized stigma for people living with mental
illness: A systematic review and meta-analysis. Social Science
and Medicine, 71(12), 2150–2161. doi:10.1016/j.socscimed.
2010.09.030

Lysaker, P., Yanos, P., Outcalt, J., & Roe, D. (2010). Association
of stigma, self-esteem, and symptoms with concurrent and
prospective assessment of social anxiety in schizophrenia.
Clinical Schizophrenia and Related Psychoses, 4(1), 41–48.
doi:10.3371/CSRP.4.1.3

Markowitz, F. E. (1998). The effects of stigma on the psychological
well-being and life satisfaction of persons with mental illness.
Journal of Health and Social Behavior, 39(4), 335–347.
doi:10.2307/2676342

Mittal, D., Sullivan, G., Chekuri, L., Allee, E., & Corrigan, P. W.
(2012). Empirical studies of self-stigma reduction strategies: A
critical review of the literature. Psychiatric Services, 63(10),
974–981. doi:10.1176/appi.ps.201100459

Nuske, E., & Hing, N. (2013). A narrative analysis of help-seeking
behaviour and critical change points for recovering problem
gamblers: The power of storytelling. Australian Social Work,
66(1), 39–55. doi:10.1080/0312407X.2012.715656

Pachankis, J. E. (2007). The psychological implications of
concealing a stigma: A cognitive-affective-behavioral model.
Psychological Bulletin, 133(2), 328–345. doi:10.1037/0033-
2909.133.2.328

Petry, N. M., Stinson, F. S., & Grant, B. F. (2005). Comorbidity of
DSM-IV pathological gambling and other psychiatric
disorders: Results from the national epidemiologic survey on
alcohol and related conditions. Journal of Clinical Psychiatry,
66(5), 564–574. doi:10.4088/JCP.v66n0504

Pinel, E. C. (1999). Stigma consciousness: The psychological
legacy of social stereotypes. Journal of Personality and
Social Psychology, 76(1), 114–128. doi:10.1037/0022-3514.
76.1.114

Pinel, E. C. (2004). You’re just saying that because I’m a
woman: Stigma consciousness and attributions to discrimi-
nation. Self and Identity, 3(1), 39–51. doi:10.1080/
13576500342000031

Productivity Commission. (1999). Australia’s gambling industries.
Report No. 10. Canberra, Australia: Ausinfo.

Radburn, B., & Horsley, R. (2011). Gamblers, grinders, and
mavericks: The use of membership categorisation to manage
identity by professional poker players. Journal of Gambling
Issues, 26, 30–50. doi:10.4309/jgi.2011.26.4

Ritsher, J. B., & Phelan, J. C. (2004). Internalized stigma
predicts erosion of morale among psychiatric outpatients.

Psychiatry Research, 129(3), 257–265. doi:10.1016/j.
psychres.2004.08.003

Rosario, M., Hunter, J., Maguen, S., Gwadz, M., & Smith, R.
(2001). The coming-out process and its adaptational and
health-related associations among gay, lesbian, and bisexual
youths: Stipulation and exploration of a model. American
Journal of Community Psychology, 29(1), 133–160.
doi:10.1023/A:1005205630978

Rosenberg, M. (1965). Society and the adolescent self-image.
Princeton, NJ: Princeton University Press.

Rusch, N., Angermeyer, M. C., & Corrigan, P. W. (2005). Mental
illness stigma: Concepts, consequences and initiatives to
reduce stigma. European Psychiatry, 20(8), 529–539. doi:10.
1016/j.eurpsy.2005.04.004

Rüsch, N., Corrigan, P. W., Powell, K., Rajah, A., Olschewski, M.,
Wilkniss, S., & Batia, K. (2009). A stress-coping model of
mental illness stigma: II. Emotional stress responses, coping
behavior and outcome. Schizophrenia Research, 110(1),
65–71. doi:10.1016/j.schres.2009.01.005

Scambler, G. (1998). Stigma and disease: Changing paradigms.
Lancet, 352(9133), 1054–1055. doi:10.1016/S0140-6736(98)
08068-4

Scheier, M. F., & Carver, C. S. (1985). The Self‐Consciousness
Scale: A revised version for use with general populations.
Journal of Applied Social Psychology, 15(8), 687–699.
doi:10.1111/j.1559-1816.1985.tb02268.x

Schmitt, D. P., & Allik, J. (2005). Simultaneous administration of
the Rosenberg Self-Esteem Scale in 53 nations: Exploring the
universal and culture-specific features of global self-esteem.
Journal of Personality and Social Psychology, 89(4), 623–642.
doi:10.1037/0022-3514.89.4.623

Tavares, H., Martins, S. S., Zilberman, M. L., & el-Guebaly, N.
(2002). Gamblers and treatment-seeking: Why haven’t they
come earlier? Addictive Disorders and their Treatment, 1(2),
65–69. doi:10.1097/00132576-200206000-00005

Thomas, S. & Jackson, A. C. (2008) Risk and protective factors,
depression and co-morbidities in problem gambling.
Melbourne, VIC: Problem Gambling Research Centre.

Welte, J. W., Barnes, G. M, Wieczorek, W. F., Tidwell, M.-C. O.,
Hoffman, J. H. (2007). Type of gambling and availability as
risk factors for problem gambling: A tobit regression analysis
by age and gender. International Gambling Studies, 7(2),
183–198. doi:10.1080/14459790701387543

Yen, C. F., Chen, C. C., Lee, Y., Tang, T. C., Yen, J. Y., & Ko,
C. H. (2005). Self-stigma and its correlates among out-
patients with depressive disorders. Psychiatric Services, 56(5),
599–601. doi:10.1176/appi.ps.56.5.599

424 | Journal of Behavioral Addictions 6(3), pp. 416–424 (2017)

Hing and Russell

http://dx.doi.org/10.1016/j.socscimed.2010.09.030
http://dx.doi.org/10.1016/j.socscimed.2010.09.030
http://dx.doi.org/10.3371/CSRP.4.1.3
http://dx.doi.org/10.2307/2676342
http://dx.doi.org/10.1176/appi.ps.201100459
http://dx.doi.org/10.1080/0312407X.2012.715656
http://dx.doi.org/10.1037/0033-2909.133.2.328
http://dx.doi.org/10.1037/0033-2909.133.2.328
http://dx.doi.org/10.4088/JCP.v66n0504
http://dx.doi.org/10.1037/0022-3514.76.1.114
http://dx.doi.org/10.1037/0022-3514.76.1.114
http://dx.doi.org/10.1080/13576500342000031
http://dx.doi.org/10.1080/13576500342000031
http://dx.doi.org/10.4309/jgi.2011.26.4
http://dx.doi.org/10.1016/j.psychres.2004.08.003
http://dx.doi.org/10.1016/j.psychres.2004.08.003
http://dx.doi.org/10.1023/A:1005205630978
http://dx.doi.org/10.1016/j.eurpsy.2005.04.004
http://dx.doi.org/10.1016/j.eurpsy.2005.04.004
http://dx.doi.org/10.1016/j.schres.2009.01.005
http://dx.doi.org/10.1016/S0140-6736(98)08068-4
http://dx.doi.org/10.1016/S0140-6736(98)08068-4
http://dx.doi.org/10.1111/j.1559-1816.1985.tb02268.x
http://dx.doi.org/10.1037/0022-3514.89.4.623
http://dx.doi.org/10.1097/00132576-200206000-00005
http://dx.doi.org/10.1080/14459790701387543
http://dx.doi.org/10.1176/appi.ps.56.5.599

