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Abstract
Data consistently demonstrate comorbidity between pathological gambling and psychiatric
disorders. This study compares severity of gambling and psychosocial problems and gambling
treatment outcomes in treatment-seeking pathological gamblers (N = 231) based on their self-
reported mental health treatment utilization. As expected, participants currently receiving mental
health treatment demonstrated the most psychiatric problems, and those with no mental health
treatment the least. Although preferred gambling activity differed according to mental health
treatment status, severity of gambling problems and gambling treatment outcomes did not.
Individual cognitive-behavioral therapy was efficacious in reducing gambling problems
irrespective of mental health treatment utilization.

Pathological gambling is as an impulse control disorder characterized as the excessive
risking of money and other valuables on games of chance by the Diagnostic and Statistical
Manual of Mental Disorders-IV (DSM-IV).1 Lifetime prevalence rates of pathological
gambling range from 0.4% to 1.9% in the general U.S. population.2–5 This disorder is
associated with significant financial, social, medical, and psychiatric problems.2,5–7

Epidemiological studies find comorbidity between pathological gambling and substance use
disorders. In a national sample of over 43,000 respondents, Petry et al.4 found that 73.2% of
pathological gamblers (PGs) had a lifetime alcohol use disorder and 38.1% had a lifetime
drug use disorder. In another study of 9,282 randomly selected household residents, Kessler
et al.3 reported that 76.3% of respondents identified as PGs met criteria for a lifetime
substance use disorder. In two smaller nationally-based surveys of about 2,000 respondents
each, Gerstein et al.2 found that 9.9% of PGs had lifetime alcohol or drug dependence in
comparison to 1.1% of non-gamblers, and Welte et al.5 also noted a strong association
between pathological gambling and alcohol dependence. PGs were 23 times more likely to
be currently alcohol dependent than non-PGs. In a Canadian study of 7,214 respondents,
Bland et al.8 found that 63.3% of PGs met lifetime criteria for substance use disorders in
comparison to 19.0% of non-gamblers.

Epidemiological studies also demonstrate co-occurring pathological gambling and other
psychiatric disorders. For example, Bland et al.8 reported that 33.3% of PGs met lifetime
criteria for an affective disorder, 26.7% for an anxiety or somatoform disorder, and 40.0%
for antisocial personality disorder in comparison to 14.2%, 9.2%, and 3.1% of non-PGs,
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respectively. Petry et al.4 found that 49.6% of PGs met criteria for a lifetime mood disorder,
41.3% for an anxiety disorder, and 60.8% for a personality disorder, with all of these rates
significantly greater among PGs than controls. Kessler et al.3 reported that 96.3% of PGs
met criteria for at least one other psychiatric disorder during their lifetime, including mood
disorders, anxiety disorders, and impulse-control disorders.

Consistent findings of high rates of comorbidity with psychiatric disorders are also noted in
PG treatment-seeking populations. Kerber et al.9 found high levels of lifetime major
depression (82.5%), anxiety disorders (47.5%), obsessive compulsive disorder (37.5%),
panic disorder (27.5%), and avoidant personality disorder (27.5%) in their sample of
treatment-seeking PGs. Ibáñez et al.10 noted that 62.3% of PGs met lifetime criteria for a
comorbid psychiatric disorder, with the most common psychiatric diagnosis being
personality disorders (42.0%). Pietrzak and Petry11 also found that 16.5% of PGs met
diagnostic criteria for antisocial personality disorder. With respect to substance use
disorders, Maccallum and Blaszczynski12 found that 16% of individuals who were
receiving gambling treatment met current criteria for alcohol abuse and 8% met criteria for
alcohol dependence. Stinchfield and Winters13 reported that 35% of treatment-seeking PGs
had received alcohol or drug treatment services in the past, and 16% met diagnostic criteria
for a current substance use disorder.

Given the high rates of psychiatric disorders among PGs, many may have received treatment
for these conditions. Ladd and Petry14 found that 31.0% of treatment-seeking PGs had
sought treatment for a substance use disorder, with 54.5% of them reporting treatment for
alcohol use disorder, 8.4% for cocaine, and 28.3% for other drugs. Pathological gamblers
with substance abuse treatment histories demonstrated more severe gambling, substance
abuse, psychiatric, and employment problems than gamblers without treatment histories.
Stinchfield et al.15 reported that 33.5% of treatment-seeking gamblers previously sought
substance abuse treatment. In comparison to those without substance abuse treatment
histories, those who had sought substance abuse treatment had higher rates of alcohol and
drug use at the time of study participation and evidenced more psychosocial and marital
problems. Although participants as a whole showed reductions in gambling over time, those
with a substance abuse treatment history and who frequently drank alcohol showed greater
improvement than participants with no substance abuse treatment history and who drank
alcohol less frequently.

While treatment-seeking PGs with a history of substance abuse treatment demonstrate more
severe gambling and psychosocial problems than those without a history of substance abuse
treatment, little research has reported on PGs with and without treatment histories for other
psychiatric conditions. In their epidemiological study, Kessler et al.3 found that 49.0% of
individuals identified as PGs had sought treatment for an emotional or substance use
disorder. Stinchfield et al.15 also reported that 45.5% of treatment-seeking PGs previously
sought mental health treatment. However, no known studies have evaluated how mental
health treatment status impacts gambling and other psychosocial problems in treatment-
seeking gamblers.

Several studies have examined how the severity and presence of psychiatric symptoms may
affect gambling treatment outcomes among PGs. This research generates mixed findings.
For example, Echeburúa et al.16 found that PGs with high levels of anxiety were at an
increased risk of dropping out of gambling treatment or relapsing in comparison to less
anxious PGs. In contrast, Leblond et al.17 reported that the presence of depression and
anxiety did not impact gambling treatment outcomes.
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The purpose of this study is to examine the relationship between mental health treatment
utilization and psychosocial functioning and gambling treatment outcomes among treatment-
seeking PGs. We compared demographic characteristics and baseline severity of gambling
and other psychosocial problems among PGs classified by mental health treatment
utilization status. We hypothesized that PGs reporting current or past mental health
treatment would demonstrate a greater severity of gambling and psychosocial problems in
comparison to PGs reporting no mental health treatment. We also examined gambling
treatment outcomes to ascertain whether mental health treatment status impacted response to
gambling treatment.

METHODS
Participants

Two-hundred thirty-one participants meeting past-year DSM-IV1 criteria for PG were
recruited through media announcements in Connecticut for a treatment study between 1998
and 2002. Participants were at least 18 years old, had gambled in the past two months, and
had at least a fifth-grade reading level. Individuals currently experiencing suicidal intentions
or psychotic symptoms, or who were already receiving gambling treatment, were excluded
from the study.

The present study is a retrospective analysis using data from the original report.18 We
categorized participants in the following three groups according to their self- reported
utilization of mental health treatment services at intake: those who had never received
mental health treatment (“no mental health treatment”), those with a history of mental health
treatment (“past mental health treatment”), and those currently receiving mental health
treatment (“current mental health treatment”). Mental health treatment was defined as
treatment for any emotional or psychological problem, ranging from marital concerns to
depression, anxiety, or schizophrenia, but did not include prior or current gambling or
substance abuse treatment.

Instruments
An adapted version of The Structured Clinical Interview for the DSM-IV was used to
evaluate whether participants met criteria for pathological gambling.19 This measure has
established reliability and validity in diagnosing pathological gambling.

The South Oaks Gambling Screen (SOGS)20 is a reliable and valid screen for problem
gambling.21,22 Scores ranged from 0 to 20, with higher scores indicating more severe
gambling problems.

The Addiction Severity Index (ASI)23 measured the severity of participants’ medical,
employment, gambling, drug and alcohol abuse, legal, family/social, and psychiatric
problems in the last 30 days. Composite scores ranged from 0 to 1.0, with higher scores
indicating more severe problems. This instrument has established psychometric properties in
substance abusers24 and PGs.21,25,26 It was administered before treatment and 8 weeks
later (post-treatment), and ASI-Gambling scores were the principal outcome measure in the
primary study.18 One hundred and eighty-five participants (80.1%) completed the post-
treatment evaluation. No differences in follow-up rates occurred across treatment groups or
demographic characteristics, p’s > .14.

The Brief Symptom Inventory (BSI)27 assessed how much discomfort participants
experienced with respect to psychiatric symptoms in the past week. Using a scale from 0 to
4, participants indicated how much they were distressed (“not at all” to “extremely”) by 53
items ranging from poor appetite to feelings of hopelessness and guilt. Higher scores
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indicated a greater level of distress. This instrument demonstrates reliability and validity in
assessing the severity of psychiatric and emotional symptoms.28

Random assignment to treatment condition
Participants were randomized to one of three conditions as described in Petry et al.18
Briefly, all participants were referred to Gamblers Anonymous (GA). GA referral was the
only intervention for 63 participants, 84 also received a manual containing cognitive-
behavioral therapy (CBT) exercises designed to reduce gambling, and 84 received the same
CBT but via individual weekly meetings with a therapist; see Petry29 for therapy
description. Rates of GA participation did not differ across the three treatment conditions,
with 37.3%, 44.0% and 32.5% of those assigned to the GA alone, CBT workbook, and CBT
individual therapy conditions, respectively, attending any GA meetings during the 8-week
treatment period, X2(2)=2.37, p=.31.

Data analysis
Analysis of variance (ANOVA), Kruskal-Wallis, and chi-square tests evaluated baseline
differences among the three groups based upon mental health service utilization. For ASI
scores, a multivariate analysis of variance examined group differences in composite scores,
controlling for gender. To evaluate the effects of mental health treatment status on gambling
outcomes, a repeated measures ANOVA investigated changes over time from baseline to
post-treatment on ASI-Gambling scores. Mental health treatment group, treatment condition,
and gender were entered as dummy-coded independent variables and ASI-Gambling scores
as the dependent variable. The alpha level was 0.05, and all analyses were performed using
SPSS.

RESULTS
Table 1 presents demographic characteristics and baseline gambling variables across the
three mental health treatment groups. Participants with no, prior, and current mental health
treatment were equally likely to be assigned to the three treatment conditions, and no
statistically significant differences were noted among the groups in age, race, education,
income, or marital status. However, gender and employment status differed significantly
across the groups. The no mental health treatment group contained more males than the
other two groups. The current mental health treatment group contained fewer full-time
employees, and more unemployed and non-labor force participants, in comparison to the
other two groups.

As shown in Table 1, the groups did not differ significantly for the following gambling-
related variables: age when first gambled, days and amount gambled in the last 30 days, and
SOGS scores. The three groups differed significantly in their preferred forms of gambling,
with past mental health treatment participants more likely to report slot machine gambling in
comparison to the no mental health treatment participants.

Table 2 presents ASI composite scores across the three groups, which differed significantly,
F(16, 438) = 3.56, p < 0.001. Medical, employment, and psychiatric problems differed
across the three groups. Current mental health treatment participants demonstrated
significantly more severe medical problems than no mental health treatment participants,
and they had more severe employment and psychiatric problems than no and past mental
health treatment participants. Past mental health treatment participants also had significantly
higher ASI psychiatric scores than the no mental health treatment participants.

Table 3 presents psychiatric variables drawn from the BSI and ASI. BSI scores differed
significantly among the groups, with the no mental health treatment group showing a lower
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mean BSI score in comparison to the other two groups. As expected, a significantly greater
percentage of participants who were currently receiving mental health treatment reported
that they were receiving a pension for a psychiatric disability and that they took psychiatric
medication in the last 30 days and during their lifetime in comparison to participants in the
other two groups. A significantly greater percentage of participants in this group also
reported difficulty understanding, concentrating, or remembering in the last 30 days and
during their lifetime in comparison to participants in the other two groups. A significantly
lower percentage of those in the no mental health treatment group reported serious
depression, anxiety, suicidal ideation, and attempted suicide during their lifetime compared
to those in the other two groups. However, there were no differences among the three groups
with respect to the proportions experiencing significant depression or anxiety in the month
before initiating gambling treatment.

Figure 1 (left panel) shows changes in ASI-Gambling scores over time among participants
with no, prior, and current mental health treatment. The mental health treatment status
groups did not differ with respect to changes in ASI-Gambling scores over time, F(2, 171) =
0.02, p = 0.98. Consistent with the main study,18 the treatment condition by time effect was
significant, F(2, 171) = 3.04, p < 0.05, with individual CBT resulting in the greatest
reductions in ASI-Gambling scores over time (Figure 1 right panel). The interaction between
treatment condition and mental health status was not significant, F(4, 171) = 0.24, p = 0.91
(data not shown).

DISCUSSION
In this study, about two-thirds of PGs reported receiving treatment for mental health
conditions other than gambling or substance use. Mental health treatment status was
associated with other indices of psychiatric distress in the expected manner. Participants
with no history of mental health treatment demonstrated the least psychiatric problems, and
those reporting current mental health treatment evidenced the most psychiatric problems.

This study also found that mental health treatment status was associated with preferred form
of gambling. Past mental health treatment participants were more likely to report slot
machine gambling than participants in the other two groups. In a sample of 347 treatment-
seeking PGs, Petry30 reported that severity of gambling and psychosocial problems varied
by preferred gambling activity, and primary slot machine gamblers were significantly more
likely than sports gamblers and card players to evidence psychiatric distress. Although
preferred gambling activity was associated with mental health treatment status in this study,
severity of gambling problems as assessed by the SOGS, ASI, and gambling frequency and
intensity measures did not differ across groups. Thus, treatment-seeking PGs appear to have
similar severities of gambling problems regardless of their mental health treatment status.

Consistent with the primary paper,18 individual CBT was efficacious in reducing gambling
problems. Furthermore, individual CBT was equally effective across all three mental health
status groups. These results suggest PGs are equally likely to benefit from individual CBT,
regardless of whether or not they are, or have been, engaged in treatments for other
psychiatric disorders. Prior literature has reported inconsistent findings regarding the
association of psychiatric problems and response to gambling treatment. Studies have found
poorer outcomes16 or no changes17 in outcomes among patients with greater psychiatric
problems compared to those with fewer psychiatric concerns. The data from the present
study are consistent with the latter study,17 in that patients with greater psychopathology as
defined histories of psychiatric treatment or by depression or anxiety symptoms are equally
likely to benefit from treatment for their gambling disorder.
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Strengths of this study include its large sample size, reasonable follow-up rates, and limited
exclusion criteria, increasing the generalizability of findings. As noted in the primary report,
18 collaterals (e.g., participants’ friends, family members, etc.) were also contacted to verify
self-reported information, and patient and collateral reports of patients’ gambling were
highly concordant.

A weakness of the study was that diagnoses for other psychiatric conditions were not
systematically conducted. Thus, we cannot distinguish the sample based on other psychiatric
diagnoses or reasons for other mental health treatment, or what proportion had diagnoses but
never received other mental health treatment. Men, in particular, are less likely to receive
psychiatric treatment than women.31 Furthermore, it is unclear whether mental health
problems preceded gambling problems among participants, or vice-versa, a temporal
sequence that may have impacted treatment-seeking behaviors for other conditions. Findings
from this study might also not be generalizable to treatment-seeking PGs in other geographic
locations, where access to gambling and/or mental health services may vary and impact
treatment-seeking as well as short-and long-term outcomes.

In summary, these data suggest that treatment-seeking PGs who have sought other mental
health treatment are more likely to demonstrate psychosocial problems and engage in slot
machine gambling than their counterparts who are not seeking mental health treatment.
Despite these differences among groups, mental health treatment status does not appear to
be associated with gambling treatment outcomes. These findings suggest that individual
CBT is effective for PGs with a range of psychiatric problems and treatment histories.
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FIGURE 1.
Addiction Severity Index-Gambling composite scores pre and post-treatment. The left panel
represents data from participants with no (white bars), past (grey bars) or current (black
bars) mental health treatment, collapsed across treatment group assignment. The right panel
represents data from participants assigned to Gamblers Anonymous (GA) referral alone
(white bars), GA referral plus Cognitive-behavioral therapy (CBT) workbook (grey bars),
and GA referral plus individual delivered CBT (black bars), collapsed across mental health
treatment groups. Values represent means and standard errors. The asterisks indicates a
statistically significant treatment condition by time effect, p < .05.
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