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Examining Gambling & Mental Health in LGBTI communities

OUTLINE
This study aimed to explore problematic levels of gambling in lesbian, gay, bisexual, transsexual and 
intersex (LGBTI) communities in NSW Australia, recognising this is an under researched area. The 
study examined several factors; mental health (anxiety and depression), substance use, alcohol use 
and self-control, to explore if these were associated with gambling. The study sample was recruited 
to take part in an online survey. The final sample comprised 69 participants. The findings reveal that 
gambling activities such as pub slot machines/games (58%), followed by scratch cards (43.5%) 
were the most common forms of gambling behaviour engaged in by the sample. The amount spent 
on gambling ranged from $1 - $3000 per month. Furthermore, the dataset shows the most common 
motive for engaging in gambling activities was ‘because it was fun’, followed by ‘because you like 
the feeling’.  Twenty per cent of participants met the criteria for problematic gambling, as defined by 
the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM–V, APA, 2012), gambling 
disorder (GAM – DS)1. Mental health variables, namely depression and anxiety, did not distinguish 
between problematic and non-problematic gambling whereas alcohol, drug use and self-control did; 
higher levels of alcohol and higher levels of drug use were present in the problematic gambling group.  
Self-control was also lower in this group and was demonstrated to represent the most significant 
predictor of problematic gambling.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of results also due to be published in Medical Research Archives: citation: 
Birch, P., Ireland, J. L., Strickland, C., Kolstee, J (in press).

Examining problematic gambling and mental health in LGBTI communities: A preliminary study.

Medical Research Archives: KEI Journals: http://www.journals.ke-i.org/index.php/mra

1      It is difficult to identify comparison data owing to a range of methodologies used and a tendency not to always utilise 
diagnostic criteria.  The current sample is also limited in size and may not be representative.  However, for the purpose of 
comparison a 2010 report into gambling by the Australian Government Productivity Commission found that up to 1% of 
the Australian adult population suffer with significant problems due to gambling, with up to 2.1% of the same population 
experiencing risks considered to make them moderately vulnerable to problem gambling.
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INTRODUCTION
Gambling behaviour can range from a recreational activity that has a range of positive aspects 
including socialisation and mood enhancement.  It can, however, become problematic when the 
behaviour starts to impact on day to day functioning.  Problematic gambling behaviour can lead 
to negative impacts on cognitive and social functioning and can include maladaptive behaviours 
such as ‘to relieve negative effect, chasing losses, lying to others about gambling involvement, and 
a preoccupation with gambling’ (American Psychiatric Association, 2000). Gambling behaviour has 
recently been reclassified from an impulse control disorder to a disorder of addiction in the most 
recent DSM classification system (DSM–V, APA 2012). This reclassification has been sought due to 
problematic gambling behaviour having several similarities to substance use disorders including 
patterns of development and maintenance (Grant, 2008).  As such, the reclassification in the DSM has 
highlighted the importance for (further) research to explore gambling behaviour with a specific focus 
on mental health, substance use disorders and treatment requirements, as well as recognising the less 
problematic nature of gambling to avoid over-pathologising the behaviour.

A growing body of research into gambling is emerging, in particular within the USA, Australia, New 
Zealand and the UK.  The focus of this research has been on exploring whether relationships exist 
between mental health variables, substance use and gambling behaviour. With limited attention paid 
to the issues in the Lesbian, Gay, Bisexual, Transgender and Intersex (LGBTI) communities.  

To date, some of the theoretical models used to examine gambling behaviour include biological 
(Blume, 1987), and behavioural/ social learning (Brown, 1987). Not one theoretical explanation has 
incorporated all contributing factors to provide a thorough understanding of the cause of problematic 
gambling. The biological explanation hypothesises that those who engage in gambling behaviour 
may be explained by genetics and a dysregulation of neurotransmitters (Comings et al. 1996). 
Evidence has begun to show that serotonin (mood regulation), norepinephrine (mediating arousal) 
and dopamine (reward regulation) may be contributing factors to displaying certain behaviours such 
as impulsiveness, mood disorders and low self-control (Lopez-Ibor 1988; Roy, Moreno et al. 1991; Bergh 
et al., 1997). All of which, are commonly displayed behaviours in problematic gambling. Furthermore, 
consistent with the above, genetic studies revealed that problematic gamblers are at greater risk of 
engaging in such behaviours as they have been found to carry the dopamine D2A1 allele receptor 
gene (Comings et al., 1996). The behavioural perspective indicates that once an individual experiences 
a gambling related behaviour (i.e. a pub slot machine), a change in the cortex occurs. This causes 
a connection between engaging in gambling and the feelings of arousal and enjoyment (Sharpe & 
Tarrier, 1993). Additionally, the behavioural theory accounts for those problematic gamblers who have 
the inability to control the urges to persist (Baumeister et al., 1994), which can be linked to difficulties 
in self – control, best defined in this instance as an inability to consider actions in full and to avoid 
acting impulsively in an unhelpful manner. 

These current explanations for gambling behaviour coincide with the theoretical models of addiction 
(Blume, 1987) which include; psychobiological (Comings et al. 1996), behavioural (McConaghy et al. 
1983), and cognitive (Ladouceur & Walker 1996). A common feature displayed in addictive behaviours, 
such as impulsive buying, drinking and substance use is the need for reinforcement.  As like these 
behaviours, engagement in gambling can serve either as a positive (e.g. a gain) or a negative 
reinforcement (e.g. the loss of an unpleasant feeling). 
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The social learning aspect to reinforcement also assists with explaining why managing such 
behaviours is not easy and can often require professional support and treatment.

Furthermore, cognitive explanations hypothesise that engagement in such addictive and, or gambling 
behaviours is a consequence of distorted and illogical cognitive schemas (e.g. believing gambling 
holds long term benefits) (Sharpe & Tarrier, 1993), however there is a lack of empirical evidence to 
confirm that these are significant causal factors. These contemporary theories provide a foundation 
for understanding why some individuals engage in gambling and demonstrate that other factors 
contribute to whether the gambling behaviour becomes problematic. Thus, the current research 
that focuses on mental health variables, substance use and self – control in the gambling literature, 
specifically in relation to the LGBTI community is discussed.

Research has explored the association between substance abuse and people in  LGBTI communities. 
The evidence shows that the prevalence of substance addictions within such communities is 
disproportionally higher than among those who are heterosexual (Liao, 2015).  As with all communities, 
nevertheless, there are variations and thus differences can be a result of a small number of individuals 
within the community demonstrating higher levels of substance use and dependency which could 
be serving to distort the results (Liao, 2015).  Regardless, it is noted that both alcohol and substance 
use present significant challenges to LGBTI communities (e.g. Skinner, 1994; Cochran & Mays, 2000; 
Valentine, 1998; Clements, 1999). None of this research has extended its assessment of addiction to 
gambling.  Only one study to date has explored gambling and incorporated a sample from LGBT 
communities; Grant and Potenza (2006) examined a sample of 105 treatment seeking men who had 
been diagnosed as problematic gamblers. Among the 105 men 21% self-reported as gay or bisexual.  
The effects of gambling among these men were greater impairment, higher frequency of impulse 
control and substance use disorders.  

Thus, this research leads to acknowledging that low self – control is a further relevant factor to 
problematic gambling is that of low self-control (Blaszynski & Nower, 2002; O’Connor & Dickerson, 
2003), where problematic gamblers have demonstrated lower self–control than recreational gamblers 
(Bergen et al., 2012).  Commonly considered a personality trait, those with low self-control are thought 
to engage in more risk taking types of behaviour that involve impulsivity, adopt less successful 
problem solving techniques, demonstrate deficits in decision making and are more likely to have 
substance use problems (Clarke, 2004; Goudriaan et al., 2005; Nower et al., 2004). Conversely, those 
with higher self-control have been found to understand how behaviours such as substance use or 
gambling do not result in any long term benefits (Gottfredson & Hirschi, 1990). Thus, high self-control 
has been found to decrease the level of engagement in such behaviours.

Findings regarding self-control have also explored the strength model of self–control (Baumeister et 
al., 2007), which can be applied to a variety of self – regulatory acts such as controlling emotions, 
impulses and choices, and not just to gambling.  Evidence indicates that gambling does not require 
a high level of self–control since problem gamblers may in fact engage in these activities to briefly 
increase their self-control (Johansson et al. 2009). 
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Furthermore, empirical evidence has indicated that members of LGBT communities experience  
poorer mental health outcomes than their heterosexual peers.  For example, research has shown that 
psychiatric comorbidity, in particular mood and anxiety disorders (Jorm, et al., 2002; Gilman et al., 
2001; Cochran, Sullivan & Mays, 2003; Grant & Potenza, 2006),  are higher amongst LGBTI people 
than amongst heterosexual people.  Liao (2015) has suggested that the cause of this prevalence is 
the presence of a higher number of life stressors in the lives of those in such communities such as 
managing with the stigma and discrimination of homophobic and heterosexist violence and abuse. 

Within the gambling literature there are two approaches adopted when exploring the association 
between gambling and mental health. One argues how gambling assists with coping and the 
management of mental health symptoms (Jacobs 1986; Blaszczynski & McConaghy 1989), whereas 
the other argues that gambling can induce mental health issues such as depression or anxiety as a 
result of financial crises or other problems that can develop from engaging in gambling (Blaszczynski 
& Nower, 2002).  Limited research on the relationship between gambling and mental health have 
shown the cause and/or effect.  Existing research focusing on the broader concept of addiction (e.g. 
substance) in an LGBTI community is equally limited. 

As research has shown, people in LGBTI communities are more likely to misuse substances in 
comparison to heterosexuals (Liao, 2015). Therefore in this preliminary study we are examining if this 
increase in substance abuse extends to gambling behaviour. Additionally, there is evidence that shows 
that LGBTI people also present with a greater number of mental health difficulties in comparison 
to heterosexuals (Grant & Potenza, 2006). Thus, this preliminary study aims to explore whether 
difficulties in mental health also occur in gambling behaviour within an LGBTI community.  The 
focus here is on problematic gambling in particular and clearly it is accepted that not all gambling 
is problematic. It should be noted, that this lack of research and awareness impacts the number of 
available resources for help seeking and acknowledging any difficulties with gambling. There are a 
decreased number of specific gambling services (e.g. Turning Point, Gamblers Help) promoted within 
this community in comparison to a heterosexual community (e.g. Gamblers Anonymous, GamCare, 
Gamble Aware), which may act as a barrier to seeking help.  This coupled with the absence of 
research in the area limits service providers’ ability to help those seeking help.  

This preliminary study aims to address the limited research in the area of gambling and mental 
health within the LGBTI community. This study also aims to examine if self-control presents as a factor 
impacting on any association, focusing in particular on its role as either an aggravating or protective 
element. The research is novel and does not have existing research to draw on comprehensively.  Thus, 
predictions are limited to broad indications of what could be expected, as follows:

1.  That problematic gambling will be associated with difficulties in mental 
health such as depression and anxiety.

2. That self-control will be associated with gambling and mental health.

3. That gambling and substance use will be positively associated.
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METHOD
PARTICIPANTS 
Participants’ were recruited by a recruitment campaign administered by ACON in Sydney Australia2 

with an on-line survey. The study sample comprised 109 returned measures of which 68.8% (n = 75) 
had completed the questionnaires. Five participants (6.7%) were excluded from the data because 
they only completed the demographic questions and none of the questionnaire. The final sample (n = 
69) included 44 (63.8%) men; 21 (30.4%) women, two (2.9%) transgender and two (2.9%) referring to 
themselves as gender queer.  The sample was aged between 18 and 72 (M = 36.48, S.D = 13.47). 

DATA COLLECTION TOOLS 
The measures used in the study included the following:

• Demographic Questionnaire: This gathered information on the participants’ age, sex, sexual 
orientation, race/ethnicity, their frequency of gambling behaviours (i.e. current gambler e.g. daily/
weekly; occasional gambler e.g. once a month or less; former gambler e.g. you do not gamble 
anymore). The types of gambling activities engaged in and amount spent on gambling per month 
was also requested.

• The Gambling Motives Questionnaire (GMQ: Stewart & Zack, 2008): The GMQ consisted of fifteen 
items that measured the motivations for engaging in gambling behaviours. Examples of items were 
as follows ‘Because you like the feeling’, ‘To be sociable’ and ‘To relax’. All of the items were scored on 
a four point Likert scale ranging from one (never/almost never) to 4 (almost always).

• The Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM–V, APA, 2012): 
Gambling Disorder (GAM – DS): The GAM–DS measure was based on the DSM–V diagnostic criteria 
for problematic gambling and asks participants to report on the extent to which gambling affects 
their lives. There are eight items on the questionnaire, all of which have a dichotomous (yes or no) 
response.  An example statement is ‘Jeopardized or lost a significant relationship, job, education or 
career opportunity because of gambling’. Participants have to respond to yes on five or more of the 
items, to meet the criteria of pathological gambling criteria (American Psychiatric Association, 2012).

• The Hospital Anxiety and Depression Scale (HAD: Zigmond & Snaith, 1983): The HAD scale asked 
participants’ to self-report how they had been feeling during the last couple of weeks. There were 
fourteen items, seven exploring feelings of anxiety and seven measuring depression. The items 
were scored 0 to 3, with the higher the number the higher the frequency. An example of an anxiety 
item is ‘I feel tense or ‘wound up’, and a depression item, ‘I feel as if I am slowed down’.  A score 
between 0 and 7 indicates a ‘normal’ level of anxiety and depression. A score of 8 to 10 indicates 
borderline difficulties and a score between 11 and 21 indicates difficult levels.

• The Brief Self Control Scale (BSCS: Tangney, Baumeister & Boone, 2004): The BSCS is a self-
report measure, which includes 13 items to explore participant’s level of self-control by asking 
statements such as ‘I am good at resisting temptation’. The items are scored on a 5–point Likert 
scale ranging from not at all to extremely. Participants were asked to choose the scale which 
reflects them the best for each statement. The possible range that can be scored on the scale is 
between 13 (lowest) to 65 (highest). 
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• Alcohol Use Disorder Identification Test (AUDIT: Babor et al., 2001): The AUDIT is a self-report 
measure examining participants’ alcohol consumption in the past twelve months. There are ten 
items, eight of which are scored on a scale of 1 to 5. The final two items are scored as yes or no 
responses. An example statement is ‘How often have you found that you were not able to stop 
drinking once you had started’. A score of 20 and over indicates a high risk and almost certainly 
dependent. A score 16 to 19 indicated a harmful level. A score of 8 to 15 indicated hazardous level, 
and a score 0 to 7 indicates low risk.

• Drug Abuse Screening Test – 10 (DAST – 10: Skinner, 1982): The DAST–10 is a self-report measure 
exploring participants’ involvement with drug use in the last twelve months, excluding alcohol and 
tobacco. There were ten items, all of which have a dichotomous (yes or no) response. An example 
statement is ‘Have you had blackouts or flashbacks as a result of drug use?’ A score of zero 
indicates no problems. A score of 1 to 2 indicates low level of drug use. A score of 3 to 5 indicates a 
moderate level and a score higher than 6 indicates a substantial level of difficulties.

PROCEDURE 
An online survey link was provided to participants through promotional material such as emails 
and flyers produced for the study by ACON (see Appendix A for a copy of the flyer). The study 
was promoted online on ACON’s main website, ACON Facebook pages and twitter feeds and also 
across email networks. The flyer was also placed in a number of venues in Sydney’s gay community 
(primarily on bars along Oxford Street). Promotion of the study ran for approximately six months. 
Participants were informed of the requirements of the study, the benefits and the potential risks 
through the information sheet provided online prior to participants partaking in the survey. Consent 
was acquired through participants ticking a ‘consent’ box at the end of the information sheet, as well 
as through submitting a completed online survey to the research team. 

DATA ANALYSIS 
The data was screened for missing data, outliers and normal distribution prior to conducting 
further analyses. ANOVAs were completed to explore the differences between those categorised as 
problematic gamblers versus those who did not report such levels, and the mental health variables, 
substance use and self-control. The differences were also explored between both groups for the 
gambling motives. A MANOVA was run to explore whether any significant differences existing between 
the three gambling motives (mood enhancement, socialising/ celebration and coping) and the two 
groups (problematic versus non – problematic). Finally, correlations were conducted to demonstrate 
the relationships between the three gambling motives, mental health variables, substance use and 
self-control. 

ETHICS APPROVAL 
Ethical approval was granted for this study by the University of Western Sydney HREC and by the 

ACON research ethics review committee.

2     ACON is the New South Wales LGBTI Health Organisation based in Sydney Australia.
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RESULTS
Data screening was completed prior to analysing the data.  The data was transformed to ensure 
the data was normally distributed. There were six univariate outliers found in the high end of the 
distribution in the GMQ, all of which were dealt with appropriately by replacing the outliers with the 
next highest scores. There were no further univariate or multivariate outliers. 

The results are presented first with attention to the demographics of the participants, prior to then 
exploring associations between gambling, mental health and substance use.  The extent to which self-
control predicts gambling will also be examined.  Table 1 presents participant demographics.   

TABLE 1. DEMOGRAPHICS OF PARTICIPANTS (N = 69)

Demographic Variable  n (%) of participants in the 
study sample

Gender Male 44 (63.8)
Female 21 (30.4)
Transgender 2 (2.9)
Other – Gender Queer 2 (2.9)

Sexual Orientation Lesbian/ Gay/ Homosex-
ual

50 (72.5)

Bisexual 5 (7.2)
Straight/ Heterosexual 5 (7.2)
Queer 11 (15.9)
Other – not specified 1 (1.4)

Intersex Yes 0 (0)
No 65 (94.2)
Prefer not to say 2 (2.9)

Race/ Ethnicity

Anglo Saxon/ British/ Irish 46 (66.7)
Western & Northern Euro-
pean

5 (7.2)

Southern European 5 (7.2)
North Africa & Middle 
Eastern

2 (2.9)

South East Asia 3 (4.3)
Other 7 (10.1)

Aboriginal3

Yes 4 (5.8)
No 63 (91.3)

3  No participant identified as Torres Strait Islander
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Gambling Behaviours

Table 2 illustrates participants who reported they engaged in gambling, categorised by frequency, 
with Table 3 illustrating the types of gambling activity.

TABLE 2.  NUMBER OF PARTICIPANTS ENGAGING IN GAMBLING (N = 68)

Gambling Frequency
 Current Gambler 

(daily/ weekly)
Occasional 
Gambler 
(once a 
month or 
less)

Former 
Gam-
bler (no 
longer 
gambles)

n (%) 23  

(33.8)

40 

(58.8)

5 

(7.4)

TABLE 3.  FORMS OF GAMBLING

Gambling Activities (in order of frequency) n (%) Participants 
Pub Slot Machines/ games 40 (58)
Scratch Cards 30 (43.5)
Poker Games 20 (29)
Horse Racing 20 (29)
Bingo 12 (17.4)
Roulette 9 (13)
Dog Racing 7 (10.1)
Other sport betting: AFL, football, World Cup AFL 3 (4.3)
Other – Card Tables 1 (1.4)
Other – Casino Tables 1 (1.4)
Other – Online Poker 1 (1.4)
Other – Private Gambling 1 (1.4)
Other – Raffle Tickets 1 (1.4)

The most common form of gambling was pub slot machines or games, followed by scratch cards, 
poker games and horse racing. An additional question was asked in relation to the amount 
participants approximately spent on gambling per month. This ranged from $1 to $3000 per month. 
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Mental health, Substance use and Self Control

Table 4 illustrates the overall levels of depression, anxiety, substance use and self-control reported by 
participants.

TABLE 4.  MENTAL HEALTH VARIABLES, SUBSTANCE USE AND SELF-CONTROL.

Mental Health (HAD) (n = 68, 1 msg) Depression Anxiety 
n (%)

Normal 53 (77.9) 33 (48.5)
Borderline difficulties 7 (10.3) 19 (27.9)

Difficulties 8 (11.8) 16 (23.5)
Drug use (DAST) (n = 65, 4 msg) n (%)

No problems 25 (38.5)
Low risk 25 (38.5)
Moderate risk 11 (16.9)
Substantial risk 4 (6.2)

Alcohol use (AUDIT) (n = 62, 7 msg) n (%)
Low risk 29 (46.8)
Hazardous risk 22 (35.5)
Harmful risk 5 (8.10
High risk 6 (9.7)

Self control (n = 63, 6 msg) Range/Mean (SD)
17 – 64/42.8 (9.99)

Participants were categorised as problematic gamblers if they met four or more of the diagnostic 
criteria on the DSM-V measure. This resulted in 14 participants (20.2%) being classified as problematic 
gamblers. Out of the 14, 11 were male and 3 female.  The majority were Anglo Saxon, British or Irish (n 
= 7), followed by South East Asian (2). The severity of problematic gambling was grouped into mild, 
moderate or severe depending on how many of the criterion was met. Of the 14 participants, this 
resulted in 43% (8.7% of the entire sample) being classified as mild, 36% (7.2% entire sample) as 
moderate and 21% (4.3% entire sample) as severe.
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Table 5 illustrates the means and standard deviations (S.D) for non – problematic gamblers and 
problematic gamblers for depression, anxiety, substance use and self-control.  These are illustrated 
alongside the overall sample for purposes of comparison.

TABLE 5.  MEANS AND STANDARD DEVIATIONS (S.D) OF MENTAL HEALTH VARIABLES, 
SUBSTANCE USE AND SELF-CONTROL.

Overall  

Mean (S.D)

Non – problematic 
gamblers

Mean (SD)

Problematic 
gamblers

Mean (SD)
Depression (HAD) (n = 68, 1 msg) 4.62 (3.9) 4.20 (3.76) 6.38 (4.17)
Anxiety (HAD) (n = 68, 1 msg) 7.76 (4.5) 7.29 (4.26) 9.77 (4.94)
Drug use (DAST) (n = 65, 4 msg) 1.83 (2.1) 1.57 (1.74) 2.92 (2.93)
Alcohol use (AUDIT) (n = 62, 7 msg) 9.87 (7.1) 8.86 (5.78) 13.69 (10.32)
Self – Control (n = 63, 6 msg) 42.79 (9.9) 44.71 (9.27) 34.67 (9.13)

ANOVA analyses were conducted to explore the differences between those with problematic levels of 
gambling versus those that did not report such levels.  ANOVA results exploring mental health revealed 
that there was not a significant difference between the levels of gambling and depression, F (1, 66) = 
3.40, MSE = 50.18, p < .07, although there was a trend for problematic gamblers to report higher levels 
of depression than non-problematic gamblers. There was also significant difference found between 
non-problematic gambling and problematic gambling and anxiety, F (1, 66) = 3.35, MSE = 64.58, p < .07, 
although again there was a trend for increased levels of anxiety in the problematic group.  These trends 
may well have reached significance levels with a larger sample if the difference was maintained.  

An ANOVA exploring alcohol use and levels of gambling revealed a significant difference (F (1, 60) = 
5.00, MSE = 240.20, p < .03). There was a greater level of alcohol use for those with problematic levels 
of gambling in comparison to who did not report such difficulties.  This was also replicated for drug 
use (F (1, 64) = 4.73, MSE = 19.23, p < .03) where problematic gamblers reported higher levels of drug 
use that non-problematic gamblers.  Accounting for the size of the sample these findings should be 
considered highly significant.

Finally, the ANOVA for self–control and levels of gambling revealed a significant difference (F (1, 61) = 
11.46, MSE = 979.06, p < .001); problem gambling was associated with lower levels of self-control than 
those with non-problematic gambling. 

A multiple regression was conducted to examine whether mental health, alcohol use, substance use and 
self-control were significant predictors of problematic gambling. The results of the overall model, including 
all 5 predictors (anxiety, depression, alcohol use, drug use and self-control) was significant F (5, 53) = 
3.61, MSE = 15.78, p < .01. The proportion of variance explained was 18.4 percent on the final step (r2 = .25, 
Adjusted r2 = .18). The final step of the analysis revealed that self – control was a significant predictor 
of problematic levels of gambling, β = -.38, t = -2.20, p < .03. However none of the other factors were 
significant predictors of problematic gambling; anxiety ( β = .01, t = .03, p <.98), depression ( β = .03, t = .16, 
p < .87), alcohol use ( β = .22, t = 1.53, p < .13) or drug use ( β = -.06, t = -.43, p < .67).
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Motivations for engaging in gambling behaviour

Table 6 illustrates gambling motives that were the most common between non – problematic gamblers 
and problematic gamblers.

TABLE 6.   REPORTED GAMBLING MOTIVES OVERALL AND BETWEEN GAMBLING GROUP.  
PRESENTED IN OVERALL MEAN ORDER.

GMQ ( 15 items) Overall 
Mean (S.D)

Mean (S.D) 
for non – 

problematic 
gamblers

Means 
(S.D) for 

problematic 
gamblers

Because it’s fun 2.29 (1.02) 2.15 (0.93) 2.86 (1.17)
Because you like the feeling 2.16 (1.01) 1.93 (0.92) 3.07 (0.83)
Because it’s exciting 2.14 (0.96) 1.95 (0.87) 2.93 (0.92)
Because it is something I do on special occasions 1.81 (0.81) 1.73 (0.76) 2.14 (0.95)
To relax 1.75 (0.95) 1.48 (0.72) 2.79 (1.05)
Because it makes you feel good 1.75 (0.85) 1.55 (0.69) 2.57 (0.94)
To forget your worries 1.71 (0.97) 1.38 (0.71) 3.00 (0.78)
To get a ‘high’ feeling 1.70 (0.93) 1.44 (0.71) 2.71 (0.99)
To be sociable 1.70 (0.77) 1.60 (0.71) 2.07 (0.92)
As a way to celebrate 1.65 (0.73) 1.55 (0.72) 2.08 (0.64)
To cheer up when you’re in a bad mood 1.62 (0.94) 1.29 (0.60) 2.93 (0.92)
Because it helps when you are feeling nervous or 
depressed

1.61 (0.90) 1.36 (0.73) 2.57 (0.85)

Because it makes a social gathering more enjoyable 1.57 (0.76) 1.45 (0.66) 2.00 (0.96)
Because it’s what most of your friends do when you 
get together

1.54 (0.70) 1.46 (0.67) 1.86 (0.77)

Because you feel more self – confident or sure of yourself 1.32 (0.59) 1.13 (0.35) 2.00 (0.78)

ANOVA analyses explored significant differences between problematic gamblers and non-problematic 
gamblers.  The following motives were significantly different between the two groups, with problematic 
gamblers reporting all more than non-problematic gamblers: 

•	 Because it’s fun (p < .02)
•	 Because you like the feeling (p < .001)
•	 Because it’s exciting (p < .001)
•	 To relax (p < .001)
•	 Because it makes you feel good (p < .001)
•	 To forget your worries (p < .001)
•	 To get a ‘high’ feeling (p < .001)
•	 To be sociable (p < .04) 

 

•	 As a way to celebrate (p < .05)
•	 To cheer up when you’re in a bad mood (p < .001)
•	 Because it helps when you are feeling nervous or 

depressed (p < .001)
•	 Because it makes a social gathering more 

enjoyable (p < .02)
•	 Because you feel more self–confident or sure of 

yourself (p < .001)
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Exploratory Analysis - Examining the factors underpinning the motivation to gamble

A principle component analysis (PCA) method was adopted to explore the factors underlying the 
gambling motives reported. Initial assessment of the data indicated that it was suitable for this 
analysis (i.e. Kaiser–Meyer–Olkin (KMO) measure = 0.85). Based on Kaiser’s (1960) criterion of 1, three 
factors had eigenvalues greater than 1 and explained 72.1 % of the variance. This was confirmed by a 
scree plot, which indicated that gambling motivates could be collapsed into three factors. Only items 
with factor loadings of at least .40 were included in the final presentation of factors.  This led to one 
item not loading (i.e. ‘To get a ‘high’ feeling’.  This loaded at .39).

The three factors were as follows:

• Factor 1: ‘Mood enhancement’ comprising four items focusing on gambling as a means of 
positively improving or elevating mood.

• Factor 2: ‘Socialising/celebration’ comprising five items centred on gambling as a means 
of social reward and engagement.

• Factor 3: ‘Coping’ comprising five items where gambling was used as a mean of managing 
negative cognition and physiological arousal.

TABLE 7.  ILLUSTRATES THE FACTOR LOADINGS FOR EACH ITEM ON EACH OF THE THREE 
FACTORS; ENHANCEMENT, SOCIAL AND COPING MOTIVES. 

GMQ items (original item placement; n = 55*) Factor Loading
FACTOR 1 – MOOD ENHANCEMENT   48%variance

Because it’s fun (12) .87
Because it’s exciting (6) .81
Because it makes you feel good (15) .78
Because you like the feeling (3) .75

FACTOR 2 – SOCIALISING/CELEBRATION   14.7%variance
Because it is something I do on special occasions (10) .81
Because it’s what most of your friends do when you get together (4) .76
To be sociable (7) .74
Because it makes a social gathering more enjoyable (13) .72
As a way to celebrate (1) .56

FACTOR 3 – COPING   9.5%variance
Because it helps when you are feeling nervous or depressed (11) .92
To forget your worries (5) .82
To cheer up when you’re in a bad mood (14) .73
To relax (2) .66
Because you feel more self – confident or sure of yourself (8) .42**

*Related only to those participants reporting to have gambled.  **Not added into the factor score for later 

correlations as it loaded only at .42 and has to load at .50 and above to be included.
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Table 8 illustrates the means and standard deviations (S.D) for non – problematic gamblers and problematic 
gamblers for the three different motivations; mood enhancement, socialising/ celebration and coping. 

TABLE 8.  MEANS AND STANDARD DEVIATIONS (S.D) OF MENTAL HEALTH VARIABLES, 
SUBSTANCE USE AND SELF-CONTROL.

Gambling Motivations Non – problematic gamblers

Mean (SD)

Problematic gamblers

Mean (SD)

Mood Enhancement 8.94 (3.47) 14 (3.67)

Socialising/ Celebration 7.76 (2.36 10 (3.29)

Coping 6.35 (2.20) 13.23 (2.71)

A MANOVA was conducted to examine the difference across problematic and non-problematic 
gambling on the three gambling motivations. Using Roy’s largest root, there was a significant 
difference between problematic and non–problematic gambling on each of the motivations (F(1,64) 
= 30.37, p < .001).  The separate univariate analyses found significant differences between the two 
groups, problematic and non–problematic gambling for mood enhancement (F(1,64) = 21.49, p < . 001), 
socialising/celebration (F(1,64) = 7.84, p < . 01) and coping (F(1,64) = 92.08, p < . 001).

Correlations were then utilised to examine associations between the mental health, substance use, 
self-control and gambling motives.  This was completed by computing factor scores for each gambling 
motive factor (i.e. totalling all items loading .50 and above within that factor).  The correlations are 
presented in Table 9. 

TABLE 9.  CORRELATIONS ACROSS GAMBLING MOTIVES FOR THOSE ENGAGING IN 
GAMBLING BEHAVIOURS (N=55), EXAMINING THE ASSOCIATION WITH MENTAL 
HEALTH VARIABLES, DRUG USE, ALCOHOL USE AND SELF-CONTROL.  SIGNIFICANT 
ASSOCIATIONS ARE INDICATED WITH A * OR **.

Anxiety Depression Alcohol Drug Self -Control

Coping motive (CM) .36** .39** .27* -.23 -.54**

Socialising motive (SM) .25* .21 .36** -.16 -.41**

Mood motive (ME) .18 .06 .26* -.06 -.40**

Anxiety - .65** .50** -.32* -.59**

Depression - .26* -.17 -.58**

Alcohol - -.38** -.42**

Drug - .37**

Self-Control -

                       ** =  significant at p < .01; * = significant at p < .05
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SUMMARY
The main findings from this preliminary study were as follows:

•	 Twenty three participants (33.3%) identified as current gamblers, 40 (58%) occasional and 5 (7%) 
as former gamblers.

•	 Fourteen out of the 69 participants (20.2%) met the diagnostic criteria (DSM – V) for problematic 
gambling.

•	 The most common form of gambling activity was pub slot machines/games (n = 40, 58%), 
followed by scratch cards (43.5%), poker games (29%) and horse racing (29%).

•	 Those deemed to be problematic gamblers presented with increased levels of drug and alcohol 
use than non-problematic gamblers.  They also presented with lower levels of self-control.  There 
were no differences in relation to mental health variables (i.e. depression and anxiety). Overall, 
this provides further support for gambling to be recognised more as a difficulty aligned with 
substance use as opposed to more general mental health challenges (e.g. depression, anxiety).

•	 The only significant predictor for problematic gambling was (lower) self control.  The importance 
of (lower) self-control is consistent with previous research and suggests a further association with 
substance use challenges where a similar pattern of reduced self-control has been reported in 
previous research.

•	 The motivations for gambling were represented best by three factors; gambling to improve 
or elevate mood; gambling for socialisation; and gambling to cope with negative affect and 
cognition.

•	 Those deemed to be problematic gamblers reported significantly higher on all gambling motives 
than non–problematic (i.e. reporting to gamble to enhance mood, to socialise and in order to 
cope).  All motives were associated with decreased levels of self-control and increased levels of 
alcohol (but not drug) use.  Only gambling in order to cope was associated with increased levels 
of anxiety and depression, with the socialising motivation associated only with increased anxiety 
but not depression.

•	 There was a significant difference between the two groups, problematic and non–problematic 
gambling, for each of the gambling motivations (mood enhancement, socialising/ celebrating and 

coping), with problematic gambling reporting higher levels of all motivations. 
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APPENDIX A
PROMOTIONAL FLYER
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NOTES
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