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Intake workers and other treat-
ment providers often overlook
the possibility of gambling-relat-

ed problems among the profoundly
poor. Recent research has demon-
strated an elevated rate of probable
pathological gambling among persons
who are at least partially dependent
on community centers for food assis-
tance, material assistance, or lodging
(1). Homeless people accounted for a

segment of the cohort of Lepage and
associates (1), but they were not dis-
tinguished from the others who also
sought help at community centers.

Homelessness is a serious public
health problem. Investigators have
studied the epidemiology of home-
lessness across an array of health con-
cerns. For example, homeless per-
sons have higher levels of diseases
and disorders of the digestive, nerv-

ous, and respiratory systems than per-
sons who are not homeless (2). In ad-
dition, the homeless have unmet
physiological and safety needs and are
deficient in self-esteem (3). A 1998
report of the International Union of
Gospel Missions summarized results
of a nonscientific survey of self-se-
lected respondents. The survey found
that 18 percent of men and women at
rescue missions believe that gambling
is one reason for their homelessness
and that 70 percent believe that the
prevalence of gambling opportunities
had inhibited them from bettering
their lives (4). The study reported
here provides the first scientific esti-
mates of gambling disorders in a co-
hort of homeless people who sought
treatment.

Recent evidence has demonstrated
that the prevalence estimates of dis-
ordered gambling are lowest among
adults in the general population, are
higher among adolescents and college
students, and are highest among
prison inmates and patients receiving
treatment for substance abuse and
other disorders (5–13). In one of the
first comprehensive reviews of patho-
logical gambling (14) and the first ef-
fort to provide a public health per-
spective on the problem (15), investi-
gators concluded that vulnerable
population segments represent high-
risk groups that require additional
study.

Homelessness is an important
health risk. Studies have described
the higher prevalence of mental ill-
ness (16), drug and alcohol abuse
(2,16), and depression and loneliness
(17) among the homeless population.
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Objectives: Epidemiological research suggests that homelessness is a
risk factor for elevated levels of psychiatric comorbidity and other
health risks. This study examined the prevalence of disordered gam-
bling and its association with treatment of psychiatric and substance use
disorders among a cohort of homeless people seeking treatment at a
community services program. Methods: Between 1998 and 2000, intake
workers evaluated the level of gambling disorder among 171 consecu-
tive homeless persons with substance use disorders who sought treat-
ment at the Moving Ahead Program in Boston. Program staff adminis-
tered the DSM-IV subscale of the Massachusetts Gambling Screen at in-
take. Results: The prevalence rates of level 2 and level 3 gambling dis-
orders were 12.8 percent and 5.5 percent, respectively. These rates are
higher than that of the general adult population but comparable to
those of other patients with substance use disorders and psychiatric di-
agnoses. Program participants with level 3 gambling disorders had been
homeless more often and at a younger age and had had less substance
abuse treatment and more psychiatric treatment than participants with
level 1 or level 2 gambling disorders. Participants with level 2 gambling
disorders had been homeless more often and for a longer duration than
participants without gambling disorders. Conclusions: These findings
should encourage clinicians working with homeless people to screen for
gambling-related problems and disorders. (Psychiatric Services
53:1112-1117, 2002)



These issues are exacerbated by spe-
cific health care problems, such as
lack of coordinated medical care and
lack of knowledge of health mainte-
nance activities (18). In addition,
homeless persons have been found to
show little regard for their personal
health and to have inadequate coping
and life management skills (18).
Poverty also is often associated with
greater financial risk taking, perhaps
because of the psychoeconomics of
gambling (19). For example, people
of lesser means play the lottery more
than people of greater means (20).
People living in poverty perceive
greater potential to change their lives
from a gambling win than people liv-
ing in wealth. In addition, people with
wealth perceive little opportunity to
change their lives from a gambling
win—unless the magnitude of the po-
tential win reaches a particularly
meaningful level. This psychoeco-
nomic driving force is powerful; it can
subdue forces in the social setting that
encourage abstinence or moderation.

The epidemiology of gambling dis-
orders suggests that homelessness is a
risk factor for elevated levels of psy-
chiatric comorbidity. The co-occur-
rence of these problems suggested
three primary hypotheses for this
study. First, we hypothesized that
homelessness would be associated
with a higher prevalence of disor-
dered gambling than in the general
population. Research has demonstrat-
ed that gambling and substance abuse
are often comorbid (8,13). Thus we
expected the most serious level of
gambling disorder—level 3, or patho-
logical gambling—to be associated
with more psychosocial problems than
subclinical (level 2) or asymptomatic
(level 1) gambling disorder. Finally,
we expected greater rates of alcohol
and drug treatment experience among
homeless people seeking treatment
who have also experienced co-occur-
ring gambling disorders.

Methods
Participants and setting
The participants were 171 consecu-
tive homeless persons seeking treat-
ment at the St. Francis Moving
Ahead Program in Boston between
1998 and 2000. Among these pro-
gram participants, 88 (51.5 percent)

reported having a history of psychi-
atric treatment.

The Moving Ahead Program pro-
vides an intensive 14-week plan for
homeless persons who have a history
of substance abuse and are seeking
treatment. Program components in-
clude assessment of job readiness,
preemployment training, life skills
training, job placement assistance,
and work experience. The full-time,
five-days-a-week curriculum blends
counseling, self-assessment, skills de-
velopment, and work experience. The
goal  is to develop the self-efficacy and
daily living and work skills necessary

for homeless adults to gain the confi-
dence and resources needed to
change their lives. The program pro-
vides homeless persons a chance to
change their lifestyle by offering train-
ing activities essential to attaining self-
sufficient, independent living.

The job readiness component of
the Moving Ahead Program includes
a six-week internship or trial work pe-
riod, which begins during the seventh
week of the program. The “students,”
or clients, begin an internship devel-
oped by program staff members to re-
flect each student’s special interests.
Students work at their internship sites
about 14 to 16 hours a week.

Inclusion criteria
Those who seek entry into the Mov-
ing Ahead Program must meet sever-

al criteria. They must be at least 18
years old; they must be, or recently
have been, homeless (at the time of
admission, they must be residing in a
residential program); they must have
a history of substance abuse; and they
must be committed to returning to
work. Once admitted to the program,
they receive a weekly stipend to help
with living expenses while they are
enrolled.

Dependent measures
This study used the Massachusetts
Gambling Screen (21) adaptation of
DSM-IV (22) criteria for pathological
gambling. The Massachusetts Gam-
bling Screen is a 12-item question-
naire designed to screen for patholog-
ical gambling according to DSM-IV
criteria. The instrument is scored as
follows: a value is assigned for each
yes and each no response to the ques-
tions, and the points are tallied. The
designation of nonpathological gam-
bler or pathological gambler is made
on the basis of a total score of less
than 5 or of 5 or more, respectively.

In this study, the DSM-IV subscale
of the Massachusetts Gambling
Screen yielded an item Cronbach’s al-
pha reliability coefficient of .91; this
index provides evidence that the
DSM-IV subscale was very reliable in
a clinical application with a homeless
population (23).

Procedures
Staff of the Moving Ahead Program
interviewed all treatment seekers
during the intake process and admin-
istered the DSM-IV subscale of the
Massachusetts Gambling Screen as
part of the program’s standard intake
protocol. Information obtained in-
cluded psychosocial, vocational, legal,
and medical history. The data were
classified according to the universal
classification system first suggested
by Shaffer and Hall (24) to minimize
pejorative language and provide guid-
ance to public health planners.

This classification system can be
summarized briefly as follows. Level
1 gamblers are those who either have
not gambled or have gambled without
experiencing any adverse conse-
quences. As a result, this group is
asymptomatic. Level 2 gamblers are
those who have experienced any ad-
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verse symptoms; some level 2 gam-
blers are in transition and moving to-
ward level 1 or toward level 3. Level 3
gamblers are those who satisfy the
criteria for pathological gamblers as
defined by the American Psychiatric
Association’s diagnostic criteria
(22,25,26). Level 4 gamblers are
those who meet level 3 criteria and
who also seek treatment for their
gambling-related problems; this level
was created primarily for population-
based treatment planning. Since this
study examines only those who sought
treatment, level 3 and level 4 gam-

blers are conceptually the same;
therefore, only the prevalence of lev-
els 1 through 3 among these treat-
ment seekers is reported.

Results
Since various diagnostic tests have
shown that the homogeneity of vari-
ance associated with several compar-
isons of interest is not always equal,
we used nonparametric statistical
tests, such as the Kruskal-Wallis test,
when appropriate, and parametric
tests, such as the t test and one-way
analysis of variance (ANOVA), when

the data satisfied Levene’s tests for
homogeneity of variance.

Subjects
A total of 164 of the 171 consecutive
homeless persons who sought treat-
ment completed all of the dependent
measures necessary for this study,
yielding an overall completion rate of
96 percent. Table 1 summarizes de-
mographic and other characteristics
of the study participants. Participants
ranged in age from 18 to 59 years.
Their mean age at intake was 36
years. More than half (53 percent)
were male, and two (1 percent) were
transgender. More than half (94, or
55.6 percent) of the participants iden-
tified themselves as white; 49 (29 per-
cent) were African American, and 26
(15.4 percent) were from other ethnic
groups. About 70 percent (118 partic-
ipants) had never been married, 14.8
percent (25 participants) were di-
vorced, 8.3 percent (14 participants)
were separated, and 4.7 percent
(eight participants) were legally mar-
ried. Additionally, two (1.2 percent)
were living as married, and two (1.2
percent) were widowed.

Ninety-five (71.4 percent) of the
participants reported having a job
during the previous 12 months: 43
participants (26.5 percent) reported
wages and 42 (25.9 percent) reported
public assistance to be their major
source of support during the previous
year. The mean number years of
schooling completed was 11.5; 77
participants (45.6 percent) had com-
pleted high school or a GED equiva-
lent, 37 (21.9 percent) had completed
grade school, 13 (7.7 percent) had
completed a two-year college pro-
gram, and 13 (7.7 percent) had com-
pleted a four-year college program. 

More than 30 percent of partici-
pants reported that they had been
homeless only once, 40 (23.8 percent)
twice, and 25 (14.9 percent) three
times. The mean±SD age when par-
ticipants first became homeless was
27.57±10.3 years. A total of 133 par-
ticipants (78.2 percent) reported hav-
ing previous alcohol treatment, and
137 (80.6 percent) reported having
drug treatment. About half of the par-
ticipants (87, or 51.8 percent) had
had psychiatric treatment at some
point in their life.
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Demographic and other characteristics of 171 participants in the Moving Ahead
Program

Characteristics N or mean %

Age (range, 18–59) (mean±SD years) 35.99±8.0
Years of school completed

(range, 4–19) (mean±SD) 11.6±2.6
Gender

Male 89 53
Female 78 46
Transgender 2 1

Homelessness
Times homeless during lifetime

(range, 1–30) (mean±SD) 3.22±3.4
Age when first homeless
(range, 1–59) (mean±SD years) 27.57±10.3

Work history
Worked in past 12 months 95 71
Days worked in past 12 months

(range, 4–350) (mean±SD) 113±87.5
Treatment history

Previous alcohol treatment 133 78
Previous drug treatment 137 81
Previous psychiatric treatment 87 52

Criminal justice system history
Arrested during past year 88 54
Incarcerated during past year 46 42
Days in jail during past year

(of those incarcerated) 81.1±121.1
Currently on probation 47 42
Violated probation during past year 21 19

TTaabbllee  22

Past-year prevalence of disordered gambling among 171 participants in the Mov-
ing Ahead Program

Gambling disorder category N % Valid % Cumulative %

Valid
Level 1 134 78.4 81.7 81.7
Level 2 21 12.3 12.8 94.5
Level 3 9 5.3 5.5 100
Total 164 95.9 100

Missing 7 4.1
Total 171 100



Prevalence of disordered gambling
Because various staff members con-
ducted intake interviews, we tested
the distribution of participants with
gambling disorders by levels 1, 2, and
3 for interviewer effects. There were
no significant patterns across the var-
ious interviewers in the program, so
the data were aggregated across the
interviewers for the remaining analy-
ses. The data from the Massachusetts
Gambling Screen yielded past-year
estimates for the rates of level 1, level
2, and level 3 gambling disorders
among the homeless, substance-abus-
ing persons who sought treatment in
the program. Table 2 summarizes
these findings.

Gambling and social problems
Homeless persons seeking treatment
who had level 3 gambling disorders
were different from those with level 1
or level 2 gambling disorders on a va-
riety of measures. Those with level 3
disorders were younger than their
non–level 3 counterparts (30.22±8.6
years compared with 36.28±7.8 years;
t=2.25, df=166, p<.03), had been
homeless more often during their
lifetime (χ2=8.359, df=2, p<.05), and
became homeless at a younger age
(19.1±10.1 years compared with
28.2±10.1 years; t=2.64, df=165,
p<.01). In addition, level 3 gamblers
had completed fewer years of school
(9.88±2.03 compared with 11.70±
2.65; t=1.92, df=161, p<.06).

ANOVA revealed no differences in
the previous year’s work history—in
whether participants held part-time
or full-time jobs or did odd jobs or in
days worked (all F values were non-
significant) across levels of gambling.
However, program participants with
gambling disorders tended to work
more than others, but at part-time in-
stead of full-time jobs. For example,
level 3 gamblers were almost six times
as likely as other treatment seekers to
have had odd jobs (odds ratio
[OR]=5.94, 95 percent confidence in-
terval [CI]=.94 to 37.62).

Finally, gender was significantly as-
sociated with gambling levels (χ2=
15.85, df=4, p<.005). More male than
female participants had experienced
both level 2 and level 3 gambling dis-
orders; 12 (63 percent) of level 2
gamblers and six (67 percent) of level

3 gamblers were male.

Gambling and previous
treatment experience
Significantly fewer participants with
level 3 gambling disorders had been
in methadone treatment compared
with level 1 and level 2 gamblers (χ2=
6.503, df=2, p<.05). In addition, sig-
nificantly more level 3 participants
had received other forms of psychi-
atric treatment than level 1 and level
2 participants (χ2=7.552, df=2, p<
.05). Level 3 gamblers were twice as
likely as non–level 3 gamblers to have
had a history of additional psychiatric
treatment (OR=2.02, 95 percent
CI=.77 to 5.31). 

Fewer level 3 gamblers completed
detoxification services than non–level
3 gamblers (χ2= 5.869, df=2, p<.05).
Although level 3 gamblers had com-
pleted detoxification services less of-
ten, there were no significant differ-
ences between level 3 gamblers and
their level 2 and level 1 counterparts in
the number of times they had entered
alcohol treatment or drug treatment.

Discussion and conclusions
The results of this study provide sup-
port for each of our primary hypothe-
ses. The study showed that the levels
of gambling disorders among this co-
hort (homeless persons with a history
of substance abuse who sought treat-
ment) are higher than those in the
general adult population and similar
to those of other patients with psychi-
atric and substance use disorders
(13). Also, these estimates are consid-
erably higher than the rates of gam-
bling disorders among the general
adult population. Table 3 summarizes

these prevalence rates.
In addition, participants with the

most serious level of gambling disor-
der—level 3—experienced an array
of psychosocial problems, including
more psychiatric treatment for these
problems, than participants with level
2 and level 1 gambling disorders. The
third hypothesis received only provi-
sional support, since participants with
level 3 gambling disorders had expe-
rienced more psychiatric treatment
than participants with level 1 and lev-
el 2 disorders but had entered alcohol
and drug treatment at a rate similar to
those of their level 1 and level 2 coun-
terparts. Taken together, these find-
ings demonstrate that gambling-relat-
ed problems among homeless per-
sons who seek treatment are relative-
ly common.

Homeless persons seeking treat-
ment who experience comorbid level
3 gambling disorders can be distin-
guished from those with level 1 and
level 2 disorders on a variety of meas-
ures. These differences suggest that
homeless treatment seekers with co-
morbid level 3 gambling disorders
have greater access or require more
financial resources to permit the in-
cubation or maintenance of a level 3
gambling disorder. This need for
money also reflects a psychoeconom-
ic driving force that encourages gam-
bling among the poor. 

Skinner (27) was among the first to
consider excessive gambling and its
relationship to socioeconomic status.
He suggested that when the social
setting is altered such that the major
sources of reinforcement are no
longer powerful, then lesser rein-
forcers gain strength. For homeless
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Past-year prevalence of gambling disorders among population segments (percent-
ages)

Gambling disorder category

Population segment Level 1 Level 2 Level 3

Homeless persons
seeking treatment 81.70 12.80 5.50

Patients with psychiatric 
and substance use disordersa 80.30 15.01 4.69

General adult populationa 96.04 2.80 1.14

a Estimates derived from Shaffer and associates (12,13)



persons with limited opportunities for
psychosocial reinforcement, gam-
bling and use of intoxicants can gain
potency over activities that previously
were more important.

Skinner’s work also suggests that
people require two interactive condi-
tions to develop and maintain a gam-
bling disorder: sufficient leisure time
and discretionary income. If either of
these factors is absent, gambling dis-
orders will not emerge or will recede.
Since participants with level 3 disor-
ders were almost six times as likely as
other treatment seekers to have had
odd jobs, taking odd jobs might rep-
resent an opportunity to simultane-
ously preserve free time and earn
some discretionary income. Never-
theless, the extent to which homeless
substance abusers accrue “discre-
tionary” money from odd jobs re-
mains to be determined.

Participants with level 3 gambling
disorders entered alcohol and drug
treatment programs just as often as
those with level 1 and level 2 disor-
ders but completed this treatment
less often; they also had received
more psychiatric treatment than their
counterparts. Thus gambling disor-
ders might interfere with treatment
for substance use disorders. Alterna-
tively, disordered gambling might re-
flect a wholly independent factor that
interferes with detoxification while si-
multaneously encouraging gambling
disorders. 

Given the range of problems asso-
ciated with gambling disorders, it is
likely that the increased level of co-
morbid psychiatric issues contributes
to treatment dropout (28). Under
these circumstances, gambling-relat-
ed problems pose a risk to successful
completion of drug treatment. More
research is needed to clarify the com-
plex relationships among these co-oc-
curring problems.

Given the overall prevalence of
gambling disorders and related social
problems, the findings of this study
suggest that treatment providers who
care for homeless persons should rou-
tinely screen for gambling-related
problems just as they should check
for substance use and other psychi-
atric disorders. Once identified by
screening efforts, persons with gam-
bling problems should be referred for

further evaluation of their gambling
and comorbid conditions. 

Additional research is needed to
determine the likelihood of gam-
bling-related problems among per-
sons seeking treatment who have a
history of doing odd jobs instead of
holding full-time jobs or remaining
unemployed. Until such research is
completed, we encourage clinicians
simply to screen for gambling-related
problems among the homeless popu-
lation. In addition, we encourage cli-
nicians to include an assessment of
the temporal sequencing of psychi-
atric and social problems, since the

specific sequence of symptoms can
clarify which disorders are an-
tecedent and consequential and
which symptoms increase or decrease
the risks associated with developing
gambling disorders (29).

Because these findings derive from
a single treatment program and a lim-
ited geographic venue, the results
might not generalize to other home-
less treatment-seeking populations.
For example, the homeless popula-
tion living on the street might exhibit
a higher or lower prevalence of gam-
bling than the homeless population of
the Moving Ahead Program, because
the latter were living in a residential
program at the time of admission. 

Similarly, since our study partici-
pants were people who sought treat-
ment, the attributes of our sample

might not represent the homeless
population, which included non–
treatment seekers. For example, be-
cause people who seek treatment in
general often experience more psy-
chiatric problems than people who do
not seek treatment (30), it is reason-
able to expect that homeless people
who seek treatment also experience
more psychopathology than their
counterparts who do not seek treat-
ment. Also, because our sample was
drawn from a single treatment pro-
gram, these findings also might be
limited in how accurately the treat-
ment program itself represents treat-
ment seekers from other regions or
programs. �
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