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Abstract
Gambling disorder (GD) is classified as a behavioural addiction and has some phenotypic 
similarities with substance use disorders (SUDs). Childhood adversity and life stressors are 
associated with increased risk for SUDs in adulthood. However, there is limited research 
investigating the association between childhood trauma, stressors and behavioural addic-
tions such as GD. In this case–control cross-sectional study, 31 adult patients with GD 
were compared to 31 matched healthy controls (HCs) in terms of exposure to early adver-
sity using the Childhood Trauma Questionnaire (CTQ-SF). In addition, past 12-month 
stressful life event exposure was assessed using the Life Event Stress Scale (LESS) and 
investigated as a possible moderator of the relationship between childhood trauma and GD 
by means of a two-way analysis of variance (ANOVA). Logistic regression analyses were 
used to test if childhood trauma (CTQ-SF) and its subtypes were significant predictors of 
a diagnosis of GD. Severity of childhood trauma in general, and on all five subtypes, was 
significantly higher in GD patients compared to HCs. Childhood trauma was a significant 
predictor of a diagnosis of GD, with physical neglect being the single trauma subtype to 
significantly increase odds of GD in adulthood. Stressful life events moderated the relation-
ship between childhood trauma and GD, i.e. childhood trauma was significantly higher in 
GD patients compared to HCs when LESS was low. The findings support a link between 
childhood trauma and GD, with current stress as a moderating variable, and may be useful 
for future individualized therapeutic strategies.
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Introduction

Gambling disorder (GD) is a behavioural addiction that has received increased attention 
in research in recent years. This condition has been categorized as one of the substance-
related and other addictive disorders in the Diagnostic and Statistical Manual of Mental 
Disorders, Version 5 (DSM-5) (American Psychiatric Association 2013a) due to similari-
ties in public health implications, and genetic and phenotypic features (American Psychiat-
ric Association 2013b; Stein et al. 2018).

An increased rate of childhood trauma has been found in substance-abusing populations 
(for a review, see Edalati and Krank 2016), including in South Africa (Jewkes et al. 2010). 
The question can be raised whether the experience of childhood trauma (which comprises 
physical, emotional and sexual abuse, and emotional and/or physical neglect) may also be 
prevalent in individuals with behavioural addictions such as GD. In one study (N = 271), 
for example, emotional abuse during childhood was the strongest predictor of risk for inter-
net addiction in early adulthood (Dalbudak et al. 2014).

In terms of GD, there is some evidence to suggest a link with childhood trauma (Felsher 
et al. 2010; Hodgins et al. 2010; Petry and Steinberg 2005; Roberts et al. 2017; Sharman 
et al. 2019). Past research has, however, been limited in that only certain types of trauma 
and its associations with problematic gambling were investigated, no control groups were 
utilized and/or no differentiation was made between problem and disordered gambling, 
resulting in inconsistencies across studies. Further, since childhood trauma has been asso-
ciated with various psychiatric conditions (e.g. Barrett et  al. 2015; Hughes et  al. 2016) 
and is not a unique phenomenon in individuals with GD, it is important to investigate the 
links between childhood trauma and GD specifically. In addition, specific types of trauma 
experienced during childhood could have varying degrees of impact on the development 
of specific types of behavioural addictions like GD. In participants with GD, emotional 
neglect and physical neglect have emerged as the most frequently endorsed type of child-
hood trauma, independent of trauma severity (Felsher et al. 2010).

The association between childhood trauma and problem gambling has been shown to be 
influenced by various other factors such as stress (Bergevin et al. 2006; Lane et al. 2016; 
Scherrer et al. 2007). Although limited, there is some evidence that stressful life events, 
such as the death of a family member, divorce, or job loss, may play a role in moderating 
the relationship between GD and childhood trauma (Roberts et  al. 2017). There is thus 
emerging evidence that the link between childhood trauma and GD may be more complex 
than previously assumed, warranting further research. Therefore, an investigation of cur-
rent life stressors as a plausible moderating link between GD and childhood trauma may 
provide a deeper understanding of these inter-relationships.

Method

Aims and Hypotheses

The present study aimed to compare Childhood Trauma Questionnaire (CTQ-SF)  total 
scores and scores on the five CTQ-SF subscales between GD patients and matched HCs. It 
was expected that GD patients would report higher severity of childhood trauma compared 
to HCs (Hypothesis 1); that childhood trauma would be a significant predictor of gambling 
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severity in the GD group (Hypothesis 2); and that childhood trauma would be a significant 
predictor of the presence/diagnosis of GD (Hypothesis 3). It was expected that some sub-
types of childhood trauma may be stronger predictors of the presence of GD than others 
(Hypothesis 4). In addition, it was anticipated that past 12-month stressful life event expo-
sure would moderate the relationship between childhood trauma and GD (Hypothesis 5).

Study Design and Setting

The research study forms part of a larger cross-sectional case–control study conducted 
under the auspices of the SA MRC Unit on Risk and Resilience in Mental Disorders based 
at the Universities of Stellenbosch (SU) and Cape Town (UCT). A quasi-experimental, 
cross-sectional design was chosen for this sub-study. Data collection extended between 
November 2014 and November 2016 and took place in the Western Cape region of South 
Africa. Scale scores were compared across two populations, namely patients with GD 
(n = 31) and age- and sex-matched healthy controls (HCs) (n = 31).

Sampling

Purposive sampling was used for the GD group. GD patients were recruited from the South 
African National Responsible Gambling Programme (NRGP), an addictions treatment 
centre, Gamblers Anonymous meetings, and the general public via media advertisements. 
Control group participants were also recruited from the community by means of media 
advertisements and radio interviews.

GD patients were either assessed at the NRGP offices, at their treatment centre, or at the 
SA MRC Unit on Risk and Resilience in Mental Disorders at SU, depending on the par-
ticipant’s preference. HCs were assessed at the latter venue. All participants completed the 
self-report measures individually as part of the first study session after an intake interview.

Age, sex, and level of education were assessed for the purpose of describing the study 
sample. These variables were considered as possible confounding variables in the analyses. 
In the case of the GD group, a clinical assessment interview of approximately 90–180 min 
(with breaks where necessary) was conducted with each potential participant by research 
assistants with relevant clinical experience. HC participants underwent the same interview, 
but only screening questions of the GD instruments were administered. HCs were only 
included if they did not meet criteria for any current DSM IV Axis-I disorder.

Measures

GD patients who were included in the study met DSM-5 criteria for gambling disorder on 
the Structured Clinical Interview for Pathological Gambling (SCI-PG) (Grant et al. 2004). 
The interview is based on DSM-IV-TR criteria for pathological gambling (American Psy-
chiatric Association 2000). Excellent inter-rater reliability, test–retest reliability, as well as 
concurrent and discriminant validity have been found for the diagnosis of GD using the 
SCI-PG (Grant et al. 2004).

The Yale-Brown Obsessive Compulsive Scale for Pathological Gambling (PG-YBOCS) 
(Pallanti et  al. 2005) was used to assess GD severity. Excellent internal consistency and 
inter-rater reliability of the scale were found for the PG-YBOCS total score, and evi-
dence was provided for the convergent validity of the measure (Pallanti et al. 2005). The 
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PG-YBOCS can be considered a reliable and valid instrument to measure the severity of 
pathological gambling (Pallanti et al. 2005).

The Mini International Neuropsychiatric Interview (M.I.N.I.) Version 5 (Sheehan et al. 
2006) was implemented in both the GD and HC groups for diagnostic purposes and to 
exclude comorbidity. In validation studies (Sheehan et al. 1998), the interrater reliability of 
the M.I.N.I. ranged between good and very good. Overall, the M.I.N.I. has been found to 
have good to very good reliability and validity (Sheehan et al. 1998).

A short form of the Childhood Trauma Questionnaire (CTQ-SF) (Bernstein et al. 2003) 
was used to assess the nature and severity of childhood trauma. The CTQ-SF is a 28-item 
multidimensional, retrospective, self-report measure of childhood neglect and abuse expe-
riences. Subscales of the CTQ-SF include measures of physical abuse, emotional abuse, 
sexual abuse, emotional neglect, and physical neglect. Reliability and validity of the CTQ-
SF have been well researched (e.g. Dudeck et al. 2015; Grassi-Oliveira et al. 2014; Spin-
hoven et al. 2014). Most validation studies found good to very good internal consistency of 
the CTQ-SF for the total scale and its five subscales. Bernstein et al. (2003) provided evi-
dence for the convergent and discriminant validity of the CTQ-SF (Bernstein et al. 2003).

The Life Event Stress Scale (LESS), a sub-component of the Social Readjustment Rat-
ing Scale (SRRS) (Holmes and Rahe 1967), was administered to assess the number of 
past 12-month stressful life events to which the individual had been exposed. Respondents 
are requested to mark which of the 43 listed life events they have experienced in the past 
12 months. Examples of such events include (amongst others) death of a spouse or fam-
ily member, divorce, serving a jail term, personal injury or illness, marriage, and job loss. 
Validation studies in various countries and cultures have confirmed the proposed correla-
tion between stress scale scores and illness (Harmon et  al. 1970; Komaroff et  al. 1968; 
Rahe et al. 1970).

Data Analysis

All statistical analyses were performed with IBM SPSS Statistics (Version 24). Assump-
tions were checked for all statistical tests prior to analyses and appropriate adaptations 
implemented where indicated. An alpha level of 0.05 was used for all statistical tests, 
unless otherwise specified.

Two-sample Welch’s t-tests (one-tailed) were used to compare self-reported childhood 
trauma, i.e. the total score on the CTQ-SF, as well as scores on the five subscales, in the 
GD group and the HC group (Hypothesis 1). To investigate childhood trauma as a possible 
predictor of the severity of GD, Spearman’s rank correlations were used to test for an asso-
ciation between the total CTQ-SF score and the PG-YBOCS score (severity of GD), as well 
as the five CTQ-SF subscale scores and the PG-YBOCS score, in the GD group (Hypoth-
esis 2). Logistic regression analysis was used to assess whether levels of childhood trauma 
(CTQ-SF Total Score) significantly predicted group membership, i.e. the presence/diagno-
sis of GD (Hypothesis 3). CTQ-SF Total Score was entered into the model as a predictor, 
group membership (i.e. GD vs. HCs) as the dependent variable, and age, sex, and level of 
education were entered as possible confounding variables. Due to very small numbers in 
some of the categories of level of education (e.g. n = 1 for the category ‘no school’), cat-
egories were grouped together before the variables were entered into the regression model. 
Level of education was recoded into a dichotomous variable with the categories ‘school 
education’ and ‘tertiary education’. Similarly, to test whether some childhood trauma sub-
types were stronger predictors of a diagnosis of GD than others (Hypothesis 4), a multiple 
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logistic regression analysis was conducted with group membership (GD vs. HCs) as the 
dependent variable and the five subtypes of childhood trauma (CTQ-SF subscales) as pre-
dictors. Past 12-month stressful life events exposure was considered as a possible mod-
erator of the relationship between childhood trauma and GD. Total LESS score (indicating 
level of past 12-month stress) was included in a two-way ANOVA to test whether stress 
exposure might moderate the relationship between the total CTQ-SF score and the pres-
ence of GD (Hypothesis 5). LESS scores were dichotomized into ‘LESS low’ and ‘LESS 
high’ using the median split method.

Results

Participant Demographics

Thirty-one (n = 31) adult patients with a primary diagnosis of GD were compared to 31 
age- and sex-matched HCs. Approximately 61% of the GD patients were male and 39% 
were female. GD patients’ ages ranged from 22 to 68 (M = 47.97, SD = 11.06). For just 
over half of the GD sample (52%), the highest level of education was Grade 11–12. More 
than one third of the GD participants were either pensioners (19%) or unemployed (19%). 
Approximately 58% of HCs were male and 42% were female. Age of HCs also ranged from 
22 to 68 (M = 47.19, SD = 11.25). While largely similar in terms of age and sex, the two 
groups differed significantly with regards to level of education, with patients less educated 
than controls.

Descriptive Statistics By Group

The severity of childhood trauma reported by GD patients and HCs, i.e. the number and 
percentage of participants in each category of childhood trauma, including degree of sever-
ity of exposure, is depicted in Table 1.

According to cut-off scores for each CTQ-SF subscale (Bernstein and Fink 1998), 
approximately 42% of GD patients reported experiencing emotional abuse (≥ 10 points), 
45% physical abuse (≥ 8 points), 26% sexual abuse (≥ 8 points), 42% emotional neglect 
(≥ 15 points) and 55% physical neglect (≥ 8 points). The rates of childhood trauma sub-
types reportedly experienced by HC participants are markedly lower than those in the GD 
group.

Results of Hypothesis Testing

As shown in Table  2, the mean CTQ-SF Total Score of self-reported childhood trauma 
was significantly higher in the GD group (M = 46.84, SD = 15.18) than in the HC group 
(M = 31.87, SD = 8.00) (t(46) = 4.86, p < 0.001, d = 1.23) (Hypothesis 1). Similarly, the 
mean values of self-reported subtypes of childhood trauma were significantly higher in the 
GD patient group for all CTQ-SF subscales compared with the HC group (see Table 2). 
The mean LESS value in the GD group (M = 224.06, SD = 100.02) was more than twice the 
mean value in the HC group (M = 94.54, SD = 76.57). The mean PG-YBOCS score in this 
GD group was M = 22.52 (SD = 6.55).

In terms of GD severity, no statistically significant correlation was found between 
CTQ-SF Total Score and PG-YBOCS scores (ρ(31) =  − 0.009, p = 0.962) or any of the five 
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Table 1   Reported severity of childhood trauma by group: gambling disorder (GD) versus healthy controls 
(HCs)

a CTQ-SF Childhood Trauma Questionnaire Short Form
b n(%) = frequency (percentage of frequency) per group and category
c [] = range of scores for each degree category of childhood trauma (Bernstein and Fink 1998)
d GD gambling disorder
e HCs healthy controls

CTQ-SFa subscales Degree of childhood trauma [n(%)]b Cut-off 
scoresc 
[n(%)]bNone or minimal Low-moderate Moderate-severe Severe-extreme

Emotional abuse [5–8]c [9–12] [13–15] [16–25] [≥ 10]
GDd 14 (45.2) 10 (32.3) 5 (16.1) 2 (6.5) 13 (41.9)
HCse 25 (80.6) 3 (9.7) 3 (9.7) 0 (0.0) 5 (16.1)
Physical abuse [5–7] [8–9] [10–12] [13–25] [≥ 8]
GD 17 (54.8) 4 (12.9) 7 (22.6) 3 (9.7) 14 (45.2)
HCs 24 (77.4) 4 (12.9) 3 (9.7) 0 (0.0) 7 (22.6)
Sexual abuse [5] [6–7] [8–12] [13–25] [≥ 8]
GD 19 (16.3) 4 (12.9) 4 (12.9) 4 (12.9) 8 (25.8)
HCs 27 (87.1) 1 (3.2) 2 (6.5) 1 (3.2) 3 (9.7)
Emotional neglect [5–9] [10–14] [15–17] [18–25] [≥ 15]
GD 10 (32.3) 8 (25.8) 10 (32.3) 3 (9.7) 13 (41.9)
HCs 25 (80.6) 6 (19.4) 0 (0.0) 0 (0.0) 0 (0.0)
Physical neglect [5–7] [8–9] [10–12] [13–25] [≥ 8]
GD 14 (45.2) 8 (25.8) 2 (6.5) 7 (22.6) 17 (54.8)
HCs 27 (87.1) 3 (9.7) 1 (3.2) 0 (0.0) 4 (12.9)

Table 2   Comparison of clinical data across groups: gambling disorder (GD) versus healthy controls (HCs)

a CTQ-SF Childhood Trauma Questionnaire Short Form
b LESS Life Event Stress Scale
c PG-YBOCS Yale-Brown Obsessive Compulsive Scale adapted for Pathological Gambling
All p-values are two-tailed

Variable Gambling disorder (GD) Healthy controls (HCs) p

Scales/subscales n M (SD) Range n M (SD) Range

Emotional abuse 31 9.52 (3.68) 5–18 31 6.77 (2.94) 5–15 .002
Physical abuse 31 8.10 (3.16) 5–16 31 6.35 (1.82) 5–11 .011
Sexual abuse 31 7.84 (5.27) 5–24 31 5.61 (1.87) 5–13 .033
Emotional neglect 31 12.52 (4.86) 5–23 31 7.26 (3.23) 5–14  < .001
Physical neglect 31 8.87 (3.59) 5–16 31 5.87 (1.59) 5–11  < .001
CTQ-SFa total score 31 46.84 (15.18) 27–77 31 31.87 (8.00) 25–53  < .001
LESSb 16 224.06 (100.02) 58–393 13 94.54 (76.57) 0–48 .001
PG-YBOCSc 31 22.52 (6.55) 10–33 – – – –
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CTQ-SF subscales and PG-YBOCS scores (emotional abuse: ρ(31) = 0.21, p = 0.256; phys-
ical abuse: ρ(31) =  − 0.12, p = 0.532; sexual abuse: ρ(31) =  − 0.09, p = 0.639; emotional 
neglect: ρ(31) = 0.08, p = 0.679; physical neglect: ρ(31) =  − 0.24, p = 0.196) (Hypothesis 
2).

The first logistic regression analysis demonstrated that the CTQ-SF Total Score made 
a significant contribution to prediction (p = 0.001) (Hypothesis 3). Specifically, a 1 unit 
increase in the CTQ-SF Total Score increased the odds of being part of the GD group 
approximately 1.2 times (OR = 1.22; 95% confidence interval (CI) [1.09, 1.37]). Age and 
sex were not significant predictors of group membership, but level of education made a 
significant contribution to prediction (p = 0.002) (OR = 37.54; 95% CI [3.88, 363.47]). 
Education level was therefore considered as a possible confounding variable in relation to 
prediction.

In investigating trauma subtypes as predictors of GD (Hypothesis 4), the second logistic 
regression analysis demonstrated that physical neglect made a significant contribution to 
prediction (p = 0.025). Specifically, a 1 unit increase of the physical neglect score increased 
the odds of being part of the GD group approximately 1.9 times (OR = 1.88; 95% CI [1.08, 
3.27]). Physical neglect was thus found to be a significant predictor of group membership, 
i.e. of the presence of GD. Emotional neglect did not reach significance at the alpha level 
of 0.05, but it was shown to be a significant predictor at the alpha level of 0.10 (p = 0.097) 
(OR = 1.25; 95% CI [0.96, 1.62]). Since level of education was the only demographic vari-
able shown to be a significant predictor of group membership (GD vs. HCs), it was entered 
into this model as well. Level of education also made a significant contribution to predic-
tion (p = 0.001), with lower level of education being associated with increased likelihood 
of the presence of GD (OR = 55.76; 95% CI [4.71, 660.77]).

All Spearman’s rank-order bivariate correlations were significant: Group membership 
and CTQ-SF Total Score (ρ = 0.60, p < 0.001), group membership and LESS (ρ = 0.61, 
p = 0.001), and CTQ-SF Total Score and LESS (ρ = 0.579, p = 0.001). To test for a modera-
tion effect (Hypothesis 5), it was investigated whether there is an interaction between group 
membership and past 12-month stressful life events exposure on total childhood trauma, 
where group membership (GD vs. HCs) and LESS (low vs. high) were the independent 
variables and CTQ-SF Total Score was the dependent variable. Descriptive statistics for 
the ANOVA are reported in Table 3.

Group membership and past 12-month stressful life events exposure were significantly 
associated with self-reported exposure to childhood trauma (F(1,25) = 7.082, p = 0.01) (see 
Fig. 1).

Simple main effects analysis showed that GD patients reported a significantly higher 
degree of childhood trauma than HCs when exposure to past 12-month stressful life events 
was low (p < 0.001). However, there were no differences in the degree of childhood trauma 
between the GD and HC groups when exposure to current stressful life events was high 
(p = 0.67). In other words, LESS only acted as a significant moderator of the relationship 
between childhood trauma and a GD diagnosis if LESS was low.

Discussion

Consistent with our hypotheses, the study supports a significant role for childhood 
trauma in GD in adulthood. Childhood trauma did not, however, predict the severity 
of the gambling problem. Physical neglect was a significant predictor of the presence 
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of GD. Findings also suggested that current stress acted as a moderator of the relation-
ship between childhood trauma and GD, i.e. there was a significant association between 
childhood trauma and GD if stress exposure in the past 12 months was low.

Consistent with previous research, childhood trauma, as well as its five subtypes, was 
significantly higher in the GD patient group compared to the HC group (Felsher et al. 
2010; Hodgins et al. 2010, 2012; Lane et al. 2016; Petry and Steinberg 2005; Roberts 
et al. 2017; Sharman et al. 2019). Our findings contribute to the growing evidence sug-
gesting that there may be similarities in the aetiology of behavioural addictions (such 
as GD) and SUDs. Since increased rates of childhood trauma have also been reported 
by patients with putative behavioural addictions (Petry 2016), such as eating disorders 
(Alvarez et al. 2007), internet addiction (Dalbudak et al. 2014) and sexual compulsivity 
(McPherson et al. 2013), as well as in SUDs (e.g. Barrett et al. 2015), childhood trauma 
could be an underlying factor in both behavioural addictions and SUDs. It should be 
noted that increased rates of self-reported childhood trauma have been found in various 
psychiatric conditions, suggesting that childhood trauma exposure is not unique to GD. 
However, further study findings highlight the specific relationship between childhood 
trauma (including its subtypes) and GD.

Contrary to expectations and previous work, neither childhood trauma in general, nor 
any of its subtypes, were found to be significant predictors of gambling severity in this 
study (Felsher et al. 2010; Hodgins et al. 2010; Petry and Steinberg 2005). Future research 
should focus on other factors that might influence the severity of gambling-related prob-
lems which may possibly be addressed in the treatment setting.

In accordance with expectations, results showed that self-reported childhood trauma 
reliably distinguished between the GD and HC groups, with childhood trauma appearing to 
be a significant predictor of GD. In other words, childhood trauma can be considered a risk 
factor for the development of pathological gambling. These results support previous find-
ings of childhood trauma as a risk factor for addictive disorders in general (Brydges et al. 

Table 3   Descriptive statistics for Two-Way ANOVA

a CTQ-SF Childhood Trauma Questionnaire Short Form
b n(%) = frequency (percentage) of sample size per group and level of LESS
c LESS Life Event Stress Scale
d Total = Total of GD participants who completed LESS
e Total = Total of healthy controls who completed LESS
f Total = Total of sample that completed LESS

Level of group membership Level of LESSc M SD n(%)b

Dependent variable: CTQ-SFa total score
Gambling disorder (GD) Low 51.80 13.88 5 (17.3)

High 44.82 12.56 11 (37.9)
Totald 47.00 12.95 16 (55.2)

Healthy controls (HCs) Low 27.22 2.54 9 (31.0)
High 42.25 8.62 4 (13.8)
Totale 31.85 8.66 13 (44.8)

Total Low 36.00 14.58 14 (48.3)
High 44.13 11.40 15 (51.7)
Totalf 40.21 13.45 29 (100.0)
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2015), and pathological gambling specifically (Felsher et  al. 2010; Hodgins et  al. 2012; 
Sharman et al. 2019).

Our findings showed that physical neglect was the only specific predictor of a GD 
diagnosis. A possible explanation for this finding may be that individuals who have been 
exposed to physical neglect in childhood subconsciously seek material gain or a more 
glamorous lifestyle in adulthood, things that may be achieved through gambling. A study 
by Nixon et al. (2012) offers support for this argument, suggesting that some female patho-
logical gamblers who had experiences of physical neglect in childhood described being 
drawn in by the glitz and glamour of gambling and being admired for winning and conse-
quently having money (Nixon et al. 2012). Further, evidence from neurobiological studies 
shows that dopamine is released in a brain region called the nucleus accumbens during 
gambling activities, which reinforces the attractiveness of the rewards (money, in this case) 
(Berridge 2007). As with other sources of reward, money has been shown to enhance mes-
olimbic dopamine levels in the human striatum during gambling episodes, suggesting that 
the accumulation of money is what motivates many gamblers (e.g. Pessiglione et al. 2007). 
Perhaps this is even more so the case with those gamblers with a history of experiencing 
physical neglect.

Our findings also suggested a trend towards significance for childhood emotional 
neglect as a predictor of GD in adulthood. Emotional abuse, physical abuse and sexual 
abuse were not significant predictors of GD in our study. This may be explained by previ-
ous research findings suggesting that abuse has different psychobiological pathways from 
those found in neglect (McLaughlin and Sheridan 2016). While often overlooked in previ-
ous research, childhood neglect appears to play an important role in vulnerability to certain 
behavioural addictions. Further aetiological research with larger sample sizes is needed to 
consolidate these findings.

Results demonstrated that there was a significant difference in the degree of child-
hood trauma between GD patients and HCs when life event stress levels were low. In this 
instance, childhood trauma significantly predicted the presence of GD. However, when life 
event stress levels were high, childhood trauma no longer predicted group membership, 
i.e. the presence or absence of GD. These findings suggest that childhood trauma and high 
stress levels both contribute to a higher risk of pathological gambling behaviour. When 
exposure to life stressors is low, the severity of childhood trauma appears to play a more 
significant role in the development of gambling-related pathology. In conclusion, child-
hood trauma and current stressful life events both are factors that potentially influence the 
development of GD. Further, our findings are consistent with findings on childhood trauma 
and stress sensitization (Hammen et al. 2000; McLaughlin et al. 2010). There is also some 
evidence to suggest that current stressful life events potentially increase gambling urges 
(Elman et  al. 2010). Therefore, an assessment of recent exposure to stressful life events 
may help to identify ‘triggers’ for relapse to the addictive behaviour.

Notably, although a positive association was found between reported exposure to child-
hood trauma and recent life stress, a causal relationship cannot be inferred. It appears that 
childhood trauma and recent life stress may have a bidirectional influence on each other 
in the sense that exposure to childhood trauma may be associated with greater risk of 
exposure to stressful life events and recent exposure may compound the impact of prior 
exposure in specific ways, but further research is needed to investigate this association—
particularly in GD. It seems plausible that high levels of recent life stress may predispose 
an individual to develop GD, but in turn, GD may also increase the likelihood of being 
exposed to stressful life events (e.g. experiencing severe financial strain, relational diffi-
culties, etc.), thus the direction of causality in relation to stressful life events is difficult to 
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determine. As is evident from these findings, the association between childhood trauma 
and GD is complex, warranting exploration in larger samples.

Strengths and Limitations of the Study

One limitation of this study relates to the small sample size. In addition, the scale used 
to assess past 12-month life stress exposure was only introduced in this study approxi-
mately six months after the beginning of data collection. Therefore, only a subset of the 
GD and HC groups completed this measure. Furthermore, there were notable differences 
between the GD group and the HC group with regards to level of education. If possible, 
future work should prioritize matching GD patients with HCs from the same communities 
in order to control for demographic and environmental factors that may be associated with 
an increased likelihood of trauma exposure. In addition, although the diagnostic proce-
dures followed in this study ensured that GD was the primary diagnosis within the clinical 
sample, GD is frequently comorbid with other psychiatric conditions (Sinclair et al. 2015). 
With a larger study sample, it would therefore be useful to attempt to control for comorbid-
ity in the analyses. Future work should include investigation of the impact of comorbidity 
on the relationship between childhood trauma and GD.

Despite these limitations, there are also a number of strengths of this study. Previous 
research on childhood trauma in GD has usually only included individuals with pathologi-
cal gambling and, in some cases, other patient groups. In this study, a healthy control group 
was included that was tested under the same study conditions. This allowed for a more 
accurate comparison of group-related differences in respect of reported exposure to child-
hood trauma. Furthermore, this study not only tested for associations between childhood 
trauma and GD, it also examined this association more carefully by exploring both total 
childhood trauma and specific subtypes as predictors of GD, as well as considering other 
possible factors that might influence this relationship, i.e. current stressful life events expo-
sure. Previous studies on childhood trauma in GD have often only used childhood trauma 
in general (no subtypes) as a predictor (e.g. Black et al. 2013; Hodgins et al. 2010). More-
over, the study was supported by the South African Responsible Gambling Foundation 
(SARGF) and added to the existing literature base, including by exploring associations in a 
GD population based in the Global South.

Conclusions

Severity of childhood trauma was found to be significantly higher in a GD patient group 
compared with HCs. Childhood trauma was a significant predictor of a diagnosis of 
GD, with physical neglect being the single trauma subtype to significantly increase odds 
of GD in adulthood. Stressful life events moderated the relationship between childhood 
trauma and GD. The study results highlight the importance of considering trauma history 
in behavioural addictions, as suggested previously (e.g. Black et al. 2012; Hodgins et al. 
2010; McCormick et al. 2012), as well as assessing the possible impact of recent stressful 
life events on symptomatology. In conclusion, the findings support a link between child-
hood trauma and GD, with current stress as a moderating variable, and may be useful for 
future individualized therapeutic strategies.
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