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Study: Gambling Common Among Disabled

BY KERRI WACHTER

Senior Writer

WASHINGTON — People with intel-
lectual disabilities do exhibit pathological
gambling behavior, and gambling in gen-
eral is common in this population, a
study of 79 people in the Las Vegas area
shows.

Two of the study participants (2.5%)
met DSM-IV-TR criteria for pathological
gambling. This rate is comparable with

rates identified for the state of Nevada,
which range from 2.7% to 4.3%. In addi-
tion, five study participants met the crite-
ria for problem gambling (6.3%), which
also was comparable with the rates iden-
tified for Nevada (2.2%-3.6%), Dr. Coni
Kalinowski of the University of Nevada,
Las Vegas, reported at the annual meeting
of the American Psychiatric Association.

For this survey, the researchers modified
the Gambling Symptom Assessment Scale
(G-SAS) and the Structured Clinical Inter-

view for Pathological Gambling (SGI-PG)
to make them more suitable for individu-
als with intellectual disability. The re-
searchers also performed a health screen-
ing to identify psychiatric diagnoses,
common medical/neurological conditions,
and any psychotropic medications used.
Participants in this study included those
aged 21 years and older who had a docu-
mented intellectual disability with full-
scale IQ of 75 or less. Intellectual disabili-
ties include mental retardation from any

cause, autism spectrum disorders, refrac-
tory epilepsy, cerebral palsy, and perma-
nent cognitive impairment occurring be-
fore the age of 18. These individuals had
to be their own guardians (because of state
requirements). All participants were clients
of a dual diagnosis clinic in Las Vegas.

In all, data were collected for 79 indi-
viduals (53% female). Most were white
(66%), followed by African American
(23%), Hispanic/Latino (9%), and Asian
and Pacific Islander (1% each). The ma-
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Important Safety Information (continued)

« A potentially fatal symptom complex, sometimes referred to as Neuroleptic Malignant Syndrome (NMS), has been reported in association
with administration of antipsychotic drugs, including SEROQUEL. Rare cases of NMS have been reported with SEROQUEL. Clinical manifestations
of NMS are hyperpyrexia, musdle rigidity, altered mental status, and evidence of autonomic instability (irreqular pulse or blood pressure,
tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may include elevated creatine phosphokinase, myoglobinuria
(rhabdomyolysis), and acute renal failure. The management of NMS should include immediate discontinuation of antipsychotic drugs

Tardive dyskinesia (TD), a potentially irreversible syndrome of involuntary dyskinetic movements, may develop in patients treated with
antipsychotic drugs. The risk of developing TD and the likelihood that it will become irreversible are believed to increase as the duration of
treatment and total cumulative dose of antipsychotic drugs administered to the patient increase. TD may remit, partially or completely, if
antipsychotic treatment is withdrawn. SEROQUEL should be prescribed in a manner that is most likely to minimize the occurrence of TD

Hyperglycemia, in some cases extreme and associated with ketoacidosis, hyperosmolar coma, or death, has been reported in patients treated
with atypical antipsychotics, including SEROQUEL. The relationship of atypical use and glucose abnormalities is complicated by the possibility
of increased risk of diabetes in the schizophrenic population and the increasing incidence of diabetes in the general population. However,
epidemiological studies suggest an increased risk of treatment-emergent, hyperglycemia-related adverse events in patients treated with
atypical antipsychotics. Patients starting treatment with atypical antipsychotics who have or are at risk for diabetes should undergo fasting
blood glucose testing at the beginning of and periodically during treatment. Patients who develop symptoms of hyperglycemia should also
undergo fasting blood glucose testing

« Leukopenia, neutropenia, and agranulocytosis (including fatal cases), have been reported temporally related to atypical antipsychotics,
including SEROQUEL. Patients with a pre-existing low white blood cell (WBC) count or a history of drug induced leukopenia/neutropenia
should have their complete blood count monitored frequently during the first few months of therapy. In these patients, SEROQUEL should
be discontinued at the first sign of a decline in WBC absent other causative factors. Patients with neutropenia should be carefully monitored,
and SEROQUEL should be discontinued in any patient if the absolute neutrophil count is < 1000/mm’

« Precautions include the risk of seizures, orthostatic hypotension, and cataracts. Examination of the lens by methods adequate to detect
cataract formation, such as slit lamp exam or other appropriately sensitive methods, is recommended at initiation of treatment, or
shortly thereafter, and at 6-month intervals during chronic treatment

Please see additional Important Safety Information on adjacent pages, and Brief
Summary of Prescribing Information, including Boxed Warnings, at the end of this ad.
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jority of participants were younger than 40
years (70%). Overall, 89% reported ever
gambling and 71% reported gambling in
the past year. These numbers were com-
parable with the Nevada population.
Most of the problem gamblers (71%)
were between the ages of 21 and 39 years.
Most of the problem gamblers were fe-
male (86%). Problem gamblers (those who
met criteria for pathological or problem
gambling) differed from their nonproblem
gambling counterparts in several ways.
Problem gamblers were more likely to live
in the family home (57%), compared with
other study subjects (18%). Most of the
participants without problem gambling

(60%) lived in group residences. None of
the problem gamblers lived independent-
ly, compared with almost a quarter of
those without problem gambling (24%).

Problem gamblers were somewhat
more likely to use highly accessible
venues, like grocery stores. Problem gam-
blers also were more likely to gamble
alone—43% versus 24% for nonproblem
gamblers. Those without problem gam-
bling were more likely to gamble with
family. “While both groups frequently
gambled with friends or staff, we also
learned that very often group-home staff
would use gambling as a positive rein-
forcer,” Dr. Kalinowski said.
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Nearly all gamblers had played slots or
electronic game machines. In addition,
scratch cards and bingo were common
among all gamblers. Both groups pre-
dominantly gambled $5-$20 per episode.

However, problem gamblers (29%) were
more likely to have wagered larger
amounts than those without problem
gambling (8%).

None of the problem gamblers report-
ed using alcohol while gambling. Rough-
ly a quarter of participants admitted to
gambling more money than they wanted,
thinking about gambling when they
didn’t want to, or borrowing money to
gamble, Dr. Kalinowski said.

These individuals are often more de-
pendent on others, so that gambling be-
havior may be significantly determined by
opportunity or the gambling habits of
others.

In addition, externally imposed sup-
ports and controls may limit the life con-
sequences of problem gambling in this
population but may not limit subjective
distress. Gambling might even have bene-
fits for individuals with intellectual dis-
abilities by offering low-demand social-
ization, nonstigmatized recreation, and a
fully “adult activity,” she said.

Dr. Kalinowski reported that she had no
relevant conflicts of interest. m

Important Safety Information (continued)

« The most commonly observed adverse events associated with the use of SEROQUEL monotherapy versus placebo in clinical trials for schizophrenia
and bipolar disorder were dry mouth (9%-44% vs 3%-13%), sedation (30% vs 8%), somnolence (18%-28% vs 7%-8%), dizziness (11%-18%
vs 5%-7%), constipation (8%-10% vs 3%-4%), SGPT increase (5% vs 1%), dyspepsia (5%-7% vs 1%-4%), lethargy (5% vs 2%), and weight
gain (5% vs 1%). The most commonly observed adverse events associated with the use of SEROQUEL versus placebo in clinical trials as ajunct
therapy with lithium or divalproexin bipolar mania were somnolence (34% vs 9%), dry mouth (19% vs 3%), asthenia (10% vs 4%), constipation
{10% vs 5%), abdominal pain (7% vs 3%), postural hypotension (7% vs 2%), pharynaitis (6% vs 3%), and weight gain (6% vs 3%)

In long-term clinical trials of quetiapine, hyperglycemia (fasting glucose >126 mg/dL) was observed in 10.7% of patients receiving quetiapine

{mean exposure 213 days) vs 4.6% in patients receiving placebo (mean exposure 152 days)

* Data combined from two 8-week, multicenter, randomized, double-blind, placebo-controlled, monotherapy bipolar depression trials.
SEROQUEL (300 mg/day; n=327) showed significant improvement from baseline in Montgomery-Asberg Depression Rating Scale total score

at Week 1 continuing through Week 8 vs placebo (n=330; P values <0.0001)?

" Data combined from two 12-week, multicenter, randomized, double-blind, placebo-controlled, monotherapy mania trials. SEROQUEL

(n=208) showed significant improvement from baseline in Young Mania Rating Scale (YMRS) total score at Day 4 continuing through Day 84

vs placebo (n=195; P values <0.05)°

*In pivotal mania trials, the average dose in responders (patients with =50% improvement in YMRS total score) was 600 mg/day.

¢ Twice daily.
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