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Prevalence, Assessment, and Treatment
of Pathological Gambling: A Review 
NNaannccyy  MM..  PPeettrryy,,  PPhh..DD..
CChhrriissttoopphheerr  AArrmmeennttaannoo,,  MM..SS..WW..

Although gambling is a form of
entertainment for many peo-
ple, some individuals develop

a pattern of gambling characterized
by lack of control, “chasing” of losses,
lies, and illegal acts (1). Pathological

gambling is recognized as a psycho-
logical disorder in DSM-IV (2), but
relatively little effort has been dedi-
cated to identifying and treating this
disorder. For three reasons, clinicians
should become familiar with the diag-
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nosis of this condition, and investiga-
tion of treatment strategies should be
expanded.

One reason that clinicians should
become more involved is that patho-
logical gambling results in serious per-
sonal and societal problems, including
financial, legal, employment, medical,
and psychological difficulties. For ex-
ample, gambling-related debts rang-
ing from $38,000 (3) to $113,000 (4)
have been reported in the literature,
and up to 60 percent of pathological
gamblers commit illegal acts to sup-
port gambling (3–5). Pathological
gambling is also associated with health
consequences, including high rates of
insomnia, gastrointestinal disorders,
cardiac problems, high blood pres-
sure, and headaches (6,7). 

Comorbid psychiatric conditions
are also common. Up to 50 percent of
gamblers have substance use disor-
ders (8–10). Obsessive-compulsive
disorder (11), attention-deficit disor-
der (12), anxiety disorders (11,13,14),
and depressive disorders (7,13,14) oc-
cur frequently in pathological gam-
blers, and some reports suggest that
these conditions share a physiological
substrate with pathological gambling
(9,15–17). Gamblers also are at in-
creased risk for suicide. Between 48
percent and 70 percent of pathologi-
cal gamblers contemplate suicide
(3,4), and 13 to 20 percent attempt
suicide (18). 

A second reason for devoting atten-
tion to pathological gambling is that
prevalence seems to be increasing in
the United States (19). Most states
enacted antigambling legislation dur-
ing the early 1900s, but in 1964 state
lotteries were inaugurated. Recently,
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states have begun legalizing casino
gambling, and casinos are now oper-
ating in 27 states. 

Along with this spread of legalized
gambling, participation in gambling
has increased (19,20). Between 1991
and 1995, wagering in the U.S. rose
steadily from $300 to more than
$500 billion a year (21). Problem
gambling behaviors have paralleled
the spread of legalized gambling. In
a 1974 survey, .7 percent of a nation-
al sample was classified as probable
compulsive gamblers and another
2.3 percent as problem gamblers
(22). More recent data indicate point
and lifetime prevalence of patholog-
ical gambling to be as high as 1.4
percent (19) and 5.1 percent (20),
respectively.

A third reason for expanding efforts
toward assessment and treatment of
pathological gambling is that public
awareness of the problem is growing.
Newspapers frequently print articles
on compulsive gambling, and widely
publicized segments on pathological

gambling have been aired on televi-
sion. In fact, gambling has been char-
acterized as the addiction of the
1990s.

As public awareness of the prob-
lem grows, more gamblers are seek-
ing treatment. The first treatment
program for gambling was created in
Ohio in 1968. Other programs have
since been developed, and a certifi-
cation procedure for treatment pro-
viders has been established. Some
casinos and state lotteries now fund
treatment programs, and some cred-
it card companies and lending insti-
tutions have begun training person-
nel to manage financial problems of
pathological gamblers. However,
fewer than 150 clinicians are nation-
ally certified gambling counselors,
and only 100 programs provide treat-
ment for pathological gamblers.
Only 21 of the programs are state
supported, and individuals can re-
main on a waiting list for as long as
six months.

Despite increasing awareness of

the disorder, most pathological gam-
blers do not seek or receive treat-
ment. Pathological gambling remains
largely undiagnosed and untreated,
even among high-risk populations
such as substance abusers. Even
when gambling affects work perfor-
mance, employee assistance pro-
grams rarely recognize the problem
or provide specialized treatment (23).
In the remainder of this paper, guide-
lines for assessment and diagnosis are
briefly described, and treatments are
reviewed.

Methods
A review of the literature on patho-
logical gambling was conducted using
PsycLIT and MEDLINE. The key-
words “gambling” and “gamblers”
were used, and entries from the years
1984 to 1998 were examined. Articles
that evaluated screening instruments
or the efficacy of treatment are re-
viewed in this paper.

Results
Screening and identifying 
problem gamblers
The most common instrument for as-
sessing gambling problems is the 20-
item South Oaks Gambling Screen
(SOGS) (24). Individuals endorsing
five or more items are identified as
probable pathological gamblers. The
instrument is based on DSM criteria
and demonstrates good reliability and
validity in clinical samples (24). It has
been used in epidemiological studies,
but data about its psychometric prop-
erties in general populations are lack-
ing (20). The accompanying box lists
DSM-IV criteria and corresponding
items from the SOGS.

Despite widespread use of the
SOGS, some criticisms have been
made. Because it is a lifetime mea-
sure, it is not sensitive to changes
over time. It also has been criticized
as having a high false-positive rate
(1,25).

A shorter alternative to the SOGS is
the Lie/Bet screen (26). It consists of
two questions: Have you ever felt the
need to bet more and more money?
and, Have you ever had to lie to peo-
ple important to you about how much
you gamble? These questions show
sensitivity and specificity in identify-
ing pathological gamblers (26).

DDSSMM--IIVV  ccrriitteerriiaa  ffoorr  ddiiaaggnnoossiiss  ooff  ppaatthhoollooggiiccaall  ggaammbblliinngg  aanndd  ccoorrrreessppoonndd--
iinngg  iitteemmss  ffrroomm  tthhee  SSoouutthh  OOaakkss  GGaammbblliinngg  SSccrreeeenn  ((SSOOGGSS))

DSM-IV criterion SOGS item

Preoccupied with gambling Has a problem with gambling
Need to gamble in increasing amounts Gambles more than intended to

of money Borrows from banks or credit cards
to gamble

Has cashed in stocks or bonds or
sold property to gamble

Repeated unsuccessful efforts to cut Wants to stop but can’t
down or stop gambling

Restless or irritable when attempting
to cut down

Gambles to escape problems or
relieve negative mood

“Chases” lost money. Returns to gam- Goes back to win lost money
bling to get even

Lies to others to conceal extent of Claims to be winning when not
gambling Hides gambling signs from others

Commits illegal acts to finance gam- Writes bad checks to gamble
bling Borrows from loan sharks to

gamble
Jeopardizes or loses important rela- People criticize gambling

tionship or job due to gambling Feels guilty about gambling
Has arguments over gambling
Loses time from school or work

due to gambling
Relies on others to relieve desperate Borrows money from friends,

financial situations caused by spouse, or household for gam-
gambling bling
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Treatments for
pathological gambling
Once pathological gambling is identi-
fied, clinicians are left with the re-
sponsibility of treating the condition.
Only a few studies have compared
treatments; they are shown in Table
1. However, different treatment ap-
proaches have been described. 

Gamblers Anonymous. Gamblers
Anonymous (GA) is the most popular
intervention for problem gambling,
and about 1,000 chapters exist in the
U.S. However, some evidence sug-
gests that GA may not be very effec-
tive. Retrospective reports indicate
that 70 to 90 percent of GA attendees
drop out (27,28) and that less than 10
percent become active members (29).
Moreover, only 8 percent of attendees

achieve a year or more of abstinence
(27). Thus, while GA may help some
people achieve and maintain absti-
nence from gambling, it seems to have
beneficial effects for only a minority
of participants.

Professional treatment plus GA.
Combining professional therapy and
GA may improve retention and absti-
nence compared with GA participa-
tion alone. Lesieur and Blume (16)
studied outcomes of patients treated
for gambling in a combined alcohol,
drug, and gambling program. Patients
received multimodal individual and
group therapy, and GA attendance
was strongly encouraged. Of 124 pa-
tients admitted with gambling prob-
lems, 72 were interviewed between
six and 14 months after discharge.

Gambling problems decreased signif-
icantly compared with pretreatment
levels, and 64 percent of patients
achieved abstinence. 

Blackman and associates (30) de-
scribed outcomes of 88 gamblers en-
tering a treatment clinic; significant
reductions in frequency of gambling
and indebtedness were noted. Russo
and colleagues (31) contacted 60 of
124 patients who completed a pro-
gram for veterans combining individ-
ual psychotherapy, group therapy,
and GA attendance. Abstinence was
reported by 55 percent. Taber and
colleagues (32) conducted a six-
month follow-up of 57 of 66 patients
consecutively admitted to the same
Veterans Administration facility. Total
abstinence was reported by 56 per-

TTaabbllee  11

Studies that compared the efficacy of two treatments for pathological gambling

Treatment modality 
and study N Study design Results

Family and marital therapy
Johnson and Nora, 1992 (39) 90 Retrospective ratings of Gamblers Anon- 49 percent of GA members’ spouses partici-

ymous (GA) members whose spouses pated in Gam-Anon. Trend toward greater ab-
chose to participate in Gam-Anon com- stinence among GA members whose spouses
pared with GA members whose spouses participated in Gam-Anon
chose not to participate in Gam-Anon

Tepperman, 1985 (40) 40 GA members and wives who chose to parti- Nonsignificant reductions in gambling among
cipate in a 12-step-oriented group for gamblers who attended the couples’ groups
couples compared with married GA compared with those who did not
members whose wives chose not to parti-
cipate in the group

Cognitive-behavioral therapy
McConaghy et al., 1983 (50) 20 Random assignment to aversion therapy or Significant reductions in gambling behaviors,

imaginal desensitization gambling urges, and anxiety among subjects 
assigned to imaginal desensitization 

Bujold et al., 1994 (53) 3 Compared pretreatment with cognitive- Increases in perceived control over gambling
behavioral therapy and decreases in severity of gambling during

treatment phases

Sylvian et al., 1997 (54) 29 Random assignment to cognitive-behavioral Increases in perceived control over gambling
therapy or waiting-list control group and self-efficacy in the therapy group and de-

creases in frequency of gambling episodes and
amount of money spent gambling

Dickerson et al., 1990 (66) 29 Random assignment to use of a self-help Reduced frequency of gambling episodes and
manual or an interview plus the manual amount of money spent gambling in both

groups

Pharmacotherapy
Hollander et al., 1992 (57) 1 Double-blind placebo period followed by Clinician and self-reports of gambling prob-

clomipramine (ten weeks on each) lems indicated “minimal improvement” fol-
lowing placebo period and “much improve-
ment” following clomipramine

Hollander et al., 1998 (58) 16 Single-blind placebo period followed by Ten subjects completed the study, and seven
fluvoxamine (eight weeks on each) showed clinical improvements in reducing

gambling
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cent, and decreases in psychological
symptoms, employment problems,
and substance use were noted. 

Although these reports suggest that
pathological gambling is a treatable
disorder, they suffer from method-
ological flaws. One problem is that
the reports do not specifically de-
scribe the therapy, so replication is
not possible. In addition, most patho-
logical gamblers are not likely to re-
ceive services from clinicians experi-
enced with the disorder, so general-
ization of findings from specialized
treatment clinics may not be appro-
priate. It is also unclear whether pa-
tients would have improved without
such intensive treatment. Despite
these problems, the reports suggest
that professionally delivered therapy
in combination with GA participation
may improve outcomes compared
with GA participation alone. 

Psychodynamic treatments. Ro-
senthal (33) describes psychodynamic
treatment for gamblers, which focuses
on low ego strength and narcissism as
well as on grief associated with giving
up gambling (34). In 1957 Bergler (35)
reported on psychodynamic treat-
ment of 60 gamblers. He claimed a
success rate of 75 percent, but this fig-
ure is based on only 30 percent of the
original sample—presumably those
who remained in treatment.

Marital and family treatments.
Clinicians have noted that family
structures of gamblers are chaotic
and turbulent, and couples’ treatment
has been described. Because debts of
gamblers are large, Heineman (36)
suggested dealing with finances dur-
ing therapy. Steinberg (37) described
reframing the potentially negative ex-
perience of turning finances over to
the nongambling spouse. Boyd and
Bolen (38) provided treatment focus-
ing on identifying feelings of the part-
ner and understanding gambling
within the context of the relationship.
Nine gamblers and their wives partic-
ipated; three achieved abstinence,
and most reduced gambling. 

GA has a spousal component,
known as Gam-Anon. Johnson and
Nora (39) found that GA members
whose spouses participated in Gam-
Anon were more likely to achieve ab-
stinence than those whose spouses did
not. However, the difference was not

statistically significant, and participa-
tion was self-selected. Tepperman
(40) compared GA members who par-
ticipated with their wives in a 12-step
couples group and married GA mem-
bers who chose not to receive couples’
treatment. Only half of each sample
remained in treatment. Although re-
ductions in depression and marital
discord occurred, no differences in
gambling or psychosocial problems
were noted between groups. Again,
participation in the interventions was
self-selected, further obscuring inter-
pretation of the results.

Zion and colleagues (41) concluded
that little evidence suggests that
spousal involvement in Gam-Anon
reduces relapse, although some fami-
ly members may find it useful. More
research is needed to more clearly
define and evaluate family therapy for
gamblers.

Cognitive-behavioral therapies.
The task force on promotion and dis-
semination of psychological proce-
dures of the American Psychological
Association rated cognitive and be-
havioral therapies that have been em-
pirically validated as treatments for
depression, anxiety, and obsessive-
compulsive disorder (42). Some re-
ports suggest that these therapies are
effective in treating other disorders
that overlap with gambling, including
substance use disorders (43).

Early behavioral therapies involved
delivering shocks to subjects as they
gambled or were exposed to gambling
stimuli (44,45). Blaszczynski and as-
sociates reviewed these approaches
(46). Other articles (46–49) suggest
incorporating cognitive techniques,
but efficacy data are lacking. 

In one of the few controlled studies
directly comparing two treatments,
Australian researchers randomly as-
signed 20 gamblers to one of two
therapies: aversion therapy or imagi-
nal desensitization (50). Subjects re-
ceiving imaginal desensitization re-
ported significantly less gambling and
fewer urges to gamble at one month
(50) and up to nine years after treat-
ment (51,52). Although this study is
superior to most because of its use of
random assignment and clearly de-
fined treatments, imaginal desensiti-
zation has been tested only on an in-
tensive inpatient basis (14 sessions a

week), and its efficacy has not been
tested in typical outpatient settings. 

Bujold and colleagues (53) success-
fully used cognitive restructuring,
problem solving, social skills training,
and relapse prevention in weekly in-
dividual sessions with three gamblers.
Sylvian and associates (54) applied a
similar treatment in a controlled trial:
29 gamblers were randomly assigned
to active treatment or a waiting-list
control group. Subjects assigned to
active treatment evidenced signifi-
cant reductions in gambling and re-
ported increased perceived control
over gambling compared with control
subjects. These findings suggest the
efficacy of a cognitive-behavioral
treatment for pathological gamblers.
However, the study failed to provide
data from the subjects who did not
complete treatment (36 percent), and
length of time in treatment and on
the waiting list varied among subjects.
Although this cognitive-behavioral
approach seems promising, further
evaluation is necessary. 

Pharmacotherapies. Several case
reports suggest pharmacotherapies
may be useful in treating gamblers.
Haller and Hinterhuber (55) de-
scribed the use of the anticonvulsant
carbamazepine. In another case re-
port, Kim (56) showed beneficial ef-
fects of the opioid antagonist naltrex-
one, which is hypothesized to reduce
the high associated with gambling.
Others have tried drugs affecting the
serotonin neurotransmitter system.
In a study in which subjects received
placebo for a period before clo-
mipramine was started, clomipra-
mine was found more effective than
placebo in treating a pathological
gambler with obsessive-compulsive
personality features (57). A single-
blind study of fluvoxamine demon-
strated reductions in gambling in sev-
en of ten gamblers (58).

Moskowitz (59) treated three gam-
blers with lithium and observed that
the drug seemed to blunt the excite-
ment associated with gambling. Al-
though manic episodes are an exclu-
sion criterion for a diagnosis of patho-
logical gambling, gambling problems
occur frequently in patients with
bipolar disorder and in families of
bipolar probands (60). Further re-
search should evaluate gambling be-
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haviors during the course and treat-
ment of bipolar disorder.

Given the high rates of comorbidity
between pathological gambling and
depression (7,13,14), more research
is also needed on the efficacy of anti-
depressants in treating depressed
pathological gamblers. Some evi-
dence suggests that depressed moods
may precipitate or prolong gambling
episodes (61). Pharmacological treat-
ment for depression may reduce the
association between negative mood
states and gambling. 

In summary, several reports sug-
gest that pharmacotherapies may be
useful in treating pathological gam-
bling. However, all these studies suf-
fer from small and select samples,
and only two included a placebo con-
trol. No consensus has been reached
on which drugs may be most useful or
on the type of psychotherapy, if any,
that should be provided concurrently.
Future research should evaluate the
efficacy of pharmacotherapies, espe-
cially in the treatment of dually diag-
nosed gamblers.

Other treatment issues 
Manual-guided therapies. The use
of manual-guided therapies has been
considered one of the most important
developments in psychotherapy. The
objective is to clearly specify thera-
pies, provide guidelines for their im-
plementation, and establish clear
standards of care (62). Available data
suggest that standardized treatment
is superior to reliance on individual
clinical judgment (63). The develop-
ment of manualized treatments may
be especially important in treating
pathological gamblers because so few
providers of specialized treatment are
available.

Sylvian and colleagues (54) devel-
oped a treatment manual for patho-
logical gambling that incorporates
cognitive restructuring, problem solv-
ing, social skills training, and relapse
prevention. The efficacy of this man-
ual has been demonstrated in one
clinical treatment trial. However,
replication in other sites is needed. 

We have developed a manual for an
eight-session treatment that tailors
many of the exercises from cognitive-
behavioral treatments of substance
use disorders to the needs of gam-

blers, and we are testing its efficacy in
a controlled study. 

Intensity of treatment. Another
important issue is the intensity of in-
terventions. Minimal treatments have
been developed in response to the ef-
fort to reduce health service costs and
the growing evidence that some in-
tensive traditional treatments are no
more effective than briefer interven-
tions (64,65). Minimal interventions
range from motivational interviewing
to brief advice or the use of self-help
manuals. 

Some evidence suggests that self-
help manuals may be effective in
treating pathological gambling. In
Australia, Dickerson and associates
(66) found that use of a self-help
manual significantly reduced gam-
bling, alone or in conjunction with a
single in-depth motivational inter-
view. Although the study did not
evaluate a control condition and
failed to assess compliance with the
manual, results suggest that a self-
help manual may be useful in treat-
ing gamblers. 

Blaszczynski (67) recently pub-
lished a self-help manual, and we are
comparing professionally delivered
cognitive-behavioral therapy to the
same treatment content delivered
through a self-help manual. Such
manuals may be a low-cost and prac-
tical alternative to individual therapy,
especially among those without the
resources or insurance to pay for
treatment. Recommendation of a
self-help manual may be a cost-effec-
tive initial step in addressing problem
gambling. Clients who do not seem to
benefit from this approach may then
be referred for more intensive treat-
ment.

Treatment strategies. Research
suggests that abstinence may not be
the most appropriate goal for all indi-
viduals with alcohol use disorders and
that reduction in use may be an ap-
propriate strategy for a subset of indi-
viduals (68). Some data suggest that
reductions in gambling may also be a
viable goal for pathological gamblers
(51,69,70). The self-help manuals by
Dickerson and colleagues (66) and
Blaszczynski (67) emphasize skills for
reducing gambling. Brief motivation-
al interviewing may be a useful strat-
egy for decreasing gambling among

heavy gamblers who are ambivalent
about entering treatment or who do
not desire abstinence.

Discussion and conclusions
Pathological gambling is a growing
problem, with financial, employment,
legal, psychological, familial, and
public health consequences. Never-
theless, no standard treatment cur-
rently exists. With the exception of
the studies by McConaghy and col-
leagues (50) and Sylvian and col-
leagues (54), most of the reports re-
viewed in this paper did not compare
the efficacy of different psychothera-
pies or pharmacotherapies or failed to
randomly assign subjects. Most did
not clearly define the therapy, and the
majority of reports included fewer
than 30 subjects, with most reporting
only single cases. Despite these short-
comings, studies of cognitive-behav-
ioral treatments (48–50,54), including
two controlled trials (50,54), suggest
that these treatments may be useful
in decreasing gambling. 

Therapists’ manuals and self-help
manuals (54,66,67) are available for
treating pathological gamblers. Al-
though further research on their effi-
cacy is necessary, these manuals can
provide a start for therapists who en-
counter patients with gambling prob-
lems. In addition, referral to GA and
Gam-Anon may assist some gamblers
and their families, although GA partic-
ipation alone may not be sufficient.
Medications may be useful for patho-
logical gamblers, especially those with
concurrent psychiatric diagnoses. As
public awareness of pathological gam-
bling and its consequences grows,
funds may become available to better
evaluate these treatment approaches
in controlled studies. ♦
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CCoorrrreeccttiioonn

In the article entitled “A Tentative Model of Ag-
gression on Inpatient Psychiatric Wards,” by Henk
L. I. Nijman, M.Sc, Joost M. L. G. à Campo, M.D.,
Dick P. Ravelli, M.D., and Harald L. G.  J. Merck-

elbach, Ph.D., in the June 1999 issue (pp.
832–834), arrows indicating the interaction of
ward, patient, and staff variables were missing from
Figure 1. The corrected figure appears below. 

Environmental stress
Being on a locked ward or 
secluded or restrained

Ward is too crowded, no 
rest, no privacy

Activities are too de- 
manding 

No interesting activities

Cognitive stress
Situation and people per- 
ceived as being dangerous

  They are locking me up 
forever

  They are going to kill me

Communication stress
Treatment goals or ward 
rules not understood

Inaccessibility of staff
Interpersonal staff-patient 
problems

Psychopathology
Schizophrenia (with 
paranoid delusions)

Mania
Impulse control 
disorders

Cluster B personality 
disorders

Substance abuse
Organic brain disease 

Involuntary
admission

Aggression

Ward
variables

Patient
variables

Staff
variables
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