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In the last two decades, major changes have

occurred in the landscape of gambling in Britain.

The industry has been deregulated and has

grown exponentially. New technology has also

contributed to a rise in gambling choices and a

rise in problems associated with gambling. These

include a growth in gambling related debt,

lifestyle problems, mental illness and family

breakdown. 

The data on gambling prevalence in Wales is

poor. Based on the evidence available, however,

The Living Room Cardiff estimates that there are

around 114,000 people at risk and excessive

gamblers in Wales and 12,000 considered to have

a gambling disorder. The Gambling Commission

figures show that over £1.62billion was staked on

Fixed Odds Betting Terminals (FOBT) alone, an

average of £675 per adult with an overall loss of

£51.5 billion.  FOBTs are just one of many

gambling opportunities available. 

Excessive gambling, like other compulsive and

substance disorders, is a complex phenomenon.

There are a range of personal, social, psycho-

logical and hereditary factors that play a role in

problem gambling. In addition, a culture’s

gambling ethos – the prevalence, availability and

acceptability – and current gambling legislation

play a key role.  In order to provide the most

effective service possible Tim Leighton on behalf

of Living Room Cardiff has undertaken a

systematic review of the evidence on the

effectiveness of interventions and therapeutic

approaches. Unfortunately the research evidence

base for gambling treatment or intervention lags

behind other fields.  Nevertheless there is

evidence that

• Brief interventions based on MI (Motivational

Interviewing) appear to reduce frequency,

severity, and money waged on gambling, partic-

ularly with less severe problems.

• A well conducted, systematic cognitive-

behavioural programme, including focus on

gambling specific cognitions and financial

management, and including relapse prevention

training is a sensible and likely effective offering

for those with gambling problems.  

• Mutual aid is helpful for some gamblers.

Changes in social network, both adding

abstinent friends and reducing association with

drinkers and drug users is predictive of long-

term recovery in alcohol and drug dependent

people. Meetings of Gamblers Anonymous (GA)

might be hosted by services with benefit. 
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The Living Room Cardiff is about to implement an innovative new service
in Wales to help tackle excessive gambling. This document gives an
evidence based overview of the preferred service.

Living Room Cardiff
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• Individual psychodynamic counselling is valued

and felt to be helpful by many clients, especially

women.

• Provision should emphasise the building of

social support.

The Living Room Cardiff’s Role

The evidence that is available does not point

towards one therapy as a ‘panacea’ for gambling,

but might suggest that a combination of

approaches, combined with peer support, offers

the best chance of success. Despite the lack of

abundant research, the Living Room Cardiff has

been offering support to people with gambling

problems on this basis for several years. Helping

recovering addicts to find their place in a

community of peers in an all addiction group

counselling environment reduces the sense of

isolation and shame that they invariably feel.

This, combined with one-to-one work with

trained counsellors, Motivational Interviewing

(MI) and debt advice specialists has resulted in

many successful outcomes and long term

recovery from gambling.

For more information on Living Room
Cardiff and its services please visit:
www.livingroom-cardiff.com
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A further Cochrane review was published in 2012
which included 14 RCTs, but again the quality of
the evidence from all of these was considered to
range from very low to low quality. Most of the
studies were at high risk of various types of bias
(usually selective reporting or missing data), and
many had multiple limitations (Cowlishaw et al.
2012). Moreover some treatment modalities, apart
from Cognitive-Behaviour Therapy, were tested in
very few studies, which limits the conclusions that
can confidently be drawn. Gooding & Tarrier (2009)
show that better outcomes (higher effect sizes) are
reported from studies of poorer methodological
quality, which is a concern shared by the authors
of the second Cochrane review. However to muddy

the waters somewhat, Pallesen et al. (2005) in their
review noted that effect sizes were higher for
randomised studies as opposed to those which
were not randomised. These reviews will be
revisited below in more detail.

Despite this apparently bleak picture of the
evidence, there are indications to be found in
these reviews and in individual studies that certain
kinds of intervention are likely to be effective even
if this effectiveness is not demonstrated in
unequivocal fashion. Many of the reviews and
studies (including those mentioned above) contain
bullishly optimistic statements, such as “Psycho-
logical interventions for pathological gambling

Beat the Odds Report: Evidence for psychosocial interventions for problem gambling
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Beat the Odds Report:
Evidence for psychosocial
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The evidence base for interventions to reduce or cease problematic
gambling is disappointingly sparse. Gooding & Tarrier (2009) note that
“evaluation of treatment for problem gambling lags behind other fields”
and deplore “the absence of large scale well controlled treatment trials
with long-term follow-up data.” A Cochrane systematic review published in
1999 “revealed a lack of evidence for effective treatment of pathological
gambling” (Oakley-Brown, Adams & Mobberley 1999), due to the fact the
authors were only able to identify 4 randomised controlled trials (RCTs),
and those of poor quality. Toneatto & Ladouceur (2003) say: “We must
conclude that at present there is very little firm scientific knowledge about
what constitutes effective treatment for pathological gambling.” 
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seem to yield very favourable short- and long-
term outcomes.” (Pallesen et al. 2005). Gooding &
Tarrier express “cautious optimism that CBT
therapeutic methods are beneficial”. This paper
will review reasons for this optimism and attempt
to clarify certain questions (for example whether
interventions are differentially effective for less
seriously involved problem gamblers and
‘pathological gamblers’ with more severe
problems, who is likely to seek treatment and
what features are associated with treatment
completion and the avoidance of relapse. The
review will include meta-analyses, systematic
reviews, single (usually experimental) studies,
groups of studies on a particular approach (for
example Motivational Interviewing, Gamblers
Anonymous), case studies and other qualitative
research to attempt to synthesise what is
promising and what is problematic.

It is important to note that a variety of outcomes
are measured in these studies, including
frequency of gambling, gambling symptom
severity, and financial loss from
gambling/amounts of money wagered. It is not
always possible in this review to specify which
outcomes were measured in each study, but it
will be specified if an indicative point is to be
made. Another important aspect is the length of
follow-up: many of these studies show effects at
end of treatment or short term follow-up which
are not longer significant at later follow-up. Even
the later follow-up periods are often not long
enough to illuminate the durability of treatment
effects. Where consistency and durability of effect
is possible to determine, it will be noted. 

An interesting series of studies has been
published, testing motivational interventions,
mostly based on Motivational Enhancement
(MET), a manualised adaptation of Motivational
Interviewing. Examples are Petry et al. (2008,
2009), Hodgins, Currie and el-Guebaly (2001,
2004), and Diskin & Hodgins (2009).

The Petry studies are of similar design and of
good quality, one with participants mainly
recruited from medical clinics in disadvantaged
areas, the other with college students. Neither
group of subjects was seeking treatment for
gambling problems. Both studies compared an
assessment only control, a 10 minute session of
brief advice, a single session of MET, and a session
of MET plus 3 sessions of CBT. Thus all
intervention conditions were relatively brief. Both
studies included both problem gamblers and
pathological gamblers, although the severity
levels were somewhat lower in the college
sample. In the case of the students, single session
MET was the most effective on all outcomes, but
brief advice and the 4 session intervention both
produced significant improvements (Petry et al.
2009). In the other study brief advice clearly
outperformed both MET and MET+CBT, producing

consistent and significant improvements over the
9 month follow-up period, even controlling for
gambling severity. MET had no significant effects
over the control group (which also reduced
gambling behaviour), adding CBT produced
significant reduction in the severity score (but not
other outcomes) from week 6 to month 9, but not
to such a marked effect as the brief advice.
Substance use at baseline was not associated
with outcomes, but poor physical health was
(Petry at al. 2008).

Hodgins, Currie & el-Guebaly (2001, 2004) trialled
a telephone delivered MI session plus a mailed
self-help workbook, compared with the
workbook alone. For one month they were
compared with a waiting list control group, and
the MI intervention produced significantly better
outcomes over control in this period, unlike the
workbook on its own. At 3 and 6 month follow-up,
the group who had received MI produced better
outcomes than the workbook only group but this
difference was no longer evident at 12 months,
except for those with less severe problems. The
outcomes show clear clinically significant
outcomes for both interventions at all follow-up
points, with days gambled and dollars spent

Motivational Interviewing
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effectively halved or better for both groups over
the whole follow-up period. There was actually
little attrition of outcomes: the MI intervention
seemed better at producing abstinence (42% at
one month, compared to 19% for workbook only):
there was some reduction in this outcome by 12
months for the MI group, but the workgroup had
slightly improved (30% vs. 21%), and overall the
improved group (including abstinence) had
increased for both conditions between months 3
and 12. (Hodgins, Currie & el-Guebaly 2001).

In 2004 a 24 month follow-up of this cohort was
published. The group who received the MI session
were gambling significantly less frequently,
spending significantly fewer dollars and had
significantly lower severity scores, but there was
no difference in abstinence rates, which had
climbed for both groups to 38% for workbook
only, and 36% for MI+WB participants.
Interestingly, the workbook only group were
more likely to have slipped into the non-
improved category (38% up from 21% at 12
months) than the MI+WB group (11% at both 12
and 24 months). The latter group were signifi-
cantly more likely to have met their gambling
goal. It seems as if receiving the MI session (even
over the phone) was associated with increased
durability of effect. 

Diskin & Hodgins built on this work by testing a
single face-to-face (as contrasted with telephone)
session MI intervention with a group of 81 people
who were concerned about their gambling,
recruited via media advertisements (not
treatment seekers). The control condition was a
‘clinical interview’ designed to approximate
‘generic therapist contact’. Both groups received a
self-help manual as well. Both groups reduced
their dollar spend on gambling and days gambled
per month, but the MI group did so to a signifi-
cantly greater extent. 

Carlbring et al. (2010) compared 4 individual
sessions of MI with 8 group sessions of CBT in an
RCT with a wait-list control. This Swedish study
found no differences between MI and CBT
outcomes at any of the time points. The partic-
ipants were selected from patients presenting at
a ‘dependency clinic’: 44% had received previous
treatment, and three-quarters of these had been
dissatisfied with it. The main gambling activity
was playing Video Lottery Terminals (VLTs).
Compliance was rather poor and although the
two treatment conditions produced equivalent
within-group reductions in the primary outcome
measure (a diagnostic screen) there was no
advantage over no treatment for gambling
frequency, time or money spent.

Beat the Odds Report: Evidence for psychosocial interventions for problem gambling

8 beattheodds.wales June 2017

Cognitive Behavioural approaches
By 1997, Lopez Viets & Miller were able to write in
a review of treatments that “the treatment
literature to date, though quite limited, points to
effective cognitive-behavior therapies for
pathological gambling, which appear to be
compatible with either outpatient or inpatient
settings.”

The overall picture for CBT is best gained from a
meta-analysis by Gooding and Tarrier (2009). They
included 25 studies in the meta-analysis, of which
20 produced outcome data from 0-3 months post
treatment, 13 had data from 6 months post, 7 from
12 months post, and 3 from 24 months post
treatment. This meta-analysis included 4 of the
studies included in the MI section above.

Brief interventions based on Motivational
Interviewing principles are promising: they often
appear to reduce gambling frequency, severity
and money wagered compared with control and
comparison groups. Brief advice seems useful and
is sometimes more effective than MET. Adding

brief CBT does not seem to add much significant
benefit and is unlikely to be cost-effective. There
are some indications that these types of brief
intervention may be most effective with people
with less severe problems. 

Recommendations
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Large effect sizes were found for most studies
favouring CBT. These were highly significant at 0-
3 months post-treatment and remained
significant at 6, 12 and 24 months, although it
must be borne in mind that the study numbers at
12 and 24 months are small. This is despite the
fact that the types of CBT treatment, their mode
of delivery, types of people treated and the way
they were recruited, and the severity of problems
were all rather heterogeneous. The analysis was
continued to examine whether outcome
measures, mode of therapy, type of therapy and
types of gambling behaviour made any difference
to effects. 

All modes of delivery produced significant effect
sizes at 3 months but only group therapy did so
at 6 months. This is when all studies are included.
However in the three studies which compared
individual with group interventions directly there
was no significant difference, with a small trend
favouring individual. There is clearly a need for
more research into this area.

When types of cognitive-behaviour therapy are
considered, those which used a primarily
cognitive intervention had particularly high effect
sizes, but there were not enough of the other
types to be able to draw firm conclusions.

Treatments were effective regardless of the type
of gambling predominantly practised by partic-
ipants.

As we can see the meta-analysis looks promising
for a range of CBT approaches, but there are
many reasons to be cautious about the state of
the evidence. Gooding & Tarrier also point out
that higher effect sizes were produced in studies
of poorer methodological quality.

The CBT studies included in the more recent
Cochrane review (Cowlishaw et al. 2012) are now
considered individually.

Sylvain, Ladouceur and Boisvert (1997) tested a
package of Cognitive Behaviour Therapy,
delivered individually twice weekly for up to 30
sessions, comprising cognitive correction (focus
on beliefs about randomness), problem solving,
social skills training and relapse prevention. The
study was an RCT but it had some weaknesses in
design and data handling. The results showed
CBT produced siginificant improvements on a

range of outcomes both compared with the
control group and with pre-treatment scores. 

A similar therapy was delivered in an individual
format by Ladouceur et al. (2001). The treatment
focused on two of the areas mentioned above:
cognitive distortions about randomness and
relapse prevention. Average treatment exposure
was 11 hours. The results focus on what the
authors call the ‘treatment group’ by which they
mean those who completed the programme. The
outcomes for those who dropped out during
treatment are not reported. Those who did
complete did well, with highly significant
advantages over the wait-list control and with
significant improvements over baseline, which
were maintained in good part at 6 months and 12
months. A similar study with the treatment
delivered in groups (Ladouceur et al. 2003)
showed similar outcomes with follow-up
extended to 24 months, but again the results
focus only on the treatment completers. The
studies by this group are weakened by a number
of methodological shortcomings, including the
‘completers only’ handling of missing data. 

Melville et al. (2004) conducted two studies with
different participant groups, comparing a 24 hour
(90 minutes twice a week for 8 weeks) group
intervention based on Sylvain et al.’s target areas
(randomness, problem solving, relapse
prevention). This intervention was delivered with
or without a node-mapping component designed
to enhance the participants’ learning. The studies
were similar but in the second one included
outcomes of depression and anxiety, comparing
only the enhanced group with wait-list. The
standard (unenhanced) CBT group condition was
omitted in the second study. Both studies
included a majority of female participants. The
results showed both group interventions
improved outcomes (gambling control,
expenditure and bout duration) over wait-list,
and the node-mapping condition was signifi-
cantly superior to the standard group and also
produced significant improvements in mood.
Both studies were quite small (a total of 13 in
Study 1 randomised to 3 conditions, 19 in Study 2
randomised to 2 conditions) and had serious
methodological weaknesses including selective
reporting.

Petry et al. 2006 was a study of higher quality
comparing referral to GA, referral to GA plus a
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workbook using cognitive behavioural exercises,
and referral to GA plus 8 sessions of individual
CBT. The CBT conditions were superior to GA
referral alone, and improved some outcomes at
all follow-up points. The individual therapy was
superior to workbook on some outcomes. All
three groups showed considerable
improvements. Attendance at any GA meetings
improved outcomes in all three conditions, and
abstinence at 12 months was predicted by more
meetings attended, as well as by the number of
CBT sessions attended or chapters of the
workbook completed. However only 60% of the
sample had attended any GA meetings in the 12
month period.  

Dowling Smith & Thomas (2006, 2007) treated
female gamblers with a cognitive behavioural
intervention similar to those described above,

but including financial limit setting, alternative
activity planning and imaginal desensitisation
(described below). This Australian study recruited
women through media advertisements and
focused on electronic gaming machine users.
Compared with a wait-list control both individual
and group interventions produced significant
improvements, although on two of the psycho-
logical outcomes (anxiety and self-esteem) group
treatment was not better than control. Moreover
at 6 months, 92% the individual treatment group
did not meet criteria for pathological gambling as
opposed to 60% of those who received group
treatment. Intent-to-treat analyses produced
similar results to the treatment completer
analysis. 

Marceau & Melville (2011) is discussed in the
section on Twelve Step Facilitation. 

Beat the Odds Report: Evidence for psychosocial interventions for problem gambling
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Combination treatments included
in the Cochrane review
Oei, Raylu & Casey (2010) compared a
combination of Motivational Interviewing and
CBT delivered in an individual or group format on
a once weekly basis for 6 weeks with a wait-list
control. Both individual and group interventions
produced significant improvements over control,
and these within-group improvements were
maintained for 6 months. Individual treatment
produced higher effect sizes than group
treatment for gambling outcomes. However the
usefulness of this study is compromised as there
is no indication of how the Motivational
Interviewing component was integrated or what
it looked like. A brief paragraph on the treatment
refers the reader to a published manual (Oei &
Raylu 2010), but this has no mention of Motiva-
tional Interviewing in it.

Grant et al. (2009, 2011) compared an
intervention combining Imaginal Desensitisation
and Motivational Interviewing (IDMI) with referral

to Gamblers Anonymous (GA). Imaginal Desensiti-
sation is a relaxation-based technique allowing
subjects to learn relaxation and cognitive coping
while imagining an urge-producing scenario. It
combines in-session training with home practice.
This technique was embedded in a 6 session
intervention beginning with a session of MI and
including a range of cognitive and behavioural
skills training. This randomised trial showed that
IDMI was superior to GA referral in producing a
reduction in urges and gambling behaviour. A 6
month follow-up included some of the GA group
who ‘failed to respond’ to GA and were offered
IDMI at 8 weeks. The 35 ‘responders’ out of 44
who received 6 sessions of IDMI were followed up
and were found to have maintained significant
improvements in urges and behaviour from
baseline, although some measures had slipped
from post-treatment. 28 of the 35 achieved
abstinence during treatment and 27 maintained
this at follow-up.

Other Combination Studies
Wulfert, Blanchard & Martell (2003), concerned
about the high drop-out rates in many previous
studies, offered a rationale for boosting CBT with
a motivational component and described a case

example. In 2006 Wulfert et al. published the
results of a pilot study. This small study
compared 9 diagnosed pathological gamblers
receiving the combined intervention with a
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treatment as usual (not CBT) group. All 9 were
retained through treatment and 12 month follow-
up, significantly more than the control group in
an intent-to-treat analysis. The experimental
group was superior in reducing DSM-IV criterion
scores. Out of the 9 subjects 6 achieved and
maintained abstinence throughout the 12

months, 2 were improved and 1 was unimproved.
Lifestyle gains were also achieved. The authors
see the results as supporting the efficacy of CBT
as an intervention, and the possible benefits of
adding MI to increase retention and thus improve
effectiveness.

Other brief interventions and online
interventions
Besides Motivational Interviewing, other brief
alternatives to extended and potentially expensive
interventions have been developed, as have online
resources. 

An example of a brief intervention was the two
sessions of harm reduction for college aged online
poker players (teaching subjects about pot-odds
and helping them predict these odds more
accurately) reported by Costello & Fuqua (2012).
This study showed reductions in gambling
frequency and money lost, but as it was a pilot,
designed to develop and test the intervention, it
only included four subjects and was not
controlled. 

Monaghan & Wood (2010) in a paper exploring the
feasibility of web-based programmes, point out
that online resources have already established
efficacy in helping with mental health problems
and substance use problems, and that internet
based interventions may be especially acceptable
to young people, who now see the internet as their
primary source for health information. Person-
alised feedback about how a person’s behaviour
compares with social norms is regarded as partic-
ularly useful and may encourage behavioural

change. There is evidence that young people are
more able to accept electronic feedback about
high risk behaviours, than feedback given in
person (multiple sources cited by Monaghan &
Wood 2010). Tailored emails giving feedback,
supporting self-efficacy and suggesting cognitive-
behavioural tasks have been found to be effective
in reducing risk behaviours such as alcohol use
and smoking in adolescents and young adults. A
cautionary note is struck by the fate of an online
pilot project run in Canada from 2005-2007,
offering individual and group online chats on
gambling topics with psychology graduate
students (supervised by psychology staff) for teens
and young adults. It was well promoted in
Canadian schools and colleges. Despite a lot of
visits (the sites received around 2 million hits) very
few young people engaged with the service and
funding was withdrawn at the end of the pilot. 

Monaghan & Wood state in 2010 that they found
little empirical evidence for online interventions
for problem gambling, but there is qualitative
evidence, for example produced by examining
support forums, that gamblers find the anonymity
of online resources, and the ability to use these at
their own pace and in their own way, to be more

Recommendations re CBT
There are a considerable number of studies
which consistently support CBT as an
intervention for pathological and problem
gamblers. Secure knowledge about efficacy is
precluded by the poor quality of most studies.
However it is clear that a well conducted,
systematic cognitive-behavioural programme,
including focus on gambling specific cognitions

and financial management, and including
relapse prevention training is a sensible and
likely effective offering for those with gambling
problems. Varying lengths of treatment and
individual and group formats all produce
comparable outcomes. Adding Motivational
Interviewing may help to increase retention and
programme adherence.
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attractive than seeking in-person treatment.
Participants in the forums reported that these
resources helped them deal with urges and to
reduce their gambling behaviour (Wood & Wood
2009). Females expressed a view that online
resources were better for them as they did not
like the ‘male-dominated’ culture of services
(Wood & Griffiths 2007). 

A more recent review by Gainsbury and
Blaszczynski (2012) reiterate that there is
evidence for the efficacy of online interventions
for addictive behaviours (they reviewed nine
studies) but as yet little focusing specifically on
gambling. Their careful analysis discusses two
different types of online programme, those
entirely self-directed and those that include some
online or telephone contact with a human
therapist, providing feedback, advice or support.
Some meta-analyses show larger effect sizes with
therapist interaction, another large meta-analysis
showed no difference. The authors surmise that
the disparity in these results is likely contextual,
and point out that in one trial at least (Apodaca &
Miller (2003) the lack of extra benefit from adding

therapist contact might be explained by the fact
that many clients refused such contact. This
might be true also of many problem gambling
clients as well.

Gainsbury & Blaszczynski go on to review the
potential advantages of online interventions in
much the same vein as Monaghan & Wood, citing
availability, convenience and flexibility.
Automated online programmes without therapist
contact may well to be cost-effective; certainly
providing therapist availability where it is not
much used would not be, even if under certain
circumstances therapist assistance might make
gains bigger and more durable (Newman et al.
2011). 

Both sets of authors mention the importance of
privacy and anonymity in attracting and retaining
clients, for example by facilitating the use of
online nicknames and anonymous email
accounts. Gainsbury & Blaszczynski include a
useful discussion of a range of implementation
issues.

Beat the Odds Report: Evidence for psychosocial interventions for problem gambling
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Mutual Aid 
The most widely available mutual aid resource
for gamblers is Gamblers Anonymous (GA), a 12
Step fellowship with a programme of complete
abstinence from gambling. The 12 Steps of GA
were varied from those of AA, by reducing the
emphasis on God and spirituality, and
emphasising financial issues (Browne 1991, 1994,
Ferentzy & Skinner 2003, Ferentzy, Skinner &
Antze 2009). Although quite widely available
internationally (there are 5 meetings in South

Wales, 2 in North Wales) observational research
into GA (summarised in Petry 2005) tend to show
that the majority of attenders do not become
involved and do not stay long. However there is
evidence that professional treatments that
combine with or encourage GA attendance
improve retention and outcomes. Sometimes GA
attendance is associated with better outcomes
(e.g. Russo et al. 1984, Petry 2003) and
sometimes not (Stinchfield & Winters 1996). 

Clearly there is a great deal of promise in
developing helping resources online for problem
gamblers. If funds are available to develop and
launch a range of well-designed, well-
implemented programmes, which might or might
not include human therapist interaction, these
might well be expected to help many participants
increase motivation for change, and reduce
gambling urges and behaviours. They might help

others to achieve abstinence. Careful promotion in
the right channels, guarding of privacy and
anonymity, the development of therapist expertise
to transform online interaction into a therapeutic
relationship (for those that want such contact) will
optimise uptake and retention. Many forms of help
described elsewhere in this review (MI, various
forms of CBT, mutual aid) are amenable to online
delivery, in many cases automated. 

Recommendations re online resources

Beattheodds_report_2017_Layout 1  14/06/2017  11:00  Page 12



June 2017 beattheodds.wales 13

Beat the Odds Report: Evidence for psychosocial interventions for problem gambling

Apart from the studies mentioned, there is an
absence of evidence about the effectiveness of
Gamblers Anonymous. The systematic reviews
and meta-analyses do not evaluate evidence for
GA as there are no studies that can be included.
In terms of attendance profile, Petry (2003) notes
that attenders tend to be older with more severe
problems of longer duration, and are more likely
to be married and with higher income. Similar
findings have been noted elsewhere. Historically
GA has been seen as a male dominated organi-
sation, perhaps less suited to women gamblers
(see e.g. Browne 1991), but there is evidence that
this aspect may have changed to an extent.

A research group led by Ferentzy in Canada has
conducted some interesting qualitative research
into how GA is used by participants. This shows
an evolution, perceived by members in Canada

and the U.S., whereby there is an increased
emphasis on the 12 Steps and spirituality,
apparently in parallel with an increasing female
membership and changing gender roles
(Ferentzy, Skinner & Antze 2006, 2009, 2010).
Despite their interesting findings these studies do
not provide evidence for effectiveness of GA. If
however GA is evolving to better meet the needs
of contemporary gamblers, including women,
that might imply increasing effectiveness.

There is also no research evidence to support the
effectiveness of SMART recovery for gamblers,
but SMART welcomes gamblers and has a web
page describing how the SMART programme can
be applied to problem gambling. As its approach
is based on cognitive behavioural principles it
might be particularly compatible with CBT based
interventions.

Recommendations
Mutual aid is clearly helpful for some gamblers.
Both 12 Step and SMART are resources which are
free to use. Recent evidence shows that changes
in social network, both adding abstinent friends
and reducing association with drinkers and drug
users is predictive of long-term recovery in
alcohol and drug dependent people (Litt et al.
2009, Kelly et al. 2011). There is also evidence
that brief intensive referral interventions can

improve affiliation and retention in AA (Timko et
al. 2006) especially for those who might be less
likely to affiliate. It would be a sensible approach
to refer clients to mutual aid and to help them
explore how this resource might be used. A
systematic 2-3 session referral protocol is
recommended. Meetings of GA and SMART might
be hosted by services with benefit.

Psychodynamic approaches
Despite the fact that psychodynamic approaches
are sometimes recommended for gambling
problems, and a number of explanations of
compulsive gambling derive from psychoanalytic
and psychodynamic theory (see for example

Rosenthal & Rugle 1994), there is no research
evidence beyond a few brief case examples
supporting the effectiveness of psychodynamic
therapy for gambling problems. Staff at the
National Problem Gambling Clinic in Soho,

Treatments that encourage 12 Step participation
A few studies have included treatments whose
aim is to facilitate involvement in 12 Step
programmes. These include manualised Twelve
Step Facilitation (TSF) and eclectic programmes
with an emphasis on Gamblers Anonymous. An
RCT comparing TSF with node-mapping
enhanced CBT (both delivered in small groups)
found both were equally efficacious on a range of
outcomes (Marceau & Melville 2010). Toneatto &
Dragonetti (2008) in a quasi-experimental
comparison also found no difference in outcomes

between 8 session out-patient interventions with
a 12 Step or CBT orientation. Both produced
significant improvements at 12 months, with
more sessions attended predicting better
outcomes. Stinchfield and Winters (2001)
reported outcomes for four eclectic programmes
in Minnesota with an emphasis on 12 Steps and
found improvements comparable with those
found in similar programmes for substance
dependence – around 48% were improved (28%
maintained abstinence) at 6 month follow-up.
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London, who run an eclectic (mainly CBT-based)
service with a range of elective components,
report that individual psychodynamic counselling

is valued and felt to be helpful by many clients,
especially women (Smith, personal communi-
cation 2014). 
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Who seeks help?
That the vast majority of those with gambling
problems do not receive treatment is a fact noted
by several reviewers and is a cause for concern.
The U.S. National Gambling Impact Study
Commission (1999) reported that 97% of problem
gamblers do not seek treatment. Slutske et al
(2006) reviewing 2 U.S. national surveys also
noted that the prevalence of help-seeking was
extremely low. 

Rockloff & Schofield (2004) in an Australian
telephone survey found barriers to seeking
treatment included worries about availability and
effectiveness, cost of treatment (especially from
those with more serious problems), stigma,
uncertainty (lack of knowledge about options)
and simply avoidance. This latter factor
reinforces Hodgins & el-Guebaly’s (2000) finding
that 82% of their sample had a desire to handle
the problem on their own. Many problem
gamblers do not feel their problem is serious
enough to merit treatment. Rockloff & Schofield
speculate that the distorted cognitions
associated with problem gambling (illusion of
control, omnipotence) may contribute to
resistance to change and help-seeking.
Ladouceur et al. (2009) also speculate that the
near exclusivity of an abstinence goal for

treatment in North America may also be a
disincentive to treatment seeking.

Although their findings in a Canadian survey were
very similar to the U.S. reports, Suurvali et al.
(2008) found that help seeking was associated
with more severe problems, and that self-help
(e.g. online or workbook) resources were
preferred. There are some indications (Hodgins et
al. 2002) that those who quit are most often
impelled by financial or emotional crises. Their
survey included those who quit with treatment
and without. 

According to Leblond, Ladouceur & Blaszczynski
(2003), of those who enter treatment, around a
half will drop out. They studied a group of people
who entered a CBT programme and found that
only impulsivity was associated with drop-out.
Gambling related differences, demographics,
mood disorders and concurrent alcohol use did
not predict drop-out.

It is clear that more research is needed into why
so few problem gamblers seek treatment and
what predicts completion or drop-out when they
do receive it.  

Treatment setting and mode of delivery
There is no consistent evidence that one
treatment setting is superior to another (in-
patient vs. out-patient, face-to-face vs. telephone
or online), nor in modality (individual vs. group).
Nor is there any suggesting that longer treatment
is better than shorter, although completion and
number of sessions attended are fairly frequently
associated with better outcomes. This lack of
evidence is for the most part due to the lack of
comparative studies, though as we have seen
there is some indication (in Dowling Smith &

Thomas 2007) that individual therapy may
produce better outcomes for women than group
therapy. It is also due to the marked hetero-
geneity in treatment samples – we don’t really
know which interventions are better for less or
more seriously impaired gamblers, although
some of the motivational enhancement studies
produced their good outcomes with generally
less seriously impaired clients.
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There is some interesting evidence about what
helps to maintain abstinence and what precip-
itates relapse. Some of this is qualitative and
some quantitative. Focus group research (Oakes
et al. 2012a, 2012b) identified perceived factors in
electronic gaming machine users that ‘pushed’
the person towards relapse and ‘pulled’ them
away to maintain abstinence. ‘Push’ (relapse
factors) included (unsurprisingly) urges to
gamble, erroneous cognitions about gambling
outcomes, negative affect, relationship conflict
and environmental triggers. The focus groups
also identified ‘pull’ factors that acted in
opposition to the sequence of mental and
behavioural events leading to relapse. These
included vigilance, commitment, positive social
support, and cognitive strategies (remembering
harms, distractions) that helped with urge
management. The process leading to relapse
could be interrupted by using these resources
and repeated use could lead to ‘urge extinction’.

Oei & Gordon (2008) examining relapse and
resilience factors in GA attenders also found that
urges and erroneous cognitions tended to predict
relapse, while frequency of attendance,
involvement in GA and social support distin-
guished GA members who maintained
abstinence. 

The importance of social support is also
underlined by Petry & Weiss (2009). They show
that low levels of social support at treatment
entry is associated with more severity of
gambling, psychiatric and family problems, that
social support often increases during treatment,
and higher levels of social support are associated
with better outcomes. They recommend that
treatment should emphasise the building of
social support.

What helps with maintaining
abstinence/recovery?
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