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Australia has a longstanding fascination 

with gambling. Over the past 200 years, 

unregulated gambling on coin, dice 

and card games has developed into a 

large and powerful gambling industry, 

with regulations on horse race betting 

commencing in the late 19th century 

(the first associated public holiday was 

observed in 1877) and further growth in 

casino gambling from the 1970s.1 The 

subsequent introduction of the modern 

electronic gaming machine in the early 

1990s resulted in a considerable increase 

in community spending on gambling, 

amounting to $19 billion in 2008–09.2

While over 70% of Australians buy a lottery 
ticket or place a bet every year,2 problems 
related to electronic gaming machines are 

typically the most common issue for those 
presenting for treatment. However, the recent 
explosion in online wagering providers and 
sports betting overcome many potential barriers 
to gambling such as stigma and geography and 
there are growing concerns that the cost of 
gambling to the community is likely to continue 
to rise.3 The term ‘problem gambling’ is used  
in the Australian context to describe harms 
associated with difficulties in limiting time and/
or money spent on gambling (Neal, Delfabbro, & 
O’Neil, 2005), and is intended to encompass a 
continuum of severity that includes pathological 
gambling.
 This article discusses the prevalence of 
problem gambling in Australia, why problems 
develop, and how to assess and manage 
gambling presentations within primary care. 

Classification of problem 
gambling
In 1980, for the first time, pathological gambling 
was classified as a disorder of impulse control 
within the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-III).4 Criteria focused 
on the damage caused by a failure to resist the 
impulse to gamble. At this time, there was very 
little research on gambling, highlighted by the 
fact that the first gambling-specific academic 
journal only appeared in 1985. Subsequent 
reviews argued that problem gambling shared 
many characteristics with substance use 
disorders,5 which led to the remodelling of 
pathological gambling’s DSM-III-R criteria to 
include items on preoccupation, tolerance, 
withdrawal and repeated efforts to quit or cut 
down (Table 1).5,6

Despite DSM-III-R criteria being grounded 
in a familiar framework, researchers and 
treatment providers were dissatisfied. There 
were concerns that some items were ambiguous 
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or repetitive, that crucial criteria from DSM-III 
had been omitted7 and that withdrawal, arguably 
a cornerstone of addiction, was not a common 
response to ceasing gambling.8 Rosenthal also 
argued that diagnostic criteria should identify 
differences between pathological gambling and 
nonpathological gambling and account for its 
progressive nature.8

In response to these concerns, a survey 
was developed to inform the development 
of DSM-IV and distributed to 275 gamblers 
seeking treatment in the united States.7 The 
final DSM-IV criteria retained DSM-III-R items 
on withdrawal, tolerance and preoccupation and 
reintroduced legal problems from DSM-III (albeit 
with softened wording – arrests for illegal acts 
changed to committed illegal acts).9 Additionally, 
researchers recognised increased access, female 
participation and problems associated with 
gaming machines, and included a new item – 
gambling as a means of escape (Table 2).7 

Given this history, it is not surprising that 
there is a current debate about whether to 
relocate pathological gambling from the impulse 
control disorders to behavioural addiction in 
DSM-V. As with concerns around the notion of 
addiction raised 25 years ago, researchers are 
still exploring the phenomenon of withdrawal 
and tolerance. Recent research suggests that 
25% of people with pathological gambling 
experience restlessness or irritability, while 

How problem gambling 
develops
Across Australia, there are almost 200 000  
electronic gaming machines in 6000 venues,2 
seven times the number of McDonald’s outlets.14 
Gaming venues are overrepresented in lower 
socioeconomic areas,15 and the geographic 
accessibility of gaming venues appears to be 
related to the incidence of problem gambling.16 
 Access to gambling is an integral 
component of the blaszczynski and Nower 
pathways model, which incorporates a 
biopsychosocial approach to conceptualising 
problem gambling.16 The model proposes all 
gamblers experience a degree of behavioural 
conditioning, which occurs through a 
combination of access, conditioning (classical 
and operant), development of faulty cognitions 
(eg. overestimating the amount of control over 
random events) and chasing (trying to recoup 
lost money).17 Within the model, individual 
vulnerability is considered an important 
additional pathway into problem gambling. 
Vulnerabilities include pre-existing mood 
and anxiety disorders, trauma or poor coping 
skills, as well as biological factors, such 
as impulsivity.17 Accordingly, treatment for 
gambling should include interventions that also 
target the underlying condition.

Implications for primary 
care 

Screening and assessment

Problem gambling is associated with high levels 
of shame and stigma and a nonjudgemental 
and empathic approach should be adopted 
when identifying gambling problems. While 
people who are unemployed or on low incomes 
are particularly at risk,18 most people maintain 
employment and an appearance that there is 
not a problem. This is particularly pertinent to 
online gambling, such as sports betting, which is 
attracting young men with higher than average 
incomes.19 The development of therapeutic 
engagement and an ongoing relationship can 
facilitate disclosure. While it is not practical to 
screen all patients for problem gambling, it is 
helpful to raise the issue when patients present 
with the following clinical features:
•	 indications by patient or others that gambling 

40% cite other withdrawal-like symptoms, such 
as disappointment and guilt, when trying to 
change their gambling behaviour.10 Those with 
more severe problem gambling are more likely 
to report withdrawal and tolerance experiences 
than those with less severe problems;11 some 
researchers argue that reports of tolerance 
actually reflect increasing spending in an 
attempt to recoup losses rather than increasing 
bets to maintain levels of affect (which is 
different to substance use disorders).12 In 
a similar fashion, ‘withdrawal’ could be 
conceptualised as a loss of specific stress 
reduction or coping strategies rather than an 
actual physiological state.12 

How common are problems 
associated with gambling?
Problem gambling is a significant public health 
issue in Australia, costing between $4.7 billion 
and $8.4 billion per year.2 estimated prevalence 
rates are between 0.5% and 1.0%, with a 
further 1.4–2.1% at risk of problems developing, 
equating to over 395 000 Australians.2 Gambling 
is typically a relapsing remitting condition, 
with relapse rates around 75%.13 Although 
there is little research on recovery, many do 
recover with or without professional help; most 
people accessing government funded treatment 
agencies report reductions in gambling 
involvement.2 

Table 1. DsM development for pathological gambling

DSM-III (6 items)

•	 The course is chronic and progressive and characterised as a failure to resist the 
impulse to gamble

•	 Focus on damage to the individual or family (work, relationships, deception, legal, 
financial problems and bailouts)

DSM-III-R (9 items)

•	 Major revision from harm focused to criteria modelled on substance use disorders 

•	 Two financial items retained from previous edition: chasing lost money and 
gambling in spite of financial harms

DSM-IV (10 items)

•	 Retain substance use criteria from previous revision

•	 Escape introduced in response to modern gaming machines

•	 Lying to others to conceal gambling behaviour introduced

•	 Illegal acts and bailouts reintroduced from DSM-III

DSM-V (? items – likely to be included as a behavioural addiction)

DSM = Diagnostic and Statistical Manual of Mental Disorders
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is being used to improve financial problems
•	signs of stress, depression and/or anxiety
•	disrupted sleep, changed eating patterns
•	history of alcohol or nicotine dependence
•	unexplained loss of time or money
•	dissatisfaction with quality of life.
Relevant sociodemographic factors include:20,21

•	 reports of social isolation or poor relationships
•	 family history of gambling or problem 

gambling
•	 legal and financial difficulties
•	non-english speaking backgrounds and recent 

immigrants.
People with problem gambling experience 
high rates of co-occurring conditions, including 
depression, anxiety, substance use disorders 
and nicotine dependence.22 In addition, 
population health surveys have found high 
rates of co-occurring depressive symptoms and 
stress related issues.23 It is therefore important 
to screen for gambling problems when these 
conditions are present. 

use of a screening tool can be helpful in 
eliciting a history of gambling and associated 
harms, and the following are particularly suitable 
within a primary care setting:
•	 the 1-item problem gambling screening (ie. 

‘have you ever had an issue with gambling?’)24

•	 the 3-item brief bio-Social Gambling Screen25 
assesses withdrawal, lying and financial 
difficulties and the three-item NODS-CliP26 
assesses lying, preoccupation and attempts 
to control or cut down gambling – these tools 
can be administered in a couple of minutes

•	 the 9-item Problem Gambling Severity Index 
(PGSI) of the Canadian Problem Gambling 
Index27 closely resembles DSM-IV criteria and 

is the most common tool used in Australia to 
screen for problem gambling (Table 3). 

Management

People experiencing problem gambling often feel 
ashamed about their gambling and will conceal 
the behaviour and associated consequences. 
Therefore, a nonjudgemental and gentle 
approach that addresses both the gambling 
and potential harms is required. Motivational 
interviewing techniques improve the likelihood 
of change. employing reflective listening can 
assist patients to set their own goals, which can 
be enhanced by employing a readiness ruler: ‘on 
a scale of one to 10, how important is it for you 
to change your gambling?’ If the score is low, 
it is helpful to explore the benefits and costs 
of gambling, with questions like ‘what are the 

good things about gambling?’ and ‘what are the 
less good things?’ Typically clients talk about 
excitement and escape versus loss, guilt, regret 
and remorse.

If the score is high, indicating a readiness to 
change, it is helpful to ask a follow up question 
related to confidence levels – ‘on a scale of 1 to 
10 how confident are you in resisting the urge to 
gamble?’ If confidence is high, ask how they plan 
to go about changing their gambling behaviour. 
Many people with gambling problems experience 
low confidence in resisting the urge to gamble. 
It is helpful to build confidence by normalising 
lapse and relapse and identifying opportunities 
to learn about gambling triggers. Relapse is 
typically triggered by a combination of internal 
(eg. negative affect, stress) and external (eg. pay 
cheque, bills in post, venue inducements) factors 
that build towards an overwhelming urge to act 
that is supported by erroneous cognitions (eg. 
selective recall of previous wins).28

For some people it is helpful to ask whether 
they have considered talking to someone about 
their gambling. This can be an opportunity to 
refer to a specialist gambling treatment agency 
(available via phone, online or face-to-face). A 
summary of referral options is outlined in Table 
4. Some people may be experiencing harms 
from gambling, but are not ready to change. It is 
helpful to discuss harm minimisation measures, 
such as reducing access to cash in a venue, 
protecting their assets (eg. second signature on 

Table 2. Typical criteria for pathological gambling

•	 Is preoccupied with gambling

•	 Needs to gamble with increasing amounts of money

•	 Has repeated, unsuccessful efforts to control, cut back or stop

•	 Is restless or irritable when trying to cut down or stop

•	 Gambles as a way of escaping from problems or relieving mood

•	 After losing returns to win it back

•	 Lies to family members, therapist or others

•	 Has committed illegal acts

•	 Has jeopardised relationships or career

•	 Relies on others to provide bailout

Table 3. The problem Gambling severity index (pGsi)27

The following questions relate to gambling behaviour in the past 12 months. 
Thinking about the past 12 months …

•	 Have you bet more than you could really afford to lose?

•	 Have you needed to gamble with larger amounts of money to get the same feeling 
of excitement?

•	 When you gambled, did you go back another day to try to win back the money you 
lost?

•	 Have you borrowed money or sold anything to get money to gamble?

•	 Have you felt that you might have a problem with gambling?

•	 Has gambling caused you any health problems, including stress or anxiety?

•	 Have people criticised your betting or told you that you had a gambling problem, 
regardless of whether or not you thought it was true?

•	 Has your gambling caused any financial problems for you or your household?

•	 Have you felt guilty about the way you gamble or what happens when you gamble?

Never = 0; sometimes = 1; most of the time = 2; almost always = 3  
A score greater than 8 indicates probable problem gambling
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Key points
•	Problem gambling is a significant public health 

issue in Australia costing between $4.7 and 
$8.4 billion per year.

•	People with problem gambling experience 
high rates of co-occurring conditions, including 
depression, anxiety, substance use disorders 
and nicotine dependence. 

•	Screening for problem gambling can be 
simple, using tools such as the 1-item: ‘have 
you ever had an issue with your gambling?’

•	When problem gambling is identified, 
motivational interviewing can facilitate 
change.

•	There are a range of free accessible treatment 
options in Australia, which include face-to-
face, telephone and online modalities.
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