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1 INTRODUCTION 
 
The province of Ontario plans to develop internet gambling in the near future and intends 
to provide online problem gambling self-assessment on its internet gambling platform.  
To provide online gambling patrons with the option to assess their level or degree of 
problem gambling, the Ontario gambling website will include a problem gambling self-
assessment tool. 
 
Through their Applied Health Research Questions program, the Ontario Problem 
Gambling Research Centre issued a Request for Applications for a comprehensive review 
of problem gambling self-assessment tools for use on Ontario’s upcoming internet 
gambling platform.  Healthy Horizons Consulting and its research team were awarded a 
grant to conduct the research and provide a report with recommendations.  
 
The following research report provides some background on the research requirements 
and previous reviews of the literature.  The research methods are described and then the 
findings are provided.  The report concludes by offering a summary and the 
recommendations.  
 
1.1 Background 
1.1.1 Research Requirements  
 
The rationale and requirements for the research were described in the Request for 
Applications; RFA 4.  Drawing directly from the wording in the RFA, the rationale for 
the project, the nature of the assignment and the requirements for the research are 
described below.  
 

A portion of Ontario Problem Gambling Research Centre (OPGRC) funding is 
dedicated to addressing Applied Health Research Questions (AHRQs) posed by 
Ontario Government stakeholders. Responses inform planning, policy, and 
program development. This AHRQ requires a comprehensive review of problem 
gambling self-assessment tools for use on Ontario’s upcoming internet gambling 
platform. This project may include interviews with experts on the development of 
problem gambling self-assessment tools and/or focus groups of gamblers to assess 
user-experience. 

 
In summary, the purpose of the project was stated in the RFA as follows.  
 

The purpose of the current project is to review the available self-assessment tools 
and identify those that would strike a good balance between instrument validity 
and appeal to internet gamblers.  

 
The recommended methodological components were listed in the RFA and they are 
repeated below.  
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• To review and synthesize existing literature on tools (i.e., screens, questionnaires 
etc.) which have been used for self-assessment of problem gambling. 

• To compile an inventory of these tools and a review of the evidence of their 
validity, particularly for self-administered use in an online setting.  

• May include interviews with researchers with expertise in the development and 
testing of problem gambling self-assessment tools.  

• May include interviews with focus groups of gamblers to assess user-experience 
of various self-assessment tools. 

• To offer recommendations for a problem gambling self-assessment tool(s) that 
would balance instrument validity with appeal to internet gamblers. 

• To recommend best practices for promoting self-assessment tools to increase 
usage by players. 
 

Background: 
A small number of problem gambling tools are currently available for online self-
assessment including:  
 

• National Opinion Research Centre DSM-IV Screen for Gambling Problems-Self 
Administered (NODS-SA) 
http://www.ncpgambling.org/i4a/survey/survey.cfm?id=6 

• Gamblers Anonymous 20 Questions (http://www.gamblersanonymous.org) 
• Centre for Addiction and Mental Health Check Your Gambling Questionnaire 

(www.checkyourgambling.net) 
• Responsible Gambling Council BetCheck 

(http://www.responsiblegambling.org/betcheck/) 
• Problem Gambling Severity Index (PGSI, the 9-item subset of the Canadian 

Problem Gambling Index (CPGI) 
http://www.problemgambling.ca/EN/ResourcesForProfessionals/pages/problemga
mblingseverityindexpgsi.aspx 

 
Other problem gambling screening and assessment instruments such as the South Oaks 
Gambling Screen (SOGS), and Problem and Pathological Gambling Measure (PPGM), 
have also been administered for online self-assessment in research studies.  
 
The purpose of the current project is to review the available self-assessment tools and 
identify those that would strike a good balance between instrument validity and appeal to 
internet gamblers.  
 
1.1.2 Previous Reviews  
 
With the introduction of online gambling there is an interest in providing customers with 
the option of online self-assessment of problem gambling.  Online gamblers would likely 
find it useful to complete an online self-assessment of their gambling behaviour in order 
to determine if they have lost control of their gambling and need to cut back or if they are 
problem gamblers and need to seek professional assistance or support.  Therefore, it is 
advisable to provide this option of self-assessment for problem gambling on an online 

http://www.ncpgambling.org/i4a/survey/survey.cfm?id=6
http://www.gamblersanonymous.org/
http://www.checkyourgambling.net/
http://www.responsiblegambling.org/betcheck/
http://www.problemgambling.ca/EN/ResourcesForProfessionals/pages/problemgamblingseverityindexpgsi.aspx
http://www.problemgambling.ca/EN/ResourcesForProfessionals/pages/problemgamblingseverityindexpgsi.aspx
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gambling platform.  It also shows that the operator of the online gambling platform is 
concerned about the welfare of their customers.   
 
As indicated above, a small number of screens and scales have been used for online self-
assessment of problem gambling, however, this review will not be limited to only those 
that have already been used in online applications.  This review takes a broad look at 
scales and brief screens that could be used in online applications for problem gambling 
self-assessment.  Any self-administered problem gambling screen or scale has the 
potential for use in an online or internet application.  One of the aims of this project is to 
review the classification accuracy of problem gambling scales and brief screens and 
recommend a scale or screen that has potential for use as an accurate online self-
assessment tool of problem gambling.   
 
In 1990, Volberg and Banks published a critical review of existing instruments that 
included only two, Cumulative Clinical Signs Method (Culleton, 1985) and South Oaks 
Gambling Screen (Lesieur & Blume, 1987).  In an updated review, Abbott and Volberg 
(2006) note that there are over 20 measures of problem gambling.   This review notes the 
trend toward developing measures based on DSM-IV diagnostic criteria.   
 
Most problem gambling instruments have been developed recently and have not 
undergone rigorous classification accuracy evaluation (National Research Council, 1999).  
There are important differences in the accuracy of instruments developed for one purpose 
and later on used for a different purpose (Gambino, 2006).  For example, the South Oaks 
Gambling Screen (SOGS) which was developed for screening in clinical settings and is 
accurate for this purpose does not maintain this same level of accuracy when used for 
other purposes such as a survey of the general population.  In terms of a criterion to 
demonstrate satisfactory classification accuracy, the hit rate (diagnostic efficiency), 
sensitivity, and specificity should all be .80 or greater (DiStefano & Morgan, 2011; 
Glascoe, 2005).  The measurement of classification accuracy of instruments is 
complicated due to the fact that classification accuracy is a function of the base rate of the 
disorder in the population of interest and the base rate varies by population (Gambino, 
2006).   
 
1.1.3 Research Significance 
 
This report provides a comprehensive and critical review of all existing problem 
gambling self-assessment instruments. One of the tasks of clinicians, researchers, 
prevention specialists and those interested in promoting responsible gambling is to select 
an appropriate instrument to measure problem gambling. This review makes an important 
contribution to the problem gambling field by providing a single source of critical 
information about all existing problem gambling instruments. Because clinicians, 
researchers, prevention specialists, and those interested in promoting responsible 
gambling, need to choose from among a vast array of instruments, a comprehensive and 
critical review of all problem gambling instruments has practical importance and a high 
degree of potential utilization.  
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1.1.4 Research Introduction   
 
The objectives of this review are to serve as a resource regarding the issues involved in 
screening and assessment of problem gambling, to inventory the types of instruments that 
are available, and to make recommendations for use of a self-assessment tool for an 
online application. This comprehensive and critical review of problem gambling self-
assessment tools builds upon a previous review of problem gambling assessment 
instruments conducted by the Principal Investigator (PI), Dr. Randy Stinchfield, and 
colleagues.  This previous review was conducted between 2000 to 2001 under the 
auspices of the Ontario Ministry of Health and Long-Term Care and the OPGRC and a 
report was submitted to OPGRC in 2001.  The report to OPGRC was later published as a 
book chapter entitled “A review of screening and assessment instruments for problem and 
pathological gambling”, in a monograph edited by Gary Smith, David Hodgins and 
Robert Williams, entitled Research and Measurement Issues in Gambling Studies 
(Stinchfield, Govoni & Frisch, 2007).  Since this report was submitted to OPGRC in 
2001, a number of instruments have been developed and published and a number of 
studies have been conducted evaluating the psychometric properties of new and existing 
instruments that are included in this updated review. Some instruments that have been 
developed since the 2001 review include the Sydney Laval Universities Gambling Screen 
(SLUGS; Blaszczynski, Ladouceur & Moodie, 2008), the Victorian Gambling Screen 
(VGS; Ben-Tovim, Esterman, Tolchard & Battersby, 2001), the NODS-CLiP (Toce-
Gerstein, Gerstein & Volberg, 2009), and the Brief Biosocial Gambling Screen (BBGS; 
Gebauer, LaBrie & Shaffer, 2010).  In addition, pathological gambling modules have 
been added to standardized diagnostic instruments such as the Diagnostic Interview 
Schedule (DIS), Alcohol Use Disorders and Associated Disabilities Interview Schedule 
(AUDADIS), and the Composite International Diagnostic Interview (CIDI).  More 
recently, the PI has published a critical review of adolescent problem gambling 
assessment instruments (Stinchfield, 2010), which was useful for this review, particularly 
as it applies to young adults, who are likely to be attracted to online gambling. 
Furthermore, other reviews of problem gambling instruments have been published such 
as Abbott & Volberg (2006), which was consulted for this review. 
 
Two decades ago, a published critical review of existing problem gambling instruments 
included only two instruments (Volberg & Banks, 1990). There now exist over 30 
problem gambling instruments that have been developed for screening, assessment, 
diagnosis and epidemiological surveys. These instruments range in length from one item 
(Rockloff, Ehrich, Themessi-Huber & Evans, 2011) to more than one hundred items.  
This review examines these new instruments, compares the strengths and weaknesses of 
existing instruments and makes recommendations for the best choice(s) for an online self-
assessment instrument. Most problem gambling instruments are relatively new and have 
not undergone rigorous reliability, validity and classification accuracy evaluation 
(National Research Council, 1999). There is also a paucity of research on the 
measurement of problem gambling among special populations, such as young adults.  
 
Researchers, clinicians, and prevention specialists are confronted with the challenge of 
selecting from among existing instruments, some of which have little, if any, reliability, 
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validity or classification accuracy information for the task at hand. The primary aim of 
this review is to describe the instruments currently available and to provide information 
about the characteristics of each instrument including, author, year of development, 
content, intended purpose of the instrument, psychometric properties (reliability, validity 
and classification accuracy), norms, administration methods, scoring instructions and 
interpretation of scores.  
 
A common problem when reviewing instruments is that there are typically no evaluations 
of instruments beyond the psychometric information reported from the development. So 
for example, a screen has reportedly excellent classification accuracy based on the 
development data, but when applied to another sample its classification accuracy is much 
weaker than the rates reported in the original development article. Therefore, it is very 
useful to evaluate instruments beyond the development data and furthermore to have the 
instrument evaluated by researchers other than the developers. For example, the South 
Oaks Gambling Screen (SOGS) has been evaluated by researchers other than the 
developers Henry Lesieur and Sheila Blume, for example Stinchfield (2002). 
In response to a clear need for instruments to detect and measure problem gambling, a 
variety of instruments have been developed. The SOGS continues to be a commonly used 
instrument and has accumulated the largest volume of psychometric research to date, but 
new DSM-based instruments are generating a good deal of research momentum. For 
example, the DSM criteria have been operationalized into diagnostic instruments that are 
used to diagnose clients in clinical settings (e.g., Diagnostic Interview for Gambling 
Severity, DIGS, Winters, Specker & Stinchfield, 2002), measure gambling treatment 
outcome (e.g., GAMTOMS, Stinchfield, Winters, Botzet, Jerstad & Breyer, 2007), and 
measure prevalence rates of problem gambling (PG) in epidemiological surveys (e.g., 
NODS, National Opinion Research Center, 1999).   
 
Many problem gambling instruments have little information on their psychometric 
properties and in particular, there has been a lack of rigorous research on the 
classification accuracy of these instruments. This may, in part, explain the wide range of 
prevalence estimates reported in the meta-analysis of gambling surveys reported by 
Shaffer, Hall and Vander Bilt (1997).  Most instruments have been developed for clinical 
purposes but have often been used for other purposes and populations. The psychometric 
properties of an instrument need to be investigated for the settings and populations in 
which it is applied. The classification accuracy of an instrument is affected by the base 
rate of the disorder within the population, and therefore an instrument developed to 
measure PG in a clinical sample will likely have different rates of classification accuracy 
when applied to the general population. The current state of affairs makes it difficult for a 
clinician or researcher to select a psychometrically sound instrument that will measure 
problem gambling in their particular setting and population of interest.   
 
The review below provides a body of evidence for (or against) classification accuracy of 
existing instruments. Research on the psychometric properties of these instruments needs 
to be conducted for the settings and populations in which they are used. This review will 
justify the continued use of those instruments found to be reliable, valid and accurate, and 
will serve to revise and refine those instruments found lacking. This review is methodical 
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and uses scientific standards for test comparisons. This review determines if tests were 
developed following the standards for testing set forth by the American Educational 
Research Association, American Psychological Association, and National Council on 
Measurement in Education (1999). These guidelines describe technical standards for test 
construction and evaluation, including reliability and validity. The use of these guidelines 
facilitates the comparison of instruments in this review.   
 
Lesieur and Rosenthal (1991) conducted a comprehensive literature review of PG for the 
DSM-IV committee and found little data other than clinician opinions and anecdotal 
reports about the diagnostic criteria. They did not report on any psychometric studies 
measuring the reliability or validity of the diagnostic criteria, presumably because no 
such studies existed. In the meta-analysis of disordered gambling prevalence in the U.S. 
and Canada by Shaffer, et al., (1997), it was reported that the DSM diagnostic criteria 
have been used to measure the prevalence of PG in different samples; however, no 
studies reported the reliability or validity of the diagnostic criteria. In contrast, other 
disorders in the DSM, for example, substance use disorders, have extensive reliability 
and validity information from a number of studies. There have been a growing number of 
studies on the classification accuracy of DSM-IV diagnostic criteria for PG (American 
Psychiatric Association, 1994) and this review will include all of these recent studies 
(e.g., Strong & Kahler, 2007; Zimmerman, Chelminski & Young, 2006).     
 
The ultimate goal of this review is that it will lead to the refinement of measurement tools 
and greater precision, which is the mark of good science. 
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2 METHODS  
 
The outcome requirements for the research methods for this project were as follows:  
 

• Compile an inventory of problem gambling assessment tools which have potential 
for use on an internet platform  

 
• Write a comprehensive and critical review of problem gambling assessment tools 

which are suitable for use on an internet platform  
 

• Recommend one or more tools which are best suited for self-assessment on an 
internet platform  

 
• Recommend methods (promotion) to facilitate the use of this online problem 

gambling self-assessment tool by customers   
 
The methodology for this project included three major components. First, a 
comprehensive and critical review of existing measures of problem gambling, which is 
based on updating the previous review published by the Principal Investigator and 
colleagues (Stinchfield, Govoni & Frisch, 2007) and will focus on problem gambling 
assessment instruments that could be administered online. Second, interviews of experts 
in the field of problem gambling assessment and online administration were conducted to 
find out what their experience has taught them and what recommendations they would 
make to efforts at online problem gambling self-assessment.  Third, focus groups were 
conducted to pilot test a small number of the most promising instruments for self-
assessment in a computerized, online administration.  
 
2.1 Comprehensive Literature Review Methods  
 
The review began with a search of the computerized literature databases through the 
University of Minnesota library and included the following computerized databases: 
PSYCINFO, PUBMED.GOV and Google scholar. The search used the following 
keywords of problem gambling, pathological gambling, compulsive gambling, with 
assessment, instrument, scale, screen, evaluation, validation and measurement. The 
search covered publication dates for the past 31 years from 1980 to the present, 2011. 
Because these computerized databases often do not include unpublished reports, research 
agency websites were searched for relevant unpublished reports.  The research agencies 
included the Ontario Problem Gambling Research Centre (OPGRC) and the Alberta 
Gambling Research Institute (AGRI), the National Center on Responsible Gaming 
(NCRG) in the USA, as well as research agencies in the United Kingdom and Australia. 
The Principal Investigator sent an electronic inquiry on Gambling Issues International 
listserv (GII) to request information about problem gambling assessment instruments and 
studies or reports that are not published. Furthermore, the reference list of every article or 
document included in the review was searched for any references that were not in the 
review.  
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In terms of the criteria used to evaluate problem gambling instruments, the primary aim 
of evaluating any instrument is to determine whether it measures accurately the 
characteristics of interest (Allen & Yen, 1979). Therefore, the instrument was considered 
satisfactory if the scores were shown to reflect important features of gambling behaviour. 
Instruments were evaluated on the adequacy of their psychometric properties, including 
reliability, validity and classification accuracy. Cicchetti (1994) has written a set of 
guidelines, criteria and rules of thumb to use for evaluating assessment instruments and 
they are applied in this review.  
 
Reliability is often defined as consistency, repeatability and stability (Nunnally, 1978). 
Reliability can be influenced by factors such as the number of items in the scale, number 
of subjects used in the evaluation and the type of subjects utilized in the development and 
evaluation of the instrument. There are two types of reliability, temporal stability and 
internal consistency. Temporal stability is measured by test-retest procedures, that is, 
administering the test to the same individual at two points in time, typically within a few 
days or one week. It is assumed that the characteristics of interest have not changed over 
the time period. The measure of test-retest reliability is the correlation coefficient. This 
mathematical construct, usually shown as “r” expresses the extent of correspondence or 
magnitude of the relationship between two scores. It ranges from 0, no relationship, to 1, 
perfect correspondence between the two scores. In order to demonstrate satisfactory 
temporal stability, a test-retest correlation of r = .70 or higher needs to be obtained.   
Reliability is also measured by looking at the internal consistency of the test items. 
Internal consistency is the concept that indicates a set of items are all measuring the same 
construct. One way of measuring internal consistency is by comparing the score on one 
half of items to the score on the other half of the items. This split-half reliability is 
measured in terms of the correlation coefficient r. Another approach of measuring 
internal consistency is to utilize statistical techniques that measure the homogeneity of 
the scale, commonly measured by Cronbach’s alpha (1951), a coefficient that ranges 
from 0 to 1. The higher the alpha, the greater the internal consistency of the scale. As a 
criterion, Nunnally (1978) suggests that scales have an alpha of .70 or greater to be 
considered as having a minimal level of internal consistency for research purposes and 
.90 or greater for making important decisions.  
 
Validity is defined as whether the instrument measures the construct it purports to 
measure (Allen & Yen, 1979). There are a few types of validity including face validity, 
content validity, and criterion-related validity, also referred to as convergent and 
divergent or discriminant validity. Face validity refers to whether a scale appears to or 
“looks like” it measure what it is intended to measure. Content validity refers to whether 
the scale items cover the various features of the construct being measured. Criterion-
related validity is commonly assessed by measuring correlations between the scale of 
interest and other scales that measure the same construct (i.e., convergent validity) and 
variables that is are purportedly unrelated to the scale of interest (i.e., divergent or 
discriminant validity). In order to demonstrate validity, a new scale should be highly 
correlated with existing scales of the same construct that have already demonstrated 
satisfactory psychometric properties. For example, a new scale to measure problem 
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gambling may be correlated with the SOGS, an instrument with demonstrated satisfactory 
psychometric properties. Convergent validity will be evident if correlation coefficients 
are r > .30 (Cicchetti, 1994).   
 
Another measure of an instrument’s utility and performance is classification accuracy 
(Baldessarini, Finklestein & Arana, 1983; Fleiss, 1981). That is, how well does the 
instrument identify those with, and without, the disorder? Classification accuracy is 
typically assessed with a number of coefficients, including sensitivity, specificity, false 
positive rate, false negative rate, positive predictive power and negative predictive power. 
Sensitivity is the true positive rate, that is, the rate of positive test results among those 
with the disorder, and specificity is the true negative rate, that is, the rate of negative test 
results among those without the disorder. False positive rate is the percent of positive test 
results among those without the disorder and false negative rate is the percent of negative 
test results among those with the disorder. Positive predictive power is the rate of true-
positive results among all positive test results and negative predictive power is the rate of 
true-negative results among all negative test results.  Classification is considered accurate 
if sensitivity and specificity rates are greater than 80% (DiStefano & Morgan, 2011; 
Glascoe, 2005).  
 
For our review, each instrument is described in terms of its development, author(s), year 
of development, number of items, response options used, administration method and 
time, intended use, scoring instructions, interpretation of scores, psychometric properties, 
and its strengths and limitations. Each instrument was compared in terms of its 
psychometric properties and the research team selected a small number of the best 
instruments that had satisfactory psychometric properties and are relatively brief to 
facilitate online administration (see Appendix A for the Descriptive and Analytical 
Framework and see Appendix B for the related Description of Instruments table).   
 
2.2 Qualitative Research Methods 
 
As added value to the comprehensive review of self-assessment tools, the research 
included some qualitative methods. The qualitative research methods included key 
informant interviews and focus group sessions.   
 
Based on the comprehensive review and the preparation for the key informant interviews, 
the research team noted that there were 18 potential online self-assessment tools.  From 
the 18 potential online self-assessment tools, a number were considerably shorter than 
others and, while the shorter tools were attractive because they could be completed very 
quickly, they were more likely to produce more false negatives and false positives.  
Accordingly, the research team decided to create two classes of self-assessment tools: 
brief self-screening screens and longer self-assessment scales. 
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2.2.1 Brief Problem Gambling Screens  
 
The brief screens were defined as scales with five items or less.  From the comprehensive 
review, the research team identified seven potential online brief screens.  In alphabetical 
order, the seven brief screens are as follows.  
 

1. Brief Biosocial Gambling Screen (BBGS) 
2. Lie-Bet Screen  
3. NODS-CLiP  
4. NODS-PERC  
5. One-item Screen for Problem Gambling  
6. Short SOGS  
7. Brief Problem Gambling Screen (BPGS) 

 
2.2.2 Problem Gambling Assessment Scales  
 
The longer problem gambling scales were defined as scales with six items or more.  From 
the comprehensive review, the research team identified 11 potential online problem 
gambling assessment scales.  In alphabetical order, the scales were identified as follows. 
 

1. Centre for Addiction and Mental Health, Check Your Gambling Questionnaire  
2. DSM-IV-MR  
3. Gamblers Anonymous, 20 Questions 
4. Massachusetts Gambling Screen (MAGS) 
5. NODS-SA  
6. Problem Gambling Severity Index (PGSI) of the Canadian Problem Gambling 

Index (CPGI) 
7. Problem and Pathological Gambling Measure (PPGM) 
8. Responsible Gambling Council, BetCheck  
9. South Oaks Gambling Screen (SOGS) 
10. Sydney Laval Universities Gambling Screen (SLUGS) 
11. Victorian Gambling Screen (VGS) 

 
2.3 Key Informant Interviews 
 
The research methods included key informant interviews. The key informant interviews 
were conducted to acquire additional, critical review of the potential, online problem 
gambling self-assessment tools and to learn more about online problem gambling self-
assessment and promotion of online self-assessment. Accordingly, a schedule of 
questions was prepared to meet these purposes and the questions included the means for 
acquiring relative recommendation ratings for each of the six brief self-screening screens 
and the 11 longer self-assessment scales listed above.  
 
The key informants were selected as experts for their knowledge of problem gambling 
measurement, self-assessment and/or online self-assessment (see Appendix C). Two of 
the nine key informants were considered to be experts in the use of specific online 
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problem gambling self-assessment tools and, therefore, they were not asked to offer 
critical review of the potential self-assessment tools. The Co-Principal Investigator, John 
McCready, conducted semi-structured interviews with nine key informants in telephone 
interviews that took place in late February and March of 2012, using the schedule of 
questions shown in Appendix D. 
 
2.4 Focus Group Sessions  
 
The research methods included two focus group sessions: a focus group session with 
recreational gamblers and another with problem gamblers. As convenient group 
representatives at a work place and treatment centre respectively, the focus group 
members were volunteers who were recruited by research assistants. The focus group 
sessions were conducted to acquire user response to the potential, online problem 
gambling tools and to learn more about the promotion of online self-assessment.  
Accordingly, a schedule of questions was prepared to meet these purposes (see Appendix 
E). 
 
Based on the comprehensive review of the potential online problem gambling assessment 
tools, the ratings of the key informants and the research team members, a short list of 
three brief screens and two scales were presented to the focus group participants.  
 
Brief Problem Gambling Screens  
 

1. Brief Biosocial Gambling Screen  
2. NODS-CLiP  
3. NODS-PERC  

 
Problem Gambling Scales  
 

1. Problem Gambling Severity Index (PGSI) of the CPGI  
2. Problem and Pathological Gambling Measure (PPGM) 

 
Following some review, use and discussion of the computerized versions of the three 
brief screens and the two scales (simulated online use), the focus group participants were 
asked to record their responses to a few questions and provide their recommendation 
ratings for the tools (see Appendix E).  
 
The Co-Principal Investigator, John McCready, facilitated the two focus groups: one with 
six recreational gamblers (gamblers who had gambled at least three times in the past 
year) and one with eight problem gamblers (problem gamblers in treatment).  The focus 
group of recreational gamblers was organized at a workplace and consisted of six 
gamblers; five females and one male.  Working with one of the provincially-funded 
problem gambling treatment centres, the problem gambler focus group was comprised of 
eight voluntary participants; four females and four males.  The focus groups took place in 
March of 2012 and the participants were given a gift certificate for their participation.  
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3 FINDINGS 
 
3.1 Online Self-Assessment of Problem Gambling Websites 
 
The Request for Proposals listed five websites that provide online self-assessment of 
problem gambling: (1) National Council on Problem Gambling (NCPG) 
(www.ncpgambling.org); (2) Gamblers Anonymous (GA) 
(www.gamblersanonymous.org); (3) Responsible Gambling Council (RGC) 
(www.responsiblegambling.org); and (4 and 5) two websites administered by the Centre 
for Addiction and Mental Health (CAMH), one for gamblers called “Check your 
Gambling” that is a true online self-assessment and one for health care providers that 
provides copies of assessment instruments that is not a true online self-assessment.   
 
First, the NCPG website uses the National Opinion Research Center DSM-IV Screen for 
Gambling Problems--Self Administered (NODS-SA) and is a true online self-assessment. 
See review below in Section 3.2.5.  Second, the Gamblers Anonymous website uses the 
GA-20 and is a true online self-assessment.  The GA-20 is self-administered and 
regardless of the score, the respondent is informed of the number of items they answered 
with ‘Yes’ and are told that “Most compulsive gamblers will answer ‘Yes’ to at least 7 of 
these questions.  If you feel you might be a compulsive gambler, have a gambling 
problem or have a desire to stop gambling, you can speak to someone right now by 
calling 888-GA-HELPS”.  See review below of GA-20 in Section 3.2.1.  Third, the 
Responsible Gambling Council (RGC) has a website called “Bet Check: Your 
Responsible Gambling Safety Check” and it is a true online self-assessment, using both 
gambling frequency and the PGSI of the CPGI.  The respondent’s gambling frequency 
and money spent gambling are shown in relation to the Ontario population at a gross 
level rather than specific level of comparison.  It provides PGSI scoring results in terms 
of level of problem gambling.  See review of the PGSI below in Section 3.2.6.  Finally it 
shows how to obtain help, in terms of tips and guidelines for responsible gambling, 
treatment centre information and help line phone numbers.  Fourth, the CAMH Check 
Your Gambling is a true online self-assessment and uses gambling frequency and the 
Short SOGS.  This website was recently taken offline.  See review of Short SOGS below 
in Section 3.4.5.  Fifth, CAMH also provides copies of problem gambling assessment 
tools on their website; however, this is not a true online self-assessment but rather a 
resource for helping professionals.   
 
These websites vary significantly in terms of what they ask of the gambler and what 
feedback they provide to the gambler.  For example, some ask how often the gambler 
plays certain games and how much money is spent, and some don’t ask about gambling 
frequency or money or time spent gambling.  Different screening tools are used (NODS-
SA, GA-20, PGSI, and short SOGS) and the feedback from these tools are presented 
differently.  Some sites give feedback in terms of how the respondent compares to other 
gamblers in his/her province, while other sites provide one cut score and one 
interpretation, while still other sites provide multiple cut scores and multiple levels of 
gambling problem severity.  For example, the NODS-SA on the NCPG website and the 

http://www.responsiblegambling.org/
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PGSI on the RGC website provide multiple cut scores with multiple levels of gambling 
problem severity associated with each cut score.  The GA website gives the gambler’s 
score, that is, the number of “Yes” responses out of a possible 20, and it gives the same 
feedback to all test users that “most compulsive gamblers answer yes to seven or more 
questions” and provides links to assistance and resources.  Nearly all websites indicate 
how to access assistance for a gambling problem through links to resources and helpline 
telephone numbers. While the use of online self-assessment tools provides feedback to a 
gambler, it should not give a gambler a false sense of security that they do not have a 
problem or should not seek further assessment.   
 
A unique element of the CAMH Check your Gambling and the RGC Bet Check website 
is the inclusion of assessing gambling frequency and money spent gambling and then 
providing the respondent with feedback about how their level of gambling frequency and 
money spent gambling compares to Canadian gamblers.  While this information can be 
presented in a better manner than is currently used on these two websites, the inclusion of 
this information is a very useful feature.  There are many more gamblers who may be 
gambling more frequently and spending more money than they intend to than there are 
problem gamblers who will benefit from completing a problem gambling scale or brief 
screen, and therefore the inclusion of this feedback about gambling frequency and money 
spent gambling has potential to influence many more gamblers than the problem 
gambling screens.  We also recommend that the amount of time spent gambling be 
included in this feedback, since every gambler has the same amount of time, but not all 
gamblers have the same amount of money.  Therefore, spending $1,000 in the past month 
by one gambler can be devastating to their finances whereas this same amount could be 
inconsequential pocket change to another gambler.  But spending every evening in the 
past week at the casino is the same amount of time for all gamblers and may be more of 
an indicator or problem gambling than amount of money spent gambling.  Granted, some 
gamblers have more free time and fewer responsibilities than other gamblers, but time is 
a more universal and comparable measure than money lost gambling.  If a gambler is 
spending an excessive or inordinate amount of time gambling, this is more telling of a 
possible gambling problem than a dollar amount.  It should be noted that measuring time 
spent gambling can be complicated, particularly for sports betting and animal races.  For 
example, do you count the time spent watching the game or race as time spent gambling 
or only the time it took to place the wager?  Next, a review of problem gambling scales 
and brief screens will be presented.   
 
3.2 Critical Review of Problem Gambling Scales 
 
Problem gambling scales are defined as scales made up of six or more items and they 
typically include between six to 20 items.  Following the review of scales, brief screens 
that are typically five items or less will be reviewed.  Scales are typically more accurate 
than brief screens, however, there are some settings and purposes for which brief screens 
are necessary and therefore are potential candidates for use in online applications. 
 
Test users must choose from among existing instruments, many of which have little, if 
any, classification accuracy information for the particular population or objective of the 
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assessment, such as, online self-assessment.  The aim of this review is to describe 
problem gambling instruments in terms of author(s), year of development, method of 
development, content, number of items, timeframe, response options, administration 
method and time, intended purpose/setting/population, psychometric properties 
(reliability, validity, and classification accuracy), norms, scoring instructions, 
interpretation of scores, and strengths and limitations (see Appendix B for a description 
and side-by-side comparison of each scale and screen). 
 
Problem Gambling Scales: 
 

1. Gamblers Anonymous 20 questions (GA-20)  
2. South Oaks Gambling Screen (SOGS)  
3. Massachusetts Gambling Screen (MAGS)   
4. DSM-IV-MR (MR=Multiple Response)  
5. National Opinion Research Center DSM-IV Screen (NODS)  
6. Problem Gambling Severity Index (PGSI) in the Canadian Problem Gambling 

Index (CPGI)  
7. DSM-IV Scale in the Gambling Behavior Interview (GBI) and the Gambling 

Treatment Outcome Monitoring System (GAMTOMS) 
8. Sydney Laval Universities Gambling Screen (SLUGS)  
9. Victorian Gambling Screen (VGS)  
10. Problem and Pathological Gambling Measure (PPGM)  

 
3.2.1 Gamblers Anonymous 20 questions (GA-20) 
 
Gamblers Anonymous (GA), like Alcoholics Anonymous, has a long history of support 
for problem gamblers and GA uses a set of 20 items, commonly referred to as the GA-20, 
for the purpose of indicating whether someone is a compulsive gambler.  Endorsing 
seven or more questions indicates that the person is likely a compulsive gambler.  The 
questions include content such as remorse over gambling, gambling to forget problems, 
borrowing money to gamble and difficulty sleeping.  Although the GA-20 has been 
around a long time, it has not been studied very much and therefore, little is known about 
its development/origin or about its reliability, validity and classification accuracy.  A 
study by Ursua and Uribelarrea (1998) notes that there are no published reports 
describing the development of the GA-20 and only two studies that report any 
psychometric information. 
 
The earliest known validity evidence for the GA-20 was reported by Kuley and Jacobs 
(1988) who found that the GA-20 yielded high correlations with frequency of gambling 
and with dissociative experiences.  Ursua and Uribelarrea (1998) conducted a study of the 
psychometric properties of the GA-20 in a sample of 127 problem gamblers who came 
for treatment at two self-help agencies in Madrid, Spain and they also administered the 
GA-20 to a comparison sample of 142 non-problem social gamblers matched for age and 
sex with problem gamblers.  The internal consistency of the GA-20 was Cronbach’s 
alpha = .94, indicating high internal consistency.  In terms of validity, the GA-20 was 
highly correlated with the SOGS (r = .94), and the authors noted that both instruments 
have a number of items that are virtually identical.  A factor analysis revealed that the 
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GA-20 is a unidimensional instrument with one factor accounting for over 50% of the 
variance.  The GA-20 was found to clearly differentiate the problem gamblers from the 
social gamblers and the classification accuracy indices were high, with a sensitivity of 
.98, specificity of .99, and a hit rate of .99.  It should be noted that these classification 
accuracy indices are based upon the combined sample (i.e., both clinical and comparison 
samples) with a base rate of about 50% and this base rate tends to maximize classification 
accuracy indices.  When an instrument is used in a general population prevalence survey, 
the base rate would likely be less than 5%, in which case, classification accuracy indices 
would be attenuated (Baldessarini, Finklestein & Arana, 1983; Gambino, 2006).  More 
recently, Toneatto (2008) reported that the GA-20 showed evidence of satisfactory 
reliability, validity and classification accuracy in treatment samples, however, it was 
prone to high false positive errors in non-treatment-seeking problem gamblers.  
 
A strength of the GA-20 is that it was developed by problem gamblers for problem 
gamblers and therefore has good face and external validity. Another strength is that it is 
brief and simple to administer.  A weakness may be that it is a few decades old and was 
developed when GA consisted predominantly of white, middle-class males and therefore 
may be dated and less relevant for current problem gamblers.  In spite of being largely 
ignored by investigators, the few studies that have been conducted show evidence for 
satisfactory reliability, validity and classification accuracy.  There are no published 
studies on how the GA-20 was developed or how the cut score of seven or higher was 
determined.   
 
3.2.2 South Oaks Gambling Screen (SOGS)  
 
One of the earliest problem gambling instruments to be published was the South Oaks 
Gambling Screen (SOGS).  In the mid-1980s Lesieur and Blume (1987) developed the 
SOGS, a 20-item paper-and-pencil questionnaire used to screen for PG in clinical 
settings/populations.  At the time, both the DSM-III (American Psychiatric Association, 
1980) and DSM-III-R (American Psychiatric Association, 1987) diagnostic criteria were 
available to Lesieur and Blume to assist in the development and validation of the SOGS 
(Culleton, 1989; Lesieur & Blume, 1987).  Although developed for clinical 
settings/populations, the SOGS has been used in survey research in numerous studies 
around the world (National Research Council, 1999; Shaffer, Hall & Vander Bilt, 1997).  
The SOGS is scored by summing the number of items endorsed out of 20 and a cut score 
of 5 or more indicates Probable Pathological Gambling (PPG).  The SOGS uses a 
probabilistic scoring interpretation, since it is not a diagnostic instrument and does not 
include all of the psychiatric criteria required for a diagnosis of PG.  The content of the 
SOGS inquires about hiding evidence of gambling, spending more time or money 
gambling than intended, arguing with family members about gambling, and borrowing 
money from a variety of sources to gamble or to pay gambling debts, to name a few of 
the items. 
 
The development study found the SOGS to demonstrate satisfactory reliability and 
validity in four different samples, including GA members (n=213), university students 
(n=384), psychiatric hospital inpatients (n=867), and hospital employees (n=152) 
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(Lesieur & Blume, 1987).  Internal consistency was computed with Cronbach’s alpha on 
the combined samples of GA members, university students and hospital employees 
(alpha = .97).  Temporal stability reliability was computed with a one-month test-retest 
on the SOGS dichotomous classification of PPG versus non-PPG with 74 inpatients and 
38 outpatients (r = .71, n=110).  Validity was examined by correlating the SOGS with 
counselors’ and family members’ independent assessments and DSM-III-R diagnosis for 
PG.  The SOGS was found to be correlated with counselor independent assessments (r = 
.86), family member assessment (r = .60), and DSM-III-R PG diagnosis (r = .94).  In 
terms of classification accuracy, the SOGS was compared to the criterion of DSM-III-R 
diagnosis of PG and demonstrated satisfactory hit rates among Gamblers Anonymous 
members (.98), university students (.95) and hospital employees (.99).   
 
The SOGS has been used in a variety of settings and populations, but little systematic 
research has been conducted on the psychometric properties of the SOGS under these 
varying conditions.  Therefore, questions have been raised about the accuracy of the 
SOGS in these various settings and populations.  This is particularly true when the SOGS 
is used to estimate prevalence of PG in general population surveys.  In a meta-analysis of 
PG prevalence studies, over half of the 152 prevalence studies used the SOGS as the 
measure of PG (Shaffer, Hall, & Vander Bilt, 1997).  The SOGS development data do not 
provide specific information about its psychometric properties for use in general 
population surveys.  Also, the psychometric data obtained in the development of the 
SOGS is now almost thirty years old. 
 
The developers of the SOGS reviewed the various modifications to the SOGS and 
provided comments about whether these modifications are improvements over the 
original version (Lesieur & Blume, 1993).  They agree that the initial questions about 
forms of gambling should be adapted to fit the gambling venues and opportunities of the 
region in which the SOGS will be administered.  This modification will also serve to 
define gambling for the respondent before asking the scored items for the SOGS scale.  
The timeframe of the original SOGS is lifetime and does not differentiate pathological 
gamblers in remission from current pathological gamblers, which is problematic for 
prevalence surveys.  Therefore prevalence rates using the original SOGS with a lifetime 
timeframe includes both current PPGs and problem gamblers in remission.  Lesieur and 
Blume suggest that the SOGS may be modified to cover a shorter timeframe, such as past 
six months or one year timeframe in order to identify current pathological gamblers.   
 
The one year timeframe for the SOGS has undergone psychometric evaluation and was 
found to have satisfactory reliability and validity (Stinchfield, 2002).  In this study, the 
SOGS and a measure of DSM-IV diagnostic criteria were administered to a general 
population sample and a gambling treatment sample.  The SOGS demonstrated evidence 
of reliability with Cronbach’s alpha = .69 in the general population sample and alpha = 
.86 in the gambling treatment sample.  The SOGS demonstrated evidence of validity in 
both samples with correlations between the SOGS and DSM-IV criteria of r = .77 and r = 
.83, in the general population and gambling treatment samples, respectively.  Evidence of 
convergent validity  included moderate to high correlations between the SOGS and other 
gambling problem severity measures in the gambling treatment sample ranging from r = 
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.33 to r = .65.  Using DSM-IV diagnostic criteria as the criterion, the SOGS showed 
evidence of satisfactory classification accuracy in the gambling treatment sample with a 
high hit rate (.96), high sensitivity (.99), modest specificity (.75), low false positive rate 
(.04), and low false negative rate (.10).  The SOGS showed weaker classification 
accuracy in the general population sample with a modest sensitivity of .67 and a high 
false positive rate of .50 (Stinchfield, 2002).  The SOGS overestimated the number of 
pathological gamblers in the general population sample, as compared to DSM-IV 
diagnostic criteria.  Specifically, half of the general population sample respondents 
identified as PPG by the SOGS did not meet DSM-IV diagnostic criteria for PG.  While 
the SOGS and DSM-IV have some overlap in content, they are not identical and should 
not be considered equivalent.   
 
The SOGS exhibits a number of strengths including that it is easy to administer and its 
common usage allows for comparisons across studies.  Another strength is the large body 
of psychometric evidence that has been accumulated across different populations.  The 
SOGS also exhibits some limitations including heavy weighting of the scale on “sources 
of borrowed money”.  This is an issue of content validity and whether the proportion of 
items measuring a given content is representative of this content domain in the disorder 
(Haynes, Richard and Kubany, 1995).  While it rarely occurs, a respondent could be 
classified as PPG simply by endorsing five different sources of borrowed money alone.  
It should also be noted that the SOGS item about borrowing from credit cards will 
automatically give online gamblers one point on the SOGS because most online gambling 
websites require the use of a credit card and therefore this item may not be symptomatic 
of problem gambling for online gamblers.  The SOGS has yielded high false positive 
rates in some populations, however, this is an accepted limitation of screening 
instruments, given that these respondents would be identified as not having PG with 
follow-up testing.  The lifetime time-frame of the SOGS has been identified as a 
limitation previously because it combines current PPG and prior problem gamblers who 
are in recovery, however, this is remedied by reducing the timeframe to past year or past 
six months.  Ladouceur and colleagues (2000) reported that children, adolescents and 
adults commonly misunderstand SOGS items and this misunderstanding leads the 
respondent to endorse the misunderstood items which led to higher SOGS scores.  After 
clarification of misunderstood items, the SOGS score was typically reduced as well as the 
number of respondents classified as PPG in this study.  The methodology used in this 
study may have created a demand characteristic to encourage participants to reduce their 
scores, so the results of this study should be interpreted with caution. 
 
Strong, Lesieur, Breen, Stinchfield and Lejeuz (2004) examined the SOGS with a Rasch 
model of measurement.  They found that SOGS items could be rank ordered in terms of 
their level of gambling problem severity, similar to a Guttman scale.  This goes beyond 
the simple adding of endorsed SOGS items to look at the degree of problem severity of 
each SOGS item.  The goal of this type of research is to develop a measure of the 
continuum of gambling problem severity.  Because most of the SOGS items represent 
high gambling problem severity, the authors suggest that to obtain a true continuum items 
representing low and moderate problem severity need to be added to the SOGS.  
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3.2.3 Massachusetts Gambling Screen (MAGS)  
 
The Massachusetts Gambling Screen (MAGS) was developed by Shaffer, LaBrie, 
Scanlan and Cummings (1994).  The MAGS measures gambling problems in the past 
year and was designed to obtain an estimate of the prevalence of problem gambling in the 
general population.  The MAGS was developed with a sample of adolescents, however, it 
is not an adolescent instrument, rather it was developed for both adolescents and adults.  
The MAGS represents an effort to adapt an alcoholism screen for problem gambling.  
The MAGS was adapted from the Short Michigan Alcoholism Screening Test (SMAST) 
developed by Selzer, Vonokur and van Rooijen (1975).  A 12-item measure of DSM-IV 
diagnostic criteria for PG was also developed as a criterion in the MAGS development 
study.  The 7-item MAGS scale had an internal consistency reliability coefficient alpha 
of .84.  In terms of convergent validity, the MAGS total discriminant score obtained a 
high correlation (r = .83) with total DSM-IV score.  The MAGS classifies respondents 
into one of three categories: (a) non-problem, (b) in-transition or (c) pathological 
gamblers, using item weights derived from a discriminant function analysis for the 
scoring algorithm.   
 
The MAGS has a number of strengths including that it is brief, face valid, and has good 
psychometric properties.  The MAGS also has some limitations including a subclinical 
category of “in-transition” which assumes the person is transitioning either toward or 
away from pathological gambling and this may or may not be true of all persons 
obtaining this score range.  It has been reported that some individuals maintain a low 
problem severity level without moving in one direction or the other (see Winters, 
Stinchfield, Botzet & Slutske, 2005).  While item weighting provides greater precision 
for the sample from which the item weights were derived, these item weights may not be 
accurate when applied to another sample.  That is, these item weights may be unique to 
this sample and may not generalize to other samples.  Will item weights derived from this 
Massachusetts adolescent sample generalize to adults?  The MAGS item weights will 
require cross-validation in other samples.  
 
3.2.4 DSM-IV-MR (MR=Multiple Response)  
 
One of the first measures of DSM-IV diagnostic criteria was developed by Fisher (2000) 
who paraphrased one item from each of the ten DSM-IV criteria.  Most items have four 
response options: (1) never; (2) once or twice; (3) sometimes; and (4) often.  Each item is 
scored as one point, and the score range is from 0 to 10.  A score of 5 or more is 
classified as a severe problem gambler and a score of 3 or 4 (including at least one point 
from item/criteria 8, 9, or 10) is classified as a problem gambler.  The DSM-IV-MR was 
administered to 1,105 casino patrons in the UK and internal consistency reliability was 
satisfactory with a Cronbach’s alpha = .79.  In terms of validity, the DSM-IV-MR had 
significantly different mean scores between regular and non-regular gamblers and 
between self-identified problem and social gamblers.  Regular gamblers were those who 
visited casinos once a week or more often and non-regular gamblers visited casinos less 
often.  No information on classification accuracy was provided.  
 
The DSM-IV-MR has a number of strengths including that it is based on DSM-IV 
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diagnostic criteria and it uses multiple response options.  It also has limitations including:  
(a) multiple response options mixes counts of behaviour “never” and “once or twice”, 
with behavioural anchors of “sometimes” and “often”; (b) it departs from DSM-IV 
criteria by requiring that at least one endorsed criterion come from criteria 8, 9 or 10; and 
(c) a lack of validity evidence for the category referred to as “problem gambler” with a 
score of 3 or 4.  The instructions to collapse multiple response options into a dichotomous 
response for final scoring are curious and result in lost information as well as 
questionable psychometrics.  Would a respondent who answers once or twice to an item 
have endorsed yes or no if given that choice?  It raises the questions: Why use multiple 
response options in the first place if they will only result in a dichotomous response for 
scoring?  Why not use the multiple responses in the scoring and maintain that 
information?  
 
3.2.5 National Opinion Research Center DSM-IV Screen (NODS)  
 
Gerstein, et al (1999) at the National Opinion Research Center (University of Chicago) 
developed a 17-item diagnostic measure based on DSM-IV diagnostic criteria (American 
Psychiatric Association, 1994) and it is referred to as the NORC DSM-IV Screen for 
Gambling Problems (NODS).  The NODS measures some DSM-IV diagnostic criteria 
with two items and some are measured with one item.  The NODS includes both a 
lifetime and past year timeframe and the past year items are asked only if the lifetime 
item is answered with a “yes”.  The NODS score ranges from 0 to 10.  A filter or 
screening question was asked before the NODS was administered. The screening 
question asks if the respondent’s gambling resulted in losses greater than $100 in one day 
or over the past year. A filter question is not used in the current version of the NODS. 
The response options are yes or no.  Interpretation of NODS scores is as follows: a score 
of 0 is considered a Low-Risk Gambler; scores of 1 or 2 is an At-Risk Gambler; scores of 
3 or 4 is a Problem Gambler; and scores of 5 or more is a Pathological Gambler.   
 
Field testing was conducted with a clinical sample prior to its use in a U.S. national 
survey.  In terms of validity, the NODS was administered to 40 individuals in outpatient 
problem gambling treatment programs.  Of these 40, 38 scored 5 or more on the lifetime 
NODS and two obtained scores of 4.  For past year NODS, 30 scored 5 or more, five 
scored 3 or 4, and five scored 2 or less.  The authors did not report internal consistency 
coefficients.  The test-retest period was between 2 to 4 weeks and the sample size was 44 
participants, some of whom were from the treatment sample used for validity analyses 
and the others are not described.  The authors report NODS test-retest coefficients of r = 
.99 and r = .98 for lifetime and past year, respectively.  
 
The NODS-Self Administered (NODS-SA) version on the NCPG website exhibits some 
differences from the original NODS.  There is no filter or screening question for the 
NODS-SA.  The NODS-SA has ten scored items, one for each of the ten DSM-IV 
diagnostic criterion.  This use of ten items rather than original 17 is likely for the purpose 
of brevity.  The NODS-SA uses a lifetime timeframe.  If a respondent answers yes to any 
of the ten items, they are encouraged to seek further assistance or information about their 
gambling behaviour.  
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Strengths of the NODS include that it is relatively brief and easy to administer as well as 
being based on DSM-IV diagnostic criteria.  The NODS also has some limitations, 
namely that it diverges from DSM-IV at important points.  First, the filtering question of 
losing $100 or more was used because pretesting suggested that respondents who were 
“non-gamblers and very infrequent gamblers grew impatient with repeated questions 
about gambling related problems” (NORC, 1999, p. 19).  However, the loss of a certain 
dollar amount is not part of the DSM-IV criteria.  Second, the NODS developers insert 
time periods and frequency parameters in questions, such as “past two weeks” and “three 
or more times”, which are not present in the DSM-IV.  While these additions of time 
periods and frequency parameters make rational sense, they need to be justified with 
empirical evidence.  Third, the NODS lifetime timeframe includes both current 
pathological gamblers and respondents who were pathological gamblers in the past but 
are not now, however, the NODS also includes a past year timeframe which provides a 
more accurate estimate of current PG.   Furthermore, and more importantly, the lifetime 
timeframe appears to allow an individual to be classified as a pathological gambler when 
their symptoms may not have occurred contiguously within a given time period.  
 
The NODS score interpretations also depart from the DSM-IV of either absence or 
presence of PG.  What is the empirical evidence for these categories and cut scores?  
What are the definitions of these subclinical categories?  All ten DSM-IV diagnostic 
criteria represent severe problem gambling symptoms.  Is there any evidence that 
endorsing one or two high problem severity symptoms makes someone an “at risk 
gambler” or having three or four high problem severity symptoms makes someone a 
“problem gambler”?  These subclinical categories need to be defined and will require 
psychometric research to show that they are valid categories that can be accurately 
classified.   
 
3.2.6 Problem Gambling Severity Index (PGSI) in the CPGI  
 
Ferris and Wynne (2001) developed the Canadian Problem Gambling Index (CPGI) 
because of the need for a new, more meaningful measure of problem gambling for use in 
general population surveys with more indicators of the social and environmental context 
of gambling and problem gambling.  Problem gambling was defined as gambling 
behaviour that creates negative consequences for the gambler, others in his or her social 
network, or for the community.  The CPGI includes 31 items, nine of which are scored as 
a measure of problem gambling that is referred to as the Problem Gambling Severity 
Index (PGSI).  The nine-item PGSI uses four response options: never=0; sometimes=1; 
most of the time=2; and almost always=3.  The PGSI score is the sum of all nine items 
and the score ranges from 0-27.  The PGSI scores are interpreted as follows: (1) no 
gambling and score of 0 indicates Non-Gambling; (2) gambling and score of 0 indicates 
Non-Problem Gambling; (3) score of 1-2 indicates Low Risk Gambling; (4) score of 3-7 
indicates Moderate Risk Gambling; and (5) a score of 8 or more indicates Problem 
Gambling.  The cut scores and categories were determined “with respect to the 
distribution of scores on the problem gambling continuum . . . and more research is 
necessary in order to provide a strongly supported division between low and moderate 
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risk groups” (p. 42, Ferris & Wynne, 2001).  The other CPGI items measure gambling 
involvement (types of gambling activity, frequency, spending), correlates of problem 
gambling that can be used to develop profiles of different types of gamblers or problem 
gamblers, the social and environmental context of the gambler (e.g. family background of 
gambling, alcohol or drug problems, exposure to stimulus from which individual wishes 
to escape), and predispositions of the gambler (co-morbidity, distorted cognitions).    
 
The CPGI was pilot tested on 143 people from three groups: general population, regular 
gamblers, and self-identified problem gamblers in treatment.  The CPGI was then further 
tested in a general population survey of 3,120 Canadian adults, and this included a test-
retest reliability component of 417 respondents from the general population survey and 
clinical validation interviews with 143 respondents from general population survey.  
PGSI internal consistency was alpha = .84 and a four-week test-retest correlation was r = 
.78.  PGSI validity was estimated by computing correlations with concurrent measures of 
problem gambling, including the SOGS (r = .83), DSM-IV (r = .83) and clinical 
interviews (r =.48).  The correlations of the PGSI with the SOGS and DSM-IV diagnostic 
criteria should be interpreted with caution, given the overlap in items between the PGSI 
and the DSM-IV and SOGS as noted by Svetieva and Walker (2008).  Specifically, five 
PGSI items are identical or similar to SOGS items, two PGSI items are identical or 
similar to DSM-IV PG diagnostic criteria, and one PGSI item overlaps with both the 
SOGS and DSM-IV.  Therefore, eight of the nine PSGI items are drawn from the SOGS 
and DSM-IV.  For this reason, it has been argued that the PGSI is not a new scale but 
rather a scale reconstituted from existing items drawn from the SOGS and DSM-IV 
scales (Svetieva & Walker, 2008).  PGSI classification accuracy was measured against 
DSM-IV and sensitivity was .83 and specificity was a perfect 1.00.  Again, these 
estimates of classification accuracy should be interpreted with caution, due to the overlap 
in content between the PGSI and DSM-IV diagnostic criteria.  The PGSI prevalence rate 
for problem gambling among the Canadian general population survey was 0.9% and this 
estimate is between the SOGS PPG rate of 1.3% and the DSM-IV PG rate of 0.7% for the 
same sample.   
 
Strengths of the CPGI include systematic and empirical development; a brief 9-item 
measure of problem gambling severity (PGSI); inclusion of multiple dimensions; 
multiple response options; unique item about effect of gambling on physical health; a 
growing body of evidence of satisfactory psychometric properties, particularly 
classification accuracy.  For some, a limitation of the PGSI is that it was intended to be a 
new scale but rather is simply a new configuration of existing items drawn from the 
SOGS and DSM-IV.  For others, this can be construed as a strength in that it takes what 
are considered the best items from the SOGS and DSM-IV.  The categories of Low Risk 
Gambling and Moderate Risk Gambling categories have not been clearly defined or 
justified with empirical evidence (see Svetieva and Walker (2008) for a comprehensive 
critical review of the CPGI/PGSI).  The use of the term “Risk” in these categories may 
not be the correct use of the term in that people in this category may not be at any more 
or less risk of developing problem gambling, rather, it appears to be a measure of the 
level of problem severity, that is, more symptoms or more of a symptom or adverse 
consequence. 
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3.2.7 DSM-IV Scale in the GBI and GAMTOMS  
 
The Gambling Behavior Interview (GBI) is a 112-item instrument designed to measure 
signs and symptoms of PG (Stinchfield, 2002; 2003).  The GBI was developed in 1995 as 
a research tool to collect reliability, validity and classification accuracy data on the SOGS 
(Stinchfield, 2002) and a 19-item measure of DSM-IV diagnostic criteria (Stinchfield, 
2003).  It was further revised in a study to examine the reliability, validity and 
classification accuracy of a ten-item measure of the DSM-IV diagnostic criteria 
(Stinchfield, Govoni, & Frisch, 2005).  The DSM-IV scale of the GBI was developed in 
Minnesota (Stinchfield, 2003) and has been cross-validated in Ontario (Stinchfield, 
Govoni & Frisch, 2005) and Spain (Jimenez-Murcia, et al., 2009).  There is a 19-item 
version and a 10-item version of the DSM-IV Scale.  The 10-item scale is the focus of 
this review.  A recently revised version of the GBI with multiple response options is 
currently undergoing a multi-site cross-validation study in Ontario, Minnesota and Spain.  
The GBI has a past 12 months timeframe and can be administered in approximately 30 
minutes.  The GBI is made up of ten domains: (1) gambling frequency of different games 
including venue, time and money spent gambling (14 items); (2) DSM-IV diagnostic 
criteria (10 items); (3) Windsor Ontario Research Scale (32 items); (4) South Oaks 
Gambling Screen (21 items); (5) Gamblers Anonymous, GA-20, (20 items); (6) PGSI (9 
items); (7) Lie-Bet screen (2 items); (8) NODS-CLiP (3 items); (9) Brief Biosocial 
Gambling Screen (BBGS) (3 items); and (10) Demographics (10 items).  Demographics 
include sex, age, race, marital status, education, employment status, occupation and 
income.  The gambling scales/screens all use four-point response options. This set of ten 
DSM-IV items in the GBI is the same set of DSM-IV items in the Gambling Treatment 
Outcome Monitoring System (GAMTOMS) and has shown evidence of satisfactory 
reliability and validity (Stinchfield, Winters, Botzet, Jerstad & Breyer, 2007).   
 
In terms of reliability of the ten DSM-IV diagnostic criteria, a principal components 
analysis indicated that the ten DSM-IV criteria yielded a unidimensional scale with one 
factor that accounted for 58% of the variance.  All ten diagnostic criteria had high factor 
loadings, ranging from .60 to .87.  Internal consistency was excellent with alpha = .92 
and all ten diagnostic criteria had high corrected item-total correlations, ranging from r = 
.52 to r = .82.  The DSM-IV scale has demonstrated satisfactory temporal stability, with 
one-week test-retest correlation coefficients of ICC = .74 for the questionnaire version 
and ICC = .78 for the interview version.  Convergent validity evidence included a high 
correlation with the SOGS (r = .63) (Stinchfield et al., 2007). In terms of validity, DSM-
IV criteria exhibited evidence of construct validity with good discrimination between the 
general population and gambling treatment samples.  The average DSM-IV score for the 
general population sample was 0.6, compared to 6.8 for the gambling treatment sample.  
The difference between the two groups was statistically significant: independent groups t-
test (t = 28, df = 257, p < .001).  Convergent validity of DSM-IV criteria was exhibited 
by generally high correlations with concurrent problem gambling severity measures, 
ranging from r = .27 to r = .90.  Discriminant validity was exhibited by low correlations 
with variables unrelated to problem gambling, ranging from r = -.02 to r = .-16.  
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In terms of classification accuracy of the DSM-IV scale, the standard DSM-IV cut score 
of five yielded respectable accuracy with hit rate (.91), sensitivity (.83), specificity (.98), 
false positive rate (.02), false negative rate (.13), positive predictive power (.97), and 
negative predictive power (.87).  A cut-score of four yielded better classification 
accuracy, including hit rate (.95), sensitivity (.93), specificity (.96), false positive rate 
(.04), false negative rate (.06) positive predictive power (.95), and negative predictive 
power (.94) (Stinchfield, Govoni & Frisch, 2005).  Similar results were obtained in a 
cross-validation in Spain (Jimenez-Murcia, et al., 2009). 
 
Strengths of the GBI include that it is a platform for various PG scales and measures that 
can be administered as either an interview or self-administered paper-and-pencil 
questionnaire.  The ten-item DSM-IV scale is brief and has demonstrated satisfactory 
psychometric properties.  A limitation of the DSM-IV scale is that some items are 
compound items and have more than one content area and therefore if the item is 
endorsed it is unknown whether the respondent is endorsing one content domain or both 
domains.  Another limitation is that the self-administered paper-and-pencil questionnaire 
version precludes probing for more information.   
 
3.2.8 Sydney Laval Universities Gambling Screen (SLUGS)  
 
Blaszczynski, Ladouceur and Moodie (2008) developed the Sydney Laval Universities 
Gambling Screen (SLUGS), a 7-item screen for use in epidemiological surveys to 
measure prevalence rates and estimate need for treatment services.  The authors contend 
that there is conceptual confusion in existing instruments and they provide a clear 
conceptual definition of problem and pathological gambling as the basis for the SLUGS.  
They describe three key features of pathological gambling including impaired control, 
severity of harm and self-identified need for treatment.  From these three key features, the 
authors developed a seven-item screen.  The source of these seven items is not described, 
however, some of the seven items are similar to existing items found in other measures of 
problem gambling, such as the SOGS.  Response options range from 0 to 100 with 
anchor points at 0 indicating “never/minimal” and 100 indicating “always/extreme”.  It is 
not reported whether any numbers between 0 and 100 have descriptive anchor points.  
Later in the report the response options are described as being converted to a 0 to 10 
rating scale with anchor points of 0 indicating “never” and 10 indicating “always”, at 
least for the three impaired control items.   
 
The SLUGS uses three items to measure the first key feature “impaired control”:  (1) 
“unable to resist urge to gamble”; (2) “gamble more money than intended”; and (3) 
“spend more time gambling than intended”.  The SLUGS includes three items to measure 
the second key feature of severity of harm:  (4) “spent more disposable income than 
intended”; (5) “spent more leisure time than intended”; and (6) “degree of problems 
caused by gambling”.   
 
Some of the items identified as measuring the first key feature are quite similar to those 
measuring the second key feature.  Is there a difference between being asked the impaired 
control item of “gamble more money than intended” and the harm item of “spent more 
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disposable income than intended”?  Is the difference between “money” versus 
“disposable income” discernable by a respondent?  And the same is true for the impaired 
control item of “time” versus the harm item of “leisure time”.  While these items are 
categorized as measures of different key features, a factor analysis could determine if the 
SLUGS has factors representing these key features and whether items load on these 
factors as assigned by the authors.  A factor analysis was reported in the development 
study, but it was based on the combination of the 27 items from both the SLUGS and 
SOGS rather than the seven SLUGS items alone.  It is not clear how these two scales 
were combined in a factor analysis since the SOGS uses a dichotomous response option 
of yes/no versus the SLUGS which uses 0 to 100 (or 0 to 10) response options.   
 
The third key feature, need for intervention, was measured with one item, “degree to 
which help was required for gambling”.  This item is new and unique among problem 
gambling instruments and will likely be helpful to public health officials who plan for 
and provide treatment services.  This item will also help determine the extent of untreated 
problem gambling in the community.  
 
In the development study, the SLUGS and SOGS were administered to 2,069 Scottish 
participants, the vast majority of which were college students.  The SOGS was 
administered in order to estimate convergent validity of the SLUGS.  The development 
article provided evidence of the validity of the SLUGS by way of association of SLUGS 
scores with SOGS data, both scores and categories.  Given that the two scales share 
overlapping content, particularly spending more time and money gambling than intended, 
it is not surprising that the two scales are related.  In terms of internal consistency, the 
SLUGS had a Cronbach’s alpha of .85, indicating good internal consistency.   
 
Strengths of the SLUGS include a clear conceptual definition of problem and 
pathological gambling; identification of key features of pathological gambling; and the 
use of Likert scale response options rather than the typical yes/no response options; and 
an item to assess need for treatment which is new, unique and useful.  Limitations include 
content overlap between questions that purport to measure two different key features 
which will likely result in a lack of statistical independence between the two scales; a 
lack of behavioural anchors for response options and confusion as to whether the 
response options are 0 to 100 or 0 to 10; a lack of evidence of temporal stability 
reliability and classification; a lack of scoring instructions, cut scores and interpretation 
of scores.  
 
3.2.9 Victorian Gambling Screen (VGS)  
 
Ben-Tovim, Esterman, Tolchard and Battersby (2001) developed the Victorian Gambling 
Screen (VGS) in response to the need to measure the extent of gambling problems in the 
general population as well as individuals coming for treatment services in Australia; and 
a dissatisfaction with existing measures of problem gambling.  The original item pool 
was generated from focus groups that included community members, gambling treatment 
clients and recreational gamblers, as well as from a literature review and the authors’ 
clinical experience.   Pilot testing and factor analysis yielded 21 items measuring three 
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factors: (a) Harm to Self (HS) (15 items); (b) Harm to Partner (3 items); and (c) 
Enjoyment of Gambling (3 items).  The authors state that only the Harm to Self (HS) 
scale is useful for measuring problem gambling.  The HS scale items use five-point 
response options: (0) Never; (1) Rarely; (2) Sometimes; (3) Often; and (4) Always.  The 
HS scale fifteen items are added for a score range of 0 to 60.  
 
In terms of psychometric properties, the HS scale showed excellent internal consistency 
with a Cronbach’s alpha = .96 (Ben-Tovim, et al., 2001).  In terms of convergent 
validity, the HS scale was correlated with the SOGS r = .87.  In terms of classification 
accuracy, VGS cut scores were determined by use of a clinical interview as the gold 
standard criterion, however, the clinical interview was developed for this study and 
therefore the classification accuracy of the interview is unknown.  Although the 
developers chose not to use the DSM-IV as a gold standard, it was included in the 
interview.  The clinical interview yielded three categories: (a) Non-problem Gambler; (b) 
Borderline Gambler; and (c) Problem Gambler; as well as a separate category of 
Pathological Gambler.  The HS scale uses the following categories and cut scores: (a) 
21+ for “problem gambler” (based on interview); (b) 9+ for “borderline or problem 
gambler” (based on interview); and (c) 14+ for “pathological gambler” (based on DSM-
IV).  These cut scores were determined using ROC analysis to optimize the balance 
between sensitivity and specificity.  Tolchard and Battersby (2010) have conducted 
additional psychometric research on the HS scale with a small sample of gambling 
treatment clients (n = 67).  Internal consistency was reported as Cronbach’s alpha = .89 
and evidence for convergent validity included correlation with the SOGS of r =.41.  
 
Strengths of the VGS include that it is based on clear definitions of the construct of 
interest; the development was standardized and systematic; use of multiple response 
options; and sophisticated statistical analyses were used to develop the scale and select 
cut scores.  Limitations of the VGS development study include the use of a clinical 
interview with unknown classification accuracy as the gold standard and administered by 
lay interviewers.  Like the PGSI, the HS scale is not so much a new scale as it is a new 
selection of items for a problem gambling scale and it includes a number of items that 
appear very similar to items found in existing instruments, such as, the SOGS.  For 
example, VGS item #7 “Have you felt that after losing you must return as soon as 
possible to win back any losses?” is nearly identical to the SOGS item “When you 
gamble, how often do you go back another day to win back money you lost?”; VGS item 
#11 “Have you felt bad or guilty about your gambling?” is nearly identical to the SOGS 
item “Have you ever felt guilty about the way you gamble or what happens when you 
gamble?”.  
 
3.2.10 Problem and Pathological Gambling Measure (PPGM)  
 
Robert Williams developed the PPGM in response to weaknesses of existing measures of 
problem gambling (Williams & Volberg, 2010).  The authors report that the PPGM is a 
14-item measure, however, there are 18 items that are administered and it is the scoring 
and administration rules that result in 14 scored items (see Williams & Volberg (2010) 
for PPGM items).  The timeframe is the past 12 months.  The response options are yes or 
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no.  Most PPGM items appear to have been borrowed from existing measures including 
the CPGI, SOGS, and DSM-IV diagnostic criteria for PG.  The PPGM is divided into 
three content domains: (a) problems measured by 10 items (7 scored items); (b) impaired 
control measured by 5 items (4 scored items); and (c) other issues measured by 3 items.  
The scoring instructions classify respondents into one of four categories: (a) pathological 
gambler; (b) problem gambler; (c) at risk gambler; and (d) recreational gambler (see 
Williams and Volberg, 2010 report of scoring instructions) using all three content 
domains and past year gambling frequency.  In order to score the PPGM the 
administration of items to measure gambling frequency and money lost gambling are also 
required.  While the report indicates that the unpublished PPGM was identified as the 
best instrument of the four (NODS, CPGI and SOGS) in terms of classification accuracy, 
the reader is left with unanswered questions about the development of the PPGM, 
including what is the source of the items?  How were the items selected? and How were 
the scoring instructions/thresholds determined?  
 
At this point in time, the development of the PPGM is unpublished and therefore it has 
not undergone peer review or rigorous psychometric evaluation.  The PPGM was 
included in the report described above as one of four problem gambling measures but the 
report does not describe the origin of the PPGM other than to indicate that it was 
developed by Williams and is based on “unpublished reports”.  The report does not 
describe the source of the PPGM items, how the items were selected for the scale, or how 
the scoring thresholds were determined (Williams & Volberg, 2010).  The PPGM uses 
gambling frequency and money lost gambling in the scoring instructions and while this is 
not common, gambling frequency is commonly used as a screening question prior to 
administering a problem gambling scale (e.g., NODS) and gambling frequency has been 
used in scoring algorithms for both the SOGS and the SOGS-RA (Winters, Stinchfield & 
Fulkerson, 1993).  While this is unique among the four measures used in the report 
described above, it is not clear if this explains the superior classification accuracy of the 
PPGM over the NODS, SOGS and CPGI.  The PPGM uses the category “pathological 
gambler”, which is commonly reserved for individuals who meet DSM-IV diagnostic 
criteria for Pathological Gambling and therefore may cause confusion.  The PPGM use of 
the category pathological gambler does not require the individual to meet DSM-IV 
diagnostic criteria for PG and the PPGM does not include all ten DSM-IV diagnostic 
criteria.  The “at risk” category is not used in the typical public health definition of “risk”, 
but rather it appears to show less gambling problem severity, that is, fewer problems or 
signs of impaired control, than either pathological or problem gambling.  The PPGM is 
new and little is known about its development and psychometric properties.    
 
3.3 Summary of Scales  
 
To summarize and compare scales, Table 1 below shows a side-by-side comparison of 
classification accuracy of the scales described above that have classification accuracy 
information.  Some scales have no classification accuracy information and therefore 
should not be considered as possible online self-assessment tools at this time, including 
the MAGS, DSM-IV-MR, NODS-SA, SLUGS and VGS.  A number of scales are 
relatively similar in terms of good classification accuracy including GA-20, SOGS, PGSI 
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in the CPGI, DSM-IV Scale in the GBI and PPGM.  While the PPGM appears to have the 
best estimates of classification accuracy, these are based on the development of the 
instrument and have not been cross-validated.  There are also problems with the “clinical 
diagnosis” used in the PPGM study as to how closely it matches clinical diagnosis in 
clinical settings.  For example, it appears that the “clinical diagnosis” is based on a blind 
review of survey results rather than an in-person clinical interview with a diagnostician.  
Furthermore, there are other considerations in choosing the best scale for online self-
assessment other than classification accuracy.  While the GA-20 and SOGS have 
respectable classification accuracy they are long scales with 20 items and shorter scales 
obtain relatively similar classification accuracy estimates. Shorter scales are more likely 
to be utilized by customers in an online application than long scales.  Therefore, the best 
three scales are PGSI (9 items), DSM-IV Scale in the GBI (10 items) and PPGM (18 
items).  It should also be noted that all three scales have classification accuracy estimates 
from Canadian and international samples.  In order to score the PPGM the administration 
of items to measure gambling frequency and money lost gambling are also required and 
this makes administration longer than 18 items and makes both the administration and 
scoring more complicated for the test user.  While complicated scoring algorithms can  
easily be programmed into computer applications, the administration of additional 
gambling frequency and money lost items increases the administration time.  With the 
complexities of the PPGM and the fact that it includes more than twice the number of 
items of the PGSI, it is the less favorable candidate scale for online administration.  The 
final two candidates are the PGSI in the CPGI and the DSM-IV Scale in the GBI.  Both 
the PGSI in the CPGI and the DSM-IV Scale in the GBI have been tested with Canadian 
samples.  One advantage of the DSM-IV in the GBI is that it includes all ten DSM-IV 
diagnostic criteria and therefore is comparable to all other studies that use the DSM-IV 
diagnostic criteria.  Furthermore, the proposed DSM-V indicates the deletion of one of 
the ten criteria resulting in nine criteria and therefore nine items, leaving it identical in 
length to the PGSI.  One advantage of the PGSI is the use of multiple response options, 
however, in the latest version of the DSM-IV Scale in the GBI, it also uses multiple 
response options (Stinchfield & McCready, in process).  Therefore, both the PGSI in the 
CPGI and the DSM-IV Scale in the GBI are satisfactory scales for online self-assessment 
of similar length and accuracy. 
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Table 1. Comparison of Classification Accuracy of Problem Gambling Scales 
 

Classification 
Index 

GA-20; 20 
items 

SOGS; 20 
items 

SOGS C-V; 20 
items 

PGSI of the 
CPGI; 9 
items 

DSM-IV 
Scale in 
GBI; 10 
items 

PPGM; 18 
items 

Author Ursua & 
Uribelarrea 

Lesieur & 
Blume 

Stinchfield Ferris & 
Wynne 

Stinchfield, 
Govoni & 
Frisch 

Williams & 
Volberg 

Sample 127 problem 
gamblers; 
142 non-
problem 
gamblers 

213 GA 
members; 
384 
University 
students; 
152 hospital 
employees 
(New York) 

801 general 
population; 
1,387 
gambling 
treatment 
clients 
(Minnesota) 

148 general 
population  
(Canada) 

121 
gambling 
treatment 
clients; 138 
community 
members 
(Ontario) 

607 Ontario 
adults 

Reference 
Standard 

Group 
member-
ship 

DSM-III-R 
diagnosis 

Group 
membership 

DSM-IV 
diagnosis 

Group 
membership 

Clinical 
assessment 

Cut Score 7+ 5+ 5+ 8+ 5+ (4+)  

Base Rate .47  .63  .47 (.47)  

Hit Rate .99 98; .95; .99 .94  .91 (.95) .997 

Sensitivity .98  .91 .78 .83 (.93) .994 

Specificity .99  .99 1.00 .98 (.96) .998 

FPR .01  .01 .00 .02 (.04) .002 

FNR .02  .09 .22 .17 (.07) .006 

PPP     .97 (.95)  

NPP     .87 (.94)  

Note. MAGS, DSM-IV-MR, NODS, SLUGS, and VGS excluded due to either no 
classification accuracy information or unsatisfactory classification accuracy information. 
Empty cells means no information is available. FPR=False Positive Rate; FNR=False 
Negative Rate; PPP=Positive Predictive Power; NPP=Negative Predictive Power; Hit 
Rate = diagnostic efficiency. C-V=Cross-Validation Study 
 
3.4 Critical Review of Brief Problem Gambling Screens 
 
There are some settings, particularly those in which time and money for screening are 
limited, such as a medical practice, where only a brief screen for PG can be administered, 
such as five items or less.  There are longer screens (e.g., 20-item South Oaks Gambling 
Screen, Lesieur & Blume, 1987) which could be considered “brief”, but a limit of five 
items or less was selected because it can be administered in a brief period of time, such as 
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a minute or two, and because this number of items is a common number of items for brief 
screens of other disorders such as substance use disorders.  There have been limited 
empirical investigations of the classification accuracy of brief PG screens and few 
investigations beyond that reported for the development of the brief PG screen.  
Therefore, there is little empirical data on which to base a decision about what brief PG 
screen to use for a given sample and setting. The Worldwide Addiction Gambling 
Education Report (WAGER) volume 14(6) published online in 2009 reported a 
comparison of the NODS-CLiP and the BBGS (“BBGS vs. NODS-CLiP: Which Brief 
Screen for Pathological Gambling Wins the Battle of Psychometrics?”), however, this 
was not a true comparison, but rather a simple restating of the published classification 
accuracy results from each development article.  The seven brief PG screens in this 
review include: (1) the two-item Lie-Bet Screen (Johnson et al., 1997; Johnson, Hamer & 
Nora, 1998); (2) the three-item National Opinion Research Center Diagnostic Screen for 
Gambling Disorders, Loss of Control, Lying, and Preoccupation screen (NODS-CLiP) 
(Toce-Gerstein, Gerstein & Volberg, 2009); (3) the four-item NODS-PERC (Volberg, 
Munck & Petry, 2011); (4) the three-item Brief Biosocial Gambling Screen (BBGS) 
(Gebauer, LaBrie & Shaffer, 2010); (5) the five-item Short SOGS (Room, Turner & 
Ialomiteanu, 1999); (6) 1-item screen for problem gambling (Rockloff, Ehrich, Themessl-
Huber & Evans, 2011); and (7) the five-item Brief Problem Gambling Screen (BPGS) 
(Volberg & Williams, 2011).  
 
These seven brief PG screens have not been rigorously tested beyond their development.  
Four of these brief PG screens (Lie-Bet, NODS-CLiP, NODS-PERC and BBGS) were 
derived from DSM-IV diagnostic criteria for PG, however, all four screens use different 
sets of items. These four brief PG screens, all derived from the same pool of ten DSM-IV 
diagnostic criteria for PG, are made up of different sets of items/criteria. This lack of 
consensus is interesting and requires further examination.  Each of the seven brief screens 
will now be reviewed.  
 
Brief Problem Gambling Screens: 
 

1. Lie-Bet Screen  
2. NODS-CLiP  
3. NODS-PERC  
4. Brief Biosocial Gambling Screen (BBGS)  
5. Short SOGS  
6. One-Item Screen for Problem Gambling  
7. Brief Problem Gambling Screen (BPGS)  

 
3.4.1 Lie-Bet Screen  
 
The two-item Lie-Bet screen was developed by Johnson, Hamer, Nora, Tan, Eisenstein 
and Engelhart (1997).  The two Lie-Bet items were chosen from a 12-item questionnaire 
developed by the investigators to measure the ten DSM-IV diagnostic criteria for PG.  
This 12-item measure of DSM-IV diagnostic criteria was administered to 191 male GA 
members and 171 male non-problem gambling controls who were Department of 
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Veterans Affairs (VA) employees.  The following two items were found to be the best 
discriminators between these two groups: (1) Have you ever had to lie to people 
important to you about how much you gambled? and (2) Have you ever felt the need to 
bet more and more money?  While not explicitly stated, it would appear the timeframe for 
the lie-bet screen is lifetime, since the items start with the phrase “Have you ever ... “.   
 
The investigators found that this two-item screen had a sensitivity of .99, specificity of 
.91, false positive rate of .01, false negative rate of .09, positive predictive power of .92, 
and negative predictive power of .99.  Additional classification accuracy data were 
computed on a new sample that included 295 men (116 GA members and 179 VA 
employees and volunteers) and 128 women (30 GA members and 98 VA employees and 
volunteers) (Johnson, Hamer & Nora, 1998) and sensitivity was 1.00, specificity was .85, 
false positive rate of .00, false negative rate of .15, positive predictive power was .78, 
and negative predictive power was 1.00.  The authors acknowledge that the classification 
accuracy is maximized by this comparison where the base rate is close to 50% and that 
the test will not be as accurate in screening for PG among the general population because 
of the differences in baseline rates of PG between the development sample and the 
general population where the base rate may be close to only 1%.  In terms of reliability, 
the authors reported that the agreement between the two items was .81 Kappa. No 
validity information was provided.  
 
While the authors state that the items are based upon DSM-IV diagnostic criteria for PG, 
it should be noted that these items are not exact paraphrases of the criteria and appear to 
add content for one item and delete content for the other item that may affect how 
someone responds to the item.  The first question, “Have you ever had to lie to people 
important to you about how much you gambled?” (underline added) is purported to 
represent the DSM-IV criterion, “lies to family members, therapist, or others to conceal 
the extent of involvement with gambling”, however, the addition of the words “had to” 
would appear to change the content of the question and add a notion of “force” or 
“required’ or “compelled” that is not present in the criterion.  There are likely to be 
respondents who lie about their gambling, but may not feel they “had to” lie.  The second 
question, “Have you ever felt the need to bet more and more money?” has dropped the 
portion of the criterion that indicates the reason for betting more money, that is, “... in 
order to achieve the desired excitement” (American Psychiatric Association, 1994).  
These additions and deletions of content may, at first glance, appear to be minor issues. 
However, the items diverge from the criteria and this needs to be acknowledged since 
they may not measure the DSM-IV criterion they purport to measure.  The response 
options are yes/no and a yes response to one or both items is indicative of PG. The two 
items can be administered in one minute.  
 
There has been one published cross-validation of the Lie-Bet screen.  Gotestam, 
Johansson, Wenzel and Simonsen (2004) reported a cross-validation of the Lie-Bet 
screen in Norway with both an adult sample (n = 2,014) and an adolescent sample (n = 
3,237).  They reported classification accuracy, using DSM-IV as the criterion, in the adult 
sample as follows: Sensitivity = .92; Specificity = .96; PPV = .20 and NPV = .99; and in 
the adolescent sample, Sensitivity = .93; Specificity = .85; PPV = .63; and NPV = .98. It 
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should be noted that the authors used DSM-IV scores of 3 or more rather than the 
standard 5 or more as the criterion.  A flaw in this study is the lack of independence 
between the Lie-Bet screen and the gold standard or criterion DSM-IV.  That is, the Lie-
Bet screen is made up of two of the ten DSM-IV criteria that are being used as the gold 
standard and thus they are not independent.   
 
Strengths include brevity of two items with simple yes/no response options and a simple 
scoring algorithm and interpretation.  Limitations of the Lie-Bet screen include that it 
does not reflect an exact paraphrase of the DSM-IV criteria upon which it is based; use of 
a lifetime timeframe is likely to increase false positive rate for current problem gambling; 
and a lack of empirical evidence of classification accuracy from investigators other than 
the developers and with a criterion other than a measure of DSM-IV.  
 
3.4.2 NODS-CLiP  
 
National Opinion Research Center DSM-IV Screen for Gambling Disorders, Loss of 
Control, Lying, and Preoccupation screen (NODS-CLiP) is a three-item screen derived 
from the NODS, a longer 17-item measure of the ten DSM-IV diagnostic criteria (Toce-
Gerstein, Gerstein & Volberg, 2009).  The 17-item NODS was administered to a sample 
of 8,867 participants in eight separate surveys.  The full NODS was used as the “gold 
standard” to determine group membership as either PG or non-PG.  The authors tested 2-, 
3-, and 4-item combinations of NODS items and found that the following three NODS 
items were the best set to identify PGs: (1) Have you ever tried to stop, cut down, or 
control your gambling? (2) Have you ever lied to family members, friends, or others 
about how much you gamble or how much money you lost on gambling? and (3)  Have 
there ever been periods lasting 2 weeks or longer when you spent a lot of time thinking 
about your gambling experiences, or planning out future gambling ventures or bets?  The 
NODS-CLiP uses a lifetime timeframe and can be administered in one minute.  The 
investigators found that this three-item screen had a sensitivity of .99, specificity of .88, 
false positive rate of .01, and false negative rate of .12 using the full NODS as the gold 
standard.  Answering yes to one or more items is indicative of PG.  The NODS-CLiP was 
tested in a clinical sample and was found to have sensitivity = .98; specificity = .30; PPV 
= .87; NPV = .80; and diagnostic efficiency of .86 (Volberg, Munck & Petry, 2011).  
Thus, the NODS-CLiP did not perform as well in a clinical sample as it did in a general 
population sample.  
 
Strengths of the NODS-CLiP include brevity of three items with simple yes/no response 
options; a simple scoring algorithm and interpretation; and that it is based on a measure 
of the standardized DSM-IV which has shown evidence of classification accuracy.  
Limitations of the NODS-CLiP include (a) a lifetime timeframe rather than a “current” 
timeframe thus increasing the false positive rate for current PG; (b) there is a lack of 
independence between the NODS-CLiP and the full NODS “gold standard” or criterion 
upon which the items were selected and tested; and (c) the NODS-CLiP was developed 
from general population samples and it did not perform as well in a clinical sample.   
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3.4.3 NODS-PERC  
 
 National Opinion Research Center DSM-IV Screen for Gambling Disorders, 
Preoccupation, Escape, Risked Relationships, and Chasing Screen (NODS-PERC) is a 
four-item screen derived from the full NODS, a longer 17-item measure of the ten DSM-
IV diagnostic criteria (Volberg, Munck & Petry, 2011). The NODS-PERC was developed 
by administering the lifetime and past 12 months timeframe NODS to 375 participants in 
a study of brief interventions for problem and pathological gambling at the University of 
Connecticut Health Center.  The full NODS was used as the “gold standard” to determine 
group membership as either PG or non-PG. The authors found that the following four 
NODS items were the best set to identify PGs: (1) Have there ever been periods lasting 2 
weeks or longer when you spent a lot of time thinking about your gambling experiences, 
or planning out future gambling ventures or bets?  (2) Have you ever gambled as a way to 
escape from personal problems? (3) Has there ever been a period when, if you lost money 
gambling one day, you would return another day to get even? and (4) Has your gambling 
ever caused serious or repeated problems in your relationships with any of your family 
members or friends?  The NODS-PERC uses a lifetime timeframe, can be administered in 
one minute, and uses response options of yes/no.  A response of yes to one or more 
questions indicates the need for further assessment.  The NODS-PERC yielded sensitivity 
of .997; specificity = .394; PPV = .885; NPV = .963; and diagnostic efficiency = .891.  
The NODS-PERC is intended for use in clinical settings.  Again, there is a lack of 
independence between the screen and the criterion in the development and testing of this 
new screen.  That is, the 17-item NODS was used as the criterion in order to select the 
four NODS items for the screen.  Further research will be needed to cross-validate these 
classification accuracy estimates.  
 
Strengths of the NODS-PERC include brevity of four items with simple yes/no response 
options; a simple scoring algorithm and interpretation; and that it is based on a measure 
of the standardized DSM-IV which has shown evidence of classification accuracy.  
Limitations of the NODS-PERC include (a) there is a lack of independence between the 
NODS-PERC and the full NODS “gold standard” or criterion upon which the items were 
selected and tested; and (b) use of a lifetime timeframe rather than a “current” timeframe 
thus increasing the false positive rate for current PG.   
 
3.4.4 Brief Biosocial Gambling Screen (BBGS)  
 
The BBGS is a three-item screen derived from DSM-IV diagnostic criteria for PG as 
measured in the National Epidemiologic Survey on Alcohol and Related Conditions 
(NESARC) that used the Alcohol Use Disorder and Associated Disabilities Interview 
Schedule (AUDADIS) to measure DSM-IV diagnostic criteria for PG (Gebauer, LaBrie 
& Shaffer, 2010). The authors tested 2-, 3-, and 4-item models and found that a 3-item 
screen yielded satisfactory classification accuracy.  The three items in the BBGS include: 
(1) During the past 12 months, have you become restless, irritable, or anxious when 
trying to stop and (or) cut down on gambling? (2) During the past 12 months, have you 
tried to keep your family or friends from knowing how much you gambled? and (3) 
During the past 12 months, did you have such financial trouble as a result of gambling 
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that you had to get help with living expenses from family, friends, or welfare?  
 
The BBGS timeframe is the past 12 months and can be administered in one minute.  
Classification accuracy of the BBGS was measured from the original NESARC database 
and the authors reported sensitivity = .96 and specificity = .99.  The authors did not 
report values for base rate, hit rate, FPR, FNR, PPP and NPP, however, they could be 
calculated from the numbers provided in the article.  Base rate was 79/11,106 = .007; hit 
rate was (76 + 10,892) / 11,106 = .988; FPR was 135 / 11,027 = .01; FNR was 3 / 79 = 
.04; PPP was 76 / 211 = .36; and NPP was 10,892 / 10,895 = .9997. 
 
There is a lack of independence between the screen and the criterion in the development 
of this new screen.  That is, the AUDADIS is used as the criterion in order to select the 
three BBGS items from the AUDADIS for the screen.  Further research will be needed to 
cross-validate these classification accuracy estimates. 
 
Strengths of the BBGS include brevity of three items that can be administered in one 
minute, use of a current timeframe of past 12 months, simple yes/no response options; a 
simple scoring algorithm and interpretation; and that it is based on a measure of the 
standardized DSM-IV which has shown evidence of classification accuracy.  A limitation 
of the BBGS include a lack of independence between the BBGS and the AUDADIS 
“gold standard” or criterion upon which the items were selected and against which the 
BBGS classification accuracy was tested.  
 
3.4.5 Short SOGS  
 
The Short SOGS is a five-item screen derived from the 20-item SOGS and was used in a 
telephone survey of a general population sample (Room, Turner & Ialomiteanu, 1999). 
The Short SOGS is also identified as the Centre for Addiction and Mental Health 
(CAMH) five-item screen 
(http://www.problemgambling.ca/EN/Documents/5item%20screen.pdf).  The five items 
are as follows: In the past 12 months, (1) Was there ever a time when you gambled more 
than you intended to? (2) Have people criticized your gambling? (3) Have money 
arguments centred on your gambling? (4) Have you felt guilty about the way you gamble 
or what happens when you gamble? and (5) Have you claimed to be winning money 
gambling when you were not?  These five items were selected out of the 20 SOGS items 
based upon an item analysis from a 1995 Ontario province survey.  The score from these 
five items was highly correlated with the full 20-item SOGS score r = .87.  All 
respondents who scored in the probable pathological gambling range on the 20-item 
SOGS, also score 2 or more on the Short SOGS. The Short SOGS has a past 12 months 
timeframe.  A score of 2 or more is indicative of problem or pathological gambling.  No 
further reliability, validity or classification accuracy information was provided. 
 
Strengths of the Short SOGS include brevity of five items, use of a current timeframe of 
past 12 months, simple yes/no response options; a simple scoring algorithm and 
interpretation; and that it was derived from the SOGS, a standardized scale with 
satisfactory psychometric properties, including classification accuracy.  A limitation of 

http://www.problemgambling.ca/EN/Documents/5item%20screen.pdf
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the Short SOGS is that it was derived from the SOGS which has known limitations 
described above.  A limitation of this study is the lack of classification accuracy 
information.   
 
3.4.6 One-Item Screen for Problem Gambling  
 
The One-Item Screen for Problem Gambling includes the following item: “Have you ever 
had an issue with your gambling?” (Thomas, Piterman & Jackson, 2008).  This item is 
nearly identical to the SOGS item “Do you feel you have ever had a problem with 
gambling?” (Lesieur & Blume, 1987).  The timeframe is past 12 months and response 
options are yes/no.  This screen was developed in Australia for medical practice.  When 
compared to the PGSI (Ferris & Wynne, 2001), it was found to yield a false positive rate 
of .04 and a false negative rate of .21 (Thomas, Piterman & Jackson, 2008).  A cross-
validation of the screen was conducted by Rockloff, Ehrich, Themessl-Huber and Evans 
(2011) who report a sensitivity of .21, specificity of .98, and a false negative rate of .79.  
A strength of this screen is its brevity of one item, however, this also appears to be its 
Achilles heel.  This screen has yielded high error rates, particularly FNR.  In the 
development study it demonstrated a FNR of .21 which is high and in the cross-validation 
study it demonstrated an exceedingly high FNR of .79.  
 
3.4.7 Brief Problem Gambling Screen (BPGS)  
 
The Brief Problem Gambling Screen (BPGS) was developed by Volberg and Williams 
(2011) to screen for problem gambling in clinical settings and population research.  The 
BPGS is made up of five items selected from a pool of 30 items derived from the SOGS, 
PGSI, NODS (i.e., DSM-IV items), and PPGM.  The pool of items was administered to 
two samples, one sample was 3,028 adults in Kitchener, Ontario, and the second sample 
was 4,449 adult online respondents from Canada and the USA.  Clinical assessments 
were conducted by providing a psychiatrist and a psychologist with information about the 
respondent’s answers to gambling behaviour questions; problem gambling questions 
from the CPGI, SOGS, NODS, and PPGM; and related assessment information.  The 
psychiatrist and psychologist then classified the respondent as a Recreational Gambler, 
At-Risk Gambler, Problem Gambler, or Pathological Gambler, based upon definitions 
provided to them by the investigators.  Five items were selected from the pool of 30 items 
as the “best performing combination of items” that “captures the largest proportions of 
Pathological, Problem and At-Risk Gamblers”.  The five items include: (1) In the past 12 
months, would you say you have been preoccupied with gambling? (2) In the past 12 
months, have you needed to gamble with larger amounts of money to get the same feeling 
of excitement? (3) In the past 12 months, have you often gambled longer, with more 
money or more frequently than you intended to? (4) In the past 12 months, have you 
made attempts to cut down, control or stop gambling? and (5) In the past 12 months, have 
you borrowed money or sold anything to get money to gamble?  The response options 
were not included in the report, but Rachel Volberg confirmed through personal 
communication that the response options are dichotomous (yes/no).  The two PGSI items 
are administered with four response options but are collapsed into dichotomous prior to 
scoring (never = 0 or No; and sometimes, most of the time and almost always = 1 or 
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Yes). The items have a preface of past 12 months, but the report indicates the timeframe 
can be past 12 months or lifetime.  The BPGS can be administered in as little as one to 
two minutes and can be self-administered.  Although the cut score and interpretation are 
not in the report, again, personal communication with Rachel Volberg indicated that a 
Yes answer to one or more items is indicative of problem gambling and a need for further 
assessment.  Classification accuracy is reported as: Sensitivity = .91; Specificity = .99; 
PPP = .99; NPP = .94; diagnostic efficiency = .96.  While these indices of classification 
accuracy are high, it should be noted that the reference standard is not completely 
independent of the screen and could inflate these accuracy numbers.  
 
This screen development study has a few limitations.  First, the clinical assessment 
process used to create the reference standard overlapped with the items being selected for 
the screen. That is, the psychologist and psychiatrist used the same items for their clinical 
assessment as was used in the final screen. This would have the effect of inflating 
classification accuracy because the items in the screen overlap with the diagnostic criteria 
used by the psychologist/psychiatrist.  You would expect the screen and the “gold 
standard” to yield nearly identical results.  Second, the investigators sort items into 
content domains which may or may not improve diagnostic precision.  Third, both 
samples represent population survey research and therefore this screen may be limited to 
use in population surveys and may not generalize to other settings or populations.  
 
3.5 Summary of Brief Screens  
 
To summarize and compare the brief screens described above, Table 2 below shows a 
side-by-side comparison of classification accuracy of the brief screens. The Short SOGS 
does not have any reported classification accuracy estimates and therefore was not 
included in Table 2 and should not be considered as a possible screen for 
recommendation at this time.  Table 2 shows that some screens have poor or mixed 
classification accuracy results of either sensitivity or specificity below .80 and therefore 
should not be considered as a possible online self-assessment tool at this time, including 
the NODS-CLiP, NODS-PERC, and the one-item screen.  Three screens are relatively 
similar in terms of good classification accuracy including Lie-Bet, BBGS, and BPGS.  
While the Lie-Bet, BBGS, and BPGS appear to have the best estimates of classification 
accuracy, these are based on the development of the screen and have not been cross-
validated by other investigators.   
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Table 2. Comparison of Classification Accuracy of Brief Screens 

 

Classification 
Index 

Lie-
Bet; 2 
items 

Lie-
Bet 
C-V 

NODS 
CLiP;      
3 items 

NODS 
CLiP  
C-V 

NODS 
PERC; 
4 items 

BBGS  
3 items 

One-
item 

One-
item 
C-V 

BPGS;        
5 items 

Author Johns
on, et 
al. 

Johns
on, et 
al. 

Toce-
Gerstein
et al. 

Toce-
Gerstein
et al. 

Volberg 
et al. 

Gebauer 

et al. 

Thom
as, et 
al. 

Thom
as, et 
al. 

Volberg 
& 
William
s 

Sample 191 
GA 
memb
ers;  
171 
VA 
contr
ols 

146 
GA 
memb
ers; 
277 
VA 
contr
ols 

8,867; 
general 
populati
on 

Clinical 
sample 

375 
clinical 
sample 

11,153 
General 
populati
on 

  3,028 
general 
populati
on; 
4,449 
online 
respond
ents 

Reference 
Standard 

Grou
p 
memb
ership 

Grou
p 
memb
ership 

NODS NODS NODS DSM-
IV from 
AUDA
DIS 

PGSI ? Clinical 
assessm
ent 

Cut Score 1+ 1+ 1+ 1+ 1+ 1+ 1 1 1+ 

Base Rate .53 .35    .01    

Hit Rate    .86 .89 .99   .96 

Sensitivity .99 1.00 .99 .98 .997 .96 .79 .21 .91 

Specificity .91 .85 .88 .30 .39 .99 .96 .98 .99 

FPR .09 .15 .12 .70 .61 .01 .04 .02 .01 

FNR .01 .00 .01 .02 .003 .04 .21 .79 .09 

PPP .92 .78  .87 .89 .36   .99 

NPP .99 1.00  .80 .96 .999   .94 

Note. NA means Not Available, not provided, or unknown. FPR=False Positive Rate; 
FNR=False Negative Rate; PPP=Positive Predictive Power; NPP=Negative Predictive 
Power; Hit Rate = diagnostic efficiency; C-V = Cross-Validation Study; AUDADIS = 
Alcohol Use Disorder and Associated Disabilities Interview Schedule 
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3.6  Key Informant Interviews  
3.6.1 Value of Self-Assessment  
 
The seven key informants who were considered to be experts in problem gambling 
measurement and/or self-assessment (see Appendix C) were asked if they think there is 
any public health value in providing online brief self-screening (using screens with five 
items or less) and providing online self-assessment (using scales with six items or more).  
All seven key informants (100%) think there is value in providing online brief screening 
and online longer self-assessment.  
 
3.6.2 Features of Effective Online Brief Screens and Longer Scales 
 
The seven key informants who were considered to be experts in problem gambling 
measurement and/or self-assessment (see Appendix C) were asked to list the most 
important features of an effective online brief screening tool and the features of an 
effective online self-assessment tool.  In general, the key informants indicated the same 
features for both types of tools.  The suggested features were as follows. 
 

• Brief  
• Anonymous, confidential  
• Understandable  
• Reputable source  
• Reputable results 
• Evidence-based  
• Cover key problem gambling constructs  
• Strong psychometrics  
• Face validity  
• Validity  
• Low false negatives, “Don’t want to miss problem gamblers.”  
• Immediate feedback  
• Quality feedback  
• Feedback focus on risky rather than problem behaviour 
• High classification accuracy  

 
3.6.3 Brief Self-Screening Screens 
 
Seven of the key informants were asked to provide relative recommendation ratings for 
each of the six brief self-screening screens (see Appendix D).  More specifically, the key 
informants were asked to rate each of the screens as follows.  
 

Based on your knowledge of problem gambling and self-assessment and using 
your own criteria, please rate the brief self-screening tools on a seven-point scale 
where 1 represents should definitely not be recommended for online brief self-
screening and 7 represents should definitely be recommended for online brief 
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self-screening.  If you do not know the brief problem gambling screen, you are 
free to say you don’t know (DK).    

 
The recommendation ratings are shown below in rank order.  In providing 
recommendation ratings for the six brief self-screening screens, two of the key 
informants identified the Brief Problem Gambling Screen and rated it very highly (a 
mean rating of 6.50).  The NODS-CLiP and the NODS-PERC received mean ratings 
above 4.00; they were rated 4.83 and 4.20 respectively.    
 
Brief Self-Screening Screen  Informants Mean Rating DK 
    
Brief Problem Gambling Screen  2 6.50 - 
    
NODS-CLiP  6 4.83 1 
    
NODS-PERC 5 4.20 2 
    
Brief Biosocial Gambling Screen 6 3.50 1 
    
Lie-Bet  5 3.40 2 
    
One-item Screen for Problem Gambling 5 2.60 2 
    
Short SOGS  7  2.57 0 
    
 
3.6.4 Longer Self-Assessment Scales 
 
Seven of the key informants were asked to provide relative recommendation ratings for 
each of the 11 longer self-assessment scales.  More specifically, the key informants were 
asked to rate each of the scales as follows.  
 

Based on your knowledge of problem gambling and self-assessment and using 
your own criteria, please rate the self-assessment tools on a seven-point scale 
where 1 represents should definitely not be recommended for online self-
assessment and 7 represents should definitely be recommended for online self-
assessment.  If you do not know the scale, you are free to say you don’t know 
(DK).  

 
The recommendation ratings are shown below in rank order.  In providing 
recommendation ratings for the 11 longer self-assessment scales, two of the key 
informants identified the GamTest and rated it very highly (a mean rating of 6.50).  The 
Problem and Pathological Gambling Measure received a mean rating of 5.67.  The 
BetCheck (mean rating of 5.50) includes questions on gambling frequency and betting 
but it is essentially the Problem Gambling Severity Index which received a mean rating 
of 5.43.  Check Your Gambling has been discontinued by the Centre for Addiction and 
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Mental Health but it received a mean rating of 5.00.  The NODS-SA was the last longer 
self-assessment scale to receive a mean rating above 4.00; it received a rating of 4.33.   
 
Longer Self-Assessment Scales Informants Mean Rating DK 
    
GamTest (proprietary, no information)  2 6.50 - 
    
Problem & Pathological Gambling Measure   3 5.67 4 
    
BetCheck 2 5.50 5 
    
Problem Gambling Severity Index   7 5.43 0 
    
Check Your Gambling  3 5.00 4 
    
NODS-SA  6 4.33 1 
    
Victorian Gambling Screen 5 3.60 2 
    
DSM-IV-MR 5 3.40 2 
    
South Oaks Gambling Screen 7 2.57 0 
    
Massachusetts Gambling Screen 4 2.25 3 
    
Sydney Laval Universities Gambling Screen 2 2.00 5 
    
Gambling Anonymous 20 Questions 6 1.67 1 
    
 
3.6.5 Promotion  
 
All nine of the key informants provided many suggestions for the promotion of online 
self-assessment.  Some of the suggestions are listed below.  
 

• Locate near gamblers, near traffic, gambling sites (online and gambling sites), 
online sports  

• Work with operators, care-givers, allied professionals    
• Design promotion campaign, pamphlets, brochures  
• Design professional online marketing, promotion campaign  
• Use social media, apps  
• Ensure easy access, user-friendly, few clicks   
• Ensure visibility on online sites, during play, offer self-assessment on closing 

screen 
• Avoid being intrusive  
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• Offer reputable, confidential self-assessment, immediate feedback  
• Link to positive choices and actions: risk quizzes, tips, games, safe play levels, 

information, other positive actions  
• Offer immediate feedback: normative feedback, comparisons, follow-up  
• Provide action recommendations based on results  
• Provide positive actions for problem gamblers and other gamblers  
• Provide immediate, accessible assistance, online chat, talk to real person  
• Provide interaction based on results  
• Connect to counsellors immediately  
• Provide incentives: bonus points, education on games   
• Consider stigma, culture, language  

 
Beyond promotion, the key informants suggested that online self-assessment should 
address more than just the assessment of problems and the referral of problem gamblers.  
The self-assessment should be linked with opportunities to review gambling behaviour 
and offer normative comparisons.  In addition to providing options and choices for 
problem gamblers, the self-assessment should provide feedback, positive options and 
choices for other gamblers.  In addition, the key informants suggest that any new self-
assessment initiatives should be considered pilots, be monitored and adapted based on the 
experience and lessons that are gained.  
 
3.7 Focus Group Sessions   
 
The focus group members were asked about the value of providing online self-assessment 
tools, their recommendation ratings for selected self-assessment tools and the promotion 
of online self-assessment (see Appendix E).  
 
The members of the recreational gamblers’ group and the problem gamblers’ group were 
asked to rate the three brief self-screening screens (screens with five items or less) as 
follows.  
 

As a focus group participant, we would like you to rate the following problem 
gambling brief self-screening tools.  Based on your use of the brief self-screening 
tools, please rate the following brief self-screening tools on a seven-point scale 
where 1 represents I totally disagree and 7 represents I totally agree.   

 
The members of both focus groups were asked to rate the two longer self-assessment 
scales (scales with six items or more) as follows.  
 

As a focus group participant, we would like you to rate the following problem 
gambling self-assessment tools.  Based on your use of the self-assessment tools, 
please rate the tools on a seven-point scale where 1 represents I totally disagree 
and 7 represents I totally agree.   
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3.8 Recreational Gamblers  
3.8.1 Value of Self-Assessment  
 
The recreation gamblers’ focus group participants were asked if they thought there is any 
value to providing online brief screening (the use of brief screens with five or less items 
and, then, they were asked if they thought there is any value to providing online self-
assessment (the use of scales with six or more items).  Eighty-three percent (83.3%) of 
the recreational gamblers thought there is value to providing online brief screening and 
100% thought there is value in providing online self-assessment.  
 
3.8.2 Brief Self-Screening Screens  
 
Using the seven-point scale, the recreational gamblers offered high recommendation 
ratings for the use of the three potential online brief self-screening screens but offered the 
highest rating to the Brief Problem Gambling Screen (a mean rating of 6.00).  
 
Brief Self-Screening Tool Participants Mean Rating 
   
Brief Problem Gambling Screen  6 6.00 
   
NODS-CLiP  6 5.50 
   
NODS-PERC 6 5.00 
   
 
3.8.3 Longer Self-Assessment Scales  
 
The recreational gamblers offered even higher recommendation ratings for the use of the 
potential online longer self-assessment scales but offered a higher mean rating for the 
Problem and Pathological Gambling Measure (6.83) than to the Problem Gambling 
Severity Index (6.33).   
 
Self-Assessment Tool Participants Mean Rating 
   
Problem and Pathological Gambling Measure  6 6.83 
   
Problem Gambling Severity Index  6 6.33 
   
 
3.8.4 Promotion  
 
The recreational gamblers proved a number of suggestions for the promotion of online 
self-assessment.  
 

• Use a catchy name for online self-assessment  
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• Ensure self-assessment is posted on lottery ticket sites and high traffic areas 
• Provide advertizing and pop-ups on OLG site, at log-in, when purchasing lottery 

tickets and link to all casino sites 
• Ensure that self-assessment is visible on every page  
• Advertize on newspaper sport pages  
• Ensure tools are easy to read and easy to follow  
• Ensure self-assessment provides easy questions, clear messages, summary 

description of gambler   
• Specify the time it takes for self-assessment  

 
3.9 Problem Gamblers  
3.9.1 Value of Self-Assessment  
 
The problem gamblers’ focus group participants were asked if they thought there is any 
value to providing online brief screening (the use of brief screens with five or less items) 
and, then, they were asked if they thought there is any value to providing online longer 
self-assessment  scales (the use of scales with six or more items).  One hundred percent 
(100%) of the problem gamblers think there is value to providing online brief screening 
and 100% think there is value in providing online self-assessment.  
 
3.9.2 Brief Self-Screening Screens  
 
Using the seven-point scale, the problem gamblers offered very high recommendation 
ratings for the use of three potential online brief self-screening screens but offered the 
highest rating to the Brief Problem Gambling Screen (a mean rating of 6.00).  
 
Brief Self-Screening Tool Participants Mean Rating 
   
Brief Problem Gambling Screen  8 6.50 
   
NODS-CLiP  8 6.13 
   
NODS-PERC 8 5.88 
   
 
3.9.3 Longer Self-Assessment Scales  
 
The problem gamblers offered very high recommendation ratings for the use of two 
potential online self-assessment scales but offered a higher mean rating for the Problem 
Gambling Severity Index (6.63) than to the Problem and Pathological Gambling Measure 
(6.38).   
 
Self-Assessment Tool Participants Mean Rating 
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Problem Gambling Severity Index   8 6.63 
   
Problem and Pathological Gambling Measure  8 6.38 
   
 
3.9.4 Promotion  
 
The problem gamblers provide a number of suggestions for the promotion of online self-
assessment.  
 

• Advertize to everyone: the public, communities, casinos, websites, online casinos  
• Advertize: radio, TV, newspapers, magazines, casinos  
• Advertize: OLG website, OLG locations  
• Place self-assessment on all websites; use links and pop-ups  
• Place pamphlets at the front entrance of casinos  
• Ensure self-assessment is easy, simple, user-friendly, easy to read (big print)  
• Identify dangers of gambling on online sign-up and consider including 

compulsory questions  
• Use “red flags” for financial burdens and provide clear strategies to avoid 

problems  
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4 SUMMARY AND RECOMMENDATIONS 
4.1 Summary 
 
The main goal of this review was to provide information on scales and brief screens to 
assist in the selection of an appropriate scale or brief screen for online self-assessment of 
problem gambling.  There is no scale or brief screen that has been rigorously evaluated 
for online self-assessment and therefore related studies of self-administered problem 
gambling assessment studies were reviewed.  Gambino (2006) demonstrated that the 
classification accuracy of an instrument is affected by the base rate of the disorder within 
the population of interest, and therefore an instrument developed to measure PG in a 
clinical sample (where the base rate of the disorder is high) will likely have different 
estimates of classification accuracy when applied to the general population or 
recreational gamblers (where the base rate of the disorder is low).  Instruments need to 
undergo rigorous psychometric evaluation and cross-validation for each purpose, setting, 
and population where it is to be used.  Some scales and brief screens are lacking 
information about classification accuracy in different settings and these can be ruled out 
at this time.   
 
Given this paucity of information on online self-assessment for problem gambling 
accuracy it is difficult to determine which of these scales or brief screens is superior to 
any other scale or brief screen because they have not been empirically evaluated for 
online self-assessment and have rarely been compared head-to-head in the same study or 
sample.  Many of the scales and brief screens have demonstrated good classification 
accuracy based upon the reports of their development.  However, most of these results are 
from the development of the scale or screen and have not undergone cross-validations by 
other investigators.  Nevertheless, based upon existing information, many of these scales 
or screens could potentially work well for the purpose of online self-assessment.  There is 
no one winner based upon reported classification accuracy.  In addition to classification 
accuracy, the choice of a scale or brief screen may lie with which scale/screen online 
gambling customers will more likely complete online.  For example, would online 
gamblers be more likely to complete the 20-item SOGS, the 18-item PPGM, the 9-item 
PGSI, the 5-item BPGS or the two-item Lie-Bet screen?  This is where the key informant 
interviews and focus groups are useful for informing this selection process.   
 
All seven of the key informants (100%) thought there is value in offering online self-
assessment scales and brief screens.  The key informants gave higher ratings to the higher 
ranking self-assessment scales than to the brief self-assessment screens.  Among the self-
assessment scales and excluding the proprietary GamTest and the PGSI-based BetCheck, 
the key informants gave the highest ratings to the PPGM (5.67) and PGSI (5.43).  Among 
the self-assessment brief screens, the key informants gave the highest ratings to the BPGS 
(6.50, only known by two key informants), NODS-CLiP (4.83) and NODS-PERC (4.20).  
 
All members of the recreational gamblers’ focus group (100%) thought there is value in 
offering online self-assessment scales and online self-assessment brief screens.  The 
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recreational gamblers gave higher ratings to the longer self-assessment scales than to the 
brief self-assessment screens.  Among the two self-assessment scales, the recreational 
gamblers rated the PPGM (6.83) higher than the PGSI (6.33).  Of the three brief self-
assessment screens, the recreational gamblers rated the BPGS the highest (6.00).  
 
All members of the problem gamblers’ focus group (100%) thought there is value in 
offering online self-assessment scales and all but one member thought there is value in 
offering online self-assessment brief screens.  With the exception of the BPGS, the 
problem gamblers gave higher ratings to the longer self-assessment scales than to the 
brief self-assessment screens.  Among the two self-assessment scales, the problem 
gamblers rated the PGSI (6.63) higher than the PPGM (6.38).  Of the three brief self-
assessment screens, the problem gamblers rated the BPGS the highest (6.50).  
 
To some extent, the focus group members represent the target group for online self-
assessment.  From the ratings of the potential online self-assessment tools, it seems that 
an online self-assessment scale would be the preferred choice over an online brief self-
assessment screen.  From the discussion in the focus group sessions, the focus group 
members seemed to strongly welcome and support the offering of assessing and 
measuring gambling problems and adding a separate, second component for assessing 
and measuring gambling activity.  
 
4.2 Self-Assessment Recommendations  
 
Most of the screens and scales reviewed above would do an adequate job of online self-
assessment.  There are small incremental differences between scales that make them 
slightly more useful for online self-assessment than others.  The criteria used for selecting 
the “best” scale included classification accuracy estimates, ease of administration, ease of 
scoring, simple straightforward interpretation of score(s), brevity, application in samples 
similar to the intended sample of online gambling customers in Ontario, strengths and 
limitations in the development of the scale, ratings by key informants and focus group 
members. 
 
The purpose of online self-assessment is not so much to diagnose pathological gambling, 
but rather to give the online gambling customer feedback about their gambling behaviour 
and to encourage online gamblers to seek available resources for comprehensive and 
professional assessment of their gambling behavior.  Through the provision of resources 
and links on the website, the use of a problem gambling scale will also make the online 
gambling customer aware of what signs and symptoms of problem gambling to look for 
in their own gambling behaviour and will serve an awareness and prevention role as well. 
 
The purpose of this review was to provide a recommendation about what is the best self-
assessment tool for problem gambling that can be administered for online self-
assessment.  To arrive at a recommendation a large number of problem gambling scales 
and brief screens were reviewed with a focus on the classification accuracy of each 
instrument as well as identifying strengths and limitations of each instrument.  The goal 
was that one scale or screen would prove to be the most accurate measure of problem 
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gambling.  The review found that there is no one clear winner, but rather a number of 
scales and brief screens would do an adequate job of online self-assessment.  In terms of 
published classification accuracy, the three best brief screens are the Lie-Bet, BBGS and 
BPGS, however, none of these have been cross-validated by investigators other than the 
developers and could be considered to be too brief and therefore are not recommended.  
Brief screens, such as the Lie-Bet screen, only ask two items and if the problem gambler 
has not engaged in either of these two behaviours, they are misclassified.  With such a 
limited range of only two or three behaviours or consequences, these brief screens are so 
brief that they can miss a large number of problem gamblers who do not exhibit these two 
or three behaviours or adverse consequences.  For these reasons and the fact that with the 
administration of only a few more items, a full problem gambling scale can be obtained 
that results in a classification for which we have much greater confidence, we suggest 
using one of the scales described next. 
 
While many of the scales reviewed for this report have excellent qualities, two scales 
satisfied the selection criteria described above.  These two scales are the 10-item DSM-
IV Scale in the GBI and the 9-item PGSI in the CPGI (see full scales below).   
 
 It is recommended that Ontario use 10-item DSM IV Scale in the GBI or the 9-item 

PGSI in the CPGI for online self-assessment of gambling problems. 
 
In terms of the selection criteria described above, the DSM-IV Scale in the GBI has 
demonstrated good classification accuracy estimates as shown in Table 1, it is easy to 
administer, easy to score, has a simple straightforward interpretation of a single cut score, 
it is relatively brief with ten items that can administered in as short as five minutes, it has 
been shown to be accurate in an Ontario sample and is likely to be similarly accurate with 
a sample of online gambling customers in Ontario.  Due to an oversight on the part of the 
research team, the DSM-IV Scale in the GBI was not included in ratings by key 
informants and focus group members.   
 
An additional strength of the DSM-IV Scale of the GBI is that it includes all ten DSM-IV 
criteria and therefore can be compared to a growing body of research and survey work 
using DSM-IV based measures of pathological gambling being conducted throughout the 
world.  The DSM-IV is currently undergoing a proposed revision (www.dsm5.org) which 
includes a reduction of the cut score from five to four and the deletion of one criterion.  
The GBI DSM-IV 10-item scale could be shortened to nine items based on the proposed 
DSM-V, which deletes the criterion of illegal acts related to gambling.  The rationale for 
using a DSM-IV based scale is that many of the recently developed scales and screens are 
based on DSM-IV diagnostic criteria (including the PGSI which includes three DSM-IV 
items).  Measures of DSM-IV diagnostic criteria for PG are commonly used for the 
assessment of problem gambling in the U.S. and they are used in other parts of the world 
as well (Williams, Volberg, & Stevens, 2012).  Second, the DSM-IV diagnostic criteria 
can also serve an educational and public awareness role in that the respondent will be 
made aware of the signs and symptoms of problem gambling and what warning signs to 
look for in themselves and others.  If we are correct and DSM-IV (and the proposed 
DSM-V) is becoming a standard for the definition and assessment of problem gambling, 

http://www.dsm5.org/
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Ontario will be ahead of the curve and this online self-assessment would serve Ontario 
into the future.   
 
The PGSI in the CPGI is an equally qualified scale that satisfies the selection criteria for 
an online self-assessment tool.  The PGSI has demonstrated satisfactory classification 
accuracy estimates as shown in Table 1, the nine items are easy to administer in as little 
as five minutes, it is easy to score by summing the item response options, the score 
interpretation is simple and straightforward, it was developed on a Canadian sample and 
has been used in surveys and clinical settings across Canadian samples similar to the 
intended sample of online gambling customers in Ontario, it received high ratings by key 
informants, and it received high ratings by both recreational and problem gambler focus 
group members.   
 
There are a couple of considerations of the PGSI that need to be acknowledged in this 
recommendation.  First, the PGSI is not so much a new scale as it is a reconstituted scale 
drawing from existing items from the SOGS and DSM-IV measures.  The PGSI is 
composed of nine items, eight of which are borrowed from the SOGS and DSM-IV.  
There is only one new or unique item about the effect of gambling on the gambler’s 
physical and mental health.  Because the PGSI does not include the full SOGS or all ten 
DSM-IV criteria, it is not directly comparable to other studies that use the SOGS or a 
DSM-IV based measure.  It is only comparable to other studies that use the PGSI.  There 
are more studies that use either the SOGS or DSM-IV measures than use the PGSI and 
therefore the number of studies with which the PGSI can be compared directly is limited.  
While the PGSI has been used in a number of studies in Canada and elsewhere, DSM-IV 
measures garner more attention from researchers and clinicians than the PGSI.  However, 
this can also be construed as a strength, in that the PGSI includes the best items from the 
SOGS and DSM-IV scales.   
 
There are other scales, while not selected as our recommended scales, deserve mention, 
particularly because they received high ratings by key informants and the focus groups.  
The PPGM was given serious consideration, however, it came up lacking on some of our 
selection criteria, namely, the PPGM was only recently developed and therefore has not 
been cross-validated beyond its development, it is not as brief as our recommended scales 
and has complicated administration rules and scoring algorithms, and therefore it would 
be premature to recommend it at this time.  Similarly, the NODS-SA that appears on the 
National Council for Problem Gambling website was given serious consideration but it 
also came up lacking on some of our selection criteria, namely, it lacks evidence of 
classification accuracy and cross-validation studies.   
 
For online self-assessment purposes, it is recommended that an online gambling customer 
who endorses two or more of the ten DSM-IV items be given the suggestion to seek 
further assessment from a professional resource provided on the website. This 
recommendation is based on the research of Strong and Kahler (2007) who found the 
DSM-IV to represent a problem gambling continuum and, therefore, the goal is to 
identify gamblers at risk of becoming problem gamblers. For the PGSI, it is 
recommended that online gambling customers who obtain a score of three or more be 
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given the suggestion to seek further assessment from a professional resource provided on 
the website.  This recommendation is based on the PGSI cut score of 3 or more indicating 
a moderate risk of problem gambling. Online self-assessment is not to diagnose 
Pathological Gambling but rather to identify customers who may be experiencing 
symptoms and adverse consequences of problem gambling and provide them with 
resources to address these symptoms including links for further assessment, prevention, 
and intervention.   
 
 It is recommended that an online gambling customer who endorses two or more of 

the ten DSM-IV items or who obtains a score of three or more on the PGSI be given 
the suggestion to seek further assessment from a professional resource provided on 
the website. 

 
Regardless of which screen/scale is adopted for use in Ontario, online self-assessment of 
problem gambling is relatively new and it will be important for future research to monitor 
ongoing use of the online self-assessment, update with new information as needed and to 
examine the accuracy of screens and scales used for this purpose.   
 
 It is recommended that the offering of online self-assessment in Ontario be 

accompanied by ongoing monitoring of use and impact and ongoing development in 
relation to new knowledge and evidence.  

 
4.2.1 DSM-IV Scale of the GBI  
  
(diagnostic criteria with a past 12 months timeframe and multiple response options) 
 
The response options are as follows:  

Not at all in the past 12 months 
Once 
A few times 
Many times 

 
1. How often have you spent a lot of time thinking about past gambling experiences, 
planning your next gambling activity, or thinking of ways to get money to gamble?    
  
2. How often have you needed to gamble with larger amounts of money or with larger 
bets in order to obtain the same feeling of excitement?    
  
3. How often have you tried to control, cut back, or stop gambling several times and were 
unsuccessful?  For example, setting a money or time limit for yourself and then going 
over it.    
  
4. How often have you felt restless or irritable when you tried to cut down or stop 
gambling?     
 
5. How often did you feel that your gambling was a way of avoiding or escaping from 
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personal problems or a way of relieving uncomfortable emotions, such as feelings of 
nervousness, helplessness, guilt, anxiety or sadness?    
  
6. After you lost money gambling how often did you return another day to get even or try 
to win back your losses?    
  
7. How often have you lied to family members, therapists, or others to hide your 
gambling from them?    
  
8. How often have you committed any illegal acts such as forgery, fraud, theft, or 
embezzlement to get money to gamble or to pay gambling debts?    
  
9. How often have you risked or lost a relationship with someone important to you, or a 
job, or career opportunity because of gambling? 
  
10. How often have you relied on others to pay your gambling debts or to pay your bills 
when you had financial problems caused by your gambling?    
  
4.2.2 Problem Gambling Severity Index (PGSI) of the CPGI  
 
(past 12 months timeframe and multiple response options) 
 
Response options for all items are: 

Not in the past 12 months  
Sometimes 
Most of the time 
Almost always 

 
1. Thinking about the past 12 months, how often have you bet more than you could really 
afford to lose?   
 
2. Thinking about the past 12 months, how often have you needed to gamble with larger 
amounts of money to get the same feeling of excitement?  
 
3. Thinking about the past 12 months, how often have you gone back another day to try 
to win back the money you lost? 
 
4. Thinking about the past 12 months, how often have you borrowed money or sold 
anything to get money to gamble?   
 
5. Thinking about the past 12 months, how often have you felt that you might have a 
problem with gambling? 
 
6. Thinking about the past 12 months, how often have people criticized your betting or 
told you that you had a gambling problem, regardless of whether or not you thought it 
was true?  
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7. Thinking about the past 12 months, how often have you felt guilty about the way you 
gamble, or what happens when you gamble?  
 
8. Thinking about the past 12 months, how often has your gambling caused you any 
health problems, including stress or anxiety?  
 
9. Thinking about the past 12 months, how often has your gambling caused any financial 
problems for you or your household? 
 
In addition to the use of a problem gambling screen or scale, it is also recommended that 
online self-assessment of problem gambling provide feedback to the online gambling 
customer on two additional gambling domains: (1) comparison of how often the customer 
gambles online compared to the Ontario general public, to Ontario recreational gamblers, 
and to Ontario online gamblers (e.g., everyday, a few days/week, once/week, etc.); and 
(2) comparison of how much time is spent gambling online in a typical week by the 
online gambling customer as compared to the Ontario general public, Ontario recreational 
gamblers, and to Ontario online gamblers (e.g., 40 or more hours/week, 30 hours/week, 
20/hours/week, etc.).  It may also be helpful to have a measure of money spent or lost 
gambling, such as current gambling debt, as a ratio against their annual income.  Again, 
the customer’s money spent/lost gambling would be compared to the Ontario general 
population, Ontario recreational gamblers and Ontario online gamblers.  Money spent 
gambling may be less informative as to a gambling problem since it is relative to a 
person’s unique financial situation, such as income and assets, expenses, etc., however, 
the gambler’s current gambling debt could be included as another piece of information to 
compare with their Ontario peers.  
 
 It is recommended that online self-assessment include assessing, measuring and 

providing feedback on gambling activity.  
 
While online gambling frequency and amount of time spent gambling online do not 
indicate problem gambling, these two measures would be used to compare the customer’s 
online gambling participation to that of his or her peers in the general population, 
recreational gamblers, and online gamblers of Ontario.  If the customer finds that their 
online gambling participation is excessive compared to their peers in these reference 
groups, this may cause them to pause and consider whether their online gambling is 
playing a larger role in their life than they want it to.  This comparison of the online 
gambling customer’s gambling behaviour to the Ontario general population could be 
done with existing data on gambling frequency, time spent gambling from population 
surveys in Ontario and Canada or could be obtained from a new survey focusing on 
online gambling by Ontario residents.  A simple and straightforward way to present this 
feedback to the online gambling customer is to use percentiles.  That is, the feedback 
could place an individual on a continuum of percentiles for online gambling frequency 
and time spent gambling online.  For example, someone who is at the 50th percentile for 
time spent gambling online would be considered average among the Ontario general 
population.  If possible, it would be helpful to have multiple reference groups, that is, 
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percentiles based on the general population, recreational gamblers, and online gamblers.  
Future research could focus on refinement of these comparisons to include people of the 
same sex and age. 
 
4.3 Promotion Recommendations   
 
A central requirement of this research project was to provide recommendations on the 
promotion of online self-assessment.  As indicated above, there is a limited amount of 
experience using online self-assessment tools for problem gambling and there is no 
research addressing the most effective promotion of online problem gambling self-
assessment.  Our methodology included asking the key informants and focus group 
members for their suggestions on promoting and facilitating use of online self-
assessment.   
 
 It is recommended that all of the key informants and focus group members’ 

recommendations on the promotion of online problem gambling self-assessment be 
reviewed and considered carefully.   

 
In addition, the research team members have some common sense ideas on how to 
promote online self-assessment.  Considering online self-assessment promotion and a 
best practice service orientation, the following recommendations are based on the 
combination of the suggestions of the key informants, focus group members and the ideas 
of the research team members.  
 
 It is recommended that online problem gambling self-assessment be easily 

accessible.  
 

• Ensure easy accessibility; locate in high traffic areas, locate near gamblers, near 
gambling traffic, gambling sites (online gambling sites and other gambling sites 
such as casinos and racetracks), including online sports betting sites  

• Include friendly invitations to online problem gambling self-assessment such as, 
How does my gambling compare to other gamblers? 

• Ensure visibility on online sites, during log-in, during play, consider pop-ups, 
offer self-assessment on every page and on closing screen   

• Ensure online problem gambling self-assessment is easy, simple, user-friendly, 
easy to read (big print), easy to follow, very few clicks   

• Link online problem gambling self-assessment on all gambling related websites, 
all health related websites   

 
 It is recommended that online problem gambling self-assessment be well advertized.  
 

• Develop a catchy name for Ontario’s online problem gambling self-assessment  
• Involve promotional personnel to develop a professionally-designed online and 

public self-assessment marketing and promotion campaign  
• Develop and include supportive pamphlets, brochures, pens and other 

promotional materials and items  
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• Advertize to everyone: the public, non-gamblers, recreational gamblers, problem 
gamblers, youth, younger adults, middle age adults and older adults communities   

• Advertize at all locations: OLG website, OLG locations, lottery ticket sites, 
lottery ticket kiosks, casinos (entrance of casinos), bingo halls, communities and 
events    

• Advertize on all media: internet, websites, radio, TV, newspapers (sport pages) 
and magazines 

• Consider promoting self-assessment through the use of using social media, apps 
and other means 

• Promote online problem gambling self-assessment with operators, care-givers, 
allied professionals    

 
 It is recommended that online problem gambling self-assessment be linked and 

integrated into a comprehensive set of high quality interventions.  
 

• Offer reputable, brief self-assessment (state time), confidential online self-
assessment and immediate results, feedback and clear messages and 
recommendations   

• Provide action recommendations based on results of self-assessment; provide 
positive actions for problem gamblers and other gamblers  

• Link problem gambling self-assessment to other interventions such as measuring 
gambling activity and providing immediate feedback, comparisons and follow-up  

• Link problem gambling assessment to other positive educational choices and 
actions: risk quizzes, tips, games, safe play levels, information, other positive 
actions  

• Provide immediate, accessible interactive assistance, online chat, talk to real 
person, immediate connection to information and counselling   

• Consider identifying dangers of gambling on online sign-up and consider 
including compulsory questions  

• Consider using “red flags” for financial burdens and provide clear strategies to 
avoid problems  

• Consider including built-in pop-up invitations to self-assessment for heavy online 
gamblers  

• Consider offering incentives: bonus points, education on games   
• Consider stigma, culture, language  
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DESCRIPTIVE AND ANALYTICAL FRAMEWORK 
 
 
Preliminary Descriptive and Analytical Framework  
 
In conducting the review and developing the inventory, each self-assessment tool will be 
systematically described and analyzed using the following descriptive and analytical 
framework much like the preliminary one below.  
 
 
1. Name of Instrument 
 
2. Content Areas  
 
3. Number of Items and Response Options 
 
4. Administration  
 

4.1. Time  
4.2. Method  

 
5. Scoring  
 

5.1. Scoring Instructions 
5.2. Score Range  
5.3. Cut-Scores  
5.4. Interpretation of Scores  

 
6. Psychometrics  
 

6.1. Reliability  
6.2. Validity  

 
7. Classification Accuracy Indices  
 

7.1. Sample Characteristics  
7.2. Criterion  
7.3. Base Rate  
7.4. Sensitivity  
7.5. Specificity  
7.6. Hit Rate  
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Descriptions of Instruments 
 

Name of 
Instrument 
(year) 

Content 
Areas/timeframe 

Number of  
items and 
response 
options 

Administration 
Time and 
Method 

Scoring 
instructions, score 
range, cut-scores, 
and interpretation 
of scores 

  PG Scales  

Gamblers 
Anonymous 
20 questions 
(GA-20) 

signs and 
symptoms of 
compulsive 
gambling; negative 
consequences; 
lifetime timeframe 

20 items;  
true/false 
response 
option 

10 minute 
paper-pencil 
or interview 

One point for each 
item; score of 7 or 
more indicates 
compulsive 
gambler 

South Oaks 
Gambling 
Screen 
(SOGS) 
(1987) 

games played; 
signs and 
symptoms of 
problem gambling; 
negative 
consequences; 
sources of  money 
to gamble; various 
timeframes 

20 scored 
items; 
response 
options vary 

10-20 minute 
paper & pencil 
questionnaire 

One point for each 
item; score range 
0-20;  score of 5 
or more indicates 
Probable 
Pathological 
Gambler (PPG) 

Massachusett
s Gambling 
Screen 
(MAGS) 
(1994) 

signs and 
symptoms of 
pathological 
gambling; 
psychological and 
social problems 
associated with 
gambling; 
this study also 
included a 12-item 
measure of DSM-
IV diagnostic 
criteria 

14 items   
(7 items are 
scored);  

5-10  minute 
paper-pencil 
questionnaire 

7 MAGS items are 
scored by 
multiplying each 
item times a 
discriminant 
function 
coefficient;  then 
sum and add a 
constant; Score 
between 0-2 = 
Transitional or 
Potential 
Pathological 
Gambler;  
score >2 = 
Pathological 
Gambling 



Page 62 

 

 

 
Descriptions of Instruments 
 

DSM-IV-MR 
(2000) 

DSM-IV diagnostic 
criteria 

10 items,  
one item for 
each 
criterion, 
four-point 
response 
options for 
most items 

5 minute 
questionnaire 

One point for each 
item; score range 
is 0-10; score of 3-
4 (including at 
least on point from 
criteria 8, 9, or 10) 
is a problem 
gambler;  
score of 5 or more 
is severe problem 
gambler 

National 
Opinion 
Research 
Center DSM-
IV Screen for 
Gambling 
Problems 
(NODS) 
(1999) 

DSM-IV diagnostic 
criteria for 
diagnosing PG 
including lifetime 
and past year 
timeframes.  

17 items 5-10 minute 
interview for 
NODS  

NODS is scored 
one point for each 
DSM criterion. 
Score range is 0-
10; Score of  
0 = Low-Risk 
Gambler;  
1 or 2 = At-Risk 
Gambler;  
3 or 4 = Problem 
Gambler; and  
5 or more = 
Pathological 
Gambler 
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Descriptions of Instruments 
 

Canadian 
Problem 
Gambling 
Index (CPGI) 
(2001) 

gambling 
involvement, 
problem gambling, 
adverse 
consequences, 
family history of 
gambling, 
comorbid 
disorders, and 
distorted 
cognitions. Past 12 
months timeframe. 

31 total; 
9-item 
problem 
gambling 
scale; four 
response 
options: 
never=0; 
sometimes=
1; most of 
the time=2; 
and almost 
always=3   

15 minute 
interview 

Score range is 0-
27. 
score of 0 
indicates non-
problem gambling;  
score of 1-2 
indicates low risk 
gambling;  
score of 3-7 
indicates 
moderate risk 
gambling; and  
score of 8 or more 
indicates problem 
gambling 

Gambling 
Behavior 
Interview 
(GBI) (2001) 
 
 
 
  

Clinical interview to 
measure signs and 
symptoms of PG, 
including gambling 
frequency, amount 
of time and money 
spent gambling, 
the SOGS, DSM-
IV, GA-20, PGSI, 
32 research items, 
Lie-Bet, NODS-
CLiP, BBGS, with a 
past year 
timeframe 

112 items, 
four-point 
response 
options 

30-60 minute 
interview 

DSM score of 5 or 
more indicates 
PG; 
20-item research 
scale uses item 
weights; 5-item 
screen score of 2 
or more indicate 
Probable 
Pathological 
Gambling 

Sydney Laval 
Universities 
Gambling 
Screen 
(SLUGS) 
(2008) 

impaired control, 
harm, and need for 
treatment 

Seven 
items; 0 to 
100 scale 
response 
options 

Self-
administered  

Not provided in 
development 
article 
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Descriptions of Instruments 
 

Victorian 
Gambling 
Screen (VGS) 
(2001) 

Three scales 
measuring harm to 
self; harm to 
partner; and 
enjoyment of 
gambling.  Only the 
Harm to Self (HS) 
scale is useful for 
measuring problem 
gambling.   

15 items for 
HS scale;   
five-point 
response 
options;   

Self-
administered 
or interview 

HS scale scores 
range from 0 to 
60.  

Three cut scores:  
(a) 21+ for 
“problem 
gambler”; (b) 9+ 
for “Borderline or 
problem gambler”; 
and (c) 14+ for 
“pathological 
gambler” (based 
on DSM-IV). 

Problem and 
Pathological 
Gambling 
Measure 
(PPGM) 
(2010) 

Three content 
domains: 
problems; impaired 
control; and other 
issues; Past 12 
months timeframe 

18 items are 
administere
d and 14 
items are 
scored; 
yes/no 
response 
options;  

Self-
administered 
or interview; 
10-20 minutes 
for 18 PPGM 
items and 
longer for 
gambling 
frequency 
measure 

Four categories: 
Pathological 
Gambler; Problem 
Gambler; At Risk 
Gambler; and 
Recreational 
Gambler.  Scoring 
instructions use all 
three content 
domains as well 
as gambling 
frequency and 
money lost 

Brief PG Screens 
Lie/bet (1997) lie to people about 

your gambling; bet 
more and more 
money 

2 items; 
yes/no 
response 
option 

1 minute 
interview 

Answering yes to 
one or both items  
indicates 
Pathological 
Gambling (PG) 

NODS-CLiP 
(2009)  

three-items drawn 
from NODS: Loss 
of Control, Lying, 
and Preoccupation 

3 items; 
yes/no; 
lifetime 
timeframe 

1 minute 
interview 

Answering yes to 
one or more items 
is indicative of PG 
and need for 
further PG 
assessment.  
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Descriptions of Instruments 
 

NODS-PERC 
(2011) 

Four items drawn 
from NODS: 
Preoccupation, 
Escape, Risked 
Relationships, and 
Chasing 

4 items; 
yes/no; 
lifetime 
timeframe 

1 minute 
interview; 
intended for 
use in clinical 
settings 

Answering yes to 
one or more items 
is indicative of 
need for further 
PG assessment 

BBGS (2010) three items drawn 
from DSM-IV 
include:                  
(1) withdrawal;      
(2) lying; and         
(3) financial trouble 

Three items; 
yes/no; past 
12 months 
timeframe 

1 minute 
interview 

Answering yes to 
one or more items 
is indicative of PG 
pending clinical 
evaluation 

Short SOGS 
(1999) 

Five items:             
(1) gambled more 
than you intended 
to (2) people 
criticized your 
gambling       (3)  
money arguments 
centred on your 
gambling       (4) 
felt guilty and  (5) 
claimed to be 
winning money 
gambling when you 
were not 

Five items; 
yes/no 
response 
options; past 
12 months 

1 minute self-
administered 

A score of 2 or 
more is indicative 
of problem or 
pathological 
gambling 

1-item screen 
(2011) 

Have you ever had 
an issue with your 
gambling? 

One item; 
yes/no 
response 
option; 
lifetime is 
past 12 
months 

1 minute 
interview; 
intended for 
screening in a 
medical 
practice 

Yes answer is 
indicative of 
problem gambling 
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Descriptions of Instruments 
 

BPGS (2011) Five items: (1) 
preoccupied with 
gambling; (2) 
needed to gamble 
with larger 
amounts of money; 
(3) gambled longer, 
with more money 
or more frequently 
than you intended 
to; (4) made 
attempts to cut 
down, control or 
stop gambling; (5) 
borrowed money or 
sold anything to get 
money to gamble 

Five items; 
yes/no 
response 
options; 
timeframe 
can be past 
12 months 
or lifetime 

1 minute self-
administered; 
intended for 
population 
research or 
clinical 
settings 

Yes answer to one 
or more items is 
indicative of 
problem gambling 
and need for 
further 
assessment 



Page 67 

 

 

 

Table 1 continued 
Description of Instruments 
 

 Psychometrics Classification Accuracy Indices 

PG Scales 

Name of 
Instrument 

Reliability Validity Sample characteristics, reference 
standard, base rate, sensitivity, 
specificity, and hit rate 

GA-20 
 

alpha = .94 
(Ursua & 
Uribelarrea, 
1998);  
alpha = .84, 
.85 and .87 
in three 
samples 
(Toneatto, 
2008) 

Kuley and Jacobs 
(1988) report that the 
GA-20 yielded high 
correlations with 
frequency of 
gambling and with 
dissociative 
experiences;  GA-20 
correlated with the 
SOGS r = .94 (Ursua 
& Uribelarrea, 1998); 
GA-20 correlated 
with SOGS r = .72 
(Toneatto, 2008) 

Ursua and Uribelarrea (1998):  
Reference standard was group 
membership of 127 problem 
gamblers and 142 non-problem 
social gamblers;  
base rate = .47; sensitivity = .98; 
specificity = .99; hit rate = .99.   
Toneatto (2008) reported 
sensitivity= .99 and 1.00 and 
specificity=.25 and .44 in two 
treatment samples; and less 
accurate in non-treatment problem 
gambling sample with 
sensitivity=.99, specificity=.48 and 
a high FPR=.36 

SOGS alpha = .97; 
One-month 
test-retest 
reliability r = 
.71 

correlations with  
counselor 
assessments r = 
.86), family member 
assessment r  = .60), 
and DSM-III-R 
pathological 
gambling diagnosis r 
= .94) 

GA members (n=213), university 
students (n=384), and hospital 
employees (n=152); Reference 
standard was DSM-III-R diagnosis 
of PG; Hit rates among GA 
members (.98), university students 
(.95), and hospital employees 
(.99) 

MAGS MAGS 7-
item scale 
alpha = .84; 
DSM-IV 12-
item scale 
alpha = .89 

MAGS total 
discriminant score 
was correlated with 
total DSM-IV score r 
= .83 

NA 
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Table 1 continued 
Description of Instruments 
 

DSM-IV-
MR 

alpha = .79 discriminated 
between regular and 
non-regular 
gamblers and 
between problem 
and social gamblers 

NA 

NODS 2-4 week 
test-retest 
coefficients 
of r = .99 
and r = .98 
for lifetime 
and past 
year, 
respectively  

NODS was 
administered to 40 
individuals in 
outpatient problem 
gambling treatment 
programs.  Of these 
40, 38 scored 5 or 
more on the lifetime 
NODS and two 
obtained scores of 4.  
For past year NODS, 
30 scored 5 or more, 
five scored 3 or 4, 
and five scored 2 or 
less. 

NA 

CPGI 9-item 
problem 
gambling 
scale alpha 
= .84; four-
week test-
retest 
correlation 
of r = .78. 

PGIS discriminated 
between different 
groups; correlated 
with the SOGS (r = 
.83), DSM-IV (r = 
.83), and results of 
clinical interviews (r 
= .48) 

 DSM-IV was the reference 
standard; sensitivity was .83 and 
specificity was 1.00. 
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Table 1 continued 
Description of Instruments 
 

GBI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DSM-IV 
alpha = .95; 
20-item 
research 
scale alpha 
= .96; 
 

20-item research 
scale  highly 
correlated with DSM-
IV diagnostic criteria 
scale (r = .90), and 
with SOGS score (r 
= .82).   

Group membership was reference 
standard: gambling treatment 
patients (n=121) and general 
population sample who had 
gambled in past year (n=138). 
Base rate was .47.  DSM-IV using 
standard cut-score of 5+:  hit rate 
= .91; sensitivity = .83; specificity = 
.98; false positive rate = .02; and 
false negative rate = .17; Using a 
DSM-IV cut score of 4+: hit rate = 
.95; sensitivity = .93; specificity = 
.96; false positive rate = .04; and 
false negative rate = .07. 

SLUGS alpha = .85 Each SLUGS item 
was correlated with 
SOGS score ranging 
from r=.41 to r=.70. 
Significant 
differences in 
SLUGS item scores 
across SOGS 
categories. 

The development sample included 
2,069 Scottish participants, most 
of whom were college students.   
No information about cut scores or 
classification accuracy in the 
development article. 

VGS Alpha = .96 
and .89; 

Correlated with 
SOGS r = .87 and 
.41. 

No information available about 
classification accuracy 



Page 70 

 

 

Table 1 continued 
Description of Instruments 
 

PPGM Alpha = .76 Correlated with 
CPGI (r = .61); 
SOGS (r = .66); 
NODS (r = .69)  

607 adults in Ontario Canada; 
reference standard was a clinical 
assessment; Sensitivity = .944; 
Specificity = .998; Diagnostic 
efficiency = .997 

Brief PG Screens 

Lie/bet Kappa = .81 NA  sensitivity of .99, specificity of .91, 
FPR of .01, FNR of .09, PPP of 
.92, and NPP of .99.  Additional 
classification accuracy data were 
computed on a new sample that 
included 295 men (116 GA 
members and 179 VA employees 
and volunteers) and 128 women 
(30 GA members and 98 VA 
employees and volunteers) 
(Johnson, Hamer, & Nora, 1998) 
and sensitivity was 1.00, 
specificity was .85, FPR of .00, 
FNR of .15, PPP =.78, and NPP = 
1.00.   

NODS 
CLiP 

NA NA Sensitivity of .99, specificity of .88, 
false positive rate of .01, and FNR 
= .12;  NODS-CLiP was tested in a 
clinical sample and was found to 
have sensitivity = .98; specificity = 
.30; PPP = .87; NPP = .80; and 
diagnostic efficiency of .86 
(Volberg, Munck & Petry, 2011) 

NODS 
PERC 

NA NA sensitivity of .997; specificity = .39; 
PPV = .89; NPV = .96; and 
diagnostic efficiency = .89 

BBGS NA NA Sensitivity=.96; specificity=.99;  
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Table 1 continued 
Description of Instruments 
 

Short 
SOGS 

NA correlated with the 
full 20-item SOGS r 
= .87 

Reference standard =  SOGS; All 
respondents who scored in the 
probable pathological gambling 
range on the 20-item SOGS, also 
score 2 or more on the Short 
SOGS 

One-item NA NA Reference standard was PGSI 
(Ferris & Wynne, 2001); Screen 
yielded a FPR of .04 and a FNR of 
.21 (Thomas, Piterman, & 
Jackson, 2008). A cross-validation 
of the screen was conducted by 
Rockloff, Ehrich, Themessl-Huber, 
and Evans (2011) who report a 
sensitivity of .21, specificity of .98, 
and a FNR of .79.  

 

BPGS NA NA Reference standard was clinical 
assessment; Sensitivity = .91; 
Specificity = .99; PPP = .99; NPP 
= .94; diagnostic efficiency = .96 

Note. NA means Not Available, not provided, or unknown. FPR=False Positive 
Rate; FNR=False Negative Rate; PPP=Positive Predictive Power; NPP=Negative 
Predictive Power 
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A Comprehensive Review of Problem Gambling Self-
Assessment Tools for Use on an Internet Platform  
 
 
Key Informants  
 
 
Measurement and Self-Assessment Experts  
 
John Cunningham, Ph.D., Senior Scientist, CAMH, Self-Assessment and Online 
Testing Expert  
 
David Hodgins, Ph.D., University of Calgary, Measurement Expert  
 
Jakob Jonsson, Psychologist and Senior Consultant, Spelinstitutet, Stockholm, 
Sweden, Measurement and Online Testing Expert  
 
Robert Murray, Manager, Problem Gambling Project, Centre for Addition and 
Mental Health, Measurement and Online Testing Expert    
 
Rachel Volberg, Ph.D., President, Gemini Research, Measurement Expert   
 
Jamie Wiebe, Ph.D., Director, Centre for the Advancement of Best Practices, 
Responsible Gambling Council, Measurement and Online Testing Expert   
 
Robert Williams, Ph.D., University of Lethbridge, Measurement Expert   
 
 
Online Testing Experts 
 
Paula Anotoniazzi, Program Director, BetCheck, Responsible Gambling Council, 
Online Testing Expert  
 
Roger Horbay, Chief Intelligence Officer, BlackEdge Technologies Inc., Online 
Testing Expert  
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A Comprehensive Review of Problem Gambling Self-
Assessment Tools for Use on an Internet Platform:  
 
Schedule of Questions for Semi-structured Key Informant 
Interviews 
 
 
General Questions  
 
 
1. Do you think there is any public health value in providing online brief self-

screening?  
 

____ Yes  ____ No  
 
 
 
 
 
 
2. What are the most important features of an effective online brief self-

screening tool? 
 
 
 
 
 
 
 
 
 
 
3. Do you think there is any public health value in providing online self-

assessment?  
 

____ Yes  ____ No  
 
 
 
 
 
 
4. What are the most important features of an effective online self-assessment 

tool? 
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Online Brief Self-Screening Questions 
 
As a key informant, we would like you to rate the following brief problem 
gambling self-screening tools.  Based on your knowledge of problem gambling 
and self-assessment and using your own criteria, please rate the brief self-
screening tools on a seven-point scale where 1 represents should definitely 
not be recommended for online brief self-screening and 7 represents 
should definitely be recommended for online brief self-screening.  If you do 
not know the brief problem gambling screen, you are free to say you don’t know 
(DK).  In addition to your recommendation rating, you may offer brief comments 
on each of the potential online brief self-screening tools.   
 
5. Lie-Bet Screen (two items) 
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
6. NODS-CLiP (three items: loss of control, lying and preoccupation)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
7. NODS-PERC (four items: preoccupation, escape, risked-relationships and 

chasing) 
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
8. Brief Biosocial Gambling Screen (BBGS) (three items derived from DSM-IV; 

withdrawal, lying and financial trouble)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
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9. Short SOGS (five items)   
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
10. One-item Screen for Problem Gambling (Have you ever had an issue with 

your gambling?)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
11. Another Brief Self-Screening Tool to Consider for Online Use:  
 
Recommendation Rating:  1 2 3 4 5 6 7  
 
Comments:  
 
 
 
 
12. Have you used any of the above-named brief self-screening tools on an 

online basis? 
 
 
 
 

13. If so, what has been your experience, what have you learned?  
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14. If not, do you know anyone who has knowledge of the online use of any of 
the brief self-screening tools?  
 
 
 
 

15. If so, what is the person’s telephone number and e-mail address? 
 
 
 
 

16. What do you think are the critical best practices to follow for effective and 
successful promotion of online brief self-screening?  

 
 
 
 
 
 
 
 
 
17. Do you have any additional comments that you would like to make?  
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Online Self-Assessment Questions 
 
As a key informant, we would like you to rate the following problem gambling 
self-assessment tools.  Based on your knowledge of problem gambling and self-
assessment and using your own criteria, please rate the self-assessment tools 
on a seven-point scale where 1 represents should definitely not be 
recommended for online self-assessment and 7 represents should 
definitely be recommended for online self-assessment.  If you do not know 
the scale, you are free to say you don’t know (DK).  In addition to your 
recommendation rating, you may offer brief comments on each of the potential 
online self-assessment tools.   
 
18. Centre for Addiction and Mental Health, Check Your Gambling Questionnaire  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
19. DSM-IV-MR (MR = Multiple Response)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
20. Gamblers Anonymous 20 Questions  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
21. Massachusetts Gambling Screen (MAGS)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 



Page 80 

 

 

22. National Opinion Research Centre Diagnostic Screen for Gambling 
Problems-Self Administered (NODS-SA)  

 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
23. Problem Gambling Severity Index (PGSI, the 9-item subset of the Canadian 

Problem Gambling Index (CPGI)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
24. Problem and Pathological Gambling Measure (PPGM)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
25. Responsible Gambling Council BetCheck  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
26. South Oaks Gambling Screen (SOGS) 
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
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27. Sydney Laval Universities Gambling Screen (SLUGS)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
28. Victorian Gambling Screen (VGS)  
 
Recommendation Rating:  1 2 3 4 5 6 7  DK 
 
Comments:  
 
 
 
 
29. Another Self-Assessment Tool to Consider for Online Use:  
 
Recommendation Rating:   1 2 3 4 5 6 7  
 
Comments:  
 
 
 
 
30. Have you used any of the above-named self-assessment tools on an online 

basis? 
 
 
 
 

31. If so, what has been your experience, what have you learned?  
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32. If not, do you know anyone who has knowledge of the online use of any of 
the self-assessment tools?  
 
 
 
 

33. If so, what is the person’s telephone number and e-mail address? 
 
 
 
 

34. What do you think are the critical best practices to follow for effective and 
successful promotion of online self-assessment?  
 
 
 
 
 

35. Do you have any additional comments that you would like to make?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you very much for participating as a key informant!  
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APPENDIX E: FOCUS GROUP QUESTIONS 
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A Comprehensive Review of Problem Gambling Self-
Assessment Tools for Use on an Internet Platform:  
 
Main Questions and Ratings for Focus Group Sessions 
 
 
NOTE:  
 
For our purposes here, we are making a distinction between problem gambling 
brief screening (the use of brief screens of five items or less) and problem 
gambling self-assessment (the use of scales with six items or more).  
Accordingly, some of the questions below pertain to online brief self-screening 
and some of the other questions pertain to online self-assessment.  
 
General Questions  
 
 
1. Do you think there is any value in providing online brief self-screening 

for gambling problems (use of brief screens of five items or less)?  
 

____ Yes  ____ No  
 
 
 
 
 
2. Do you think there is any value in providing online self-assessment 

(use of scales of six items or more)?  
 

____ Yes  ____ No  
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Online Brief Self-Screening Tools (brief screens of five items or less) 
 
As a focus group participant, we would like you to rate the following problem 
gambling brief self-screening tools.  Based on your use of the brief self-screening 
tools, please rate the following brief self-screening tools on a seven-point scale 
where 1 represents I totally disagree and 7 represents I totally agree.  In 
addition to your rating, you may offer brief comments on each of the potential 
online tools.   
 
 
3. Brief Problem Gambling Screen (BBGS)  
 
The Brief Problem Gambling Screen should definitely be recommended for use 
as an online brief screening tool. 
 
Rating:   1 2 3 4 5 6 7  
 
Comments:  
 
 
 
 
 
4. NODS-CLiP   
 
The NODS-CLiP should definitely be recommended for use as an online brief 
screening tool. 
 
Rating:   1 2 3 4 5 6 7  
 
Comments:  
 
 
 
 
 
5. NODS-PERC  
 
The NOD-PERC should definitely be recommended for use as an online brief 
screening tool. 
 
Rating:   1 2 3 4 5 6 7  
 
Comments:  
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Online Self-Assessment Tools (scales of six items or more) 
 
As a focus group participant, we would like you to rate the following problem 
gambling self-assessment tools.  Based on your use of the self-assessment 
tools, please rate the tools on a seven-point scale where 1 represents I totally 
disagree and 7 represents I totally agree.  In addition to your rating, you may 
offer brief comments on each of the potential online tools.   
 
 
6. Problem and Pathological Gambling Measure (PPGM)  
 
The Problem and Pathological Gambling Measure should definitely be 
recommended for use as an online self-assessment tool. 
 
Rating:   1 2 3 4 5 6 7  
 
Comments:  
 
 
 
 
 
7. Problem Gambling Severity Index (PGSI)  
 
The Problem Gambling Severity Index should definitely be recommended for use 
as an online self-assessment tool. 
 
Rating:   1 2 3 4 5 6 7  
 
Comments:  
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Other Questions 
 
 
8. What do you think should be done for effective and successful 

promotion of online brief self-screening and self-assessment?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9. Do you have any additional comments that you would like to make?  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you very much for being a focus group session participant!  
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