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Abstract 

This purpose of this study was to twofold.  First, measure the reliability, validity and 

classification accuracy of the proposed DSM-V diagnostic criteria for Gambling Disorder.  

Second, compare the proposed DSM-V to DSM-IV on reliability, validity and classification 

accuracy.  The proposed DSM-V should represent a significant improvement over DSM-IV.   

The two major changes in the proposed DSM-V are the elimination of the illegal activities 

criterion and the reduction in cut score from five to four criteria.  These revisions allow the use 

of existing DSM-IV data to test DSM-V.  To compare DSM-V to DSM-IV, nine datasets from 

three different countries that used the same measure of DSM-IV criteria and that included the 

same reference standard of group membership in eight datasets were analyzed.  The analyses 

included a total of 3,683 participants from Canada, USA and Spain.  Participants were recruited 

from gambling treatment programs to represent the group with a gambling disorder and from the 

community to represent the group without a gambling disorder.  Participants were administered a 

standardized and valid measure of DSM-IV diagnostic criteria for Pathological Gambling. The 

proposed DSM-V yielded satisfactory reliability, validity and classification accuracy.  In 

comparing the DSM-V to the DSM-IV, most comparisons of reliability, validity and 

classification accuracy showed more similarities than differences.  There was evidence of modest 

improvements in classification accuracy for DSM-V over DSM-IV, particularly in reductions in 

false negative errors.  This reduction in false negative errors was largely a function of lowering 

the cut score from five to four and this proposed revision is clearly an improvement over DSM-

IV.  Nearly every participant who endorsed the illegal acts criterion already had endorsed four or 

more other criteria; however, there were a few individuals who endorsed the illegal acts criterion 
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but who did not endorse four or more other criterion.  From a statistical standpoint, eliminating 

the illegal acts criterion does not make a significant impact on diagnostic accuracy; however, 

from a clinical standpoint, the benefit of eliminating the illegal acts criterion does not appear to 

outweigh the cost of possibly misdiagnosing some individuals. 
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Reliability, Validity, and Classification Accuracy of the Proposed DSM-V Diagnostic Criteria 

for Gambling Disorder and Comparison to DSM-IV 

Accurate diagnosis of Pathological Gambling (PG) is important in order to measure the 

prevalence of PG in the general population, plan prevention efforts, assess patients in clinical 

settings, and measure treatment outcome.  A precise list of the cardinal symptoms of PG is also 

important for awareness and education of the general public of the warning signs of PG. 

Diagnostic criteria for PG were first introduced in 1980 in DSM-III (American 

Psychiatric Association, 1980) and have been revised twice, approximately every seven years.  

The diagnostic criteria were revised in 1987 for DSM-III-R (American Psychiatric Association, 

1987; Lesieur, 1988) and again in 1994 for DSM-IV (American Psychiatric Association, 1994).  

The current standard is DSM-IV; however, the proposed DSM-V revision has been published 

(www.dsm5.org) and is currently under review.  These original criteria and subsequent revisions 

were written by committees of experts based upon a number of factors including their clinical 

experience and expertise as well as a review of the literature.  In spite of the fact that the 

diagnostic criteria are the primary tool for diagnosing PG, and the fact that the criteria are 

regularly revised, there are only a small number of empirical studies on the reliability, validity 

and classification accuracy of the diagnostic criteria (National Research Council, 1999; 

Zimmerman, Chelminski & Young, 2006).  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.  The DSM-IV is not 

an exhaustive list of PG symptoms; however, it includes symptoms that are important and 

relevant for diagnosis (Gebauer, LaBrie & Shaffer, 2010).  Research to date has shown that most 
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diagnostic errors using the current DSM-IV diagnostic criteria are false negatives (i.e., 

concluding that the person does not have the disorder, when they do have the disorder) and these 

classification errors have been found to occur most commonly just below the standard cut score 

of five criteria (Jimenez-Murcia, Stinchfield, et al., 2009; Lesieur & Rosenthal, 1991; 

Stinchfield, 2003; Stinchfield, Govoni & Frisch, 2005; Zimmerman, Chelminski & Young, 

2006).  As a result of these diagnostic errors, some investigators have suggested lowering the cut 

score from five to four (Jimenez-Murcia, Stinchfield, et. al, 2009; Lesieur & Rosenthal, 1991; 

Stinchfield, 2003; Stinchfield, Govoni & Frisch, 2005) while others have suggested eliminating 

one or more criteria (Strong & Kahler, 2007; Zimmerman, Chelminski & Young, 2006) to 

improve diagnostic accuracy.   

The proposed DSM-V revision of the diagnostic criteria for PG does both, lowers the cut 

score as well as eliminates one of the criteria, among other suggested revisions.  The DSM-V 

revision includes the following: (a) renames the disorder from Pathological Gambling to 

Gambling Disorder (GD); (b) reclassifies the disorder from the category of Impulse Control 

Disorder to an Addiction and Related Disorder; (c) eliminates the criterion, “has committed 

illegal acts such as forgery, fraud, theft, or embezzlement to finance gambling”; (d) reduces the 

threshold for diagnosis from five to four criteria; and, (e) specifies that symptoms must occur 

within a 12 month time period.  The two significant revisions of elimination of one of the ten 

criteria and reduction in threshold from five to four criteria have empirical rationales for the 

revision.  Lesieur and Rosenthal (1991) first suggested a threshold of four; however, the 

empirical rationale for the reduction in threshold from five to four criteria comes from three 

studies conducted by Stinchfield and colleagues in three different countries, the US (Stinchfield, 
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2003), Canada (Stinchfield, Govoni & Frisch, 2005), and Spain (Jimenez-Murcia, Stinchfield, et 

al, 2009) (see www.dsm5.org).  All three of these studies found a modest improvement in 

classification accuracy using a cut score of four and a reference standard of group membership; 

that is, patients in treatment versus members of the general population.   

The empirical rationale for the elimination of the illegal acts criterion is based on a study 

by Strong and Kahler (2007) who found the criterion to have a low prevalence and other studies 

have confirmed this finding and have added that it rarely is present in the absence of other 

criteria, and thus, does not add to diagnostic accuracy (Zimmerman, et al., 2006).   

Given the recently proposed DSM-V, it would be important to determine if this revision 

will improve diagnostic accuracy over DSM-IV diagnostic criteria for PG.  At least one 

evaluation has already been published of the proposed DSM-V and this study found support for 

the revision (Petry, Blanco, Stinchfield & Volberg, 2013).  Specifically, internal consistency of 

the nine criteria yielded a Cronbach’s alpha = .95 and the illegal acts criterion loaded adequately 

in the principal components analysis; however, it had the lowest factor loading of the ten criteria 

and it rarely was present in the absence of multiple other criteria and, therefore, added little to 

diagnostic accuracy. To measure classification accuracy, this study used DSM-IV as the 

reference standard and found evidence for accurate diagnosis with the DSM-V for the full 

sample with sensitivity = 100%, specificity = 98%, and hit rate = 98%.  The cut score of four 

performed as well or better than a cut score of five in all five samples tested.  The authors 

acknowledge that a limitation of this study was that the reference standard (a measure of DSM-

IV) was not independent of the test (a measure of DSM-V), in fact, it was the same instrument, 

National Opinion Research Center DSM-IV Screen (NODS), and, therefore, accuracy results 
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may be inflated due to this non-independence, as is evidenced by the reported sensitivity = 

100%.  Besides a lack of independence between the test and the reference standard, another 

limitation of this study was the use of the NODS to measure DSM-IV, because the NODS 

departs from DSM-IV at many points and has been criticized for this lack of fidelity to the 

original DSM-IV (Stinchfield, Govoni & Frisch, 2007).  The limitations of this study suggest 

that additional field testing of DSM-V is warranted, particularly field trials that use an 

independent reference standard and different measure of DSM-IV diagnostic criteria for PG, to 

compute classification accuracy. 

Given the recently proposed DSM-V, it is important to determine if this revision will 

improve diagnostic accuracy over DSM-IV diagnostic criteria for PG.  The following two 

questions must be answered: (1) What is the reliability, validity and classification accuracy of the 

proposed DSM-V revision? and (2) Is the proposed revision an improvement over DSM-IV?    

Because the two primary revisions to the diagnostic criteria are the elimination of one 

diagnostic criterion and the lowering of the threshold, it is possible to test the DSM-V with 

existing DSM-IV datasets.  In order to measure the reliability, validity and classification 

accuracy of the proposed DSM-V diagnostic criteria for PG, DSM-IV datasets from Canada, 

USA and Spain were assembled and analyzed.   

Method 

Participants 

 This study analyzed nine datasets that met the inclusion criteria of administering the same 

standardized and valid measure of DSM-IV diagnostic criteria for PG; and eight of which 

included an independent reference standard of group membership that allowed for the 
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computation of classification accuracy indices.  The datasets without an independent reference 

standard were used for DSM-V reliability and validity analyses, but given the large number of 

datasets available with an independent reference standard, it was not necessary to include any 

more datasets for reliability and validity analyses alone.  Table 1 shows the sources of these nine 

datasets.  The total sample from all nine datasets is 3,683.  The nine samples include adults 

recruited from clinical and community populations in Ontario Canada (n = 812), Minnesota (n = 

2,020) and Barcelona, Spain (n = 851).  The clinical samples include adults recruited from 

gambling treatment programs.  The community samples include adults recruited through 

telephone surveys and flyers placed in public areas.  See Table 1 for a description of the 

participants’ characteristics in each dataset.    

Table 1 

Demographics and Clinical Characteristics for Each Sample 

 

 

Dataset 

Gender 

Male n (%) 

Female n (%) 

Age  

Range  

Mean 

Group sample size 

Clinical n (%) 

Community n (%) 

1) Stinchfield, McCready & Govoni, 

(2012). Ontario, n = 422. 

208 (49) 

214 (51) 

18 to 75 

44.3 

200 (47) 

222 (53) 

2) Stinchfield, McCready & Govoni, 

(2012). Minnesota, n = 212. 

91 (43) 

121 (57) 

18 to 68 

42.2 

 92 (43) 

120 (57) 

3) Jimenez-Murcia, et al., (2012).  

Spain, n = 282. 

252 (90) 

28 (10) 

17 to 79 

43.6 

232 (82) 

50 (18) 
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4) Jimenez-Murcia, et al. (2009).  

Spain, n = 569. 
 

522 (92) 

47 (8) 

17 to 88 

40 

286 (50) 

283 (50) 

5) Stinchfield, et al. (2007). 

Minnesota, n = 135 

51 (38%) 

84 (62%) 

20 to 63 

42 

91 (67) 

44 (33) 

6) Stinchfield, et al. (2007). 

Minnesota, n = 175 

71 (41) 

104 (59) 

18 to 67 

42 

150 (86) 

25 (14) 

7) Stinchfield, Govoni & Frisch (2005);  

Ontario, n = 390 

170 (44) 

196 (50) 

19 to 78 

44 

121 (31) 

269 (69) 

8) Stinchfield (2003);  

Minnesota, n = 1,062 

506 (48) 

556 (52) 

18 to 90 

44 

259 (24) 

803 (76) 

9) Stinchfield, Winters & Dittel (2008);  

Minnesota, clinical = 436 

207 (48) 

229 (52) 

18 to 78 

44 

436 (100) 

 

 

Instrument 

 Each dataset included a standardized psychometrically sound measure of DSM-IV 

diagnostic criteria and some datasets included additional measures of problem gambling such as 

SOGS, GA-20 or PGSI.  The measure of DSM-IV diagnostic criteria are ten items that were 

paraphrased from the ten DSM-IV diagnostic criteria (American Psychiatric Association, 1994; 

Jimenez-Murcia, et al., 2009; Stinchfield, 2003; Stinchfield, Govoni & Frisch, 2005) (10 items).  

These ten DSM-IV items have demonstrated satisfactory reliability with internal consistency 

estimates of Cronbach’s alpha = .81, .77 and .98, for a general population, gambling treatment, 
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and the two groups combined, respectively. In terms of validity, the DSM-IV scale was 

correlated with the SOGS scale r = .77 and r = .75, for a general population and gambling 

treatment sample, respectively.  In terms of classification accuracy, using the standard cut score 

of five, hit rate = .98, sensitivity = .95 and specificity = .99, all of which are satisfactory 

(Stinchfield, 2003).   

Data Analyses 

 There are two tasks.  First, compute reliability, validity and classification accuracy of the 

proposed DSM-V diagnostic criteria.  Second, compare the DSM-V psychometric properties to 

the DSM-IV.  Reliability of DSM-V was examined by measuring factor structure, internal 

consistency and temporal stability.  Reliability was evident if each DSM-V criterion item loads 

.30 or greater on one factor and does not load on other factors; and if coefficient alpha is greater 

than .70 for research purposes, and greater than .90 for important clinical decisions (Nunnally, 

1978).  Those datasets that include a retest will be analyzed in order to compute a correlation 

between test and retest in order to measure temporal stability.  Temporal stability will be evident 

if test-retest correlation coefficients are r > .30 (Cicchetti, 1994).  For the comparison of DSM-V 

to DSM-IV, DSM-V reliability coefficients should be as good as or better than DSM-IV. 

Validity will be examined by measures of convergent, discriminant and construct 

validity.  Convergent validity will be examined by measuring the relationship between the DSM-

V and other measures of gambling problem severity, including SOGS, GA-20, PGSI, time spent 

gambling, money spent gambling and gambling frequency.  Convergent validity will be evident 

if correlation coefficients are r > .30 (Cicchetti, 1994; Nunnally, 1978).  Discriminant validity 

will be examined by measuring the relationship between the DSM-V and variables unrelated to 
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problem gambling, including gender, age, marital status, educational level, income and 

employment status.  Discriminant validity will be evident if correlation coefficients are r < .20 

(Cichetti, 1994; Nunnally, 1978).  Construct validity will be evident if the DSM-V shows large 

and statistically significant differences between the clinical and community samples. For the 

comparison of DSM-V to DSM-IV, DSM-V validity coefficients should be as good as or better 

than DSM-IV. 

Classification accuracy will be measured by computing diagnostic statistics of sensitivity, 

specificity, false negative rate, false positive rate, positive predictive power, negative predictive 

power, hit rate and base rate (Baldessarini, Finklestein & Arana, 1983; Fleiss, 1981; Friedman & 

Cacciola, 1998).  In order to demonstrate satisfactory classification accuracy the hit rate, 

sensitivity and specificity must all be > .90.  In order to demonstrate superiority over DSM-IV, 

classification accuracy indices for the proposed DSM-V must be higher than those for DSM-IV.  

The classification analyses used group membership as the reference standard against which the 

proposed DSM-V (and DSM-IV) was compared.  The two groups were made up of patients in 

gambling treatment versus members from the community or general population (Faraone & 

Tsuang, 1994).  It is assumed that patients in gambling treatment have the disorder and members 

of the general population are free of the disorder.  While this is a fairly safe assumption, there 

may be a small number of patients in treatment who do not satisfy the DSM-V diagnostic criteria 

for GD, and likewise, there may be a small number of members of the general population who 

meet DSM-IV diagnostic criteria for GD.  Nevertheless, this method has proven to be useful in 

previous research on the classification accuracy of DSM-IV (Jimenez-Murcia, Stinchfield, et al., 

2009; Stinchfield, 2003; Stinchfield, Govoni & Frisch, 2007).  Discriminant Function Analysis 
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(DFA) was used to identify which of the diagnostic criteria are the best predictors of group 

membership in the clinical versus the general population groups.  This indicated whether the 

DSM-IV criteria of illegal behavior, that was eliminated in the proposed DSM-V, is the weakest 

predictor of GD as is purported in the one study cited (Strong & Kahler, 2007) as the rationale 

for this revision (www.dsm5.org).   

Results 

Reliability 

 The results of Principal Components Analysis (PCA) (eigen value, percent of variance 

explained and range of item loadings), internal consistency; that is, Cronbach’s alpha (Cronbach, 

1951) for both the proposed DSM-V and DSM-IV are shown for each of the nine datasets in 

Table 2.  In seven of the nine datasets, the nine diagnostic criteria of the proposed DSM-V 

formed a unidimensional scale with eigen values ranging from 5.1 to 8.5 and the variance 

accounted for ranged from 51% to 85%.  Factor loadings for items ranged from .43 to .97.  Two 

datasets showed two factors and the second factor was largely a function of the illegal activities 

criterion which had the highest factor loading on the second factor.  But, for the other seven 

datasets, the illegal criterion had the lowest item loading.  The DSM-V demonstrated excellent 

internal consistency with a Cronbach’s coefficient alpha ranging from .67 to .98 and eight of the 

nine datasets showed coefficient alphas above the minimum threshold of .70 and six of the nine 

datasets had coefficient alphas above high threshold of .90.  These results showed evidence for 

internal consistency of DSM-V and that the illegal activities criterion was the weakest criterion.  

DSM-IV showed similar results and the DSM-V was as good as or better than DSM-IV in most 

of these comparisons. 

http://www.dsm5.org/
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 Temporal stability was computed from two datasets with test-retest data and DSM-IV had 

a test-retest icc=.74; DSM-V test-retest icc=.71 (Stinchfield, et al., 2007). In the second dataset, 

DSM-IV test-retest icc=.78; DSM-V test-retest icc=.73 (Stinchfield, et al., 2007).  DSM-V 

exhibited slightly lower test-retest correlations than DSM-IV, but it was above the threshold for 

adequate evidence of temporal stability. 

 
Table 2 
 
Reliability of DSM-IV and DSM-V 
 
 
 
Dataset 

Principal Components Analysis: 
Number of factors;  
Eigen value and % variance;  
Range of factor loadings;  
illegal criterion item loading 

 
 
Coefficient Alpha 

DSM-IV DSM-V DSM-IV DSM-V 
1) Stinchfield, McCready & 
Govoni, (2012a).  
Ontario, n = 422 

1 factor;  
6.8 (68%);  
.53 to .91;  
.53 

1 factor; 6.5 
(72%) 
.75 to .91 

.95  .95  

2) Stinchfield, McCready & 
Govoni, (2012b).  
Minnesota, n = 212 

1 factor;  
6.6 (66%); 
.69 to .93;  
.69 

1 factor;  
6.2 (69%); 
.72 to .93 

.94  .94 

3) Jimenez-Murcia, et al. 
(2012).  
Spain, n = 282 

2 factors;  
4.7 (47%);  
.40 to .83;  
.40; 
1.0 (10%); 
.35 to .73;  
.73 

1 factor; 
4.6 (51%);  
.47 to .83 

.87 .87 

4) Jimenez-Murcia, et al. 
(2009)  
Spain, n = 569 

1 factor;  
6.7 (67%);  
.43 to .91;  
.43 

1 factor;  
6.5 (72%);  
.74 to .92 

.94 .95 

5) Stinchfield, et al. (2007); 
Minnesota, n = 135 

1 factor; 
6.7 (67%);  
.61 to .92;  
.61 

1 factor; 
6.4 (71%);  
.68 to .92 

.94 .95 
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6) Stinchfield, et al. (2007); 
Minnesota, n = 175 

1 factor; 
5.1 (51%); 
.48 to .82; 
.48 

1 factor; 
4.9 (54%); 
.62 to .83; 
 

.88 .89 

7) Stinchfield, Govoni & 
Frisch (2005);  
Ontario, n = 390 

1 factor; 
6.4 (64%)  
.63 to .89; 
.63 

1 factor; 
6.0 (67%)  
.66 to .90 

.94 .94 

8) Stinchfield (2003); 
Minnesota, n = 1,062  

1 factor; 
8.5 (85%)  
.76 to .97; 
.76 

1 factor; 
7.9 (88%)  
.89 to .97 
.89 

.98 .98 

9) Stinchfield, Winters & 
Dittel (2008);  
Minnesota clinical = 436 

2 factors;  
2.8 (28%); 
.41 to .63; 
.47; 
1.3 (13%) 
-.38 to .59 
.59 

2 factors; 
2.6 (29%); 
.38 to .66; 
1.1 (12%); 
-.38 to .61 

.69 .67 

 
 
Validity 

Convergent and discriminant validity coefficients for the proposed DSM-V and DSM-IV 

are shown in Table 3.  Evidence of convergent validity of the proposed DSM-V and DSM-IV 

was exhibited by most correlations greater than the threshold of r > .30 with concurrent 

gambling problem severity measures.  Evidence of discriminant validity of the proposed DSM-V 

and DSM-IV was exhibited by most correlations below the threshold correlation of r < .20 with 

variables purported to be unrelated to problem gambling, such as age and gender.  The DSM-V 

exhibited validity correlations nearly identical to that obtained for DSM-IV. 
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Table 3 
 
Convergent and Discriminant Validity of DSM-IV and DSM-V 
 
 
Dataset 

Convergent and Discriminant Validity 
Variable 

DSM-IV      DSM-V 

1) Stinchfield, 
McCready & Govoni 
(2012a).  
Ontario, n = 422 
 
 

Convergent Validity Variables 
Gambling Frequency 
Money spent gambling 
Time Spent gambling 
Days gambling in past month 
Money spent gambling in a typical month 
SOGS 
PGSI 
GA-20 
 

 
.54 
.25 
.44 
.40 
.24 
.93 
.95 
.95 

 
.54 
.25 
.43 
.39 
.24 
.93 
.95 
.95 

Discriminant Validity Variables 
Sex 
Age 
Race 
Marital Status 
Educational Level 
Employment Status 
Personal Income 
Household Income 

 
.17 
.15 
.12 
.23 
-.27 
-.25 
-.06 
-.23 

 
.17 
.15 
.11 
.22 
-.26 
-.23 
-.05 
-.22 

2) Stinchfield, 
McCready & Govoni 
(2012b).  
Minnesota, n = 212 
 

Convergent Validity Variables 
Gambling Frequency 
Money spent gambling 
Time spent gambling 
Days gambling in past month 
Money spent gambling in a typical month 
SOGS 
PGSI 
GA-20 

 
.46 
.42 
.21 
.60 
.44 
.95 
.96 
.96 

 
.46 
.40 
.21 
.59 
.42 
.94 
.96 
.96 

Discriminant Validity Variables 
Sex 
Age 
Race 
Marital Status 
Educational Level 
Employment Status 
Personal Income 
Household Income 

 
-.01 
.40 
.18 
.18 
-.17 
-.13 
.09 
.00 

 
-.01 
.40 
.18 
.18 
-.17 
-.14 
.08 
-.02 
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3) Jimenez-Murcia, et 
al. (2012).  
Spain n = 282 
 

Convergent Validity Variables 
Gambling Frequency 
Days gambling in past month 
SOGS 
PGSI 
GA-20 

 
.50 
.35 
.86 
.89 
.90 

 
.49 
.34 
.86 
.89 
.89 

Discriminant Validity Variables 
Sex 
Age 
Race 
Marital Status 
Educational Level 
Employment Status 
Personal Income 
Household Income 

 
-.03 
-.27 
.11 
.11 
.00 
.15 
-.29 
-.23 

 
-.01 
-.26 
.10 
.10 
-.02 
.14 
-.28 
-.23 

4) Jimenez-Murcia, et 
al. (2009).  
Spain, n = 569 
 

Convergent Validity Variables 
Gambling Frequency 
Largest amount gambled in one day 
SOGS 

 
.50 
.85 
.95 

 
.50 
.85 
.95 

Discriminant Validity Variables 
Sex 
Age 
Marital Status 
Educational Level 
Employment Status 

 
.00 
-.01 
-.11 
-.21 
.14 

 
.00 
.00 
-.11 
-.21 
.14 

5) Stinchfield, et al. 
(2007);  
Minnesota, n = 135 
 

Convergent Validity Variables 
Gambling Frequency 
Age started regular gambling 
Days gambling in past month 
Past year gambling debt 
SOGS 
Financial Problems 
Legal Problems 

 
.80 
.70 
.53 
.36 
.93 
.69 
.44 

 
.80 
.71 
.51 
.36 
.92 
.67 
.40 

Discriminant Validity Variables 
Sex 
Age 
Race 
Marital Status 
Educational Level 
Employment Status 
Personal Income 

 
.28 
.21 
.12 
.18 
-.35 
.13 
-.11 

 
.27 
.23 
.12 
.18 
-.35 
.14 
-.12 

6) Stinchfield, et al. 
(2007);  
Minnesota, n = 175  

Convergent Validity Variables 
Gambling Frequency 
Age started regular gambling 

 
.50 
.05 

 
.50 
.05 
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 Days gambling in past month 
Past year gambling debt 
SOGS 
Financial Problems 
Legal Problems 

.22 

.22 

.88 

.65 

.41 

.23 

.22 

.87 

.62 

.34 
Discriminant Validity Variables 
Sex 
Age 
Race 
Marital Status 
Educational Level 
Employment Status 
Personal Income 

 
.11 
.04 
.05 
-.19 
-.02 
-.20 
-.21 

 
.10 
.04 
.05 
-.16 
.00 
-.18 
-.18 

7) Stinchfield, 
Govoni & Frisch 
(2005);  
Ontario, n = 390 
 

Convergent Validity Variables 
SOGS 
Gambling frequency 
Largest amount gambled in one day 
Days spent gambling 

 
.93 
.61 
.69 
.54 

 
.93 
.61 
.69 
.54 

Discriminant Validity Variables 
Gender 
Age 
Marital Status 
Level of Education 
Employment Status 
Personal Income 

 
.13 
-.01 
-.01 
.00 
-.05 
-.02 

 
.13 
.00 
-.03 
-.01 
-.04 
-.03 

8) Stinchfield (1995) 
Minnesota, n = 1,062  
 

Convergent Validity Variables 
SOGS 
Gambling frequency 
Largest amount gambled in one day 

 
.97 
.71 
.65 

 
.97 
.71 
.66 

Discriminant Validity Variables 
Gender 
Age 
Marital Status 
Level of Education 
Employment Status 
Personal Income 

 
-.08 
-.18 
.05 
-.05 
-.07 
-.34 

 
-.08 
-.18 
.05 
-.06 
-.07 
-.34 

9) Stinchfield, 
Winters & Dittel 
(2008); Minnesota, 
clinical = 436 

Convergent Validity Variables 
SOGS 
Gambling frequency 
Largest amount gambled in one day 
 

 
.65 
.20 
.05 

 
.61 
.20 
.06 

Discriminant Validity Variables 
Gender 
Age 

 
.13 
-.05 

 
.12 
-.02 
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Marital Status 
Level of Education 
Employment Status 
Personal Income 

.02 
-.02 
.04 
-.01 

.02 

.00 

.05 

.00 
 

The DSM-IV and the proposed DSM-V exhibited evidence of construct validity, by 

showing statistically significant differences between clinical and community samples.  Table 4 

shows the mean and between-groups t-test of DSM-V and DSM-IV scores for clinical and 

community samples in each of the eight datasets with a reference standard.  These data show 

large DSM-V mean scores above the threshold of four for clinical samples, ranging from 6.2 to 

8.2, and DSM-V scores near zero for the community samples, ranging from .02 to 1.7.   

 
 
Table 4 
 
Construct Validity of DSM-IV and DSM-V 
 
 
 
Dataset 

DSM-IV DSM-V 

Clinic  
Mean 

Comm 
Mean 

 
t 

 
p 

Clinic 
Mean 

Comm 
Mean 

t p 

1) Stinchfield, 
McCready & Govoni 
(2012).  
Ontario, n = 422 

8.1 1.0 42 <.001 7.8 1.0 42 <.001 

2) Stinchfield, 
McCready & Govoni 
(2012).  
Minnesota, n = 212 

8.8 1.7 29 <.001 8.2 1.7 28 <.001 

3) Jimenez-Murcia, et 
al. (2012)  
Spain, n = 282 

6.4 0.02 43 <.001 6.2 0.02 45 <.001 

4) Jimenez-Murcia, et 
al. (2009). 
Spain, n = 569 

7.3 0.2 60 <.001 7.1 0.1 63 <.001 
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5) Stinchfield, et al. 
(2007); Minnesota, 
n=135 

8.1 0.7 20.7 <.001 7.5 0.7 20.5 <.001 

6) Stinchfield, et al. 
(2007);  
Minnesota, n = 175 

8.0 0.4 20.5 <.001 7.5 0.4 21.1 <.001 

7) Stinchfield, 
Govoni, & Frisch 
(2005);  
Ontario, n = 390 

6.8 0.3 32 <.001 6.4 0.3 34 <.001 

8) Stinchfield (2003); 
Minnesota; n=1,062  

8.5 0.1 68 <.001 7.9 0.1 70 <.001 

Note. Clinic = Clinical Sample; Comm = Community Sample 
 

Classification Accuracy 

 Table 5 shows classification accuracy indices for DSM-IV and proposed DSM-V for each 

of the eight datasets with a reference standard.  DSM-V exhibited excellent classification 

accuracy with six of the eight datasets showing hit rate, sensitivity and specificity greater than 

.90.  DSM-IV met this same threshold in six of the eight datasets.  In terms of hit rate, DSM-V 

and DSM-IV obtain very similar results and DSM-V did as well or slightly better than DSM-IV 

in six of the eight datasets.  These results show evidence for modest improvements in 

classification accuracy of the DSM-V over the DSM-IV. 

 
 
Table 5 
 
Classification Accuracy of DSM-IV and DSM-V 
 
 
Dataset 

Classification Indices DSM-IV  
(5 out of 10) 

DSM-V 
(4 out of 9) 

1) Stinchfield, 
McCready & Govoni 

Base Rate 200/422 = .47 200/422 = .47 
Hit Rate 399/422 = .95 397/422 = .94 
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(2012). Ontario 
sample (n = 422);  
Treatment = 200;  
Community = 222 

Sensitivity 191/200 = .96 195/200 = .98 
Specificity 208/222 = .94 202/222 = .91 
FPR 14/222 = .06 20/222 = .09 
FNR 9/200 = .04 5/200 = .02 
PPP 191/205 = .93 195/215 = .91 
NPP 208/217 = .96 202/207 = .98 

2) Stinchfield, 
McCready & Govoni 
(2012). Minnesota 
sample (n = 212);  
Treatment = 92;  
Community = 120 

Base Rate 92/212 = .43 92/212 = .43 
Hit Rate 199/212 = .94 191/212 = .90 
Sensitivity 91/92 = .99 92/92 = 1.00 
Specificity 108/120 = .90 99/120 = .83 
FPR 12/120 = .10 21/120 = .18 
FNR 1/92 = .01 0/92 = .00 
PPP 91/103 = .88 92/113 = .81 
NPP 108/109 = .99 99/99 = 1.00 

3) Jimenez-Murcia, et 
al. (2012)  
Spain, n = 282 
Clinical = 232 
Community = 50 

Base Rate 232/282 = .82 232/282 = .82 
Hit Rate 229/282 = .81 253/282 = .90 
Sensitivity 179/232 = .77 203/232 = .88 
Specificity 50/50 = 100 50/50 = 100 
FPR 0/50 = 0 0/50 = 0 
FNR 53/232 = .23 29/232 = .13 
PPP 179/179 = 100 203/203 = 100 
NPP 50/103 = .49 50/79 = .63 

4) Jimenez-Murcia, et 
al. (2009). 
 Spain, n = 569 
clinical = 286 
community = 283 

Base Rate 286/569 = .50 286/569 = .50 
Hit Rate 542/569 = .95 552/569 = .97 
Sensitivity 262/286 = .92 273/286 = .95 
Specificity 280/283 = .99 279/283 = .99 
FPR 3/283 = .01 4/283 = .01 
FNR 24/286 = .08 13/286 = .05 
PPP 262/265 = .99 273/277 = .99 
NPP 280/304 = .92 279/292 = .96 

5) Stinchfield, et al. 
(2007); 
Minnesota n = 135 
clinical = 91  
Community = 44 

Base Rate 87/130 = .67 87/130 = .67 
Hit Rate 124/130 = .95 124/130 = .95 
Sensitivity (TPR) 84/87 = .97 85/87 = .98 
Specificity (TNR) 40/43 = .93 39/43 = .91 
FPR 3/43 = .07 4/43=.09 
FNR 3/87 = .03 2/87 = .02 
PPP 84/87 = .97 85/89 = .96 
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NPP 40/43 = .93 39/41 = .95 
6) Stinchfield, et al. 
(2007);  
Minnesota n = 175 
clinical =150 
Community= 25 

Base Rate 150/175 = .86 150/175 = .86 
Hit Rate 167/175 = .95 170/175 = .97 
Sensitivity (TPR) 143/150 = .95 146/150 = .97 
Specificity (TNR) 24/25 = .96 24/25 = .96 
FPR 1/25 = .04 1/25 = .04 
FNR 7/150 = .05 4/150 = .03 
PPP 143/144 = .99 146/147 = .99 
NPP 24/31=.77 24/28 = .86 

7) Stinchfield, 
Govoni & Frisch 
(2005);  
Ontario, n = 390 
clinical = 121 
community = 269 

Base Rate 121/390 = .31 121/390 = .31 
Hit Rate 367/390 = .94 375/390 = .96 
Sensitivity (TPR) 101/121 = .83 111/121 = .92 
Specificity (TNR) 266/269 = .99 264/269 = .98 
FPR 3/269 = .01 5/269 = .02 
FNR 20/121 = .17 10/121 = .08 
PPP 101/104 = .97 111/116 = .96 
NPP 266/286 = .93 264/274 = .96 

8) Stinchfield (2003);   
Minnesota n = 1,062 
clinical = 259 
community = 803 

Base Rate 259/1059 = .25 259/1059 = .25 
Hit Rate 1042/1059 = .98 1044/1059 = .99 
Sensitivity 245/259 = .95 250/259 = .97 
Specificity 797/800 = .996 794/800 = .993 
FPR 3/800 = .004 6/800 = .007 
FNR 14/259 = .05 9/259 = .03 
PPP 245/248 = .99 250/256 = .98 
NPP 797/811 = .98 794/803 = .99 

 
 
Comparison of Prevalence Rates 

In order to examine the difference in prevalence rates that can be expected from moving 

to DSM-V from DSM-IV, a comparison is shown in Table 6 for all eight datasets.  DSM-V 

yielded higher prevalence rates than DSM-IV in all nine datasets; however, the difference was 

small and statistically non-significant (alpha=.01) in all nine datasets; however, it should be 

noted that one dataset showed a difference that was statistically significant at alpha=.05.  These 

results suggest that DSM-V yielded consistent and slightly higher prevalence rates than DSM-
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IV. 

 
 
Table 6 
 
Comparison of prevalence rates between DSM-IV and DSM-V 
 
 
Dataset 

 
DSM-IV 

 
DSM-V 

Difference between 
proportions 
 
difference        z             p 

1) Stinchfield, 
McCready & Govoni 
(2012).  
Ontario, n = 422 

205/422 = .486 215/422 = .509 .023 -69 .49 

2) Stinchfield, 
McCready & Govoni 
(2012).  
Minnesota, n = 212 

103/212 = .486 113/212 = .533 .047 -.97 .33 
 

3) Jimenez-Murcia, et 
al. (2012).  
Spain, n = 282 

179/282 = .635 203/282 = .720 .085 -2.16 .03 

4) Jimenez-Murcia, et 
al. (2009).  
Spain, n = 569 

265/569 = .466 277/569 = .487 .021 -.71 .48 

5) Stinchfield, et al. 
(2007);  
Minnesota, n=135 

87/130 = .669 89/130 = .685 .016 -.27 .79 

6) Stinchfield, et al. 
(2007);  
Minnesota, n = 175 

144/175 = .82 147/175 = .84 .02 -.43 .67 

7) Stinchfield, 
Govoni & Frisch 
(2005);  
Ontario, n = 390 

104/390 = .267 116/390 = .297 .03 -.96 .34 
 

8) Stinchfield (2003) 
Minnesota, n=1,062 

248/1059 = 
.234 

256/1,059 = 
.242 

.008 -.41 .68 
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9) Stinchfield, 
Winters & Dittel 
(2008); Minnesota, n 
= 436 

416/436 = .954 421/436 = .966 .012 -.86 .39 

 
The rationale for eliminating the illegal activities criterion was that it is a late stage 

indicator, sometimes referred to as the desperation stage and, therefore, it is unlikely to be 

present in the absence of other criteria in sufficient number to reach the diagnostic threshold.  

Therefore, its elimination should not have a significant impact on diagnostic rate.  To test the 

validity of this rationale for the elimination of the illegal activity criterion, the number of 

participants who endorsed the illegal activity criterion were divided by the number of 

participants who had a sufficient number of other endorsed criteria to reach diagnostic thresholds 

for cut scores of five (DSM-IV) and four (DSM-V).  This test shows how diagnostic rates would 

be influenced by the elimination of the illegal activities criterion.  That is, among those 

participants who endorsed the illegal acts criterion, how many would have already reached the 

diagnostic threshold for five criteria (as in DSM-IV), and four criteria (as proposed in DSM-V)?  

Table 7 shows this as a proportion.  The proportion is computed by a numerator of the number of 

participants who reached the cut score of five or more (excluding the illegal acts criterion), 

divided by the number of participants who endorsed the illegal acts criterion in the denominator.  

Table 7 shows that nearly every individual who endorsed illegal acts criterion reached diagnostic 

threshold without the illegal acts criterion, and this proportion is higher for the proposed DSM-V 

cut score of four or more, than for DSM-IV cut score of five or more.  Nevertheless, there was a 

small number of individuals who endorsed illegal acts criterion but who did not meet the 

diagnostic threshold.  Specifically, across these nine datasets, there were nine individuals who 

endorsed the illegal acts criterion but did not endorse four or more other criteria, and 23 
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individuals who did not endorse five or more other criteria.  

 
Table 7 
 
Proportion of sample that endorsed illegal activity criterion and met threshold  
 
for diagnosis without illegal activity criterion 
 
 
 
Dataset 

DSM-IV cut 
score of five;  
 

DSM-V cut 
score of four; 
 

Difference between 
proportions 
 
Difference      z          p 

1) Stinchfield, 
McCready & Govoni 
(2012a).  
Ontario, n = 422 

65/66 (.985)  65/66 (.985) 
 

0 0 1.0 

2) Stinchfield, 
McCready & Govoni 
(2012b).  
Minnesota, n = 212 

53/53 (1.0) 
 

53/53 (1.0)  
 

0 0 1.0 
 

3) Jimenez-Murcia, et 
al. (2012)  
Spain, n = 282 

42/43 (.977) 
 

42/43 (.977)  
 

0 0 1.0 

4) Jimenez-Murcia, et 
al. (2009)  
Spain, n = 569 

53/54 (.981) 
 

54/54 (1.0) 
 

.019 
 

1.0 .31 

5) Stinchfield, et al 
(2007); 
Minnesota, n=135 

50/55 (.909) 
 

53/55 (.964) 
 

.055 
 

1.2 .24 

6) Stinchfield, et al. 
(2007);  
Minnesota, n = 175 

73/76 (.961) 
 

75/76 (.987) 
 

.026 
 

-1.0 .31 

7) Stinchfield, 
Govoni & Frisch 
(2005);  
Ontario, n = 390 

39/44 (.886)  
 

41/44 (.932)  
 

.046 
 

-.74 .46 
 

8) Stinchfield (2003) 
Minnesota; n=1,062 

134/136 (.985) 
 

136/136 (1.0)  
 

.015 
 

-1.4 .16 

9) Stinchfield, 
Winters & Dittel 
(2008); Minnesota, n 
= 436 

275/280 (.982) 
 

279/280 (.996) 
 

.014 
 

-1.6 .10 
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Note. Numerator is number of Participants with five or more (four or more) endorsed 
criteria/Denominator is number of Participants who endorsed illegal activity criterion. 
 

Finally, to determine the strength of each criteria to predict group membership and, 

therefore, to determine if illegal acts is the weakest criterion, the results of a multivariate 

discriminant function analysis are shown in Table 8 for the eight datasets with a reference 

standard.  These numbers are interpreted as weights in a discriminant function equation to 

predict group membership and, therefore, large positive weights indicate the strongest predictors 

of membership in the clinical sample.  Negative weights indicate predictors of membership in the 

community sample and weights near zero contribute little to the overall prediction.  Table 8 

shows that the illegal acts criterion is one of the weaker predictors across the nine datasets, but it 

is not the weakest.  It was the weakest criterion in two of the nine datasets and if absolute value 

is used, illegal acts criterion was the weakest predictor in only one dataset and tied as the 

weakest in two other datasets.  The most consistent weak predictor was criterion #4, ‘is restless 

or irritable when attempting to cut down or stop gambling‘, which was the weakest predictor in 

five of the nine datasets (and a weight of zero in a sixth dataset), followed by criterion #2 ‘needs 

to gamble with increasing amounts of money in order to achieve the desired excitement’ and 

criterion #8 ‘illegal acts’ as the next two weakest predictors.   

 
 
Table 8 
 
Standardized Canonical Discriminant Function Coefficients  
 
(strength of each item to predict group membership) 
 
 
Dataset 

DSM-IV Criteria (Items) 

1 2 3 4 5 6 7 8 9 10 
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1) Stinchfield, 
McCready & Govoni 
(2012a).  
Ontario, n = 422 

.11 .25 .19 -.05 .32 .16 .34 .10 .13 .24 

2) Stinchfield, 
McCready & Govoni 
(2012b). Minnesota, 
n = 212 

-.02 .04 .09 .25 .27 .09 .42 .17 .22 .17 

3) Jimenez-Murcia, et 
al. (2012)  
Spain, n = 282 

.21 -.12 .48 .00 .15 .20 .59 -.11 .03 .05 

4) Jimenez-Murcia, et 
al. (2009).  
Spain, n = 569 

.04 -.02 .52 .10 .15 .03 .58 -.03 .17 .21 

5) Stinchfield, et al. 
(2007);   
Minnesota, n = 135 

.05 .14 .35 -.32 .16 -.06 .52 .08 .21 .42 

6) Stinchfield, et al. 
(2007);  
Minnesota, n = 175 

.35 -.11 .38 -.04 .42 .11 .51 .05 .13 .16 

7) Stinchfield, 
Govoni, & Frisch 
(2005);  
Ontario, n = 390 

.48 -.01 .64 -.09 .29 .24 -.04 -.09 .07 .10 

8) Stinchfield (2003); 
Minnesota, n = 1,062 

.24 -.03 .40 -.05 .28 .03 .13 .00 .40 .08 

Note. See Appendix A for DSM-IV criteria for Pathological Gambling. 
 

Discussion 

 This study had a twofold purpose.  First, compute reliability, validity and classification 

accuracy of the proposed DSM-V diagnostic criteria.  Second, compare the DSM-V 

psychometric properties to the DSM-IV.  The first purpose was achieved by computing 

reliability, validity and classification accuracy of the DSM-V and it was found that the DSM-V 

exhibited evidence of satisfactory reliability, validity and classification accuracy.  The second 

purpose was achieved by comparing DSM-V to DSM-IV on psychometric properties and it was 
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found that the DSM-V was as good as, and in some analyses, better than the DSM-IV.  Overall, 

the DSM-V yielded very similar estimates of reliability, validity and classification accuracy as 

compared to DSM-IV.  

 There were two major findings.  First, lowering the threshold from five to four criteria 

had more of an impact on diagnosis than elimination of the illegal activity criterion and the 

impact was a modest improvement in diagnostic accuracy.  Second, elimination of the illegal acts 

criterion had very little impact on diagnosis and accuracy because most individuals who 

endorsed the illegal acts criterion already had endorsed four or more of the other criteria and, 

therefore, had reached the threshold for diagnosis.  Nevertheless, there were a small number of 

individuals who endorsed illegal acts but did not endorse four or more other criteria.  When 

considering the elimination of the illegal acts criterion, the cost of this small number of 

misdiagnosed individuals should be weighed against benefit of reducing the number of criteria 

from ten to nine.  There is also the question of whether this criterion is the weakest criterion of 

the set of ten in terms of predicting clinical versus community group membership.  Discriminant 

function analyses reported in Table 8 found illegal acts to be one of the weaker criteria, but not 

the weakest.  On the one hand, these results indicate that the illegal acts criterion can be 

eliminated with very little impact on diagnosis, from a statistical standpoint.  On the other hand, 

there will be a few individuals who will not reach diagnostic threshold with the elimination of 

the illegal acts criterion.  The number of individuals ranged from as few as none in some datasets 

to as many as three out of 44 individuals in one dataset.  There appears to be a small number of 

individuals who have engaged in illegal activity associated with their gambling but who do not 

endorse four or more other criteria.  From a clinical standpoint, it could be argued that this 
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criterion is important for diagnosis in a small number of individuals and should not be 

eliminated.  The problem of misdiagnosis caused by eliminating the illegal acts criterion is 

reduced by the lower cut score of four in the DSM-V which cuts the number of misidentified 

individuals from 23 to nine out of 807 individuals who endorsed illegal acts in these nine 

datasets. 

 One might take the PCA results, note that the illegal acts criterion consistently had the 

lowest item loading on the principal component, and conclude that it could be eliminated.  While 

this is true for the goal of creating a unidimensional scale, it is not necessarily the best way to 

select or eliminate diagnostic criteria.  A disorder, such as a gambling disorder, may not be best 

represented by a unidimensional scale.  If you include only items that are highly correlated with 

a single factor, you will obtain a reliable scale; however, this does not guarantee that you have 

included all of the cardinal signs and symptoms of a disorder.  There may be signs and symptoms 

of a disorder that represent disparate elements of the disorder but that may not covary in all 

individuals.  For example, some individuals have physical symptoms associated with a gambling 

disorder, such as anxiety, sleep disturbances, etc., and these symptoms may not be highly 

correlated with the other criteria; however, that does not mean they are not important to 

diagnosis.  It may be that the best set of diagnostic criteria be drawn from a heterogeneous 

symptom pool representing multiple dimensions of the disorder and they may not yield high rates 

of internal consistency.  

 While the DSM-V showed modest improvements in diagnostic accuracy over the DSM-

IV, the most important improvement from a clinical standpoint is the lower False Negative Rate 

(FNR).  Some investigators use ROC analysis and try to find the best cut score which typically 
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balances or gives equal importance to FPR and FNR, but from a clinical standpoint, FNR is a 

more serious error than FPR.  It is much more serious to tell someone they do not have a GD 

when they do, than to tell someone they have a GD when they do not.  If someone is given the 

green light to continue their gambling when it is causing problems for them, this is a more 

serious error than when someone is given the red light to stop and attend to their gambling and 

obtain additional clinical assessment and/or treatment.  The lowering of the threshold in DSM-V 

reduced the FNR in all eight datasets that had a reference standard, some reductions were 

dramatic, cutting the FNR in half and this improvement is clinically significant.  In fact, 

reduction in the FNR could be justified even if the overall diagnostic accuracy was reduced, but 

in these datasets the FNR was reduced while maintaining high overall diagnostic accuracy that 

was as good as, or better than, the DSM-IV and, therefore, represents a substantial improvement 

over DSM-IV. 

The same cannot be said for the elimination of the illegal acts criterion.  It is much less 

clear that this is a substantial improvement.  The only benefit of this proposed revision is one less 

criterion or assessment question.  And the cost of this revision is that a small number of 

individuals may not be diagnosed correctly, because these data showed that a small number of 

individuals endorsed the illegal acts criterion but did not reach diagnostic threshold on the other 

criteria.  From a statistical standpoint, this does not have a large impact on diagnostic accuracy 

because so few individuals are affected by it.  As reported in these nine datasets, nine out of 807 

individuals who endorsed illegal activity did not reach diagnostic threshold (four or more) on the 

other criteria.  It could be argued that this criterion should not be eliminated because it is known 

to be a symptom of PG since PG was first introduced in 1980 and has been present in all 
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versions, DSM-III (American Psychiatric Association, 1980), DSM-III-R (American Psychiatric 

Association, 1987) and DSM-IV (American Psychiatric Association, 1994).   

The illegal acts criterion is not without its problems.  It can be misunderstood by 

interviewees and it may also be the most underreported criterion.  Many problem gamblers write 

bad checks, but they may not consider that act to be “illegal”, particularly if they plan to put 

money in the checking account later to cover the bad check.  Some problem gamblers may not 

consider writing a bad check as illegal behavior if they did not suffer any adverse consequences 

from it, such as being arrested.  DSM-III inquired about arrests; however, the requirement of an 

arrest was dropped in DSM-III-R when it was realized that the important element of the 

symptom was the illegal act and not the arrest, and the fact that many gamblers commit illegal 

acts without being arrested.  Some problem gamblers may not report illegal behavior in a clinical 

assessment for fear of the implications of admitting to an illegal act.  Anecdotally, clinicians 

report that some individuals who do not report illegal activity at the initial diagnostic assessment, 

will later in the course of treatment disclose illegal activity that they engaged in to fund their 

gambling or pay gambling debts.  This underreporting may also contribute to low prevalence 

rates for this criterion, which is partly why it is being eliminated.  This criterion requires 

clarification and probing questions to establish whether an act, such as writing a bad check, 

satisfies the criterion of illegal act.   

 This study has some limitations.  First, the clinical sample was made up of individuals in 

treatment and there are many individuals with a gambling disorder, such as offenders, who are 

not represented in this sample.  A significant number of problem gamblers who have committed 

crimes are in prison rather than in treatment (see Turner, Preston, McAvoy & Gillam, in press; 
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Turner, Preston, Sauders, McAvoy & Jain, 2009).  Therefore, these results need to be cross-

validated in other samples and in different settings.  Second, the reference standard used in these 

datasets of group membership in either a gambling treatment sample or a community sample was 

devised to obtain a comparison between a group with PG and a group without PG.  This method 

is imperfect and is only a proxy for a reference standard, given that there is no biological marker 

for the identification of a GD.  The limitation is that there may be some individuals in the 

gambling treatment sample who do not have a GD and there may be some individuals in the 

community sample who do have a GD.   

Future Research Directions 

Diagnostic items need to be further tested and cross-validated on larger and more diverse 

samples in a variety of settings.  There is also the need to continue to generate additional 

diagnostic items.  There may be other signs and symptoms that are better predictors of GD and 

therefore should be included in future revisions of the DSM.  Also, some of the existing criteria 

are stronger predictors of GD than others and more research needs to be conducted on giving 

these items greater emphasis in the diagnostic process, possibly through the use of item weights 

as is done with the MAGS (Shaffer, LaBrie, Scanlon & Cummings, 1994).  The concern about 

item weights is that they may be unique to the sample from which they are computed and, 

therefore, may not generalize to other samples.   

In summary, of the two proposed revisions, the reduction of the cut score from five to 

four yields an improvement in diagnostic precision, particularly because it reduces the false 

negative rate, the more costly diagnostic error from a clinical standpoint.  It is much less clear 

whether the proposed elimination of the illegal acts criterion represents an improvement.  While 
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its elimination does not appear to have much impact on diagnostic precision from a statistical 

standpoint, from a clinical standpoint, there are some individuals who will not be diagnosed with 

a GD because of its elimination.  The benefit of having one less criterion needs to be weighed 

against the cost of a small number of possible misdiagnoses.  It is thought that since illegal acts 

represent the late or desperation stage of a GD, individuals who endorse illegal acts would 

endorse four or more criteria, and would reach the threshold without the illegal acts criterion.  

While this is true for an overwhelming majority of the participants assessed in this study, it is not 

universal, and there appears to be a small number of individuals who endorse the illegal acts 

criterion but who do not endorse four or more other criteria.  It is not clear that the rationale for 

eliminating this criterion (i.e., if it is eliminated it will not have much impact on overall 

diagnostic rates), is a good rationale for eliminating a criterion.  This rationale could be applied 

to any one of the ten DSM-IV diagnostic criteria and it is likely that similar results would be 

obtained.  Furthermore, the results of this study (see Table 8) indicate that the illegal acts 

criterion was not the weakest criterion in predicting group membership in all eight datasets.  The 

results of this examination of the proposed DSM-V finds the reduction of the cut score from five 

to four to be an improvement, but the elimination of the illegal acts criterion does not appear to 

be a substantial improvement and may cause a small number of missed diagnoses.  This may be 

particularly true when considering offender populations and, therefore, the benefit of eliminating 

one of the ten criterion does not appear to outweigh the cost of possibly misdiagnosing some 

individuals. 
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Appendix A 

DSM-IV (1994) 

1. is preoccupied with gambling (e.g., preoccupied with reliving past gambling experiences, 
handicapping or planning the next venture, or thinking of ways to get money with which to 
gamble) 

2. needs to gamble with increasing amounts of money in order to achieve the desired 
excitement 

3. has repeated unsuccessful efforts to control, cut back, or stop gambling 

4. is restless or irritable when attempting to cut down or stop gambling 

5. gambles as a way of escaping from problems or of relieving a dysphoric mood (e.g., feelings 
of hopelessness, guilt, anxiety, depression) 

6. after losing money gambling, often returns another day to get even (“chasing” one’s losses) 

7. lies to family members, therapist, or others to conceal the extent of involvement with 
gambling 

8. has committed illegal acts such as forgery, fraud, theft, or embezzlement to finance gambling 

9. has jeopardized or lost a significant relationship, job, or educational or career opportunity 
because of gambling 

10. relies on others to provide money to relieve a desperate financial situation caused by 
gambling 

 

 


