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Abstract
Purpose of Review Gambling disorder is among the most stigmatized mental health problems. More research is needed to 
understand the mechanisms that underlie this stigma and the effects of stigma-reduction interventions. This paper reviews 
extant literature on the stigma of gambling disorder and highlights evidence from this research and the broader mental illness 
stigma literature to help advance research on the prevention and reduction of gambling-related stigma.
Recent Finding The public stigma of gambling disorder includes stereotypes of affected individuals as “greedy” and “irre-
sponsible,” beliefs that affected individuals are to blame for their problems, and desire to avoid social contact with affected 
individuals. Stigmatizing attitudes held by the public are often internalized by individuals with gambling disorder, which 
leads to problem concealment, reduced treatment-seeking, and decreased self-esteem. Women with gambling disorder, as 
well as those with more severe gambling problems and who perceive greater stigma by the public, are most vulnerable to 
self-stigma. There is evidence that certain beliefs may underlie the stigmatization of gambling disorder, including beliefs 
about its causes. Contact- and education-based interventions show efficacy for the reduction of mental illness-related stigma 
more broadly; additional research is needed to determine the efficacy of various stigma reduction strategies for gambling 
disorder specifically.
Summary Gambling disorder is highly stigmatized relative to other mental health problems, in part because it is viewed as 
more likely to be caused by controllable factors. Interventions that emphasize the biopsychosocial etiology of gambling dis-
order may help to prevent and reduce the blame and stigmatization of affected individuals. Structural stigma within domains 
such as legislation, healthcare, and the gambling industry, interventions to reduce self-stigma, stigma among mental health 
professionals, and the influence of culture on stigma and its reduction are critical issues for future research.
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Introduction

Gambling disorder is defined in the fifth edition of the Diag-
nostic and Statistical Manual (DSM-5; [2]) as a persistent 
and recurrent pattern of gambling that causes functional 
problems or distress for the affected individual. Gambling 
disorder is classified as an addictive disorder in the DSM-
5, along with alcohol and other substance use disorders, 
which is a change from prior editions of the DSM that 

classified gambling disorder as a disorder of impulse con-
trol. The lifetime prevalence of gambling disorder is esti-
mated to be about 0.5% in the USA and between 0.5 and 2% 
in other countries such as the UK, Australia, Hong Kong, 
and Canada [50, 63]. There is evidence that rates of both 
problematic and recreational gambling may be declining in 
Western countries, which is thought to be due to the pub-
lic’s increased knowledge of gambling-related harms and 
the decreased novelty of legal gambling [1, 63]. However, 
this trend may not apply to other parts of the world, where 
legal gambling is less accessible and established [65]. Over-
all gambling frequency and rates of gambling disorder have 
further decreased along with the closure of casinos and other 
in-person gambling venues due to the COVID-19 pandemic 
[29]. However, a subset of people, who tended to have more 
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severe gambling problems and were younger in age, reported 
that they increased their gambling during the pandemic [29].

Individuals with gambling disorder often suffer serious 
consequences, including financial loss, damage to relation-
ships, mental and physical health problems, and impairment 
at work [36]. Despite its harms to those affected, gambling 
disorder is associated with a low rate of help-seeking [50]. 
Only about one in 10 people with gambling problems seeks 
treatment, and by that time, they have typically suffered 
from symptoms for 7 to 10 years. Effective psychological 
treatments for gambling disorder exist, including cognitive-
behavioral therapy (CBT) and motivational interviewing 
[55, 66]. However, individuals with gambling problems 
report significant barriers to help-seeking, with a desire to 
manage the problem on one’s own and shame and fear of 
stigma among the most cited [21]. Indeed, stigma has been 
robustly associated with reduced treatment-seeking for men-
tal health problems more broadly [56].

The purpose of this paper is to provide a narrative review 
of the literature on the stigma associated with gambling dis-
order. Findings from research on attitudes towards gambling 
disorder in the general public are reviewed to provide an 
understanding of the nature and extent of public stigma of 
gambling disorder relative to other health conditions. Pos-
sible mechanisms underlying the public stigma of gambling 
disorder, and the empirical evidence for these mechanisms, 
are discussed. Next, research on the internalization of 
negative attitudes by individuals with gambling disorder 
(i.e., self-stigma) is reviewed, along with findings on the 
predictors and consequences of self-stigma. Finally, litera-
ture relevant to changing the stigma of gambling disorder 
is reviewed, including experimental studies of the effects 
of causal explanations and labels on stigmatizing attitudes 
and evaluation of stigma reduction interventions. Given the 
limited extant research on stigma reduction interventions 
for gambling disorder specifically, findings from the broader 
literature on the reduction of mental illness- and addiction-
related stigma are evaluated for their potential applicability 
to gambling disorder.

Stigma of Gambling Disorder

Stigma involves negative evaluations and attitudes about 
a condition, leading to status loss and discrimination of 
affected individuals [22]. An influential model of stigma 
proposes that stigma occurs through a process of identifying 
and labeling differences among persons, assigning negative 
stereotypes to labeled persons, categorizing labeled persons 
as distinctly separate from those considered “normal,” and 
devaluing and discriminating against labeled persons [39]. 
Different forms of stigma have been distinguished in the 
literature [12]. Public stigma refers to the negative attitudes 

and judgments about a condition that are endorsed by the 
general population and manifests as a desire to maintain 
social distance from affected individuals. People report low 
desire to live near, work with, or be in a close relationship 
with individuals with a stigmatized condition. When public 
stigma affects societal institutions and policies, it results in 
structural stigma and discrimination. The broader mental 
health-related stigma literature shows that individuals with 
mental health problems are less likely to obtain rental hous-
ing, be hired by employers, and receive appropriate health 
services and insurance benefits [11]. Perceived stigma is 
a closely related construct to public stigma and refers to 
one’s beliefs about how a condition is viewed and evalu-
ated by others, which may or may not differ from one’s per-
sonal views. When an affected individual perceives and is 
aware of the negative attitudes held by the general public 
towards them, they may begin to internalize those beliefs. 
Self-stigma refers to the internalized negative stereotypes, 
devaluation, and shame by individuals with stigmatized con-
ditions, leading to a loss of self-esteem, social withdrawal, 
and psychological distress [13].

Public and Structural Stigma of Gambling Disorder

Even relative to other mental health problems, which are 
highly stigmatized in general [12, 41], public attitudes 
towards gambling disorder are particularly negative. For 
instance, gambling disorder has been found to be more stig-
matized than depression and obsessive–compulsive disor-
der [52•]. In separate samples of university students and 
members of the general public, respondents reported greater 
desire for social distance, more negative stereotypes, and 
greater beliefs of devaluation and discrimination for indi-
viduals with gambling problems relative to individuals with 
depression or obsessive–compulsive disorder. Commonly 
endorsed stereotypes of people with gambling problems 
include that they are irresponsible and greedy [30, 64]. In 
general, gambling disorder appears to elicit roughly similar 
levels of desired social distance as alcohol use disorder and 
schizophrenia [31,52•], but see [28]. Thus, certain mental 
health problems are stigmatized more than others, and gam-
bling disorder is among the most stigmatized, but why is 
this the case?

Attribution theory [61, 62] offers a possible explanation 
for why certain mental health disorders are more stigmatized 
than others. Attribution theory posits that the more a condi-
tion is believed to be caused by controllable factors, the more 
stigma it will attract. Accordingly, the dominant causal attri-
butions for a condition should predict the degree to which 
it is stigmatized, with causes viewed as largely uncontrol-
lable (e.g., genetics, biology, adverse experiences in child-
hood) associated with less stigma and causes viewed as more 
controllable (e.g., character flaw) associated with greater 
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stigma. Relatedly, Haslam et al. [23] proposed a framework 
for how the general population understands mental disor-
ders, distinguishing between moralizing, medicalizing, 
and psychologizing explanations. Moralizing explanations 
view the behavior of individuals with mental disorders to be 
intentional and due to bad character or a failure to exercise 
self-restraint and will power. Moralizing explanations also 
include views of the affected person’s behavior as sinful or 
criminal. When mental disorders are understood according 
to moralizing explanations, the affected individual is blamed 
and criticized for their condition. Medicalizing explanations 
view mental disorders as the uncontrollable manifestation of 
a biological or genetic pathology. Biomedical explanations 
are thought to be beneficial for stigma reduction because 
they deflect blame away from the affected individual, con-
sistent with attribution theory [35, 38]. However, research-
ers have observed that beliefs in biomedical causes are also 
associated with essentialism (i.e., the belief that the cause is 
fundamental and unchangeable) and thus greater pessimism 
about prognosis and treatment [35, 38]. Lastly, psychologiz-
ing explanations view mental disorders in terms of emo-
tional and motivational factors that are not fully conscious 
and are influenced by a person’s personality, developmental 
history, family dynamics, and life experiences [23].

Research on the stigma of gambling disorder has found 
some support for the role of causal attributions in explain-
ing its high level of stigmatization. People tend to believe 
that bad character and stressful life circumstances are more 
likely causes of gambling disorder than schizophrenia 
[28, 31]. In contrast, people rate gambling disorder as less 
likely than schizophrenia to be due to genetics and chemi-
cal imbalance. Thus, people tend to attribute gambling 
disorder more to controllable causes (i.e., bad character) 
and less to uncontrollable causes (i.e., genetics, chemi-
cal imbalance) relative to schizophrenia, consistent with a 
moralizing view of gambling disorder and a medicalizing 
view of schizophrenia. Likewise, in Quigley et al. [52•], 
gambling disorder was rated as less likely to be due to bio-
logical causes than depression and obsessive–compulsive 
disorder. However, respondents also rated several other 
causes of varying degrees of controllability as less likely 
for obsessive–compulsive disorder relative to gambling 
disorder (e.g., existential, interpersonal conflict, intimacy, 
achievement, relationship) and as more likely for depression 
and alcohol use disorder relative to gambling disorder (e.g., 
interpersonal conflict, intimacy, childhood, relationship), 
suggesting important nuances in respondents’ beliefs about 
the causes of various mental health problems. Importantly, 
causal attributions for gambling disorder have been shown 
to predict stigmatizing beliefs [27, 28]. Consistent with 
attribution theory, Hing et al. found that greater belief in 
bad character and less belief in stressful life circumstances, 
genetics, and a chemical imbalance as causes of gambling 

disorder were associated with greater desired social distance 
from individuals with gambling disorder.

Another factor that has been explored as a predictor of 
stigma, both in the broader stigma literature and in relation 
to gambling disorder specifically, is beliefs about danger-
ousness [8]. Overall, people seem to believe that individu-
als with gambling disorder are unlikely to be dangerous or 
cause harm to others and that they are less dangerous than 
those with schizophrenia or alcohol use disorder [28, 31]. 
However, individuals with gambling disorder are viewed as 
more dangerous, and more likely to cause harm to others or 
themselves, than those with obsessive–compulsive disorder, 
compulsive buying disorder, and various control conditions 
(e.g., asthma, subclinical distress, recreational gambling) 
[28,52•]). Moreover, beliefs about dangerousness predict 
desired social distance. For gambling disorder as well as 
other conditions like schizophrenia and alcohol use disorder, 
the more dangerous that a person believes affected individu-
als to be, the more social distance they wish to maintain 
[27, 28, 31]. Beliefs about dangerousness may explain why 
gambling disorder and schizophrenia elicit roughly similar 
levels of stigma despite people’s tendency to view gam-
bling disorder through a moralizing lens and schizophrenia 
through a medicalizing lens. Although people believe that 
schizophrenia is more likely to be caused by uncontrollable 
(i.e., biological and genetic) factors than gambling disor-
der, they also believe that individuals with schizophrenia are 
more dangerous than those with gambling disorder. Thus, 
these opposing influences on levels of desired social distance 
may cancel out overall differences in stigmatizing attitudes 
towards the two conditions.

As noted, studies have shown that gambling disorder elic-
its similar levels of desired social distance as alcohol use 
disorder, suggesting similarity in the stigmatization of addic-
tions, whether behavioral or substance-related [31, 52•]. 
Like gambling disorder, substance use disorders are stig-
matized to a greater degree than other psychiatric disorders 
(see [68] for a review). Moreover, individuals with substance 
use disorders are viewed as more to blame for their condition 
and more dangerous and unpredictable than individuals with 
other psychiatric disorders, consistent with the proposed role 
of causal attributions and beliefs of dangerousness in elicit-
ing stigma, as discussed above. Nonetheless, there may also 
be some distinctions in how the public views gambling dis-
order relative to substance use disorders. For instance, both 
Quigley et al. [52•] and Hing et al. [28] found that gambling 
disorder was perceived as less likely to be due to genetic or 
biological causes, childhood upbringing, and life/interper-
sonal stressors than alcohol use disorder. Relative to alcohol 
use disorder, respondents rated gambling disorder as less 
visible in both studies and as less dangerous but more dis-
ruptive in Hing et al. Another study by Konkolÿ Thege et al. 
[32] compared public perceptions of behavioral addictions 
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(including gambling) and substance-related addictions and 
found that addiction liability and character flaws were the 
most important discriminating features, with the former 
attributed more to substances and the latter associated more 
with behavioral addictions. Thus, there may be both simi-
larities and differences in the stigmatization of gambling 
disorder and substance use disorders, such that individuals 
with gambling disorder are perceived as more blame-worthy 
due to the greater addiction liability of substances but indi-
viduals with substance use disorders are perceived as more 
dangerous.

There is no research that has explicitly measured struc-
tural stigma related to gambling disorder. However, there is 
a small literature on the structural stigma of mental illness 
more broadly, highlighting how public attitudes are embed-
ded in cultural norms and institutional policies (see [51] for 
a review). Structural stigma related to mental illness has 
been identified in the domains of legislation (e.g., restriction 
of rights, inadequate protection from discrimination), health-
care, the criminal justice system, and the media. Although 
the limited existing research is primarily descriptive, there is 
also preliminary evidence that levels of structural stigma in 
a society correspond to levels of self-stigma and perceived 
discrimination at the individual level and are associated with 
negative health outcomes [20, 24]. It is likely that structural 
stigma related to gambling disorder similarly exists in vari-
ous domains and has negative consequences for the well-
being of affected individuals. In addition to investigating 
structural stigma and its impact in legislative, health care, 
criminal justice, and media domains, future research should 
consider structural stigma within the gambling industry. For 
instance, industry and government campaigns that promote 
“responsible gambling” may contribute to blame, negative 
stereotypes, and stigma of individuals with gambling dis-
order by emphasizing personal responsibility for problems 
[44].

Perceived and Self‑Stigma of Gambling Disorder

Although distinct constructs, the existence of public stigma 
directly affects perceptions of stigma. In turn, when affected 
individuals perceive the stigmatizing attitudes held by soci-
ety towards their condition, they may develop self-stigma, 
characterized by the internalization of those attitudes and 
belief in negative stereotypes about themselves [10, 12]. 
The development of self-stigma is one of the major harms 
of public stigma of mental health problems, as self-stigma 
among affected individuals can erode self-esteem and self-
efficacy, lead to social withdrawal, and reduce help-seeking 
and engagement in treatment [13, 40].

Both qualitative and quantitative studies have con-
firmed that individuals with gambling problems perceive 
high levels of stigma by the general public [25, 26]. 

Individuals with gambling disorder report the belief that 
other people think they are to blame for their condition 
[25]. Thus, the perceptions of stigma among individuals 
with gambling disorder are largely consistent with the 
results from research on public stigma and suggest that 
these individuals accurately perceive how others view their 
condition. Individuals who perceive greater stigma and 
who have more severe gambling problems tend to endorse 
greater levels of self-stigma [3, 26]. Moreover, self-stigma 
is associated with lower self-esteem and reduced help-
seeking among individuals with gambling disorder [3, 
26, 47], as reported in the broader mental health stigma 
literature. These results are consistent with a process 
whereby more severe gambling problems and greater per-
ceptions of stigma lead to more internalized shame and 
poorer self-image, which in turn discourages individuals 
from seeking treatment. In a comparative study in Korea, 
individuals with gambling disorder reported higher lev-
els of self-stigma, including alienation and endorsement 
of stereotypes, than individuals with schizophrenia and 
alcohol use disorder [47]. Thus, it appears that individu-
als with gambling disorder are highly vulnerable to inter-
nalizing negative societal attitudes, although additional 
research is needed to examine whether the results replicate 
in other geographical and cultural contexts. In addition, 
there is evidence that women with gambling disorder are 
particularly sensitive to the perception and internaliza-
tion of stigma [3, 14, 15, 26], indicating a need for inter-
ventions that specifically address the self-stigma of this 
demographic.

People with gambling disorder often conceal their prob-
lem to avoid rejection and criticism from others [14, 15, 
25]. Indeed, secrecy is the most commonly cited coping 
mechanism for stigma reported by individuals with gam-
bling problems in qualitative research [25]. Furthermore, 
use of secrecy as a coping strategy is highest among indi-
viduals with higher levels of self-stigma [26]. As noted by 
Hing and Russell [26], secrecy exacerbates negative conse-
quences for individuals with gambling problems, by delay-
ing or discouraging treatment-seeking and recovery and 
causing added psychological distress due to the perceived 
need to keep their problem hidden. Although individuals 
with gambling disorder do not appear to engage in as much 
stigma resistance or challenging of stigmatizing attitudes 
relative to individuals with other disorders, stigma resist-
ance is associated with higher self-esteem [47]. Thus, cop-
ing with stigma by resisting and challenging stigmatizing 
attitudes may be protective for the well-being of individu-
als with gambling disorder, or it may be that individuals 
with higher self-esteem are better able to challenge stigma.



Current Addiction Reports 

1 3

Changing the Stigma of Gambling Disorder

Ultimately, research on the experience and nature of 
stigma aims to inform and improve stigma reduction 
efforts. The research reviewed thus far underscores the 
need to address both public stigma and self-stigma, and 
likely structural stigma, related to gambling disorder and 
points to high priority needs such as the reduction of self-
stigma among women with gambling disorder. Correla-
tional research findings indicate that beliefs about the ori-
gins of mental disorders and dangerousness may underlie 
public stigma, suggesting that these may be target beliefs 
for stigma reduction interventions. Moreover, self-stigma 
among individuals with gambling disorder appears to be 
predicted by levels of perceived stigma and self-esteem, 
although the direction of these relationships is unclear. 
Efforts to reduce self-stigma should also address secrecy 
and problem concealment, which are common mechanisms 
for coping with self-stigma among individuals with gam-
bling problems and lead to negative outcomes. Building 
upon these correlational studies, a few studies have used 
experimental designs to evaluate the causal effect of cer-
tain factors on stigmatizing attitudes and the efficacy of 
stigma reduction interventions for gambling disorder.

Lebowitz and Appelbaum [37•] examined the causal 
effects of genetic explanations of gambling disorder and 
alcohol use disorder on treatment expectancies, blame, 
and perceived agency and self-control in a general public 
sample. Participants who received a genetic explanation 
assigned less blame to the affected individual than par-
ticipants who received a non-genetic explanation. Partici-
pants who received a genetic explanation also rated the 
affected individual as less likely to benefit from psycho-
therapy and more likely to benefit from medication and as 
having less agency and control over their behavior than 
participants who received a non-genetic condition. The 
observed effects did not differ between gambling disor-
der and alcohol use disorder, suggesting that genetic 
explanations have similar effects for behavioral and sub-
stance addictions. Reducing blame through genetic and 
biochemical explanations may be particularly beneficial 
for addictions and especially behavioral addictions like 
gambling disorder, which are highly stigmatized and com-
paratively more likely to be attributed to character flaws 
than other mental health problems (e.g., [32]. Reduced 
blame may in turn lead to reductions in other aspects of 
stigma, such as desired social distance and discrimina-
tion, although these outcomes were not examined in this 
study. However, genetic explanations of gambling disor-
der can also have negative effects, as observed on beliefs 
about psychotherapy efficacy and the personal agency and 
self-control of affected individuals. Moreover, it has been 

argued that biogenetic (i.e., “brain disease”) models of 
addictions are problematic in that they face conceptual 
and empirical challenges to their validity and perpetuate 
moralism about addiction [49]. Taken together, it seems 
prudent to educate people about biopsychosocial explana-
tions of gambling disorder and other addictions, including 
more sophisticated explanation of the role of genes and 
gene-environment interactions in vulnerability, which may 
help to counteract the potential harms of simplistic genetic 
explanations and are likely more accurate models of the 
etiology of addiction.

A couple studies have investigated the effects of labe-
ling on stigma of gambling disorder, based on the prem-
ise that labeling of conditions is thought to contribute to 
separation and stigmatization [39]. In the broader mental 
health literature, specific psychiatric disorder labels (e.g., 
“schizophrenic,” “depression”) have been found to elicit 
more negative reactions from participants relative to gen-
eral psychiatric labels (e.g., “consumer of mental health 
services,” “mental health problems”) [48, 57]. However, 
Quigley et al. [52•] observed that the terms “problem gam-
bling,” “pathological gambling,” “gambling disorder,” and 
“gambling addiction” elicited similar attitudes and levels of 
stigma in both university student and general public samples. 
Moreover, Palmer et al. [46] found that a general public sam-
ple reported no difference in attitudes, emotional reactions, 
and level of desired social distance in response to a vignette 
that described a person with “gambling disorder,” along with 
the corresponding behaviors and symptoms, compared to a 
vignette that described the same behaviors and symptoms 
without the label. Taken together, these findings suggest that 
public stigma of gambling disorder is influenced by percep-
tions of its symptoms and behaviors rather than the par-
ticular label used to describe the condition. Consequently, 
changing the terminology of gambling disorder is unlikely 
to eliminate public stigma, and stigma reduction efforts must 
address the content of people’s beliefs about gambling dis-
order. Still, the lack of label effects on public stigma does 
not imply that terminology and language are unimportant in 
communicating about gambling disorder and other addic-
tions. Terminology and language may influence self-stigma, 
which was not examined in the above studies. Furthermore, 
aspects of language other than diagnostic labels, such as the 
use of person-centered versus disorder-centered language 
(e.g., “person with a gambling disorder” versus “disordered 
gambler”), may influence public and/or self-stigma [59].

Interventions that aim to change people’s beliefs about 
stigmatized conditions generally fall into three categories: 
contact, education, and advocacy [9]. Contact interventions 
involve creating opportunities to interact with individuals 
with the stigmatized condition. Education interventions 
involve presenting information to counteract stereotypes 
and correct misunderstandings of the stigmatized condition. 
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Advocacy interventions aim to emphasize societal causes of 
stigmatized conditions and shift blame from the individual to 
society. Systematic reviews and meta-analyses on the reduc-
tion of mental health-related stigma more broadly suggest 
that interventions that involve social contact, whether actual 
or filmed, are most effective for reducing stigmatizing atti-
tudes, perhaps due to their superior ability to elicit empathy 
and disconfirm stereotypes [58]. However, education-based 
interventions are also common and demonstrate efficacy for 
improving mental health knowledge and reducing stigma, 
and interventions that combine social contact and educa-
tion by professionals may be particularly beneficial [9, 60]. 
The relative efficacy of intervention strategies may also dif-
fer across demographic subgroups. For instance, Corrigan 
et al. [9] concluded that contact was superior to education 
for reducing stigma among adults, whereas education was 
superior to contact for adolescents. Although more limited, 
the literature on the reduction of stigma related to substance 
use disorders similarly suggests that contact- and education-
based interventions have positive effects on addiction-related 
stigma among the general public and treatment providers 
[4, 42].

A major limitation of the mental health stigma reduction 
literature is the lack of studies that investigate long-term 
effects [58]. A systematic review that focused on studies 
with a follow-up of more than 4 weeks concluded that effects 
on stigmatizing attitudes were small and inconsistent and 
did not find evidence for the superiority of social contact-
based interventions [43]. A study of the long-term effects of 
a filmed social contact intervention found that improvements 
on mental health knowledge and behavioral intentions were 
largest 1 month after the intervention and declined over the 
24-month follow-up [67]. Moreover, there were no effects of 
the social contact intervention relative to online self-study 
and non-active control conditions on actual behavior at any 
assessment point. These data suggest that more intensive 
interventions or repeated doses (i.e., “boosters”) may be 
needed to sustain benefits and point to the need for assess-
ment of long-term and behavioral effects in stigma reduction 
research.

Although research on the reduction of mental health 
related stigma more broadly can help to inform stigma 
reduction for gambling disorder specifically, generalization 
of results cannot be assumed. As previously discussed, com-
parative research on the stigmatization of gambling disorder 
relative to other mental health conditions indicates impor-
tant differences in how people view and understand different 
addictions and mental health disorders, which have impli-
cations for how stigma may be most effectively addressed 
[28, 31, 52•]. Unfortunately, very little is known about the 
efficacy of different intervention approaches for the reduc-
tion of stigma related to gambling disorder. In a recent study, 
Brown and Russell [5•] found that video interventions based 

on contact, education, or advocacy approaches had differing 
effects across various stigma-related outcomes. After view-
ing the video, participants in the contact intervention condi-
tion rated gambling disorder as less concealable and more 
disruptive, rated persons with gambling disorder as more 
dangerous to others, reported greater pity and less fear of 
persons with gambling disorder, desired greater social dis-
tance from persons with gambling disorder, and rated stress-
ful life circumstances as a more likely cause of gambling dis-
order. Participants in the education condition reported less 
anger towards persons with gambling disorder and endorsed 
fewer negative stereotypes. Participants in the advocacy 
intervention condition rated gambling disorder as less recov-
erable and less likely caused by bad character, reported less 
anger towards persons with gambling disorder, and reported 
reduced beliefs of status loss and discrimination.

Brown and Russell’s [5•] findings suggest that in con-
trast to positive conclusions from the broader mental ill-
ness stigma literature, caution is warranted in using contact 
interventions to reduce stigma of gambling disorder. Despite 
featuring individuals who had experienced gambling prob-
lems and had mostly recovered, the contact video produced 
several unfavorable changes, notably the increases in beliefs 
in dangerousness and desired social distance. On the other 
hand, contact interventions can vary widely, and effects may 
depend on the type of contact and the individuals featured. 
The decreased feelings of anger and attributions of bad char-
acter in the advocacy condition may reflect the intended shift 
of blame for gambling problems from the individual to the 
gambling industry and governments. However, participants 
in the advocacy condition also perceived gambling disorder 
as less recoverable after watching the video, which suggests 
that it may be important to present information about effec-
tive treatments for gambling disorder in addition to targeting 
blame of individuals.

Future Directions in Preventing 
and Reducing the Stigma of Gambling 
Disorder

Much work remains to be done to better understand and 
reduce the stigma of gambling disorder. Additional studies 
are needed to compare intervention approaches on a vari-
ety of stigma-related outcomes. It is likely that the most 
effective stigma reduction interventions will combine dif-
ferent strategies, such as presenting information about 
genetic and biochemical contributions to addiction and the 
role of the gambling industry and government in targeting 
and/or failing to protect vulnerable populations, while also 
emphasizing the interaction of environmental and psycho-
logical factors with genetic and biochemical vulnerabilities 
and the effectiveness of existing psychological treatments. 
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Such combined interventions may help to reduce blame and 
stigmatization of individuals with gambling disorder while 
also encouraging treatment-seeking and optimism about 
recoverability. In investigating the efficacy of interventions 
to reduce the stigma of gambling disorder, it will be impor-
tant to heed the calls of stigma researchers in the broader 
literature to evaluate the long-term effects of interventions 
as well as behavioral outcomes and other real-world indica-
tors of effectiveness, in addition to self-reported attitudes 
and knowledge [58].

Future research should also expand the targets for stigma 
reduction beyond the public stigma of gambling disorder. 
Research on the social structures that perpetuate stigma of 
gambling disorder and the effects of structural stigma on 
community- and individual-level outcomes is needed to 
inform policy change and structural interventions. Efforts 
to directly address self-stigma among individuals with gam-
bling disorder are also critical, given that higher self-stigma 
is associated with reduced likelihood of seeking treatment 
and deterioration of self-esteem [3, 26, 47]. There is pre-
liminary evidence that CBT techniques may be effective 
for reducing self-stigma through improving self-esteem 
and empowerment and developing skills for coping with 
and cognitively reappraising stigmatizing attitudes [45]. As 
CBT is the most commonly used psychological interven-
tion for gambling disorder, an explicit focus on addressing 
self-stigma could be readily incorporated into existing treat-
ments [19]. Treatment providers should also be aware of, 
and sensitive to, the increased severity and consequences of 
self-stigma among female patients with gambling disorder 
[3, 14, 15, 26].

Relatedly, stigmatizing attitudes among mental health-
care professionals are understudied relative to public stigma. 
In the broader mental health literature, it has been found 
that negative and stigmatizing beliefs about people with 
mental illness are prevalent among healthcare profession-
als, particularly towards people with active addictions [54]. 
Moreover, even among mental health professionals who self-
report positive explicit attitudes towards individuals with 
mental illness, negative attitudes towards mental illness are 
observed on implicit measures [33]. Although little is known 
about stigma of gambling disorder specifically among men-
tal healthcare professionals, one study reported a tendency 
among French and Finnish addiction treatment professionals 
to blame the individual for their gambling addiction [34]. 
Given that stigmatizing attitudes among treatment providers 
may lead to structural stigma, including lack of access to 
services and poorer quality care, and discourage future treat-
ment-seeking among patients, it is imperative to learn more 
about the prevalence and nature of such attitudes related 
to gambling disorder. Subsequently, studies may evaluate 
stigma reduction interventions for mental healthcare profes-
sionals and/or trainees. In these studies, assessment of both 

explicit and implicit stigmatizing attitudes will be important, 
given prior observation of a dissociation between explicit 
and implicit attitudes, and to control for potential social 
desirability effects.

Finally, the influence of culture on stigma related to gam-
bling disorder and the efficacy of various stigma reduction 
approaches warrants further investigation. Research has 
found that race/ethnicity is a consistent predictor of differ-
ences in stigma and negative beliefs about individuals with 
mental illness [7, 53]. Although there is limited evidence 
on racial/ethnic differences on stigma of gambling disorder 
specifically, preliminary findings corroborate those from the 
broader mental illness stigma literature [16, 18, 31]. Fur-
thermore, the effects of genetic and social explanations for 
mental illness on stigma-related outcomes have been shown 
to differ across Asian and European Americans [6], suggest-
ing that race/ethnicity and culture may influence the effects 
of interventions aimed at changing stigmatizing attitudes. 
Understanding the mechanisms by which race/ethnicity and 
culture lead to differences in the stigmatization of gambling 
disorder is critical. In the broader mental illness stigma 
literature, cultural orientation (i.e., individualism vs. col-
lectivism beliefs) and political beliefs have been identified 
as potential mediators of the relationship between race/eth-
nicity and stigma [17]. Other factors specific to gambling 
disorder, such as variation across countries in gambling 
regulation, accessibility, and acceptance, should also be 
considered in research on racial/ethnic and cultural differ-
ences in stigma of gambling disorder. Improved understand-
ing of the explanatory mechanisms of disparities in stigma 
and attitudes towards gambling disorder will facilitate the 
development of culturally sensitive interventions to prevent 
and reduce stigma.

Conclusion

Gambling disorder is highly stigmatized by the general 
public, even relative to other mental health conditions. 
Specifically, people tend to hold stereotypes of individuals 
with gambling disorder as being “greedy” and “irresponsi-
ble” and believe that gambling disorder is more likely to be 
caused by controllable factors like flawed character and less 
likely to be caused by uncontrollable factors like genetics 
and biology, relative to other mental health conditions. In 
turn, beliefs about the causes of gambling disorder, as well 
as beliefs about the dangerousness of individuals with gam-
bling disorder, have been shown to predict people’s desire 
to maintain social distance from those with gambling disor-
der. Research on self-stigma suggests that individuals with 
gambling disorder are sensitive to the negative attitudes held 
by the general public and often internalize those attitudes, 
with women and individuals with more severe gambling 
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problems being most affected by self-stigma. Self-stigma is 
linked to lower rates of treatment-seeking and reduced self-
esteem. Individuals with gambling disorder report coping 
with stigma by concealing their problem from others, which 
leads to social withdrawal and further problem exacerbation.

Recent studies indicate that the manipulation of certain fac-
tors, but not others, influences stigmatizing attitudes related to 
gambling disorder. Whether and how gambling problems are 
labeled (e.g., “gambling disorder”) has been shown to have 
little effect on people’s beliefs and attitudes. Manipulation of 
causal beliefs, such as by emphasizing genetic explanations 
of gambling disorder, may have both desired and undesired 
effects, such as decreasing blame attributed to individuals 
with gambling disorder but also decreasing beliefs in their 
ability to recover. Likewise, preliminary evidence indicates 
that contact-, education-, and advocacy-based strategies have 
varied effects on stigma of gambling disorder. Whereas these 
strategies have been shown to be effective in reducing aspects 
of mental illness related stigma in the broader literature, a 
contact-based intervention for gambling disorder was shown 
to have both favorable and unfavorable effects on stigma-
related variables. There is a need for more research to bet-
ter understand the mechanisms that underlie the stigma of 
gambling disorder and how those mechanisms are affected 
by different intervention strategies. In addition, more research 
on structural stigma and self-stigma, stigma among mental 
health professionals, and the influence of culture on stigma 
and stigma reduction in the context of gambling disorder will 
help to inform how best to prevent and reduce the stigma of 
gambling disorder across different contexts and populations.
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