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Abstract
There is little consensus on the optimal components of gambling psychological treat-
ments. This study aimed to identify clinical consensus statements regarding the per-
ceived effectiveness of gambling intervention content (change techniques, participant/
recruitment characteristics, delivery characteristics, and evaluation characteristics) from 
a panel of researchers with psychological gambling treatment expertise across 11 coun-
tries. A two-round modified Delphi study was conducted. Thirty-five panellists rated the 
perceived effectiveness of 96 gambling intervention components for achieving clinically 
helpful change, which was defined as “reduction in gambling severity, expenditure, and 
frequency”. Consensus criteria on effectiveness and ineffectiveness were defined a pri-
ori. Consensus statements were identified for four of 19 change techniques (motivational 
enhancement, relapse prevention, cognitive restructuring, and plan social support), five 
of 23 participant/recruitment characteristics (e.g. eligibility screening took place), 17 of 
47 delivery characteristics (e.g. the therapy goal was to reduce time and/or money spent 
gambling), and three of seven evaluation characteristics (e.g. specific process or mediators 
are targeted by the intervention). These statements, when interpreted with consideration 
of contextual factors, can inform the selection of likely effective components to employ 
in gambling treatment programs and indicate where future research efforts may be most 
beneficial.
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There is consistent evidence that cognitive-behavioural therapy (CBT) and motivational 
interviewing (MI) are effective gambling interventions (Cowlishaw et  al., 2012; Eriksen 
et al., 2023; Gooding & Tarrier, 2009; Pfund et al., 2023a, 2023b; Yakovenko et al., 2015). 
Identifying active ingredients of such interventions is considered important (Walker et al., 
2006) but remains challenging due to inconsistencies in naming practices (Abraham & 
Michie, 2008; Michie et al., 2013) and because nominally identical interventions, such as 
those described as CBT, are combined in different ways (Gooding & Tarrier, 2009; Michie 
& Johnston, 2012). Change techniques (hereafter referred to as ‘techniques’), which are the 
component parts of interventions designed to facilitate behaviour change (Sheeran et al., 
2019), have recently been categorised into taxonomies, allowing interventions to be classi-
fied based on the techniques they include (Abraham & Michie, 2008; Michie et al., 2012; 
Sheeran et al., 2019). These taxonomies can also include other intervention features, par-
ticipant characteristics, or methodological aspects that may be associated with treatment 
effectiveness (Sheeran et al., 2019). They can therefore serve as a foundation for evaluating 
the effectiveness of intervention components (Abraham & Michie, 2008; Michie & John-
ston, 2012).

Cross-domain taxonomies, such as the Behaviour Change Taxonomy Version 1 
(BCTTv1) (Michie et  al., 2013), are designed to be used across health domains, while 
domain-specific taxonomies are customised for individual health domains to ensure the 
relevance of their components to their specific contexts (Michie et al., 2012; Rodda et al., 
2018; Sheeran et  al., 2019). For example, the Gambling Intervention System of Charac-
Terization (GIST-1) is a domain-specific taxonomy that classifies the content and charac-
teristics of gambling interventions evaluated using randomised trial study designs deliv-
ered in various modes (e.g. face-to-face, telephone, online, and self-directed) and settings 
(e.g. clinical, community, and university) without restricting eligibility based on diagnostic 
status or problem gambling severity classification. This data-driven classification system 
categorises a range of intervention content across four domains including techniques, par-
ticipant/recruitment characteristics, delivery characteristics, and evaluation characteristics 
(Rodda et al., 2018). Various methodologies, including systematic reviews (Willett et al., 
2019) and meta-analyses (Merkouris et al., 2023; Michie et al., 2012), alongside empirical 
cross-sectional surveys (Månsson et  al., 2022) and consensus studies with expert stake-
holders (Garnett et  al., 2015; Taylor et  al., 2020), have applied both cross-domain and 
domain-specific taxonomies to identify effective intervention components across various 
health conditions.

The use of classification taxonomies to identify effective intervention components for 
gambling treatments, however, is only emerging. Two systematic reviews have employed 
the BCTTv1 taxonomy to identify the most frequently used components in effective gam-
bling intervention studies (Humphreys et  al., 2021; St Quinton et  al., 2022). Humphreys 
and colleagues (2021) investigated 16 high-quality studies of effective web-based inter-
ventions for alcohol consumption, binge eating, and gambling and identified the five most 
prevalent BCTTv1 techniques: feedback on behaviour, self-monitoring of behaviour, 
self-monitoring of outcome(s) of behaviour, instruction on how to perform a behaviour, 
and social comparison. Only three studies in this analysis, however, related to gambling. 
Similarly, St Quinton and colleagues aimed to identify promising techniques and modes of 
delivery across 16 gambling randomised controlled trials (RCTs) for adolescents (St Quin-
ton et al., 2022), defining promising techniques as those present in 25% of interventions 
with at least two being effective interventions. Four promising BCTTv1 techniques were 
identified: information about antecedents, behavioural experiments, information about 
social and environmental consequences, and information about emotional consequences. 
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Moreover, this review identified three modes of delivery: face-to-face, computer, and play-
able electronic storage. While these studies provide preliminary information relating to 
active treatment components, they were both relatively narrow in scope, and their use of a 
cross-domain taxonomy, which relied on accurate reporting within studies, presents limita-
tions concerning how accurately gambling-specific intervention content could be catego-
rised. Moreover, the frequency of technique use in effective treatments does not account for 
the impact of other commonly employed intervention components.

Several studies that have obtained the perspectives of gambling clinicians on the effec- 
tiveness of techniques for gambling treatments mitigate these problems (Keshani et  al.,  
2025; Månsson et  al., 2022). Månsson and colleagues (2022) surveyed 188 Swed- 
ish gambling counsellors, in which motivation, craving management, and gam- 
bling cognitions were rated as the three most important techniques to include in gambling  
treatments. Although representative of most practicing gambling counsellors in Sweden,  
this study relied on a cross-sectional survey that did not directly investigate technique  
effectiveness and included many counsellors with limited gambling treatment experience.  
In contrast, Keshani and colleagues (2025) conducted a two-round Delphi study of 68 Aus- 
tralian and New Zealand clinicians to identify consensus statements on effective techniques  
for gambling treatments. Clinical consensus statements reflect consensus expertise derived  
through explicit a priori methodology (Rosenfeld et  al., 2015). Delphi studies, which  
are characterised by iterative rounds of survey data collection from a panel of experts to  
achieve consensus, possess several advantages over cross-sectional surveys as they facili- 
tate ongoing input, feedback on individual and group responses, and revision of responses,  
leading to the gradual refinement of ideas. They are particularly appropriate to examine  
complex issues that lack an established evidence base as they enable establishment of clear  
consensus (Jorm, 2015).

Using the GIST-1 (Rodda et al., 2018), Keshani and colleagues (2025) identified con-
sensus statements on the effectiveness of ten techniques: relapse prevention, goal setting, 
motivational enhancement, information provision, cognitive restructuring, financial regu-
lation, information gathering, plan social support, problem solving, and decisional bal-
ance. While this provides valuable insights into potentially effective techniques, the three 
other GIST-1 domains were not explored. Moreover, input from different gambling stake-
holders, such as clinical researchers, can add to the limited evidence base as they possess 
unique expertise in designing, developing, and evaluating gambling interventions. The cur-
rent Delphi study therefore aims to identify consensus statements regarding the perceived 
effectiveness of items from all four GIST-1 domains with an international panel of lead-
ing clinical gambling researchers. Findings can help inform the selection of intervention 
content most likely to be effective for gambling treatment, which can then be prioritised 
for evaluation in experimental trials, thereby streamlining the development of optimised 
interventions.

Methods

Study Design

A two-round modified Delphi study (Hsu & Sandford, 2007) was conducted to identify 
clinical consensus statements on effective intervention content for gambling treatment. 
Consensus criteria for carrying items to the next round and stopping criteria for the study 
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were specified a priori, consistent with quality recommendations for Delphi studies (Dia-
mond et  al., 2014). Panellists were asked to rate items on a 9-point scale. Items rated 
between 7–9 by at least 70% of panellists and 1–3 by fewer than 15% of panellists were 
classified as consensus-effective. Conversely, items rated between 1–3 by at least 70% of 
panellists and 7–9 by fewer than 15% of panellists were classified as consensus-ineffective. 
All other items were classified as no-consensus. This study was designed to terminate after 
two rounds, consistent with previous Delphi studies investigating promising intervention 
content (Mersha et al., 2023; Taylor et al., 2020; Vestjens et al., 2015; Walsh et al., 2020). 
Only items for which no-consensus was reached in Round One (R1) were carried forward 
to Round Two (R2) for re-rating. Reporting was consistent with the ACCORD (ACcurate 
COnsensus Reporting Document) guidelines for consensus methods in biomedicine (Gat-
trell et al., 2024). This study was not prospectively registered and was conducted as part of 
a doctoral thesis by the first author and their supervisory team.

Participants

Delphi panellists were clinical researchers who met the following three criteria: (i) were 
amongst the top 50 experts for ‘gambling’ on Expertscape.com (i.e. an independent tool 
that objectively ranks researchers by expertise based on PubMed metrics) worldwide; 
or within the top 10 experts in one of the top 15 rated countries; (ii) were listed as an 
author on at least one peer-reviewed publication related to the development or evaluation 
of psychological gambling interventions; and (iii) had a publicly listed email address. The 
Expertscape search was conducted in May 2023.

Using the inclusion criterion relating to the top 50 experts on Expertscape.com identi-
fied 32 researchers with a relevant publication across 11 countries: Australia, Spain, Swe-
den, USA, Canada, New Zealand, France, UK, Switzerland, Finland, and Gibraltar. To 
enhance international geographic representativeness of the experts, this inclusion criterion 
was expanded to add the top 10 experts in one of the top 15 rated countries on Expertscape.
com. This modification added five additional countries to those represented by the origi-
nal inclusion criteria (China, Italy, Germany, Netherlands, and Belgium), but none of the 
researchers from four countries (China, Germany, Netherlands, and Belgium) had a rel-
evant publication. This expansion to the inclusion criteria therefore resulted in the addition 
of only one country (Italy). There was no further recruitment to ensure the invited panel 
had sufficient expertise to provide informed and reliable ratings.

Overall, 49 experts across 12 countries were invited to participate: Australia (n = 9), 
Spain (n = 8), Sweden (n = 7), USA (n = 6), Canada (n = 4), New Zealand (n = 4), France 
(n = 3), UK (n = 3), Switzerland (n = 2), Finland (n = 1), Gibraltar (n = 1), and Italy (n = 1). 
Of these, 39 (19.59%) from 11 countries completed the R1 survey, with the remainder 
either failing to complete the survey (n = 8) or indicating they did not believe they had the 
requisite expertise (n = 2). Of these 39 panellists, 35 (89.74%) from the same 11 countries 
completed the R2 survey. Panellists were anonymous, in that they were unable to iden-
tify other panellists, until all data collection and analyses were complete. As reported in 
Table  1, the mean age of panellists was 53.05  years and 69.23% were male. They were 
involved in clinical research for an average of 22.44 years and 79.49% were currently prac-
ticing, or had formerly practiced, as an addiction clinician. These panellists reported a range 
of clinical degrees, with psychology, psychotherapy, and psychiatry being the most com-
mon. All panellists reported being moderately to extremely familiar with the behavioural 
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Table 1   Characteristics of Delphi panellists across both rounds

a One missing data point
b Question only shown to those who indicated they had practiced as a clinician with clients with addictions
c Multiple responses allowed

Panel member characteristic Round one (n = 39) Round two (n = 35)

N % N %

Age (mean, SD) 53.05 (11.51) 53.09 (11.83)
Sex (male) 27 69.23 24 68.57
Country of residence
  Australia 8 20.51 6 17.14
  Canada 4 10.26 4 11.43
  Finland 1 2.56 1 2.86
  France 2 5.13 2 5.71
  Gibraltar 1 2.56 1 2.86
  New Zealand 4 10.26 4 11.43
  Spain 4 10.26 3 11.43
  Sweden 6 15.38 6 17.14
  Switzerland 1 2.56 1 2.86
  UK 3 7.69 3 8.57
  USA 5 12.82 2 5.71
Years of clinical research experience (mean, SD) 22.44 (10.91) 22.71 (11.23)
  Range 8–50 years 8–50 years
Practiced as a clinician with clients with addictions 31 79.49 28 80
  Years of experience practicing as a cliniciana,b 19.5 (11.94) 18.37 (12.02)
  Range 2–43 2–43
Clinical degreeb,c

  Counselling 2 5.13 2 5.71
  Family therapy 1 2.56 1 2.86
  Mental health nursing 1 2.56 0 0.00
  Psychiatry 8 20.51 6 17.14
  Psychology 20 51.28 20 57.14
  Psychotherapy 8 20.51 8 22.86
  Youth work 1 2.56 1 2.86
Familiarity with the treatment outcome literature for alcohol/drugs?
  Not at all familiar 1 2.56 1 2.86
  Slightly familiar 5 12.82 5 14.29
  Somewhat familiar 8 20.51 8 22.86
  Moderately familiar 13 33.33 11 31.43
  Extremely familiar 12 30.77 10 28.57
Familiarity with the treatment outcome literature for behavioural addictions (including gambling)?
  Not at all familiar 0 0.00 0 0.00
  Slightly familiar 0 0.00 0 0.00
  Somewhat familiar 0 0.00 0 0.00
  Moderately familiar 14 35.90 13 37.14
  Extremely familiar 25 64.10 22 62.86
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addiction treatment outcome literature and over two-thirds (64.10%) reported being moder-
ately to extremely familiar with the substance use treatment outcome literature.

Measures

In R1, panellists provided demographic and clinical information. They were presented with 
19 techniques (18 from the GIST-1), in addition to Mindfulness, which was included due to 
emerging evidence for the effectiveness of mindfulness-based gambling interventions (de 
Lisle et al., 2012; Maynard et al., 2015; Sancho et al., 2018). For each technique, panel-
lists were asked to “Please rate how effective you think this technique is for bringing about 
clinically helpful change in someone with gambling problems” on a 9-point scale from (1) 
Not effective at all to (9) Very effective based on their knowledge of the research literature, 
relevant theory, and clinical experience. Clinically helpful change was defined as “reduc-
tions in gambling severity, expenditure, and frequency”. Panellists were then asked to list 
up to two additional techniques they believed are effective for gambling treatment.

Next, panellists were presented with intervention content from the other GIST-1 
domains: participant/recruitment characteristics, delivery characteristics, and evalua-
tion characteristics. Using the same 9-point scale, they were asked to rate how effective 
a gambling intervention would be if it contained each specific characteristic, independent 
of other aspects of the intervention or study. Panellists were asked about every GIST-1 
item, where feasible (see Supplementary Material A for a complete list of GIST-1 items 
and adaptations). Panellists could view intervention content definitions by hovering their 
cursor over each label.

Procedure

Recruitment occurred from May 16 to June 15 (R1) and July 24 to August 28 (R2), 2023.  
Eligible individuals received email invitations containing study details and a link to the  
R1 Qualtrics survey. Panellists provided informed consent to participate via a checkbox  
prior to the first survey. Panellists who completed R1 were invited to participate in R2 via  
email. In R2, panellists were asked to re-rate items that did not reach consensus in R1.  
At the end of R1, unique identifiers were used to generate personalised R2 survey links,  
thereby ensuring R1 and R2 responses were linked. In R2, panellists were instructed to  
refer to a personalised feedback document outlining their individual ratings for items in R1  
contrasted with the distribution of panellist ratings. Up to two reminder emails were sent  
per round. Panellists were offered reimbursement (AUD $100) for completing both rounds.  
Consistent with the participatory research approach of other Delphi studies (Castro-Calvo  
et al., 2021; Luquiens et al., 2022), panellists were invited as co-authors in addition to the  
core research team (IMK, SSM, SNR, NAD) by providing feedback on manuscript drafts.  
The core research team did not participate as panellists. Ethics approval was granted by the  
Deakin University Human Research Ethics Committee (HEAG-H 118_2022).

Statistical Analysis

A priori consensus criteria, as defined above, were identical to those employed in a previ-
ous Delphi study (Keshani et al., 2025). Only items for which no consensus was reached in 
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R1 were carried forward to R2 for re-rating. Descriptive statistics (means, standard devia-
tions, and panel rating distributions) were calculated for each round.

Results

In R1, 15 items met consensus-effective criteria, no items met consensus-ineffective crite-
ria, and 81 items did not reach consensus. In R2, a further 13 items met consensus-effective 
criteria and one item met consensus-ineffective criteria. After both rounds, 28 items met 
consensus-effective criteria, one item met consensus-ineffective criteria, and 67 items were 
classified as no-consensus.

Techniques

As indicated in Table 2, four techniques met consensus-effective criteria: (1) motivational 
enhancement, (2) relapse prevention, (3) cognitive restructuring, and (4) plan social sup-
port. Although none of the techniques reached consensus-ineffective criteria, social com-
parison was rated between 1 and 3 by the greatest proportion of panellists.

Additional techniques suggested by three or more panellists as potentially effective were 
emotion regulation or distress tolerance (n = 6) and acceptance (n = 3). Other suggestions 
were not techniques, were listed by fewer than three panellists, or were already encom-
passed by GIST-1 techniques.

Participant/Recruitment Characteristics

As indicated in Table  3, five participant/recruitment characteristics met consensus-effec-
tive criteria: (1) clients were recruited from gambling services or treatment agencies; (2) 
eligibility screening took place; (3) participants screened positive for gambling problems 
or gambling disorder; (4) screening assessments were conducted face-to-face (in person/
video-conferencing); (5) baseline assessments were conducted face-to-face (in person/
video-conferencing). None of the participant/recruitment characteristics met consensus-
ineffective criteria.

Delivery Characteristics

As indicated in Table  4, consensus was reached on 17 delivery characteristics. Sixteen 
characteristics met consensus-effective criteria: (1) treatment length available to clients 
exceeded seven sessions or 541 min (9 h); (2) completed sessions were between five and 
eight sessions; (3) completed sessions were more than nine sessions; (4) the interven-
tion was delivered to an individual; (5) the intervention was delivered to a group; (6) the 
therapy goal was to reduce time and/or money spent gambling; (7) all therapeutic content 
was delivered by a practitioner; therapist approach was (8) CBT, (9) MI, (10) cognitive 
therapy (CT) (11), and behaviour therapy (BT); (12) the intervention was delivered face-
to-face (in person only); (13) the intervention was delivered by a registered professional; 
(14) supervision was provided to the practitioner; (15) training was provided to deliver the 
intervention; and (16) a treatment manual was used to deliver the intervention. Conversely, 
consensus-ineffective criteria was met by imposing a goal on participants.
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Table 2   Panel ratings for techniques across both rounds

Techniques were classified as consensus-effective if at least 70% of panellists rated its effectiveness between 
7 and 9, and fewer than 15% of panellists rated it between 1 and 3. Techniques which reached consensus-
effective or consensus-ineffective criteria in the first round were not included for re-rating in the second 
round
R1 round one; R2 round two
a Techniques are ranked in order of their mean ratings. Consensus-effective techniques are ranked above 
non-consensus-effective techniques
* Indicates that the technique met consensus-effective criteria

Techniquea Rank* N Mean rating (SD) % of panellists rating

1–3 4–6 7–9

Motivational enhancement* 1 39 7.23 (1.69) 5.13% 15.38% 79.48%
Relapse prevention* 2 39 7.26 (1.50) 2.56% 23.07% 74.36%
Cognitive restructuring* R1: 3 39 6.77 (1.61) 2.56% 33.34% 64.11%

R2: 3 35 7.26 (1.05) 0.00% 20.01% 80.00%
Plan social support* R1: 4 39 6.51 (2.35) 5.12% 35.89% 58.98%

R2: 4 35 6.83 (0.84) 0.00% 25.71% 74.29%
Decisional balance R1: 12 39 6.13 (1.68) 10.25% 43.58% 46.16%

R2: 5 35 6.49 (1.18) 2.86% 28.57% 68.57%
Financial regulation R1: 6 39 6.41 (1.85) 7.69% 35.90% 56.40%

R2: 6 35 6.71 (1.28) 2.86% 31.43% 65.71%
Behaviour substitution R1: 7 39 6.51 (1.44) 2.56% 43.58% 53.84%

R2: 7 35 6.51 (1.45) 5.71% 31.43% 62.85%
Stimulus control R1: 5 39 6.72 (1.80) 5.12% 38.46% 56.41%

R2: 8 35 6.94 (1.45) 2.86% 37.14% 60.00%
Exposure R1: 10 39 5.97 (1.82) 12.82% 38.47% 48.71%

R2: 9 35 6.51 (1.13) 0.00% 40.00% 60.00%
Goal setting R1: 11 39 6.33 (1.68) 5.13% 48.71% 46.16%

R2: 10 35 6.46 (1.29) 2.86% 42.86% 54.28%
Self-monitoring R1: 9 39 6.54 (1.77) 5.13% 43.58% 51.28%

R2: 11 35 6.34 (1.58) 8.57% 51.43% 40.00%
Problem solving R1:14 39 5.95 (1.95) 12.82% 51.28% 35.89%

R2: 12 35 6.06 (1.53) 5.71% 57.14% 37.14%
Mindfulness R1: 13 39 5.67 (1.97) 17.94% 41.02% 41.03%

R2: 13 35 5.89 (1.30) 2.86% 60.00% 37.14%
Feedback on assessment R1: 8 39 6.49 (1.74) 5.13% 43.59% 51.29%

R2: 14 35 6.74 (1.18) 8.57% 65.72% 25.72%
Imaginal desensitisation R1: 16 39 5.72 (1.72) 12.82% 53.85% 33.32%

R2: 15 35 5.89 (1.35) 8.57% 65.72% 25.72%
Social skills training R1: 17 39 5.18 (2.07) 25.64% 48.72% 25.64%

R2: 16 35 5.40 (1.62) 14.29% 62.86% 22.85%
Information gathering R1: 15 39 5.41 (2.28) 20.51% 46.15% 33.33%

R2: 17 35 5.26 (1.73) 20.00% 62.85% 17.14%
Information provision R1: 18 39 4.85 (1.86) 30.77% 48.72% 20.52%

R2: 18 35 4.97 (1.44) 20.00% 62.85% 17.14%
Social comparison R1: 19 39 4.33 (1.82) 38.46% 46.16% 15.38%

R2: 19 35 4.37 (1.44) 37.15% 54.29% 8.57%
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Evaluation Characteristics

As indicated in Table 5, three evaluation characteristics met consensus-effective criteria: 
(1) the intervention is evaluated against a no intervention control group; (2) the interven-
tion is evaluated against an active control group; and (3) specific process or mediators are 
targeted by the intervention. None of the evaluation characteristics met consensus-ineffec-
tive criteria.

Discussion

This Delphi study is the first to identify consensus statements from clinical researchers  
on the perceived effectiveness of intervention content for gambling treatments for bring- 
ing about clinically helpful change. Consensus was reached on four techniques, five par- 
ticipant/recruitment characteristics, 17 delivery characteristics, and three evaluation  
characteristics.

Techniques

Clinical consensus statements on effectiveness were identified for motivational enhance-
ment, relapse prevention, cognitive restructuring, and plan social support. These find-
ings are consistent with those from the available systematic reviews and other empirical 
research. Specifically, motivational enhancement is closely linked with MI, an effective 
intervention for reducing gambling behaviour (Yakovenko et  al., 2015), which was also 
rated by Swedish gambling counsellors as the most important technique to include in gam-
bling interventions (Månsson et al., 2022). Participants receiving relapse prevention have 
demonstrated improvements in gambling outcomes, although many participants can con-
tinue to experience gambling difficulties (Hodgins & el-Guebaly, 2004; Hodgins et  al., 
2007). Relapse prevention has also been included in effective individual and group gam-
bling interventions (Ladouceur et al., 2001, 2003). Cognitive restructuring has also been 
included in these interventions (Ladouceur et  al., 2001, 2003), with behavioural experi-
ments (coded as Cognitive restructuring in the GIST-1) identified as a promising technique 
in adolescent gambling interventions (St Quinton et al., 2022). Moreover, addressing gam-
bling cognitions was identified as an important technique to include in gambling inter-
ventions by Swedish counsellors (Månsson et al., 2022). Finally, increased social support 
has been associated with better gambling treatment outcomes (Bickl et al., 2023; Petry & 
Weiss, 2009) and improved quality of life (Penfold & Ogden, 2023), providing a possi-
ble underpinning for the effectiveness of plan social support. This convergence of find-
ings provides a good rationale to prioritise the inclusion of these techniques in gambling 
interventions.

These four techniques, alongside six others, were also endorsed as effective in a 
Delphi study of Australian and New Zealand specialist gambling clinicians (Keshani 
et al., 2025). The discrepancy between clinicians and clinical researchers likely reflects 
differences in professional perspectives, with clinicians likely drawing on their direct 
practice experience to value a wider range of strategies, such as financial regulation, 



	 International Journal of Mental Health and Addiction

Ta
bl

e 
3  

P
an

el
 ra

tin
gs

 fo
r p

ar
tic

ip
an

t/r
ec

ru
itm

en
t c

ha
ra

ct
er

ist
ic

s a
cr

os
s b

ot
h 

ro
un

ds

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

Sa
m

pl
e 

ty
pe

C
om

m
un

ity
R

1
6.

03
 (1

.9
3)

10
.2

6%
48

.7
2%

41
.0

2%
R

2
6.

20
 (1

.0
9)

0.
00

%
62

.8
6%

37
.1

4%
C

lin
ic

al
 (a

 g
am

bl
in

g 
se

rv
ic

e 
or

 tr
ea

tm
en

t a
ge

nc
y)

*
R

1
7.

59
 (1

.2
3)

0.
00

%
17

.9
5%

82
.0

6%
U

ni
ve

rs
ity

R
1

5.
87

 (2
.1

3)
17

.9
5%

38
.4

6%
43

.5
9%

R
2

5.
77

 (1
.4

8)
5.

72
%

62
.8

6%
31

.4
3%

Re
m

un
er

at
io

n
Re

m
un

er
at

io
n 

fo
r c

om
pl

et
in

g 
an

 e
lig

ib
ili

ty
 sc

re
en

R
1

4.
79

 (2
.3

6)
33

.3
2%

33
.3

3%
33

.3
4%

R
2

5.
23

 (1
.8

7)
14

.2
9%

57
.1

4%
28

.5
8%

Re
m

un
er

at
io

n 
fo

r b
as

el
in

e 
as

se
ss

m
en

t
R

1
5.

08
 (2

.4
4)

33
.3

3%
25

.6
4%

41
.0

3%
R

2
5.

46
 (1

.9
2)

14
.2

9%
51

.4
3%

34
.2

8%
Re

m
un

er
at

io
n 

fo
r f

ol
lo

w
-u

p 
as

se
ss

m
en

t
R

1
5.

54
 (2

.4
4)

25
.6

4%
30

.7
7%

43
.5

9%
R

2
5.

80
 (2

.1
1)

11
.4

3%
48

.5
7%

40
.0

0%
A

 to
ta

l a
m

ou
nt

 e
xc

ee
di

ng
 $

70
 U

S 
do

lla
rs

 ($
96

 C
an

ad
ia

n 
do

lla
rs

 / 
$1

05
 A

us
tra

lia
n 

do
lla

rs
)a

R
1

5.
36

 (2
.5

0)
25

.6
4%

30
.7

7%
43

.5
9%

R
2

5.
63

 (2
.1

0)
11

.4
3%

51
.4

3%
37

.1
4%

El
ig

ib
ili

ty
 c

rit
er

ia
Sc

re
en

in
g 

fo
r e

lig
ib

ili
ty

 w
as

 c
on

du
ct

ed
*

R
1

6.
82

 (1
.6

3)
2.

56
%

28
.2

0%
69

.2
3%

R
2

6.
94

 (1
.0

1)
0.

00
%

22
.8

6%
77

.1
4%

Sc
re

en
ed

 p
os

iti
ve

 fo
r a

 g
am

bl
in

g 
pr

ob
le

m
 o

r g
am

bl
in

g 
di

so
rd

er
*

R
1

6.
77

 (1
.7

2)
5.

12
%

23
.0

8%
71

.7
9%

G
am

bl
ed

 in
 th

e 
la

st 
12

 m
on

th
s

R
1

5.
33

 (2
.3

0)
23

.0
8%

38
.4

6%
38

.4
6%

R
2

6.
09

 (1
.7

8)
8.

57
%

45
.7

1%
45

.7
1%

A
ge

d 
18

 o
r o

ld
er

R
1

5.
72

 (1
.9

9)
10

.2
5%

51
.2

8%
38

.4
6%

R
2

5.
89

 (1
.1

9)
65

.7
1%

34
.2

8%
65

.7
1%

N
o 

su
ic

id
al

 id
ea

tio
n/

cu
rr

en
t r

is
k

R
1

5.
46

 (2
.1

5)
17

.9
4%

48
.7

1%
33

.3
3%

R
2

5.
31

 (1
.4

3)
11

.4
2%

68
.5

7%
20

.0
0%

N
o 

ac
ut

e 
m

en
ta

l d
ist

re
ss

R
1

5.
51

 (2
.3

2)
20

.5
2%

41
.0

2%
38

.4
6%

R
2

6.
09

 (1
.4

4)
2.

86
%

60
.0

1%
37

.1
4%



International Journal of Mental Health and Addiction	

Ite
m

s 
w

er
e 

cl
as

si
fie

d 
as

 c
on

se
ns

us
-e

ffe
ct

iv
e 

if 
at

 le
as

t 7
0%

 o
f 

pa
ne

lli
sts

 ra
te

d 
its

 e
ffe

ct
iv

en
es

s 
be

tw
ee

n 
7 

an
d 

9,
 a

nd
 fe

w
er

 th
an

 1
5%

 o
f 

pa
ne

lli
sts

 ra
te

d 
it 

be
tw

ee
n 

1 
an

d 
3.

 
Ite

m
s 

w
er

e 
cl

as
si

fie
d 

as
 c

on
se

ns
us

-in
eff

ec
tiv

e 
if 

at
 le

as
t 7

0%
 o

f p
an

el
lis

ts
 ra

te
d 

its
 e

ffe
ct

iv
en

es
s 

be
tw

ee
n 

1 
an

d 
3,

 a
nd

 fe
w

er
 th

an
 1

5%
 o

f p
an

el
lis

ts
 ra

te
d 

it 
be

tw
ee

n 
7 

an
d 

9.
 

Ite
m

s w
hi

ch
 m

et
 c

on
se

ns
us

 c
rit

er
ia

 in
 th

e 
fir

st 
ro

un
d 

w
er

e 
no

t i
nc

lu
de

d 
in

 th
e 

se
co

nd
 ro

un
d

R1
 ro

un
d 

on
e,

 R
2 

ro
un

d 
tw

o
a  Fi

gu
re

s w
er

e 
m

ea
ns

 d
er

iv
ed

 fr
om

 e
xp

er
im

en
ta

l s
tu

di
es

 in
 th

e 
lit

er
at

ur
e

*  In
di

ca
te

s t
ha

t t
he

 it
em

 m
et

 c
on

se
ns

us
-e

ffe
ct

iv
e 

cr
ite

ria

Ta
bl

e 
3  

(c
on

tin
ue

d)

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

N
o 

cu
rr

en
t i

nt
er

ve
nt

io
n

R
1

5.
38

 (2
.2

8)
23

.0
8%

38
.4

6%
38

.4
7%

R
2

5.
60

 (1
.8

5)
14

.2
8%

57
.1

5%
28

.5
6%

Pa
rti

ci
pa

tio
n 

lim
ite

d 
to

 sp
ec

ifi
c 

ty
pe

 o
f g

am
bl

in
g

R
1

4.
77

 (2
.1

2)
30

.7
7%

51
.2

8%
17

.9
5%

R
2

5.
14

 (1
.5

0)
14

.2
8%

68
.5

7%
17

.1
5%

C
ol

la
te

ra
l p

er
so

n 
re

qu
ire

d
R

1
5.

97
 (2

.3
3)

15
.3

8%
33

.3
3%

51
.2

8%
R

2
6.

43
 (1

.3
8)

2.
86

%
34

.2
9%

62
.8

5%
Sc

re
en

in
g 

m
od

al
ity

Fa
ce

-to
-fa

ce
 sc

re
en

*
R

1
7.

26
 (1

.6
6)

2.
56

%
28

.2
0%

69
.2

3%
R

2
7.

86
 (1

.1
0)

0.
00

%
14

.2
9%

85
.7

2%
Te

le
ph

on
e 

sc
re

en
R

1
6.

41
 (1

.6
6)

2.
56

%
46

.1
5%

51
.2

8%
R

2
6.

69
 (1

.0
6)

0.
00

%
42

.8
6%

57
.1

5%
Se

lf-
di

re
ct

ed
 sc

re
en

R
1

5.
56

 (1
.8

4)
17

.9
5%

51
.2

8%
30

.7
7%

R
2

5.
51

 (1
.2

0)
2.

86
79

.9
9

17
.1

4
B

as
el

in
e 

m
od

al
ity

Fa
ce

 to
 fa

ce
 d

el
iv

er
y*

R
1

7.
38

 (1
.6

1)
2.

56
%

23
.0

8%
74

.3
6%

Te
le

ph
on

e 
de

liv
er

y
R

1
6.

46
 (1

.6
3)

5.
12

%
35

.9
0%

58
.9

7%
R

2
6.

80
 (1

.0
6)

0.
00

%
31

.4
3%

68
.5

7%
Se

lf-
di

re
ct

ed
 d

el
iv

er
y

R
1

5.
77

 (1
.6

2)
10

.2
5%

61
.5

4%
28

.2
0%

R
2

5.
96

 (0
.9

8)
0.

00
%

80
.0

0%
20

.0
1%

B
as

el
in

e 
as

se
ss

m
en

t i
s o

ve
r 8

0 
ite

m
s l

on
ga

R
1

4.
67

 (2
.0

5)
28

.2
1%

53
.8

4%
17

.9
5%

R
2

5.
29

 (1
.3

0)
5.

72
%

85
.7

1%
8.

57
%



	 International Journal of Mental Health and Addiction

Ta
bl

e 
4  

P
an

el
 ra

tin
gs

 fo
r d

el
iv

er
y 

ch
ar

ac
te

ris
tic

s a
cr

os
s b

ot
h 

ro
un

ds

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

Th
er

ap
eu

tic
 c

on
ta

ct
Pl

an
ne

d 
in

te
ns

ity
: T

he
 to

ta
l n

um
be

r o
f s

es
si

on
s a

va
ila

bl
e 

to
 p

ar
tic

ip
an

ts
 e

xc
ee

de
d 

7 
an

d/
or

 av
ai

la
bl

e 
du

ra
tio

n 
of

 ti
m

e 
av

ai
la

bl
e 

to
 c

om
pl

et
e 

th
e 

pr
og

ra
m

 e
xc

ee
de

d 
54

1 
m

in
 (9

 h
)*

R
1

6.
97

 (1
.6

2)
5.

12
%

23
.0

7%
71

.7
9%

A
ct

ua
l i

nt
en

si
ty

: T
he

 to
ta

l n
um

be
r o

f s
es

si
on

s c
om

pl
et

ed
 b

y 
pa

rti
ci

pa
nt

s e
xc

ee
de

d 
5 

an
d/

or
 a

ct
ua

l d
ur

at
io

n 
of

 ti
m

e 
sp

en
t c

om
pl

et
in

g 
th

e 
pr

og
ra

m
 e

xc
ee

de
d 

33
5 

m
in

 
(5

 h
 a

nd
 3

5 
m

in
)a

R
1

6.
10

 (1
.4

6)
7.

69
%

48
.7

2%
43

.5
8%

R
2

6.
66

 (0
.9

5)
0.

00
%

34
.2

9%
65

.7
1%

M
in

im
al

 c
on

ta
ct

: T
he

ra
pe

ut
ic

 c
on

ta
ct

 is
 le

ss
 th

an
 3

0 
m

in
 in

 d
ur

at
io

n
R

1
4.

00
 (1

.6
6)

38
.4

6%
53

.8
5%

7.
69

%
R

2
3.

91
 (1

.2
3)

34
.2

8%
60

.0
1%

5.
71

%
Si

ng
le

 se
ss

io
n:

 C
on

ta
in

ed
 in

 a
 si

ng
le

 se
ss

io
n 

w
hi

ch
 la

ste
d 

m
or

e 
th

an
 3

0 
m

in
R

1
4.

64
 (2

.1
1)

43
.5

9%
33

.3
3%

23
.0

8%
R

2
3.

86
 (1

.3
3)

57
.1

5%
34

.2
9%

8.
57

%
Sh

or
t c

on
ta

ct
: B

et
w

ee
n 

tw
o 

an
d 

fo
ur

 se
ss

io
ns

R
1

5.
41

 (1
.8

6)
12

.8
1%

58
.9

8%
28

.2
0%

R
2

5.
29

 (1
.1

4)
5.

71
%

82
.8

6%
11

.4
3%

M
ed

iu
m

 c
on

ta
ct

: B
et

w
ee

n 
fiv

e 
an

d 
ei

gh
t s

es
si

on
s*

R
1

6.
62

 (1
.3

9)
2.

56
%

43
.5

9%
53

.8
5%

R
2

6.
97

 (0
.9

1)
0.

00
%

28
.5

7%
71

.4
3%

Lo
ng

 c
on

ta
ct

: M
or

e 
th

an
 n

in
e 

se
ss

io
ns

*
R

1
6.

87
 (2

.0
8)

15
.3

8%
15

.3
8%

69
.2

3%
R

2
7.

26
 (1

.4
6)

2.
86

%
17

.1
3%

80
.0

0%
D

el
iv

er
ed

 to
 in

di
vi

du
al

*
R

1
7.

51
 (1

.1
3)

0.
00

%
17

.9
4%

82
.0

5%
D

el
iv

er
ed

 to
 g

ro
up

*
R

1
6.

79
 (1

.4
5)

5.
13

%
25

.6
3%

69
.2

3%
R

2
6.

63
 (1

.2
7)

5.
71

%
20

.0
0%

74
.2

8%
G

oa
l

In
te

rv
en

tio
n 

go
al

 is
 d

et
er

m
in

ed
 a

t s
cr

ee
ni

ng
, a

ss
es

sm
en

t, 
or

 a
t t

he
 c

om
m

en
ce

m
en

t 
of

 th
e 

in
te

rv
en

tio
n

R
1

6.
64

 (1
.9

0)
7.

68
%

35
.9

0%
56

.4
1%

R
2

6.
74

 (1
.1

0)
0.

00
%

48
.5

7%
51

.4
3%

In
te

rv
en

tio
n 

go
al

 is
 re

du
ct

io
n 

in
 g

am
bl

in
g 

tim
e 

an
d/

 o
r m

on
ey

*
R

1
6.

77
 (1

.7
0)

5.
12

%
30

.7
7%

64
.1

0%
R

2
7.

09
 (1

.0
0)

0.
00

%
22

.8
6%

77
.1

4%
In

te
rv

en
tio

n 
go

al
 is

 a
bs

tin
en

ce
R

1
5.

51
 (2

.1
3)

20
.5

1%
41

.0
2%

38
.4

6%



International Journal of Mental Health and Addiction	

Ta
bl

e 
4  

(c
on

tin
ue

d)

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

R
2

5.
40

 (1
.8

4)
17

.1
4%

45
.7

1%
37

.1
4%

In
te

rv
en

tio
n 

go
al

 is
 im

po
se

d 
on

 p
ar

tic
ip

an
ts

 (i
.e

. p
ar

tic
ip

an
ts

 w
er

e 
no

t f
re

e 
to

 
ch

oo
se

)†
R

1
3.

51
 (2

.0
9)

58
.9

7%
30

.7
7%

10
.2

5%

R
2

2.
91

 (1
.4

8)
77

.1
4%

17
.1

4%
5.

72
%

Pr
of

es
si

on
al

 o
ve

rs
ig

ht
A

ll 
th

er
ap

eu
tic

 c
on

te
nt

 w
as

 d
el

iv
er

ed
 b

y 
a 

se
lf-

di
re

ct
ed

 p
ro

gr
am

 o
r w

or
kb

oo
k

R
1

4.
56

 (1
.6

3)
28

.2
1%

61
.5

3%
10

.2
5%

R
2

4.
40

 (0
.9

6)
20

.0
0%

77
.1

5%
2.

86
%

Th
er

ap
eu

tic
 c

on
te

nt
 w

as
 d

el
iv

er
ed

 e
nt

ire
ly

 b
y 

a 
se

lf-
di

re
ct

ed
 p

ro
gr

am
 o

r w
or

kb
oo

k,
 

w
ith

 so
m

e 
ad

vi
ce

 a
nd

 in
fo

rm
at

io
n 

ab
ou

t c
ha

ng
e 

op
tio

ns
 (e

.g
. s

el
f-

ex
cl

us
io

n 
or

 
in

fo
rm

at
io

n 
on

 g
am

bl
in

g)
, i

nf
or

m
at

io
n 

on
 h

ow
 to

 u
se

 th
e 

se
lf-

di
re

ct
ed

 p
ro

gr
am

, 
an

d/
 o

r e
nc

ou
ra

gi
ng

 o
r f

ac
ili

ta
tiv

e 
su

pp
or

t d
el

iv
er

ed
 b

y 
a 

pr
ac

tit
io

ne
r

R
1

5.
23

 (1
.5

3)
10

.2
6%

71
.7

9%
17

.9
4%

R
2

5.
03

 (0
.8

8)
0.

00
%

10
0.

00
%

0.
00

%
Th

er
ap

eu
tic

 c
on

te
nt

 w
as

 p
re

do
m

in
an

tly
 d

el
iv

er
ed

 b
y 

a 
se

lf-
di

re
ct

ed
 p

ro
gr

am
 o

r 
w

or
kb

oo
k 

bu
t w

ith
 so

m
e 

th
er

ap
eu

tic
 c

on
te

nt
 d

el
iv

er
ed

 b
y 

a 
pr

ac
tit

io
ne

r
R

1
6.

21
 (1

.5
2)

5.
13

%
46

.1
5%

48
.7

1%

R
2

6.
49

 (1
.0

8)
0.

00
%

40
.0

0%
60

.0
0%

A
ll 

th
er

ap
eu

tic
 c

on
te

nt
 w

as
 d

el
iv

er
ed

 b
y 

a 
pr

ac
tit

io
ne

r*
R

1
7.

51
 (1

.2
2)

0.
00

%
17

.9
5%

82
.0

5%
Th

er
ap

ist
 a

pp
ro

ac
h

C
B

T*
R

1
7.

82
 (0

.9
3)

0.
00

%
7.

69
%

92
.3

1%
M

ot
iv

at
io

na
l i

nt
er

vi
ew

in
g*

R
1

7.
13

 (1
.4

5)
2.

56
%

28
.2

0%
69

.2
3%

R
2

7.
26

 (0
.8

4)
0.

00
%

20
.0

0%
80

.0
0%

C
og

ni
tiv

e 
th

er
ap

y*
R

1
7.

00
 (1

.3
4)

2.
56

%
28

.2
0%

69
.2

3%
R

2
7.

37
 (0

.7
6)

0.
00

%
2.

86
%

97
.1

4%
B

eh
av

io
ur

 th
er

ap
y*

R
1

6.
95

 (1
.2

2)
0.

00
%

28
.2

1%
71

.7
9%

N
on

-d
ire

ct
iv

e
R

1
4.

79
 (1

.7
9)

23
.0

8%
53

.8
5%

23
.0

7%
R

2
5.

11
 (1

.3
3)

5.
72

%
77

.1
4%

17
.1

4%
N

or
m

at
iv

e 
fe

ed
ba

ck
R

1
4.

82
 (1

.9
5)

30
.7

7%
48

.7
2%

20
.5

2%
R

2
5.

06
 (0

.9
8)

8.
57

%
88

.5
7%

2.
86

%
In

te
ra

ct
io

n 
m

od
al

ity
Fa

ce
-to

-fa
ce

*
R

1
7.

90
 (0

.9
6)

0.
00

%
7.

69
%

92
.3

1%



	 International Journal of Mental Health and Addiction

Ta
bl

e 
4  

(c
on

tin
ue

d)

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

Te
le

ph
on

e
R

1
6.

05
 (1

.5
4)

5.
12

%
53

.8
5%

41
.0

3%
R

2
6.

29
 (1

.0
3)

0.
00

%
60

.0
0%

40
.0

0%
In

te
rn

et
R

1
6.

33
 (1

.6
1)

7.
69

%
46

.1
5%

46
.1

5%
R

2
6.

43
 (0

.9
0)

0.
00

%
68

.5
7%

31
.4

2%
Q

ua
lifi

ca
tio

ns
 o

f p
ra

ct
iti

on
er

Re
gi

ste
re

d 
pr

of
es

si
on

al
*

R
1

7.
87

 (0
.8

8)
0.

00
%

5.
13

%
94

.8
8%

In
te

rn
 o

r s
tu

de
nt

R
1

5.
90

 (1
.4

3)
5.

12
%

58
.9

7%
35

.9
0%

R
2

6.
03

 (1
.3

0)
5.

71
%

57
.1

5%
37

.1
4%

C
ou

ns
el

or
 o

r v
ol

un
te

er
R

1
4.

95
 (1

.5
7)

23
.0

8%
64

.1
0%

12
.8

2%
R

2
5.

37
 (1

.2
4)

11
.4

3%
71

.4
3%

17
.1

5%
Su

pe
rv

is
io

n
Su

pe
rv

is
io

n 
pr

ov
id

ed
*

R
1

7.
77

 (1
.3

1)
2.

56
%

7.
69

%
89

.7
4%

N
ot

 p
ro

vi
de

d 
w

ith
 su

pe
rv

is
io

n
R

1
4.

56
 (1

.5
3)

20
.5

1%
71

.7
9%

7.
69

%
R

2
4.

51
 (1

.1
6)

11
.4

3%
82

.8
5%

5.
71

%
Pr

ov
id

ed
 w

ith
 tr

ai
ni

ng
 to

 d
el

iv
er

 th
e 

tre
at

m
en

t*
R

1
7.

10
 (1

.6
1)

2.
56

%
28

.2
1%

69
.2

3%
R

2
7.

34
 (1

.3
9)

2.
86

%
20

.0
1%

77
.1

4%
N

ot
 p

ro
vi

de
d 

w
ith

 tr
ai

ni
ng

 to
 d

el
iv

er
 th

e 
tre

at
m

en
t

R
1

3.
69

 (1
.4

2)
41

.0
2%

58
.9

8%
0.

00
%

R
2

3.
70

 (1
.2

0)
37

.1
5%

60
.0

0%
2.

86
%

M
an

ua
l

Tr
ea

tm
en

t m
an

ua
l*

R
1

7.
21

 (1
.2

8)
0.

00
%

28
.2

0%
71

.8
0%

N
o 

tre
at

m
en

t m
an

ua
l

R
1

4.
64

 (1
.5

6)
28

.2
0%

61
.5

4%
10

.2
6%

R
2

4.
77

 (1
.0

2)
17

.1
5%

82
.8

5%
0.

00
%

In
te

gr
ity

 c
he

ck
R

1
6.

77
 (1

.4
0)

2.
56

%
41

.0
2%

56
.4

1%
R

2
6.

77
 (1

.0
2)

0.
00

%
31

.4
3%

68
.5

7%
N

o 
in

te
gr

ity
 c

he
ck

R
1

4.
46

 (1
.4

6)
23

.0
7%

74
.3

6%
2.

56
%

R
2

4.
71

 (1
.1

4)
11

.4
3%

68
.5

7%
20

.0
0%

Se
lf-

di
re

ct
ed

In
te

rn
et

R
1

5.
33

 (1
.7

7)
15

.3
9%

56
.4

1%
28

.2
1%

R
2

5.
40

 (1
.2

9)
8.

57
%

74
.2

9%
17

.1
5%



International Journal of Mental Health and Addiction	

Ta
bl

e 
4  

(c
on

tin
ue

d)

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

Pa
pe

r-b
as

ed
R

1
4.

51
 (1

.6
6)

28
.2

0%
61

.5
4%

10
.2

5%
R

2
4.

57
 (1

.2
5)

17
.1

5%
80

.0
0%

2.
86

%
C

he
ck

 m
at

er
ia

ls
 re

ce
iv

ed
 a

nd
 u

nd
er

sto
od

R
1

5.
44

 (1
.8

4)
17

.9
5%

48
.7

2%
33

.3
3%

R
2

5.
80

 (1
.3

0)
2.

86
%

62
.8

5%
34

.2
9%

N
o 

ch
ec

k 
m

at
er

ia
ls

 re
ce

iv
ed

 a
nd

 u
nd

er
sto

od
R

1
3.

79
 (1

.6
0)

43
.5

8%
51

.2
8%

5.
12

%
R

2
3.

63
 (1

.2
2)

37
.1

5%
60

.0
0%

2.
86

%
Se

lf-
di

re
ct

ed
 a

pp
ro

ac
h

C
B

T
R

1
6.

54
 (1

.3
9)

0.
00

%
58

.9
8%

41
.0

3%
R

2
6.

49
 (1

.2
5)

2.
86

%
57

.1
5%

40
.0

0%
M

ot
iv

at
io

na
l i

nt
er

vi
ew

in
g

R
1

5.
59

 (1
.9

0)
12

.8
2%

56
.4

0%
30

.7
7%

R
2

5.
63

 (1
.3

5)
5.

72
%

71
.4

3%
22

.8
6%

C
og

ni
tiv

e 
th

er
ap

y
R

1
5.

46
 (1

.9
6)

20
.5

1%
48

.7
2%

30
.7

7%
R

2
5.

86
 (1

.4
2)

5.
72

%
71

.4
2%

22
.8

6%
B

eh
av

io
ur

 th
er

ap
y

R
1

5.
59

 (1
.9

4)
17

.9
4%

46
.1

5%
35

.8
9%

R
2

5.
74

 (1
.4

6)
8.

57
%

62
.8

6%
28

.5
7%

N
on

-d
ire

ct
iv

e
R

1
3.

67
 (1

.6
5)

51
.2

8%
38

.4
6%

10
.2

5%
R

2
3.

66
 (1

.3
7)

48
.5

7%
45

.7
2%

5.
72

%
N

or
m

at
iv

e 
fe

ed
ba

ck
R

1
4.

21
 (1

.9
4)

41
.0

2%
43

.5
9%

15
.3

8%
R

2
4.

11
 (1

.4
5)

28
.5

8%
62

.8
5%

8.
57

%

Ite
m

s 
w

er
e 

cl
as

si
fie

d 
as

 c
on

se
ns

us
-e

ffe
ct

iv
e 

if 
at

 le
as

t 7
0%

 o
f 

pa
ne

lli
sts

 ra
te

d 
its

 e
ffe

ct
iv

en
es

s 
be

tw
ee

n 
7 

an
d 

9,
 a

nd
 fe

w
er

 th
an

 1
5%

 o
f 

pa
ne

lli
sts

 ra
te

d 
it 

be
tw

ee
n 

1 
an

d 
3.

 
Ite

m
s 

w
er

e 
cl

as
si

fie
d 

as
 c

on
se

ns
us

-in
eff

ec
tiv

e 
if 

at
 le

as
t 7

0%
 o

f p
an

el
lis

ts
 ra

te
d 

its
 e

ffe
ct

iv
en

es
s 

be
tw

ee
n 

1 
an

d 
3,

 a
nd

 fe
w

er
 th

an
 1

5%
 o

f p
an

el
lis

ts
 ra

te
d 

it 
be

tw
ee

n 
7 

an
d 

9.
 

Ite
m

s w
hi

ch
 m

et
 c

on
se

ns
us

 c
rit

er
ia

 in
 th

e 
fir

st 
ro

un
d 

w
er

e 
no

t i
nc

lu
de

d 
in

 th
e 

se
co

nd
 ro

un
d

R1
 ro

un
d 

on
e,

 R
2 

ro
un

d 
tw

o
a  Fi

gu
re

s w
er

e 
m

ea
ns

 d
er

iv
ed

 fr
om

 e
xp

er
im

en
ta

l s
tu

di
es

 in
 th

e 
lit

er
at

ur
e

*  In
di

ca
te

s t
ha

t t
he

 it
em

 m
et

 c
on

se
ns

us
-e

ffe
ct

iv
e 

cr
ite

ria
†  In

di
ca

te
s t

ha
t t

he
 it

em
 m

et
 c

on
se

ns
us

-in
eff

ec
tiv

e 
cr

ite
ria



	 International Journal of Mental Health and Addiction

Ta
bl

e 
5  

P
an

el
 ra

tin
gs

 fo
r e

va
lu

at
io

n 
ch

ar
ac

te
ris

tic
s a

cr
os

s b
ot

h 
ro

un
ds

Ite
m

s 
w

er
e 

cl
as

si
fie

d 
as

 c
on

se
ns

us
-e

ffe
ct

iv
e 

if 
at

 le
as

t 7
0%

 o
f 

pa
ne

lli
sts

 ra
te

d 
its

 e
ffe

ct
iv

en
es

s 
be

tw
ee

n 
7 

an
d 

9,
 a

nd
 fe

w
er

 th
an

 1
5%

 o
f 

pa
ne

lli
sts

 ra
te

d 
it 

be
tw

ee
n 

1 
an

d 
3.

 
Ite

m
s 

w
er

e 
cl

as
si

fie
d 

as
 c

on
se

ns
us

-in
eff

ec
tiv

e 
if 

at
 le

as
t 7

0%
 o

f p
an

el
lis

ts
 ra

te
d 

its
 e

ffe
ct

iv
en

es
s 

be
tw

ee
n 

1 
an

d 
3,

 a
nd

 fe
w

er
 th

an
 1

5%
 o

f p
an

el
lis

ts
 ra

te
d 

it 
be

tw
ee

n 
7 

an
d 

9.
 

Ite
m

s w
hi

ch
 m

et
 c

on
se

ns
us

 c
rit

er
ia

 in
 th

e 
fir

st 
ro

un
d 

w
er

e 
no

t i
nc

lu
de

d 
in

 th
e 

se
co

nd
 ro

un
d

R1
 ro

un
d 

on
e,

 R
2 

ro
un

d 
tw

o
*  In

di
ca

te
s t

ha
t t

he
 it

em
 m

et
 c

on
se

ns
us

-e
ffe

ct
iv

e 
cr

ite
ria

G
ro

up
C

om
po

ne
nt

/c
ha

ra
ct

er
ist

ic
Ro

un
d

M
ea

n 
ra

tin
g 

(S
D

)
%

 o
f p

an
el

lis
ts

 ra
tin

g

1–
3

4–
6

7–
9

N
at

ur
e 

of
 e

va
lu

at
io

n
Ev

al
ua

te
d 

ag
ai

ns
t a

 n
o 

in
te

rv
en

tio
n 

co
nt

ro
l g

ro
up

*
R

1
6.

85
 (2

.3
5)

12
.8

2%
20

.5
2%

66
.6

7%
R

2
7.

46
 (1

.8
6)

5.
71

%
20

.0
0%

74
.2

8%
Ev

al
ua

te
d 

ag
ai

ns
t a

n 
ac

tiv
e 

co
nt

ro
l g

ro
up

*
R

1
6.

69
 (1

.6
0)

2.
56

%
35

.9
0%

61
.5

4%
R

2
6.

80
 (1

.1
7)

0.
00

%
28

.5
7%

71
.4

2%
Ev

al
ua

te
d 

ag
ai

ns
t C

B
T

R
1

5.
90

 (2
.2

3)
10

.2
6%

48
.7

1%
41

.0
2%

R
2

5.
56

 (2
.0

6)
11

.4
3%

54
.2

8%
34

.2
8%

Pr
oc

es
s e

va
lu

at
io

n
Sp

ec
ifi

c 
pr

oc
es

se
s o

r m
ed

ia
to

rs
 a

re
 ta

rg
et

ed
 b

y 
th

e 
in

te
rv

en
tio

n*
R

1
7.

23
 (1

.5
9)

5.
13

%
15

.3
8%

79
.4

8%
Sp

ec
ifi

c 
pr

oc
es

se
s o

r m
ed

ia
to

rs
 a

re
 n

ot
 ta

rg
et

ed
 b

y 
th

e 
in

te
rv

en
tio

n
R

1
4.

56
 (1

.5
5)

30
.7

7%
58

.9
8%

10
.2

5%
R

2
4.

63
 (0

.8
6)

17
.1

4%
82

.8
6%

0.
00

%
N

on
-s

pe
ci

fic
 p

ro
ce

ss
es

 o
r m

ed
ia

to
rs

 a
re

 ta
rg

et
ed

 b
y 

th
e 

in
te

rv
en

tio
n

R
1

5.
36

 (1
.6

7)
15

.3
9%

58
.9

8%
25

.6
4%

R
2

5.
86

 (0
.7

6)
0.

00
%

85
.7

1%
14

.2
9%

N
on

-s
pe

ci
fic

 p
ro

ce
ss

es
 o

r m
ed

ia
to

rs
 a

re
 n

ot
 ta

rg
et

ed
 b

y 
th

e 
in

te
rv

en
tio

n
R

1
3.

95
 (1

.5
4)

38
.4

6%
56

.4
2%

5.
12

%
R

2
4.

60
 (1

.1
0)

14
.2

8%
82

.8
5%

2.
86

%



International Journal of Mental Health and Addiction	

problem solving, and goal setting, in addressing the complex and multifaceted needs 
of people experiencing gambling harm. Although a significant proportion of research-
ers reported clinical experience with addictions, they seemed to endorse only those 
strategies with a stronger empirical evidence base in the relatively nascent published 
gambling literature, such as relapse prevention and cognitive restructuring. Clinicians 
may therefore adopt a more practice-oriented lens, valuing techniques that demonstrate 
utility in real-world treatment settings, while researchers may adopt a narrower evi-
dence-focused lens that prioritises interventions supported by rigorous trials. Relat-
edly, tailoring is likely a key factor, whereby clinicians often adapt their approach to 
the specific needs of individual clients, while research has been slower to assess the 
efficacy of such tailored interventions. Geographic context may also contribute to the 
divergence, with clinician perspectives shaped by the distinctive patterns of gambling 
harm, service delivery structures, and cultural contexts of Australia and New Zealand 
(e.g. financial counselling is a major treatment focus in their service delivery models) 
compared to the broader international research community. A modified RAND/UCLA 
Appropriateness Method, which combines systematic evidence reviews with structured 
rounds of rating and discussion among experts, may clarify these discrepancies in cli-
nician and clinical researcher technique ratings (Fitch et al., 2001).

Participant/Recruitment Characteristics

Consensus statements on the effectiveness of screening for eligibility, face-to-face 
screening (in person/video-conferencing), and face-to-face baseline assessments (in 
person/video-conferencing) are consistent with empirical evidence that assessments 
may be associated with behaviour change (Kypri et  al., 2007; McCambridge & Day, 
2008; Petry et  al., 2008). An assessment may promote increased problem awareness, 
readiness, or motivation to change (Petry, 2005; Prochaska et  al., 1997). Change can 
also be a result of responses to perceived expectations attributed to researchers by par-
ticipants in assessment sessions, leading to increases in socially desirable behaviours 
or self-reporting biases (Kypri et  al., 2007; McCambridge & Day, 2008). These par-
ticipant and recruitment characteristics may be particularly relevant for more intensive 
interventions, where assessments and screening processes are more extensive, rather 
than for brief interventions.

Consensus statements on the effectiveness of recruiting participants from gambling 
services or treatment agencies and requiring participants to screen positive for gam-
bling problems or gambling disorder were also identified. Participants in these groups 
likely experience greater problem gambling severity and harm. Associations between 
higher baseline problem gambling severity and better treatment outcomes have been 
found (Eriksen et  al., 2023; Sagoe et  al., 2021), although this finding is not consist-
ent across studies (Merkouris et al., 2016). One explanation for a possible association 
between higher baseline severity and better outcomes is a larger treatment potential for 
those experiencing more difficulties (Eriksen et al., 2023; Sagoe et al., 2021). Recruit-
ing participants already engaged in gambling services might also yield better outcomes 
as participants may have greater proclivity for help-seeking or motivation to engage in 
treatment (Angus et al., 2020; Suurvali et al., 2010), although this approach has impli-
cations for eligibility criteria and the composition of control groups.
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Delivery Characteristics

Consensus statements on delivery characteristics perceived to be effective by research-
ers with experience in clinical interventions are suggestive of a more intensive, tra-
ditional conceptualisation of treatment, whereby trained, qualified, and supervised 
therapists deliver evidence-based and manualised therapeutic content (i.e. CBT and 
MI) via a relatively high number of face-to-face sessions. Consistent with this, recent 
meta-analyses have found that face-to-face treatments are associated with significantly 
greater improvements than self-directed ones, with treatment success increasing with 
time spent in treatment (Eriksen et al., 2023; Goslar et al., 2017; Pfund et al., 2020), 
although intensive evidence-based self-directed online interventions reveal promising 
results (Goslar et al., 2017). Both individual and group delivery met consensus crite-
ria for effectiveness, aligning with meta-analytic findings demonstrating treatment out-
comes are not impacted by mode of delivery (Eriksen et al., 2023; Goslar et al., 2017).

Consensus on effectiveness was reached for the intervention goal of reduction in 
gambling time and money, but not abstinence. Studies have demonstrated that non-
abstinence treatment goals may be more feasible for many treatment-seekers, increase 
treatment engagement, and reduce barriers to help-seeking (Dowling & Smith, 2007; 
Dowling et  al., 2009; Ladouceur et  al., 2009; Robson et  al., 2002). Given the fluid 
nature of goal selection, participants may change their goals during treatment (Dowl-
ing & Smith, 2007; Dowling et  al., 2009; Ladouceur et  al., 2009; Stea et  al., 2015). 
These findings have implications for supporting clients to select non-abstinence treat-
ment goals (Ladouceur, 2005; Robson et al., 2002). However, consensus was reached 
on the ineffectiveness of imposing a goal on participants. Imposing a goal contradicts 
the principle of autonomy in MI, which emphasises self-determination and choice 
(Miller & Rollnick, 2012, p. 124). Such imposition might impede exploration of client 
ambivalence, a key feature of MI, even if the imposed goal is consistent with the cli-
ent’s own perspective. This might reflect an instance of the righting reflex, potentially 
leading to increased sustain talk and reduced change talk (Miller & Rollnick, 2012, p. 
7).

Evaluation Characteristics

Consensus was reached on the effectiveness of evaluating interventions against passive 
control groups (e.g. waiting list) and active control groups (e.g. referral to Gamblers 
Anonymous). Using control groups can help to account for natural recovery, which 
might occur independently of treatment-specific effects (Pfund et  al., 2023a, 2023b; 
Sagoe et al., 2021; Slutske, 2006). In the relatively nascent gambling treatment litera-
ture, studies are still primarily evaluating interventions against no-intervention control 
groups, rather than active intervention control groups (Eriksen et  al., 2023) to deter-
mine whether interventions are effective. Given the growing evidence-base for certain 
interventions (Cowlishaw et  al., 2012; Pfund et  al., 2023a, 2023b; Yakovenko et  al., 
2015), there is now a need to directly evaluate the relative effectiveness of different 
interventions. Consensus was also reached on the effectiveness of interventions target-
ing specific processes or mediators, which is a gap in the current evidence base (Free 
et al., 2024; Rodda et al., 2018).
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Contextual Considerations

In this Delphi study, intervention content and characteristics were systematically 
selected using the GIST-1 (Rodda et al., 2018), which is a data-driven taxonomy derived 
from gambling interventions evaluated in the gambling literature. While no treatment 
components were excluded from the GIST-1, the content was largely mapped onto CBT 
and MI techniques delivered in traditional, intensive, and pracititioner-led modalities, 
reflecting their large evidence base. For example, the most frequently reported tech-
niques in these interventions were relapse prevention, cognitive restructuring, behav-
ioural substitution, stimulus control, and motivational enhancement.

The expert panel, which was systematically drawn from an international register, 
had strong research and clinical expertise, with international representation from 11 
countries. Despite efforts to include diverse geographical perspectives, most panellists 
were embedded in Western contexts. The absence of researchers from Asia, Africa, or 
South America limits the study’s ability to reflect diverse gambling markets, regula-
tory contexts, help-seeking patterns, service delivery models, therapeutic training, and 
intervention traditions, thereby reducing its capacity to capture alternative theoretical 
approaches or culturally specific intervention practices. Information relating to treat-
ment orientations and delivery experiences of the panel was not collected, but over half 
were psychologists, who may have had greater training in CBT and MI.

While the systematic item pool generation and panel formation contributed to the 
methodological rigour, replicability, and transparency of this study, these contextual 
considerations suggest that the findings may reinforce prevailing therapeutic paradigms 
from the empirical literature rather than identifying promising alternatives, as experts 
evaluated taxonomy-driven items drawn from the research literature in which they them-
selves are embedded. Consequently, the consensus statements align with CBT and MI 
approaches, as well as with more traditionally practitioner-led intensive interventions. 
They should therefore be interpreted within these epistemic and geographic limitations 
rather than as universally applicable. Moreover, while they provide a clear framework 
for intervention design, there is a risk that they may be interpreted as representing an 
“ideal treatment” applicable to all gambling clients, without accounting for health, cul-
tural, and service inequities or individual differences in client presentations, needs, and 
preferences. Gambling treatment research has generally lagged behind practice in the 
evaluation of alternative, culturally specific, and targeted interventions. In light of this, 
future studies should consider adopting alternative inclusion criteria to include research-
ers from even more diverse therapeutic and geographic backgrounds while maintaining 
sufficient expertise to provide informed and reliable ratings and exploring the optimal 
components for targeted interventions.

The broader program of research associated with this Delphi study highlighted prom-
ising alternative, culturally specific, and targeted interventions. First, clinical consensus 
statements from Australian and New Zealand specialist gambling clinicians focussing 
on therapeutic approaches suggest that approaches beyond CBT and MI may be effec-
tive in pragmatic settings, which include clients who are typically excluded from, or less 
likely to participate in, clinical trials. These approaches include psychoeducation, mind-
fulness-based therapies, solution-focussed brief therapy, interpersonal psychotherapy, 
narrative therapy, acceptance and commitment therapy, dialectical behaviour therapy, 
and family interventions, most of which have only an emerging evidence base (Guy-
ett et  al., 2025). Although mindfulness did not reach consensus in the current study, 
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researchers identified emotion regulation, distress tolerance, and acceptance as poten-
tially beneficial, underscoring the need for further investigation of experience avoidance 
techniques in third-wave CBT.

Second, the clinician Delphi studies on techniques (Keshani et al., 2025) and therapeu-
tic approaches (Guyett et al., 2025) highlighted key considerations for delivering gambling 
interventions to culturally diverse, linguistically diverse, or Indigenous populations. Tech-
niques should be adapted to meet individual and cultural needs, guided by the therapeutic 
relationship, and delivered in culturally safe and responsive ways, such as by using flex-
ible therapies, modified materials, video explanations, interpreters, or family/community 
involvement. Use of a clients’ first language and culturally relevant explanations can also 
enhance engagement. Community, family, and social beliefs can influence treatment out-
comes, with involvement supporting effectiveness, and stigma, shame, and normalised 
gambling hindering effectiveness. Certain techniques (e.g. mindfulness, social skills train-
ing) and therapeutic approaches (e.g. acceptance and commitment therapy, narrative ther-
apy, family/systemic therapy, solution-focused therapy, and psychoeducation) may be par-
ticularly useful, although prerequisites such as trauma, social support, and financial literacy 
should be addressed first. Finally, effective delivery requires cultural competence in terms 
of knowledge about diverse contexts and concepts and cultural responsivity in terms of 
actively responding to each client’s preferences and needs.

Finally, the clinician Delphi study on therapeutic approaches (Guyett et  al., 2025) 
reached consensus for targeted interventions for some client subgroups. Consensus was 
achieved that psychological interventions are more effective than no intervention across 
subgroups defined by gender, age, gambling activity, and psychiatric comorbidities. Psy-
chological interventions were also judged more effective than other interventions for 
women and men, but not for other subgroups. No consensus was reached on the rela-
tive effectiveness of sequenced versus simultaneous treatments for clients with psychi-
atric comorbidities, or on whether gambling or comorbidities should be treated first in 
sequenced approaches.

Other Strengths and Limitations

Study objectives, participant selection criteria for carrying items forward to the next round, 
consensus criteria, and the number of Delphi rounds were specified a priori, consistent 
with key quality recommendations for Delphi studies (Diamond et  al., 2014). The study 
was reported with methodological transparency, careful adherence to consensus conven-
tions, and clear reporting consistent with reporting standards. Additionally, panellists were 
asked to consider a range of components beyond techniques (Rodda et  al., 2018), and 
between-round attrition was low. Prospectively registering the Delphi protocol could have 
improved transparency and is recommended for future research in this area. Panellists were 
also not asked to rate items for different levels of gambling severity, which would have 
likely yielded different responses across the spectrum of severity. While consensus criteria 
was identical to another Delphi study with clinicians (Keshani et al., 2025), it is important 
to note that such criteria are somewhat arbitrary (Diamond et al., 2014; Jorm, 2015) and 
consensus is not a proxy for effectiveness. Finally, although panellists were provided with 
detailed descriptions of each technique, they were required to rate all items, even those 
they felt unqualified to assess or found ambiguous. This limitation should be addressed in 
future research, as providing the option to abstain may enhance rating validity by distin-
guishing informed judgements from speculative responses.
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Implications

The consensus statements identified in this study are displayed in Supplementary Materi-
als B. Findings highlight intervention content perceived as effective for gambling treat-
ment by researchers with experience in developing and evaluating clinical interventions. 
Expert consensus such as this provides a rationale for the inclusion of specific intervention 
components in treatment programs and can guide remediation of deficiencies in the cur-
rent evidence base by indicating where future research efforts may be most fruitful. For 
example, findings can inform the selection of components to trial in experimental and opti-
misation studies (Levati et al., 2016). By using a domain-specific taxonomy and including 
intervention characteristics beyond techniques, the consensus statements may have broader 
utility in guiding the design of optimisation studies. Consistent with the optimisation phase 
of the Multiphase Optimisation Strategy (MOST) framework for intervention develop-
ment (Collins & Kugler, 2018), the use of factorial experiments allow promising interven-
tion components to be experimentally evaluated both individually and in combination to 
determine the degree to which intervention content interacts additively, synergistically, or 
reductively prior to integrating the best performing components in larger RCTs (Collins 
& Kugler, 2018; Collins et al., 2011). Meta-analyses and meta-regressions have also been 
used to identify effective intervention content across health domains by investigating how 
intervention components interact when combined (Merkouris et al., 2023; Sheeran et al., 
2019). Findings from Delphi studies, content analyses, and meta-analyses have all been 
used to inform component selection in optimisation trials (Crane et al., 2018). Given that 
meta-analyses have not yet been conducted to identify effective techniques and intervention 
components for gambling treatment, these consensus statements offer a pragmatic starting 
point to prioritise candidate components for gambling intervention research in alignment 
with the recently identified research priorities of the field (Czakó et al., 2025).

Supplementary Information  The online version contains supplementary material available at https://​doi.​
org/​10.​1007/​s11469-​025-​01565-4.
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