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Etiology: an overview

 Etiological models of gambling disorder attempt to describe the

factors and the causal processes contributing to the development of

this condition or phenomenon.

 Therapeutic techniques generally refer to explanatory theories and

hypotheses. This means that our theoretical conception of gambling

problems (from their manifestation to their persistence) affects the

chosen care approach. (Ladouceur et al, 2000)

 The etiology of gambling disorder (GD) is multifaceted. (Ledgerwood and 

Petry, 2010)

 There is no single empirically validated theoretical model of gambling

that effectively integrates the multivariate biological, psychological,

sociopolitical, and environmental factors and processes into a
cohesive conceptual framework sufficient to explain the critical

pathways leading to the development of problem or pathological

gambling. (Blaszczynski and Nower, 2007)
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Etiological models

 PSYCHOANALYTIC AND PSYCHODYNAMIC

 PUBLIC HEALTH

 SOCIAL REWARD (Image and Social Validation)

 BEHAVIORAL MODELS

COGNITIVE CONCEPTUALIZATIONS

 NEUROBIOLOGICAL, GENETIC and BIOBEHAVIORAL

 INTEGRATED MODELS (General Theory of Addictions, 
Biopsychosocial, Pathways) 
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Theoretical models share many

common overlapping elements

 Problem gambling is a complex disorder with a variety of 
biopsychosocial risk factors. Theoretical conceptualizations ranging 
from Freudian and neurobiological explanations to cognitive-
behavioral theories attempt to explain persistence in behavior despite 
unfavourable odds and mounting adverse consequences. Due to 
variants in individual differences, family history, psychobiology, and 
cognitive interpretations, no single theory can fully account for the 
etiology of disorder in all problem gamblers. 

 It is important to appreciate that theoretical models explaining the 
etiology of gambling are not mutually exclusive but share many 
common overlapping elements. For example, principles of learning 
and contingencies of reinforcement fundamental to conditioning 
theories are relevant to the addiction, affective dysregulation, 
cognitive, and biological reward deficiency models. 

(Blaszczynski and Nower, 2007)

4



 The development of problem and pathological gambling could be 

considered the outcome of the interactive influences of the degree and 

duration of exposure to gambling (with environmental elements of 

accessibility availability and acceptability), “addictive” or toxic structural 

characteristics of the nature of the gambling activity, and individual 

genetic, psychological or neurobiological gambler’s features. 

(Luke Clark 2014)
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Schedules of Reinforcement

 “Schedules of reinforcement play an integral role in 

establishing problematic gambling patterns, but why 

some people may be more susceptible to developing 

disordered gambling patterns than others with given 

similar schedules of reinforcement, remains an unsettled 

question.” 

(Julia Humphrey and David C. S. Richard, 2014)
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What's wrong with me?

 Patients frequently ask to understand how it was possible 

to get to gambling in such a dangerous way, since they 

are considered normal people. They ask,:"What's wrong 

with me?“

 Some forms of addiction are the attempt to face the evil 

of living as a choice of the lesser evil. A way to defend 

oneself, even if shamefully and awkwardly.
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The faeces-eating boy

 A 14-year old boy with an IQ of 60 was incarcerated in a 

state school for numerous delinquent acts, including 

stealing, drug sale and use, and homosexual 

prostitution. After a difficult adjustment to 

institutionalization, the boy began smearing his own 

faeces all over his body and his hair, and rolling the 

faeces up into little balls and eating it. At different times, 

the staff conceptualized and attempted to work with the 

boy, first from a psychodynamic, later a behavioural 

modification, and finally a family-of-origin orientation 

with no success. The staff could not decide if his 

behaviour was related more to his retardation or to a 

psychotic process. 

10



 Not knowing what to do with him, they were planning to 

“warehouse” him in a state psychiatric hospital nearby. 

The therapist, a student of one of the authors, had 

become very attached to the boy and could not bear to 

give up on him. She persuaded the administrators to 

consult with the author. The administrator accepted, in a 

final attempt to convince the therapist that nothing 

could be done to help the boy.
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 The consultant posed a very simple question to the 

therapist, borrowed from the Brief Therapists at the 

Mental Research Institution: “In what context would it 

make perfect sense for this boy to begin 

eating/smearing his own faeces?” Further inquiry to the 

therapist revealed that the boy, who was small in stature, 

was being raped orally and anally by other boys in the 

correctional school. After he began eating faeces and 

smearing it on himself, the other boys became repulsed 

and began avoiding him, calling him crazy. The faeces 

eating seemed to protect him from being raped. 
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 The question now was, how do you intervene in the 

situation to help the boy, protect him from assault, and 

not embarrass the staff of the institution by suggesting 

that the other therapeutic models were failures. The 

intervention was twofold. First, the therapist was told to 

compliment the boy for finding a brilliant way to protect 

himself when the institution had been unable to do so. 

He was asked to keep smearing faeces on himself, but 

to stop eating it because he might get worms. Within a 

week the boy had stopped eating his faeces, was clean, 

and was well groomed. The therapist worried that the 

boy was moving too fast and feared he would be 

molested again. The boy, however, said the other kids 

now left him alone because they all still think he is crazy. 

With his crazy reputation in place, the boy could now 

survive in the institution.
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Gambling as a maladaptive

associative learning

 Behavioral conditioning is a form of associative learning that occurs 

through classical and operant conditioning, with positive 

reinforcement being a stimulus or reward for a desired response and 
with negative reinforcement occurring when an aversive stimulus is 

removed after which a particular behavior is exhibited. The 

likelihood of repeating gambling behavior can increase because of 

removing, avoiding, or coping with negative emotions, worries and 

life concerns: primary motivations underlying gambling. Motivation 

and reward control behavior and lead to learning. We look at 

disordered gambling as a form of maladaptive associative learning 
that plays also the function of a complex and motivated behavior 
of avoidance or escape.
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Paradox

“Learning from gambling is 

impossible. 

Avoiding learning from gambling is 

impossible.”
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Conclusion

When life difficulties have become negative internal 

triggers or troublesome urges some people try to find 

solace in gambling. This may seem a bad solution, but at 

the time, it is the only acceptable solution for the 

pathological gambler. 

 The personal motivation to gamble is the core that we 

can investigate to consider the utility of tailored 

interventions, a so-called strategic motivation-matched 

treatment intervention approach. 
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Entrapment in gambling

Motivation

Operant

Conditioning

Classical

Conditioning

E = mc2
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