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PROBLEM GAMBLERS’ HARSH GAZE ON CASINO SERVICES 

 

Abstract 

This study provides a first look at the perspectives and profiles of casino problem gamblers.  

The study proposes that problem gamblers (1) have unique antecedent conditions and (2) evaluate 

their casino service more favorably than non-problem gamblers.  While first proposition receives 

support, the findings counter the second; surprisingly - problem gamblers view casino service with 

a harsh gaze.  The coverage here includes overall and specific findings from face-to-face interviews 

with gamblers (n = 348) inside seven casinos in the world’s largest gaming destination (Macau).  

The interviews included asking participants to complete the “Problem Gambling Severity Index” 

(identified to participants as “My gambling-related experiences”).  The study includes both fit and 

predictive validities of overall service quality models for each of the seven casinos—these findings 

support the nomological validity that specific patterns of antecedents and outcomes associate with 

problem gambling.  Policy and managerial implications inform how-to-go about creating unique 

marketing service designs to assist problem gamblers in managing their gambling behavior. 

 

Keywords:  antecedent conditions; compulsive consumption; customer profiles; Macau; 

predictive validity; problem gambling; replication; service marketing;   
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INTRODUCTION 

LaRose (2001, p. 1) offers the following cogent summary of early literature relevant to 

compulsive buying and consumption behaviors: “Off-line, compulsive buyers account for between 

1 and 8 percent of the population (Faber & O’Guinn, 1992), ninety percent of all consumers make 

impulse buys (Cobb & Hoyer, 1986), and two-fifths describe themselves as impulse buyers (Rook 

& Fisher, 1995)”.  The author emphasizes that these behaviors defy rational consumer choice 

processes, inflating consumer prices and exacerbating abuse of consumer credit and personal 

bankruptcies and so have important social effects. 

Hirschman (1992) describes the connection across a broad range of consumption behaviors 

that have a common compulsive quality.  These behaviors go beyond the bounds of normalcy and 

also exceed a consumer’s ability to control them through reason and willpower.  Hirschman 

concludes that these behaviors, unless restrained by the consumer or some external intervention, 

lead to negative consequences, perhaps even death.  Thus, some addictive behaviors are analogous 

to extreme compulsive behaviors.  

The present study provides a first report from inside a retailing context (i.e., casinos) 

associated frequently in the literature with compulsive behavior (e.g., Afifi et al., 2010; Cox, et al. 

2005; Nower & Blaszczynski, 2010).  The objectives of the study include expanding knowledge of 

problem gambling and examining antecedent and outcome conditions associating with problem 

gambling through direct observations of casino gamblers.  The study is valuable uniquely in gaining 

access to seven mega casino resorts in the world’s largest gaming market; and in including 

extensive meta-analyses of antecedent and outcome conditions and cross-validations of  the 

predictive abilities of overall service quality models across the seven casinos. The study also aids in 

confirming and clarifying the identity of problem gamblers and provides clues for strategies 

effective in managing issues involving problem gambling.  

 
Pre-print version of an article published in Psychology and Marketing 30(12): 1108-1123. doi:10.1002/mar.20670.



4 
 

Following this introduction, section two briefly reviews the relevant literature on 

compulsive buying and problem gambling.  Section three provides a model and hypotheses of 

antecedents and consequences relating to problem gambling.  Section four describes the method of 

the study.  Section five reports the findings.  Section six is a general discussion that includes 

conclusions, implications for controlling problem gambling relating to casino table gambling, and 

revisions to theory.  Section seven describes the study’s limitations and implications for future 

research. 

LITERATURE REVIEW 

Compulsive Buying and Problem Gambling 

Prior research on problem gambling focuses on the following topics:  (1) definition and 

characteristics of  problem gambling, and  (2)  antecedent conditions and configurations of 

antecedent conditions associate with problem gambling  (3)  the consequences, the outcomes, of 

problem gambling  (4)  strategies effective in preventing and  controlling/ decreasing problem 

gambling. 

What is Problem Gambling? 

Compulsive buying receives substantial discussion in the psychiatric nomenclature for 

almost 100 years (see Black, Shaw, & Blum, 2010).  Kraepelin (1915) describes the uncontrolled 

shopping and spending behavior as oniomania (“buying mania”) or buying maniacs (oniomaniacs) 

in whom even buying is compulsive and leads to senseless contraction of debts with continuous 

delay of payment until a catastrophe clears the situation a little - a little bit never altogether because 

they never admit all their debts.  Kraepeling (1915) concludes that the particular element is 

impulsiveness; they cannot help it, which sometimes even expresses itself in the fact that 

notwithstanding good school intelligence, the patients are absolutely incapable of thinking 

differently and conceiving the senseless consequences of their act and the possibilities of not doing 

it (cf. Bleuler, 1930, p. 540). 
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Nataraajan and Goff (1991) propose that impulsive, compulsive, and addictive buying lie 

along a continuum of purchase behavior characterized by deficient self-regulation—a continuum 

that includes normal impulsive consumer behavior at one extreme and deviant addictive behavior at 

the other.  The literature does not include agreement about the etiology of unregulated buying but 

learning theory models are common to many explanations of the course these disorders take as they 

progress from impulsive to repetitive and harmful compulsive behavior (LaRose, 2001).   

Nataraajan and Goff (1991) identify two independent factors in compulsive buying: buying 

urge or desire, and degree of control over buying; they emphasize that in theory individuals are 

identifiable on continuums for each factor.  In their model, compulsive shoppers combine high urge 

with low control. This view is consistent with clinical reports that compulsive buyers are 

preoccupied with shopping and spending; they will try to resist their urges, though often with little 

success (Black et al. 2010). 

Figure 1 is an adaptation of Nataraajan and Goff’s (1991) theory to incorporate empirical 

findings that between 2 to 8 percent of general populations in the U.S. engage in compulsive buying 

(Koren, et al. 2006) and estimates of problem gambling includes 1 to 4 percent of general 

populations in the U.S. and Canada (Shaffer & Hall, 2001).   Figure 1 here incorporates 

Fitzsimons’s (2008) “death to dichotomizing” perspective by including nine cells, each of them 

varying in size to indicate shares of their respective populations; McClelland’s (1998) study by 

quintiles data analysis also emphasizes that substantial differences among a study’s participants 

only become apparent for the top twenty percent of a sample.  As Nataraajan and Goff (1991, p. 

314) suggest, “…the majority of buyers will fall in categories [other than category 1] since the 

proportion of ‘normal’ buyers is expected to far exceed compulsiveness in any society.” 

See Figure 1. 
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The overlapping circles on top of the first rectangular cell in Figure 1 visualize the 

hypothesis and findings that some compulsive buying behaviors complement one another for some 

consumers (Black et al., 2010).  The different sizes of the a, b, and c, circles indicate daily-to-

monthly time commitments to specific compulsive buying behaviors are likely to vary.  For 

example, daily smoking, and alcohol addictions may be prevalent for some problem gamblers who 

travel to a controlled casino area of a country (e.g., Macau in China) for one full-day of table 

gambling every week.   

The present study adopts Nataraajan and Goff’s (1991) continuum proposal and provides 

substantial evidence supporting core propositions as follows: (1) profiles of antecedent conditions 

are distinct for consumers exhibiting problem or addictive consumption behavior and (2) consumer 

evaluations of their current in situ service-providers vary consistently according to the consumers’ 

location on this consumption continuum.   

Accepting the perspective that compulsive buying condition extends beyond retail shopping 

for products, problem gambling is regarded as a sub-category of compulsive buying.  Afifi et al. 

(2010) observe that the Canadian population includes two percent who are problem gamblers, 

according to the Canadian Problem Gambling Index (CPGI) (Marshall & Wynne, 2003; 2004). 

These statistics are similar to those reported in the United States where 78 percent of a nationally 

representative sample reported lifetime gambling activity and 3 percent are problem or pathological 

gamblers according to “Diagnostic and Statistical Manual of Mental Disorders, fourth edition” 

(DSM-IV) criteria (Kessler et al., 2008).   

Similar to Afifi et al.’s (2010) study, instead  meeting diagnostic and statistical manual 

(DSM-IV) criteria for a disorder (i.e., pathological gambling), this research  is focused on problem 

gambling as gambling behavior that has a negative impact on the gambler, the relevant others , or 

the community as described  in the CPGI (Ferris & Wynne, 2001a).  Nataraajan and Goff (1991, p. 

317) provide a similar perspective, “The primary criterion to determine whether or not buying 
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behavior is innocuous or potentially compulsive (abnormal) buying is whether or not such behavior 

is causing disruption in the normal life of the individual.”   

Whilst beyond the scope of the present study, “negative impact” and “causing disruption” 

are viewable as consequences of problem gambling rather than problem gambling per se.  From the 

perspective of low control and high-intensity motive (see Figure 1), causing disruption in an 

individual’s normal life is not a sufficient or necessary condition for problem gambling which  can 

be seemingly an innocuous activity for long time periods.  This study adopts the view that 

examining configurations of formative, definitional, and reflective indicators are useful for theory 

building and measurement of problem gambling without measuring definitional indicators.   

Consistent with Nataraajan and Goff’s (1991) suggestion for compulsive buying, formative 

indicators of problem gambling include configurations of antecedent conditions that associate 

positively with problem gambling when viewing problem gambling as a continuum construct .  The 

configuration of senior male with casino reward membership is an example of a configuration of 

antecedent conditions associating positively with problem gambling.    

Antecedent Conditions Associating with Problem Gambling   

Meta-analyses of antecedent conditions associating with problem gambling are available in 

the literature.  For example, Lorains, Cowlishaw, and Thomas (2011) examine eleven eligible 

studies reporting on comorbidity from the literature. Their findings from across the studies indicate 

that problem and pathological gamblers had high rates of other comorbid disorders. The highest 

mean prevalence was for nicotine dependence (60.1%), followed by a substance use disorder 

(57.5%), any type of mood disorder (37.9%) and any type of anxiety disorder (37.4%). However, 

moderate heterogeneity occurs across studies, suggesting that rate estimates do not necessarily 

converge around a single population figure, and that weighted means should be interpreted with 

caution, which suggest segmenting problem gamblers by shares of comorbidity configurations. 
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In reviewing the literature on problem gambling, Black et al. (2010) note that the rates of 

problem gambling are higher in senior males,  adults with mental health or substance-use disorders, 

persons who have been incarcerated,  or those with low socioeconomic status.  Residency distance 

to casinos can be a factor of problem gambling too (NORC, 1991).  At first blush, household 

income may be thought to associate positively with problem gambling since money availability may 

be a prerequisite to gambling.  However, high gambling frequency occurs for similar shares of 

households in the general population in the U.S.A. among the lowest and highest income categories 

(Woodside & Zhang, 2012). 

Problem gambling is widely thought to be chronic and progressive (Cartwright, DeCaria, & 

Hollander, 1998).  Thus, the prevalence of problem gambling is likely to occur among casino 

members.  Customers in loyalty programs often receive special or complimentary gambling-related 

benefits designed for them. Similar to airline frequent flyer programs, members receive free flights 

depending on the frequency of use and expenditure levels of using these services. Some casino 

service and marketing promotions may be effective in nurturing the development of problem 

gambling (e.g., 24-hour operation, casino membership programs, complimentary accommodations 

including free food and beverage service).  

Outcome Conditions Associating with Problem Gambling   

Research on consequences of problem gambling is extensive. LaPlante (2009) indicates that 

depression and mood disorders followed by “spontaneous recovery” (i.e., without the use of 

programmed intervention programs) are a common outcome of problem gambling).  In their 

literature review, Black et al. (2010, p. 177) conclude, “… the person with CB [compulsive buying] 

or PG [pathological gambling] finds the behaviors highly pleasurable, and only wants to stop the 

behaviors when their deleterious secondary consequences become overwhelming.”  Thus, 

immediate, in-context, and high pleasure is thought to be a psychological outcome of problem 

gambling. If present at all, such gambling-induced euphoria may occur only while the problem 

Pre-print version of an article published in Psychology and Marketing 30(12): 1108-1123. doi:10.1002/mar.20670.



9 

gambler engages in gambling.  Giffiths (2004) concludes that the social and health costs of problem 

gambling are large at both individual and societal levels. Personal costs can include irritability, 

extreme moodiness, problems with personal relationships (including divorce), absenteeism from 

work, neglect of family, and bankruptcy; adverse health consequences for the gambler and his or 

her partner include depression, insomnia, intestinal disorders, migraine, and other stress related 

disorders (Lorenz & Yaffee (1986).  These are long-term consequences that the problem gambler 

may not associate directly with problem gambling per se.   

Although numerous studies discuss consequences of problem gambling, none addresses the 

following outcomes.  How do problem gamblers evaluate service experiences of the casinos? Do 

these evaluations differ substantially from those of non-problem gamblers? The current study 

attends to these issues and bridges the research void.   

HYPOTHESES OF THE STUDY 

Figure 2   presents the study’s model, and shows the main effect associations of the 

hypotheses.   The model includes nine antecedent conditions. Based on the insights from reviewing 

the relevant literature, the model includes the following specific hypotheses.   

See Figure 2. 

Hypotheses for Antecedent Conditions 

H1:  Age associates positively with problem gambling.  H2:  Male versus female gender 

associates positively with problem gambling.  H3:  Education associates negatively with problem 

gambling.  H4:  Income does not associate with problem gambling. H5:  Occupational status 

associates negatively with problem gambling.  H6:  Membership program associates positively with 

problem gambling.  H7:  Length of paly associates positively with problem gambling.  H8:  
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Average bet amount associates positively with problem gambling.  H9: Annual visitation associates 

positively with problem gambling. 

Hypotheses for Outcome Conditions 

Given that the relevant literature proposes the problem gambling provides high pleasure for 

problem gamblers, casino customers with high problem gambling scores should view their 

immediate casino service experiences more favorably.  Heider’s (1958) balance theory is helpful for 

explaining why problem gamblers are likely to have unique favorable evaluations of their 

immediate service experiences (see Figure 3a; the discussion of Figure 3b is in the general 

discussion section).  Heider (1958, p. 201) explains, “By a balanced state is meant a situation in 

which the relations among the entities fit together harmoniously; there is no stress toward change.  

A basic assumption is that sentiment relations and unit relations tend toward a balanced state.”   

See Figures 3a and 3b. 

Given that it is uniquely highly pleasurable for the problem gambler, the sentiment 

connection (bold double-headed arrow 1 in Figure 3a) with the service provider (2 in Figure 3a) 

will be most favorable — participating in an activity judged to be high pleasurable results in highly 

favorable evaluations of service experiences.  The favorable connection between the service 

experiences and the problem gambler (3 in Figure 3a) results in psychological balance—possibly a 

euphoric condition.   

The model includes ten outcome conditions that appear in Figure 2 in two sets labeled 

immediate and global outcomes.  These outcomes refer to evaluations of a casino by customers with 

no, low, moderate, and high level of problem gambling indicator scores as the following method 

section describes. The model includes six dimensions that influence four global outcomes:  casino 

preference, overall service quality, positive word-of-mouth communication about the casino, and 
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propensity to switch to another casino.  The model predicts that casino service evaluations have 

direct influences while problem gambling has an indirect influence on the global outcome 

conditions—thus, the dotted lines in Figure 2 from problem gambling to the global outcomes 

indicate hypothesized main effects that are not significant contributors to the immediate outcomes.  

Given that multiple combinations of immediate outcome conditions are nearly equal in explaining 

the global outcome conditions, the study focuses on the main effects in the model and proposes the 

following:  

H10:  High versus low or no problem gambling associates with (a) more positive 

evaluations of a casino’s physical facilities.  High versus low or no problem gambling associates 

with more positive evaluations:  (H11) of a casino’s service responsiveness; (H12) a casino’s being 

the customer’s first choice;  (H13) casino employees caring for the customer’s well-being; (H14) 

the customer’s perceptions about the quality of the games in the casino; (H15) of food and beverage 

quality evaluations; (H16) customers’ judgments of the overall service quality of the casino; (H17) 

of word-of-mouth communications about the casino; H18) the ambience of the casino; (H19) 

negatively with customers’ propensity to switch to another casino—switching behavior takes time 

and moves the customer away from a highly pleasurable experience.  

H20:  the immediate outcomes of customer service evaluations have a direct major influence 

on the global outcomes of most preferred casino; overall service quality; positive WOM; and 

propensity to switch casinos.  H21: While problem gambling does have a small direct influence on 

global outcomes, its influence is larger consistently on the immediate outcomes.  H22:  Overall 

service quality is a lynchpin influence on the other global outcomes of (a) propensity to switch, (b) 

positive word-of-mouth communications, and (c) first preference for the present casino the 

customer is visiting.  These final hypotheses relate to the nomological validity (Peter, 1981) of the 

model and are supported by prior work on modeling customer evaluations of specific service acts, 
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overall satisfaction, and intentions about future visits to the service provider (Chang, et al. 2013; 

Woodside et al., 1987). 

METHOD 

The section describes the measurement constructs, sampling plan, and procedure for data 

collection.  The researchers opt for conducting the survey at casinos in Macau since this special 

administrative territory of China has become the world’s leading gaming destination with an 

estimated $44 billion USD in revenues in 2013 (O’Keeffe, 2013). A face-to-face intercept with a 

self-report survey was conducted at Macau’s seven large casino resorts. 

Measures  

Problem Gambling. According to research on the Problem Gambling Severity Index 

(PGSI, aka Canadian Problem Gambling Index), problem gambling is defined as scoring three or 

more based on the endorsement of the gambling behaviors or concerns (Ferris & Wynne, 2001). 

The PGSI is a well-developed tool that was created specifically for assessing problem gambling in 

general population samples and has been subject to extensive psychometric testing (Ferris and 

Wynne, 2001).  

The PGSI has “good reliability” (α = 0.84) where “good” is above an alpha of 0.80 (Kline, 

1999) and high correlation (r=0.78) with test–retest reliability (Ferris & Wynne, 2001). The 

criterion-related validity determined that the PGSI was highly correlated with DSM-IV criteria (r = 

0.81; DSM-IV is the Diagnostic and Statistical Manual, 4th edition) and with South Oaks Gambling 

Screen (SOGS) (r=0.80) indicating that the CPGI classification of respondents is consistent with 

classification using other scales (Ferris & Wynne, 2001).  

The PGSI uses the following self-report items to assess level of gambling problems: (1) 

wagered larger amounts to get the same feeling of excitement; (2) tried to win back losses; (3) 

borrowed money or sold something to get money for gambling; (4) felt a gambling problem existed; 

(5) gambling caused health problems including stress and anxiety; (6) been criticized for betting or 
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told a gambling problem exists; (7) gambling caused financial problems; (8) felt guilty about 

gambling; and (9) bet more than could be lost.  Four choices are available for answering each of the 

nine items:  “0 Never, 1 Sometimes, 2 Most of the time, 3 Almost always.” 

In the present study the items were used to compute PGSI scores that measures problem 

gambling in five categories: non-problem gambler (score of zero), low risk gambler (score of 1 - 2), 

moderate risk gambler (score of 3- 4), high risk (5-6), and severe risk gambler (score of 7 or more). 

Moderate and severe risk gamblers were combined into one group (referred to as problem 

gamblers).  Because scores of three-to-seven reflect significant risk, that may t already have adverse 

consequences related to gambling for the gambler (Ferris & Wynne, 2001a).  

Holtgraves (1988) examines the reliability and validity of the PGSI across a national and six 

regional samples of general populations of Canadians (integrated n = 12,299). He reports a 

coefficient alpha equal to 0.86 for the total sample and an alpha equal to 0.73 among the high 

scorers (i.e., > 7) on the scale. Coefficient alpha for the PGSI is 0.92 for the total respondents to the 

present study and 0.66 for the high scores (.i.e., 7+).  The corrected item to total correlations for the 

nine items in the scale for the two studies indicates that the scale reliability properties are adequate 

for purposes the current study (correlations available upon request made to either author). 

Findings for the nomological validity (Peter, 1981) indicate high validity of the scale in the 

patterns of relationships for the PGSI among the antecedent and outcome conditions.  For example, 

the share of high PGSI scorers among once a year casino visitors should not be the same as very 

frequent casino annual visitors.  The findings indicate that high PGSI scores among once a year 

casinos visitors is relatively rare in the sample (3/130) while the majority of customers visiting 

casinos 7+ times have severe PGSI scores (8/14).  For the relationship of number of annual casino 

visits and PGSI, the phi2 = .368, p < .000, with phi2 > .25 indicates a large effect size (see Cohen, 

1977). 
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Antecedent Conditions. Depending on the question between two-to-eight responses were 

available to tick (√) for most of the antecedent conditions appearing in Figure 2.  For example, the 

four-sided two-page survey included two responses for gender, eight responses for eight household 

income ranges, seven ranges for typical/average size of bet, and six age ranges  (18-25 to 61+). 

Open-ended responses were available to record number of trips to visits casinos annually and 

number of hours in the gaming area during each day of the visit.       

Immediate and Global Outcomes.  The outcomes focus on customer evaluations of casino 

services, word-of-mouth communications, casino preference, and propensity to return. Four facets–

game service product (or simply game service), service environment, service delivery, and food 

service–underline the casino service quality conceptualization. Our conceptualization includes 

measures of food and beverage service but excludes other non-gaming aspects (e.g., shopping, 

musical and special shows), to align with the aforementioned literature, food and beverages have 

become an inseparable component of the casino gambling experience (Prentice, 2013). 

Furthermore, our conceptualization of casino service quality focuses on the performance aspects of 

quality evaluation (i.e., service perceptions) rather than the gap score approach, since considerable 

evidence suggests that performance only measures are superior (Cronin & Taylor, 1992, 1994; 

Parasuraman et al., 1994).  

The survey included six dimensions of service evaluations as appearing in Table 1 with two-

to-seven items used to measure each dimension.  Tests for the psychometric properties included 

both exploratory and confirmatory factor analysis, and corrected item to total reliability estimates. 

The exploratory and confirmatory factor analyses indicated unique factor structures for the 

dimensions in Table 1.  Details on the reliability estimations appear in Table 1.   

See Table 1. 
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The six immediate outcomes include customer evaluations of service experiences relating 

uniquely to casinos.  These six include the four dimensions and items in Wong and Fong’s (2012) 

casino service quality scale (CASERV):   casino patrons’ perceptions of service delivery (e.g., 

“Staff give prompt service to customers”), service environment, food service (e.g., “The quality of 

food and beverage is excellent”), and service product (e.g., “The casino has sufficient number of 

table games available”).  The present study includes a separate unique dimension relating to 

personal attention consisting of two items, “Casino has my best interests at heart” and “Employees 

care” as well an additional dimension relating to service experience evaluation:  ambience.  

Participants  

The study’s participants were PRC adult residents on a holiday trip to Macau who were 

confirmed to be gambling in one of the seven largest casinos in Macau.  This customer market is 

representative of more than 90 percent of the customers for each of the casinos in the study.  The 

survey instrument was a four-sided booklet containing the questions. 

Survey Instrument   

The survey was a four-sided booklet written in the Chinese language and included all 

questions related to the study.  The survey was piloted tested twice (n = 30) for clarity.  Eight 

questions were revised after the first pilot test and two were revised after the second pilot test. 

Procedure 

A request for a grant to conduct the survey was sought and received from the Secretariat for 

Economy and Finance of Macau.  With assistance of the Macau government, all casinos contacted 

agreed to participate in the study.  Data collections for the study were conducted in the top seven 

casinos by total annual revenues. 

For the data collection, three female master-level students approached casino customers as 

they began to exit the table gaming area of each casino with the request to participate in a four-

minute survey — approaching the fifth customer party following the completion of a prior survey 
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by a customer.  Prospective participants were offered a choice of a $25 USD food voucher or a 

collapsible umbrella for participation.  A total of 50 percent of customers approached agreed to 

participate in the survey.  Participants completed the survey while being seated at a fold-up table in 

an area nearby the gaming floor.  92 percent of these customers answered all questions in the 

survey.  The survey was completed in two time periods per day:  2 to 5 PM and 7 to 10 PM for 

three days per week in each of the seven casinos.  The afternoon time period was used first and then 

the evening time period in the following weeks.  The data were collected over one month in 

February 2013.  Customer participation agreement levels did vary systematically among the three 

interviews but customers’ answers did not.  The top interviewer had 60 percent cooperation and the 

bottom interviewer had 40 percent cooperation.  Survey cooperation levels did not vary 

systematically among the seven casinos. 

FINDINGS 

In general the hypotheses in the model relating to the relationship of antecedent conditions 

and problem gambling receive support.  However, the findings indicate negative relationships 

between problem gambling and casino service performance consistently, contrary to the proposed 

positive relationships.   

How the Antecedents Associate with Problem Gambling    

Figure 4 is a summary of findings for the associations of problem gambling with the 

antecedent conditions and three immediate outcomes conditions.  All estimates of relationships in 

Figure 4 are significant statistically except for that education does not associate with problem 

gambling.   

See Figure 4. 

H1:  Age.  The findings support H1: increasing age associates with increases in problem 

gambling scores.  The standard simple regression coefficient for age (ß = 0.30) is significant 
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statistically.  However, the effect size is considered medium given that the significant overall age 

and problem gambling association does not occur among all seven casinos.   

The findings support the proposition that problem gambling is an age progressive difficulty 

except for the final age segment:  the problem gambling mean (M) and standard error (se) of the 

mean for this segment (61+) are about the same as for the youngest segment (18-25): M = 0.60, se = 

0.60 for the 5 customers in the 61+ age group and M = 0.62, se = 0.24 for the 32 participants in the 

18-25 segment.  The average problem gambling score peaks for the 46-55 age group (n = 85):  M = 

2.92, se = 0.40.   

H2: Gender.  The findings support the second hypothesis.  The simple linear regression 

coefficient (ß = 0.39), the consistent higher average scores for males versus females for all age 

segments, and the significant correlations between gender and problem gambling for six of seven 

casinos indicate a large effect size for gender.  Problem gambling is a male difficulty in particular.  

The findings include a substantial relationship between problem gambling and annual 

visitation among male versus female segments.  For females, average number of trips to casinos 

does not vary for low (1.7 trips) versus high (2.0 trips) problem-gambling scores.  For males, 

average number of trips increases dramatically among males (from 2.7 trips for zero to 5.0 trips) as 

problem gambling scores increases.   

H3:  Education.  The findings support H3 that higher formal education associates with 

lower problem gambling.  The M (se) for problem gambling for high school diploma graduates was 

0.95 (n = 84) versus 2.7 (0.29) for the 138 junior high school participants and 2.3 (0.26) for the 163 

high school attendees.  Among the 23 participants with schooling less than junior high, the average 

problem gambling score was 1.6 (0.56).  Thus, a curvilinear relationship occurs for education and 

problem gambling, few members of the lowest and high education segments experience problem 

gambling in comparison to the two middle educational segments. 
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Formal educational training to avoid problem gambling may need to begin early-in-life to 

reach future problem gamblers — many problem gamblers will not be around to receive such 

training in high school.  In comparison to the findings for the other antecedent conditions, the effect 

size for education’s influence on problem gambling is small. 

H4:  Income.  The findings do not support H4 that income level has no association with 

problem gambling. A highly significant positive relationship occurs between income and problem 

gambling.  Here are rather dramatic findings:  for the 123 participants with household annual 

incomes below USD 3,000, the mean (and standard error of the mean) for problem gambling is 1.67 

(0.29); the mean (se) for the 64 participants in the highest household income categories (> $20,000 

annually) the average is 3.45 (0.48).  Low income earners appear to have less gambling problem.  

While the effect size is medium for income’s influence on problem gambling, the impact is positive 

and significant statistically.  Additional details appear in Table 2. 

See Table 2. 

H5:  Occupational Status.  The findings partially confirm H5.  The average problem 

gambling score (and se) is lowest for the 53 participants in professional occupations:  M = 1.04 

(0.31).  The average (and se) is highest for the 19 participants identifying themselves to be workers: 

4.26 (1.06).  However, the averages for managers (n = 40) and clerks (n = 53) are counter to the 

perspective that occupational status has a negative relationship with problem gambling:  3.33 (0.50) 

versus 1.00 (0.26).  For the 54 participants in customer service and sales, the problem gambling 

mean is 2.69 (se = 0.45); the average is lower for agricultural and forestry workers: n = 14, M = 

1.50 (se = 0.65).  Thus, for problem gambling workers (i.e., laborers) and managers are at risk in 

particular and clerks and agricultural/forestry workers are not.  Occupational categories rather than 

“occupational status” relates to problem gambling. 

Pre-print version of an article published in Psychology and Marketing 30(12): 1108-1123. doi:10.1002/mar.20670.



19 

H6:   Membership in Casino Reward Card Programs.  The association of membership in 

casino reward card programs with problem gambling is positive and the effect size is large.  The 

average problem gambling score among the 171 participants reporting not holding casino 

membership is 0.48 (se = 0.10); the average among the 234 participants reporting membership is 

3.21 (se = 0.23).  Eliminating or curtailing casino reward-card membership programs are likely 

positive steps in curtailing problem gambling.  The large positive effect of these programs on 

problem gambling occurs for each of the seven casinos. 

H7: Hours-of-Playing-Time per Day.  The findings support H7:  playing time gambling in 

casinos associates positively with problem gambling.  The effect size is large and occurs 

consistently across the seven casinos.  Limiting players time gambling in casinos to three hours or 

less during the daytime and the same at night are steps likely to be effective in curtailing behaviors 

relating to problem gambling.  Implementing such steps are possible but should await confirmation 

by controlled true experiments with treatment and control group conditions that indicate doing so is 

effective in curtailing problem gambling. 

H8:  Average betting.   H8 predicts a positive relationship between average bet size and 

problem gambling.  The findings do not support H8.  The findings are counter to H8:  participants 

with high problem gambling scores (n = 38) all have average bets less than 1,000 MOP (Macau 

Pataca currency; 1,000 MOP = $125.41USD).  None of the 16 participants reporting average bet 

sizes at 1,000 MOP or higher have problem gambling scores equal to 7 or higher.   

The perspective that problem gambling is not found among players in special casino rooms 

for high rollers receives support in the present study.  Problem gamblers are concentrated in Macau 

among relatively low-stakes table gambles (i.e., where average bets are 100 MOP). 

H9:  Annual visitation.  The number of annual visits associates positively with problem 

gambling.  The ß = 0.47 (Figure 4) for the linear regression coefficient and the φ2 coefficient equal 

to 0.25 indicate a large effect size.  While two percent of respondents taking one annual trip to a 
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casino score in the severest level of problem gambling, the share of respondents taking 7+ annual 

trips to casinos having the same severe level is 57 percent.   

A large increase in share of severely high problem gambling scores occurs for six versus 

five trips.  Limiting the number of recreational trips to Macau five or fewer is likely to be an 

effective control on problem gambling in casinos. 

How Problem Gambling Associates with the Immediate Service Evaluations 

Consistently negative associations occur for problem gambling and evaluations of casino 

services.  Figure 4 presents visuals of these relationships for three immediate service dimensions. 

The consistent negative associations were a surprise, which warrants a post hoc explanation.  

Problem gamblers are likely to recognize, that their casino gambling is unhealthy—and that the 

service provider is at least partially (if not entirely) to blame for their behavior.  Blaming the service 

provider may be preferable than blaming oneself for surrendering to a highly intense desire - the 

low control and high motive state in Nataraajan and Goff (1991) typology.   

This revisionist explanation expands on Urry’s (1990) “tourist gaze.”  The tourist gaze in 

some important ways is a destructive process whereby both the service provider and the tourist 

reflect upon each other the gaze of expectations of good times and positive outcomes—winning at 

the gaming tables for example—since reality infrequently matches these expectations, negative 

evaluations follow.   

H10:  Casino’s Physical Facilities.  Problem gambling scores have a significant negative 

relationship (ß = - .23) with customers’ evaluations of the casino’s physical facilities.  Respondents 

with severely high problem gambling scores (7+) offer less favorable evaluations about the casino’s 

appearance.  This finding for the overall sample does not occur consistently for each of the seven 

casinos.   

Some correlations among the different casinos vary significantly.  The findings for Casino D 

support H10 that a positive relationship occurs between casino problem gambling and a casino’s 
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physical facilities (r = .242, p < .04, one-tailed test).  The negative overall finding for the total 

sample suggests the need to collect data sufficiently among several casinos to clarify problem 

gambling and customer evaluations of services. 

H11:  Quality of Service Responsiveness.  Problem gambling scores have a significant 

negative relationship (ß = -.22) with the service responsiveness of the casino.  This finding occurs 

consistently for all seven casinos.  Casino patrons with severe problem gambling report 

substantially lower scores on service responsiveness . The especially high relatively unfulfilled need 

for response speed among problem gamblers matches with Nataraajan and Goff’s (1991) 

assessment of high-intensity motivation as a necessary condition of compulsive buying.  The 

consistency of the findings for this relationship across the seven casinos supports this interpretation. 

H12:  First Choice.  Problem gambling scores have a significant negative relationship (ß = 

- .14) with customer evaluations of the casino as their first choice.  This negative relationship 

occurs consistently though not significantly among the seven casinos.  The relationship is small in 

effect size.  Its occurrence supports the belief that a problem gambler’s bad luck or losses may 

result in moving to another casino next time. 

H13:  Casino has My Best Interests at Heart plus Employees Care (hereafter BIPEC).   

Problem gambling scores have a significant negative relationship (ß = - .21) with customer 

evaluations about the casino having their best interest at heart plus caring employees.  This negative 

finding holds consistently but not significantly for all seven casinos.  The effect sizes of the 

relationship ranges from small to medium.   

This BIPEC dimension associates strongly with positive word-of-mouth advertising (r = 

.66).  Given that relatively low scores on caring, the significant negative relationship between 

problem gambling scores and WOM is unsurprising (r = -.12, p < .01, two-tailed test).  The problem 

gambler is most likely to spread unfavorable messages about the casino that is perceived to be 

uncaring and to have no heart. 
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H14:  Game service.  The linear relationship between game service and problem gambling 

is negative (ß = - .07) though  significant statistically.  Problem gamblers are more likely to 

conclude that game service is great at Casino X” than other casino customers.  The relationship for 

customer evaluations of game service and problem gambling is “U” shapes.  However, the effect 

size is small and the findings vary among the seven casinos which support the conclusion that 

problem gambling does not have a substantial influence on customer evaluations of game service.  

While the U-shaped relationship is impressive for the overall findings, the standard error for the 

mean of game service is relatively large in the case of respondents with severely high PGSI scores 

and the effect size is small. 

H15:  Food and Beverage Service.  A significant negative relationship occurs for problem 

gambling scores and customer evaluations of the casino’s food and beverage service (ß = -0.27).  

The relationship is consistently negative across all seven casinos though the correlation is close to 

zero for Casino D.  The overall effect size is medium for this relationship. 

H16:  Overall Service Quality.  A small effect size but significant negative relationship 

occurs for problem gambling scores and the casino’s overall service quality (ß = -0.14). Casino D is 

an exception that a positive relationship is present between problem gambling scores and overall 

service quality.   

H17:  Positive WOM.  The relationship between problem gambling scores and positive 

word-of-mouth communication is cubic: down, up, and down.  The average +WOM score for 

severely high PGSI scores is significantly below the +WOM average for respondents with zero 

PGSI scores (details are available from the authors).  These findings confirm McClelland’s (1998) 

recommendation to look beyond simple linear relationships when examining variables. 

H18: Ambience.  The relationship between ambience and problem gambling is statistically 

significantly negative for most casinos in the study, with an exception for Casino D.  Ambience of 

Casino D appears to be more appealing for problem gamblers.  For the purposes of the study, the 
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negative overall relationship runs counter and refutes H18 that a positive relationship occurs for 

problem gambling and ambience.  The findings serve to emphasize the value of self-replication in 

several places (contexts). 

H19:  Switching.  While the effect size is small, the findings do support H19 - problem 

gambling associates negatively with switching to another casino (ß = -.09).  The findings are 

inconsistent among the seven casinos.  The overall appropriate conclusion is that problem gambling 

does not associate substantially with casino switching behavior. While increasing on the 

hypothesized problem gambling continuum associates lower evaluations rather consistently, this 

influence does not translate into motive to switch casinos. 

H20: Immediate and Global Outcomes.  The findings support H20.  Customer evaluations 

of the immediate service dimensions have substantial influences on the global outcome measures.  

The results from performing multiple regression analyses (MRA) for the global outcomes appear in 

Figure 5.  Problem gambling is an insignificant effect on the global outcomes in the MRA when the 

models include the immediate service outcomes.   

See Figure 5. 

Figure 5 shows five immediate outcome variables contribute significantly in influencing 

evaluations of overall quality of service:  ambience, quality of games, food and beverage quality, 

facilities, and heart+caring.  The effect size is large for this model.   

Predictive validities for overall service quality were estimated of individual casinos.  The 

findings appear in Table 3.  Every casino model serves to predict the overall service quality scores 

across the seven casinos (see Table 3).   All the effect sizes are large and support the conclusion that 

the immediate service outcomes are useful in predicting overall service quality evaluations.   
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See Table 3. 

While this study focuses on antecedents and outcomes of problem gambling, the pattern of 

findings for immediate and global outcomes provides nomological validity to estimate whether 

problem gambling has influence on service quality evaluations. 

H21 receives support.  While problem gambling does have a small direct influence on 

global outcomes, its influence is larger consistently on the immediate outcomes.   For example, for 

predicting propensity to switch, while the beta, standardized partial regression coefficient (β), for 

problem gambling is -.09, the beta for problem gambling influence on food and beverage quality is 

-.20. 

H22 receives limited support:  Overall Service Quality as a Lynchpin.  Overall service 

quality does affect +WOM separately in modeling the immediate and other global outcomes.  

However, “lynchpin” is probably an inflated view on how overall service quality influences other 

global outcomes.  For H22a:  customers’ overall service quality perceptions do not have a direct 

influence on propensity to switch in a MRA model, see Figure 5.  For H22b, customers’ overall 

service quality perceptions do have a direct positive word-of-mouth communications in a MRA 

model and do not on have a direct influence on first preference for the present casino the customer 

is visiting in a MRA model as H22c predicts.   

Meta-Analyses:  Additional Findings.  Table 4 provides findings from a meta-analysis of 

the principal relationships for antecedent and immediate outcome conditions.  The findings support 

the general conclusion that problem gambling has a positive relationship with the three antecedents:  

casino membership; annual visitation; and length-of-play each day.   

See Table 4. 
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 The results also show that problem gambling has negative relationships substantially for six 

of the seven immediate service quality dimensions.  The range of the estimates for each of the seven 

immediate service dimensions is more negative than positive which refutes the original perspective 

that problem gambling contributes positively to casino service evaluations.   

GENERAL DISCUSSION, CONTROLLING PROBLEM 

GAMBLING STRATEGIES, AND REVISING THEORY 

Demographic Antecedent Conditions 

The demographic and problem gambling findings for gamblers in Macau casinos are highly 

similar to findings in Afifi et al.’s (2010) study of  a 2002 Canadian national health survey data (n  

= 18,913).  However, the two studies are not highly comparable since this study’s context is 

different.  Afifi et al. (2010) compare only subsamples of respondents with non-problem gambling 

(zero scores on the PGSI) versus problem gambling scores (3 to 7), and combines moderate and 

severe risk gamblers into one group (referred to as problem gamblers) because scores of three to 

seven reflect significant risk, that may or may not have adverse consequences related to gambling 

for the gambler.   

The present study does not include combining moderate and severe risk gamblers but 

compares segments using PGSI scores of zero, 1-2, 3-4, 5-7, and 7+ scores.   Gender (male), age 

(middle-aged), occupation (managers and laborers), education (moderate), and income (high) have 

positive associations with problem gambling in the present study. However, association of 

demographic configurations with problem gambling does not occur among middle-aged male 

managers with moderate educations and high incomes.  This finding indicates strategies to control 

(i.e., lessen the occurrence and prevent) problem gambling would likely be focused on specific 

customer segments that include middle-aged men or younger in specific occupations with relatively 

moderate to high incomes. 

 Behavioral Antecedent Conditions 
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 In the present study casino membership, length-of-play per day and number of casino-

related trips associate positively with problem gambling.  Average bet size in casino table games 

has a negative association with problem gambling.  However, this negative association occurs only 

for relatively high volume players.   

The findings indicate that average betting volume does not associate with problem 

gambling. Hence, actions that can be used to control problem gambling should be focused on 

reducing or eliminating the benefits of casino reward card programs, reducing the length-of-play 

per day to six or fewer hours, and limiting the number of annual trips to five or fewer.   

Immediate and Global Outcome Conditions—Problem Gambling and Service Provider 

Evaluations 

For the most part, increases in the continuum of problem gambling (i.e., the PGSI scores) 

associates negatively with customer evaluations of their immediate experiences and global service 

evaluations.  The 95 percent confidence intervals for the estimates indicate that if the study was 

done 100 times, negative rather than positive correlations for problem gambling and customer 

evaluations of casino services would occur. 

Based on these findings, the original proposals for positive balanced relationships among 

problem gambling, casino game service, and evaluations of customer service experiences need 

revising.  The revision in Figure 3b provides balance among four concepts while the strong 

associations between problem gambling with casino game service and  gambling losses are still 

included.  .   

From theory the problem gambler should associate losses positively with casino services 

and negatively with gambling per se which aids in rationalizing the behavior of continuing to 

gamble. What the problem gambler may perceive is a mix of conscious and unconscious 

rationalization that, the losses attributes to the bad services in casinos but not to his or her gambling 
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behavior.  However, associations 2, 3, and 6 in Figure 3b may be necessary for explaining the 

negative problem gambling and service evaluation associations.   

Assuming major gambling losses represents a highly negative experience that is likely to 

cause high cognitive dissonance for the problem gambler as Festinger (1957) suggests. Such 

cognitive dissonance leads problem gamblers attributing gambling losses to casino service.   

Given that gambling outcome (winning or losing) is unpredictable, and losses seems to be  

prevalent , blaming the quality of casino services may be more convenient for problem gamblers. 

Testing the applicability of this model and other relevant self-context-outcome theories (e.g., Bem’s 

1976 self-perception theory) may require direct measurement of problem gambling dimensions 

based on Nataraajan and Goff’s (1991) motive-control continuum rather than on an index focusing 

on consequences of problem gambling.   

LIMITATIONS AND IMPLICATIONS FOR FUTURE RESEARCH 

While the use of a self-report nine-item index to estimate the extent of problem gambling is 

useful, most   items (1, 3, 4, 6,7, & 8) in the index (i.e., the PGSI) measure consequences to 

problem gambling rather than problem gambling as a configuration of high motive and low control 

as Nataraajan and Goff (1991) describe compulsive buying. Use of self-reports, especially to 

measure a highly negative psychological state can be problematic (see Nisbett and Wilson, 1977).  

The same criticisms apply to using Faber and O’ Guinn’s (1992) clinical screener for compulsive 

buying.   

Future research needs to include easy-to-administer metrics that overcome these twin 

limitations.  Such metrics are likely to involve the use of small samples (n < 100) of different 

segments that do not exhibit levels of antecedent conditions to associate with problem gambling.  

Given that the difficulty is progressive and chronic longitudinal studies rather than the dominating 

cross-sectional method would be particularly useful in problem gambling research.   
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The findings may not hold for casino customers in other Asian or Western markets.  

Additional studies are necessary in other locations (e.g., Las Vegas and Monaco) to conform or 

refute the findings.  The sample sizes for each casino in the study are quite small; larger sample 

sizes for several daily and seasonal periods are necessary for confirming the exploratory findings of 

the present study. Future studies should collect data on winnings or losses of respondents at the time 

of the interviews.  Feelings of euphoria or despair from major winnings or losses, respectively, may 

affect evaluations of immediate and global casino services.  
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