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For over 30 years, prevalence surveys have been the principal methodology for measuring the 

distribution of gambling-related harm in a population (Volberg, 2004), and have informed 

debates around whether existing harm reduction efforts are working, both in the academic 

literature (Shaffer et al., 2004) and in the news (Davies, 2022). Despite this longevity, 

prevalence surveys have been subject to critical perspectives throughout their use (Doughney, 

2007; Nadler, 1985; Roberts et al., 2022; Young, 2013). Here we note that current estimated 

UK prevalence rates reported in 2022 vary from 0.2% (Gambling Commission, 2022) to 

2.8% (Gunstone et al., 2022), which is a level of uncertainty. Previous work suggests that the 

mode of conducting these surveys can cause some differences, with online rates being higher 

than in-person (Sturgis & Kuha, 2022), and mobile phone rates being higher than landline 

(Dowling et al., 2016). This is likely responsible for part of the differential, with the 0.2% 

rate being from a phone survey and the 2.8% rate being from an online survey. Here we show 

how part of this differential is due to another methodological artefact: the choice of problem 

gambling screener. 

The 2.8% rate is derived from the 9-item Problem Gambling Severity Index (PGSI; Ferris & 

Wynne, 2001), the current gold standard in the field (Miller et al., 2013). The frequency of 

problematic behaviour measured by each item is scored 0-3, summed, and a scoring threshold 

of 8+ applied. The 0.2% rate is derived from the 3-item Short Form PGSI (Volberg & 

Williams, 2012) , applying a scoring threshold of 4+ (Gambling Commission, 2022). These 

three items are a subset of the nine PGSI questions, hence any 9-item PGSI dataset could 

produce a corresponding Short Form prevalence rate. This is the best way to produce 

comparable rates from studies using these different scales. 

We contacted the authors and funder of the study reporting the 2.8% rate but were unable to 

obtain access to their data. We therefore investigated this issue using our own recent data on 

UK gamblers (Newall et al., 2022). These groups had higher overall problem gambling rates, 
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but can still be used to compare relative rates between the two scales. In a sample of online 

roulette gamblers (N=1501), we found that the PGSI rate of 10.5% reduced significantly to 

8.7% ZLWK WKH VKRUW IRUP [Ȥ2(1)=5.19, S=0.023], aQG LQ a VaPSOH RI RQOLQH VSRUWV EHWWRUV 

(N=1004), the PGSI rate of 7.2% reduced significantly to 4.7% with the short form 

[Ȥ2(1)=9.35, S=0.002]. OYHUaOO, WKHVH UHVXOWV VXJJHVW WKH 2.8% ILJXUH FRXOG EH aURXQG 25% 

lower, or about 2.1%, if measured in the same way as the other survey. This means that, of 

the 2.6% difference between the two surveys, around 0.7% is attributable to this 

methodological artefact. 

This shows another way in which differences between prevalence figures, widely reported on 

in the news (Davies, 2022), are subject to numerous methodological factors (Sturgis & Kuha, 

2022). On this specific factor, the 2.8% figure is the more reliable of the two, since it is based 

on the gold standard scale (Miller et al., 2013). This example adds to the previous critical 

perspectives on prevalence surveys, and provides further justification for moves to other 

ways of measuring gambling-related harm (Chagas & Gomes, 2017; Muggleton et al., 2021). 
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