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Abstract: Gambling disorder is a behavioural addiction associated with serious adverse
consequences. Adverse childhood experiences (ACEs) increase the risk of gambling disorder
through impaired emotion regulation and maladaptive core beliefs; however, they are rarely
integrated into Cognitive Behavioural Therapy (CBT) protocols. This study illustrates the
case conceptualization and implementation of an integrated CBT intervention for a client with
a history of ACEs. The case involved client. B., a 40-year-old male accountant with recurrent
gambling behaviour since adolescence and cumulative gambling debts reaching VND 4
billion. The intervention consisted of 10 sessions (approximately 60 minutes per session),
with standardized assessments conducted at Sessions S and 10. The case conceptualization
identified gambling as a compensatory coping mechanism driven by the core belief, “I am
worthless,” which had developed in the context of an emotionally unavailable father and a
mother who enabled the behaviour through financial support. The intervention comprised
four phases: (1) use of the downward arrow technique to identify the client's core belief; (2)
Socratic questioning to challenge maladaptive cognitions; (3) cognitive restructuring to
develop healthier alternative core beliefs; and (4) family systems intervention to interrupt the
cycle of enabling behaviour. Over the course of treatment, the client progressed from limited
insight into his disorder to recognising his maladaptive core belief and actively engaging
in therapeutic change, while his family committed to discontinuing enabling behaviours.
The therapeutic outcome suggests that integrating childhood trauma-informed case
conceptualization, core belief restructuring, and family systems intervention into CBT may
enhance treatment effectiveness for gambling disorder in individuals with a history of ACEs.
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1. Introduction

Gambling disorder is defined in the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) as a behavioral addiction characterized by
persistent and recurrent gambling behavior that leads to
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clinically significant impairment or distress (American
Psychiatric Association, 2013). It is the only behavioral
addiction formally recognized in the DSM-S, with an
estimated prevalence of approximately 2.4% among
adults (Williams et al, 2012) and is associated with
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substantial adverse consequences for financial well-being,
social relationships, and both mental and physical health
(Kessler et al., 2008; Lorains et al., 2011).

Against this background, growing evidence indicates
that Adverse Childhood Experiences (ACEs) play an
important role in the development of gambling disorder.
Since the seminal study by Felitti et al. (1998), ACEs have
been defined as potentially traumatic events occurring
before the age of 18, including physical, emotional, and
sexual abuse, as well as household dysfunction, such as
domestic violence, substance misuse by family members,
mental illness, parental divorce, and family involvement
with the criminal justice system. This framework was
subsequently expanded to include poverty, parental
gambling, and peer violence (Afifi et al, 2017, 2020a,
2020b).

The association between ACEs and gambling disorder
has been consistently demonstrated across numerous
large scale studies (Afifi et al, 2010; Black et al, 2012;
Bristow et al., 2022; Goodrich et al,, 2023; Lane et al,,
2016; Lotzin et al., 2018; Moxey et al., 2025; Poole et al.,
2017; Richard et al., 2024; Sharma & Sacco, 2015; Tucker
et al, 2021). The principle proposed to explain this
relationship is emotion dysregulation, whereby gambling
serves as a means of avoiding negative emotions rooted in
childhood trauma (Moxey et al., 2025; Poole et al., 2017).
However, an important clinical gap remains. Although
Cognitive Behavioral Therapy (CBT) is currently the
most evidence-based treatment for gambling disorder
(Okuda et al,, 2009; Petry et al, 2006), most existing
CBT protocols focus primarily on restructuring cognitive
distortions related to probability and stimulus control,
while giving limited attention to addressing childhood
relational trauma and restructuring maladaptive core
beliefs.

This report argues that, unless CBT incorporates
interventions targeting childhood relational trauma and
restructuring core beliefs about self worth, the risk of
relapseislikely to remain high, particularly when the family
system continues to enable gambling behavior. The case
of client B. was selected to provide a clinical illustration of
this argument because it presents multiple characteristic
ACEs, a clearly conceptualized psychological mechanism,
and a well documented course of CBT treatment.

Building on the clinical gap identified above, this
case report pursues three objectives: (1) to examine the
relationship between ACEs and the development and
maintenance of gambling disorder through a clinical case
in the Vietnamese context; (2) to describe and analyze
the implementation of an integrated CBT model that
combines standard cognitive - behavioral techniques
with the restructuring of core beliefs rooted in childhood
relational trauma and intervention at the family systems
level; and (3) to draw implications for clinical practice and
future research on the treatment of gambling disorder in

Vietnam. Accordingly, the study addresses two research
questions: (i) Through what psychological mechanisms
do adverse childhood experiences contribute to the
development and maintenance of the client’s gambling
behavior? and (ii) What changes in the therapeutic
process and treatment outcomes result from integrating
interventions targeting childhood relational trauma,
restructuring core beliefs, and family systems intervention
into the CBT protocol?

2. Literature review and theoretical background

2.1. Adverse childhood experiences and gambling
disorder

Large scale epidemiological studies have consistently
demonstrated an association between ACEs and the
risk of gambling disorder. Using data from the National
Epidemiologic Survey on Alcohol and Related Conditions
(NESARC), Sharma and Sacco (2015) identified
significant lifetime associations between physical, sexual,
and emotional abuse and gambling disorder. In a study of
more than 1,000 parents in Canada, Bristow et al. (2022)
found that most ACEs significantly increased the risk of
problem gambling, with parental gambling showing the
highest adjusted odds ratio (AOR = 3.37). Similarly,
Tucker et al. (2021) reported that individuals with three
or more ACEs had a 69% higher likelihood of frequent
gambling (AOR = 1.69) in a population-based study
conducted in Nevada.

Within treatment settings, Moxey et al. (2025), in a
study of 195 individuals receiving treatment for gambling
disorder in the United Kingdom, found that 81.1%
reported at least one ACE and 40.5% reported four or
more ACEs, representing a prevalence approximately five
times higher than that estimated in the general population
and indicating an exceptionally high prevalence of ACEs
among clinical populations. Goodrich et al. (2023)
likewise confirmed that ACEs increased the risk of
problem gambling in a study conducted in New Mexico,
with significant odds ratios reported for sexual abuse
(OR = 1.64), having an incarcerated family member
(OR = 2.08), and childhood maltreatment overall
(OR=1.36). From a developmental perspective, Richard
et al. (2024), in a study of 6,314 adolescents aged 10 to
19 years in the United States, found that ACEs increased
the risk of problem gambling during adolescence. Child
maltreatment exerted a stronger influence than household
dysfunction, while externalizing problems served as a
mediating mechanism.

2.2. Mediating mechanisms: Emotion dysregulation
and core beliefs

Poole et al. (2017) provided empirical evidence
that emotion dysregulation mediates the relationship
between ACEs and gambling disorder. In a community
sample of 414 individuals who engaged in gambling,
most categories of ACEs were significantly associated
with gambling disorder, and emotion dysregulation
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mediated the majority of these associations. Individuals
who had experienced three or more types of ACEs
were approximately three times more likely to develop
gambling disorder. Within this context, gambling may
function as an emotion avoidance strategy used to
alleviate emotional distress rooted in childhood trauma
(Moxey et al,, 2025).

Bristow et al. (2022) also found that good mental
health generally did not protect against the association
between ACEs and gambling severity, suggesting a
deeper underlying mechanism involving core beliefs and
early-formed cognitive schemas.

The compensatory mechanism is directly relevant
to the present case. Kemnitz et al. (2014) proposed that
when parents compensate for the absence of time and
emotional connection by providing money or material
resources, children may develop distorted beliefs about
the relationship between money and self worth. Family
boundary dysfunction, particularly financial enabling,
may further exacerbate the consequences of childhood
trauma and contribute to the maintenance of addictive
behavior.

2.3. Cognitive Behavioral Therapy for gambling
disorder and the intervention gap

Cognitive Behavioral Therapy (CBT) is the
psychological treatment with the strongest empirical
support for gambling disorder (Okuda et al, 2009).
Okuda et al. (2009) described a CBT protocol based
on a relapse prevention treatment manual consisting
of ten sessions that focused on functional analysis to
identify the sequence of triggers, thoughts, emotions, and
behaviors; cognitive restructuring of erroneous beliefs
about probability and control; development of alternative
coping skills; and stimulus control strategies. The
clinical case reported by Okuda et al. (2009) illustrated
the adaptation of CBT to a specific cultural context,
particularly through an indirect approach to culturally
and religiously rooted beliefs, rather than confronting
such beliefs directly.

In Vietnam, CBT has been formally recognized
within the national healthcare system through
Decision No. 2531/QP-BYT, issued by the Ministry
of Health on 8 August 2025, promulgating the
professional guideline entitled “T'echnical Guidelines
for Psychiatry, Volume 1” (Ministry of Health, 2025).
On page 518 of this guideline, the CBT protocol is
described in detail, including its theoretical framework,
implementation procedures, therapeutic techniques,
and clinical indications. Notably, under this guideline,
the indications for CBT extend beyond emotional and
anxiety disorders to include behavioral addictions,
including gambling disorder (Ministry of Health,
2025), thereby providing an official clinical and
regulatory framework for the implementation of CBT
in the treatment of gambling disorder in Vietnam.
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However, as identified in the research gap, although
numerous studies have applied CBT to the treatment
of gambling disorder, most have focused primarily on
restructuring erroneous beliefs about probability and
implementing stimulus control techniques. Based on the
literature on ACEs and cognitive schemas, if CBT does
notintegrate the resolution of childhood relational trauma
and the restructuring of core beliefs about self worth, the
risk of relapse is likely to remain high, particularly when
the family system continues to enable gambling behavior.
The clinical case of client B. presented below provides a
concrete illustration of this argument.

Approaches to addressing this gap have been
more clearly articulated in the recent international
literature through two complementary developments
that extend conventional CBT. First, trauma informed
CBT approaches emphasize the role of early traumatic
experiences in the development and maintenance
of addictive behaviors. Accordingly, they prioritize
establishing psychological safety, processing trauma
related emotions, and avoiding direct confrontation with
the client’s defensive processes during the early stages
of therapy. This perspective is consistent with evidence
identifying emotion dysregulation as a mediating
mechanism linking ACEs to gambling disorder (Moxey
et al, 2025; Poole et al., 2017). Second, schema therapy,
developed by Young et al. (2003), extends Beck’s
cognitive model (Beck, 2011) by directly targeting
early maladaptive schemas that arise from unmet
core emotional needs during childhood, a framework
that is particularly well suited to cases of behavioral
addiction rooted in core beliefs about low self worth and
disconnection. Integrating the principles of these two
approaches into the standard CBT protocol for gambling
disorder provides the theoretical foundation for the
integrated intervention model described in the Methods
section and illustrated through the clinical case presented
below.

3. Methods

3.1. Study design

This study employed a case report design, a qualitative
approach that is well suited to providing a detailed
description of case conceptualization, intervention, and
treatment outcomes in an individual case. This design
was selected because of the nature of the clinical problem,
namely the complex interaction among ACEs, core
beliefs, and family system dynamics in the development
and maintenance of gambling disorder, aspects that
are difficult to capture comprehensively in large scale
quantitative studies.

3.2. Participants

The participant was client B., a 40-year-old man who
received treatment at a clinical psychology clinic. The
case was selected according to the following criteria: (1)
meeting the diagnostic criteria for gambling disorder as
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defined in the DSM-S; (2) having a clearly documented
history of characteristic ACEs; (3) agreeing to participate
in a structured course of Cognitive Behavioral Therapy
(CBT); and (4) providing informed consent for the use of
anonymized clinical information for academic purposes.
All potentially identifying information was anonymized
to ensure confidentiality.

3.3. Data collection

Data were collected using the following methods:
(1) semi structured clinical interviews conducted
across multiple therapy sessions; (2) assessment of
developmental and family history; (3) screening for
ACEs based on the conceptual framework proposed
by Felitti et al. (1998) and its subsequent extensions
(Afifi et al., 2017,2020a, 2020b); (4) clinical observation
of the client’s behavior, emotional responses, and
interpersonal interactions during and between therapy
sessions; and (S) systematic therapy records documenting
session content, intervention techniques, and the client’s
responses to treatment.

3.4. Analytical framework

The study employed an integrated analytical
framework comprising three components. First, the
ACEs model (Felitti et al., 1998) served as the framework
for analysing childhood traumatic experiences. Second,
Beck’s cognitive model of core beliefs, automatic
thoughts, and cognitive schemas provided the framework
for conceptualizing the client’s psychological structure.
Third, the financial-emotional compensation model
(Kemnitz et al,, 2014) was used to analyse the role of
the family system in maintaining gambling behaviour.
The intervention followed the standard CBT protocols
for gambling disorder developed by Petry et al. (2006)
and Okuda et al. (2009), with additional techniques
integrated to address core beliefs and incorporate family
systems intervention.

3.S. Intervention procedure and outcome measures

The intervention was delivered as individual therapy
over ten sessions, each lasting approximately 60 minutes.
The intervention was organised into four phases of the
integrated CBT model (described in detail in section
4.2): establishing the therapeutic alliance and enhancing
illness awareness; identifying and challenging core beliefs;
cognitive restructuring; and behavioural intervention
together with family systems intervention.

To enhance the transparency and replicability of the
intervention process, treatment outcomes were assessed
using a standardized battery of instruments administered
at three time points to quantify changes in gambling urges,
gambling disorder severity, and symptoms of depression,
anxiety, and stress. Specifically, at Session 0 (baseline
assessment), baseline measures were established by
administering all five instruments: the Gambling Urge
Scale (GUS), the Gambling Disorder Identification
Test (GDIT; Molander et al, 2023), the Patient

Health Questionnaire-9 (PHQ-9), the Generalized
Anxiety Disorder-7 scale (GAD-7), and the Depression
Anxiety Stress Scales-42 (DASS-42). At Session S (mid-
treatment), the assessment was abbreviated to monitor
changes in core gambling behaviour and mood using
the GUS and PHQ-9. Finally, at Session 10 (post-
treatment), the client completed the full assessment
battery again, including the GUS, GDIT, PHQ-9, GAD-
7, and DASS-42, to enable quantitative pre- and post-
intervention comparisons and comprehensively evaluate
the effectiveness of the therapeutic intervention.

4. Results and discussion

4.1. Case presentation

4.1.1.  Demographic
complaints

Client B. was a 40-year-old man (all identifying
information has been anonymized to ensure
confidentiality). He was employed as an accountant at a
public hospital, was married, and had three children (two
daughters and one son).

The client presented for treatment after repeated
involvement in gambling had resulted in substantial
financial debts for his family. Notably, at the initial
assessment, he demonstrated little awareness of the
severity of his gambling problem or the need for
psychological intervention. His attendance at therapy was
largely passive and was primarily motivated by pressure
from his wife. As he stated, he attended therapy “to make
his wife happy” rather than out of intrinsic motivation to
change.

4.1.2. History of gambling behaviour

The client’s gambling related behaviour began during
adolescence and progressed over several developmental
stages.

During lower secondary school, he first engaged in
betting soft drinks while playing electronic games. During
high school, the wagers progressed to cash. At this stage,
his motivation was not financial gain but rather the desire
to assert himself and derive satisfaction from defeating
individuals toward whom he harboured resentment. In
his third year at university, he incurred his first substantial
gambling debt of approximately VND 30 million. He
subsequently deliberately inflated the amount to VND 80
million when informinghis motherin order to appropriate
the difference and also suspended his university studies
during the same year.

Two years later, the client married and opened an
electronic gaming business, where he was introduced to
poker and began playing it frequently. Three years after
his marriage, he informed his mother that he had incurred
a second gambling debt of VND 400 million, which was
again fully repaid by his mother, despite the fact that he
already had his own family. Four years later, during the
Covid-19 social distancing period, he expanded his
gambling activities to include online gambling and sports

information and  presenting
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betting. His gambling debt reached approximately VND
4 billion, and this debt was once again fully repaid by his
mother.

At the time of referral, the client was on unpaid leave to
care for his newborn third child. His current psychological
state was characterised by feelings of discouragement
and emotional exhaustion resulting from the burden
of outstanding debts and persistent harassment from
creditors. He expressed a desire to seek a new work
environment because of feelings of inferiority associated
with his past failures and his fear that contact with former
friends might expose him to gambling opportunities and
increase the risk of relapse.

4.1.3. Family history and adverse childhood experiences

The client’s parents were financially well established
but were consistently occupied with work. Throughout
his childhood, he experienced a lack of communication
and emotional connection within the family, particularly
with his father. The client clearly perceived that his father
showed affection and closeness only when he achieved
outstanding academic results. Outside those occasions,
there was little meaningful connection between father
and son. Differences in personality further widened the
emotional distance between them over time.

This emotional absence was compensated for by
excessive material indulgence. Every request made by
the client, including those for expensive possessions, was
readily fulfilled by his parents. This permissive parenting
fostered a habit of inflating the actual value of requested
items in order to retain the difference, a behavioural
pattern that was later repeated when he reported his
gambling debts. This behavioural pattern has continued
to the present day because his mother has consistently
been willing to accept responsibility for and repay virtually
all of his gambling debts immediately, regardless of their
amount.

From the perspective of ACEs, the client presented
with two prominent categories of ACEs: (1) emotional
neglect by his father, reflected in the absence of
unconditional emotional connection, with affection
being contingent upon academic achievement; and (2)
household dysfunction in the form of excessive financial
enabling by his mother, creating a family environment
lacking healthy boundaries regarding financial
responsibility and behaviour.

4.1.4. Case conceptualization

The clinical case conceptualization indicated that the
client’s gambling behaviour did not arise primarily from
financial need but rather represented a compensatory
coping strategy rooted in a family system characterised by
emotional deprivation. Specifically:

The father’s emotional absence, combined with a
pattern of compensating through material provision,
contributed to the development of a maladaptive core
belief in the client - that he was not worthy enough for his
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father to spend time with him - leading money to become
“a measure of his self-worth”. To counteract his feelings
of inferiority, the client developed a compensatory coping
strategy characterised by a persistent need to outperform
others, to be the best, and to defeat those around him.
Gambling became a “stage” that provided an illusory
sense of power and temporary validation.

This maladaptive cycle was reinforced by two
factors. After each disclosure of his gambling debts,
feelings of shame and remorse quickly disappeared
because his mother repaid the debts, including the
debt of VND 4 billion, thereby preventing him from
learning responsibility and from accurately evaluating
the real consequences of his gambling behaviour. The
relationships among these components are summarised
in Figure 1.

Figure 1. Case conceptualization and key
components of the integrated CBT intervention

ADVERSE CHILDHOOD EXPERIENCES (ACEs)
Emotional neglect by father (conditional love)
+ Excessive financial enabling by mother

l Integrated CBT intervention
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4.2. Cognitive Behavioral Theraby intervention
process

4.2.1. Treatment objectives and overall approach

The CBT intervention followed the general
framework of standard cognitive - behavioural techniques
for the treatment of gambling disorder (Okuda et al,
2009), while integrating additional work on maladaptive
core beliefs and the family system based on clinical
case conceptualization. The treatment objectives
were to enhance the client’s awareness of the harmful
consequences of gambling behaviour; identify and
challenge maladaptive core beliefs related to self worth;
develop healthier alternative core beliefs; strengthen
emotion regulation and frustration tolerance; and
intervene in the family system to disrupt the cycle of
enabling.
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4.2.2. Phase 1: Bringing core beliefs from outside
awareness into conscious awareness

Because the client entered treatment with limited
awareness of his gambling problem, having attended
therapy primarily at his wife’s request, the initial phase
focused on using the downward arrow technique to
identify the underlying core beliefs beneath his automatic
thoughts.

The therapist asked: “What went through your mind
at the very moment you decided to place alarge bet?” The
client replied: “I had to win this hand to show them who
I am”. The therapist continued: “If you didn’t win and
couldn’t prove yourself, what would be the worst thing
that could happen?” The client answered: “Then I'd be a
loser, and people would look down on me”. The therapist
asked further: “And if people looked down on you, what
would that mean about you?” The client responded:
“It would mean that I'm worthless. Nobody really cares
about someone who is worthless”.

The final response addressed the client’s core
beliefs namely, the fear of abandonment and feelings of
worthlessness rooted in childhood which were associated
with a pattern in which the father showed closeness only
when the client achieved success, while money became
the primary means of interaction between the client and
the family.

4.2.3. Phase 2: Challenging maladaptive core beliefs
through Socratic questioning

Once this maladaptive core belief had been identified,
the therapist did not challenge it directly but instead
used Socratic questioning to help the client recognise
the inconsistencies in his own reasoning. The therapist
asked: “You said that you gamble to prove your status and
maintain control. But when you accumulated a debt of
VND 4 billion, were constantly harassed by creditors, and
had to rely on your mother to repay your debts, who was
actually in control of your life?” and “How long does the
pleasure of winning a betlast? Howlong do the shame and
discouragement after admitting your gambling debts last?
Is the price of this ‘lllusion of power” causing you to lose
the real authority you have as a father and a husband?”.

The objective of this phase was to challenge the client’s
illusion of control, one of the core cognitive distortions
associated with gambling disorder (Okuda et al,, 2009),
while simultaneously linking it to the deeper maladaptive
core belief concerning his self worth. The client was
encouraged to recognise that gambling did not conceal
his feelings of inferiority but instead reinforced them.

4.2.4. Phase 3: Developing more adaptive core beliefs

Once the client’s original maladaptive core belief
began to weaken through cognitive work, the third
phase focused on developing more adaptive core beliefs.
Cognitive restructuring addressed two interrelated
issues simultaneously: the client’s feelings of inferiority
regarding his self worth and his habitual avoidance of

responsibility, which had been maintained by his family’s
enabling behaviour. The client was guided to recognise
that self worth is not determined by gambling outcomes
or financial wealth but is built through responsibility,
honesty, and the ability to stand on one’s own without
relying on a financial safety net provided by others.

4.2.5. Phase 4: Behavioural intervention and family
system intervention

The fourth phase was regarded as an essential
condition for achieving sustainable CBT treatment
outcomes. The therapist recognised that if the client’s
mother continued to repay his gambling debts, cognitive
changes alone would not be sufficient to maintain the
therapeutic gains.

Family system intervention. The therapist conducted
several sessions with the client’s mother and wife, helping
the mother recognise that repaying her son’s gambling
debts did notrepresentanact oflove butratheran enabling
behaviour that perpetuated the maladaptive cycle. The
objective was to establish a behavioural commitment to
completely discontinue accepting responsibility for and
repaying the client’s gambling debts.

Exercises to strengthen frustration tolerance. Because
the client had developed an expectation of immediate
gratification from childhood as a result of an indulgent
family environment, a tailored homework assignment was
introduced. Whenever he experienced an urge to gamble
in order to escape the stress of caring for his infant child,
he was instructed to practise urge surfing by remaining
with the uncomfortable feelings and recording them in
an emotion diary for 30 minutes without accessing any
gambling applications.

Confronting responsibility. The client was required
to develop his own financial repayment plan or to face
pressure from his creditors without seeking financial
assistance from his mother. Although this process
was emotionally painful in the short term, it provided
an opportunity for psychological maturation and for
developing a genuine understanding of the consequences
of his behaviour.

4.3. Treatment outcomes

4.3.1. Qualitative changes throughout the therapeutic
process

At the qualitative level, the therapeutic process
demonstrated several notable changes. At the beginning
of treatment, the client attended therapy reluctantly,
primarily “to please his wife,” and showed little awareness
of the severity of his gambling problem. Through the
application of the downward arrow technique and Socratic
questioning, he gradually identified the underlying
maladaptive core belief, “T am worthless”, that lay beneath
his gambling behaviour. He also came to recognise both
the illusory nature of the sense of “power” associated with
winning and the way in which gambling reinforced, rather
than alleviated, his feelings of inferiority. During the later
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stages of treatment, the client became increasingly willing
to engage in emotion regulation exercises and gradually
began to confront his financial responsibilities instead of
avoiding them.

At the family system level, the sessions conducted with
the client’s mother and wife resulted in a critical change.
The client’s mother came to recognise that repaying his
gambling debts constituted an enabling behaviour rather
than an expression of parental love, and she committed
to discontinuing any future assumption or repayment of

his gambling-related debts. This change was regarded
as a fundamental condition for maintaining the client’s
cognitive and behavioural gains following treatment.
4.3.2. Changes in standardized assessment measures
The quantitative assessment results obtained using
standardized instruments at Session 0, Session 5, and Session
10 are presented in Table 1. The measures were used to
monitor gambling urges and gambling disorder severity
(GUS, GDIT), as well as depressive symptoms, anxiety
symptoms, and stress (PHQ-9, GAD-7,and DASS-42).

Table 1. Assessment results at Sessions 0, 5, and 10

Assessment Construct assessed Session 0 Session § Session 10
measure
GDIT Gambling disorder severity 40 - 13
GUS Gambling urge severity 37 9 6
PHQ-9 Depression severity 12 2 2
GAD-7 Generalized anxiety severity 9 - 0
DASS-42 Depression — Anxiety — Stress 13-8-15 - 0-0-0
Source: Data collected by the authors from the clinical records of client B.
The results showed that gambling urge severity 2018; Poole etal, 2017).

(GUS) decreased from 37 at Session 0 to 9 at Session S
and further declined to 6 at Session 10. From Session 5
onward, measures of mood and anxiety remained within
the normal range.. PHQ-9 scores remained stable at 2 at
both Session 5 and Session 10, while the GAD-7 score
was 0 and the DASS-42 scores were 0-0-0 (Depression-
Anxiety-Stress) at Session 10. A GDIT score of 13 at
Session 10 reflected the client’s level of gambling disorder
severity at the completion of treatment. The symbol “—*
indicates that the corresponding assessment measure was
not administered at that time point.

Monitoring both gambling-specific measures and
measures of depression, anxiety, and stress enabled the
concurrent evaluation of the core symptoms of gambling
disorder and its commonly associated psychological
symptoms, thereby providing a comprehensive
assessment of the effectiveness of the integrated CBT
intervention across multiple domains of the client’s
psychological functioning.

4.4. Discussion

4.4.1. The significance of ACEs in this clinical case

The clinical case of client B. clearly illustrates the
relationship between ACEs and the development of
gambling disorder, particularly through ACEs involving
emotional neglect and family dysfunction, two categories
that have consistently been identified in the literature as
being associated with gambling disorder (Black et al,
2012; Bristow et al., 2022; Lane et al., 2016; Lotzin et al,,
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Notably, this case highlights the role of the family from
a different perspective. Rather than parental gambling
itself, it was the family environment that facilitated the
client’s gambling behavior from an early age. This finding
is consistent with Bristow et al. (2022), who reported that
parental gambling had the highest adjusted odds ratio
(AOR =3.37) for problem gambling in adulthood.

This case also illustrates the proposition advanced by
Moxeyetal. (2025) that gambling functions asan emotion
avoidance mechanism. The client’s gambling behavior did
not arise from financial need, as his family was financially
secure, but rather from a desire for recognition and a
sense of self-worth rooted in experiences of emotional
disconnection during childhood.

4.4.2. The role of core beliefs and the compensatory
mechanism

This clinical case extends the mediating mechanism
of emotion dysregulation proposed by Poole et al.
(2017) by examining the underlying cognitive structure
in greater depth. Specifically, it highlights the core belief,
“I am worthless,” together with a compensatory strategy
expressed through behaviors aimed at demonstrating
superiority, suggesting that an emotion dysregulation
model alone may not be sufficient to explain more
complex cases. Consistent with the compensatory
mechanism model (Kemnitz et al., 2014), when money
became the primary medium of family interaction, the
client developed a distorted belief about the relationship
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between money and self-worth. This distortion was
continually reinforced by his mother’s repeated financial
rescues, which consistently shielded him from the
financial consequences of his gambling behavior.

4.4.3. Clinical implications: toward an integrated CBT
approach

This clinical case demonstrates that treating gambling
disorder in individuals with a complex history of ACEs
requires an integrated CBT approach that goes beyond
restructuring cognitive distortions related to probability
and stimulus control. Three implications for clinical
practice emerge from this case. First, ACEs should be
assessed during the initial evaluation to identify the origins
of the client’s core beliefs and to guide the development
of appropriate interventions. This recommendation is
consistent with Moxey et al. (2025), who advocated
routine ACE screening in gambling treatment. Second,
family systems intervention should be considered an
essential component of treatment rather than an optional
addition. If enabling behaviours within the family are not
addressed, cognitive and behavioural changes achieved
during therapy are unlikely to be sustained. Third,
treatment should adopt a trauma informed approach.
Therapists should avoid confronting core beliefs directly
during the early stages of therapy and instead use Socratic
questioning to help clients discover and re-evaluate their
own maladaptive beliefs, as illustrated by Okuda et al.
(2009).

4.4.4. Novelty of the study, factors contributing to
therapeutic success, and challenges encountered during
treatment

Compared with most previous case reports and CBT
protocols for gambling disorder, which have focused
primarily on restructuring cognitive distortions related
to winning probabilities and stimulus control (Okuda
et al,, 2009; Petry et al., 2006), the present report offers
three notable contributions. First, the study places the
assessmentand treatment of ACEs at the centre of the case
conceptualization process rather than viewing gambling
as an isolated behaviour that simply requires behavioural
control. Second, the intervention model simultaneously
targets three interrelated levels: childhood relational
trauma, the corebelief“Tam worthless,” and compensatory
gambling behaviour. Third, the study identifies family
systems intervention, particularly the interruption of
financial enabling, as an essential component of the
treatment protocol rather than an optional element. This
integrated approach differs from the conventional “single-
layer” CBT approach and translates the recommendation
for routine ACE screening in gambling treatment (Moxey
etal,, 2025) into an intervention process that may serve as
areference for clinical practice in Vietnam.

Several factors were considered to have contributed
to the effectiveness of the intervention. First, the use of
the downward arrow technique and Socratic questioning

enabled the client who initially lacked intrinsic motivation
to identify his own core beliefs rather than having them
imposed by the therapist, thereby reducing resistance to
therapy. Second, the involvement of the family system,
particularly the mother’s commitment to stop repaying
the client’s gambling debts, provided the practical
conditions necessary to reinforce behavioural change.
Finally, incorporating specific emotion regulation
exercises, such as the “urge surfing” technique, equipped
the client with an alternative coping strategy during
periods of heightened risk of relapse.

The therapeutic process also revealed several
challenges. The client’s initial motivation for treatment
was largely extrinsic, as he attended therapy primarily to
please his wife, requiring considerable effort during the
early phase to develop insight into his gambling disorder
and establish a therapeutic alliance. The expectation of
immediate gratification, shaped by an overindulgent
family environment, contributed to the client’s low
frustration tolerance, thereby increasing the risk of relapse
when confronted with stress. In addition, modifying the
mother’s long-established enabling behaviour proved
challenging and required sustained therapeutic work with
the family system rather than with the client alone.

4.4.5. Study limitations

As a single clinical case report, this study has inherent
limitations regarding generalizability. The conclusions are
derived from one individual case and therefore cannot be
generalized to the broader population of individuals with
Gambling Disorder. From a methodological perspective,
the study did not include a comparison or control
group. Although standardized assessment instruments
were employed to monitor treatment outcomes,
measurements were collected only at three time points
(Sessions 0, S, and 10), which may not fully capture the
continuous progression of symptom change throughout
therapy. Moreover, the study did not include a long-term
follow-up after treatment completion. Consequently,
the durability of the therapeutic effects and the risk of
relapse could not be systematically evaluated. In addition,
most clinical information was obtained through the
client’s self-report, which may be subject to recall bias,
particularly regarding childhood experiences, as noted
in the ACEs literature (Bristow et al, 2022). Finally,
although anonymization of identifying information was
ethically necessary to protect the client’s confidentiality,
it inevitably reduced the transparency of certain aspects
of the clinical data.

S. Conclusion and recommendations

S.1. Conclusion

This clinical case report presents the case of Client
B, an individual with severe gambling disorder and
a history of characteristic ACEs, including paternal
emotional neglect and maternal financial enabling. The
case illustrates a developmental pathway in which early
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relational trauma contributed to the formation of a core
belief of personal worthlessness, ultimately leading to
gambling behavior as a compensatory coping strategy.

The most important conclusion drawn from this case
is that effective CBT for gambling disorder in individuals
with complex ACEs cannot be limited to restructuring
cognitive distortions related to probability estimation or
stimulus control alone. To reduce the high risk of relapse,
treatment should integrate (1) direct therapeutic work on
maladaptive core beliefs rooted in early relational trauma,
and (2) intervention targeting the family system that
maintains gambling behavior through enabling patterns.
This integrated therapeutic approach represents the
principal clinical contribution of the present report to the
treatment of gambling disorder in Vietnam.

S5.2. Recommendations

Clinicians working with individuals with gambling
disorder are encouraged to routinely screen for ACEs
during the initial assessment, develop integrated
Cognitive Behavioral Therapy protocols that incorporate
trauma-informed interventions and schema-focused
cognitive work, and consistently consider involving key
family members in the treatment plan. Future research
should conduct randomized controlled trials (RCTs)

to compare the effectiveness of traditional CBT with
integrated trauma-informed and family-based CBT in the
treatment of gambling disorder among individuals with
ACE histories in Vietnamese clinical settings.
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