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Problematic Gambling or Gambling Disorder (GD) can act by 

initiating and maintaining the problem of substance addiction. 

Despite this, there are no rapid screening tools validated in Spanish. 

The Brief Problem Gambling Screen (BPGS) has proven to be one 

of the most sensitive tools for detecting GD and populations at risk. 

This study aims to validate the Spanish version of the original five-

item BPGS. A sample of 100 Spanish-speaking adults with substance 

use disorder were recruited from an addiction treatment center. 

The participants were administered the Spanish version of BPGS. It 

showed strong item reliability properties (Ω = 0.93). Sensitivity and 

specificity values were excellent (0.93 each), also positive (0.7) and 

negative (0.99) predictive values suggest high discriminant power 

when compared to non-GD subjects. Statistically significant strong 

correlation with a gold-standard measure (Problem Gambling Severity 

Index) was found (r = 0.8, p < 0.01). Similar psychometric properties 

were found in at-risk gambler patients. In conclusion, the BPGS seems 

to be an adequate screening instrument in Spanish-speaking clinical 

population, and also identifies at-risk of GD subjects.

Key words: Problem gambling; validation; gambling disorder; 

psychometrics; prevalence.

El juego patológico (JP) puede actuar iniciando y manteniendo el 

problema de la adicción a sustancias. A pesar de ello, no existen 

herramientas de cribado rápido validadas en español. La Breve 

evaluación del juego problemático (BPGS) ha demostrado ser una 

de las herramientas más sensibles para detectar JP y poblaciones en 

riesgo. Este estudio tiene como objetivo validar la versión en español 

de la BPGS original de cinco factores. Se reclutó una muestra de 

100 adultos hispanohablantes con trastorno por uso de sustancias 

de un centro de tratamiento de adicciones. A los participantes se les 

administró la versión en español de la BPGS. El instrumento mostró 

propiedades de fiabilidad de los ítems evaluados (Ω = 0,93). Los 

valores de sensibilidad y especificidad fueron excelentes (0,93 cada 

uno), también los valores predictivos positivos (0,7) y negativos (0,99) 

sugieren un alto poder discriminante en comparación con los sujetos 

sin JP. Se encontró una fuerte correlación significativa con la medida 

gold-estándar (índice de severidad del juego problemático, PGSI) 

(r = 0,8, p < 0,01). Se encontraron propiedades psicométricas similares 

en pacientes en riesgo de JP. En conclusión, la BPGS parece un buen 

instrumento de cribado en la población clínica española, y también 

identifica a los sujetos en riesgo de desarrollar JP.

Palabras clave: Juego problemático; juego patológico; validación; 

psicometría; prevalencia.
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Pathological Gambling or Gambling Disorder 
(GD) is so far the only behavioral addiction re-
cognized in the Diagnostic and Statistical Manual 
of Mental Disorders of the American Psychiatric 

Association or DSM-5 (American Psychiatric Association, 
2013; Johansson, Grant,  Kim, Odlaug & Götestam, 2009) 
and the ICD- 11 (World Health Organization, 2019). It re-
fers to a condition characterized by a persistent and recu-
rrent maladaptive game pattern that causes personal and 
social harm to the subject (Dirección General de Ordena-
ción de Juego, 2017). Global prevalence is around 2.3% of 
the adult population (Parhami, Mojtabai, Rosenthal, Afifi 
& Fong, 2014). However, in Spain, the incidence is around 
0.3-0.6%, with a lifetime prevalence of 0.9% (Dirección 
General de Ordenación de Juego, 2017; Observatorio Es-
pañol de las Drogas y las Adicciones, 2020). In recent years, 
with the increase in online gambling, GD become an even 
more relevant problem from the social, educational and 
Public Health relevance point of view (Abbott, 2020).

The negative consequences of GD include the appea-
rance of emotional problems, deterioration of general 
health, relational conflicts, economic problems, decrea-
sed work or academic performance and even the appea-
rance of criminal acts (Langham et al., 2016). Different 
theoretical models have been described and demonstrate 
that GD is a heterogeneous and multidimensional disor-
der. The relationship between substance use and GD is 
close, causing a worsening of both psychiatric patholo-
gy and addiction. Both appear as a result of a complex 
interaction of genetic, biological, psychological and en-
vironmental elements. In all theoretical models, the im-
portance of early identification and offering treatment 
alternatives to patients at risk or with GD has been highli-
ghted (Blaszczynski & Nower, 2002). Longitudinal stu-
dies have even shown that GD predicts the development 
of alcohol consumption, anxiety or affectivity disorders 
(Parhami et al., 2014). The prevalence of this associa-
tion varies greatly depending on the jurisdiction, the life 
span, the sample type and the instrument used. Systema-
tic reviews, predominantly from the United States, report 
comorbidity of GD and substance use disorder (SUD) 
of 57.5% in the general population and up to 22.2% in 
patients treated in clinical units (Dowling et al., 2018). 
Various systematic reviews and meta-analyses indicate that 
gambling problems in patients with SUD are over-repre-
sented (10.0%–43.4%) (Cowlishaw, Merkouris, Chapman 
& Radermacher, 2014; Himelhoch et al., 2015; Lorains, 
Stout, Bradshaw, Dowling & Enticott, 2014; Manning et 
al., 2017). Despite this, even in stricter studies, there is 
evidence of prevalence rates of 14% in PG and 23% if we 
refer to the entire gambling spectrum (Cowlishaw et al., 
2014). In Spain, there are few studies on the prevalen-
ce of gambling-related problems in SUD patients despite 
the fact it occupies one of the first positions of per capita 

spending in gambling (Becoña, 1996). The little research 
that exists in our environment, makes a detection instru-
ment even more important to study the true magnitude of 
the problem. In a study carried out in an outpatient unit 
for addiction treatment, 20% of treated patients were also 
found to have a gambling disorder (Pérez, 2010).

In SUD, GD can play a role both in initiating and main-
taining or hindering treatment of SUD (Grant & Cham-
berlain, 2015; Spunt, Lesieur, Liberty & Hunt, 1996). This 
is an especially vulnerable population due to the poor ad-
herence and the low therapeutic compliance that these pa-
tients present (Steinkamp et al., 2019; Zhang, Friedmann 
& Gerstein, 2003), since the comorbidity of GD and SUD, 
is associated with an increased risk of presenting other psy-
chiatric disorders when compared with patients without 
SUD (Abdollahnejad, Delfabbro & Denson, 2014; Cowli-
shaw & Hakes, 2015). Not correctly identifying GD in pa-
tients with SUD could have important consequences such 
as detriment to adherence, worse prognosis and non-achie-
vement of therapeutic goals (Clausen, Anchersen & Waal, 
2008; Zhang et al., 2003).

Outpatient drug addiction centers are an ideal place 
to identify and properly treat such patients and it is one 
of the places where the early detection of this pathology 
should be carried out. Despite this, there is data suggesting 
that the screening rates carried out by physicians in these 
services remain very low (Cowlishaw et al., 2014; Holtgra-
ves, 2009). Different barriers have been identified to carry 
out screening and detection of GD in patients with SUD 
in these centers, including lack of time, lack of knowled-
ge to carry it out, little information about its effectiveness, 
the perception that gambling-related problems are not a 
disease, lack of effective interventions, or limited access to 
specific treatment units (Dowling et al., 2019; Manning et 
al., 2017). 

Therefore, when it comes to screening, the tool used 
must be easy and quick to apply since there are many as-
pects that must be assessed in a clinical interview. Scree-
ning instruments can increase clinical care by reducing 
healthcare costs (Tiet, Finney & Moos, 2008). In recent 
years, different short screening tools for PG have been de-
veloped, most of them derived from more complex measu-
ring instruments (Dowling et al., 2019). 

Currently, the Problem Gambling Severity Index (PGSI) 
is considered the international gold standard (Dellis et al., 
2014) and has been replacing other tools that assess pre-
valence or perform GD screening tests (Calado & Griffi-
ths, 2016; López-González, Estévez & Griffiths, 2018). This 
instrument has been compared and evaluated with various 
GD detection instruments (Calado & Griffiths, 2016). 
However, the PGSI extension can compromise its applica-
tion for screening in routine clinical practice (Ferris, Wy-
nne, Ladouceur, Stinchfield & Turner, 2001; Lubman et 
al., 2017). 
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Therefore, new instruments have been developed that 
have the same or even better psychometric properties. 
There has been different research studying the sensitivi-
ty, specificity and overall diagnostic accuracy of different 
screening instruments with variable and sometimes con-
tradictory results. One of the scales that has shown most 
interesting results is the Brief Problem Gambling Screen 
(BPGS) which can be used in 4 different versions inclu-
ding from 2 to 5 items.  In a relational study with 837 
participants, nine brief screening tools were compared 
with the PGSI as the reference standard (Calado & Gri-
ffiths, 2016), concluding that the only one that showed 
adequate sensitivity when detecting any level of problem 
game when compared to the other eight screening tools 
was the 5-item version of the BPGS (Dowling et al., 2018) 
also indicating that it could be an optimal tool for use in 
a clinical population (Lorains et al., 2014). In that study, 
the 5-item BPGS has shown a sensitivity of 100% and a 
specificity of 86% for patients with GD. In patients at risk 
of GD, both the sensitivity and the specificity were 94%. 
Also positive and negative predictive values showed ex-
cellent results (PPV = 70%; NPV = 99%), thus showing 
strong discriminant power when differentiating with non-
GD subjects (Dowling et al., 2018). Its adequate capacity 
to detect the population at risk was also confirmed, which 
reinforces the idea that it is a useful tool for early scree-
ning in GD. In addition to great sensitivity, its positive pre-
dictive value suggested that it is an efficient instrument 
for detecting patients with any level of gambling disorder. 
It showed that 93% of the patients identified in the sam-
ple used had at least a low risk that was confirmed with 
the gold standard PGSI, although this decreased to 33% 
in patients with GD (Dowling et al., 2018). While in some 
studies the 5-item version appears as the best tool to de-
tect any type of problem with gambling, in other studies 
its diagnostic accuracy is lower and yet the two-item ver-
sion does show better results in both the risk population 
and patients with GD (Browne, Greer, Rawat & Rockloff, 
2017). Along these lines, it has been seen that the propor-
tion of gamblers at risk of developing GD is responsible 
for a large part of the problem, due to the high prevalen-
ce that exists. Identifying, therefore, not only the GD but 
also the populations at risk and being able to act early is 
another important characteristic of a screening tool (Vol-
berg & Williams, 2011). Despite the ability to diagnose 
GD and to detect population at risk described, the varia-
bility obtained in different samples justifies re-evaluating 
the scale. Moreover, this is the first study to our knowle-
dge that is carried out in a clinical population with SUD. 

Despite having been evaluated as a valuable instrument 
for early screening in clinical populations, the BPGS has 
not been validated in Spanish. The fact that it is not valida-
ted in Spanish limits its use, the comparison between diffe-
rent studies and if used without adequate validation, can 

lead to biases (Browne et al., 2017). The main hypothesis 
of the study is that the Spanish validation of the scale can 
be successful and useful for its regular use in outpatient 
addiction centers. 

For this reason, the stated objective is the cultural 
adaptation and validation of 5-item BPGS in Spanish in 
a population with SUD so that its use and promotion in 
Spanish-speaking countries or with high rates of Spani-
sh-speaking population are favored. 

Methods
Participants

The sample consisted of individuals undergoing treat-
ment for SUD in an outpatient treatment unit in Barce-
lona. It is one of the reference centers in addiction treat-
ment for years. A convenience sample was recruited by 
a consecutive sampling method. Thus, given that an ob-
jective was to study the prevalence of GD in SUD clinical 
population, patients were recruited consecutively if they 
agreed to participate and met the inclusion criteria. The 
inclusion criteria were 1) age between 18 and 65 years, 2) 
ability to understand and complete the research question-
naire and 3) willingness to sign the informed consent. The 
exclusion criteria were 1) presenting a state of intoxica-
tion at the time of the interview, 2) decompensation of the 
psychiatric disorder and 3) not understanding the Spani-
sh language. Since the center belongs to a university hos-
pital, and patients are used to participating in studies, only 
15 patients refused to participate. The questionnaire was 
self-administered in an office where the patient’s identity 
was safeguarded. The sociodemographic characteristics of 
the sample are represented in Table 1. The protocol was 
evaluated and accepted by the Ethics and Drug Research 
Committee of the Vall d´Hebron Hospital. All the parti-
cipants signed informed consent prior to completing the 
questionnaires. There was no financial compensation for 
participation.

Measures
Sociodemographic and clinical variables

The information was obtained using a semi-structured 
face-to-face interview performed by trained psychologists 
and psychiatrists and a self-developed questionnaire in 
which the following sociodemographic variables were 
registered: age, gender, occupation, academic level, and 
current situation of coexistence (Table 1).

The Brief Problem Gambling Screen (BPGS) (Volberg & 
Williams, 2011) was developed to identify early gambling 
problems in the clinical population. It was created by 
combining certain parameters which were considered the 
best combination of elements with the power to identify 
pathological gamblers, problem gamblers and those at 
risk of becoming so. It consists of five questions with pa-

ADICCIONES, 2022 · VOL. xx NO. xADICCIONES, 2022 · VOL. xx NO. x

3



Spanish validation of the Brief Problem Gambling Screen in patients with substance use disorders

thological gambling-related issues in the last 12 months, 
although it is specified that the time frame may be earlier 
or even throughout life. An affirmative answer to one or 
more questions is indicative of a problem with gambling 
and therefore requires a more detailed assessment (Lub-
man et al., 2017). 

In its elaboration, five items were chosen from a selection 
of 30 items, of which two items belonged to the Canadian 
Problem Gambling Index (CPGI) (Items 1 and 3) (Ferris et 
al., 2001), two belonged to the Problem and Pathological 
Gambling Measure (PPGM) (Items 8 and 10C) (Williams 
& Volberg, 2010), and one to the South Oaks Gambling 
Screen  (SOGS) (Item 4) (Holtgraves, 2009; Lesieur & Blu-
me, 1987). Four different versions have been evaluated se-
parately (BPGS-5, BPGS-4, BPGS-3 and BPGS-2). 

The Problem Gambling Severity Index (PGSI) was created by 
Ferris et al. (2001). The scale consists of nine items that as-
sess the severity of the GD, five of which assess the negative 
consequences of the game and four focused on the pro-
blem behavior of the gambler (Holtgraves, 2009).  Each 
item is scored on a four-point scale (0-never; 1- sometimes; 
2-most of the time; 3- almost always). Scores obtained from 
the individual items are summed with scores ranging from 
0 to 27 used to classify patients’ risk levels (0 = non-pro-
blematic player with no negative consequences; 1–2 = low 
risk player. Player experiencing few problems and with few 
or no negative consequences; 3–7 = moderate risk player. 
Player experiencing moderate problems with some nega-
tive consequences; 8 or more = Problem player). For the 
present study, the version validated in Spanish was used, 
which has shown internal consistency above the reliability 
threshold (α = .97) (Grant & Chamberlain, 2015). 

Procedure
The usual procedures to adapt the BPGS to Spanish 

were carried out. Two of the native Spanish authors of the 
manuscript independently translated and documented the 
original English version. The two versions were compared 
and each difference was discussed until a full agreement 
was reached. The consensus version in Spanish was sent 
to an external reviewer (native English) who had previous 
experience in validating scales. This individual back- trans-
lated the tool to identify words that had been translated 
incorrectly or possible inconsistencies. Necessary correc-
tions were made until there was a full agreement with the 
external reviewer. This version was corrected by a Spanish 
gaming expert who runs a reference unit on pathological 
gambling in the city (Appendix 1).

After signing the informed consent by the participant, 
the assessment instruments were administered individua-
lly. The scale was administered after the visit. It was carried 
out by two of the researchers, both with previous experien-
ce in the use of scales in psychiatry.

Statistical analysis
All analyses were carried out with IBM SPSS 24 softwa-

re. Item reliability analysis was carried out with an internal 
consistency analysis (McDonald’s Omega). The predictive 
properties of the scale were determined by obtaining the 
sensitivity, specificity, positive predictive value (PPV) and 
negative predictive value (NPV) for each category (GD 
and at risk of GD). Similarly, for each category, the analy-
sis of convergence of the Spanish-language BPGS with the 
gold-standard instrument (PGSI) was carried out with Spe-
arman’s rank correlation coefficient. The level of statistical 
significance was set at 0.05. An exploratory factor analysis 
(EFA) was conducted to study the internal structure of the 
BPGS. Since the items of the BPGS are dichotomous sco-
res, the factorial analysis was conducted with the tetracho-
ric correlation matrix, with the software FACTOR (Loren-
zo-Seva & Ferrando, 2006). The model was estimated via 
robust unweighted least squares estimation, which is the 
recommended procedure in the case of dichotomous sco-
res (Ferrando, Lorenzo, Hernández & Muñiz, 2022). Fina-
lly, mean differences analysis was conducted with non-pa-
rametric tests, U Mann-Whitney test (for comparison of 
two groups) and Kruskal-Wallis test (when comparing 3 or 
more groups).  

Data regarding the scales was fully available. Although 
missing data was less than 5% for sociodemographic varia-
bles, a replacement for the average method was used. The 
level of statistical significance was 0.05. 

Results
Table 1 shows the sociodemographic and clinical cha-

racteristics of the sample. The total number of participants 
was 100 Spanish-speaking adults diagnosed with SUD. 
The sample mean age was 45.83 years (SD= 11.287). Only 
a quarter of the sample was made up of women (27%). 
The most prevalent substances under treatment among 
the participants were alcohol (43%), cocaine (32%) and 
opiates (19%), with 63% of the participants presenting a 
second substance under treatment. 21% of the participants 
presented with psychiatric comorbidity, being depression 
(10%), anxiety (7%) and schizophrenia (5%) the most 
prevalent comorbid disorders.

Descriptive statistics and differences by SUD and Gender
Table 2 shows descriptive statistics for the BPGS. In rela-

tion to gender, male participants score statistically signifi-
cant higher in the BPGS when compared with female par-
ticipants (BPGS: z = -2.43, p = 0.02), with a low effect size (r 
= 0.24). The Kruskal-Wallis H test indicated that there was 
not a statistically significant difference in the dependent 
variable between the different groups (χ2(6) = .74, p = .69).
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Internal structure of the BPGS
Table 3 shows the results of the EFA. In the final solu-

tion, eigenvalues greater than 1 showed the existence of 
a single factor. This solution explains 94% of the varian-
ce. The items present factor loadings greater than .50 and 
communalities greater than .35. Bartlett’s sphericity test 
was significant (1111.0, df = 10, Sig. = .001) and the Kai-
ser-Meyer-Olkin sample size adequacy indicator was ade-
quate (.86). 

Item reliability analysis
The result obtained in the analysis was Ω = 0.93 for the 

BPGS was considered to be in the acceptable range (Ω > 0.9 
and α > 0.80). Likewise, the correlation of each individual 
item with the total BPGS score reported high values (rs = 
0.83 – 0.91), suggesting a relevant contribution of each of 
the items to the total score. All the items of the BPGS rea-
ched good discriminant values (D = .40) (item 1 D = .76; 
item 2 D = .90; item 3 D = 0; item 4 D = 0; item 5 D = .80).

Predictive value analysis
The Spanish version of the BPGS showed acceptable pre-

dictive values to detect GD, with a sensitivity of 0.93 and a 
specificity of 0.93 for a score equal to or greater than 1. PPV 

Table 1. Sociodemographic and clinical characteristics of the 
participants.

Participants (N) 100
Female 27

Male 73

Mean age (sd. Range) 45. 83 (11.287. 22-67)

Education level (%)

Can’t read/write 1

Primary 2

Secondary 59

Bachelor/Vocational training 35

University 3

Marital status (%)

Single 47

Married/Partner 45

Separated/Divorced 8

Employment status (%)

Active 34

Inactive 28

Sick leave 6

Pensioner/retired 31

Other 1

Main substance in treatment (%)

Opiates 19

Cocaine 32

Alcohol 43

Cannabis 2

Benzodiazepines 2

Amphetamines 1

Analgesics 1

Second substance in treatment (%)

Opiates 6

Cocaine 14

Alcohol 24

Cannabis 10

Benzodiazepines 3

Polyconsumption 6

None 37

Psychiatric comorbidity (%)

Any psychiatric disorder 27

Schizophrenia 5

Schizoaffective disorder 1

Depressive disorder 10

Anxiety disorder 7

ADHD 1

Induced psychosis 3

None 73

Dual pathology (%)

Yes 21

No 79

Table 2. Descriptive statistics and mean differences test results of 
the BPGS.

BPGS Intergroup  
differences

Total Score (mean. sd) 7 (1.53)

Gender (mean. sd)

Male .90 (1.69) z = -2.43.  
p = 0.02. r =.24

Female .15 (.77)

SUD (mean. sd)

Opiates .42 (.96) χ2 = .74. p = .69

Cocaine 1.03 (1.91)

Alcohol .67 (1.51)

Cannabis 0 (0)

Benzodiazepines 0 (0)

Amphetamines 0 (0)

Analgesics 0 (0)

Table 3. Results of the Exploratory Factor Analysis of the BPGS.

Factor 1 Communality

BPGS item 1 .99 .99

BPGS item 2 .96 .92

BPGS item 3 .93 .87

BPGS item 4 .97 .95

BPGS item 5 .95 .90
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and NPV   also showed acceptable values, with a PPV of 0.7 
and a NPV of 0.99. The value of the area under the curve was 
0.95 (95% CI, 0.87, 1). In at-risk GD, the predictive values   
were 0.94 and 0.96 for sensitivity and specificity, respectively. 
The PPV and NPV were 0.85 and 0.99, respectively. The va-
lue of the area under the curve was 0.97 (95% CI, 0.91, 1).

Correlation analysis with the PGSI
The BPGS in Spanish language showed a high correla-

tion with the gold-standard assessment instrument (PGSI), 
with an association value of 0.8 (p <0.01) for GD and 0.9 (p 
<0.01) for at-risk GD.

Discussion
This is the first study where the BPGS has been tested 

in a clinical sample of patients with SUD. It is also one of 
the first studies to try to assess the prevalence of GD in this 
type of population in Spain. The results obtained in our 
analyses confirm those obtained in previous studies where 
the sensitivity and NPV of the test obtained great classifying 
power to correctly identify and classify both at-risk patients 
and those with a gambling disorder. Additionally, in our 
study, we obtain very high values   also in specificity and PPV 
when compared to other similar studies (Manning et al., 
2017). In a population with real GD (PGSI => 8), the sen-
sitivity of 93% falls within the range described for the test 
with 95% confidence and which is between 0.91-0.99 (Vol-
berg & Williams, 2011), although somewhat lower than 
that found in other studies where a sensitivity of 100% is 
indicated (Dowling et al., 2018). 

When the accuracy of correctly diagnosing patients 
with GD has been studied, a sensitivity of 99% has been 
obtained (Dowling et al., 2019). The specificity found in 
our study (93%) is opposite to that observed in previous 
studies (Manning et al., 2017). Although it is within the 
range 0.61-0.99 (95%IC) obtained in the development of 
the scale, the value is above that obtained when compared 
with the PGSI (+8) in other studies (Dowling et al., 2018), 
when compared with other screening scales (Himelhoch 
et al., 2015)  and when its diagnostic capacity obtaining a 
value of 69% (Dowling et al., 2019). 

Although the NPV coincides with that obtained in pre-
vious studies, it is noteworthy the great difference found 
with the PPV in Dowling et al. (2017) of 33%, while in our 
study it has reached the 70%. Despite this data, when the 
sample contains the entire spectrum of risk for developing 
GD the PPV is 93% and is in line with the 85% obtained in 
our case (Dowling et al., 2018).

When analyzing the screening power in the population 
at risk of GD, an increase in all the parameters is obser-
ved, which coincides with the results indicated by other au-
thors (Dowling et al., 2018; Manning et al., 2017), where a 

greater power to correctly identify and classify was already 
identified.

In a recent meta-analysis (Dowling et al., 2019) it is indi-
cated how the BPGS presents greater diagnostic capacity in 
population at risk than in real GD. In previous studies whe-
re the ability to correctly classify patients was also analyzed, 
they also describe great sensitivity across the entire spec-
trum of problem gambling and highlight a higher PPV in 
patients at risk than when seeking to classify only those at 
high risk (Manning et al., 2017). 

It is of great clinical utility to explore the presence of 
gambling problems from a dimensional perspective that 
includes from non-problematic gambling, to problematic 
and pathological gambling, to identify the different levels 
of severity of the behavior, and thus to be able to apply 
the programs of specific and personalized treatment to the 
symptoms of each patient (Himelhoch et al., 2015).

The main strength of this study is that it constitutes one 
of the first studies carried out in Spain on patients under-
going treatment for SUD on an outpatient basis. Compa-
red to the only study found in a clinical population in our 
country, the prevalence would be somewhat lower, 15% vs. 
20% (Pérez, 2010). In this sense, our results are in line with 
the stricter studies on prevalence in the general population 
and somewhat lower if we talk about the entire spectrum 
of problematic gambling (Himelhoch et al., 2015). As pre-
viously explained, although the prevalence in treatment 
units in countries such as the United States is higher, nu-
merous studies indicate that it seems to be over-represen-
ted (Clausen et al., 2008). Promoting the use of screening 
tools could help provide reliable data about the prevalence 
of GD in our country.

As a main limitation of the study, it is worth noting that 
the clinical service where the data were collected has been 
treating GD for a relatively short time and that there is a 
reference GD unit in the city that attends patients from 
the entire territory. In this sense, the prevalence obtained 
could be lower than the real one. On the other hand, al-
though the PGSI was used as the gold standard, some au-
thors point out the clinical utility of directly comparing 
with the DSM-5 diagnostic criteria (Himelhoch et al., 
2015). Furthermore, we used one of the methods for the 
back-translation, however, there are several ways to per-
form translations of health scales (more than 31 guideli-
nes) (Muñiz, Elosua & Hambleton, 2013; Ortiz-Gutiérrez 
& Cruz-Avelar, 2018). Moreover, some bias may be present 
because of the self-assessments. Another limitation of the 
study is that the sample is mostly made up of men. Althou-
gh this aspect describes the reality of addiction centers, it 
is a feature to point out. Finally, it should be noted that the 
instrument has been validated for the Spanish-speaking 
population with SUD, so its use in other clinical popula-
tions remains to be evaluated.  
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Despite the limitations and based on what was previous-
ly stated, it can be concluded that the Spanish adaptation 
of the original five-item BPGS offers correct validity and 
item reliability in the Spanish-speaking population with 
SUD. Its great sensitivity in identifying, classifying and diag-
nosing both the population at risk of developing a GD pro-
blem, as well as those who already have it, makes it a very 
useful screening tool. The inclusion of this instrument in 
the usual welcome protocols in drug addiction care units 
could facilitate early detection and facilitate the correct cli-
nical approach.
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Appendix 1. Spanish version of  
Brief Problem Gambling Screen.

Test Preguntas Sí No

PPGM10 En los últimos 12 meses, ¿Dirías que has 
estado preocupado por el juego o las apuestas?

CPGI3 En los últimos 12 meses, ¿Has necesitado 
apostar crecientes cantidades de dinero para 
obtener el mismo grado de emoción?

SOGS4 En los últimos 12 meses, ¿Has apostado 
durante más tiempo, mayor cantidad de dinero 
o con mayor frecuencia de lo que pretendías 
inicialmente?

PPGM8C En los últimos 12 meses, ¿Has hecho intentos 
de reducir, controlar o detener las apuestas?

CPGI5 En los últimos 12 meses, ¿Has pedido prestado 
dinero o vendido algo para obtener más dinero 
para jugar o apostar?
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