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While destructive financial behaviors permeate our culture, the field of psychology has
remained relatively silent on the issue. This article argues for the need for psychologists
to identify disordered money behaviors as treatable psychological problems and pro-
vide the public with effective approaches to treatment. It describes one such experi-
mental treatment utilizing experiential therapy and examines treatment outcomes of 33
individuals with problematic financial behaviors who participated in a 6-day experi-
ential therapy program. Following treatment, participants showed significant and last-
ing reductions in psychological distress, anxiety, and worry about money and finance-
related situations and showed measurable signs of better overall financial health.
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A recent survey by the American Psycholog-
ical Association (APA; 2004) determined that
financial concerns are a leading cause of stress
in America: 73% of Americans name money as
the number one cause of stress in their lives,
above such stressors as work, physical health
problems, and children. However, with the ex-
ception of pathological gambling, psychology
has done little to identify problematic money
behaviors as an area of concern or offer inter-
ventions for disordered money behaviors. What
follows is (a) a description of disordered money
behaviors, (b) the extent of disordered money
behavior in America, (c) the impact of problem-
atic money beliefs and behaviors on relation-

ships, (d) their impact on psychological func-
tioning, (e) an argument for the need for estab-
lishing psychological treatment in this area, and
(f) a description of a group experiential therapy
model for the treatment of disordered money
behaviors. This is followed by the presentation
of the results of an open clinical trial examining
the effectiveness of this treatment for a group of
persons presenting with disordered money be-
haviors.

Disordered Money Behaviors

In his book The Money Trap, Gallen uses the
term “money disorders” to describe “the emo-
tional and spiritual imbalances that express
themselves as continuing problems with money
and work” (2002). He proposes that money dis-
orders are the result of emotional difficulties,
and that people with problematic money behav-
iors engage in these behaviors to avoid feeling
intense and unresolved emotions. For our pur-
poses, we define disordered money behaviors as
maladaptive patterns of financial beliefs and
behaviors that lead to clinically significant dis-
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tress, impairment in social or occupational func-
tioning, undue financial strain or an inability to
appropriately enjoy one’s financial resources.
Symptoms may include anxiety, worry, or de-
spair about one’s financial situation, a lack of
savings, excessive debt, bankruptcy, conflict
with family or others around money, compul-
sive overspending or hoarding, financial depen-
dency, or excessive financial risk-taking. These
maladaptive patterns of money beliefs and be-
haviors persist despite their emotional, rela-
tional, and financial consequences. Conversely,
financial wellness has been defined by So-Hyun
and Grable (2003) as maintaining reasonable
and low debt, having an active savings and/or
retirement plan, following a spending plan, ex-
periencing high levels of financial satisfaction,
and experiencing low levels of financial stress.

Etiology

Disordered money behaviors are not caused
by a lack of money. It is a seemingly logical
conclusion for many that problems with money
and related stress can be cured by having more
money. However, research consistently shows
that this is not the case. There is no significant
correlation between happiness and money once
household incomes are above $50,000 per year
(Chatzky, 2003; Easterbrook, 2005), and atti-
tudes about money have been found to be inde-
pendent of a person’s income (Yamauchi &
Templer, 1982). Moreover, the significant eco-
nomic gains experienced by Americans in the
past few decades have not been accompanied by
a rise in life satisfaction and are actually corre-
lated with increases in distrust and depression
(Diener & Seligman, 2004).

After an initial period of elation, financial
windfalls do not have a significant positive im-
pact on mood. Research has shown that while
lottery winners feel good about winning, they
are not significantly happier than nonwinners,
and they even report experiencing less pleasure
in ordinary activities than nonwinners (Brick-
man, Coates, & Janoff-Bulman, 1978). In some
cases, winning the lottery has been shown to
result in the development of severe depression
(Nissle & Bschor, 2002). Despite the lack of
evidence showing a relationship between mate-
rial wealth and happiness, “most people still
cling to the notion that their problems would be

resolved if they only had more money” (Csik-
szentmihalyi, 1999, p. 823).

Theorists hypothesize that money problems
are rooted in early experiences with money (Or-
man, 1997). These include both positive and
negative experiences during childhood, cultural
influences, and early learning, which lead to
patterns of learned behaviors that meet psycho-
logical and emotional needs rather than facili-
tating rational financial goals (Goldberg &
Lewis, 1978). Kinder (1999) hypothesizes that
difficult feelings underlie internal conflicts
around money and resolution of these feelings
leads to adaptive financial behaviors. Klontz,
Kahler, and Klontz (2006) propose that the most
pervasive and chronically destructive financial
behaviors are rooted in painful emotions related
to past relationships and events and may require
psychotherapy to achieve resolution resulting in
lasting healthy financial behaviors.

Disordered Money Behaviors: A
Nationwide Phenomenon

One does not have to look far to see Ameri-
cans’ problematic money beliefs and behaviors
in action. In a survey of more than 21,100
respondents from 38 countries, U.S. consumers
ranked number one in reporting they had no
money to spare after paying for their basic liv-
ing expenses (Feig, 2005). In the same survey,
the U.S. ranked 33rd of the 38 countries in
terms of saving money for the future (Feig,
2005). In fact, according to the U.S. Department
of Commerce’s Bureau of Economic Analysis,
the personal savings rate in the United States in
2005 was in the negative for the entire year
(Bureau of Economic Analysis, 2006), a rate
that has not been seen since the Great Depres-
sion (The Associated Press, 2006).

Consumer debt has reached all-time highs,
with American consumers doubling their debt
in the last 10 years (Branigin, 2004). Mortgage
debt at the end of 2003 represented an increase
of 64% from 5 years prior (Hagenbaugh, 2004).
American households showed a 185% increase
in credit card charges from 1999 to 2003, and
the average balance on open credit cards in
2003 was $4,617 (Hagenbaugh, 2004). In 2004,
getting out of debt was the number one New
Year’s resolution for Americans for the first
time surpassing the resolution of losing weight
(Warren & Tayagi, 2004). Incredibly, despite
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our New Year’s resolutions, credit card debt has
significantly increased in the years since, with
most recent data showing the average credit
card debt for U.S. families at over $9,000 (Con-
sumer Reports, 2005). Seventy percent of
Americans report that they carry so much debt
that it is making their home lives unhappy
(Warren & Tayagi, 2004).

Consistent with this finding, there is
mounting evidence suggesting Americans are
doing an inadequate job of managing their
increasing debts. Credit card past-due pay-
ments reached all time highs in the first two
quarters of 2005, and there have also been
significant increases in delinquent payments
on auto loans, personal loans, and home eq-
uity lines of credit (American Banker’s Asso-
ciation, 2005).

The ultimate consequence of excessive per-
sonal debt is filing for bankruptcy, which has
also reached new heights. Bankruptcies filed in
federal courts totaled more than 1.6 million in
the 12-month period ending June 30, 2005 (U.S.
Courts Federal Judiciary, 2005), which repre-
sents a 28% increase in bankruptcy filings com-
pared to 2000 (U.S. Courts Federal Judiciary,
2005). In 2004, more American women filed for
bankruptcy then graduated from college, and
more children lived through their parents’ bank-
ruptcy then their parents’ divorce (Warren &
Tayagi, 2004).

Money Problems: A Center of Conflict
for Couples and Families

Research has shown that money is the num-
ber one source of disagreement in the early
years of marriage (Oggins, 2003), and a com-
mon area of conflict for couples (Dortch, 1994).
In a survey of 1001 adults more than half con-
sidered money to be a sensitive topic in their
households (Medintz, 2004). Forty percent of
those surveyed reported that they had lied to
their spouses about the cost of a purchase and
40% expressed that they felt it was okay for
spouses to not share financial information with
each other (Medintz, 2004). Financial strain as-
sociated with job loss has also been found to
reduce overall relationship satisfaction (Vino-
kur, Price, & Caplan, 1996).

Psychological Impact of Disordered
Money Behaviors

Disordered money behaviors result in stress
and financial difficulties. Research implicates
financial difficulties as a factor in individual
psychological and physical distress. Price, Choi,
and Vinokur, (2002) demonstrated that financial
strain increases symptoms of depression and
can create the experience of losing personal
control. These authors found that this out-of-
control feeling could adversely affect role-
functioning, emotional functioning, and per-
sonal health. Rather than acknowledging and
dealing with the impact of troubled financial
situations, many individuals chose to ignore
them. Consistent with this finding, a recent sur-
vey in the U.S. found 36% of respondents ad-
mitting that they avoid thinking about their fi-
nancial difficulties (Medintz, 2004).

Financial problems also negatively affect job
performance. As many as 15% of U.S. workers
experience enough stress resulting from prob-
lematic financial behaviors that it negatively
impacts their work productivity (Grensing-
Pophal, 2002). As financial problems continue
into older adulthood, people tend to experience
diminished self-worth and significant reduc-
tions in feelings of personal control (Krause,
Gina, & Liang, 1991). These in turn lead to
increased somatic and depressive symptoms
(Krause, Gina, & Liang, 1991).

Research supports the idea that disordered
money behaviors have a significant negative
impact on personal well-being. For example,
research has shown that being either overly tight
or loose with money, being overconcerned with
financial success, and being materialistic is as-
sociated with lower ratings of well-being (Tat-
zel, 2002). Additionally, individuals who are
materialistic report lower levels of self-
actualization, vitality, and happiness and higher
levels of anxiety, physical symptoms, and un-
happiness (Kasser & Ahuvia, 2002). Research
has also demonstrated that compulsive buying
afflicts 5.8% of the population (Koran et al.,
2006) and is associated with feelings of low
self-esteem (Hanley & Wilhelm, 1992).

The Need for Intervention

While disordered money behaviors permeate
our culture, the field of psychology has done
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little to identify them as a significant clinical
issue (Trachtman, 1999; Mumford & Weeks,
2003). However, one area of disordered money
behavior that has received the attention of the
psychological community is that of pathological
gambling. The Diagnostic and Statistical Man-
ual of Mental Disorders- Fourth Addition Text
Revised (DSM–IV–TR) defines “pathological
gambling” as “persistent and recurrent mal-
adaptive gambling behavior that disrupts per-
sonal, family, or vocational pursuits” (Ameri-
can Psychiatric Association, 2000, p. 671).
Prevalence rates worldwide for this disorder are
estimated to be in the range of 1–2%, with
approximately 2–5% experiencing subclinical
problematic gambling sometime in their lives
(Petry, 2005). While relatively little outcome
research exists, there has been some evidence
for the effectiveness of behavioral interven-
tions, cognitive interventions, cognitive–
behavioral interventions, self-help approaches,
pharmacological treatment (Toneatto & Ladou-
ceur, 2003), and motivational treatments (Hod-
gins, Currie, el-Guebaly, & Peden, 2004) in the
treatment of pathological gambling. However,
given that 73% of Americans name money as
the number one cause of stress in their lives
(APA, 2004), even the most liberal estimates of
prevalence of pathological gambling account
for only a small portion of those suffering with
disordered money behaviors.

It has been suggested that as a field, psychol-
ogy itself may be in denial about the problem.
Trachtman (1999) argues that this is so in part
because money is a big taboo in our culture.
Trachtman describes money matters as “per-
haps the most ignored subject in the practice,
literature, and training of psychotherapy” (p.
276). He notes that Sigmund Freud fully ac-
knowledged the powerful impact of unresolved
money issues on human functioning, but then
omitted the topic when formulating his psy-
chodynamic theory. In Freud’s well-known pa-
per on the anal-retentive personality (“Charac-
ter and Anal Eroticism”), Freud argues that the
symbolic connection between interest in money
and defecation appears to be the most extensive
symbolic connection (Freud, 1989). Freud ad-
vocated working through this connection, treat-
ing a patient’s “money complex” by bringing it
“into consciousness with all its connections”
(Freud, 1989, p. 296). In his work “The Inter-
pretation of Dreams,” Freud asserts there is a

connection between childhood uncleanliness
and adult dreams involving a greedy desire for
wealth, and there is an unconscious connection
between gold and feces that is “supported by
copious evidence from social anthropology”
(Freud, 1998, p. 233). However, Freud admitted
that, in regard to his father’s financial difficul-
ties, he “preferred to suppress rather than ex-
plore their impact on him” (Trachtman, 1989, p.
283). This is a shocking admission in light of
Freud’s previously noted assertions and psycho-
analysis’s emphasis on exploring childhood
trauma and suppressed issues.

Trachtman (1999) argues that when thera-
pists “cannot address our own money issues, we
also cannot control our own countertransference
reactions to our patients’ money or their money
related attitudes and behaviors” (p. 282). In
other words, if therapists haven’t addressed
their own money issues, they will not be able to
help clients address theirs. At some level, per-
haps therapists know this and therefore seldom
explore the issue of money in their clients’
lives.

Despite the prevalence of disordered money
behaviors, research on financial beliefs and be-
haviors has received little attention in the psy-
chological literature (Furnham, 1984; Mumford
& Weeks, 2003) and little has been done to
attempt to treat these behaviors through psycho-
logical interventions. To our knowledge only
one published study exists that examined the
effectiveness of a psychological treatment ap-
proach for disordered money behaviors other
than pathological gambling. The study found
some support for a cognitive–behavioral ther-
apy approach in the treatment of compulsive
spending (Mitchell, Burgard, Faber, Crosby, &
de Zwaan, 2006). While these results are prom-
ising, clearly more research is needed.

The Treatment Model

The current approach to treatment was devel-
oped from an integration of experiential therapy
and financial planning concepts. In order to
successfully act on sound financial education
and advice, treatment focused on resolving un-
finished business thought to underlie problem-
atic financial behaviors. Emphasis was placed
on exploring participants’ salient financial ex-
periences and resulting beliefs about money that
led to their dysfunctional financial behavior pat-
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terns. The program expanded on the work of
financial planner Kinder (1999), who employed
a combination of cognitive lectures, meditation,
dyad sharing, and paper-and-pencil exercises to
help clients uncover and explore their beliefs
about money and then modify destructive be-
haviors. The treatment approach integrated psy-
chological and financial concepts into a 6-day
program utilizing education regarding financial
planning and experiential therapy to treat de-
structive financial behaviors and related psy-
chological symptomology (Klontz, Kahler, &
Klontz, 2004, 2006; Zaslow, 2003).

An emphasis on shame reduction was an
integral part of treatment, attempting to assist
participants in making a conceptual distinc-
tion between harmful thinking and behaviors
around money and one’s core self. Financial
information and financial exercises were
drawn from the work of Klontz, Kahler, and
Klontz (2006) and Kinder (1999). However,
the core treatment modality was experiential
in nature and was based on the theory and
techniques of psychodrama (Dayton, 1994;
Moreno & Fox, 1987). This model of experi-
ential therapy has been explained in more
detail in previous writings (Dayton, 1994;
Klontz, 1999, 2004; Wegscheider-Cruse,
Cruse, & Bougher, 1990) and participants
have reported significant reductions in psy-
chological symptoms and enhancements in
psychological well-being following treatment
with this modality (Klontz, Bivens, Klontz, &
Leinhart, 2007; Klontz, Klontz, & Garos,
2005; Klontz, Wolf, & Bivens, 2001).

Unfinished Business

A major goal of the treatment approach was
the resolution of unfinished business. Corey
(1991) defines unfinished business as “unex-
pressed feelings associated with distinct mem-
ories and fantasies” (p. 234). He states that
“because the feelings are not fully experienced
in awareness, they linger in the background and
are carried into present life in ways that inter-
fere with effective contact with oneself and
others. Unfinished business persists until the
individual faces and deals with the unexpressed
feelings (p. 234).” The experiential therapy ap-
proach used in this study sought to help partic-
ipants resolve unfinished business through reex-
periencing significant life events and relation-

ships around money in a safe setting. It was
hypothesized that allowing participants to work
through unresolved conflicts and emotions
would help people live more fully in the present
(Wegscheider-Cruse et al., 1990). As a result,
participants would be better able to design and
stick to a financial plan consistent with their
values and goals.

Meditation

Meditation was taught as part of our inte-
grated approach to treatment. Specifically, par-
ticipants engaged daily in mindfulness medita-
tion, the goal of which was to maintain a calm,
nonjudging awareness of one’s thoughts, feel-
ings, and sensations through the use of body
scans, mindful eating, walking, and other mind-
fulness exercises (Kabat-Zinn, 1990). The focus
on enhancing body awareness was aimed at
assisting in anxiety reduction and facilitating a
feeling of connection and “wholeness,” the be-
lief being that if people feel more connected to
themselves and/or a greater whole, there will be
less need to respond to a sense of emptiness
with financial acting-out. Body awareness was
further emphasized through the use of experi-
ential exercises in group.

Evaluating Treatment Outcome

Research Hypotheses

The purpose of the present study was to ex-
amine the effectiveness of a therapeutic ap-
proach that integrated experiential therapy and
financial planning for the purpose of altering
problematic money beliefs and behaviors. The
following research hypotheses summarize the
fundamental questions addressed in this study:
Hypothesis 1: Participants will report signifi-
cant reductions of psychological distress fol-
lowing treatment. Hypothesis 2: Participants
will report significant reductions in cognitive,
affective, and behavioral indices of problems
with money following treatment. Hypothesis 3:
Participants’ reported reductions in psycholog-
ical symptoms and cognitive, affective, and be-
havioral indices of money problems will be
maintained at 3-month follow-up.
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Method

Treatment Program

The treatment under study was administered
as a 6-day intensive program provided in a
retreat-type setting in the southern United
States. The primary treatment component in-
volved 17.5 hr of intensive group experiential
therapy, utilizing psychodrama. In addition to
the 17.5 hr of experiential therapy, participants
received 7 hr and 40 min of psychoeducation,
which included 3.5 hr of specific financial plan-
ning information. These lectures included basic
information on cash flow management, risk
management, investment knowledge, estate
planning, retirement planning, and tax strate-
gies. The balance of the didactic lectures were
on a variety of topics related to understanding
and modifying problematic financial beliefs and
behaviors. Participants also engaged in mindful-
ness meditation approximately 45 min per day.

Participants stayed on the facility’s grounds
for the duration of the 6-day program. They
were encouraged to discontinue the use of any
mood-altering substances during the program,
in an effort to enhance the impact of treatment.
The acting medical director monitored the use
of prescribed medication. Participants also re-
ceived detailed behavioral guidelines designed
to lessen the likelihood of social, chemical, or
habitual influences detracting from treatment.

Participants

All participants attending five consecutive
6-day treatment programs at the treatment facil-
ity within a 12-month period were invited to
participate in the study. Each participant at-
tended only one 6-day program. A total of 38
individuals self-selected for treatment and par-
ticipated in the program. Thirty-six people
agreed to take part in the study and provided
pretreatment and posttreatment data. Of the
original sample, 33 participants (15 men and 18
women) provided follow-up data, on average, 3
months following treatment. Only those 33 par-
ticipants who provided follow-up data were in-
cluded in the data analysis. Participants ranged
in age from 32 to 69 (M ! 48), had an average
of 17 years of education (range, 12 to 24), and
came from a total of 12 U.S. states and Canada.
All but one of the participants were Caucasian,

and all but two regularly participated in outpa-
tient counseling, for an average of 9 years.
Seventy percent were married or in a committed
relationship, 18% were previously married or
separated, and 12% were single. They had an
average net worth of $746,000, a household
income of $140,000, and carried an average of
$7,447 of interest accruing credit card debt from
the prior month.

Psychotherapists

The treatment groups were led by two thera-
pists with extensive experience utilizing the ex-
periential therapy methods described above.
The educational portions of the program were
provided by a Certified Financial Planner
(CFP®).

Instruments

Brief Symptom Inventory (BSI). The BSI
(Derogatis, 1993) is a 53-item self-report instru-
ment designed to reflect psychological symp-
tom patterns of psychiatric and medical patients
and nonpatients. The BSI uses a 5-point Likert-
type scale ranging from 0 (not at all) to 4
(extremely). It contains three global indices and
nine symptom subscales. Pathological problems
are indicated when the Global Severity Index
(GSI) T score is " 63 or any two symptom
dimension T scores (e.g., Depression, Anxiety)
are " 63. We used the GSI as a measure of
general clinical distress. As such, we used a T
score of 63 as the clinical cut-off for evaluating
clinically significant change. The BSI has inter-
nal consistency coefficients ranging from .71 to
.85 and test-retest coefficients ranging from .68
to .91 for the nine symptom dimensions, and .80
to .90 for the global indices of distress (Deroga-
tis, 1993).

Money Attitude Scale (MAS). The MAS
(Yamauchi & Templer, 1982) is a 4-factor, 29-
item scale. Items are scored in a 7-point Likert
response format from 1 (always) to 5 (never).
The 9-item Power-Prestige subscale measures
the extent to which an individual views money
as a symbol of success and the extent to which
he or she uses money to impress or influence
others. It was found to correlate significantly
with a measure of one’s propensity to manipu-
late others (Mach IV) and Kaufman’s Status-
Concern Scale (S-CS). The 7-item Time-
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Retention subscale measures money behaviors
directed to the future that require preparation
and plans. It was found to be negatively corre-
lated with time competence (Time Competency
scale of the Shostrom’s Personal Orientation
Inventory) and positively correlate with a mea-
sure of obsessive personality (Kline’s Obses-
sional Personality or Anal Character Test
[Ai3Q]). The Distrust subscale consists of seven
items and assesses the degree to which an indi-
vidual has suspicious or hesitant attitudes
around money versus trusting and accepting of
situations involving money. This scale was
found to correlate with a measure of paranoia
(Paranoia scale of the POI). Finally, the Anxiety
subscale consists of six items and measures the
degree to which money and money situations
are a source of worry and anxiety. This scale
was found to be positively correlated with state
and trait anxiety (State–Trait Anxiety Inventory
[STAI]). The MAS has internal consistency co-
efficients ranging from .69 to .80 and test-retest
coefficients ranging from .87 to .95 (Yamauchi
& Templer, 1982).

Financial Health Scale (FHS). The FHS is
an instrument still under development. The 20-
item scale was derived from a pool of 72-items
constructed by a group of financial planners and
doctorate level psychologists that inquired
about different aspects of feelings and behaviors
related to money and personal finances. A factor
analysis indicated that the 20 items that now
comprise the scale represent a single factor that
the authors of the test refer to as “financial
health.” Items are scored on a 5-point Likert-
type scale from “strongly agree” to “strongly
disagree.” They are designed to assess one’s
degree of financial health in areas such as fam-
ily functioning around money, spending, sav-
ing, meeting one’s financial goals, and one’s
guilt, shame or pride in one’s financial situa-
tions and behaviors. Sample items include: “I
pay off my credit cards every month,” “I buy
things in an attempt to make me feel better,” “I
feel guilt/shame about my past financial behav-
iors,” and “No matter how hard I try I can’t
stick to a budget.” Whereas the full psychomet-
ric properties of the measure are still being
explored with different groups of subjects, ini-
tial test–retest reliability and internal consis-
tency findings were promising: test–retest reli-
ability with a 1-week latency was .94; Cron-
bach’s alpha was .95. The full psychometric

properties of the FHS will be published in a
forthcoming paper devoted to this topic.

Procedures

The authors described the requirements of the
study and recruited participants during the pro-
gram orientation. All participants were offered a
$20.00 stipend upon completion of the 3-month
follow-up test battery. Participants read and
signed a consent form prior to taking part in the
study. Participants completed a battery of ques-
tionnaires, including the BSI, MAS, and FHS
the day before treatment and on the last day of
treatment. Three months following treatment,
participants were mailed a follow-up test battery
of the same measures and asked to return the
completed measures as soon as possible. Due to
the brief nature of the treatment program, the
BSI instructions were altered to reflect an indi-
vidual’s feelings in the past few days, rather
than in the past 7 days.

Results

Approach to Data Analysis

We adopted a conservative analysis strategy
that progressed from tests of multivariate sig-
nificance to examination of main effects and
follow-up comparisons. Thus, data analysis on
each of our outcome measures began with a
multivariate test of scores, looking at the main
effect comprised by pretest, posttest, and fol-
low-up. If significant main effects were found,
we then progressed to repeated contrasts to dis-
cern differences among our three points of ob-
servation. We adopted a .05 level of signifi-
cance for all tests. Effect sizes were computed
as partial eta squared values for all multiple
analysis of variance (MANOVA) analyses
looking at all time points simultaneously, and
separate effect sizes from pretreatment to post-
treatment and from posttreatment to follow-up
were also reported. Where possible, clinical sig-
nificance was assessed by examining whether or
not group levels of functioning fell within the
normal range as defined by normative data as-
sociated with the instruments.

Brief Symptom Inventory

Our initial analysis utilized a repeated-
measures MANOVA to compare self-report
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of psychological symptoms (as measured by
the GSI) before and after treatment and at
3-month follow-up. Results are displayed in
Table 1, and the general pattern of findings as
reflected by the BSI Global Severity Index
score is depicted in Figure 1. Our central
hypothesis was that symptom severity would
diminish following treatment. To test this, we
conducted a MANOVA with repeated mea-
sures to determine whether there were signif-
icant changes in subjects’ symptom levels
from pretreatment to posttreatment and fol-
low-up. Effect sizes were computed as partial
eta squared values and Cohen’s D. A signif-
icant effect for pretest versus posttest versus

follow-up was found, Wilks’s # ! .640, F(2,
30) ! 8.429, p $ .05, ε2 ! .360. This main
effect was examined using repeated contrasts.
The contrasts revealed that there was a signifi-
cant decrease in the GSI scores from pretreat-
ment to posttreatment, F(1, 31) ! 14.851, p $
.05, ε2 ! .324. The difference between post-
treatment and 3-month follow-up scores was
not significant, F(1, 31) ! .138, ns. The effect
size (Cohen’s D) associated with the pre-to-post
change was 0.638. At pretreatment, 61% of the
participants had GSI T scores in the clinical
range. At posttreatment 36% remained above
the clinical cut-off, with a decrease to 27% in
the clinical range at 3-month follow-up.

Table 1
Means and Standard Deviations for the BSI Scales at Pretreatment, Posttreatment, and Follow-Up

Time

Pre Post Follow-Up

Global Severity Index 779 (.524) .501 (.348)** .533 (.530)
Somatization .482 (.530) .410 (.424) .357 (.515)
Obsessive-compulsive 1.26 (.776) .798 (.629)** .943 (.661)
Interpersonal sensitivity 1.094 (.997) .625 (.564)** .641 (.916)
Depression .963 (.881) .495 (.443)** .688 (.912)
Anxiety 1.088 (.723) .750 (.599)** 713 (.734)
Hostility .523 (.401) .338 (.438)* .306 (.305)
Phobic anxiety .150 (.287) .113 (.221) .100 (.274)
Paranoid ideation .829 (.616) .454 (.448)** .566 (.659)
Psychoticism .752 (.734) .459 (.436)** .431 (.697)
Additional .883 (.732) .570 (.485)* .648 (.775)
*p $ .05; **p $ .01.

GSI Scores

0.45

0.5

0.55

0.6

0.65

0.7

0.75

0.8

Pretest Posttest Follow-up

Figure 1. GSI Scales at Pretreatment, Posttreatment, and 3-Month Follow-Up
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To examine which symptoms in particular
accounted for these global results, we con-
ducted a MANOVA with repeated measures on
all 10 subscales at once. A significant effect of
point of observation among pretest versus post-
test versus follow-up was found, Wilks’s # !
.556, F(20, 106) ! .556, p $ .05, ε2 ! .254.
Follow-up contrasts indicated significant differ-
ences among pretest versus posttest on 8 of
the 10 symptom scales of the BSI (Obsessive-
Compulsive, Interpersonal Sensitivity, Depres-
sion, Anxiety, Hostility, Paranoid Ideation, Psy-
choticism and Additional). In all eight cases,
contrasts revealed that symptom scores de-
creased significantly from pretest to posttest,
and there was no significant change from post-
test to follow-up. All are listed in Table 1.

Money Attitude Scale

Our next analysis utilized a repeated-
measures MANOVA to compare endorsements

of behavior that reflect money attitudes (as mea-
sured by the MAS) before and after treatment
and at 3-month follow-up. Results are displayed
in Table 2, and the general pattern of findings as
reflected by the MAS total score is depicted in
Figure 2. On the MAS total score, a significant
change between pretreatment, posttreatment,
and 3-month follow-up was found, Wilks’ # !
.598, F(2, 31) ! 10.532, p $ .05, ε2 ! 405. The
effect size (Cohen’s D) associated with the post-
test to follow-up change was 0.710. Repeated-
measures contrasts revealed that there was a
significant decrease in MAS Total scores from
posttreatment to follow-up, F(1, 32) ! 17.522,
p $ .05, ε2 ! .354, but the difference between
pretreatment and posttreatment was not signifi-
cant F(1, 32) ! 2.180, ns.

Follow-up univariate analyses revealed that
three subscales of the MAS reflected the signif-
icant change in scores from posttest to fol-
low-up that was found in the measure’s total
score. These results are also displayed in Ta-

Table 2
Means and Standard Deviations for the MAS Scales at Pretreatment, Posttreatment, and Follow-Up

Time

Pre Post Follow-Up

MAS total 100.52 (19.98) 97.61 (19.49) 81.09 (27.02)**

Power-prestige 23.55 (8.821) 23.94 (8.57) 18.21 (10.07)**

Retention 30.79 (11.71) 29.06 (10.81) 24.45 (11.35)**

Distrust 23.15 (8.45) 22.58 (7.43) 20.39 (8.47)
Anxiety 23.03 (5.10) 22.03 (5.06) 18.03 (7.00)**

*p $ .05; **p $ .01.

MAS Total Scores
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90

95

100
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Figure 2. MAS Total Scores at Pretreatment, Posttreatment, and 3-Month Follow-Up
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ble 2. Participants showed significant decreases
from posttest to follow-up on the Power-
Prestige Scale, F(1, 32) ! 11.086, p $ .05, ε2 !
.257, the Retention Scale, F(1, 32) ! 19.620,
p $ .05, ε2 ! .380 and the Anxiety Scale F(1,
32) ! 15.970, p $ .05, ε2 ! .333. The effect
size (Cohen’s D) associated with the posttest to
follow-up change on the Power-Prestige Scale
was 0.615, for the Retention Scale 0.423, and
for the Anxiety Scale 0.664.

Financial Health Scale

Our final analysis utilized a repeated-
measures MANOVA to compare endorse-
ments of behavior that reflect financial health
before and after treatment and at 3-month
follow-up. Our central hypothesis in relation
to the FHS was that participants would report
enhancements in financial health following
treatment. Results are displayed in Table 3
and depicted in Figure 3. We conducted a
MANOVA with repeated measures on the
FHS to test this hypothesis. A significant ef-
fect of point of observation among pretest

versus posttest versus follow-up was found,
Wilkes # ! .411, F(2, 31) ! 22.202, p $ .05,
ε2 ! .589. The contrasts revealed that there
was a significant decrease in the FHS scores
from pretreatment to posttreatment, F(1,
32) ! 21.183, p $ .05, ε2 ! .398, and there
was also a significant decrease from posttreat-
ment to 3-month follow-up, F(1,
32) ! 14.312, p $ .05, ε2 ! .309. The effect
size (Cohen’s D) associated with the pre-to-
post change was 0.467, while the pre-to-post
change was 0.412.

Discussion

The purpose of this study was to examine the
effectiveness of an experiential therapy ap-
proach in the treatment of problematic financial
behaviors. Our findings support the notion that
persons who are concerned enough about this
aspect of their life to pursue specific treatment
can benefit from an intensive experiential inter-
vention that targets money beliefs, attitudes,
and behaviors.

Table 3
Means and Standard Deviations for the FHS Scales at Pretreatment, Posttreatment, and Follow-Up

Time

Pre Post Follow-Up

FHS 47.76 (16.61) 55.30 (15.71)** 62.09 (17.25)**

*p $ .05; **p $ .01.

FHS Scores

45

50

55

60

65

Pretest Posttest Follow-up

Figure 3. FHS Scores at Pretreatment, Posttreatment, and 3-Month Follow-Up
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Detailed findings of our study will be dis-
cussed as follows: (1) outcomes at posttreat-
ment and 3-month follow-up, (2) clinical impli-
cations and limitations of the present research,
and (3) suggestions for future research.

Outcomes at Posttreatment and 3-Month
Follow-Up

As predicted, the participants showed signif-
icant reductions in psychological distress from
pretreatment to posttreatment, reporting fewer
psychological symptoms and reductions in the
intensity of their distress. Participants reported
immediate and stable improvements in the fol-
lowing areas: (a) fewer unwanted, unremitting,
and irresistible thoughts, impulses and actions,
(b) diminished feelings of inadequacy, inferior-
ity, and discomfort in interpersonal interactions,
(c) increased hope, renewed interest in things,
enhancement in self-esteem, and increased feel-
ings of belonging, (d) decreased nervousness,
tension, trembling, panic attacks, and feelings
of apprehension and dread, (e) diminished irri-
tability and feelings of anger, (f) less fear of loss
of autonomy and suspiciousness, and (g) fewer
feelings of withdrawal and social isolation than
they did at pretest.

Participants also showed significant improve-
ments in the area of money attitudes from post-
treatment to 3-month follow-up. Specifically,
they reported reductions in their belief that
money is a symbol of success, less use of
money to impress or influence others, more of a
focus on the present versus the future with re-
gard to accounting of funds, and indicated that
they place less value on the importance of sta-
tus-seeking, acquisition, competition, and exter-
nal recognition. They also reported significant
reductions in the extent to which they view
money as a source of anxiety in their lives, and
less worry around money and money situations.

In contrast to the immediate improvements in
psychological symptom following treatment,
money attitudes showed what could be a de-
layed treatment effect. That is, participants re-
ported nonsignificant improvements from pre-
treatment to posttreatment, with significant im-
provements from posttreatment to 3-month
follow-up. An examination of the specific word-
ing of the items hints to a plausible explanation
consistent with a delayed treatment effect. For
example, when compared to the BSI Anxiety

Scale items (e.g., “Nervousness and shakiness
inside.”, “Feeling tense or keyed up.”), the
MAS Anxiety Scale items (e.g., “I am bothered
when I have to pass up a sale.”, “I spend money
to make myself feel better.”) appear to measure
a set of behaviors versus an acute set of somatic
experiences. While participants experienced im-
mediate relief of acute anxiety symptoms fol-
lowing treatment, it seems likely that they
needed time to put to practice behavioral
changes to show improvements in anxiety re-
lated to money behaviors.

The largest treatment effect was observed in
the area of financial health. Participants showed
a significant improvement in financial health
from pretreatment to posttreatment, and signif-
icant improvements from posttreatment to
3-month follow-up. This suggests that partici-
pants experienced both immediate positive
changes in financial health, as well as a possible
delayed treatment effect as they were given time
to institute positive behavior changes posttreat-
ment.

Clinical Implications

There are several important implications with
regard to clinical practice that arise as a result of
the present study. Most importantly, it shows
support for the effectiveness of a psychological
intervention in treating psychological symp-
toms and problematic financial beliefs and be-
haviors. Participants reported significant im-
provements in psychological symptoms and fi-
nancial health immediately following treatment.
Additional improvements in money attitudes
and behaviors were reported 3 months follow-
ing treatment. Such findings have clear impli-
cations in today’s clinical practice environment,
since disordered money behaviors are a signif-
icant source of stress in the lives of Americans.

While evidence exists to support the notion
that destructive financial behaviors are the man-
ifestation of underlying psychological distur-
bance, the field of psychology has done little to
identify the problem as a focus of treatment or
to develop effective treatments aimed at im-
proving financial health. This has forced the
American consumer to choose from the myriad
“get rich quick” schemes and unverified finan-
cial advice manuals that may actually prey and
profit upon their disordered money behaviors
instead of offering any genuine hope for lasting
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change. The current study shows the potential
value that a carefully designed treatment
founded in sound psychological and financial
planning principles may hold for persons expe-
riencing the negative effects of disordered
money behaviors.

Typical clinical practice may not allow for
the implementation of a 6-day intensive treat-
ment program for disordered money behaviors.
However, anecdotal evidence from our work in
other settings suggests that elements of the
treatment approach described above can be ef-
fectively delivered in weekly outpatient individ-
ual and/or group sessions, half-day or full-day
workshops, or in weekend retreat-settings. Fu-
ture research on the effectiveness of psycholog-
ical treatment of disordered money behaviors in
more typical outpatient settings is warranted.
Given the impact of disordered money behav-
iors on relationships, specialized couples work
in this area is often indicated and is another
important area of future study. Given the prev-
alence of disordered money behaviors, prob-
lematic money beliefs, and related psychologi-
cal distress, psychologists could better serve
their clients by assessing their client’s financial
health during clinical interviews, and providing
intervention when warranted.

Limitations of the Present Study

The major limitation of the present study was
its lack of random selection, lack of a control
group, and lack of random assignment. Cer-
tainly future research in this area would benefit
from such a design. However, given the self-
selection inherent in the treatment program
studied in its natural setting, it was not feasible
to instill more ideal laboratory-like conditions.
The study was also limited with regard to cul-
tural and socioeconomic factors. Most of the
participants were Caucasian. In addition, most
participants were also relatively wealthy (aver-
age net worth of $746,000). While research
clearly indicates that people from all socioeco-
nomic classes exhibit problematic money be-
liefs and behaviors, future research in this area
would benefit from examining treatment out-
comes in individuals from lower socioeconomic
groups. While the lack of random assignment
limits the generalizability of our findings to all
persons with disordered money beliefs and be-
haviors, it seems likely that the results could be

generalized to other individuals who are con-
cerned enough about their money actions and
attitudes to seek out and undergo specific inten-
sive treatment for the problem.

In summary, the present study empirically
demonstrates that a group of self-selected indi-
viduals who sought intensive treatment for
problematic financial behaviors and related psy-
chological distress reported statistically signifi-
cant reductions in psychological symptomology
and improvements in financial health immedi-
ately following treatment. These changes were
stable at 3-month follow-up. Additionally, sig-
nificant improvements in money attitudes and
behaviors were observed at 3-month follow-up.
While limitations of the study restrict the gen-
eralizability of our findings, we believe it rep-
resents an important first step in exploring the
utility of targeted experiential therapy for treat-
ing money disorders. Even more importantly,
we hope that our findings of significant reduc-
tions in general psychological symptoms (e.g.,
depression, anxiety, obsessive-compulsion,
paranoid ideation) following treatment for
money disorders will encourage therapists to
consider the potential value of assessing for,
and targeting disordered financial beliefs and
financial behaviors in their provision of holistic
and effective mental healthcare.
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