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Abstract
Kleptomania is an addiction to stealing without an economic motive; therefore, an examination of effective
interventions as a preventive measure is needed. The effectiveness of cognitive behavioural therapy (CBT)
combined with mindfulness for the treatment of addiction has been previously indicated, and it is
presumed to be effective for kleptomania; however, this relationship remains unstudied. Therefore, this
study aimed to examine the effectiveness of cognitive behavioural group therapy (CBGT) combined
with mindfulness for treating kleptomania. The results of a 12-session programme of CBGT combined
with mindfulness for 22 patients with kleptomania showed that kleptomania symptoms and quality of
life (QOL) improved. Furthermore, the recovery process revealed that the improvement of distress
tolerance affected the improvement of kleptomania symptoms and that the improvement of reward
perception and distress tolerance affected the improvement of stress response and QOL. These results
suggest that CBGT combined with mindfulness may be effective in improving symptoms and QOL in
kleptomania.

Key learning aims

(1) To understand the clinical features of patients suffering from kleptomania.
(2) To learn about CBT interventions for patients with kleptomania.
(3) To gain an increased understanding of the mechanisms of recovery in patients with kleptomania.
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Introduction
In Japan, people who have stolen account for approximately 50% of criminal offenders; therefore,
it is vital that recidivism prevention measures for people who have stolen are improved (Research
and Training Institute of the Ministry of Justice, 2014). However, the rehabilitation of people who
have stolen is insufficiently developed compared with drug offenders who have similar recidivism
rates (Research and Training Institute of the Ministry of Justice, 2009). It is difficult to systematize
preventive measures for people who steal due to various reasons (Research and Training Institute
of the Ministry of Justice, 2014). One factor is that some people who steal have kleptomania, a
mental illness (Takemura, 2016).
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According to the Diagnostic and Statistical Manual of Mental Disorders (5th edn; DSM-5), with
kleptomania, the purpose is to engage in the act of stealing itself (rather than a desire to acquire the
objects stolen), and the stealing behaviour is maintained by a release of tension or pleasure.
Although the goal of shoplifting is personal gain, it has been found that approximately 4–24%
of those arrested for shoplifting have kleptomania (American Psychiatric Association, 2013).
A previous study that compared 37 persons with kleptomania and 35 shoplifters indicated
that those with kleptomania reported a significantly higher number of prior stealing
behaviours than shoplifters (Sarasalo et al., 1997). In addition, it has been highlighted that
some shoplifters are unable to resist their impulses to steal (McElroy et al., 1991), and it is
often assumed that kleptomania and shoplifting exist on a continuum.

Although kleptomania was positioned as being on the obsessive-compulsive spectrum in the
1990s, it is now increasingly considered an addiction due to its similarity to substance use disorder
and its response to opioid antagonists (naltrexone), which are effective in treating addiction
(Grant, 2006). Furthermore, pharmacotherapy and psychological support for other psychiatric
disorders have been used for kleptomania.

Regarding medication, there have been inconsistent findings on the effectiveness of treating
kleptomania with selective serotonin reuptake inhibitors, which are used to treat obsessive-
compulsive disorder (Grant, 2006). Recently, it has been suggested that naltrexone, which is
thought to reduce cravings for addictive behaviours, is also effective in improving kleptomania
symptoms. Furthermore, it has been reported that kleptomania symptoms were reduced more
in the group of 11 patients who received naltrexone than in the group of 12 patients who
received a placebo (Grant et al., 2009). In addition, behavioural therapy such as aversion
therapy is considered to be effective for kleptomania (Keutzer, 1972). Furthermore, cognitive
behavioural therapy (CBT), which has also proved effective for addiction, is utilized to treat
kleptomania (Christianini et al., 2015; Kohn and Antonuccio, 2002).

CBT aims to reduce problematic behaviours by adjusting antecedent–behaviour–consequence
contingency and establishing operation of problematic behaviours, controlling the environment,
and acquiring more adoptive alternative behaviours (Shimada and Nomura, 2008). Furthermore,
CBT has been shown to be effective in the treatment of addiction (Korn and Shaffer, 2004; Magill
and Ray, 2009). In contrast, a review for substance use disorders suggested that the strength of
automatic responses, which are related to higher rates of relapse or drop-out, can interfere with the
effectiveness of CBT (Stevens et al., 2014). It has been indicated that emotional arousal reduces
self-awareness and increases addictive behaviour as an automatic response (Goldstein et al., 2009).
In particular, as negative affect has been suggested to influence relapse, the usefulness of
interventions to improve the tolerance to negative affect has been highlighted (Hsu et al.,
2013). Furthermore, it has also been suggested that mindfulness can improve awareness and
acceptance of psychological and physical reactions to negative affect and enable people to
consciously observe how emotions are aroused and transitioned, rather than engaging in
addictive behaviour as an automatic habitual response (Witkiewitz et al., 2014a). In fact, it has
been reported that the latter is more effective in the treatment of addiction when the cognitive
behavioural approach of relapse prevention is implemented alone or when mindfulness is
added to relapse prevention (Witkiewitz et al., 2014b).

Regarding kleptomania, the amnesia of stealing behaviour and stronger impulsivity than other
addictions have been observed (Baylé et al., 2003; Grant, 2004), and it is assumed that many
patients steal as an automatic response. In addition, the fact that stealing is a criminal offence
has resulted in a strong social and occupational dysfunction, in addition to a strong sense of
guilt and shame after stealing (Grant and Odlaug, 2008). In fact, an interview study of 22
patients with kleptomania revealed that stress/anxiety was the most prevalent trigger for
stealing behaviour in approximately half of the patients, followed by loneliness/depression
(Grant and Kim, 2002), suggesting the influence of negative affect. Thus, it is assumed that
CBT together with mindfulness may be effective for treating kleptomania.
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In areas of Japanese forensics and criminology, group-based CBT is the mainstream practice
due to its advantageous cost and time savings (Nomura et al., 2020). Furthermore, the prevalence
of kleptomania is low, ranging from 0.3 to 0.6% (American Psychiatric Association, 2013), and it
has been shown that it is common for patients who perceive stealing as a moral issue to reject the
diagnosis of kleptomania, partly because stealing is generally regarded as a crime (Christianini
et al., 2015). In addition, it has been reported that approximately 80% of patients with
kleptomania who were instructed to continue treatment discontinued within 3 months
(Takemura, 2013). Therefore, it is assumed that the rolling-group format is useful. This is an
open-ended format that allows participants to join a treatment programme at any time and
where each participant works through the sessions at their own pace. Therefore, the rolling
format has advantages in terms of flexibility of participation, group cohesiveness, gradual
intervention, and individualization (Ware and Bright, 2008). In fact, it has been shown to be
effective in reducing drop-outs in a sex offender programme (Howard et al., 2019).

Many previous studies have focused on the reduction of stealing behaviour or impulse to steal
as outcome variables (e.g. Christianini et al., 2015). However, it has been highlighted that those
patients with kleptomania generally experience strong social and occupational dysfunction and
poor quality of life (QOL) (Grant and Odlaug, 2008). In addition, a study involving gambling
addiction showed that patients who relapse experience higher psychological distress following
CBT and have lower QOL at follow-up (Sander and Peters, 2009). Therefore, it is assumed
that QOL and psychological stress responses are useful indicators for predicting the relapse of
stealing behaviour.

This study aimed to examine the effectiveness of cognitive behavioural group therapy (CBGT)
combined with mindfulness on kleptomania symptoms and QOL.

Method
Participants

A total of 37 patients aged 20 years or older, who had been diagnosed with kleptomania by qualified
medical doctors, and had participated in a CBGT combined with mindfulness treatment programme
(between September 2016 and August 2021), were included in this study. Those who were judged by
doctors of the psychiatric hospital to be incompatible with the group format or who were judged to
have difficulty participating in the study were excluded. In Japan, participation in psychotherapy is
directed by the doctor’s judgement. Of the 37 participants who provided informed consent to
participate in the study, six discontinued during the programme, two had missing values, two
failed to respond to initial questionnaires, and five failed to respond to questionnaires at the
end. Therefore, only 22 participants (six men), with a mean age of 44.09 years (SD = 11.94),
completed all 12 sessions of the programme and responded to questionnaires at the beginning
and end of the programme. Of the 15 patients who were excluded, three were interrupted due
to arrest or imprisonment for recurrent stealing behaviour. The demographic information
collected included sex, age, education level, occupation, whether the patient was living with their
family, co-morbid disorders, and stealing experience. Participants’ demographic data are
summarized in Table 1. Regarding co-morbidities, those with personality disorders were not
included in our study.

Measures

Outcome variables
Kleptomania symptoms. The Kleptomania Symptom Assessment Scale (K-SAS) is an 11-item self-
report scale designed to measure the symptoms of kleptomania (Asami et al., 2020). A 5-point
scale was calculated; thus, the total score of the scale ranges from 0 to 44, where 8–20 is
regarded as mild, 21–30 as moderate, and 31–44 as severe kleptomania. Each item assesses the
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average symptom based on activities during the previous week. In fact, regarding CBGT for
kleptomania, lower K-SAS scores have been reported for 10 participants in the maintenance
treatment (>20 sessions) than eight in the initial treatment (≤20 sessions) (Christianini
et al., 2015).

QOL. The General Health Questionnaire-28 (GHQ-28) is a valid instrument for the assessment of
mental health (Nakagawa and Daibo, 1985). It consists of 28 items that assess four factors:
‘somatic symptoms’, ‘anxiety and insomnia’, ‘social dysfunction’ and ‘severe depression’.
In addition, a 4-point rating scale was calculated in accordance with the standard method
(2-point). Thus, total scores ranged from 0 to 28, with higher scores reflecting more severe
mental health symptoms. A total cut-off point of 6 has been identified as distinguishing
between healthy functioning and neurosis. For ‘somatic symptoms’ and ‘anxiety and
insomnia’, a cut-off point of 4, and for ‘social dysfunction’ and ‘severe depression’, a cut-off
point of 3 have been identified as distinctions between mild and moderate symptoms.

Psychological stress response. The Stress Response Scale-18 (SRS-18) is a valid instrument used to
assess psychological stress responses that occurred over the preceding 2 or 3 days (Suzuki et al.,
1997). It is an 18-item self-report measure that assesses three factors, ‘depression-anxiety’,
‘irritability-anger’ and ‘helplessness’. A 4-point rating scale was used; thus, the total score
ranged from 0 to 54, with higher scores reflecting greater severity of stress responses.

Table 1. Demographic of participants

Mean (SD)/% (n)

Demographics
Female 72.73% (16)
Age 44.09 (11.94)
Educational background

University graduate 31.82% (7)
High school graduate 27.27% (6)
Junior high school graduate 4.55% (1)
Others 36.36% (8)

Employment status
Employed (full-time) 18.18% (4)
Employed (part-time) 9.09% (2)
Unemployed 68.18% (15)
No answer 4.55% (1)

Family living together
Parent(s) 40.91% (9)
Spouse 27.27% (6)
Child(ren) 36.36% (8)
Other 18.18% (4)
Alone 27.27% (6)

Other disorders
Major depressive disorder 27.27% (6)
Bipolar disorder 4.55% (1)
Social anxiety disorder 4.55% (1)
Generalized anxiety disorder 4.55% (1)
Obsessive compulsive disorder 4.55% (1)
Panic disorder 4.55% (1)
Eating disorder 13.64% (3)
Attention-deficit/hyperactivity Disorder 4.55% (1)
No other disorder 50.00% (11)

First steal (years) 25.27 (13.72)
Abstinence period (months) 4.94 (7.61)
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Process variables
Reward perception. The Environmental Reward Observation Scale (EROS) is a valid instrument
for assessing environmental rewards for life in general (Kunisato et al., 2011). It is a 1-factor,
10-item self-report measure. A 4-point rating scale was used; thus, the total score ranged from
10 to 40, with a lower score reflecting poorer levels of environmental reward.

Distress tolerance. The Distress Tolerance Scale (DTS) is a valid instrument for assessing the
tolerance for unpleasant emotional states (Oe, 2010). It is a 15-item self-report measure.
A 5-point rating scale was used; thus, the total score ranged from 15 to 75, with higher scores
reflecting lower levels of tolerance for unpleasant emotions.

Intervention

The content of the programme consisted of CBT based on functional analysis and mindfulness
(Table 2). It was developed based on a mindfulness and goal setting-focused CBT programme
used for the treatment of drug offenders in Japan (Nomura et al., 2016). This programme
consisted of 12 sessions that occurred weekly, each lasting for 90 minutes.

Functional analysis is a basic intervention to identify and control the antecedents of stealing
behaviour, identify the reinforcers of the behaviour, and acquire alternative behaviours. With
kleptomania, the assumption is that stealing behaviour is most likely triggered as an automatic
response to stealing-related stimuli. Therefore, mindfulness is used as an intervention to
improve the awareness of emotional arousal and control stealing behaviour whenever
triggered by it.

In session 2, as a mindfulness intervention, participants received psychoeducation on the body
scan technique (Bowen et al., 2011), which allows a person to increase their awareness of their
bodily experiences in the present moment. The subjects practised the technique by following
the leader’s instruction. Furthermore, subjects were encouraged to practise the body scan daily
whenever possible. In addition to promoting understanding through the observation of

Table 2. Content of the programme

Session Central theme Content

1 Guidance and goal
setting

Reflect on why you want to stop stealing now, and consider the goal of living
a life without stealing

2 Mindfulness in daily life Incorporate body scan, a form of mindfulness, into daily life as one of the
techniques for coping with automatic response

3 Identify high-risk
situations

Recall the situations, cognitions and affects while stealing to identify high-risk
situations

4 Coping with high-risk
situations

Consider the techniques for coping with situations, cognitions and affects
while stealing to avoid high-risk situations

5 Acquisition of
alternative behaviour

Analyse the reinforcers of stealing and consider alternative behaviours

6 Planning prevention of
recurrence

Create a relapse prevention plan using the metaphor of mountain climbing as
a way of spending daily life getting closer to goals

7 Planning prevention of
recurrence

Identify and deal with situations that lead to goals being lost

8 Automatic response and
relapse

Analyse the thoughts and emotions that automatically lead to stealing
behaviour

9 Awareness of automatic
response

Aware of their own thoughts and emotions that automatically lead to stealing
behaviour and consider measures to keep from stealing

10 Social support Identify people and places as social support and consider who you will ask for
what kind of support

11 Replanning prevention
of recurrence

Review and revise the relapse prevention plan in session 6

12 Summary, sharing Reflect on the content and quantify the level of understanding on a 100-point
scale to identify issues to work on in the future
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practice during the programme and the self-reporting of post-experience impressions and
insights, we assigned homework to be performed at a set time each day. In session 8,
participants analysed stealing behaviour as an automatic response to emotional arousal, and in
session 9, we practised the body scan again in the programme and confirmed mastery
through self-reports of awareness and acceptance of the automatic response in stealing
behaviour. We did not obtain data on the implementation of the body scan homework.

Treatment was delivered in a psychiatric hospital. Each session involved approximately four to
eight participants. This programme was conducted by a group leader and subleader, who were
psychologists specializing in CBT, and the hospital staff (psychologists, psychiatric social
workers, and nurses). The programme was operated in a rolling format so that participants
could join the programme at any time, and each participant proceeded sequentially through
sessions 1 to 12. Therefore, each session was simultaneously treated in one programme.

Procedure

Participants who had been referred to the CBGT programme by a doctor and were 20 years or
older were asked to answer a questionnaire at the time of their initial participation and at the
conclusion of the programme. In addition, subjects were provided with a written and verbal
description of the study as part of the informed consent procedure to participate in the study,
along with a pamphlet. Participation in the study was voluntary, and the protection of
personal information was emphasized.

Statistical analyses

Data analysis was conducted using SPSS Statistics 28 and AMOS 28. First, we calculated
the differences in the change of each variable between the beginning and end of the
programme by employing a t-test. Furthermore, Pearson’s correlation coefficient was used to
determine the correlations between the changes in each variable from the start to the end of
the programme. In addition, an analysis of covariance structure was used to examine the
influence of the process variables on the outcome variables.

Results
In terms of kleptomania symptoms at the time of participation in the programme, the overall
mean score for the K-SAS was 18.77 (SD = 9.01; n = 22; 5/22 severe, 2/22 moderate, 14/22
mild, and 1/22 zero). The overall mean score for the GHQ-28 was 14.68 (SD = 7.84), and
19/22 participants scored 6 or more (cut-off). For the subscales of GHQ-28, nine participants
were considered moderate for ‘somatic symptoms’, 16 were moderate for ‘anxiety and
insomnia’, 13 were moderate for ‘social dysfunction’ and 15 were moderate for ‘severe
depression’. The mean score of the SRS-18 was 28.32 (SD = 13.37), which corresponds to
‘rather high’ in the normative data given by Suzuki et al. (1997).

Moreover, Cronbach’s alpha for each variable was .86 for K-SAS, .93 for GHQ-28, .94 for
SRS-18, .83 for EROS, and .88 for DTS. These indicated that each scale has good internal
consistency.

Changes in outcomes and process variables

The changes in each variable between the beginning and end of the programme were analysed
using a t-test. Regarding the outcome variables, results showed that the K-SAS decreased
(t21 = 4.31, p < .01), as did the GHQ-28 (t21 = 2.21, p < .05) and the SRS-18 (t21 = 2.92,
p < .01) (Table 3). For the process variables, DTS decreased (t21 = 4.64, p < .01), and EROS
highlighted an increasing trend (t21 = −2.02, p < .10).
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Moreover, four participants had a relapse of stealing behaviour while participating in the
programme, 15 performed no stealing, and three made no response. Those who relapsed had
fewer years of education (t17 = 1.88, p < .10), and higher K-SAS scores both at the beginning
(t17= −5.28, p< .01) and the end of the programme (t17= −4.24, p< .01), than those with no relapse.

Influence of process variables on outcome variables

An analysis of the correlations between the changes in each variable from the beginning to the end
of the programme showed that K-SAS was not correlated with GHQ-28 and SRS-18, while
GHQ-28 and SRS-18 were strongly positively correlated (r = .85, p < .01; Table 4). Regarding
the process variables, no correlation was found between EROS and DTS. For the association
between process and outcome variables, EROS indicated a moderate negative correlation with
GHQ-28 (r = −.62, p <.01), and a strong negative correlation with SRS-18 (r = −.70, p < .01).
The DTS showed a moderate positive correlation with the GHQ-28 (r = .44, p < .05) and the
SRS-18 (r = .53, p < .05), and a moderate positive correlation trend with the K-SAS (r = .40,
p < .10).

Table 3. Comparison of variables between pre- and post-programme

Pre Post

tM (SD) M (SD)

K-SAS 18.77 (9.01) 13.23 (8.91) 4.31 **
GHQ-28 14.68 (7.84) 11.77 (6.63) 2.21 *

Somatic symptoms 3.14 (2.23) 3.05 (1.89)
Anxiety and insomnia 4.45 (2.28) 3.95 (2.06)
Social dysfunction 2.95 (2.17) 1.77 (1.85)
Severe depression 4.14 (2.42) 3.00 (2.67)

SRS-18 28.32 (13.37) 21.14 (10.80) 2.92 **
Depression-anxiety 10.91 (5.44) 7.77 (4.91)
Irritability-anger 7.23 (4.77) 5.50 (4.03)
Helplessness 10.18 (4.75) 7.86 (4.42)

DTS 50.91 (9.11) 43.36 (7.64) 4.64 **
EROS 31.45 (5.21) 33.73 (4.77) –2.02 †

K-SAS, Kleptomania Symptom Assessment Scale; GHQ-28, General Health Questionnaire-28; SRS-18, Stress Response Scale-18; DTS, Distress
Tolerance Scale; EROS, Environmental Reward Observation Scale. **p<.01, *p<.05, †p<.10.

Table 4. Correlation of the amount of change in each variable

1 2 3 4 5 6 7 8 9 10 11 12

1 K-SAS .19 .11 −.07 .23 .26 .33 .20 .32 .36 .40† −.23
2 GHQ28 SUM .63** .71** .85** .85** .85** .89** .50* .85** .44* −.62 **
3 Somatic symptoms .48* .25 .41† .52* .60** .17 .65** .11 −.19
4 Anxiety and insomnia .45* .35 .62** .69** .30 .68** .09 −.43 *
5 Social dysfunction .72** .80** .72** .65** .68** .60** −.68 **
6 Severe depression .63** .71** .32 .63** .42* −.50 *
7 SRS-18SUM .93** .82** .80** .53* −.70 **
8 Depression-Anxiety .61** .81** .46* −.64 **
9 Irritability-Anger .38† .46* −.61 **
10 Helplessness .44* -.53 *
11 DTS -.34
12 EROS

K-SAS, Kleptomania Symptom Assessment Scale; GHQ-28, General Health Questionnaire-28; SRS-18, Stress Response Scale-18; DTS, Distress
Tolerance Scale; EROS, Environmental Reward Observation Scale. **p<.01, *p<.05, †p<.10.
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Furthermore, an analysis of covariance structure was conducted to examine the influence of the
process variables on the outcome variables and to explore the interaction model of the outcome
variables. Results showed that an improvement in DTS resulted in an improvement of K-SAS. In
addition, it was highlighted that EROS and DTS affected the improvement of SRS-18 and GHQ-28
(RMR=2.25, GFI=.98, AGFI=.93, CFI=1.00, RMSA=.00, AIC=21.33 (Fig. 1).

Discussion
This study examined the effects of a programme consisting of CBGT and mindfulness on
kleptomania. The results suggest that this programme may improve the symptoms, QOL and
psychological stress responses of people with kleptomania. Therefore, the programme may be
expected to be a useful intervention for kleptomania.

Furthermore, it was suggested that the programme contributed to improved reward perception
in the living environment and to increased tolerance of unpleasant emotions as a process variable
leading to recovery. Although the sample size was small, the result of the covariance structure
analysis revealed the recovery process, as the improvement in tolerating unpleasant emotions
affected the improvement of kleptomania symptoms, and the improvement in reward
perception and tolerance of unpleasant emotions led to an improvement in both psychological
stress responses and QOL.

As for the effect of the improvement in unpleasant emotional tolerance on the improvement of
kleptomania symptoms, the results suggest that there was an increase in monitoring and control of
the emotional arousal that triggered stealing behaviour. In terms of the influence of unpleasant
emotional tolerance on the psychological stress response and QOL, the results suggest that the
programme contributed to the development of the monitoring and control of emotional
arousal that triggered problematic behaviour other than stealing behaviour. Regarding this,
50% of the participants had psychiatric disorders co-morbid with kleptomania, such as
depression or eating disorders, and there were several comments about problematic
behaviours other than stealing, such as over-eating, compulsive behaviour, and excessive
shopping during the programme. This result aligns with previous research indicating a link
between patients with kleptomania and other co-morbid psychiatric disorders (Sarasalo
et al., 1996).

With reference to the influence of reward perception on psychological stress response and
QOL, the results suggest that the programme contributed to the expansive development of
other behaviours, which are not necessarily an alternative to stealing behaviour, and an
increase in positively reinforced behaviour in general life. It has been highlighted that people
with kleptomania are increasingly likely to lose families and jobs and to encounter legal
problems due to the illegality of stealing (Grant and Odlaug, 2008). Therefore, people with
kleptomania are often forced to rebuild their lives, and this is one of the reasons for an
increase in the repertoire of new behaviours being encouraged.

Figure 1. Model in which a change in process variables affects a change in outcome variables.
DTS, Distress Tolerance Scale; EROS, Environmental Reward Observation Scale; K-SAS, Kleptomania Symptom Assessment Scale;
SRS-18, Stress Response Scale-18; GHQ-28, General Health Questionnaire28.
**p<.01, *p<.05.
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Hence, it is assumed that an improvement in the monitoring and control of emotional arousal
that triggers various problematic behaviours, including stealing, and an expansion of other
behaviours to get closer to reinforcers in general life affected the improvement of kleptomania
symptoms and QOL.

Furthermore, no interaction between kleptomania symptoms and psychological stress
responses or QOL was found. Given that kleptomania has been reported to be a state in
which it is very difficult to identify the reinforcer that maintains stealing behaviour due to the
very high repetition of the behavior (Asami et al., 2021; Sarasalo et al., 1997), it is assumed
that there is less interaction between stress and stealing behaviour and that in kleptomania,
stealing behaviour is not only maintained by negative reinforcement.

Moreover, participants who had relapses during their participation in the programme were less
educated and displayed more severe kleptomania symptoms than those who did not. This suggests
that a lower level of education is associated with less cognitive control over stealing behaviour.
Therefore, it may be useful for those who have less cognitive control over stealing behaviour
to focus on environmental interventions such as environmental control and behavioural
approaches.

This study has some limitations. First, although the CBGT programme showed several effects
on kleptomania symptoms and QOL, it lacked a comparison with a control group; therefore, it is
difficult to suggest that the results were sufficiently demonstrated. In addition, although a rolling
format was used to prevent drop-out, 40% of the participants were excluded from the analysis due
to drop-out or non-response to the questionnaire, and consequently the sample size was small.
Therefore, the generalization of the effects of the programme in this study is limited.
Consequently, the effectiveness of the programme should be further examined by increasing
the number of participants, comparing the results with those of the control group, and
examining the follow-up period after the completion of the programme. Moreover, to prevent
drop-out and non-response, it would be useful to provide reward incentives for research
participation.

Next, co-morbidity was not an exclusion criterion in this study, and 50% of the participants had
co-morbid psychiatric disorders. Considering that the study included hospital patients, and that
the number of co-morbidities was consistent with the findings of previous studies, the study has
high ecological validity in terms of examining the effects of the programme in actual clinical
situations. However, it is possible that the CBGT programme affected not only the
kleptomania symptoms but also the co-morbidity symptoms. Therefore, it remains a
possibility that improvement of co-morbidity symptoms may affect improvement of
kleptomania symptoms. It is a limitation of the study in terms of typical effects on
kleptomania symptoms. Although the participants of this study were individuals who had
been undiagnosed with a personality disorder by doctor, a limitation of this study is that
structured interviews about personality disorders were not conducted.

Furthermore, the K-SAS, a questionnaire discussing kleptomania symptoms in the last week,
was administered at the beginning and end of the programme to measure changes in kleptomania
symptoms after 12 sessions of CBGT combined with mindfulness. However, it is unclear how the
kleptomania symptoms changed during the programme, and it is possible that unexpected
changes occurred during the final week of the programme. Therefore, it is necessary to
examine which variables change during the intervention and how they facilitate improvement
in kleptomania symptoms.

Conclusion

This study aimed to examine the effectiveness of CBGT combined with mindfulness in the
treatment of kleptomania. Although there is a limitation in the generalization of the results
because only 59.46% of the participants were analysed due to drop-outs, the results suggested
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that kleptomania symptoms and QOL were improved. Furthermore, the recovery process revealed
that an improvement in distress tolerance resulted in an improvement in kleptomania symptoms
and that an improvement in reward perception and distress tolerance resulted in an improvement
in the stress response and QOL. Therefore, CBGT combined with mindfulness may be an effective
intervention for the treatment of kleptomania.

Key practice points

(1) This study examined the effectiveness of CBGT combined with mindfulness for treating kleptomania.
(2) A total of 22 participants with kleptomania completed the 12-session programme and completed a questionnaire

at the time of their initial participation and at the end of the programme.
(3) CBT plus mindfulness techniques have been shown to be effective with kleptomania.
(4) The CBGT plus mindfulness programme improved QOL of people with kleptomania.
(5) The recovery process revealed that the improvement of distress tolerance affected the improvement of

kleptomania symptoms.

Further reading
Grant, J. E., & Kim, S. W. (2002). Kleptomania: emerging therapies target mood, impulsive behavior. Current Psychiatry, 1,

45–49.
Marlatt, G. A., & Donovan, D. M. (2008). Relapse Prevention: Maintenance Strategies in the Treatment of Addictive Behaviors

(2nd edn). New York, USA: Guilford Press.
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