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s. A has been compulsively shopping and
spending since age 19 when she first

obtained credit cards. After years of intense urges
to shop and remorse over the financial conse-
quences, she seeks psychiatric help. Now age 37
and divorced, she has controlled her spending only
for two 1- to 2-year periods that coincided with
bankruptcy proceedings.

With easy access to credit, many persons such as
Ms. A develop what is variously called compulsive
buying, compulsive shopping, addictive shopping,
or shopaholism. Although “medicalizing” exces-
sive shopping may seem to obscure its broader cul-
tural and social causes,1 increasing evidence points
to a discrete shopping disorder.

Our group has contributed to compulsive buy-
ing research and continues to evaluate potential
treatments. We offer evidence and practical advice
to help you:

• identify compulsive shopping disorder using
the patient’s history and three screening
questions 
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Symptoms such as irresistible

urges, frequent spending, 

preoccupation, remorse, and

financial disaster suggest 

a discrete psychiatric disorder.

Compulsive
shopping

When spending begins to consume the consumer
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Compulsive shopping

• differentiate compulsive shopping from
manic or hypomanic shopping sprees

• educate patients about four steps to control
compulsive shopping. 

AN EVOLVING PICTURE
Ms. A says shopping is her primary social activity
and entertainment. Though she works full time, she
shops three or more times a week, cruising expen-
sive department stores and discount outlets on
evenings and weekends. She buys clothing, shoes,
makeup, jewelry, antiques, household electronics,
and other items.

She says her shopping is spontaneous and
impulsive. Shopping gives her an emotional “rush”
that is frequently followed by periods of guilt, and
she often returns or gives away purchased items.
She is disappointed at her inability to control her
shopping behavior and ashamed of the financial
crises she has caused.

Compulsive buying is char-
acterized by persistent or
poorly controlled preoccu-
pations, urges, or behaviors
regarding shopping or
spending, leading to adverse
consequences.2 Onset in late
adolescence to early adult-
hood is the usual pattern,
and the disorder is thought
to be chronic or recurrent. It
is not listed in DSM-IV-TR
but is considered an exam-
ple of an impulse control
disorder not otherwise spec-
ified. For this paper, we use
the terms compulsive shop-
ping and compulsive buy-
ing interchangeably.

The disorder’s tentative
classification reflects debate
about its conceptualization.

Some clinicians and researchers consider compul-
sive buying an addiction similar to drug or alcohol
misuse; others have linked it to depression or
anxiety. Hollander3 and others have commented
on its similarities with obsessive-compulsive dis-
order (OCD), and a recent study noted that com-
pulsive buying is more common in patients with
OCD than in matched controls.4 Still others—
drawing on Kraepelin’s and Bleuler’s early
work—consider compulsive buying an impulse
control disorder, having features in common with
pathological gambling and kleptomania.5

Prevalence. One survey estimates 2% to 8% of
U.S. adults meet criteria for a compulsive shop-
ping disorder, and community-based and clinical
surveys suggest that 86% to 95% of them are
women.5 The reported gender difference may be
artifactual; women readily acknowledge that they
enjoy shopping, whereas men are more likely to
report that they “collect.”

Compulsive shopping disorder’s clinical signs 
Table 1

Onset in late adolescence to early adulthood

Female-to-male ratio may be 9:1

Behaviors include shopping frequently, spending inappropriately,
and fantasizing about future purchases

Psychiatric comorbidity—mood disorders, substance abuse, eating
disorders—is common among patients and first-degree relatives

Chronic symptoms wax and wane, with widely varying severity

Irresistible urges prompt spending by some patients

Shopping is intensely exciting, with transitory feelings of happiness 
and power

Feelings of distress and guilt develop after shopping; patients often 
hide purchases

Patients may be in denial or feel embarrassed to disclose symptoms

cont inued on page 31
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chopathology. One study found that compulsive
buyers had elevated scores on the Beck Depression
Inventory, the Spielberger Trait Anxiety Scale, and
the Maudsley Obsessive Compulsive Inventory.2

Compulsive buyers and their first-degree rel-
atives often have comorbid psychiatric disorders,
particularly mood, anxiety, substance use, and
eating disorders.5 Axis II disorders are also com-
mon; no particular type predominates, but the
obsessive-compulsive, borderline, and avoidant

personality types are seen
most frequently.
McElroy et al7 defined compul-

sive buying disorder as:
• uncontrollable
• markedly distressing, time-

consuming, and/or resulting in
family, social, vocational, and/or
financial difficulties

• not occurring only in the context of
hypomanic or manic symptoms.

In 20 consecutive patients meeting these cri-
teria, lifetime diagnoses included major mood
disorders in 19 (95%), anxiety disorders in 16
(80%), impulse control disorders in 8 (40%), and
eating disorders in 7 (35%). These patients’ first-
degree relatives also showed a high prevalence of
major depression, substance abuse or alcoholism,
and anxiety disorder.7

Behavior patterns. No careful, longitudinal studies
have examined compulsive buying disorder, but
case reports suggest the condition is chronic, with
a waxing and waning course and wide variance in
symptom severity. In 20 consecutive patients with
compulsive buying symptoms, one-half reported
that irresistible urges prompted spending and
three-quarters preferred to shop alone.6

Compulsive shoppers tend to shop frequent-
ly and spend inappropriately:

• at department and discount stores, specialty
shops, and boutiques

• from mail order, television,
and online merchants.

The behavior occurs year-
round but might intensify around
holidays or birthdays. Clothing,
shoes, makeup, and jewelry are
the most popular items women
buy, though men with this disorder
may focus on electronics, sporting equipment, or
automobile accessories. When not actively buying,
patients remain preoccupied with shopping,
perusing mail order catalogs or newspaper ads and
fantasizing about their next purchases. 

While shopping, compulsive shoppers may
report feeling intensely excited, happy, and pow-
erful. These emotions are frequently followed by
distress or guilt. They may return purchases or
hide them in closets or attics, never to be used. 

Low-income persons who shop compulsively
may do so at consignment shops or garage sales.
In one of our studies, the most severe compulsive
buyers had the lowest incomes,6 suggesting that:

• lack of money does not prevent compulsive
shopping disorder from developing

• severe compulsive shoppers lack the ability
to delay their shopping.

PSYCHIATRIC COMORBIDITY
Compulsive buyers differ from matched controls
when dimensional scales are used to measure psy-

Women prefer shoes,
clothing, makeup,
and jewelry; men
focus on electronics
and sporting goods

cont inued f rom page 28
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Are you confident you can

differentiate manic versus 

compulsive buying behavior?

What do you think?
Go to the Instant Poll
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In a larger controlled study, our group8 com-
pared 33 individuals who met the McElroy et al
criteria for compulsive buying disorder and 22
control patients. The 137 first-degree relatives of
the compulsive shoppers were signif-
icantly more likely than the con-
trols’ relatives to have histories of
depression, alcoholism, substance
use, or multiple psychiatric diag-
noses (as measured by the Family
History Research Diagnostic
Criteria). 

Identifying a patient’s psy-
chiatric comorbidities can help you
develop:

• a biopsychosocial counseling plan—such
as for a patient with borderline personality disor-
der who shops to relieve tension from relation-
ship stress

• pharmacologic treatment strategies—such
as prescribing a selective serotonin reuptake
inhibitor (SSRI) for patients with comorbid
major depression.

MANIC VERSUS COMPULSIVE BEHAVIOR
Manic and hypomanic symptoms may be associ-
ated with impulsive and reckless spending. Thus,
when evaluating excessive spending, always care-
fully evaluate patients for bipolar disorder.

Bipolar mania and excessive spending related
to a compulsive buying disorder are relatively
easy to differentiate:

• The manic patient’s unrestrained spending
sprees correspond to manic episodes and are
accompanied by euphoric mood, grandiosity,
unrealistic plans, and often a giddy, overly bright
affect.

• The compulsive shopper’s spending occurs
year-round in a pattern suggesting ongoing pre-
occupation.

The compulsive buyer may feel happy (or
powerful) while shopping, but these transitory
emotions are usually followed by letdown or
guilt. The compulsive shopper is distressed by his
or her activity and will often hide the evidence.

Not so for the manic, who may boast of his or
her spending, display the

evidence, and try to convince
family and friends that the pur-

chase is necessary or fits into some
grandiose scheme. “Who doesn’t need

two BMWs?” a manic patient said to
one of the authors [DWB]. 

SCREENING AND DIAGNOSIS
As with any psychiatric disorder, gather-

ing an accurate history through a care-
ful interview is important. This can

be challenging with compulsive shopping disor-
der, however, because the patient may minimize
symptoms out of embarrassment or denial. Your
goal is to identify the shopping problem through
nonjudgmental inquiries.
Diagnostic instruments. Researchers use assess-
ment tools such as Faber and O’Guinn’s 7-item
Compulsive Buying Scale9 to help diagnose this

Spending sprees may
delight the manic
patient but cause
distress for the
compulsive shopper

Is your patient a compulsive shopper?
Ask these screening questions 

Table 2

Do you feel preoccupied with shopping
and spending?

Do you ever feel that your shopping behavior 
is excessive, inappropriate, or uncontrolled?

Have your shopping desires, urges, fantasies, 
or behaviors ever:

• been overly time-consuming
• caused you to feel upset or guilty
• led to serious problems, such as

financial difficulties, legal problems,
or relationship loss?

Source: Black DW. Assessment of compulsive buying. In: 
Benson AL, ed. I shop, therefore I am: Compulsive buying and 
the search for self. Northvale, NJ: Jason Aronson; 2000:191-216.

cont inued on page 37
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disorder. Our group developed a shopping ver-
sion of the Yale-Brown Obsessive Compulsive
Scale (YBOCS-SV) to help rate severity and
change during clinical trials.10

Formal instruments may help in the clini-
cal setting, but you can often elicit compulsive
buying symptoms with a few screening questions
(Table 2). If screening indicates a positive
response, move to more detailed questions
about:

• frequency of excessive shopping
• time spent shopping
• factors that trigger or worsen the shopping

behavior
• amount of money spent.
Collateral information from family and

friends can supplement and clarify the patient’s
self-report.

Medical history. Examine the patient’s history of
physical illness, trauma, medications, or surg-
eries, as these may provide an organic explana-
tion for the symptoms. Recent-onset compulsive
shopping could be associated with a neurologic
disorder or brain tumor, for example.

STOPPING UNCONTROLLED SHOPPING
Compulsive shopping has no standard treatment,
but evidence shows benefit from some SSRIs and
psychotherapies. 
Fluvoxamine. An early case series suggested anti-
depressants could curb compulsive buying,5 but
later research has yielded mixed results.

cont inued f rom page 32

cont inued

Educate patients
to admit they have
a problem, cut up
credit cards, and
never shop alone

Dose Dependency of Adverse Events in Short-Term, Placebo-Controlled Trials—Extrapyramidal
Symptoms—In an acute-phase controlled clinical trial in schizophrenia, there was no significant
difference in ratings scales incidence between any dose of oral olanzapine (5+2.5, 10+2.5, or 15+2.5
mg/d) and placebo for parkinsonism (Simpson-Angus Scale total score >3) or akathisia (Barnes
Akathisia global score 2). In the same trial, only akathisia events (spontaneously reported COSTART
terms akathisia and hyperkinesia) showed a statistically significantly greater adverse events incidence
with the 2 higher doses of olanzapine than with placebo. The incidence of patients reporting any
extrapyramidal event was significantly greater than placebo only with the highest dose of oral
olanzapine (15+2.5 mg/d). In controlled clinical trials of intramuscular olanzapine for injection, there
were no statistically significant differences from placebo in occurrence of any treatment-emergent
extrapyramidal symptoms, assessed by either rating scales incidence or spontaneously reported
adverse events.

Other Adverse Events—Dose-relatedness of adverse events was assessed using data from a clinical
trial involving 3 fixed oral dosage ranges compared with placebo. The following treatment-emergent
events showed a statistically significant trend: asthenia, dry mouth, nausea, somnolence, tremor.

Vital Sign Changes—Oral olanzapine was associated with orthostatic hypotension and tachycardia in
clinical trials. Intramuscular olanzapine for injection was associated with bradycardia, hypotension, and
tachycardia in clinical trials (see PRECAUTIONS).

Weight Gain—In placebo-controlled 6-week schizophrenia studies, weight gain was reported in 5.6%
of oral olanzapine patients (average 2.8-kg gain) compared to 0.8% of placebo patients (average 0.4-kg
loss); 29% of olanzapine patients gained >7% of their baseline weight, compared to 3% of placebo
patients. During continuation therapy (238 median days of exposure), 56% of patients met the criterion
for having gained >7% of their baseline weight. Average gain during long-term therapy was 5.4 kg.

Laboratory Changes—Olanzapine is associated with asymptomatic increases in SGPT, SGOT, and
GGT and with increases in serum prolactin and CPK (see PRECAUTIONS). Asymptomatic elevation of
eosinophils was reported in 0.3% of olanzapine patients in premarketing trials. There was no indication
of a risk of clinically significant neutropenia associated with olanzapine in the premarketing database.

In clinical trials among olanzapine-treated patients with baseline random triglyceride levels of 
<150 mg/dL (N=659), 0.5% experienced triglyceride levels of 500 mg/dL anytime during the trials. In
these same trials, olanzapine-treated patients (N=1185) had a mean triglyceride increase of 20 mg/dL
from a mean baseline of 175 mg/dL. In placebo-controlled trials, olanzapine-treated patients with
baseline random cholesterol levels of <200 mg/dL (N=1034) experienced cholesterol levels of 

240 mg/dL anytime during the trials more often than placebo-treated patients (N=602; 3.6% vs 2.2%
respectively). In these same trials, olanzapine-treated patients (N=2528) had a mean increase of 
0.4 mg/dL in cholesterol from a mean baseline of 203 mg/dL, which was significantly different
compared to placebo-treated patients (N=1415) with a mean decrease of 4.6 mg/dL from a mean
baseline of 203 mg/dL.

ECG Changes—Analyses of pooled placebo-controlled trials revealed no statistically significant
olanzapine/placebo differences in incidence of potentially important changes in ECG parameters,
including QT, QTc, and PR intervals. Olanzapine was associated with a mean increase in heart rate of 
2.4 BPM compared to no change among placebo patients.

Other Adverse Events Observed During Clinical Trials—The following treatment-emergent events
were reported with oral olanzapine at multiple doses 1 mg/d in clinical trials (8661patients, 
4165 patient-years of exposure). This list may not include events previously listed elsewhere in labeling,
those events for which a drug cause was remote, those terms which were so general as to be
uninformative, and those events reported only once or twice which did not have a substantial probability
of being acutely life-threatening. Frequent events occurred in 1/100 patients; infrequent events
occurred in 1/100 to 1/1000 patients; rare events occurred in <1/1000 patients. Body as a Whole—
Frequent: dental pain, flu syndrome; Infrequent: abdomen enlarged, chills, face edema, intentional
injury, malaise, moniliasis, neck pain, neck rigidity, pelvic pain, photosensitivity reaction, suicide
attempt; Rare: chills and fever, hangover effect, sudden death. Cardiovascular—Frequent: hypotension;
Infrequent: atrial fibrillation, bradycardia, cerebrovascular accident, congestive heart failure, heart
arrest, hemorrhage, migraine, pallor, palpitation, vasodilatation, ventricular extrasystoles; Rare:
arteritis, heart failure, pulmonary embolus. Digestive—Frequent: flatulence, increased salivation, thirst;
Infrequent: dysphagia, esophagitis, fecal impaction, fecal incontinence, gastritis, gastroenteritis,
gingivitis, hepatitis, melena, mouth ulceration, nausea and vomiting, oral moniliasis, periodontal
abscess, rectal hemorrhage, stomatitis, tongue edema, tooth caries; Rare: aphthous stomatitis,
enteritis, eructation, esophageal ulcer, glossitis, ileus, intestinal obstruction, liver fatty deposit, tongue
discoloration. Endocrine—Infrequent: diabetes mellitus; Rare: diabetic acidosis, goiter. Hemic and
Lymphatic—Infrequent: anemia, cyanosis, leukocytosis, leukopenia, lymphadenopathy,
thrombocytopenia; Rare: normocytic anemia, thrombocythemia. Metabolic and Nutritional—
Infrequent: acidosis, alkaline phosphatase increased, bilirubinemia, dehydration, hypercholesteremia,
hyperglycemia, hyperlipemia, hyperuricemia, hypoglycemia, hypokalemia, hyponatremia, lower
extremity edema, upper extremity edema; Rare: gout, hyperkalemia, hypernatremia, hypoproteinemia,
ketosis, water intoxication. Musculoskeletal—Frequent: joint stiffness, twitching; Infrequent: arthritis,
arthrosis, leg cramps, myasthenia; Rare: bone pain, bursitis, myopathy, osteoporosis, rheumatoid
arthritis. Nervous System—Frequent: abnormal dreams, amnesia, delusions, emotional lability,
euphoria, manic reaction, paresthesia, schizophrenic reaction; Infrequent: akinesia, alcohol misuse,
antisocial reaction, ataxia, CNS stimulation, cogwheel rigidity, delirium, dementia, depersonalization,
dysarthria, facial paralysis, hypesthesia, hypokinesia, hypotonia, incoordination, libido decreased, libido
increased, obsessive compulsive symptoms, phobias, somatization, stimulant misuse, stupor,
stuttering, tardive dyskinesia, vertigo, withdrawal syndrome; Rare: circumoral paresthesia, coma,
encephalopathy, neuralgia, neuropathy, nystagmus, paralysis, subarachnoid hemorrhage, tobacco
misuse. Respiratory—Frequent: dyspnea; Infrequent: apnea, asthma, epistaxis, hemoptysis,
hyperventilation, hypoxia, laryngitis, voice alteration; Rare: atelectasis, hiccup, hypoventilation, lung
edema, stridor. Skin and Appendages—Frequent: sweating; Infrequent: alopecia, contact dermatitis,
dry skin, eczema, maculopapular rash, pruritus, seborrhea, skin discoloration, skin ulcer, urticaria,
vesiculobullous rash; Rare: hirsutism, pustular rash. Special Senses—Frequent: conjunctivitis;
Infrequent: abnormality of accommodation, blepharitis, cataract, deafness, diplopia, dry eyes, ear pain,
eye hemorrhage, eye inflammation, eye pain, ocular muscle abnormality, taste perversion, tinnitus;
Rare: corneal lesion, glaucoma, keratoconjunctivitis, macular hypopigmentation, miosis, mydriasis,
pigment deposits lens. Urogenital—Frequent: vaginitis*; Infrequent: abnormal ejaculation,*
amenorrhea,* breast pain, cystitis, decreased menstruation,* dysuria, female lactation,* glycosuria,
gynecomastia, hematuria, impotence,* increased menstruation,* menorrhagia,* metrorrhagia,*
polyuria, premenstrual syndrome,* pyuria, urinary frequency, urinary retention, urinary urgency,
urination impaired, uterine fibroids enlarged,* vaginal hemorrhage*; Rare: albuminuria, breast
enlargement, mastitis, oliguria. (*Adjusted for gender.) 

The following treatment-emergent events were reported with intramuscular olanzapine for injection
at one or more doses 2.5 mg/injection in clinical trials (722 patients). This list may not include events
previously listed elsewhere in labeling, those events for which a drug cause was remote, those terms
which were so general as to be uninformative, and those events reported only once or twice which did
not have a substantial probability of being acutely life-threatening. Body as a Whole—Frequent:
injection site pain; Infrequent: abdominal pain, fever. Cardiovascular—Infrequent: AV block, heart
block, syncope. Digestive—Infrequent: diarrhea, nausea. Hemic and Lymphatic—Infrequent: anemia.
Metabolic and Nutritional—Infrequent: creatine phosphokinase increased, dehydration, hyperkalemia.
Musculoskeletal—Infrequent: twitching. Nervous System—Infrequent: abnormal gait, akathisia,
articulation impairment, confusion, emotional lability. Skin and Appendages—Infrequent: sweating.

Postintroduction Reports—Reported since market introduction and temporally (not necessarily
causally) related to olanzapine therapy: allergic reaction (eg, anaphylactoid reaction, angioedema,
pruritus or urticaria), diabetic coma, jaundice, pancreatitis, priapism, rhabdomyolysis, and venous
thromboembolic events (including pulmonary embolism and deep venous thrombosis). Random
cholesterol levels of 240 mg/dL and random triglyceride levels of 1000 mg/dL have been rarely reported.

DRUG ABUSE AND DEPENDENCE: Olanzapine is not a controlled substance. 
ZYPREXA is a registered trademark of Eli Lilly and Company. ZYDIS is a registered trademark of

Cardinal Health, Inc. or one of its subsidiaries.

Literature revised March 20, 2006

PV 5195 AMP

Eli Lilly and Company
Indianapolis, IN 46285, USA

www.ZYPREXA.com

ZYPREXA� Olanzapine Tablets
ZYPREXA� ZYDIS� Olanzapine Orally Disintegrating Tablets

ZYPREXA� IntraMuscular Olanzapine for Injection PV 5195 AMP
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Ms. A entered an experimental drug trial. She was
randomly assigned to receive fluvoxamine and—
despite difficulties with oversedation—tolerated a
sustained dosage of 100 mg/d. After the 9-week
trial, Ms. A said she thought less frequently about
shopping, felt less compulsion to shop, and was
spending less money and time shopping.

This open-label trial we conducted indicated that
fluvoxamine, up to 300 mg/d, could be an effec-
tive treatment for compulsive buying.11 Two sub-
sequent randomized controlled trials, however,
found fluvoxamine did no better than placebo
when treating compulsive shoppers.12,13

Citalopram. In an open-label trial,14 23 women and
1 man who met diagnostic criteria for compulsive

Patient education: 4 steps
to control compulsive spending

Table 3

• Admit you are a compulsive shopper.

• Cut up the credit cards, and get rid of the
checkbook—sources of easy credit fuel 
the problem.

• Shop only with a friend or relative;
embarrassment will curb the tendency
to overspend.

• Find meaningful ways to spend your time,
other than shopping.

L
in

e

Bottom

Compulsive shopping’s behaviors are
usually easy to distinguish from bipolar
mania's frenetic buying. Group CBT,
self-help books, or financial counseling
might help patients control compulsive
spending. If you try medication, target
patients’ comorbid psychiatric disorders.

Compulsive shopping
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shopping disorder (YBOCS-SV scores ≥17)
received citalopram for 7 weeks. Dosages started
at 20 mg/d and were increased as tolerated to 60
mg/d. Fifteen patients (63%) met response crite-
ria—“much improved” or “very much improved”
as measured by the Clinical Global Impressions-
Improvement scale and a ≥50% decrease in
YBOCS-SV score. Three patients (13%) discon-
tinued treatment because of adverse effects
(headache, rash, insomnia).

The 15 responders were then enrolled in a 9-
week double-blind, placebo-controlled trial.
Compulsive shopping symptoms recurred in 5 of 8
patients (63%) assigned to placebo, compared with
none of the 7 who continued taking citalopram.

By comparison, escitalopram, 10 to 20 mg/d,
showed little effect for compulsive shopping
symptoms in an identically designed discontinu-
ation trial by the same investigators. During the
7-week, open-label trial, 19 of 26 patients met
response criteria. In the 9-week double-blind,
controlled phase, however, 63% of initial respon-
ders relapsed while taking escitalopram, com-
pared with 67% of those randomized to placebo.15

A naturalistic follow-up study of 24 patients
treated with citalopram, 20 to 60 mg/d, noted that
patients who responded at 3 months were more
likely to be symptom-free after 1 year than those
who did not respond to acute treatment.16

Responders’ mean 2-week compulsive spending
declined from $773 before treatment to $351 at 12
months, and their mean total debt declined from
$17,833 to $16,752.

Because remission was not significantly asso-
ciated with taking citalopram, however, the
authors concluded that the mechanisms responsi-
ble for maintaining remission were unclear. 
Psychotherapy. Cognitive-behavioral therapy
(CBT) may help, but few therapists are familiar
with this disorder. CBT challenges the patient’s
cognitive distortions and faulty schemas about
shopping, such as:

38

cont inued on page 40
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• “Having the latest fashions will make me
more popular.”

• “Having 5 pair of new shoes will make me
a happier and better person.”

CBT will then focus on teaching patients
how to change these pathologic schemas.
Preliminary evidence suggests that group CBT
for compulsive shoppers can be effective.
Our recommendations. Medication—such as an
antidepressant for major depression or a mood
stabilizer for bipolar disorder—may improve
compulsive shopping in patients with a comorbid
psychiatric disorder. For other compulsive shop-
pers, however, medication trials provide little
guidance for treatment.

We inform patients such as Ms. A that they
cannot rely on medication to control their behav-
ior. Instead, we recommend a four-step approach
to break the compulsive shopping habit (Table 3).

Financial counseling, provided free of charge by
many banks, benefits some patients. Self-help books
describe strategies to overcome compulsive spend-

40

Compulsive shopping
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ing (see Related resources). Debtors Anonymous, a
12-step program patterned after Alcoholics
Anonymous, also can help by offering acceptance,
belonging, forgiveness, and understanding.

In the most severe cases we recommend
appointing a financial conservator to control the
patient’s finances. We rarely advise this strategy
but have encountered cases in which there
seemed to be no other option. Having a conser-
vator controls the patient’s spending but does not
reverse the preoccupation with shopping.
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