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Abstract
Psychosocial problems arising from excessive gaming are a public health issue
across the developed world. In its most serious form, problematic gaming is recognized as gaming disorder (GD) in the ICD-11. Research has tended to focus on the
value of outpatient treatment for GD, but less attention has been paid to broader prevention strategies to address less serious but nevertheless harmful gaming behaviors.
Another gap in this literature has been the lack of involvement of the gaming community as stakeholders to identify feasible prevention approaches. This study investigated: (1) regular and problematic gamers’ level of support for different prevention
strategies within primary, secondary, and tertiary approaches; and, (2) whether selfefficacy is associated with greater support for prevention strategies, as predicted by
the Health Belief Model. A total of 992 participants completed an online survey that
evaluated support for problem gaming prevention strategies and included measures
of self-efficacy, gaming involvement, and GD symptoms, psychological distress, and
mental health help-seeking behaviors. Participants reported stronger support for primary prevention strategies, including education, screening, and warning labels, than
for other prevention approaches. Overall, 61% of participants expressed support for
primary prevention as compared to secondary (39%) and tertiary (36%) approaches.
There was stronger support for outpatient care (48%) than inpatient services (25%).
In-game shutdown features received the lowest support (65% disapproval). Contrary
to the Health Belief Model, self-efficacy was not associated with prevention support. Younger, female, and less frequent gamers were more likely to support primary
and secondary prevention strategies. These findings suggest that gamers may be
more favorable toward prevention measures aligned with informed decision-making,
autonomy, and self-directed actions. Gamers may be strongly opposed to modifications to the structure of gaming activities (e.g., shutdown features). Future research
should evaluate the efficacy and cost-effectiveness of problem gaming prevention
measures in different populations and regions.
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Introduction
Globally, it is estimated that 2.7 billion people play video games (Newzoo, 2020).
The vast majority play recreationally and report benefits in cognitive, motivational,
emotional, and social domains (Granic et al., 2014). However, some individuals
engage in excessive gaming which can lead to negative consequences, including
poor psychological health, low self-esteem, relationship difficulties, and poor work
or study outcomes (King & Delfabbro, 2018, 2019a; Milani et al., 2018; von der
Heiden et al., 2019). Problematic gaming, in its most serious form, has been recognized as gaming disorder (GD) in the ICD-11 (World Health Organization, 2019).
This condition is characterized by persistent involvement in gaming activities,
impaired control over gaming, and continued use despite harm to multiple areas of
functioning. While the clinical validity of problem gaming as a disorder has been the
subject of debate (Dullur & Starcevic, 2018; King et al., 2018a, 2018b) and research
has focused on clinical interventions (King et al., 2017; Wölfling et al., 2019), there
has been less of a focus on broader prevention approaches to address less serious
forms of problematic gaming.
Gaming involvement can be considered along a spectrum, from recreational
involvement to more excessive or risky use and, in rare cases, problematic and harmful engagement. Prevalence estimates of problematic gaming vary greatly due to the
methodological characteristics of studies, but robust studies applying more stringent
cut-offs tend to report that about 1–3% of individuals meet the symptoms for gaming disorder (Przybylski et al., 2017; Stevens et al., 2020). A larger proportion of
individuals may be considered low or moderate risk players who report some of the
symptoms of GD and may be at greater risk of developing more serious gamingrelated problems. Government health bodies in many countries have recognized the
negative health consequences of excessive gaming and other online activities and
have recommended that these activities should be used in moderation (Király et al.,
2018). In some regions, however, there is relatively little information and guidelines,
or support services, to address excessive and problematic gaming. In Australia, for
example, government bodies (e.g., the eSafety Commission) have tended to consider the main risks of online activities as those related to online harassment (predators) and cybersecurity vulnerabilities. The impact of excessive digital media use
on mental health, including gaming disorder, has received less attention. It is currently unclear, therefore, what strategies might effectively address problematic gaming, and which approaches may be considered particularly feasible and useful to the
gaming population at large. Although some research has consulted gamers’ views on
the nature of problematic gaming experiences (e.g., Colder Carras et al., 2018; Shi
et al., 2019), there has been limited research investigating gamers’ level of support
for prevention strategies for problematic gaming.
Prevention approaches incorporate a broad range of strategies aimed at: (a) preventing the onset of problem behavior; (b) delaying the onset of the problem; (c)
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reducing the severity of the problem; and, (d) promoting psychological and emotional well-being in individuals through other means (Romano & Hage, 2000). Public health models suggest that there are three main types of prevention: primary, secondary, and tertiary. Primary prevention strategies target the general population and
aim to maintain gaming at healthy levels. This approach assumes that all individuals
who use games can benefit from information and skills to prevent the occurrence of
associated problems. Primary approaches typically include educational and public
awareness campaigns, including recommendations about accessibility (e.g., removing devices from bedrooms; Xu et al., 2012). In Hong Kong, for example, the WiseIT Use program has been employed widely to increase awareness of the potential
harms of excessive gaming and to promote moderate use and engage in physical
exercise (Chau et al., 2019).
Secondary prevention strategies are targeted towards individuals who are more
at-risk or more likely to develop problems with gaming, such as individuals who
play games habitually, those with comorbid disorders or lower social competence,
or who lack non-gaming interests (King et al., 2019a, 2019b). Common secondary
strategies include screening tools for adolescent gamers; legislature (e.g., shutdown
laws) preventing younger people from gaming at specific times; in-game lockout features (e.g., parental controls and limit-setting features); and school programs aimed
at teaching protective skills such as stress and time management, self-regulation, and
social skills. School-based educational programs have been developed and implemented widely in Asia. For example, Mun and Lee (2015) developed an 8-session
school-based program for vulnerable youth in South Korea based on empowerment
and cognitive-behavioral principles, which they reported reduced GD symptoms and
improved self-regulation. Similarly, Walther et al. (2014) trial evaluated a program
for 1843 students in Germany who participated in an educational program, covering
topics of self-regulation, self-monitoring, and positive gaming motivations, which
they reported reduced excessive gaming.
Tertiary prevention strategies are targeted at individuals who are either at high
risk of, or have already developed, problematic gaming tendencies. Common tertiary
strategies include: support groups and communities, outpatient treatment options,
and inpatient clinics or rehabilitation centers. Several reviews have highlighted the
short-term effectiveness of psychotherapeutic and psychopharmacological treatment
for problem gaming, although there are limitations of this evidence base (e.g., lack
of standard measures and control groups). For example, a meta-analysis by Stevens
et al. (2019) reported that CBT was an effective short-term treatment. Similarly,
some drug therapies, such as methylphenidate and bupropion, have also been shown
to reduce GD symptoms (see Zajac et al., 2017).
While there is a growing literature on the efficacy of prevention and treatment for
problem gaming, there has, to date, been no evaluation of gamers’ support for these
strategies. Thus, it is not clear to what extent regular gamers, including problem
gamers, may be personally inclined to actually seek out and engage with prevention initiatives, and whether any personal or psychological characteristics of gamers might predict greater support and engagement. One of the more widely known
models, the Health Belief Model (HBM) argues that individuals’ beliefs about their
susceptibility to a given problem, the perceived severity of the problem, benefits and
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barriers to change, and their self-efficacy beliefs, may explain their level of engagement with behavior change (Becker, 1974; Champion & Skinner, 2008; Rosenstock,
1966, 1974; Rosenstock et al., 1988). Self-efficacy refers to the belief in one’s ability
to organize and execute certain actions that are necessary to achieve health-promoting behaviors. The HBM suggests that improving an individual’s feelings of selfefficacy may make them more inclined to engage in behavior change, as suggested
by Social Learning Theory (Bandura, 1977).
Based on this model, problematic gamers with higher levels of self-efficacy may
be more inclined to engage with prevention strategies. This would be consistent with
GD treatment studies that have reported that greater self-efficacy is associated with
reduced gaming time and GD symptoms (Sakuma et al., 2017). This model has been
evaluated in studies of the effectiveness of both prevention strategies for gamblers
(Messerlian et al., 2005; Tong et al., 2019) and smoking cessation (Khazee-Pool
et al., 2017; Mantler, 2013; Rakshani et al., 2010; Shafari-rad et al., 2007). Individuals with greater self-efficacy have a higher likelihood of achieving abstinence
from smoking (Gwaltney et al., 2009) and reducing harmful substance use (Choi
et al., 2013). On this basis, greater self-efficacy may be associated with stronger support for prevention strategies that facilitate more adaptive engagement with gaming
activities or reduce risk of gaming-related harm.
Our Study
The psychosocial problems arising from excessive gaming have been recognized
as an issue of public health interest across the developed world (Fineberg et al.,
2018; Rumpf et al., 2018; Saunders et al., 2017). Research has tended to focus on
outpatient treatment and overlooked broader prevention strategies to address the
often more hidden difficulties that arise from excessive gaming (King & Delfabbro,
2017). For example, there is little research that has involved the gaming community
as stakeholders to examine support for various prevention and harm minimization
approaches to problem gaming. This population is important to include in studies of
prevention strategies because they are the target or active users of these measures,
and their feedback may help to refine how prevention is implemented. Our study
aimed to investigate: (1) regular and problematic gamers’ level of support for different prevention strategies; (2) whether greater self-efficacy predicted stronger support
for problem gaming prevention strategies, in line with the HBM; and, (3) whether
individuals with higher psychological distress and GD levels would be more likely
to support prevention strategies than their less distressed, non-problematic gaming
counterparts.
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Method
Sample and Study Design
Participants for this study were recruited online via advertisements on several
gaming related forums (Reddit, Overclockers Australia, Whirlpool, and Gamers Australia). Participants were informed about the study aims, survey length
(15 min), and data privacy. A total of 992 participants (82.4% male) with a
mean age of 29.1 years (SD = 7.9), completed the survey. Most participants
were Australian or New Zealander (33.1%), or European (32.7%). About half
were employed full-time (53.9%) and had a university degree (45.5%). Participants were eligible if they: (a) played games on a weekly basis, and (b) were
over 18 years of age. Survey completers entered a prize draw for a $50 gift card.
Ethics approval was granted by the University of Adelaide Human Research Ethics Subcommittee in the School of Psychology (ID: 20/07). Data were collected
between March and April 2020.

Measures
Each participant provided socio-demographic information, including gender, age,
ethnicity, country of residence, relationship status, employment status (casual [i.e.,
varying hours, no benefits], part-time, full time, unemployed, retired, studying), and
highest level of educational attainment (high-school, higher education [i.e., university or college]). Participants also reported the typical number of hours spent gaming
each day (i.e., individual ratings for Monday through Sunday) in the last 3 months
(scores were summed to provide an estimate of weekly gaming time), the number
of games currently being played, and history of gaming experience (i.e., number of
years). For the purpose of chi-square analyses, weekly gaming hours were grouped
into three categories (0–20, 21–39, and 40 +). These categories were selected to
allow for groups large enough for comparison and did not have any underlying theoretical meaning.

Prevention Strategy Support
Participants rated their level of support for nine different prevention strategies, which
we drew from King et al.’s (2018a, 2018b) international reviews of prevention strategies for problematic gaming. The questions encompassed four primary prevention
strategies (e.g., “School-based education”); three secondary strategies (e.g., “Selfmonitoring tools”); and two tertiary strategies (e.g., “Outpatient treatment”). Each
item included an accompanying description of the prevention strategy to explain its
implementation. Five response options ranged from 1 (“Strongly do not support”)
to 5 (“Strongly support”). Higher scores indicated greater support for strategies.
While the survey included diverse views across different prevention topics (i.e., all
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responses reflected subjective opinions), these questions together demonstrated high
internal consistency (α = 0.86).
Self‑Efficacy
The General Self-Efficacy Scale (GSE; Chen et al., 2001) is a standard, widely-used
8-item questionnaire used to assess respondents’ capacity to handle life challenges.
Participants are asked to rate their agreement with statements such as “In general, I
think I can obtain outcomes that are important to me.” Responses were scored across
a 5-point Likert scale, ranging from 1 (“Strongly disagree”) to 5 (“Strongly agree”).
Higher scores indicated greater self-efficacy. For the purpose of chi-square analyses, participants scores were used to categorize them as either low or high using a
median split. Cronbach’s alpha indicated high internal consistency (α = 0.89).
Problematic Gaming and Help‑Seeking
Petry et al.’s (2014) checklist is a 9-item self-report measure used to assess the
DSM-5 gaming disorder (APA, 2013). Response options were dichotomous (Yes/
No). A score of 5 + indicated problematic status. The checklist has been used in clinical and neurobiological studies of GD and has shown strong psychometric qualities
(King et al., 2020a, 2020b). The internal consistency of the scale in this study was
0.69, which is relatively low for a unidimensional measure but may reflect that some
symptoms in the measure (e.g., preoccupation, withdrawal, tolerance) have been
criticized for being too sensitive (e.g., capturing highly engaged players; Billieux
et al., 2019). For the purpose of chi-square analyses, participants’ scores were used
to categorize them as either non-problem (< 5) or problem gamers (5 +). Additional
questions concerned overall impression of the gaming-related problems, onset of
problems, and treatment-seeking intentions and history (e.g., social support, online
support, counselling, and psychotherapy options). For the purpose of chi-square
analyses, participants’ responses were used to categorize them as either help-seeking (currently seeking or previously sought help for gaming problems) or non-helpseeking (never sought help).
Psychological Distress
The Kessler Psychological Distress Scale (K10; Kessler et al., 2003) is a 10-item
checklist that yields a global measure of distress in the previous four-week period.
Questions relate to anxiety (e.g., “About how often did you feel nervous?”) and
depressive symptoms (e.g., “About how often did you feel worthless?”) and are
scored from 1 (“None of the time”) to 5 (“All of the time”). Scores on the K10 range
from 10 to 50, with scores from 10 to 19 indicating minimal distress, 20–29 indicating mild distress, 30–39 indicating moderate distress, and 40–50 indicating severe
distress. The K10 is suitable for use in normal and clinical populations. The internal
consistency of the K10 was high (α = 0.90).
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Results
Sample Characteristics
Table 1 provides a summary of participant characteristics. Participants reported an
average age of 29.1 years (SD = 7.9, range 18–67), an average total weekly playing
time of 26.4 h (SD = 14.3, range 0–70) and an average of 20.0 years (SD = 7.9, range
4–48) of gaming experience. Their most commonly played games included roleplaying games (65.5%), massively multiplayer online games (53.8%), and first-person shooter games (45.2%). Based on GD checklist scores, there were 221 (22.2%)

Table 1  Summary of participant
demographic characteristics

Variable

N (992)

(%)

Age

M = 29.1

SD = 7.9

Male

817

82.4

Female

153

14.4

Non-binary

22

2.2

High School

205

2.7

Further (i.e., TAFE)

160

16.1

Higher (i.e., Undergraduate)

451

45.5

Postgraduate

176

17.7

Casual

59

5.9

Part-time

117

11.8

Full-time

535

53.9

Unemployed

145

14.6

Retired

9

.9

Student

219

22.1

$0–$20,000

289

29.1

$20,001–$40,000

151

15.2

$40,001–$60,000

143

14.4

$60,001–$80,000

109

11.0

$80,001–$100,000

74

7.5

Over $100,000

93

9.4

Prefer not to say

133

13.4

Australian/NZ

328

33.1

European

324

32.7

American

224

22.6

Asian

48

4.8

Other

68

6.9

Gender

Education

Employment

Income

Nationality
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problem gamers, including 77 (or 34.8% of problem gamers) who reported that their
problems had been present for more than 12 months. Sixty-nine respondents (7.0%)
reported currently receiving help for any mental health issues (not including gaming-related problems), and 149 (15.0%) had previously sought help. Eight respondents reported current or past help-seeking for gaming-related problems.
Support for Prevention Approaches
Figure 1 displays the level of support (in % categories) for each prevention approach
(primary, secondary, and tertiary) and its constituent strategies (e.g., education,
screening, age restrictions). Overall, 61% of participants expressed support for primary strategies, as compared to secondary (39%) and tertiary (36%) strategies. Only
17% did not indicate support for any primary strategies, compared to secondary
(41%) and tertiary (21%) strategies. The highest disapproval rating was for in-game
shutdown features, with 65% not supporting this strategy.
All four primary strategies received a majority of favorable responses. A total of
64% of respondents indicated support for educational guidelines; 59% of respondents supported consumer warning labels; 68% of respondents supported self-monitoring tools and apps; and 51% of respondents supported free online screening tools.
Between 22 and 26% of participants were neutral or ambivalent toward these strategies, and between 14 and 21% indicated that they did not support these strategies.
Secondary prevention strategies were mostly supported. Half of respondents
(50%) indicated support for school-based interventions, and 47% indicated support for age restriction labels on games. However, only 24% supported in-game
shutdown features, which was rated the lowest of all strategies and contributed to a lower overall rating of secondary prevention. Between 14 and 26% of

Educational guidelines

6 8

22

Consumer warning labels

10 10

22

Free online-screening

10 11
9

Age-restricted problem games

26

32

20

37

15

13

18

In-game shutdown feature

44

Inpatient services

27

Outpatient services
Universal strategies

15

20

21

14

17

32

10 9

34

8

Selective strategies

24

Indicated strategies

18
Do not support

9
17

13

31
13

23
13

24

9
19

6
34

14

35

22
24

26
15

26

32

Neutral

Fig. 1  Support levels for individual and grouped prevention strategies
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20

Strongly do not support

24

27
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Self-monitoring tools
School-based interventions

40

32

10
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Strongly support
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participants were neutral or ambivalent toward these strategies, and between 24
and 33% indicated they did not support them.
The tertiary prevention strategies also received mixed support. There was
greater support for outpatient services (48% support) than for inpatient services
(25%). For these two strategies, participants indicated similar levels of neutral
responses (32 and 34%), but 44% indicated that they did not support inpatient
care for gaming-related problems. Inpatient care received the second highest
overall disapproval rating among participants.

Individual Differences in Prevention Support
Table 2 presents the results of Chi-square tests which examined the association
between each prevention approach (i.e., primary, secondary, tertiary) and other
variables. These included: age (i.e., 18–29, 30–39, 40 +); gender (i.e., male,
female, non-binary); GD status (i.e., problem, non-problem); self-efficacy (i.e.,
low, high); weekly gaming hours (i.e., 0–20, 21–39, 40 +); and help-seeking
behaviors (i.e., no help-seeking, help-seeking). For the purpose of the analysis,
scores for each prevention strategy were averaged and used to determine mean
support. For example, the mean ratings of the four primary strategies were calculated for each participant, as well as the mean for the three secondary and the two
tertiary strategies. Each participant’s mean ratings were rounded to the nearest
integer in the analysis.
Support for primary and secondary prevention was more common among
younger, female, and less frequent gamers. No significant association was found
between support for tertiary strategies and any of the other variables we examined. Support for prevention strategies did not differ according to self-efficacy or
GD scores.

Table 2  Chi-square tests of association between demographic and gaming characteristics, and prevention
support
Variable

Universal strategies
2

Selective strategies

Indicated strategies

p

V

χ2

p

V

19.72*

.01

.10

15.23

.06

.09

15.98*

.04

.09

12.93

.11

.08

.07

25.42

.06

.08

21.78

.15

.07

.37

.07

3.49

.48

.06

3.77

.44

.06

7.26

.12

.09

2.92

.57

.05

6.62

.16

.08

Gaming time

23.87*

.01

.13

26.76*

.01

.13

11.63

.17

.09

Help-seeking

1.94

.87

.03

.95

.94

.03

1.46

.92

.03

χ

p

V

χ

Age

18.42*

.02

.10

Gender

20.82*

.01

.10

Nationality

16.98

.39

GD status

4.27

Self-efficacy

2

Age: 18–29 years, 30–39 years, 40 + years; Gender: male, female, non-binary; GD (problem gaming)
status: problem, non-problem; Self-efficacy: low, high; Gaming time: 0–20 h, 21–39 h, 40 + h; Helpseeking: no help-seeking, help-seeking. *p < .05
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Correlations
Table 3 summarizes the Spearman’s rank-order correlations among the study’s
main variables. Self-efficacy was associated with age, gender, and help-seeking
behaviors, but did not correlate significantly with support for any strategy. GD
symptoms were not significantly correlated with any prevention support variables
but were significantly negatively correlated with self-efficacy and positively correlated with current help-seeking. Psychological distress was positively correlated with all three prevention types.
There were significant but very small positive correlations between support
for all three types of prevention approaches and psychological distress, history
of GD, history for help-seeking for gaming-related problems, and current helpseeking for problem gaming. There were also significant but small negative correlations between support for prevention approaches strategies and age, gender,
weekly gaming time, and gaming experience. Similar patterns of correlations
(i.e., r < 0.20 for all associations) were observed for all individual prevention
strategies.
Self‑Efficacy and Problem Gaming Status
In order to examine relationships between prevention support and predictors of
self-efficacy and problem gaming status, we conducted three separate hierarchical
regression analyses, with step 1 (age, gender, weekly gaming time), and step 2 (selfefficacy, GD status) predicting prevention support (primary, secondary, tertiary). All
three models explained between 3 and 5% of the variance in prevention support, and
only 1% of the variance when age, gender and gaming hours were held constant.
Therefore, these models demonstrate low predictive value of these variables. Table 4
presents a summary of each model.

Discussion
Our study investigated gamers’ general support for different prevention approaches
and the role of individual differences. Overall, the results showed that gamers supported primary prevention strategies, including education, screening, and warning labels, but reported only mixed support for secondary and tertiary strategies.
There was stronger support for outpatient care (48%) than inpatient services (25%).
In-game shutdown features received the lowest support (65% disapproval) of all
strategies. Younger, female, and less frequent gamers were marginally more likely
to support primary and secondary prevention strategies. These findings suggest that
gamers may be more favorable toward prevention measures that support informed
decision-making, autonomy, and self-directed actions than mandatory restrictive
measures. In particular, this gaming population was strongly opposed to modifications to the structure of gaming activities (e.g., shutdown features).
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− .17*

.80*

− .14*

− .16*

.12*

− .10*

− .05

− .10*

− .09*

− .04

.01

4. Gaming experience

5. Psychological distress

6. Problem gaming symptoms

7. Self-efficacy

8. History of problem gaming

9. History of help-seeking

10. Current help-seeking

11. Universal strategies

12. Selective strategies

13. Indicated strategies

*p < .05

.02

3. Weekly gaming time

1

2. Gender

1. Age

Variable

− .10*

− .11*

− .13*

− .08*

− .07

.04

.19*

.02

− .17*

.07*

.01

2

− .13*

− .15*

− .14*

.13*

.07

.02

− .15*

.20*

.03

− .08*

3

− .05

− .10*

− .10*

− .08*

− .06

− .09*

.11*

− .16*

− .12*

4

.10*

.09*

.19*

.32*

.32*

.26*

− .35*

.36*

5

.00

.01

.06

.20*

.10*

.26*

− .20*

6

.03

− .02

− .04

− .17*

− .15*

− .07*

7

Table 3  Spearman’s rank-order correlations between demographics, help-seeking, and prevention strategy support

.12*

.08*

.12*

.16*

.21*

8

.09*

.12*

.12*

.45*

9

.05

.08*

.11*

10

.51*

.58*

11

.49*
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Table 4  Hierarchical stepwise regression models of prevention strategy support, based on demographic
and psychological predictors
Prevention model
1. Primary

Included predictors

F(df)

p

Adjusted R2

R2 change
–

Step 1

10.34 (3,765)

< .001

.04

Step 2

7.71 (5,763)

< .001

.05

.01

2. Secondary

Step 1

7.90 (3,765)

< .001

.03

–

Step 2

6.22 (5,765)

< .001

.03

.01

3. Tertiary

Step 1

3.23 (3,765)

.022

.01

–

Step 2

4.61 (5,765)

< .001

.02

.01

Step 1: age, gender, weekly gaming hours; Step 2: GD (problem gaming), self-efficacy

Contrary to the Health Belief Model (Rosenstock et al., 1988), individual differences in self-efficacy were not associated with respondents’ level of support for prevention measures. In addition, the hypothesis guided by the Health Belief Model
(i.e., that greater problem awareness and belief in one’s ability to achieve positive
change would correspond to stronger support for strategies to facilitate change) was
not supported. These findings were inconsistent with previous studies involving
other behaviors such as gambling (Ladouceur et al., 2013; Messerlianet al., 2005;
Shead et al., 2011) and smoking cessation (Parlove, 2002). The results also indicated no association (or associations with only very small effect sizes) between selfreported problem gaming symptoms or help-seeking behaviors and support for any
of the prevention strategies specified. These findings may be due to the fact that
gaming may be perceived as being less likely to cause serious harms than are more
established addictive behaviors. Written feedback indicated that, instead of approving of stronger regulatory measures, gamers endorsed the importance of more proximal supports such as the role of parents in regulating the behavior of young people
(Smith et al., 2015). Further analysis of our extensive written material is presented
elsewhere (see Stevens et al., 2021). In contrast, other participants stated that the
industry should be more closely scrutinized and highlighted their current lack of
regulation. It is also possible that many gamers may be cautious in supporting strategies to reduce problem gaming because this could be construed as support for the
view that gaming is inherently harmful (‘addictive’). For example, the influence of
previous debates on gaming and violent behavior may have stymied attempts to draw
attention to the risks associated with excessive gaming. These earlier debates have
sometimes been likened to a form of ‘moral panic’ (Aarseth et al., 2017; Markey
& Ferguson, 2017), with dubious connections, for example, being drawn between
gaming and emasculation in males (Zimbardo & Duncan, 2012) or violent games
and gun violence (Anderson, 2004; Anderson & Dill, 2000). As a result, it may not
be surprising to find that some gamers will be skeptical of ‘strategies’ that imply the
need for sweeping changes by the authorities who may be seen as overstating gaming’s potential harms or relying upon questionable evidence to do so.
Given the low predictive value of self-efficacy and problem gaming status
reported in our analyses, the results we have presented suggest that other variables
not measured in this study may have been related to endorsement of prevention
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strategies. Accordingly, with reference to Health Belief Model (HBM) concepts, it
may be helpful for further studies to determine the extent to which gamers perceive
any personal or other benefits of prevention strategies and, further, whether they perceive problem gaming to be sufficiently severe to warrant these measures. For example, recent studies have shown that some highly engaged gamers are opposed to the
concept of gaming disorder (Colder Carras et al., 2018; Stevens et al., 2021), which
is likely to adversely affect their attitudes towards prevention efforts. Our sample
included individuals who had sought help for mental health issues, but very few
who had sought help specifically for gaming-related problems. Therefore, ratings of
support for strategies may have been based on judgements that were unrelated to
personal reasons or circumstances, despite the relatively high number of problem
gamers in this sample. The substantial proportion of ‘neutral’ responses (23%, on
average) to prevention items may reflect the perception that these strategies were not
overly relevant or necessary, regardless of personal views on problem gaming.
The results did, however, provide a clear indication of what strategies may not
be supported or received well. Shutdown features in games received the strongest
disapproval. These systems have been implemented in some games in China (Davies
& Blake, 2016), but their effectiveness is unclear. Although there are some major
differences between gaming and gambling (e.g., financial requirements), the closest comparison to gaming shutdown features may be mandatory pre-commitment
features in electronic gambling machines (i.e., setting limits on financial expenditure to prevent continuous gambling) such as those implemented in Norway, where
gamblers cannot spend beyond a certain monthly limit. Reviews of pre-commitment
features (e.g., Delfabbro & King, 2020; Ladouceur et al., 2012) have concluded that
mandatory pre-commitment may have a modest effect on financial expenditure, but
gamblers are generally not in favor of pre-commitment and may instead seek out
other unregulated gambling machines or activities. Participants’ lack of support
for shutdown features in video games may reflect similar concerns about feasibility
(e.g., needing to log in and set limits), reduced enjoyment (e.g., receiving notifications that interrupt immersion), and the potential likelihood of diverting players
away to other gaming activities that do not include these features.
We acknowledge that this study has limitations. First, our study employed purposive sampling to recruit experienced gamers. For this reason, these findings are
unlikely to generalize to the wider gaming population. Further, this sample may
contain a greater proportion of individuals with higher education qualifications than
found in the general population of gamers (e.g., 63.2% compared to 2019 Australian
census data that indicate 28.4% of the population have a university degree; statista.
com). To enhance the validity of these findings, we suggest that future research
might seek to identify a broader range of gamers, including clinical samples, using
different methods of recruitment. Second, our study targeted Western gamers whose
gaming experiences are likely to differ from those in Asia, which generally have
more restrictive regulations and countermeasures to limit gaming, including lockdowns at night for underage gamers. Third, our study was conducted during the
COVID-19 pandemic. Thus, although most of the variables we examined are likely
to be relatively stable, participants may have responded differently due to pandemicrelated stress and uncertainties. In particular, the pandemic may have influenced
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individuals’ views of gaming activities, such as the value of gaming for stress-relief
during self-isolation (King, Billieux, et al., 2020; King, Chamberlain, et al., 2020;
King, Delfabbro, et al., 2020). Fourth, the time-based categories (e.g., weekly gaming hours) were selected to enable comparisons between groups of sufficient size.
The category bounds we employed were somewhat arbitrary in that respect, and
further studies may identify more meaningful categories. Finally, our study did not
investigate industry responsibility or regulatory issues related in-game spending
(e.g., loot-boxes and other microtransactions; see Drummond et al., 2019; King &
Delfabbro, 2019b; King et al., 2019a, 2019b). With the increasing digital cross-over
of gaming and gambling, it would be useful to investigate views related to applying
gambling prevention and regulation approaches to gaming activities.

Conclusions
We investigated regular and problematic gamers’ level of support for prevention
strategies related to problematic gaming. Overall, there was stronger support for primary prevention strategies, including education, screening, and warning labels, than
for other prevention approaches. These results underscore the value of surveying
individuals who are highly engaged in gaming activities to gather a range of views
and to understand the perspectives of those who are likely to be the target of prevention strategies aimed at gaming in general. However, it was not entirely clear from
our data why these gamers were more favorable toward prevention measures that
support informed decision-making, autonomy, and self-directed actions. It seems
likely that measures of this kind tend to align with the cultural values of Western
individualized societies and would be consistent with previous studies undertaken
with gamblers (Harris & Griffiths, 2017). Although gaming disorder and hazardous gaming are recognized in the ICD-11, there is some uncertainty as to whether
the gaming community generally embraces these concepts and makes connections
between gaming-related harms and preventive countermeasures. Future research
should involve regular gamers and clinical samples in more detailed, consultative
interviews to determine their personal needs and understanding of excessive gaming, and what practical solutions they may be more inclined to support (e.g., asking “what measures would have been helpful before your gaming became a problem?”). Although our data suggest that gamers may tend to oppose measures that
alter the gaming activity itself (e.g., limits, shutdown features), it is possible that
some implementations that draw from primary prevention principles may be more
readily embraced. Ideally, such interventions should be designed to target the harmful features of games and prevent the development of harm without detracting from
the fundamental enjoyment of gaming experiences.
Author Contributions MS and DLK designed the study and cowrote the first draft of the manuscript. MS
recruited participants and analyzed the data. All authors contributed to and approved the final manuscript.

13

The Journal of Primary Prevention (2021) 42:183–201

197

Funding This work received financial support from a Discovery Early Career Researcher Award
(DECRA) DE170101198 funded by the Australian Research Council (ARC).
Declarations
Conflict of interest The authors declare no competing interests. The authors alone are responsible for the
content and writing of the paper.

References
Aarseth, E., Bean, A. M., Boonen, H., Colder Carras, M., Coulson, M., Das, D., … Van Rooij, A. J.
(2017). Scholars’ open debate paper on the world health organization ICD-11 gaming disorder proposal. Journal of Behavioral Addictions, 6(3), 267–270. https://doi.org/10.1556/2006.5.2016.088
American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (5th
ed.) (DSM-5). Washington, DC: Author. https://doi.org/10.1176/appi.books.9780890425596
Anderson, C. A. (2004). An update on the effects of playing violent video games. Journal of Adolescence, 27(1), 113–122. https://doi.org/10.1016/j.adolescence.2003.10.009
Anderson, C. A., & Dill, K. E. (2000). Video games and aggressive thoughts, feelings, and behavior in
the laboratory and in life. Journal of Personality and Social Psychology, 78(4), 772–790. https://doi.
org/10.1037/0022-3514.78.4.772
Bandura, A. (1977). Self-efficacy: The exercise of Control. Freeman
Becker, M. H. (1974). The health belief model and sick role behavior. Health Education Monographs,
2(4), 409–419. https://doi.org/10.1037//0022-3514.78.4.772
Billieux, J., Flayelle, M., Rumpf, H. J., & Stein, D. J. (2019). High involvement versus pathological
involvement in video games: A crucial distinction for ensuring the validity and utility of gaming
disorder. Current Addiction Reports, 6(3), 323–330. https://doi.org/10.1007/s40429-019-00259-x
Champion, V. L., & Skinner, C. S. (2008). The health belief model. In K. Glanz, B. K. Rimer, & F. M.
Lewis (Eds.), Health behavior and health education: Theory, research, and practice (4th ed., pp.
45–65). Jossey-Bass
Chau, C. L., Tsui, Y. Y. Y., & Cheng, C. (2019). Gamification for internet gaming disorder prevention:
Evaluation of a Wise IT-Use (WIT) Program for Hong Kong primary students. Frontiers in Psychology, 10, 2468. https://doi.org/10.3389/fpsyg.2019.02468
Chen, G., Gully, S. M., & Eden, D. (2001). Validation of a new general self-efficacy scale. Organizational Research Methods, 4(1), 62–83. https://doi.org/10.1177/109442810141004
Choi, H. J., Krieger, J. L., & Hecht, M. L. (2013). Reconceptualizing efficacy in substance use prevention
research: Refusal response efficacy and drug resistance self-efficacy in adolescent substance use.
Health Communication, 28(1), 40–52. https://doi.org/10.1080/10410236.2012.720245
Colder Carras, M., Porter, A. M., van Rooij, A. J., King, D. L., Lange, A., & CarrasLabrique, M. A.
J. (2018). Gamers’ insights into the phenomenology of normal gaming and game “addiction”: A
mixed methods study. Computers in Human Behavior, 79, 238–246. https://doi.org/10.1016/j.
chb.2017.10.029
Davies, B., & Blake, E. (2016). Evaluating existing strategies to limit video game playing time. IEEE
Computer Graphics and Applications, 36(2), 47–57. https://doi.org/10.1109/MCG.2016.25
Delfabbro, P. H., & King, D. L. (2020). The value of voluntary versus mandatory limit-setting systems: A review of the evidence. International Gambling Studies. https://doi.org/10.1080/14459
795.2020.1853196
Drummond, A., Sauer, J. D., & Hall, L. C. (2019). Loot box limit-setting: A potential policy to protect video game users with gambling problems? Addiction, 114, 935–936. https://doi.org/10.1111/
add.14583
Dullur, P., & Starcevic, V. (2018). Internet gaming disorder does not qualify as a mental disorder. Australian and New Zealand Journal of Psychiatry, 52(2), 110–111. https://doi.org/10.1177/0004867417
741554
Fineberg, N. A., Demetrovics, Z., Stein, D. J., Ioannidis, K., Potenza, M. N., Grünblatt, E., Brand, M.,
Billieux, J., Carmi, L., King, D. L., Grant, J. E., Yücel, M., Dell’Osso, B., Rumpf, H. J., Hall, N.,
Hollander, E., Goudriaan, A., Menchon, J., Zohar, J., … Chamberlain, S. R. (2018). Manifesto for a

13

198

The Journal of Primary Prevention (2021) 42:183–201

European research network into Problematic Usage of the Internet. European Neuropsychopharmacology, 28, 1232–1246. https://doi.org/10.1016/j.euroneuro.2018.08.004
Granic, I., Lobel, A., & Engels, R. C. (2014). The benefits of playing video games. American Psychologist, 69, 66–78. https://doi.org/10.1037/a0034857
Gwaltney, C. J., Metrik, J., Kahler, C. W., & Shiffman, S. (2009). Self-efficacy and smoking cessation: A
meta-analysis. Psychology of Addictive Behaviors, 23(1), 56–66. https://doi.org/10.1037/a0013529
Harris, A., & Griffiths, M. D. (2017). A critical review of the harm-minimisation tools available for
electronic gambling. Journal of Gambling Studies, 33, 187–221. https://doi.org/10.1007/s1089
9-016-9624-8
Kessler, R. C., Barker, P. R., Colpe, L. J., Epstein, J. F., Gfroerer, J. C., Hiripi, E., Howes, M. J., Normand, S. L. T., Manderscheid, R. W., Walters, E. E., & Zaslavsky, A. M. (2003). Screening for serious mental illness in the general population. Archives of General Psychiatry, 60(2), 184–189
Khazaee-Pool, M., Zarei, F., Pashaei, T., & Shojaeizadeh, D. (2017). The effect of an educational intervention based on health belief model on improving smoking preventive behaviors among students.
Iranian Journal of Health Education and Health Promotion, 4(4), 300–308. https://doi.org/10.18869
/acadpub.ihepsaj.4.4.300
King, D. L., Billieux, J., Carragher, N., & Delfabbro, P. H. (2020a). Face validity evaluation of screening
tools for gaming disorder: Scope, language, and overpathologizing issues. Journal of Behavioral
Addictions, 9, 1–13. https://doi.org/10.1556/2006.2020.00001
King, D. L., Chamberlain, S. R., Carragher, N., Billieux, J., Stein, D., Mueller, K., Potenza, M. N.,
Rumpf, H. J., Saunders, J., Starcevic, V., Demetrovics, Z., Brand, M., Lee, H. K., Spada, M., Lindenberg, K., Wu, A. M. S., Lemenager, T., Pallesen, S., Achab, S., … Delfabbro, P. H. (2020b).
Screening and assessment tools for gaming disorder: A comprehensive systematic review. Clinical
Psychology Review, 77, 101831. https://doi.org/10.1016/j.cpr.2020.101831
King, D. L., & Delfabbro, P. H. (2017). Prevention and policy related to Internet gaming disorder. Current Addiction Reports, 4, 284–292. https://doi.org/10.1016/j.cpr.2017.04.002
King, D. L., & Delfabbro, P. H. (2018). The concept of ‘harm’ in Internet gaming disorder. Journal of
Behavioral Addictions, 7, 562–564. https://doi.org/10.1556/2006.7.2018.24
King, D. L., & Delfabbro, P. H. (2019a). Internet gaming disorder: theory, assessment, treatment, and
prevention. Elsevier Academic Press
King, D. L., & Delfabbro, P. H. (2019b). Video game monetization (e.g., ‘loot boxes’): A blueprint for
practical social responsibility measures. International Journal of Mental Health and Addiction, 17,
166–179. https://doi.org/10.1007/s11469-018-0009-3
King, D. L., Delfabbro, P. H., Billieux, J., & Potenza, M. N. (2020c). Problematic online gaming and the COVID-19 pandemic. Journal of Behavioral Addictions, 9, 184–186. https://doi.
org/10.1556/2006.2020.00016
King, D. L., Delfabbro, P. H., Deleuze, J., Perales, J. C., Király, O., Krossbakken, E., & Billieux, J.
(2019b). Maladaptive player-game relationships in problematic gaming and gaming disorder: A systematic review. Clinical Psychology Review, 73, 101777. https://doi.org/10.1016/j.cpr.2019.101777
King, D. L., Delfabbro, P. H., Doh, Y. Y., Wu, A. M. S., Kuss, D. J., Mentzoni, R., Pallesen, S., Carragher, N., & Sakuma, H. (2018b). Policy and prevention approaches for disordered and hazardous
gaming and Internet use: An international perspective. Prevention Science, 19, 233–249. https://doi.
org/10.1007/s11121-017-0813-1
King, D. L., Delfabbro, P. H., Gainsbury, S. M., Dreier, M., Greer, N., & Billieux, J. (2019a). Unfair play?
Video games as exploitative monetized services: An examination of game patents from a consumer
protection perspective. Computers in Human Behavior, 101, 131–143. https://doi.org/10.1016/j.
chb.2019.07.017
King, D. L., Delfabbro, P. H., Potenza, M. N., Demetrovics, Z., Billieux, J., & Brand, M. (2018a). Internet gaming disorder should qualify as a mental disorder. Australian and New Zealand Journal of
Psychiatry, 52, 615–617. https://doi.org/10.1177/0004867418771189
King, D. L., Delfabbro, P. H., Wu, A. M. S., Doh, Y. Y., Kuss, D. J., Mentzoni, R., Pallesen, S., Carragher, N., & Sakuma, H. (2017). Treatment of Internet gaming disorder: An international systematic review and CONSORT evaluation. Clinical Psychology Review, 54, 123–133. https://doi.
org/10.1016/j.cpr.2017.04.002
Király, O., Griffiths, M. D., King, D. L., Lee, H. K., Lee, S. Y., Bányai, F., Zsila, Á., Takacs, Z. K., &
Demetrovics, Z. (2018). Policy responses to problematic video game use: A systematic review of
current measures and future possibilities. Journal of Behavioral Addictions, 7, 503–517. https://doi.
org/10.1556/2006.6.2017.050

13

The Journal of Primary Prevention (2021) 42:183–201

199

Ladouceur, R. L., Blaszczynski, A., & Lalande, D. R. (2012). Precommitment in gambling: A review of
the empirical evidence. International Gambling Studies, 12, 215–230. https://doi.org/10.1080/14459
795.2012.658078
Ladouceur, R., Goulet, A., & Vitaro, F. (2013). Prevention programmes for youth gambling: A
review of the empirical evidence. International Gambling Studies, 13(2), 141–159. https://doi.
org/10.1080/14459795.2012.740496
Mantler, T. (2013). A systematic review of smoking Youths’ perceptions of addiction and health risks
associated with smoking: Utilizing the framework of the health belief model. Addiction Research &
Theory, 21(4), 306–317. https://doi.org/10.3109/16066359.2012.727505
Markey PM., & Ferguson, C. J. (2017). Moral combat: Why the war on violent video games is wrong.
BenBella Books Inc
Messer, K., Vijayaraghavan, M., White, M. M., Shi, Y., Chang, C., Conway, K. P., Hartman, A.,
Schroeder, M. J., Compton, W. M., & Pierce, J. P. (2015). Cigarette smoking cessation attempts
among current US smokers who also use smokeless tobacco. Addictive Behaviors, 51, 113–119.
https://doi.org/10.1016/j.addbeh.2015.06.045
Messerlian, C., Derevensky, J., & Gupta, R. (2005). Youth gambling problems: A public health perspective. Health Promotion International, 20(1), 69–79. https://doi.org/10.1093/heapro/dah509
Milani, L., La Torre, G., Fiore, M., Grumi, S., Gentile, D. A., Ferrante, M., Miccoli, S., & Di Blasio, P.
(2018). Internet gaming addiction in adolescence: Risk factors and maladjustment correlates. International Journal of Mental Health and Addiction, 16(4), 888–904. https://doi.org/10.1007/s1146
9-017-9750-2
Möller-Leimkühler, A. M. (2002). Barriers to help-seeking by men: A review of sociocultural and clinical literature with particular reference to depression. Journal of Affective Disorders, 71, 1–9. https://
doi.org/10.1016/S0165-0327(01)00379-2
Mun, S. Y., & Lee, B. S. (2015). Effects of an integrated Internet addiction prevention program on elementary students’ self-regulation and Internet addiction. Journal of Korean Academy of Nursing,
45, 251–261. https://doi.org/10.4040/jkan.2015.45.2.251
Newzoo. (2020). 2020 Global games market report. Newzoo. Retrieved 30/7/2020 online from: https://
newzoo.com/insights/trend-reports/newzoo-global-games-market-report-2020-light-version/
Parlove, A. E. (2002). Acceptability and appeal of a web-based smoking prevention intervention for adolescents. Unpublished doctoral dissertation
Petry, N. M., Rehbein, F., Gentile, D. A., Lemmens, J. S., Rumpf, H. J., Mößle, T., Bischof, G., Tao,
R., Fung, D. S., Borges, G., & Auriacombe, M. (2014). An international consensus for assessing
internet gaming disorder using the new DSM-5 approach. Addiction, 109(9), 1399–1406. https://doi.
org/10.1111/add.12457
Przybylski, A. K., Weinstein, N., & Murayama, K. (2017). Internet gaming disorder: Investigating the
clinical relevance of a new phenomenon. American Journal of Psychiatry, 174(3), 230–236. https://
doi.org/10.1176/appi.ajp.2016.16020224
Rakhshani, F., Esmaeili, A., Charkazi, A., Haftsavar, M., Shahnazi, H., & Jan-esmaili, A. (2010). Effect
of education on smoking prevention in student of Zahedan. Journal of Health System Research, 6,
267–275
Rogers, R. W. (1983). Cognitive and psychological processes in fear appeals and attitude change: A
revised theory of protection motivation (pp. 153–176). A sourcebook
Romano, J. L., & Hage, S. M. (2000). Prevention and counseling psychology: Revitalizing commitments
for the 21st century. The Counseling Psychologist, 28, 733–763. https://doi.org/10.1177/00110
00000286001
Rosenstock, I. M. (1966). Why people use health services. Milbank Memorial Fund Quarterly, 44,
94–124. https://doi.org/10.2307/3348967
Rosenstock, I. M. (1974). Historical origins of the health belief model. Health Education Monographs, 2,
1–8. https://doi.org/10.1177/109019817400200403
Rosenstock, I. M., Strecher, V. J., & Becker, M. H. (1988). Social learning theory and the health belief
model. Health Education Quarterly, 15(2), 175–183. https://doi.org/10.1177/109019818801500203
Rumpf, H. J., Achab, S., Billieux, J., Bowden-Jones, H., Carragher, N., Demetrovics, Z., Higuchi, S.,
King, D. L., Mann, K., Potenza, M., Abbott, M., Ambekar, A., Aricak, O. T., Assanangkornchai, S.,
Bahar, N., Borges, G., Brand, M., Chan, E. M. L., Chung, T., & Poznyak, V. (2018). Including gaming disorder in ICD-11: The need to do so from a clinical and public health perspective. Journal of
Behavioral Addictions, 7, 556–561. https://doi.org/10.1556/2006.7.2018.59

13

200

The Journal of Primary Prevention (2021) 42:183–201

Sakuma, H., Mihara, S., Nakayama, H., Miura, K., Kitayuguchi, T., Maezono, M., Hashimoto, T., &
Higuchi, S. (2017). Treatment with the Self-Discovery Camp (SDiC) improves Internet Gaming
Disorder. Addictive Behaviors, 64, 357–362. https://doi.org/10.1016/j.addbeh.2016.06.013
Saunders, J., Hao, W., Long, J., King, D. L., Mann, K., et al. (2017). Gaming disorder: Its delineation as
a serious condition for diagnosis, management and prevention. Journal of Behavioral Addictions, 6,
271–279. https://doi.org/10.1556/2006.6.2017.039
Sharifi-rad, G., Hazavei, M. M., Hasan-zadeh, A., & Danesh-amouz, A. (2007). The effect of health education based on health belief model on preventive actions of smoking in grade one, middle school
students. Journal of Arak University of Medical Sciences, 10(1), 79–86
Shead, N. W., Walsh, K., Taylor, A., Derevensky, J. L., & Gupta, R. (2011). Youth gambling prevention:
Can public service announcements featuring celebrity spokespersons be effective? International
Journal of Mental Health and Addiction, 9(2), 165–179. https://doi.org/10.1007/s11469-009-9260-y
Shi, J., Renwick, R., Turner, N. E., & Kirsh, B. (2019). Understanding the lives of problem gamers: The
meaning, purpose, and influences of video gaming. Computers in Human Behavior, 97, 291–303.
https://doi.org/10.1016/j.chb.2019.03.023
Smith, L. J., Gradisar, M., & King, D. L. (2015). Parental influences on adolescent video game play: A
study of accessibility, rules, limit-setting, monitoring, and cybersafety. Cyberpsychology, Behavior,
and Social Networking, 18, 273–279. https://doi.org/10.1089/cyber.2014.0611
Stevens, M. W., Delfabbro, P. H., & King, D. L. (2021). Prevention approaches to problem gaming: A
large-scale qualitative investigation. Computers in Human Behavior, 115, 106611. https://doi.
org/10.1177/0004867420962851
Stevens, M. W., Dorstyn, D., Delfabbro, P. H., & King, D. L. (2020). Global prevalence of gaming disorder: A systematic review and meta-analysis. Australian & New Zealand Journal of Psychiatry. https
://doi.org/10.1177/0004867420962851
Stevens, M. W. R., King, D. L., Dorstyn, D., & Delfabbro, P. H. (2019). Cognitive-behavioral therapy for
Internet gaming disorder: A systematic review and meta-analysis. Clinical Psychology and Psychotherapy, 26, 191–203. https://doi.org/10.1177/0004867420962851
Tong, K. K., Chen, J. H., & Wu, A. M. (2019). Application of health belief model to practice of responsible gambling. Journal of Gambling Studies, 35(3), 1047–1062. https://doi.org/10.1007/s10899-01909871-y
Von Der Heiden, J. M., Braun, B., Müller, K. W., & Egloff, B. (2019). The association between video
gaming and psychological functioning. Frontiers in Psychology, 10, 1731. https://doi.org/10.3389/
fpsyg.2019.01731
Walther, B., Hanewinkel, R., & Morgenstern, M. (2014). Effects of a brief school-based media literacy
intervention on digital media use in adolescents: Cluster randomized controlled trial. Cyberpsychology, Behavior, and Social Networking, 17, 616–623. https://doi.org/10.1089/cyber.2014.0173
Wölfling, K., Müller, K. W., Dreier, M., Ruckes, C., Deuster, O., Batra, A., Mann, K., Musalek, M.,
Schuster, A., Lemenager, T., & Hanke, S. (2019). Efficacy of short-term treatment of internet and
computer game addiction: A randomized clinical trial. JAMA Psychiatry, 76, 1018–1025. https://
doi.org/10.1001/jamapsychiatry.2019.1676
World Health Organization. (2019). Gaming disorder (6C51). Accessed 15/6/2020. Available from: https
://icd.who.int/browse11/l-m/en#/http://id.who.int/icd/entity/1448597234
Xu, Z., Turel, O., & Yuan, Y. (2012). Online game addiction among adolescents: Motivation and prevention factors. European Journal of Information Systems, 21(3), 321–340. https://doi.org/10.1057/
ejis.2011.56
Zajac, K., Ginley, M. K., Chang, R., & Petry, N. M. (2017). Treatments for Internet gaming disorder and
Internet addiction: A systematic review. Psychology of Addictive Behaviors, 31, 979–994. https://
doi.org/10.1037/adb0000315
Zimbardo, P. G. & Duncan, N. (2012). The demise of guys: Why boys are struggling and what we can do
about it. TED Conferences, LLC. https://www.youtube.com/watch?v=FMJgZ4s2E3w&ab_chann
el=TED

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

13

The Journal of Primary Prevention (2021) 42:183–201

201

Authors and Affiliations
Matthew W. R. Stevens1 · Paul H. Delfabbro1 · Daniel L. King1,2
* Daniel L. King
daniel.king@flinders.edu.au
1

School of Psychology, The University of Adelaide, Adelaide, Australia

2

College of Education, Psychology and Social Work, Flinders University, Sturt Road,
Bedford Park, SA 5042, Australia

13

