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Background

Gaming disorder is a recently recognized psychiatric condition and a growing public health concern, particularly among adolescents. Despite this, there is limited research on what kind of treatment they need. Existing studies are mostly quantitative and offer limited insight into adolescents’ lived experiences.





Aim

The aim of this qualitative study is to explore how adolescent patients perceive their gaming as a problem and their experiences of psychological treatment for gaming disorder.





Method

We used a qualitative descriptive approach and conducted semi-structed interviews with eight male patients (aged 13–19) about their experiences of psychological treatment for gaming disorder at a specialized clinic. The treatment is a combination of cognitive-behavioral therapy (CBT) and family therapy. The interviews were analyzed using thematic analysis.





Results

Participants generally reported positive treatment experiences, especially the value of combining family therapy with individual CBT. They appreciated the broad focus of the treatment, which addressed not only gaming but also problems in other life areas such as school, sleep, and family relationships. Notably, most did not describe gaming as their main problem, but they connected their gaming to difficulties in other areas of life.





Conclusion

These findings suggest that effective treatment for gaming disorder should address the broader psychosocial context in which gaming occurs. Patients do not always view gaming as their primary problem, and clinicians should be cautious about framing it as such. Instead, gaming should be explored in connection with other life difficulties. It is helpful when clinicians demonstrate knowledge about gaming and avoid coming across as critical of the gaming. Integrating family therapy into CBT-based interventions appears clinically valuable and warrants further exploration.
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1 Introduction

Gaming disorder is defined as gaming behavior characterized by diminished control over gaming, prioritizing gaming over other activities, continuation of gaming despite negative consequences, and gaming causing significant impairments in important areas of functioning (1). Officially recognized as a psychiatric disorder in 2018, it was included in the 11th revision of the International Classification of Diseases (ICD-11). There is a discussion in the research community regarding gaming disorder as a formal psychiatric diagnosis. Some critics argue that the establishment of the diagnosis went too fast, that it is not scientific underbuilt, driven by moral panic, and risks pathologizing normal youth behaviors (2–4). Others argue that many studies do exist and establishing gaming disorder as a diagnosis encourages further research that is needed in this field (5, 6).

Gaming is a popular leisure activity among adolescents in Sweden (7). Healthcare, social service, and school professionals in Sweden are increasingly concerned about problematic gaming and point to the need for more knowledge on the issue (8). Despite the formal recognition as a diagnosis, there is a lack of knowledge about gaming disorder, who seeks treatment for it, and what care they need. Globally, the prevalence of gaming disorder has been estimated at around 2% (9). Younger individuals and males are more likely to engage in gaming, and boys are overrepresented among those diagnosed with gaming disorder (9). Gaming disorder is associated with other psychiatric conditions and is linked to sleep problems, academic problems and loneliness (10–12). Research also shows that individuals with gaming disorder is more prone to experience family-related challenges, such as more conflict, poorer family climates, and less family support (13–15).

Currently, there is no widely accepted treatment for gaming disorder. Most existing studies have focused on cognitive-behavioral therapy (CBT), which has shown promising results (16–18). CBT is based on the idea that problematic behaviors are maintained by maladaptive thoughts, difficulties in emotional regulation, and avoidance patterns. In the context of gaming disorder, CBT typically focus on identifying and challenging maladaptive thoughts, developing alternative coping strategies, improving emotion regulation, training social skills, managing gaming-related triggers, and establishing new behavioral routines (19, 20). A randomized controlled trial (RCT) from our research group looked at Relapse prevention as a possible treatment for gaming disorder (21). Relapse prevention reduced symptoms of gaming disorder, but the family component was missing and might have improved the effectiveness of the treatment (22, 23). A review by Kim, Lee (18) suggests that combining CBT with family therapy may further improve treatment outcomes. Bonnaire, Liddle (14) argue that younger individuals with gaming disorder often rely on family members for support and structure, which highlights the potential benefits of family-based interventions. For example, CBT combined with parent psychoeducation was evaluated in a RCT with 31 adolescents and showed positive outcomes in reducing gaming disorder symptoms, improved comorbid symptoms and family relationships (24). Another RCT compared Multidimensional Family Therapy with standard family therapy in a sample of 42 adolescents, while no significant differences were found between the groups, both groups showed symptom reduction (25). A third RCT tested a group-based training parent training with 76 parents of adolescents with internet-related disorders. Parent-reported gaming disorder symptoms improved for at-risk users, though not for those with more severe, pathological use (26). Finally, an online parent intervention study for parents of school-aged children with Internet gaming disorder and/or smartphone addiction showed promising results in a sample of 153 parent who completed. Among children with high levels of Internet Gaming Disorder, 60% showed symptom reduction following the intervention (27). Together, these findings suggest that both CBT and family-based interventions hold promise for treating gaming disorder, and that combining these approaches may be particularly effective.

More research is needed on psychological treatments for gaming disorder, particularly family-based interventions. Since most existing studies are quantitative, there is also a need for studies exploring patients’ own perspectives on treatment, which are important for directing the continued development of effective treatments (2). Gaining deeper insight into the experiences of patients, especially adolescents, may help identify mechanisms of change and support the creation of more effective treatments. The current study aims to address some of the gaps in previous research by exploring how adolescent patients perceive their gaming behavior and their experiences of psychological treatment for gaming disorder. Using a qualitative approach, the study focuses on the following research questions: (1) Do adolescent patients seeking treatment for gaming disorder perceive their gaming as a problem, and if so, how? (2) How do they experience undergoing treatment at a specialized clinic for gaming disorder? (3) How do they experience individual therapy sessions compared to family sessions within treatment for gaming disorder?




2 Material and methods



2.1 Study design

This study used a qualitative design to explore patients’ experiences of undergoing psychological treatment for gaming disorder. Data were collected through semi-structured interviews, and analysis followed a qualitative descriptive approach using thematic analysis, focusing on summarizing and categorizing participant responses. The qualitative descriptive approach was chosen to provide a comprehensive summary of patient experiences while remaining close to their actual descriptions (28, 29).




2.2 Study participants and recruitment

Participants were recruited through purposive sampling from a specialized clinic offering psychological treatment for gaming disorder. Eligible participants were aged 13–19 years and had either completed or were in the final phase of the treatment. A list of all possible interview candidates was created (N=25). The aim was to include both male and female participants, however, as there was only one female on the list of potential candidates, we chose to exclude her to reduce the heterogeneity of the sample. Two participants were excluded because only their parents had participated in the treatment, and the adolescents themselves had no direct contact with the therapist. An additional three candidates were excluded, due to a combination of their young age (13–14 years) and other factors, indicating they were too vulnerable to participate in an interview with an unfamiliar interviewer. This left 19 eligible participants, who were contacted to ask if they were interested in participating in the study. Of those three did not respond when called by telephone or contacted with text messages. Seven eligible participants declined to participate when asked. Nine patients initially agreed to participate, but one did not attend the scheduled interview. The final sample thus consisted of eight male participants who completed the interview process. In the end, we interviewed all eligible patients who agreed to participate at the start of the study. For information about the participans, see Table 1.


Table 1 | Description of participants.






2.3 Treatment description

The psychological treatment provided at the specialized clinic was developed specifically for gaming disorder and is described in more detail, including its development process, in a previously published protocol (47). The treatment is module-based and the modules consists of interventions from CBT and family therapy. It is tailored to each participant, with therapists selecting relevant modules based on clinical assessment of the adolescent’s age, family situation, level of functioning, and treatment goals. Treatment generally aims at 15 treatment sessions covering one to six modules, although this may be adjusted based on individual needs.

The treatment includes ten CBT-based individual modules and seven FT modules. The individual sessions aim to help participants reduce problematic gaming, engage in alternative activities, and develop new coping strategies. Modules cover areas such as behavioral activation, daily structure, psychoeducation on sleep, nutrition and exercise, impulse control, emotion regulation, working with thoughts, social anxiety, procrastination, conflict management and problem-solving. The family therapy modules include sessions with the entire family, the parents alone, or the adolescent alone, in most treatment it is a combination of these. The family therapy modules can be delivered in sessions with the entire family, the parents alone, or the adolescent alone, and in most cases, a combination of these formats is used. These modules aim to reduce conflict, increase engagement in other activities, and increase parental support. Topics include psychoeducation about gaming, alternative activities to gaming, increasing positive interactions, balancing demands and support, making agreements, setting boundaries with emotional validation, and conflict management.

While some sessions are clearly structured as either individual or family-based, the treatment encourages integration, allowing therapists to combine CBT and family therapy strategies. For example, emotion regulation skills from CBT may be reinforced through family sessions that focus on validating the adolescent’s emotional experiences and reducing conflict at home. Overall, the treatment emphasizes understanding the function of gaming in each participant’s life, identifying why they struggle to balance gaming with other responsibilities, and supporting them in re-engaging with school, work, and daily activities.

On average, participants received a total of 18.75 sessions (range: 7-28). For most, the first three sessions were dedicated to assessment and treatment planning, with the remaining were treatment sessions. All but one participant received both CBT and family therapy sessions; one participant received only individual CBT sessions. The ratio between CBT and family sessions varied across the participants, with an average of 12.5 family sessions (range: 0–26) and 6.25 individual CBT sessions (range: 2–23). Missed sessions occurred in all treatments, with an average of 4 missed sessions per participant (range: 1–6). Of the eight treatments, two ended earlier than initially planned, after 7 and 8 sessions, respectively.




2.4 Data collection

Interviews were conducted after treatment completion or in the final phase of treatment. All interviews were conducted by the second author, who was not affiliated with the clinic and had no prior contact with the participants, The interviews were conducted face-to-face or via videoconferencing, depending on participant preference. The interviews followed an interview-guide (see supplement) with open-ended questions and follow-up questions. The average interview length was 34 minutes. All interviews were audio-recorded and transcribed verbatim. No notable differences in length or content were observed between in-person and videoconferencing interviews.




2.5 Data analysis

The study followed a qualitative descriptive research design, as described by Sandelowski (28) and Villamin, Lopez (30). The data were analyzed using thematic analysis (31). The aim was to remain close to the data, providing straightforward descriptions, and summarizing participant experiences. To analyze the data, the first and second authors independently read all transcripts to familiarize themselves with the content. They then coded the first four interviews separately, identifying key descriptive elements. Afterward, the first, second, and third authors met to discuss and refine the coding structure. Using this refined code structure, the first and second authors analyzed the remaining four interviews separately (they were also allowed to add new codes). A meeting with the third author was held to confirm the coding structure. To ensure consistency and accuracy, the first and second authors re-analyzed all interviews separately using the final coding framework. Lastly, the first, second, and third authors met again to finalize the descriptive categories and summarize the findings.

All participants who were available at the starting point of the study were included in the sample. During the process of analyzing the data, saturation was continuously assessed, and as the existing data provided was determined sufficient to address the research questions, no further participants were invited to the study even as new patients entered treatment.




2.6 Ethical considerations

The study was approved by the Swedish Ethical Review Authority (DNr: 2021-05923–01 and 2023-06393-02). Written informed consent was obtained from participants aged 15 years and older. For those aged 13–14 years, consent was obtained from their legal guardians. Data were pseudonymized to protect participant identities, with participants labeled as Participant 1 to 8 (P1-P8) and all transcripts were stored securely. Participants were informed that participation was voluntary and that they could withdraw at any time. Given the nature of the study, participants were provided with information on support services in case discussing their experiences caused any distress. The study followed to the ethical principles outlined in the Declaration of Helsinki.





3 Results

The analysis of the interviews identified six main categories that reflect male adolescents’ perceptions of gaming as a problem and their experiences of psychological treatment for gaming disorder. The first category, Perception of gaming as a problem, explores how participants viewed their gaming behavior and the factors that contributed to it becoming problematic. Help-seeking and motivation for treatment focuses on what motivated participants or their families to seek help and how motivation changed over time. In Experiences and reflections on treatment, participants shared their overall satisfaction, suggestions for improvement, and reflections on the treatment’s focus. Changes following treatment describes perceived improvements in gaming behavior, school functioning, daily routines, and family relationships. The category The therapeutic relationship and the therapist’s knowledge of gaming highlights how the therapeutic relationship and the therapist’s familiarity with gaming effects participants’ experiences. Finally, Experiences of individual contra family sessions captures participants’ reflections on the different functions and strengths of individual versus family therapy sessions.



3.1 Perception of gaming as a problem

Most participants did not perceive themselves as having gaming disorder or problematic gaming behavior. When asked about in what way their gaming had been a problem for them, several explicitly stated that they did not believe their gaming had caused any significant issues in their lives. One participant explained:


“Well, no, since it was never really a problem, I think. Because I would have thought it was a problem if I, like, didn’t go to school and just sat around, but I was going to school and all that.” (P1)



Two participants identified their gaming as a problem from the start of the interview. One participant explicitly described himself as “being addicted to gaming” and stated that he recognized this because he had prioritized gaming over everything else for several years. Another participant described his gaming as excessive and believed that it negatively impacted his functioning in important areas of life, especially school.


“I didn’t think I was addicted until after last year, [but looking back, I realize] I went home and played [ … ] from the moment I came home until bedtime, each and every day for nine years.” (P3)



However, even though participants did not always characterize their gaming as problematic, most of them described it as having negative consequences in their daily life. Several participants reported that gaming affected their health, particularly their sleep which led them to be tired during the days, making it difficult for them to function in everyday life. One participant recalled how sleep deprivation had affected him:


“I was at home gaming and I hadn’t slept for almost 24 hours, and when you’re gaming [you are exposed to] so much bright light, so I suffered some kind of, you know, epileptic seizure or something. That’s when my mom said, ‘Enough is enough.’” (P1)



Half of the participants reported that gaming negatively affected their school performance, attendance, and grades. One participant reflected:


“I never stopped [gaming], and it mainly affected my schoolwork and stuff like that. I just couldn’t focus on anything else than gaming because I was gaming all the time [….] I knew I had a problem because I could see my grades dropping every single day.” (P7)



Many participants described conflicts with their parents in general and specifically about their gaming habits. They also mentioned social withdrawal as they spent more and more time gaming instead of engaging in other activities. They particularly mentioned that they choose to play instead of spending time with their family members.

Some participants proposed specific factors that they believed had contributed to their gaming habits. One participant explained that a traumatic event led to increased gaming. Having nothing else to do during recovery after an accident, it became a way to escape reality:


“Well, I was in a traffic accident [a few years back], and I was in a wheelchair for almost the entire period from April to June or July. During that time, I spent about 90 percent of my time indoors, just playing games. And then it just continued. Even when I got better, I still had the urge to play.” (P1)



Another participant suggested that neurodevelopmental conditions, such as autism and ADD, might increase vulnerability to excessive gaming. He linked his diagnosis to having greater difficulty in meeting daily responsibilities, which in turn influenced his gaming behavior:


“Yes, I think that … well, many of these problems with gaming addiction can be strongly connected to diagnoses. It can be things like autism and such that contribute to becoming more addicted to gaming and so on … because I think that if I hadn’t had autism or ADD, I might not have become addicted to gaming, but I believe that’s the reason why I did.” (P3)






3.2 Help-seeking and motivation for treatment

Most participants did not initiate treatment themselves and expressed low motivation or indifference at the start of treatment. One participant had experienced strong resistance to the treatment throughout the process. Others that had felt poorly motivated initially gradually developed motivation as they progressed in therapy. Only one participant reported being highly motivated from the start and maintaining that level of engagement throughout. The change in motivation was illustrated by one participant who at first was reluctant to participate in therapy because he doubted that he could be helped:


“At first, I wasn’t really motivated. I think I even skipped [a few sessions] because, just because, you know [ … ]. I didn’t think that anything could help me. So I wasn’t very motivated to see, you know, like psychologists and stuff, because I didn’t believe that it would help. But after having went there a few times, I managed to feel more motivated and realized, ‘Okay, maybe this actually can help me.’ And in the end, it did.” (P6)



Another participant, who acknowledged having a gaming-related problem, described how his motivation had grown with time from an initially low level when he felt that he was helped by the treatment:


“I would say that at first, [my motivation] was very low. I went there just to see if it could help [ … ]. When I saw how I got closer to my parents and noticed the results, I would say that it grew, the motivation [to participate].” (P7)



Many participants shared the experience of lacking a clear reason for seeking treatment and had a hard time articulating what exactly they needed help with. Even though all participants were directly asked in what ways their gaming had been a problem prior to treatment, and how their gaming had contributed to seeking professional help, several struggled to provide clear answers or reflect on these questions. It was not their own initiative to seek help, instead it was their parents or school that initiated the contact. For half of the participants, parents had initiated contact with the clinic due to concerns about health, sleep, or school attendance. In one case, a parent sought help after discovering that their child had lost money gambling which triggered a worry about gaming as well. One participant described that his mother sought help for his gaming, even though he didn’t feel he played much:


“No, not that much [time spent gaming], it was my mom who sought [help]. [ … ] [she thought] that I played too much. But I wasn’t really allowed to play at all.” (P5)



For two participants, school personnel introduced the idea of treatment, after concerns had been raised about poor attendance and academic performance.


“It was actually both my mentors and my school nurse who introduced me to this … assessment. And it happened after my mentors raised concerns that I was never attending class. That was basically the reason I went there, to improve my grades and be more in class.” (P7)



The fact that most participants did not initiate help-seeking themselves aligns with their low initial motivation and that they did not think that their gaming behavior was problematic.




3.3 Experiences and reflections of treatment

Participants’ experiences of the treatment include their overall satisfaction, what they thought was good, areas for improvement, and their perception of the treatment’s focus. While most participants described their experience as positive, they provided only limited reflections on what specifically worked well for them. Many found it difficult to elaborate on their thoughts about the treatment and often stated that they had nothing to add. It was common for participants to express general satisfaction, frequently mentioning that they liked the treatment, and saw no need for changes. This lack of clarity is reflected in one participant’s statement:


“I think everything was good. It has helped me a lot” (P5).



Several participants stated that the treatment addressed more than just gaming. One participant mentioned that gaming was discussed only briefly, while another stated that it was barely addressed at all. In contrast, some participants felt that a significant portion of their sessions focused on gaming-related issues, with some viewing it as a central focus while others experienced it as a secondary concern. But overall, participants described the treatment as being more focused on helping them manage other aspects of life, such as school, sleeping habits, relationships and increasing engagement in other activities. As one participant explained:


“Yeah. No, not really. I guess it was more about going out and doing things and stuff like that, but not really [gaming]” (P2)



Several participants expressed that they were satisfied with this approach, feeling that the balance between addressing gaming and other life factors was appropriate.


“It [the treatment], doesn’t really focus on reducing your gaming, rather, it’s more about increasing other activities or things like that” (P4)



Another described how the treatment initially focused on gaming but later shifted to his problems in school:


“we started with the gaming, and it didn’t take long at all. It was about a week, and then we kind of … we came up with a plan, and we’ve just stuck to it. And now, we’ve almost only been talking about school” (P5)



Feedback regarding specific aspects of the treatment that were perceived as less effective was limited as well, despite the interviewer explicitly asking about it. However, one participant emphasized the need to explore the underlying reasons behind excessive gaming and suggested that the therapist should take a more active role in identifying alternative activities to gaming. Another participant argued that the treatment had not focused on gaming until late in the treatment and would have wished it had done so more in the beginning instead. He also noted that long breaks between sessions led to a relapse into old habits, stating:


“There was quite a long period when we didn’t meet, maybe a month or so, and … at the beginning of that period, it was fine, but I felt that the longer it went without a session, the more I returned to old habits, staying in my room all day and so on. And it felt like the longer we went without meeting, the worse it got” (P7).



One participant was clearly negative about the treatment, stating that it had not been helpful at all. He felt it focused too much on reducing gaming and on tasks like cleaning his room and making his bed. He offered limited reflections beyond this, both in terms of what he disliked and what could have been improved.


“Nothing helped. We agreed that I would go to bed at 9 p.m., and I do that.” (P8)



Another participant noted that the treatment was not effective for him personally, and had a hard time suggesting how the treatment could be improved.


“It’s not like there was anything wrong with the sessions themselves or anything like that. It was just mostly that I didn’t feel it worked for me, and in that case, it’s hard to say what could have been done differently” (P4)






3.4 Changes following treatment

Reported changes from the treatment were primarily seen in three areas: gaming behavior, improvements in school and daily routines, and relationships with family members. Participants did vary in how their gaming behavior had changed after treatment. The changes in gaming behavior were often linked to changes in other important areas of life. Half of the participants reported that they played less than before, often describing their gaming as now being at a normal level, similar to their friends, which allowed them to engage in other activities.


“Today, I still play, but not as much. Maybe around 20 hours a week, which I think is pretty normal.” (P1)



For some, gaming activities became more structured, and they gained a better understanding of their gaming habits, which allowed them to manage their gaming more consciously:


“I feel like I make an active choice to sit down at the computer. And I don’t really know what drives that decision, like what influences me in making it, but I do it … I think: “Now, now I’m sitting down at the computer because I want to play, not just because I’m at home, so I automatically sit down at the computer.” (P7)



Many participants described improvements in other areas of life beyond gaming as a result of treatment. They mentioned better sleep, increased physical activity and more social interactions.


“My sleep has improved a lot, and my gaming has improved in the sense that I play less. I have more time to do other things.” (P3)



Better attendance and academic progress were reported by several participants. Two participants said that the treatment helped them return to school after being absent for several months.


“Before, I didn’t go to school at all, but now I go almost every day. It has gotten better, and I’ll be starting high school in the fall.” (P6)



Most participants reported improved relationships with family members and felt that their parents had developed a better understanding of their gaming habits. Some described that their parents had gained a more balanced view of gaming. Several participants described fewer conflicts at home related to gaming. One explained that while disagreements still occurred, they were less intense:


“We used to have explosive fights at home with a lot of yelling and similar things, but it doesn’t feel like that happens much anymore, at least, it happens a lot less now” (P7)



Even the participant who did think the treatment was not very helpful acknowledged that the conflicts in his family had decreased. While he remained critical, he recognized some improvement in his home environment:


“Well, that’s the only thing, [the arguments] don’t happen as much anymore” (P8)



It was common that the participants described how reducing their gaming and attending school more regularly improved the family climate, as it reduced parental stress and conflict at home. Another participant gained a deeper understanding of his parents’ concerns about gaming, which helped shift his perspective and resulted in a more cooperative approach.


“Before, I saw my parents as the enemy, they were the ones trying to take gaming away from me. But through treatment, we’ve improved our relationship, and I understand why they were concerned. And they also understand why I played so much. So now, we understand each other better.” (P7)



Not all participants experienced changes or lasting changes in their relationships. One participant described that he had always received strong support and understanding from his family, meaning there was no noticeable change in their relationships. This was the only participant who only had individual sessions and no family sessions. Another participant explained that his family dynamic improved during the treatment but later returned to the way it was before. He attributed this to the therapist’s guidance and suggestions on how to handle their relationship at home during the treatment. However, he noted that without the ongoing support of the therapist, his family relationships gradually returned to how they had been before treatment.




3.5 The therapeutic relationship and the therapist’s knowledge of gaming

The participants’ experiences of the therapeutic relationship centered around two key aspects: the quality of their relationship with the therapist and the therapist’s knowledge of gaming. Almost all participants described their relationship with the therapist as positive. They reported feeling comfortable, supported, and understood, and describing the therapist as easy to talk to, empathetic, and able to provide helpful insights. Some participants specifically mentioned that their therapist was a good match for them. One participant felt that the treatment and therapist were not necessarily bad but rather that it was not the right fit for him.


“The therapist was easy to talk to and seemed to understand me in a different way than others do.” (P2)



Almost all participants emphasized the importance of the therapist having knowledge about gaming and generally they perceived their therapists as being well-informed about gaming and its effects. Participants considered this to be beneficial for both the treatment process and the therapeutic relationship and emphasized that having a therapist with gaming-specific knowledge made it easier to feel comfortable and open in conversations. One participant expanded on what this would have meant for him in a previous psychological treatment:


“If my therapist knew which game I played and asked me something like, ‘What rank are you?’ and things like that, it would have made it much easier to open up, because it feels good when they actually understand. (P3)



Another participant similarly stressed how therapist knowledge positively impacted him treatment experience:


“I think that if he hadn’t known so much, the treatment would have gone much worse, if he didn’t understand anything about what we were talking about. But he did, so I would say that was positive.” (P4)



One participant downplayed the importance of therapist knowledge in their own case, since his treatment primarily focused on areas of life unrelated to gaming. Nonetheless, he still acknowledged that therapist expertise in gaming could be important for reaching other patients and making progress in treatment. Another participant emphasized the value of having a therapist who had personal experience with gaming-related difficulties, as this could improve understanding and connection. He argued that the therapist needs to have experienced this themselves to understand how it is and be able to help other people.

In contrast, one participant felt that their therapist lacked sufficient knowledge about gaming, which resulted in the participant having to explain and educate their therapist about video games. Even if he was critical of his therapist knowledge, he still, like the others said that it was important that the therapist knew about video-games and gaming.


“He doesn’t even know. I have to explain to him what I play and how it works. And it feels like he doesn’t know much. He just tries to reduce [my gaming] without understanding how it works.” (P8)






3.6 Individual contra family therapy sessions

Participants described individual and family sessions as serving different but complementary roles. In the individual sessions, participants had the opportunity to talk about their thoughts and feelings, while the family sessions were often described as emotionally challenging but important for increasing understanding and reducing conflict. As previously described, one participant had only individual sessions, while the rest had a combination of individual and family sessions. They expressed satisfaction both with the therapy format in general, and with the combination of individual and family sessions they received. Two participants explicitly wished for more individual sessions, while two others described the family sessions as the most beneficial part of their treatment.

The experience of individual therapy sessions was largely reported as positive, with participants describing them as an opportunity to focus on their personal experiences, emotions, and challenges. Some appreciated that these sessions allowed them to discuss issues they did not feel comfortable addressing with their parents. A few participants also found individual sessions useful for discussing practical matters. One participant noted that these sessions also served as a form of social training, helping him build confidence in speaking with a therapist and giving him the opportunity to practice expressing himself without his mother present. This points to the importance of being attentive to power dynamics in therapy, with adults unintentionally may overshadow the adolescent’s perspective.


“when I sit alone with the psychologist, it becomes easier for me to speak my own mind. Because before, when I sat with my mom … my mom used to take over and answer for me.” (P6)



The family sessions, on the other hand, were seen as important in improving family dynamics. Several participants described these sessions as challenging yet beneficial, with a particular focus on addressing conflicts and misunderstandings at home. Some reported that hearing their parents’ perspectives on their gaming behaviors helped them gain new insights into their family relationships.


“The most helpful were probably the family sessions, where I got to take in what everyone else, or what they also felt about it. And to understand that I shouldn’t do it again…. but they were also the hardest.” (P2)



Many participants described other differences between individual and family sessions as well, noting that family sessions tended to emphasize what was working, whereas individual sessions allowed for more open discussions about their problems.





4 Discussion

This qualitative study explored the experience of male adolescents undergoing a psychological treatment for gaming disorder. The participants generally had positive experiences, particularly appreciating the combination of family therapy and individual CBT sessions. They highlighted the value of a broad therapeutic focus that addressed not only gaming behaviors but also important areas of functioning such as their school situation and family relationships. Notably, most adolescents did not perceive their gaming behavior as their main problem; rather, they talked about their gaming in relationship to problems in other areas of functioning such as school, sleep and interpersonal relationships. The participants mostly did not view their gaming as their main problem. Instead, they tended to describe problems in other areas of life and the relationship between gaming and those problems. School problems emerged as particularly important reason for seeking treatment with several participants struggled with attendance. This aligns with previous research linking academic stress to problematic gaming (32). Notably, in individual cases, improvements in school appeared closely associated with reductions in problematic gaming, which further illustrates the interconnectedness of gaming behaviors with broader life challenges. Family conflicts were another frequently concern, and participants described family relationships as more distressing and central to their difficulties than the gaming itself. Again, this underscores how problematic gaming often is connected with broader life challenges.

These findings reflect the debate on whether gaming disorder should be considered a psychiatric diagnosis (46, 2). Kardefelt-Winther (46) argues that problematic gaming is better conceptualized as a coping mechanism or an external expression of underlying psychosocial distress rather than something which needs to be pathologized in itself. Similarly, Van Rooij et al. (2) question the usefulness of the diagnosis gaming disorder, arguing that negative consequences involving gaming can typically be explained in terms of broader psychosocial rather than gaming-specific factors. Our finding reflects this in some ways, as participants generally did not identify their gaming behavior as problematic in the clinical sense defined by ICD-11, but recognized that their gaming became problematic when it negatively impacted important areas of everyday functioning and interpersonal relationships. However, this does not mean that gaming is not a problem for these participants. Rather it shows the need for clinicians to be cautious about framing gaming as pathological, clinicians should explore, together with the patient, their perceived difficulties and how gaming relates to these challenges.

Overall, participants described their treatment experiences positively, especially with reference to the broad focus of the treatment and therapists’ knowledge about gaming. Many noted that the treatment not only targeted gaming behaviors but also addressed broader life areas, such as school, family relationships, and daily routines. While participants found it surprising that treatment for gaming disorder was not more focused on gaming itself, they considered this approach suitable for them personally, in that they recognized that their own gaming was connected to broader life difficulties.

This aligns with previous research showing that problematic gaming frequently co-occurs with psychiatric comorbidities, psychological distress, neurodevelopmental disorders (ADHD, ASD), suicidal ideation, impaired executive functioning, loneliness, social difficulties, sleep disturbances, and lower academic achievement (10, 11, 33–36). In line with Process-Based CBT principles proposed by Hayes and Hofmann (37), targeting the most accessible or influential symptoms within a network of interrelated symptoms can lead to improvements with minimal effort. Indeed, several participants noted significant improvements in school performance and family relationships, areas they valued highly, which suggests that positive change in one area of life often led to improvements in others.

The therapeutic relationship was mostly reported as positive, with most participants feeling understood and supported by their therapists. Therapists’ perceived knowledge of gaming and gaming culture appeared particularly important. Participants expressed that it was easier to engage with and open up to a therapists who appeared to understand the gaming world. Interestingly, therapists at the clinic often had only a basic understanding of gaming and no personal experience with problematic gaming, yet they were still perceived as knowledgeable and that this positively affected the treatment. This suggests that indicating that empathy, validation, and genuine interest might matter more than detailed expertise. This finding is consistent with research on the therapeutic alliance, which emphasizes that the effectiveness of psychological treatment is shaped not only by the therapist’s content expertise, but also by the patient’s experience of feeling accepted and supported, and by therapist qualities such as empathy, openness, and warmth (38, 39). These findings also align with research showing that cultural competence can increase the effectiveness of psychological treatments (40). Van Rooij, Schoenmakers (41) similarly argue that therapists who are familiar with digital culture are better positioned to build a strong therapeutic foundation with youth presenting with problematic internet use. On the other hand, clinicians’ own biases may create barriers: Ferguson (42) found that many clinicians hold negative beliefs about video games, especially when lacking direct experience of gaming, which can inadvertently affect how young clients feel perceived in therapy. This underlines the importance of therapists adopting a stance of curiosity rather than judgment. In line with this, even a basic understanding of gaming, when combined with empathy and non-stigmatizing attitudes, appears sufficient for building a strong therapeutic alliance with adolescents seeking help for gaming-related problems.

Participants described the combination of individual and family therapy sessions as beneficial. Family sessions were often experienced as more challenging. At the same time, participants reported that these sessions improved understanding and communication between them and their parents, reducing conflict and improving family relationships. Individual sessions provided an opportunity for the participants to speak more openly and address personal concerns, pointing to the importance of combining both therapeutic formats. Previous research on gaming disorder has primarily focused on CBT, but a recent meta-analysis suggested that, although more research is needed, incorporating family interventions into CBT may improve treatment effectiveness (18). The rationale for including family therapy is supported by evidence that gaming disorder develops within a familial context, where factors such as parent-child relationships play significant roles (43, 44). Problematic gamers tend to spend less time with parents, perceive parental relationships as more hostile, receive less affection, and describe their family climate as more problematic (15). Bonnaire, Liddle (14) argues for involving parents in treatment, highlighting that family relationships serve as protective factors and that parenting style influences adolescent development and emotional regulation. They particularly recommend interventions that help parents feel valued, encouraging sustained support and reducing critical communication. Our participants seem to agree with these ideas, repeatedly talking about the importance of improving communication with their parents and increasing mutual understanding.



4.1 Implications

The clinical implication that participants typically do not consider gaming their primary problem points to the need to broaden the therapeutic focus beyond gaming behavior to address underlying psychosocial issues. Although gaming may not represent adolescents’ main concern, it remains a central aspect of their daily lives and closely connected with their broader difficulties. Consequently, specialized clinics for gaming disorder are valuable, not because gaming itself should be the exclusive focus of intervention but because clinicians in specialized settings might be better equipped to recognize gaming as part of a broader network of interconnected symptoms, enabling interventions to prioritize areas where change will have the greatest impact. Specialized settings also offer adolescents a sense of their gaming being understood and that the gaming is not criticized, as they highlight how important it is that they feel that the clinicians have knowledge about gaming. Clinicians who possess knowledge about gaming can create greater patient engagement and strengthen the therapeutic alliance, even when treatment primarily targets areas other than gaming directly. Furthermore, integrating family therapy into treatment is important because it addresses the relational dynamics that contribute to gaming disorder. Strengthening family relationships not only reduces conflict but also enhances the adolescent’s sense of being supported and understood, which may be key to long-term improvements in both gaming behaviors and overall well-being.




4.2 Limitations

This study has several limitations that should be considered. On some topics, particularly when participants were asked to reflect on what was helpful in treatment or what could be improved, the data were limited. We believe this reflects the characteristics of the participant group, many of whom had low everyday functioning and struggled to reflect on these abstract topics. Therefore, we do not expect that a larger sample would have reduced this limitation. However, we have systematically missed the experiences of certain patients due to ethical considerations, as we excluded younger participants who were deemed too vulnerable to take part in the study.

Another limitation is that all participants were male. We made this choice deliberately, as only one female was available for interview at the time, and we wanted to reduce heterogeneity in the sample. The fact that the eligible sample pool only contained one female reflects the gender distribution typically seen in clinical settings, where gaming disorder predominantly affects males (9, 45). However, future research should explore the experiences of female patients and examine potential gender differences in experience of gaming disorder and the treatment of it.

Finally, as with all qualitative research, the aim was to generate a rich and detailed understanding rather than generalizable findings. The results should therefore be interpreted within the specific context of this study. Several steps were taken to enhance the validity of the study. Reflexivity was addressed by ensuring that the interviewer had no prior relationship with the participants, did not work at the clinic, and had limited prior knowledge of gaming disorder, which helped reduce potential bias during data collection. However, the first author, who participated in the analysis, was also a therapist at the clinic and had treated some of the participants. This insider perspective may have influenced the interpretation of the data. To strengthen the credibility of the findings, investigator triangulation was used: two researchers independently coded the data and discussed the analysis in regular meetings with the third author, a non-clinical mental health researcher, who contributed to reflexivity by challenging assumptions and offering an external perspective. This collaborative process helped ensure that the final categories were grounded in the material. A potential improvement would have been the inclusion of member checking, allowing participants to review and comment on the findings.




4.3 Conclusion

This study explored how adolescent patients perceive their gaming as a problem and their experiences of psychological treatment for gaming disorder. Most participants did not perceive their gaming behavior as their main problem. Instead, they had a tendency to describe their gaming in relation to other psychosocial difficulties, such as school, family relationships and routines. Rather than focusing exclusively on gaming behaviors, clinicians should explore how gaming relates to other areas of life. The participants were generally positive of this psychological treatment for gaming disorder, emphasizing both the broad therapeutic approach and the clinician’s understanding of gaming. Although therapists’ actual gaming expertise was limited, adolescents still felt understood and validated, stressing the importance of empathy and genuine interest in therapeutic practice over detailed expertise, as for most patients. Combining family therapy with individual CBT sessions was also reported as beneficial. Participants reported that family sessions improved mutual understanding, reduced conflict, and facilitated better family communication, which in turn improved their well-being. Thus, integrating family interventions into treatments for gaming disorder appears promising and clinically relevant achieve meaningful and sustained improvements.
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