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Thesis Abstract 

 

Paper one is a literature review that investigates how childhood sexual abuse (CSA) 

victimisation relates to intimate partner violence (IPV) perpetration in adult males. Fourteen 

studies were identified as relevant following a systematic literature search. The review found 

that there is an association between CSA victimisation and IPV perpetration in adult males. 

Methodological limitations have been highlighted and evaluated in this review. Clinical and 

research implications are discussed, as well as limitations within the review. The second paper 

discusses a cross-sectional quantitative study that explored the relationship between 

increased hours of video-gaming and depression symptoms, anxiety symptoms, and cognitive 

flexibility. It also explored whether there were any group differences between genre of 

videogame being played, as well as gender of the gamer, on depression symptoms, anxiety 

symptoms, and cognitive flexibility. 163 participants were recruited for the study. Three 

multiple regression analyses were conducted, which were followed up with two sets of three 

ANOVA tests. The findings suggest that increased frequency of video-gaming did not predict 

a significant reduction in depression or anxiety symptoms, nor did it predict a significant 

increase in cognitive flexibility. There were no group differences between genre of game 

played, or between genders. However, findings did show that when age was included, 

increased video-gaming did predict a significant reduction in depression and anxiety 

symptoms, as well as a significant increase in cognitive flexibility. The findings highlight the 

lack of research into casual video-gaming in adulthood. Further research and clinical 

implications are discussed. The final report is an executive summary of the study carried out 

in the thesis. The summary received valuable feedback from three people who play 

videogames frequently. It was written for video-gamers and those who may be interested in 

this area of research. 
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Abstract 

Objectives: This systematic review identifies, summarises, and critically evaluates 

quantitative studies examining the relationship between childhood sexual abuse (CSA) 

victimisation and physical, sexual, and psychological intimate partner violence (IPV) 

perpetration in adult males.  

Method: A database search was conducted to identify eligible studies. A synthesis and 

appraisal of methodological quality of the primary studies was conducted.  

Results: Fourteen studies were reviewed, comprising of a total of 48,249 men. Despite 

methodological and statistical heterogeneity, this review indicates an association between 

CSA victimisation and all three (i.e., physical, sexual and psychological) domains of IPV 

perpetration in adult males. Overall, study quality was assessed as ‘fair’. 

Conclusions: The relationship between CSA victimisation and IPV in adulthood in males 

requires further exploration. The research in this area is thus far limited to self-report of IPV 

in non-offending populations. Future studies would benefit from including objective 

assessments of IPV and from examining the CSA-IPV relationship in offender samples. 

Further research examining the pathways from CSA to IPV are needed. 

 

 

 

 

Introduction 

Childhood sexual abuse 

Childhood sexual abuse (CSA) is defined as a child (i.e., below the age of 16) being 

“forced or tricked into sexual activities” (NSPCC) that they cannot consent to due to their 

age, and can include either contact (i.e., with physical contact being made) or non-contact 

(i.e., where no physical contact is made) abuse. CSA is a public health problem with 

significant consequences (WHO, 2017). Figures by the Office for National Statistics (ONS, 

2020) indicate that in England and Wales, around 3.1 million people (7.5% of adults) have 

experienced CSA, but the exact figure is unknown due to under-reporting. CSA is similarly 
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an issue worldwide with prevalence rates ranging from 8-31% for girls and 3-17% for boys 

(Barth et al., 2013). 

CSA is associated with poorer physical and psychological health outcomes and 

associated with a range of other adverse childhood experiences (ACEs) such as physical 

abuse and neglect (Dong et al., 2003), sleep difficulties (Steine et al., 2012), increased 

likelihood of suicidality (Draper et al., 2008), oversexualised behaviour as a child (Putnam, 

2003), depression in childhood, adolescence, and adulthood (Dube et al., 2005), substance 

misuse (Dube et al., 2003), and obesity (Noll et al., 2008). Additionally, empirical literature 

indicates that childhood maltreatment (i.e., any violent act towards a child, including 

physical, psychological, or sexual abuse, or neglect; Pinheiro, 2006) predicts involvement 

with general criminality in both adolescence and adulthood (Widom & Maxfield, 2001; Basto-

Pereira et al., 2016), as well as anti-social and violent behaviour in adolescence and 

adulthood (Derzon, 2010). In male CSA victims, research has demonstrated a link between 

CSA and physical (Mullers & Dowling, 2008), and sexual (Vizard et al., 2007) violence in 

adulthood. Research estimates that CSA costs the UK at least £10 billion annually (Radakin 

et al., 2021). However, this is based on contact offences only and as such, the true 

economic burden is likely to be higher.  

Intimate Partner Violence 

Intimate partner violence (IPV; also named ‘domestic violence’ in the empirical 

literature) is defined as “any behaviour within an intimate relationship that causes physical, 

psychological, or sexual harm to those in the relationship” (WHO, 2012). IPV is a global 

public health concern (Devries et al., 2013) due to the resulting negative health and social 

outcomes (Carmichael, 2008). In the UK, reports suggest that 27.1% of adult (i.e., 18 years 

old+) women and 13.2% of adult men have experienced IPV (ONS, 2016).  

IPV affects victims beyond the immediate physical harm experienced (Giridhar, 2012). It 

is also associated with psychological harm (Lipsky et al., 2005) and IPV victimisation may 

have a greater impact than other traumas (e.g., combat trauma) as the victim often trusts the 

perpetrator (Herman, 1992). Whilst research has typically focused on physical (e.g., kicking, 

hitting) IPV, it is now recognised (WHO, 2013) that IPV perpetration can take other forms, 

including sexual (e.g., forcing someone to engage in specific sexual acts), and psychological 

(e.g., humiliation, intimidation) IPV. Physical IPV victimisation can result in an increased 

likelihood of further traumatisation (i.e., other types of IPV victimisation; Coker et al., 2000a), 

and poorer mental health (Briere & Jordan, 2004). Psychological IPV victimisation has been 

associated with an increased likelihood of depression, poorer self-esteem and 

socioeconomic status (Al-Modallal, 2012). Sexual IPV is associated with increased fear 
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(Herman, 1992) and Post-traumatic Stress Disorder (PTSD; Campbell et al., 2009). 

Additionally, sexual IPV is reported to be the most common type of abuse faced by women 

worldwide (Vives-Cases et al., 2011).  

IPV costs the UK an estimated £66 billion annually (Oliver et al., 2019). It has become 

an increasing concern in the UK (MacManus et al., 2022), likely due to the increased 

prevalence during the COVID-19 pandemic (Campbell, 2020). It is therefore important to 

understand contributing factors. A range of risk factors have been associated with IPV 

including substance misuse (Bennett, 2008), lower socio-economic status (Kiss et al., 2012), 

low marital satisfaction (Stith et al., 2004), and gendered beliefs relating to men holding 

power (Ridgeway & Correll, 2004). Research suggests these risk factors are cumulative and 

a variety of complex factors (e.g., Personality Disorder diagnosis) can increase the risk of 

IPV perpetration (Dixon & Graham-Kevan, 2011). Furthermore, studies have reported an 

association between ACEs and IPV perpetration (Fleming et al., 2015). For example, 

Ehrensaft and colleagues (2003) reported that experiencing physical and sexual childhood 

abuse, in addition to childhood conduct problems, predicted IPV perpetration in adult males. 

Association between CSA victimisation and IPV perpetration 

Whilst the association between developmental trauma (e.g., neglect, parental substance 

misuse) and adult offending is well-established (e.g., Fox et al., 2015), the relationship 

between CSA victimisation and IPV perpetration is less researched. Existing research 

indicates an association between ACEs and IPV perpetration (Bell & Higgins, 2015), 

however the specific pathways from CSA victimisation and IPV perpetration remains unclear. 

Several theoretical models have sought to explain the relationship between experiencing 

violence in childhood and the perpetration of violence in adulthood. For example, the 

Intergenerational Transmission of Violence Theory (ITVT; Kalmuss, 1984) hypothesises that 

children who witness inter-parental violence are more likely to engage in IPV in their adult 

relationships (Black et al., 2010).  

More recently, the General Aggression Model (GAM; Anderson & Bushman, 2002) has 

been applied to understand IPV. The GAM is an integrative framework for understanding 

aggression and considers personal (e.g., gender, IQ) and situational (e.g., poverty) factors 

that can independently impact on an individual’s internal states (e.g., cognitions), 

subsequently influencing behaviour (Bushman & Anderson, 2020). The GAM hypothesises 

that individuals who experience childhood maltreatment are more likely to develop 

‘aggressive scripts’ (i.e., “conflict should be resolved with aggression”; Allen et al., 2018). As 

such, men with developmental trauma histories are more likely to use violence to deal with 

frustration as it is “acceptable” (Wareham et al., 2009). Another model, the Developmental 
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Traumatology Model (De Beilis & Putnam, 1994) suggests victims of childhood maltreatment 

are more likely to develop PTSD. Individuals with PTSD symptoms tend to hold beliefs that 

others are seeking to intentionally hurt them, consequently exhibiting aggression, including 

IPV perpetration (Taft et al., 2011).  

In support of the ITVT model, a recent meta-analysis (Li et al., 2020) reported a small 

effect size (r = 0.16) for the association between ACEs—including CSA—and IPV 

perpetration, with a stronger relationship in males than females. Furthermore, there was a 

significant relationship between CSA and IPV perpetration, but specific data pertaining to 

males only was not reported. 

The current review 

Existing reviews and meta-analyses have focused on childhood maltreatment more 

generally and IPV perpetration (Li et al., 2020), as well as CSA and general criminality 

(McGrath et al., 2011). However, this is the first known review to examine studies evaluating 

the relationship between CSA victimisation specifically and IPV perpetration in adult males 

(i.e., individuals assigned as male at birth). Given the majority of IPV is perpetrated by male 

intimate partners (Garcia et al., 2005), it was considered prudent to review studies focusing 

on men. Furthermore, studies examining the link between CSA and all three domains of IPV 

perpetration were included, as empirical studies have reported associations between CSA 

and physical (Godbout et al., 2017), psychological (Rosen et al., 2002), and sexual (Fulu et 

al., 2013) IPV. 

Specific aims of the current review are: 1) to review quantitative studies that have 

examined the relationship between CSA victimisation and IPV perpetration in adult male 

samples; 2) to provide a narrative synthesis of these studies; 3) to evaluate the 

methodological quality of studies included; and 4) to provide recommendations for future 

research investigating CSA victimisation and IPV perpetration.  

 

Method 

Search procedure 

Searches were conducted in accordance with the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidance (Moher et al., 2009). Scoping 

searches were conducted using Google Scholar to identify gaps in the literature. A 

subsequent database search including PsycInfo, Web of Science, SCOPUS, and 
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Staffordshire University Online Search Engine was conducted using the following search 

strings: (“childhood sexual abuse” and “intimate partner violence”) OR (“childhood sexual 

abuse” and “domestic violence”). Follow up searches were conducted to source studies 

specific to each IPV domain. The above databases were searched using the following 

search strings: (“childhood sexual abuse” and “physical intimate partner violence”) OR 

(childhood sexual abuse” and “physical domestic violence”) OR (“childhood sexual abuse” 

and “sexual intimate partner violence”) OR (“childhood sexual abuse” and “sexual domestic 

violence”) OR (“childhood sexual abuse” and “psychological intimate partner violence”) OR 

(“childhood sexual abuse” and “psychological domestic violence”). Grey literature was 

searched using OpenGrey, DART, and ETHOS using the same search strings. However, 

grey literature was not included in this review as it had not undergone a peer-review 

process. Without such stringent processes as those involved in peer-review, grey literature is 

at a greater risk of potentially being biased, inaccurate, or incomplete.  

In order to ensure eligible studies were not missed, additional searches of reference 

lists of eligible studies were undertaken, and relevant titles screened. No further studies 

were identified via this method. No date limiters were used. 

Inclusion and exclusion criteria 

Study inclusion criteria were: (1) longitudinal, cohort, cross-sectional, or case-control 

designs; (2) quantitively assessed the association between CSA victimisation (i.e., any CSA 

prior to the age of 16) and IPV perpetration (i.e., any type of physical, sexual, or 

psychological abuse towards an intimate partner) as an adult (i.e., above the age of 18); (3) 

studies that directly measured CSA victimisation and IPV perpetration either using validated 

psychometric measures, or studies where participants endorsed CSA and IPV via one- or 

multiple-item questions (e.g., ‘Were you forced into a sexual act before the age of 16?’); (4) 

published in a peer-reviewed journal; and (5) studies reporting data pertaining to male 

participants was analysed and reported separately in those studies that included both males 

and females.  

Exclusion criteria were: (1) no measure of CSA nor IPV; (2) qualitative and single case 

studies; (3) non-peer reviewed (e.g., book chapters, conference presentations, and 

dissertations/theses); (4) literature reviews; (5) studies developing a scale or questionnaire 

measure of CSA and/or IPV; (6) non-English language (due to lack of translation facilities). 
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Study selection and data extraction 

The study selection process is illustrated in Figure 1. The searches produced 1789 

results. Eligibility was established based on screening the article title, abstract, and full text. 

Duplicate results were removed after titles and abstracts were screened for inclusion by the 

first author (RMc). Once duplicates and ineligible studies were removed, 43 full-text articles 

were independently assessed by the first author. Fourteen studies met full eligibility criteria. 

Data was extracted using an electronic customised data extraction form, based on the 

relevant demographic (e.g., mean age) characteristics of the sample, study design, 

measures used to assess variables of interest, and main outcomes. Meta-analysis was not 

conducted due to the significant methodological and statistical heterogeneity across the 

studies reviewed. As such, the current review narratively synthesises the studies which met 

inclusion eligibility. 

Quality assessment 

The methodological quality of included studies was appraised using the National 

Institute of Health (NIH; NIH, 2013) quality assessment toolkit for cross-sectional studies. 

The toolkit requires assessor(s) to rate various methodological and statistical concepts to 

ascertain the internal validity of primary studies. 14 items assess a range of components 

relating to study quality including sample size justification, confounding variables, and the 

validity / reliability of outcome measures. The NIH toolkits are not designed to offer a global 

quality rating. Rather, critical appraisal using this tool involves considering each item and the 

potential risk of bias. To aid interpretation of study quality and commensurate with recent 

healthcare-related systematic reviews (e.g., Connolly et al., 2017), each study was rated as 

‘Poor’, ‘Fair’, or ‘Good’ based upon the items assessed. 

Three items (assessors blinded, different exposure levels, and loss to follow-up) were 

not included due not being applicable for cross-sectional designs. Each item was assessed 

as ‘present’, ‘not present’, ‘not reported’, or ‘could not be determined’. ’Exposure’ was 

defined as CSA victimisation and ‘outcome’ was defined as IPV perpetration. See Appendix 

1 for the quality appraisal results. 



16 
 

 

Figure 1: Prisma flow diagram
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Table 1.  

Demographics and Key Findings of the Reviewed Studies  

Citation and 

Country of 

Citation 

Study design Sample Population CSA 

measure(s) 

IPV measure(s) Main outcome(s) 

Brassard et al. 

(2014). Canada 

Cross-sectional. 

 

IPV perpetration 

assessed in the 

last 12 months.  

N = 302, Mage = 

35 

USA 

community 

clinical 

sample 

undergoing 

counselling 

for 

relationship 

difficulties or 

management 

of 

aggression.  

One self-report 

item.  

 

Endorsement 

of item was 

categorised as 

a positive 

response for 

CSA.    

CTS-2 (self-report) 

- Psychological IPV 

perpetration (eight 

items) in the past 12 

months 

- Physical IPV 

perpetration (twelve 

items) in the past 12 

months 

 

7-point Likert scale used 

to indicate frequency of 

History of CSA victimisation 

significantly correlated with 

psychological IPV perpetration in the 

past 12 months. 

 

History of CSA victimisation non-

significantly correlated with physical 

IPV perpetration in the past 12 months.   
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behaviours (e.g., ‘3 – 5 

times a year). 

Brassard et al. 

(2022). Canada 

Cross-sectional. 

 

IPV perpetration 

assessed in the 

last 12 months.  

N = 198, Mage = 

34.18 

 

- Men who had 

been in a 

couple 

relationship in 

the last 12 

months. 

USA 

community 

clinical 

sample who 

had been 

offered 

individual 

therapy for 

relationship 

difficulties or 

management 

of 

aggression.  

One self-report 

item.  

 

Endorsement 

of item was 

categorised as 

a positive 

response for 

CSA.   

CTS-2 (self-report) 

- Psychological IPV 

perpetration (eight 

items) in the past 12 

months 

- Physical IPV 

perpetration (twelve 

items) in the past 12 

months 

 

8-point Likert scale used 

to indicate frequency of 

behaviours (e.g., ‘3 – 5 

times a year’). 

History of CSA victimisation 

significantly correlated with 

psychological IPV perpetration in the 

past 12 months.  

 

History of CSA victimisation non-

significantly correlated with physical 

IPV perpetration in the past 12 months.  

 

 

 

Clarke-Walper 

et al. (2017). 

USA 

Cross-sectional. 

 

N = 691, Mage = 

NR 

 

USA armed 

forces. 

ACE (self-

report) 

- One item. 

Modified CTS (self-report) 

assessing the presence of: 

History of CSA victimisation 

significantly correlated with physical 

IPV perpetration in the past 12 months.  
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IPV perpetration 

assessed in the 

12 months. 

- Married men 

whose most 

recent 

deployment 

was in Iraq. 

 

5-point Likert 

scale used to 

indicate 

frequency of 

abuse (e.g., 

‘very often’).  

- Moderate physical IPV 

perpetration (four 

items) in the past 12 

months 

- Severe physical IPV  

perpetration (four 

items) in the past 12 

months 

 

Endorsement of any items 

was categorised as a 

positive response for IPV. 

 

Men with history of CSA had a 

significantly higher odds ratio of 

perpetrating physical IPV. 

Cubellis et al. 

(2016). USA 

Cross-sectional / 

Retrospective 

longitudinal.  

 

IPV perpetration 

assessed in the 

last 12 months.  

Subset of data 

from the IDVS. n 

= 13659 (29% 

male), Mage = 

23.04 

 

- Men who had 

been in a 

International 

sample of 

University 

students.  

Eight self-

report items 

from IDVS.  

 

Endorsement 

of any items 

was 

categorised as 

CTS-2 (self-report) 

- Physical IPV 

perpetration (12 items) 

in the past 12 months.  

 

7-point Likert scale used 

to indicate frequency of 

History of CSA victimisation 

significantly correlated with physical 

IPV perpetration in the past 12 months. 

 

CSA victimisation increased the 

likelihood of physical IPV perpetration 

by 50%.  
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relationship 

for more than 

1 month. 

a positive 

response for 

CSA.   

 

behaviours (e.g., 3 – 5 

times a year’). 

Fang & Corso 

(2007). USA 

Cross-sectional / 

Retrospective 

longitudinal. 

 

IPV perpetration 

assessed in the 

last 24 months.  

Subset of data 

from Wave 3 of 

Add Health. n = 

9368 (45% male), 

Mage = 21.89 

 

- Men who 

reported 

having at 

least one 

relationship 

that included 

sexual contact 

in the last 24 

months. 

USA 

community 

sample. 

One self-report 

item from 

Wave 3 of Add 

Health. 

 

Endorsement 

of item was 

categorised as 

a positive 

response for 

CSA.   

 

Three self-report items 

from Wave 3 of Add 

Health measuring physical 

and sexual IPV 

perpetration in the last 24 

months. 

 

Endorsement of any items 

was categorised as a 

positive response for IPV.  

History of CSA victimisation 

significantly correlated with combined 

(i.e., where IPV domains were 

amalgamated into one construct and 

analysed simply as IPV perpetration) 

physical and sexual IPV perpetration in 

the past 24 months.  
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Fang & Corso 

(2008). USA 

Cross-sectional / 

Retrospective 

longitudinal. 

 

IPV perpetration 

assessed in the 

last 24 months.  

Subset of data 

from Wave 3 of 

the Add Health. n 

= 9352 (45% 

male), Mage = 

21.93 

 

- Sample 

limited to 

males who 

had been in at 

least one 

relationship in 

the last 24 

months. 

USA 

community 

sample.   

One self-report 

item from 

WAVE 3 of 

Add Health. 

Two self-report items from 

Wave 3 of Add health 

measuring physical IPV 

perpetration in the last 24 

months.  

 

Endorsement of any items 

was categorised as a 

positive response for IPV. 

History of CSA victimisation 

significantly correlated with physical 

IPV perpetration in the past 24 months.  

 

History of CSA victimisation directly and 

significantly increased the likelihood of 

physical IPV perpetration by 17.63%.  

Fulu et al. 

(2017). 

International 

Cross-sectional. 

 

N = 13284 (77% 

male), Mage = NR 

 

- Representativ

e sample of 

Community 

sample from 

Asia and the 

Pacific.  

 

CTQ (self-

report) 

- Two items. 

 

Fifteen self-report items 

related to a current or 

former intimate partner 

and assessing physical, 

sexual, and psychological 

History of CSA victimisation 

significantly correlated with physical, 

sexual, and psychological IPV 

perpetration in the last 12 months, as 

well as poly-perpetration (i.e., both 

physical and sexual IPV [note 



22 
 

IPV perpetration 

assessed in the 

last 12 months.  

men aged 18 

– 49, 

randomly 

selected from 

census data, 

in six 

countries. 
 

Sample was 

taken across 

nine diverse 

(i.e., rural 

and urban) 

sites in six 

countries. 

Four-point 

Likert scale 

used to 

indicate 

frequency of 

abuse (e.g., 

‘often’).  

IPV perpetration in the last 

12 months.  

 

Measure based on the 

WHO Multi-country Study 

on Women’s Health and 

Domestic Violence 

questionnaire, and a 

South African survey of 

IPV adapted for men by 

the authors. 

 

Endorsement of any items 

was categorised as a 

positive response for IPV. 

psychological IPV was not included in 

the reporting of poly-perpetration]).  

 

Kamimura et al. 

(2016). USA 

Cross-sectional / 

Retrospective 

longitudinal.  

 

Subset of data 

from the IDVS 

China Sample. n 

= 731 (38% 

Chinese 

University 

students.  

Self-report 

items from 

IDVS 

CTS-2 (self-report) 

- 39 items measuring 

physical, sexual, and 

psychological IPV 

History of CSA victimisation was not 

significantly correlated with physical 

IPV across participants’ lifetime.  
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IPV perpetration 

assessed across 

participants’ 

lifetime.  

male), Mage = 

21.60 

 

- Men who had 

been in a 

relationship 

for a minimum 

of 1 month.  

(number of 

items not 

reported). 

 

Endorsement 

of any items 

was 

categorised as 

a positive 

response for 

CSA.   

perpetration across the 

lifetime.  

History of CSA victimisation and 

statistical relationship to sexual and 

psychological IPV was not reported.  

 

McMahon et al. 

(2015). USA 

Cross-sectional / 

Retrospective 

longitudinal.  

 

IPV perpetration 

assessed in the 

last 12 months.  

Subset of data 

from Wave 2 of 

the NESARC. n = 

25778 (46% 

male), Mage = NR 

 

- Men in an 

intimate 

relationship in 

USA 

community 

sample.  

CTQ (self-

report) 

- Number of 

items not 

reported. 

- 5-point 

Likert scale 

used to 

indicate 

frequency 

CTS-2 (self-report) 

- 6 unreported items 

measuring physical 

and sexual IPV 

perpetration in the last 

12 months. 

 

History of CSA victimisation was not 

significantly correlated with combined 

physical and sexual IPV perpetration in 

the last 12 months. 

 

History of CSA victimisation was 

significantly correlated with combined 

reciprocal (i.e., both perpetration and 

victimisation) physical and sexual IPV.   
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the last 12 

months.  

of abuse 

(e.g., ‘More 

than once 

a month’).  

 

 

Endorsement of any items 

was categorised as a 

positive response for IPV.  

Norton-Baker et 

al. (2019). USA 

Cross-sectional.  

 

IPV perpetration 

assessed across 

participants’ 

lifetime. 

N = 873 (28% 

male), Mage = 

20.15 

USA 

University 

students.  

SAAS (self-

report) 

- 10 total 

items.  

 

Endorsement 

of any items 

was 

categorised as 

a positive 

response for 

CSA. 

BPAQ (self-report) 

- 9 items measuring 

lifetime physical 

aggression. 

 

LAVA (self-report) 

- Four indices; lifetime 

aggressive acts, injury 

to others, trouble from 

violent acts (e.g., 

contact with the police) 

History of CSA victimisation was 

significantly correlated with physical 

IPV perpetration across participants’ 

lifetime.  
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and motivated (e.g., 

lethal intent) acts.   

Renner & 

Whitney. (2012). 

USA 

Cross-sectional / 

Retrospective 

longitudinal. 

 

No time frame 

reported for IPV 

perpetration. 

 

 

Subset of data 

from Wave 3 of 

the Add Health. n 

= 10187 (49% 

male), Mage = 

21.80 

 

- Sample 

limited to 

individuals 

who had been 

in a romantic 

relationship in 

the last six 

years. 

USA 

community 

sample.   

One self-report 

item from 

WAVE 3 of 

Add Health. 

- Six-point 

Likert scale 

used to 

indicate 

frequency 

of abuse 

e.g., ‘3 – 5 

times’. 

Four self-report items from 

Wave 3 of Add health 

measuring physical and 

sexual IPV perpetration. 

 

Endorsement of any items 

was categorised as a 

positive response for IPV.  

History of CSA victimisation was 

significantly correlated with combined 

physical and sexual IPV perpetration. 

 

History of CSA victimisation also 

significantly correlated with combined 

physical and sexual reciprocal IPV 

perpetration.  

 

Men with history of CSA had a 

significantly higher odds ratio of being 

IPV perpetrators.   

 

Richards et al. 

(2017). USA 

Cross-sectional / 

Retrospective 

longitudinal.  

Subset of data 

from Wave 4 of 

the Add Health. n 

USA 

community 

sample.   

One self-report 

items from 

CTS-2 (self-report) 

- Five self-report items 

measuring physical 

History of CSA victimisation was 

significantly correlated with physical 

IPV perpetration in the last 12 months.  
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IPV perpetration 

assessed in the 

last 12 months. 

 

= 12379 (46% 

male), Mage = 28 

 

- Heterosexual 

men only.  

WAVE 4 of 

Add Health.  

 

Six-point Likert 

scale used to 

indicate 

frequency of 

abuse (e.g., ‘3 

– 5 times’). 

IPV perpetration in the 

last 12 months.  

 

Endorsement of any items 

was categorised as a 

positive response for IPV. 

 

Men with history of CSA had a 

significantly higher odds ratio of being 

IPV perpetrators. 

Teitelman et al. 

(2017). USA.   

Cross-sectional /  

Prospective 

longitudinal.  

 

IPV in the last 12 

months assessed 

across 3 time 

points [baseline 

(operationalised 

as first affirmative 

response to any 

N = 871, Mage = 

NR 

 

- Men had 

same partner 

for 6 months 

or more at 

any 

assessment 

time. 

South African 

community 

sample.  

5 self-report 

items.  

 

Endorsement 

of any items 

was 

categorised as 

a positive 

response for 

CSA.  

CTS-2 (self-report): 

- Physical IPV 

perpetration (2 items) 

in the past 12 months. 

- Sexual IPV 

perpetration (1 item) in 

the past 12 months. 

 

History of CSA victimisation 

significantly correlated with combined 

physical and sexual IPV perpetration in 

the past 12 months across all three 

time points.  

 

Men with history of CSA had a 

significantly higher odds ratio of 

perpetrating physical and/or sexual IPV.  
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IPV); 6-, and 12- 

months].  

 

 

Endorsement of any items 

was categorised as a 

positive response for IPV.  

Voith et al. 

(2020). USA 

Cross-sectional.  

 

IPV perpetration 

assessed in the 

last 12 months. 

N = 423, Mage = 

22.0 

 

USA 

University 

sample.  

CTQ (self-

report) 

- One 

subscale 

consisting 

of 5 items. 

 

Five-point 

Likert scale 

used to 

indicate 

frequency of 

abuse (e.g., 

‘Very often 

true’). 

 

CTS-2 (self-report) 

- 39 items measuring 

three domains of IPV 

perpetration (i.e., 

physical, sexual, and 

psychological).  

 

One or more ‘yes’ 

response(s) to any domain 

categorised as IPV 

perpetration.   

 

8-point Likert scale used 

to indicate frequency of 

behaviours (e.g., ‘3 – 5 

times a year’). 

History of CSA victimisation 

significantly and independently 

correlated with physical, sexual IPV, 

and poly-IPV perpetration (i.e., both 

physical and sexual) in the past 12 

months.  

 

History of CSA victimisation not 

significantly correlated with 

psychological IPV perpetration.  
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Endorsement 

of any items 

was 

categorised as 

a positive 

response for 

CSA. 

 

SES-SFP (self-report) 

- 7 items measuring 

sexual IPV 

perpetration.  

 

Endorsement of any items 

was categorised as a 

positive response for 

sexual IPV.  

 

4-point Likert scale used 

to indicate frequency of 

behaviours (e.g., ‘Once a 

year’).  

CSA = Childhood Sexual Abuse; IPV = Intimate Partner Violence; CTS-2 = Revised Conflict Tactics Scale; CTS = Conflict Tactics Scale; ACE = Adverse 

Childhood Experiences Study Questionnaire; IDVS = International Dating Violence Study; Add Health = National Longitudinal Study of Adolescent to Adult 

Health; WHO = World Health Organisation; NESARC = National Epidemiologic Survey on Alcohol and Related Conditions; SAAS = Sexual Abuse and 

Assault Scale; BPAQ = Buss-Perry Aggression Questionnaire; LAVA = Lifetime Assessment of Violent Acts; CTQ = Childhood Trauma Questionnaire; SES-

SFP = Sexual Experiences Short-Form Perpetration Survey; NR = Not Reported; N/A = Not Applicable.
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Results 

Summary of studies 

Overall, fourteen eligible studies were identified. Table 1 provides an overview of the 

key characteristics and findings. Most studies were undertaken in the USA (n = 11). Sample 

sizes for male participants ranged from 198 to 11,850. All studies employed a cross-

sectional design. Longitudinal data was utilised in eight studies; seven were retrospective 

and one (Teitelman et al., 2017) was prospective. All studies relied on self-report of CSA 

victimisation and IPV perpetration. Two studies (Brassard et al., 2014; Brassard et al., 2022) 

used clinical samples, who were responding to court orders, but it was unclear if this 

indicated any formal conviction. One study (Clarke-Walper et al., 2017) recruited a sample 

from the US armed forces. Four studies (Cubellis et al., 2016; Kamimura et al., 2016; 

Norton-Baker et al., 2019; Voith et al., 2020) recruited college / university cohorts; two were 

US samples, one was a Chinese sample, and one was an international sample. Seven 

studies (Fang & Corso, 2007; Fang & Corso, 2008; Fulu et al., 2017; McMahon et al., 2015; 

Renner & Whitney, 2012; Richards et al., 2017; Teitelman et al., 2017) recruited community 

samples; five were US based, one was based in South Africa, and one was an international 

sample.  

Seven studies analysed data collected from previous larger-scale studies. Four (Fang & 

Corso, 2007; Fang & Corso, 2008; Renner & Whitney, 2012; Richards et al., 2017) used 

data from the National Longitudinal Study of Adolescent to Adult Health (Add Health). This 

was a US national study examining health-related behaviours and outcomes of adolescents, 

with follow-ups in adulthood, with data collected across four waves: 1994 (Wave 1), 1996 

(Wave 2), 2001-2002 (Wave 3), and 2008 (Wave 4). Three studies (Fang & Corso, 2007; 

Fang & Corso, 2008; Renner & Whitney, 2012) used data from Wave 3 and one (Richards et 

al., 2017) used data from Wave 4. As such, the same participants were considered more 

than once within this review. Two studies (Cubellis, 2016; Kamimura, 2016) used data from 

the International Dating Violence Study (IDVS), although one (Kamimura, 2016) only used 

data from the Chinese data set. One study (McMahon et al., 2015) used data from the 

National Epidemiologic Survey on Alcohol and Related Conditions (NESARC).  

No studies recruited men from prisons, nor men with any known current or historical 

criminal conviction for IPV. 
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Study quality  

Quality appraisal results are reported in Appendix 1. All studies reported a clear study 

question, details about the target population, inclusion / exclusion criteria, and retained 

50%+ of participants in the analysis. All studies documented outcome and exposure 

measures details, however due to lack of reliability and / or validity statistics or specifics 

details not being reported, only five studies received a positive rating on the exposure 

measure item. Ten studies received a positive rating on the outcome measure item. Only 

two studies reported a power analysis. Five studies adequately controlled for confounding 

variables. Exposure prior to assessment was absent in all studies as exposures and 

outcomes were measured during the same timeframe. Repeated exposure, and sufficient 

time frame were also absent in all studies. As three items were omitted, each study was 

rated out of eleven and categorised accordingly: 0 – 3 ‘Poor’; 4 – 7 ‘Fair’; 8 – 11 ‘Good’. All 

fourteen studies were rated as ‘Fair’. 

Confounding variables and covariates 

Of the fourteen studies, seven adequately controlled for confounding variables and/or 

covariates when examining the relationship between CSA victimisation and IPV perpetration. 

Clarke-Walper et al. (2017) controlled for education, military rank, alcohol misuse, 

depression, anxiety, and PTSD. Cubellis et al. (2016) controlled for gender, age, socio-

economic status, length of relationship, social desirability, cohabitation status, relationship 

commitment, and prior physical victimisation. Fang & Corso (2007) controlled for age, 

gender, race/ethnicity, marital status, school enrolment, and employment status. Fulu et al. 

(2017) controlled for age, marital status, education level, and socio-economic status. 

McMahon et al. (2015) and Richards et al. (2017) both controlled for age, income, education, 

and race/ethnicity, with Richards et al. (2017) also controlling for employment. Brassard et 

al. (2014) and Brassard et al. (2022) controlled for social desirability, with Brassard (2022) 

also controlling for family violence history. Voith et al. (2020) controlled for age and sexual 

orientation. 

Overview of assessment measures  

Childhood sexual abuse 

Three studies used versions of (McMahon et al., 2015; Voith et al., 2020), or items from 

(Fulu et al., 2017) the Childhood Trauma Questionnaire (CTQ; Bernstien & Fink, 1998). The 

CTQ is a well-validated and reliable measure of CSA victimisation (Bernstein et al., 1994). 

Cronbach’s alpha levels vary depending upon the number of items used. For example, Fulu 

et al. (2017) used two items, reporting an alpha coefficient of 0.69. Voith et al. (2020) used 
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five items from one subscale, reporting an alpha coefficient of 0.93. McMahon et al. (2015) 

did not report the number of items used, however reported a reliability coefficient of between 

0.79 - 0.88. One study (Norton-Baker et al., 2019) used the dimensional and categorical 

indices of the Sexual Abuse and Assault Self-Report scale (Barnett et al., 1993), which was 

developed by the Longitudinal Studies on Child Abuse and Neglect (LONGSCAN) project, 

but no psychometric statistics were reported. One study (Clarke-Walper et al., 2017) used a 

modified version of the Adverse Childhood Experiences questionnaire (Felitti et al., 1998). 

Although a valid and reliable measure of early adverse experiences (e.g., Meinck et al., 

2017; Wingenfeld et al., 2011), no psychometric statistics were reported. 

Four studies used a one-item question from the Add Health study. Three studies used 

a question from Wave 3 (Fang & Corso, 2007; Fang & Corso, 2008; Renner & Whitney, 

2012), and one from Wave 4 (Richards et al., 2017). These measures were pilot tested (see 

Udry, 2001) but psychometric statistics were not reported. One study used eight items 

(Cubellis et al., 2016), from the IDVS study. Kamimura et al., (2016) used an unspecified 

amount of items from the IDVS study. However, they reported an acceptable reliability 

coefficient of 0.82.  

The remaining three studies used specifically developed items to assess for historical 

CSA and endorsement of any item was reported as a positive indicator of CSA. For example, 

one study (Teitelman et al., 2017) used five items and two studies (Brassard et al., 2014; 

Brassard et al., 2022) used one item. None of these studies reported psychometric statistics. 

Intimate partner violence perpetration 

Eight studies used versions of (Kamimura et al., 2016; Voith et al., 2020), or items from 

(Brassard et al., 2014; Brassard et al., 2022; Cubellis et al., 2016; McMahon et al., 2015; 

Richards et al., 2017; Teitelman et al., 2017) the Revised Conflicts Tactics Scale (CTS-2; 

Straus et al., 1996), with one study (Clarke-Walper et al., 2017) using items from the 

Conflicts Tactics Scale (CTS; Straus; 1979), and one study (Voith et al., 2020) also including 

the Sexual Experiences Survey – Short Form Perpetration (SES-SFP; Koss & Oros, 1982). 

The CTS-2 has good internal consistency and validity (Chapman & Gillespie, 2019). The 

CTS is an older version of the CTS-2, but was used as previous studies (e.g., Fonseca et al., 

2006) have similarly used it with military populations. It has moderate reliability and validity 

(Straus, 1987). The SES-SFP is a valid and reliable measure of the perpetration of 

unwanted sexual experiences (Johnson et al., 2017). One study (Norton-Baker et al., 2019) 

used the Buss-Perry Aggression Questionnaire (BPAQ; Buss & Perry, 1992) and the 

Lifetime Assessment of Violent Acts (LAVA; King et al., 2017). Whilst the BPAQ has good 

validity and internal consistency (Redondo et al., 2017), it is a measure of aggression as 
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opposed to IPV specifically. However, the LAVA was also used, which does include items 

assessing IPV specifically, and has good reliability and validity (King & Russell, 2019).  

Three studies (Fang & Corso, 2007; Fang & Corso, 2008; Renner & Whitney, 2012) 

used items from Wave 3 of the Add Health study to measure IPV perpetration, with one 

(Fang & Corso, 2008) using two items, one (Fang & Corso, 2007) using three items, and one 

(Renner & Whitney, 2012) using four items. These were pilot tested (see Udry, 2001), but no 

psychometric statistics were reported. The remaining study (Fulu et al., 2017) used fifteen 

questions based on the WHOs multi-country study on women’s health and domestic violence 

(Garcia-Moreno et al., 2005) questionnaire, as well as a previously developed culturally 

specific questionnaire (Fulu et al., 2013) but no details of this were reported. The WHO 

questionnaire has good reliability and validity (see Garcia-Moreno et al., 2005) but no 

psychometric data was reported by Fulu and colleagues (2017).  

Relationship between CSA victimisation and IPV perpetration 

Overall, twelve of the fourteen studies reported a significant correlation between CSA 

victimisation and IPV perpetration in adulthood. However, as none of the studies reported 

effect sizes, it was not possible to ascertain the strength of this relationship. As all studies 

were cross-sectional, causal inferences cannot be made. Conversely, two studies 

(Kamimura et al., 2016; McMahon et al., 2015) did not report any significant relationship. All 

twelve studies that reported a significant correlation were rated ‘fair’. Both studies reporting 

no association were also rated as ‘fair’, making it difficult to draw firm conclusions. 

Results relating to history of CSA victimisation and specific IPV domains (i.e., physical, 

sexual, and psychological) are reported below. Studies that combined IPV domains are 

reported separately.  

CSA and physical IPV perpetration 

Physical IPV perpetration was measured in all fourteen studies reviewed, with ten 

reporting the results independent of other domains. Six studies used the CTS-2, and three of 

these (Cubellis et al., 2016; Richards et al., 2017; Voith et al., 2020) reported that CSA 

victimisation was significantly related to physical IPV perpetration. One study (Cubellis et al., 

2016) used the full data set from the IDVS, reporting that CSA victimisation increased the 

likelihood of IPV perpetration by 50%. A second study (Kamimura et al., 2016) also used 

data from the IDVS, using the CTS-2, but reported results for the Chinese data set only. No 

significant correlation was reported. However, it is possible that this reflects cultural norms 

relating to IPV (e.g., greater gender inequality) in Chinese cultures (Xu et al., 2005). Of the 
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studies that used the CTS-2, both Richards et al. (2017) and Fang & Corso (2008) reported 

that CSA victimisation was significantly related to physical IPV perpetration. Additionally, 

Richards et al. (2017) reported that males who reported a history of CSA had a significantly 

higher odds ratio of perpetrating IPV compared with females. Furthermore, Fang & Corso 

(2008) found CSA victimisation increased the likelihood of physical IPV perpetration by 17%. 

One study (Clarke-Walper et al., 2017) used the CTS, reporting that CSA victimisation 

was significantly related to physical IPV perpetration, and that CSA victimisation led to a 

significantly higher odds ratio of perpetrating physical IPV. Two studies (Fulu et al., 2017; 

Norton-Baker et al., 2019) both found a significant relationship between CSA victimisation 

and physical IPV perpetration. Norton-Baker and colleagues (2019) reported the relationship 

between CSA and physical IPV perpetration remained significant even when controlling for 

other childhood abuse types (e.g., physical abuse). Fulu and colleagues (2017) found a 

consistent and significant relationship across different countries in Asia and the Pacific. 

Two studies (Brassard et al., 2014; Brassard et al., 2022), both using the CTS-2, did 

not find a significant correlation between CSA and physical IPV. However, both studies had 

the smallest sample sizes of the studies reviewed and neither reported a power analysis to 

ascertain sample size. As such, both studies may have been underpowered to detect all but 

the largest effects. 

CSA and sexual IPV perpetration 

Whilst sexual IPV perpetration was measured in seven of the fourteen studies 

reviewed, only two reported the results independent from other domains. One study (Voith et 

al., 2020) used the CTS-2 to measure sexual IPV perpetration, finding a significant 

correlation with CSA victimisation. In addition, this study also reported a significant 

correlation with CSA victimisation and poly-perpetration (i.e., both physical and sexual IPV 

perpetration). Similarly, Fulu et al. (2017) found a significant correlation between CSA 

victimisation and sexual IPV perpetration when using questions based on the WHO’s multi-

country study on women’s health and domestic violence questionnaire, which for sexual IPV 

focused on forced and coerced sex and sex acts. Furthermore, and commensurate with 

Voith and colleagues (2020), Fulu and colleagues (2017) also reported a significant 

correlation between CSA victimisation and poly-perpetration.  

 CSA and psychological IPV perpetration 

Psychological IPV perpetration was measured in four of the fourteen studies reviewed, 

with three reporting the results independent from other domains. All three (Brassard et al., 
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2014; Brassard et al., 2022; Voith et al., 2020) used the CTS-2 to measure psychological 

IPV perpetration. Two studies (Brassard et al., 2014; Brassard et al., 2022) found a 

significant association between CSA victimisation and psychological IPV perpetration. Both 

studies had relatively small samples sizes, and recruited clinical samples of men undergoing 

counselling for relationship difficulties or management of aggression. Conversely, Voith and 

colleagues (2020) found no significant association between CSA victimisation and 

psychological IPV perpetration, despite finding a significant association between other 

childhood maltreatment types (i.e., childhood physical abuse) and psychological IPV 

perpetration.  

CSA and combined IPV perpetration 

A number of the studies assessed different IPV domains independently, but when 

reporting results, combined them into a single construct (i.e., IPV). Of the fourteen studies, 

four (Fang & Corso, 2007; McMahon et al., 2015; Renner & Whitney, 2012; Teitelman et al., 

2017) analysed results as a single IPV construct, all combining physical and sexual IPV 

domains. Results were mixed. For example, Teitelman et al. (2017) found a significant 

correlation between CSA victimisation and combined IPV perpetration at three time points 

(i.e., baseline, six, and twelve months), in addition to reporting that CSA victimisation 

significantly increased the odds ratio of perpetrating combined IPV. Conversely, McMahon et 

al. (2015) did not report a significant correlation, despite finding a significant correlation 

between general childhood maltreatment (i.e., when physical, sexual and emotional abuse, 

and emotional and physical neglect were combined into one variable) and IPV perpetration. 

However, they did find a significant relationship between CSA victimisation and combined 

reciprocal (i.e., both perpetration and victimisation) IPV, suggesting men reporting a history 

of CSA were significantly more likely to experience both IPV victimisation and perpetration, 

but not IPV perpetration alone.  

Two studies (Fang & Corso, 2007; Renner & Whitney, 2012) used data from Wave 3 of 

Add Health, both reporting a significant correlation between CSA victimisation and combined 

IPV perpetration. Renner & Whitney (2012) also reported that men endorsing CSA 

victimisation had a significantly higher odds ratio of being IPV perpetrators, as well as 

exploring the link between CSA victimisation and reciprocal1 IPV. Although CSA victimisation 

was significantly correlated with combined IPV perpetration, there was a stronger correlation 

between CSA and reciprocal IPV, consistent with McMahon and colleagues (2015) findings. 

 
1 Referred to as “bi-directional” IPV in this study.  
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Discussion 

Summary of findings 

The aims of review were to systematically review quantitative literature investigating the 

relationship between CSA victimisation and IPV perpetration in adult males, and to critically 

appraise the quality of this literature. Overall, results indicate a consistent relationship 

between CSA victimisation and IPV perpetration in adulthood, with twelve of the fourteen 

studies reporting a statistically significant relationship. However, the strength of this 

relationship remains unclear. Two studies (McMahon et al., 2015; Renner & Whitney, 2012) 

also explored the link between CSA victimisation and reciprocal IPV, both finding a 

significant link, indicating that victims of CSA, in addition to being more likely to commit IPV 

perpetration, are also more likely to be a victim of IPV. Quality appraisal indicated that all 

studies were rated as ‘fair’.  

Future research 

Future research would be strengthened by recruiting offender samples (i.e., men 

convicted of IPV offences) in order to remove the reliance on self-report and reduce the 

potential for social desirability to impact on reliable reporting. Whilst the majority of studies 

used the CTS-2 to measure IPV, which is a valid and reliable measure (Chapman & 

Gillespie, 2019), some studies used measures of general aggression (e.g., BPAQ; Norton-

Baker et al., 2019) or items with no psychometric statistics reported (e.g., Fang & Corso, 

2007), which may not adequately capture specific IPV behaviour(s). As such, future research 

would be strengthened by utilising measures that have been specifically developed for, and 

validated in, IPV populations.  

Only a small number of reviewed studies controlled for potential confounding variables 

(e.g., age, mental health difficulties) making it difficult to draw firm conclusions regarding the 

relationship between CSA victimisation and IPV perpetration. Studies also controlled for 

various combinations of variables suggesting results be interpreted cautiously. Future 

studies would benefit from controlling for potential confounding variables that have been 

demonstrated to impact on the risk of IPV (e.g., substance use; Stuart et al., 2009).  

Whilst this review aimed to examine the evidence for a relationship between CSA 

victimisation and specific IPV domains, several studies combined domains and reported 

results as a single construct. Physical, sexual, and psychological violence have different 

prevalence rates (Coker et al., 2000b), as well as impacting victims differently (Jordan et al., 

2010). Moreover, this review has indicated that CSA may be differentially related to specific 
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domains of IPV (e.g., Brassard et al., 2014). As such, future research should attempt to 

disentangle these relationships. Currently, whether CSA is associated with specific domains 

of IPV is unclear and results require replication before they can be interpreted with more 

certainty.  

Finally, ten of the fourteen studies used data from Western cultures. As such, results 

may not be generalisable to men from different cultures. Indeed, Kamimura and colleagues 

(2016) did not report a significant association between CSA victimisation and physical IPV in 

a Chinese subsample of men, suggesting there may be additional cultural factors impacting 

the relationship between CSA and IPV. Future studies would benefit from recruiting men 

from diverse backgrounds to further explore the impact of culture. 

 

Limitations 

Limitations of primary papers 

There are several limitations of the reviewed studies. None recruited offender 

populations of men with convictions for IPV offences. Consequently, results may not be 

generalisable to men convicted of IPV offences. As it is possible that offender samples may 

engage in more serious IPV acts compared with non-offender samples, future research 

should control for IPV severity. Also, all studies relied on self-report to assess IPV 

perpetration. Self-report is typically inconsistent (Devaux & Sassi, 2016) and weakly 

associated with actual behaviour (Dang et al., 2020). Additional factors which may bias self-

reporting, such as shame, were also not controlled for. Given shame is higher in IPV 

perpetrators (Rand, 2004; Harper et al., 2005) compared to non-perpetrators, as well as in 

males with a history of CSA (Dorahy & Clearwater, 2012), future research would benefit from 

exploring shame when examining this relationship.  

The studies in this review used various measures to assess CSA victimisation and IPV 

perpetration. In addition, some of the studies that used modified versions of existing 

measures did not report which items were included. Similarly, psychometric data were often 

not reported. Several studies also used single-item measures to assess for CSA, which may 

not have fully captured the construct of interest. As such, future studies would benefit from 

using psychometrically validated measures to assess both CSA and IPV. In particular, 

measures specifically developed and validated for IPV populations would strengthen 

conclusions.  
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Finally, all studies were cross-sectional. Whilst some studies analysed retrospective 

data, and one study analysed prospective data (Teitelman et al., 2017), none of the studies 

used a longitudinal design. As such, it is not possible to draw causal inferences relating to 

the relationship between CSA victimisation and IPV perpetration in adulthood.  

Review limitations 

Due to the methodological and statistical heterogeneity of the reviewed studies, a 

quantitative synthesis of findings was not possible. A quantitative synthesis would support 

ascertaining the strength or magnitude of the relationship between CSA and IPV 

perpetration. Another limitation is the exclusion of grey literature. Whilst grey literature was 

searched, by excluding studies not published in peer-reviewed journals, it is possible that 

studies with null findings were excluded or eligible studies overlooked. Furthermore, whilst 

the search strategy and terms used were comprehensive, it is possible that relevant but 

older studies were missed due to changes in IPV terminology (e.g., older studies may have 

used the term ‘batterer’). 

 

Clinical and research implications 

Further exploration of the specific pathways from CSA to IPV perpetration is a key area 

for future research. The current review indicates a significant relationship between CSA 

victimisation and IPV in adult males. Future research elucidating specific mediators and 

moderators of this relationship may inform the development of targeted interventions. For 

example, although not reported in this review, one paper (Brassard et al., 2014) conducted a 

path analysis, finding CSA victimisation predicted IPV perpetration through processes such 

as attachment anxiety. Research focused on understanding any specific processes (e.g., 

Godbout et al., 2009) underpinning specific IPV domains is important for future interventions 

targeted at addressing specific risk factors. 

Additionally, it may be pertinent to invest resources in preventative interventions by 

offering specialised support for young males who have experienced CSA. For example, 

insecure attachment styles are common in people who have experienced CSA (Ensink et al., 

2020), and therefore, evidence-based interventions underpinned by attachment theory, such 

as Emotionally Focused Therapy, (Johnson, 2002; MacIntosh & Johnson, 2008) might be 

beneficial. Additionally, including people who have experienced CSA in the development of 

interventions may aid the development of proactive support, such as the development of 

internal strategies of managing conflict.  
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Conclusion 

This systematic review synthesised the quantitative research examining the relationship 

between CSA victimisation and IPV perpetration in adult males. A quality appraisal indicated 

that all studies were of ‘fair quality’. Overall, findings suggest an association between CSA 

victimisation and IPV perpetration in adult males. A number of recommendations have been 

made regarding future research as well as discussing the clinical implications of these 

results.  
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Appendices 

Appendix 1 – NIH Quality Appraisal Tool 
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Abstract 

Playing videogames is a common hobby. Although research exists examining the role of 

‘problematic gaming’ (i.e., gaming addiction), non-problematic video-gaming is under-

researched. Additionally, most studies focusing on video-gaming utilise child and adolescent 

samples, with few studies focusing on adults. This study investigates whether increased (i.e., 

more frequent) non-problematic video-gaming (i.e., those who play video-games who do not 

meet the threshold for addiction) predicts lower depression and anxiety symptoms, and 

improved cognitive flexibility. This study also investigates whether there are any group 

differences between gender and genre of videogame (e.g., first person shooter, role-playing 

games etc.) played and the outcome variables of anxiety, depression, and cognitive 

flexibility. 163 participants who self-identified as non-problematic video-gamers were 

recruited via an online study. Multiple regression analyses indicated that increased 

frequency of video-gaming did not significantly predict a decrease in depression nor anxiety 

symptoms, neither did it significantly predict an increase in cognitive flexibility. Additionally, 

there was no differences in depression or anxiety symptoms, or cognitive flexibility, between 

genre of videogames played or between genders. Results are discussed in reference to 

future research focusing on the impact of videogames specifically on adults, as the literature 

is limited.   
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Introduction 

Mental Health Difficulties 

Current statistics report that around 1 in 6 individuals in the UK reports experiencing a 

“common” mental health problem (e.g., depression, anxiety) in any given week (Baker & 

Kirk-Wade, 2023). These are characterised by changes in behaviour, reduced emotional 

control, and functional impairment (NICE, 2022). During the recent COVID-19 pandemic, 

research showed that ‘lockdowns’ negatively impacted on adults in the UK, with a rise in 

depression and anxiety symptoms (O’Connor et al., 2021). It is therefore important that 

individuals who are experiencing mental distress have a range of coping mechanisms that 

may aid in improving their mental state, including hobbies (Fancourt et al., 2023).   

Video-gaming 

Playing video games is a common hobby, with unofficial figures indicating that in 2022, 

the number of adults playing video games exceeded 1.7 billion (Jovanovic, 2022). The 

number of people who play videogames as a hobby is increasing (Clement, 2021) due to 

videogames and videogame technology becoming more complex, realistic, and attractive (Li 

et al., 2023). During the COVID-19 pandemic there was an increase in screen time (Pandya 

& Lodha, 2021; Sultana et al., 2021), as well as an increase in videogame usage (Newzoo, 

2020; Barr & Copeland-Stewart, 2021). Research has found that increased screen time is 

related to poorer mental health (Babic et al., 2017), however direct correlation between 

increased videogame usage specifically and poorer mental health is less clear. Much of the 

existing research on mental health and video-gaming focuses on ‘problematic gaming’ (e.g., 

Mentzoni et al., 2011; Mannikko et al., 2020), including links to depression and anxiety 

diagnoses (Wei et al., 2012). Consequently, the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5) now includes a diagnosis of ‘Internet Gaming Disorder’ characterised by 

“significant impairment or distress” in several aspects of functioning (APA, 2013). Similarly, 

the International Classification of Diseases (ICD-11) includes a diagnosis of ‘Gaming 

Disorder’, defined as “a pattern of gaming behaviour characterised by impaired control over 

gaming, increasing priority given to gaming over other activities to the extent that gaming 

takes precedence over other interests and daily activities, and continuation or escalation of 

gaming despite the occurrence of negative consequences” (WHO, 2022). Neither the DSM-V 

nor ICD-11 indicate a minimum period of time that indicates problematic gaming, but instead 

it is categorised as causing “clinically significant impairment” (Petry & O’Brien, 2013) in 

relation to daily functioning.  

The impact of video-gaming not categorised as ‘problematic’ is under-researched, with 

most of that research also focusing on adolescents (e.g., Tortolero et al., 2014; Janssen, 
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2016). However, demographics show that videogames are increasingly being played by 

adults. In the USA in 2022, approximately 75% of videogame players were over the age of 

18 (ESA, 2022). There has also been a demographic shift in terms of videogame players. 

Video-gaming has long been seen as a male dominated hobby (Leonhardt & Overa, 2021). 

However, current literature indicates that the number of female video-gamers is increasing 

(Lopez-Fernandez et al., 2019), although this remains an under-researched area (McLean & 

Griffiths, 2018). Gender differences have been reported across several domains relating to 

video-gaming such as motivation to play, social interaction within multiplayer videogames, 

and skills and performance (for a review of the literature, see Vetri et al., 2014). Additionally, 

in adolescent samples, between group differences indicate that the association between 

increased screen time and mental health difficulties in female gamers is stronger compared 

with males (Twenge & Farley, 2021).  

The impact of genre of videogame-play on mental health is also under-researched, with 

much of the research again focusing on ‘problematic gaming’ as well as on children and 

adolescents (Petry, 2011). For example, the Massive Multiplayer Online Role-Playing 

Games (MMORPG) genre—a genre where players play a story-driven online game and 

interact with a large number of other players—has been described as “exploitative” (Hill, 

2007) and can predispose players to ‘problematic gaming’ (Elliot et al., 2012). Elliot et al. 

(2012) also found that adults with ‘problematic gaming’ were more likely to play first-person 

shooter, action, and role-playing games. However, there is some emerging evidence that 

genre of games played in non-problematic gamers can improve player’s creativity (Moffat et 

al., 2017), as well as evidence that action games are associated with fewer depression 

symptoms (Cancer et al., 2020).   

Finally, research specifically on the impact of increased video-gaming in terms of hours 

of play, and not just video-gaming versus non-video-gaming, on depression and anxiety 

symptoms is limited. Increased screen time, including video-gaming, has been shown to 

correlate with greater levels of depression and anxiety symptoms (e.g., Cao et al., 2011; 

Maras et al., 2015) in adolescents. Other studies have shown that “moderate video-gaming” 

(i.e., not complete abstinence, nor excessive levels; Hartanto et al., 2021) can improve an 

individual’s mood (Jones et al., 2014). To explain this, researchers (Przybylski & Weinstein, 

2017) have proposed a “digital Goldilocks” zone, whereby a moderate amount of video-

gaming was associated with the most beneficial outcomes for well-being.  

Cognitive Flexibility 

Cognitive flexibility definitions vary, from “the ability to generate broad or narrow 

categorisations of stimuli depending on appropriateness” (Murray et al., 1990) to “the ability 
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to match the type of cognitive processing with the type of problem at hand” (Laureiro-

Martinez & Brusoni, 2018). Essentially, cognitive flexibility enables individuals to think 

adaptively during stressful events and is an important skill that helps individuals from 

becoming stuck in unhelpful thinking patterns (Dennis & Vander Wal, 2010). Cognitive 

flexibility is associated with planning, goal development, and achieving tasks (Best et al., 

2009). Impairments in cognitive flexibility have been linked with mental health conditions 

such as anxiety (Park & Moghaddam, 2017).  

As many videogames require players to engage in problem-solving (e.g., Adachi & 

Willoughby, 2013)—one of the core constructs underlying cognitive flexibility—it is possible 

that playing videogames may impact cognitive flexibility. For example, improved problem-

solving abilities have been found in people who play videogames (Liu et al, 2011). A recent 

review (Reynaldo et al., 2021) found that students who played videogames showed 

improved performance on cognitive tasks, such as attention control and decision-making, 

compared with students who did not play videogames. Moreover, there were differences in 

cognitive flexibility across genres of videogames, with students who reported playing real-

time strategy games showing improved performance compared with playing first-person 

shooter games. 

Aims and Hypotheses 

Recent research has reported mixed results in relation to the link between non-

problematic video-gaming and mental health difficulties, with both positive (e.g., Johannes et 

al., 2021) and negative (e.g., Mikuska & Vazsonyi, 2017) results reported. Additionally, 

although reviews have found a link between video gaming more generally and improved 

cognitive flexibility (Liu et al., 2011; Reynaldo et al., 2021), there is little research specifically 

examining whether the genre of videogame impacts on cognitive flexibility. Finally, although 

research has found differences between genders and depression symptoms in those that 

play videogames (e.g., Twenge & Farley, 2021), there is lack of literature focusing on adults. 

The current study aimed to further develop existing research by examining whether 

increased hours of gaming predicts depression and anxiety symptoms, and cognitive 

flexibility in a sample of UK adults (defined as 18 years old+), and any differences between 

genre of game played and gender.  

The following hypotheses were tested: 

Hypothesis 1 
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Increased frequency of video-gaming, measured by hours of gaming per week, will 

predict lower levels of depression symptoms, as reported in similar previous studies 

(e.g., Twenge & Farley, 2021).  

Hypothesis 2 

Increased frequency of video-gaming, measured by hours of gaming per week, will 

predict lower levels of anxiety symptoms, as reported in similar previous studies 

(e.g., Pallavicini et al., 2021). 

Hypothesis 3 

Increased frequency of video-gaming, measured by hours of gaming per week, will 

predict greater cognitive flexibility, as reported in similar previous studies (Reynaldo 

et al., 2021). 

Hypothesis 4 

There will be group differences for genre on depression and anxiety symptoms, and 

cognitive flexibility. Due to the lack of research regarding genre differences in the 

gaming community, a directional hypothesis was not made.  

Hypothesis 5 

There will be group differences for gender (i.e., male vs. female) on depression and 

anxiety symptoms, and cognitive flexibility. Due to the lack of research regarding 

gender differences in the gaming community, a directional hypothesis was not made.   

  

Method 

Design 

The study was an online, cross-sectional quantitative study. Ethical approval was 

obtained from Staffordshire University (see Appendix 1). All participants provided written 

informed consent before participating.  

Recruitment 

In order to be eligible for inclusion in the study, participants had to be adults (i.e., 18 

years old+), living in the United Kingdom at the time of data collection, fluent in English (due 

to lack of translation resources), and report playing a minimum of one hour of videogames 

per week on either consoles (i.e., Sony PlayStation, Microsoft Xbox etc.) or PC.  
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Participants were not eligible to participate if they played videogames exclusively on 

mobile devices, as this is categorised as a separate type of video-gaming (Pan et al., 2019). 

Participants were also not eligible if they self-reported ‘problematic’ video-gaming. In the 

current study, this was determined by asking participants to answer all nine items from the 

Internet Gaming Disorder Scale – Short-Form (IGDS9-SF; Pontes & Griffiths, 2015). 

Participants were required to complete the IGDS9-SF as part of the information sheet in 

order to screen for ‘problematic gaming’. The IGDS9-SF is a 9-item self-report measure, 

utilising a 5-point Likert scale for each item, developed to differentiate disordered and non-

disordered gaming. A recent systematic review (Poon et al., 2021) found the IGDS9-SF to 

have adequate internal consistency, excellent criterion validity, and supported its use in 

assessing disordered gaming. For this study, it was amended to a simple “yes” or “no” 

response for each item, instead of the 5-point Likert scale. Participants self-screened 

themselves using this measure. Participants who answered “yes” to five or more of the nine 

items were presented with a message that they were no longer eligible to participate, as they 

were likely to reach the threshold for ‘problematic gaming’ as defined by the IGDS9-SF. 

Participants were provided with a link for support around video-gaming addiction if they 

reached this threshold. The data from the IGDS9-SF as part of the screening process was 

not collected.  

Participants were recruited using a social media advert (see Appendix 2) placed on 

LinkedIn, Facebook, Reddit, X, and Discord, where a URL link was provided. Sharing was 

enabled on social media to allow people to share the advert and reach a wider audience. 

The recruitment window was open for 17 days. The study was hosted on Qualtrics. 

Participants were asked to read the information sheet (see Appendix 3) and complete the 

modified IGDS9-SF. If they did not meet criteria of ‘problematic gaming’, they were asked to 

complete the consent form. It was not possible to access the study without providing written 

informed consent. Participants were informed that their data would be anonymised. 

Participants were provided with information on how to create a unique ID code to allow their 

data to be withdrawn from the study if requested. Participants then completed the 

demographics questionnaire (see Appendix 4), and the three psychometric questionnaires 

(see Appendix 5). After completing the study, participants were provided with debrief 

information (Appendix 6).  

Measures 

Demographic Information 

Demographic data was collected in order to characterise the sample and control for any 

confounding variables. Data was collected on age, gender, and. ethnicity. Age was 
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categorised (e.g., 18 – 20, 21 – 29, 30 – 39 etc.) to allow for better anonymization of data. 

Furthermore, two clinical variables were collected (i.e., current illicit substance use; history of 

psychiatric disorder), to explore the potential impact of these variables on the outcome data. 

However, inferential statistical analysis was not undertaken, firstly due to the low numbers of 

participants who reported illicit substance use (10%; n = 16) and self-reported history of 

psychiatric disorder (27%; n = 44). Secondly, there was significant heterogeneity in the self-

reported history of psychiatric disorder, including co-morbidity and some participants 

reporting neurodiversity (e.g., ADHD) diagnoses.  

Gaming Characteristics 

As well as demographic data, data on gaming characteristics were also collected. Data 

was collected on numbers of hours per week of videogame usage, platform used to play 

videogames, and genre of videogame predominantly played. Hours per week of videogame 

usage was categorised (e.g., 1 – 5 hours, 6 – 10 hours, 11 – 15 hours etc.) for data analysis 

purposes. Platform of gaming was a binary choice of console (i.e., Microsoft Xbox, Sony 

PlayStation etc.) or PC. Participants were also asked to pick from one of thirteen genres that 

they most frequently played (e.g., first/third person shooter, action/adventure, sports etc.). 

There is no exhaustive list of videogame genres, therefore a twelve genre list (Uswitch, 

2024), with the added option of “other” included, was utilised.   

Depression Symptoms 

To measure depression symptoms, the Patient Health Questionnaire Version 9 (PHQ-9; 

Kroenke et al., 2001) was administered. The PHQ-9 is a 9-item self-report measure, utilising 

a 4-point Likert scale for each item and corresponds to the Diagnostic and Statistical 

Manuals (DSM) major depression criteria. It has been validated in a variety of populations, 

including community (Kocalevent et al., 2013) and psychiatric (Beard et al., 2016) samples, 

and meta-analyses has been found it to be suitable for different populations in different 

countries (Gilbody et al., 2007).  

Anxiety Symptoms  

To measure anxiety symptoms, the Generalised Anxiety Disorder Scale 7 (GAD-7; 

Spitzer et al., 2006) was administered. The GAD-7 is a 7-item self-report measure, utilising a 

4-point Likert scale for each item, developed as a screening tool for generalised anxiety 

disorder and as a measure for anxiety symptom severity (White & Karr, 2023). It has been 

used to measure anxiety symptoms in different populations, including psychiatric patients 

(Beard & Bjorgvinsson, 2014), the general population (Lowe et al., 2008), and college 

students (Byrd-Bredbenner et al., 2020). It has good internal consistency and test-retest 
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reliability across different populations (Spitzer et al., 2006; White & Karr, 2023), including 

when demographic factors such as gender (Sriken et al., 2022) have been considered.  

Cognitive Flexibility 

To measure cognitive flexibility, the Cognitive Flexibility Inventory (CFI; Dennis & Vander 

Wal, 2010) was administered. The CFI is a 20-item self-report measure, utilising a 7-point 

Likert scale for each item. The CFI includes two subscales: ‘alternatives’ (i.e., the adaptive 

ability to perceive multiple alternative explanations for life occurrences and the ability to 

generate alternative solutions to difficult situations), and ‘control’ (i.e., the extent to which an 

individual has an internal locus of control2). The CFI also has a Total score. As the 

subscales measure specific aspects of cognitive flexibility, but not cognitive flexibility as a 

whole, the total score was used instead of the subscales. The CFI has been shown to be a 

reliable and valid measure (Wuthrich & Rapee, 2014), and translated versions have yielded 

similar results (e.g., Portoghese et al., 2020). Many cognitive flexibility measures require 

face-to-face testing and complicated administration, for example the Stroop Test (Stroop, 

1935), whereas the CFI allows for quick and easy administration and scoring, as well as 

reaching a wider audience as it can be administered remotely. 

Power Analysis 

To determine the number of participants required, an a-priori power calculation was 

conducted using G* (Faul et al., 2009). Based on one predictor variable (weekly average 

hours of gameplay), two separate variables (genre and gender), and three criterion variables 

(depression symptom levels, anxiety levels, and cognitive flexibility), a medium effect size 

(0.15), and power and alpha at the conventional 0.8 and 0.05 respectively, 82 participants 

were required.  

Data Analysis 

All responses were transferred from Qualtrics to SPSS. Statistical analysis was carried 

out using IBM SPSS Statistics (Version 29).  

Data Screening 

Although 82 participants were required, a total of 264 participants accessed the study via 

the URL link. Of the 264 participants, 38% (n = 100) had missing data. Within this 

subsample, the amounts of psychometric data missing ranged from 56% - 75%. None of 

these participants had commenced the CFI. As such, due to the large amount of missing 

data where use of multiple imputations would likely have little to no benefit (Lee & Huber, 

 
2 I.e., the belief that the outcome of events in a person’s life are attributed to their own ability, opposed to 
external factors such as luck (Rotter, 1982).  
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2021), all 100 were removed, leaving 164 participants. Data was further examined by visual 

inspection, resulting in the removal of one outlier from the analysis that indicated sham 

responding. Integrity checks were also carried out, to ensure that there were no responses 

completed by bots. This was predominantly done by checking the time taken to complete the 

study. As there were no indicators of bot responses, there were no further removals. This left 

a final data pool of 163 participants. This data set was complete and therefore no 

imputations to substitute for missing data were needed.  

Participants 

Participant (N = 163) demographics are presented in Table 1. Most participants (n = 47, 

29%) were between 30-34 years old. Most participants were male (n = 109, 67%). Most 

participants identified as white (n = 138, 86%). 51% (n = 82) of the sample used a PC to 

game and 49% (n = 81) used a console. Most participants (n = 46, 28%) played between 6 – 

10 hours of video gaming per week. The majority of participants (n = 133, n = 82%) played 

20 hours per week or less. The genres of games played varied significantly, but the top three 

most common genres were role playing games (n = 55, 34%), first/third person shooter 

games (n = 30, 18%), and action/adventure games (n = 23, 14%). Most participants (n = 

147, 90%) self-reported they had not taken illicit substances in the last week. The majority of 

participants did not self-report having a diagnosed mental health condition (n = 119; 73%). 

The majority of participants did not endorse any depression symptoms according to clinical 

cut-offs for the PHQ-9 (n = 91, 56%; see Table 2), or anxiety symptoms according to clinical 

cut-offs on the GAD-7 (n = 101, 62%; see Table 3). 

As there were small numbers of participants in some demographic groups, some 

categories have been collapsed to ensure anonymity, as per guidance (HESA, n.d.). The 

groups collapsed include age, ethnicity, average hours of gameplay, and genre of game 

played.  
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Table 1 

Sample Characteristics (N = 163) 

Demographic Characteristic N (%) 

Participant age  

18 - 24 18 (11%) 

25 - 29 46 (28%) 

30 - 34 47 (29%) 

35 - 39 27 (16%) 

40 - 44 19 (12%) 

45+ 6 (4%) 

Participant gender  

Male 109 (67%) 

Female 50 (31%) 

Non-binary 4 (2%) 

Diagnosed mental health condition  

No 119 (73%) 

Yes 44 (27%) 

Ethnicity  

White British 115 (72%) 

White (any other) 23 (14%) 

Mixed (White and Black Caribbean) 5 (3%) 

Mixed (White and Asian) 5 (3%) 

Any Asian or Asian British 7 (4%) 

Any Black or Black British 4 (2%) 

Any other ethnic group 4 (2%) 
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Platform  

PC 82 (51%) 

Console 81 (49%) 

Average hours of gameplay per week  

1 – 5 hours 38 (24%) 

6 – 10 hours 46 (28%) 

11 – 15 hours 24 (15%) 

16 – 20 hours 25 (15%) 

21 – 25 hours 9 (6%) 

26 – 30 hours  10 (6%) 

31 – 35 hours 7 (4%) 

36+ hours 4 (2%) 

Genre of games played  

Role playing games 55 (34%) 

First/third person shooter 30 (18%) 

Action/adventure 23 (14%) 

Other 20 (12%) 

Sports 9 (6%) 

Simulation  9 (6%) 

Multiplayer online battle arena 

games 

9 (6%) 

Sandbox  4 (2%) 

Platform 4 (2%) 

Substance misuse  

No 147 (90%) 

Yes 16 (10%) 
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Table 2 

Clinical cut-off scores for depression symptoms (N = 163) 

 No 

depression 

Mild 

depression 

Moderate 

depression 

Moderately 

severe 

depression 

Severe 

depression 

Depression 

symptoms 

(PHQ-9) 

91 (56%) 38 (23%) 18 (11%) 11 (7%) 5 (3%) 

 

Table 3 

Clinical cut-off scores for anxiety symptoms (N=163) 

 No/minimal 

anxiety 

Mild anxiety Moderate 

anxiety 

Severe anxiety 

Anxiety 

symptoms 

(GAD-7) 

101 (62%)  42 (26%) 9 (5%) 11 (7%) 

 

Method of Analysis 

Correlations between the study variables were assessed as part of the regression. 

Linear regression analyses with bootstrapping were run to examine whether weekly average 

hours of gameplay predicted a decrease in depression and anxiety symptoms, and an 

increase in cognitive flexibility scores. However, due to the model fitting poorly, two 

covariates were added (i.e., age and gender) to strengthen the model. This was successful, 

therefore three multiple regression analyses with bootstrapping are reported below. In 

addition, two ordinal logistic regression analyses were run for depression and anxiety 

symptoms, as an alternative analysis strategy using the clinical cut off scores for the PHQ-9 

and GAD-7 respectively. As the model fit was again poor, the multiple regression analyses 

are reported, but the ordinal logistic regressions have been retained in the appendix (see 

Appendix 16 and 17). Bivariate correlations between variables were produced, including 

covariates. Three one-way between-group analyses of variance (ANOVA) tests were 

conducted to examine any group differences between genre of game played on depression 
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and anxiety symptoms, and cognitive flexibility scores. A further three one-way between-

group ANOVA tests were conducted to examine any group differences between gender (i.e., 

male vs. female) on depression and anxiety symptoms, and cognitive flexibility scores.  

Statistical Assumptions 

Data checks were conducted to check if the data significantly violated the assumptions 

for a regression analysis, including absence of outliers, normality, linearity, 

homoscedasticity, absence of multicollinearity, and independence of residuals (Field, 2017). 

The regression tests for depression, anxiety, and cognitive flexibility all violated normality 

assumptions, therefore bootstrapping was used to address these violations and are reported 

in the regression model for all three criterion variables. Bootstrapping is a robust re-sampling 

method that can be used when the sample differs from normality as it does not assume 

normality. Instead, it estimates the properties of the sampling distribution using the study 

data (Field, 2017).  

Data checks were also conducted to check if the data significantly violated the 

assumptions for ANOVA tests. The data was not normally distributed, however as the 

sample size was large enough, the violation should not have negatively skewed the results 

(Pallant, 2016). No other assumptions were violated.   

 

Results 

Descriptive Statistics 

The mean (M), standard deviation (SD), and range for the criterion variables are 

presented in Table 4.  

Table 4 

Descriptive statistics for the criterion variables (N = 163) 

 M SD Range 

Depression symptoms 

(PHQ-9) 

5.81 5.69 0 - 27 

Anxiety symptoms (GAD-7) 4.69 4.99 0 - 21  

Cognitive flexibility (CFI) 108.16 16.36 55 - 140 
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Correlations 

Table 5 shows the pooled bivariate Pearson r correlations between all variables in the 

regression analyses, including the two covariates. A significant negative correlation was 

found between age and depression, suggesting that as participants age they reported 

significantly fewer depression symptoms (r = -.17, p < .05). A significant strong negative 

correlation was found between age and anxiety symptoms, suggesting that as participants 

age they reported significantly fewer anxiety symptoms (r = -.22, p < .01). A significant 

strong positive correlation was found between age and cognitive flexibility, suggesting that 

as participants age their cognitive flexibility improved (r = .23, p < .01).  

A significant strong positive correlation was found between depression symptoms and 

anxiety symptoms (r = .81, p < .001), suggesting that participants reporting higher 

depression symptoms also reported higher anxiety symptoms. In addition, a significant 

strong negative correlation was found between depression symptoms and cognitive 

flexibility, suggesting that participants reporting higher levels of depression symptoms 

reported poorer cognitive flexibility (r = -.39, p < .001). Finally, a strong negative correlation 

was found between anxiety symptoms and cognitive flexibility, indicating that participants 

reporting higher levels of anxiety symptoms reported poorer levels of cognitive flexibility (r = 

-.42, p < .001). There were no significant correlations between any other study variables. 

 

Table 5 

Pearson’s r correlations for the study variables (N = 163) 

Variable 1 2 3 4 5 6 

1. Age -      

2. Gender -.11 -     

3. Hours of gameplay -.14 -.03 -    

4. Depression symptoms (PHQ-9) -.17* .08 .05 -   

5. Anxiety symptoms -.22** -.15 -.07 .81*** -  

6. Cognitive flexibility (CFI) .23** -.12 .03 -.39*** -.42*** - 

Note: *p < .05, **p < .01, ***p < .001 
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Multiple Regression Analysis 

Hypothesis One - Depression Symptoms 

A multiple regression analysis was conducted with hours of gaming per week as the 

predictor variable, and depression symptoms measured using the PHQ-9 as the criterion 

variable (Table 6; Appendix 7), with age and gender included in the model as covariates.  

The regression model was not significant (F (159, 3) = 1.85, p = .14) accounting for 3% (2% 

when adjusted) of the total variance in depression symptoms. As such, hypothesis 1 was not 

supported. The initial analysis showed that hours of video-gaming per week was not a 

significant predictor of depression (β = .03, p = .747). However, due to the violation in 

normality, the model was rerun using Bootstrapping (Table 6; Appendix 7). The bootstrapped 

confidence interval levels were similar to those in the original model, suggesting that the 

degree of violation was not too significant for the model. The bootstrapped results also 

showed that hours of gameplay per week was not a significant predictor of depression 

symptoms (p = .763). However, it should be recognised that within the added covariates, 

age was a significant predictor of lower depression symptoms (β = -.16, p = .044), including 

when bootstrapped (p = .045). 
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Table 6 

Multiple regression analysis of hours of video-gaming per week as a predictor of depression symptoms, with and without bootstrapping (N = 

163), with age and gender included as covariates. 

 Multiple Regression Bootstrapping 

B SE B β Sig. 

95% CI 

Bias SE B Sig. 

95% BCa CI 

Lower Upper Lower Upper 

Constant 6.64 1.86  <.001 2.97 10.30 .09 1.82 <.001 3.06 10.46 

Age -.65 .32 -.16 .044 -1.28 -.02 <.01 .32 .045 -1.22 .05 

Gender .68 .84 .06 .425 -.99 2.34 -.04 .86 .411 -1.17 2.36 

Hours of gaming per 

week 

.07 .23 .03 .747 -.38 .53 -.01 .24 .763 -.39 .58 

Note: R2 = 3%; Adjusted R2 = 2%. Unstandardised coefficient, standard error, standardised coefficient, significant values, and confidence 

intervals are presented, along with the bootstrapped comparison including bias-corrected accelerated confidence intervals. Bootstrap results 

are based on 1000 samples.  
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Hypothesis Two - Anxiety Symptoms 

A second multiple regression was conducted with hours of gaming per week as the 

predictor variable, and anxiety symptoms measured using the GAD-7 as the criterion 

variable (Table 7; Appendix 8), with age and gender included in the model as covariates. 

The regression model was significant (F (159, 3) = 4.20, p = .007) accounting for 7% (6% 

when adjusted) of the total variance in anxiety symptoms. The results indicate that 

hypothesis two was not supported, as the initial analysis showed that hours of video-gaming 

per week was not a significant predictor of anxiety symptoms (β = -.10, p = .201). However, 

due to the violation in normality, the model was rerun using Bootstrapping (Table 7; 

Appendix 8). The bootstrapped confidence interval levels were similar to those in the original 

model, suggesting that the degree of violation was not too significant for the model. The 

bootstrapped results also showed that hours of gameplay per week was not a significant 

predictor of anxiety symptoms (p = .200). However, it should be recognised that within the 

added covariates, the results show that age was a significant predictor of lower anxiety 

symptoms (β = -.22, p = .005), including when bootstrapped (p = .005). 
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Table 7 

Multiple regression analysis of hours of video-gaming per week as a predictor of anxiety symptoms, with and without bootstrapping (N = 163), 

with age and gender included as covariates. 

 Multiple Regression Bootstrapping 

B SE B β Sig. 

95% CI 

Bias SE B Sig. 

95% BCa CI 

Lower Upper Lower Upper 

Constant 6.28 1.59  <.001 3.12 9.42 -.01 1.51 <.001 3.47 9.48 

Age -.78 .27 -.22 .005 -1.32 -.24 -.01 .26 .005 -1.30 -.32 

Gender 1.14 .72 .12 .119 -.29 2.57 -.02 .72 .126 -.27 2.55 

Hours of gaming per 

week 

-.25 .20 -.10 .201 -.64 .14 .01 .20 .200 -.63 .15 

Note: R2 = 7%; Adjusted R2 = 6%. Unstandardised coefficient, standard error, standardised coefficient, significant values, and confidence 

intervals are presented, along with the bootstrapped comparison including bias-corrected accelerated confidence intervals. Bootstrap results 

are based on 1000 samples.
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Hypothesis Three - Cognitive Flexibility 

A third multiple regression was conducted with hours of gaming per week as the 

predictor variable, and cognitive flexibility measured using the CFI Total score as the 

criterion variable (Table 8; Appendix 9), with age and gender included in the model as 

covariates. 

The regression model was significant (F (159, 3) = 3.71, p = .013) accounting for 7% (5% 

when adjusted) of the total variance in cognitive flexibility. The results indicate that 

hypothesis three was not supported, as the initial analysis showed that hours of video-

gaming per week was not a significant predictor of cognitive flexibility (β = .06, p = .463). 

However, due to the violation in normality, the model was rerun using Bootstrapping (Table 

8; Appendix 9). The bootstrapped confidence interval levels were similar to those in the 

original model, suggesting that the degree of violation was not too significant for the model. 

The bootstrapped results also showed that hours of video-gaming per week was not a 

significant predictor of cognitive flexibility (p = .446). However, it should be recognised that 

within the added covariates, the results show that age was a significant predictor of cognitive 

flexibility (β = .23, p = .004), including when bootstrapped (p = .004).
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Table 8 

Multiple regression analysis of hours of video-gaming per week as a predictor of cognitive flexibility, with and without bootstrapping (N = 163), 

with age and gender included as covariates. 

 Multiple Regression Bootstrapping 

B SE B β Sig. 

95% CI 

Bias SE B Sig. 

95% BCa CI 

Lower Upper Lower Upper 

Constant 102.36 5.25  <.001 91.99 112.72 .20 5.47 <.001 91.51 113.68 

Age 2.66 .90 .23 .004 .88 4.44 .04 .88 .004 1.09 4.47 

Gender -2.76 2.39 -.09 .249 -7.48 1.96 -.17 2.49 .265 -7.95 1.63 

Hours of gaming per 

week 

.48 .65 .06 .463 -.80 1.76 -.03 .59 .446 -.79 1.49 

Note: R2 = 7%; Adjusted R2 = 5%. Unstandardised coefficient, standard error, standardised coefficient, significant values, and confidence 

intervals are presented, along with the bootstrapped comparison including bias-corrected accelerated confidence intervals. Bootstrap results 

are based on 1000 samples.  
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Analysis of Variance 

Genre ANOVAs 

To explore any group differences between the genre of game played on depression and 

anxiety symptoms, and cognitive flexibility, three one-way analysis of variance tests 

(ANOVAs) were carried out. Whilst there were 12 categories of genre, due to the very small 

numbers of participants endorsing playing some genres, the three top genres were selected 

for the ANOVAs, and all other genres were collapsed into ‘other’ to ensure the assumption of 

homogeneity of variance was not violated. 

Table 9 

Genres (N = 163) used in ANOVA analyses 

Genre of games played N (%) 

Role playing games 55 (34%) 

First/third person shooter 30 (18%) 

Action/adventure 23 (14%) 

Other 55 (34%) 

 

Hypothesis Four - Genre and Depression Symptoms  

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in depression symptoms, as measured using the PHQ-9, among the four genre 

groups. There were no statistically significant differences in depression symptoms between 

each of the four genre groups: F (3, 159) = 1.85, p = .141; partial eta squared = .03 

(Appendix 10).  

Hypothesis Four - Genre and Anxiety Symptoms  

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in anxiety symptoms, as measured using the GAD-7, among the four genre 

groups. There were no statistically significant differences in anxiety symptoms between each 

of the four genre groups: F (3, 159) = 1.49, p = .217; partial eta squared = .03 (Appendix 11).  

Hypothesis Four - Genre and Cognitive Flexibility  

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in cognitive flexibility, as measured using the CFI, among the four genre groups. 
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There were no statistically significant differences in the CFI scores between each of the four 

genre groups: F (3, 159) = .80, p = .495; partial eta squared = .02 (Appendix 12).  

Gender ANOVAs 

To explore any group differences between gender on depression and anxiety symptoms, 

and cognitive flexibility, a further three ANOVA tests were carried out. As there were only a 

very small number of participants who identified as non-binary (n = 4, 2%), these were 

omitted from analysis to ensure the assumption of homogeneity of variance was not violated. 

Consequently, the analysis only compared male vs. female participants.  

Hypothesis Five – Gender and Depression Symptoms 

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in depression symptoms, as measured using the PHQ-9, among two gender 

groups. There were no statistically significant differences in depression symptoms between 

genders: F (1, 157) = .11, p = .744; partial eta squared = <.01 (Appendix 13).  

Hypothesis Five – Gender and Anxiety Symptoms 

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in anxiety symptoms, as measured using the GAD-7, among two gender groups. 

There were no statistically significant differences in anxiety symptoms between genders: F 

(1, 157) = 1.55, p = .215; partial eta squared = .01 (Appendix 14).  

Hypothesis Six – Gender and Cognitive Flexibility 

A one-way ANOVA was conducted to determine if there were any statistically significant 

differences in cognitive flexibility, as measured using the CFI, among two gender groups. 

There were no statistically significant differences in cognitive flexibility between genders 

groups: F (1, 157) = 2.61, p = .108; partial eta squared = .02 (Appendix 15).  

 

Discussion 

Findings 

This study investigated whether hours of videogame play in a non-problematic video-

gaming sample predicted lower depression and anxiety symptoms, and increased cognitive 

flexibility. This study also investigated whether there were any group differences between 

genres of videogame being played and depression and anxiety symptoms, and cognitive 

flexibility. Finally, this study investigated whether there were any group differences between 

gender and depression and anxiety symptoms, and cognitive flexibility.  
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The first and second hypotheses, that increased non-problematic gaming would predict 

lower levels of depression symptoms and anxiety, was not supported. The results show that 

increased video-gaming did not predict a decrease in depression symptoms or anxiety 

symptoms, similar to a larger scale study (Li et al., 2023). It is possible that the reason for 

this is due to floor effects. This study did not recruit individuals who play video-games who 

have a diagnosis of depression and/or anxiety. Some research that has focused on video-

gamers with depression (Li et al., 2016) and anxiety (Pallavicini et al., 2021), have shown 

reduced symptoms when they engage in non-problematic video-gaming. It may be that non-

problematic video-gaming predicts lower depression and/or anxiety scores in those who 

have a formal psychiatric diagnosis, but it does not predict any reduction in those who do not 

meet diagnostic thresholds.  

Additionally, a recent study (Di Blasi et al., 2019) found that the relationship between 

mental health difficulties and ‘problematic gaming’ was complex, suggesting that video-

gaming does not predict mental health difficulties but instead individuals with mental health 

difficulties use videogames to cope. Consequently, this may explain the lack of significance 

between depression and anxiety symptoms and increased video-gaming; “moderate” video-

gaming (as defined within the Goldilocks Hypothesis; Przybylski & Weinstein, 2017) may 

benefit those with depression and anxiety diagnoses, as long as they do not breach the 

‘problematic gaming’ threshold. Additionally, the majority of studies in this area, despite 

using adolescents (e.g., Twenge & Martin, 2020) or focusing on ‘problematic gaming’ (e.g., 

Liu et al., 2018), have used much larger samples (N = 221,096 and N = 702 respectively). It 

may be that it was not possible to detect any significant results due to the smaller sample 

size in this study. 

The third hypothesis, that increased hours of non-problematic video-gaming would 

predict better cognitive flexibility, was also not supported, as increased hours of video-

gaming did not predict an increase in cognitive flexibility scores, despite previous studies 

finding that playing videogames can improve cognitive flexibility (e.g., Liu et al., 2011). Most 

studies exploring the relationship between videogames and cognitive flexibility focus on 

those who do not play videogames versus those who do (e.g., Chisholm & Kingston, 2015), 

but no known studies have examined how cognitive flexibility may change as video-gaming 

increases. It may be that any videogame usage improves cognitive flexibility, but increased 

usage has no further benefits. Additionally, no known studies used the CFI as a measure, 

instead using measures such as the Wisconsin card sorting task (Buelow et al., 2015) and 

Task switching tasks (Dobrowolski et al., 2015). Consequently, it maybe that the CFI 

measures how a person perceives their cognitive flexibility, as opposed to an objective 

measure.  
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The fourth hypothesis, that there would be a difference in depression symptoms, anxiety 

symptoms, and cognitive flexibility, between different genres of video-games played, was 

also not supported. Most studies typically categorise videogames as a singular category 

(e.g., Maras et al., 2015; Mikuska & Vazsonyi, 2017), as opposed to individual genres that 

may be associated with different effects on the player. The literature exploring the impact of 

different genres on mental health outcomes has found mixed results. For example, there are 

consistent and positive associations between increased frequency of video-gaming and 

fewer depression and anxiety symptoms in people who play ‘active’ games, also known as 

‘exergames’, such as Wii Sport games and Microsoft Kinect games (Weybright et al., 2010; 

Zheng et al., 2020). Additionally, ‘exergames’ as a genre have been found to improve 

cognitive functioning (Stanmore et al., 2017). Research has shown some evidence that 

violence within videogames can increase stress levels (e.g., Porter & Goolkasian, 2019), but 

violence can span several genres and is not a genre in of itself. A review of the empirical 

literature (Boldi & Rapp, 2022) has shown some genres can be targeted towards improving 

mental health difficulties. For example, puzzle games (Kessler et al., 2020) and first-person 

shooter games (Carras et al., 2018) have been shown to reduce intrusions and re-

processing trauma memories, respectively, in people with PTSD symptoms. Multiplayer 

games were found to be beneficial by increasing social contact (Lufkin, 2020; Zhu, 2020). 

The role-playing game (RPG) genre however has been associated with ‘problematic gaming’ 

(Elliot et al., 2012) and subsequent increase in depression and anxiety symptoms. It is 

possible that this study did not find any significant differences in depression, anxiety, and 

cognitive flexibility between videogame genres due to the low number of responses in many 

of the genre groups.  

The fifth hypothesis, that there would be a difference between genders and depression 

and anxiety symptoms, as well as cognitive flexibility scores, was also not supported. 

Although limited, previous research has suggested that there may be gender differences in 

videogame players in terms of their mental health. For example, research has found that 

stress can increase more so in adolescent female video-gamers when playing violent 

videogames compared to adolescent male video-gamers (Ferguson et al., 2016). 

Furthermore, some studies have shown evidence of lower anxiety symptoms in adolescent 

males but higher anxiety symptoms in adolescent females with increased video-gaming 

(Ohannessian, 2018), as well as more depression symptoms for adolescent male video-

gamers (Twenge & Farley, 2021). However, these studies included much larger sample 

sizes compared to the current study, as well as only focusing on adolescents.  
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Limitations 

While there were participants who identified as male, female, and non-binary in this 

study, the number of male video-gamers (67%) in this study was much larger than female 

(31%) and non-binary (2%) video-gamers. As such, it may possible that the results of the 

current study are not generalisable to non-male video-gamers. It is recognised that the 

population of video-gamers is diverse (Chess et al., 2016), yet this study presents results 

from a predominantly male sample.  

Additionally, this study relied solely on online responses. Although it does not exclude 

any video-gamers, as video-gamers usually require the internet, it does raise the issue of 

reliability. Research has shown that unreliable responses are more likely in online studies 

(Lefever et al., 2006). Additionally, this study relied on individuals self-screening themselves 

out if they met the criteria for ‘problematic gaming’. It is difficult to ascertain whether 

participants accurately screened themselves out. This study also aimed to recruit a sample 

size required to detect a medium sized effect. However, a larger sample was recruited. 

Despite this, the study is unlikely to be overpowered as comparatively, the sample size is 

smaller than similar studies (e.g., Twenge & Farley, 2021).  

When reviewing the data from the initial regression analysis, the normality assumptions 

were violated. Furthermore, the amount of variability in the data accounted for in the 

regression models was very small, suggesting that there are likely to have been other factors 

that could have impacted on the results that were not measured in this study. Other research 

has found that factors such as social isolation (Wolters et al., 2023) can contribute to 

increased depression symptoms, with poorer sleep contributing to increased anxiety 

symptoms (Simonetti et al., 2021), and adverse childhood experiences impairing cognitive 

flexibility in adulthood (Kalia et al., 2021). As these factors, amongst others, were not 

included in this study, it may explain why the model fit poorly. Generally, the results should 

be interpreted with caution.  

It should also be noted that the measure of cognitive flexibility, the CFI, is a self-report 

measure. Cognitive flexibility is usually measured using objective tests that require practical 

tasks, such as the Stroop test (Stroop, 1935). Using the CFI is beneficial, as it can easily be 

administered without the need for face-to-face testing. As the CFI has not been compared 

with more objective tasks aimed at measuring cognitive flexibility, it is possible that it 

measures participants’ perception of their own cognitive flexibility and therefore the results 

may not a true reflection of cognitive flexibility.  

Finally, it is recognised that the data collected on hours of video-gaming per week was 

categorical in nature. If the data had been continuous (i.e., by asking participants to type the 
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number of hours they play videogames per week), it may have helped to elucidate any dose-

response relationships.   

 

Clinical Implications 

Whilst there is little research investigating the impact of increased non-problematic 

videogame usage, particularly in adult populations, the current study suggests that hours of 

gaming does not predict a reduction in depression nor anxiety symptoms in a sample of UK 

adults. The empirical literature on how gaming impacts mental health is mixed, with some 

reporting negative effects (Kim & Ahn, 2016) and some reporting positive effects (Fish et al., 

2018; Kuhn et al., 2018). However, the literature is clear that ‘problematic gaming’ is 

associated with poorer mental health (Elliot et al., 2012).Within clinical populations who 

report mental health difficulties such as depression and anxiety, it would be useful to 

ascertain whether they engage in playing videogames as a hobby. For individuals that do, it 

may be beneficial to administer the IGDS9-SF to ascertain if they meet the threshold for 

‘problematic gaming’. Additionally, due to the inconsistency of the literature to date, it would 

also be useful to ask service users about the perceived impact of video-gaming on their 

wellbeing in addition to formal screening to elicit any potentially beneficial effects.  

Additionally, this research found no difference specifically between genders when it 

came to depression and anxiety symptoms, and cognitive flexibility scores. Research into 

adolescent videogame players has suggested that there are differences between genders 

and depression symptoms (e.g., Twenge & Farley, 2021). Twenge & Farley (2021) found 

that increased frequency of video-gaming did increase depression symptoms in both 

genders, but depression symptoms were significantly higher in males. Although they used a 

much larger sample size (N = 11,427) and only focused on adolescents, the present study 

offers tentative evidence that in adulthood, these differences are no longer present.  

 

Future Research 

As this study needed to combine genres played due to low numbers, it would be useful 

for future research to explore the specific interactions between videogame genres and 

mental health difficulties. Recent research has found that active (or ‘exergames) can 

improve depression symptoms (Zheng et al., 2020), anxiety symptoms (Viana et al., 2017), 

and cognitive functioning (Stanmore et al., 2017). However, although research exists into the 

RPG genre, most other genres have had very little exploration. It would be useful for 



83 
 

research with a larger sample size, recruiting videogame players who play each genre, to 

explore this in more detail. 

It would also be useful to focus future research on videogame players who identify as 

female or non-binary/third genders. The majority of research into video gaming focuses on 

White, male gamers (Shaw, 2011), despite the literature recognising that this does not reflect 

the current demographic (Williams et al., 2008; Lopez-Fernandez et al., 2019). To fully 

understand the impact of video-gaming, it would be useful to attempt to focus specifically on 

non-male genders. This is particularly relevant given there were no significant differences 

between genders in this study, as it may mean that differences found in adolescents are no 

longer present.  

Additionally, it would be beneficial to replicate this study with participants who have a 

diagnosis of depression and/or anxiety. This study has shown that increased video-gaming 

does not predict a reduction in depression or anxiety symptoms in a sample that 

predominantly did not meet the threshold for formal diagnosis, however this may differ in 

individuals who do have a formal diagnosis. Further exploration of video-gaming in adult 

populations with established diagnoses will help to understand any benefits. When doing so, 

it would be useful to include a measure of cognitive flexibility that does not rely on self-

report, such as the Stroop test (Stroop, 1935) or the Wisconsin Card Sort test (Grant & Berg, 

1948). This may give more accurate results of any change in cognitive flexibility in those who 

play videogames. 

Finally, as this research found that depression and anxiety symptoms significantly 

reduced, and cognitive flexibility significantly increased, as adult non-problematic videogame 

players’ age, it would be beneficial to understand whether these changes continues into 

older adulthood. It is recognised that greater cognitive flexibility is associated with better 

quality of life in older adults (Davis et al., 2010). However, cognitive flexibility tends to 

worsens as adults age (Xia et al., 2024). This study raises the possibility that non-

problematic video gaming may reduce this worsening. As adults in the UK who play 

videogames are soon to reach older age, it would be useful to understand whether non-

problematic gaming continues to show the same benefits. If it does improve cognitive 

flexibility in older adults, it may be useful to incorporate into interventions targeting 

neurological conditions that are known to reduce cognitive flexibility, such as Alzheimer’s 

disease (El Haj et al., 2015).  

 



84 
 

Conclusion 

This study has added to the limited empirical evidence base of the impact of non-

problematic video-gaming on depression symptoms, anxiety symptoms, and cognitive 

flexibility in UK adults. The study did not show significant results in relation to increased 

hours of video-gaming predicting lower depression symptoms, anxiety symptoms, or 

cognitive flexibility. It also showed no significant group differences between genre of 

videogame played or gender of the video-gamer. It is possible this was due to floor effects 

within the sample, frequency of video-gaming data being categorical instead of continuous 

data, or the study being cross-sectional in design. Future research should focus on 

diversifying the participant pool, and recruiting participants who are already struggling with 

mental health difficulties to understand if non-problematic video-gaming reduces their 

symptoms.   
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Appendix 3 – Information sheet 

Participant Information Sheet 

 

Project Reference Number: SU_23_077 

 

 

Title of study: Video games, mental health, and cognitive flexibility: an exploratory 

study. 

 

Invitation Paragraph 

My name is Robert McGrath, and I’m a Trainee Clinical Psychologist. I would like to 

invite you to participate in this research project which forms part of my Doctorate in 

Clinical Psychology. Before you decide whether you want to take part, it is important 

for you to understand why the research is being done and what your participation will 

involve. Please take time to read the following information carefully and discuss it with 

others if you wish.  

 

What is the purpose of the study? 

There is currently a gap in our understanding of the way video games impact those 

who play them. It is recognised that some people can become addicted to video 

games, which negatively impacts their mental health. However, there is conflicting 

research about how casual gaming impacts people, with some reports stating it can 

benefit our mental health and some stating it does not. It is therefore important to 

clarify the impact it can have for casual gamers.  

 

Additionally, it is important for us to understand if there are any other impacts. One of 

these is a term called “Cognitive flexibility”. This is a way in which people think and 

problem solve during stressful events. Some research has shown that those who play 

video games have better cognitive flexibility, but this has not been broken down 

between different genres of games. This research hopes to contribute to this gap in 

our knowledge.  

 

Why have I been invited to take part? 
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You have been invited to take part in this study because you are an adult (i.e., 18+ 

years of age) who self-reports playing video games, on either a console or a PC, for 

at least one hour a week. Additionally, you must live in the UK and English must be 

your first language.  

 

Additionally, the researchers ask you to consider whether your gaming would qualify 

as “problematic”. To do this please look at the below questions. Do you consider 

yourself to engage in problematic gaming, based on: 

1. Do you feel preoccupied with your gaming behaviour? 

2. Do you feel more irritability, anxiety or even sadness when 

you try to either reduce or stop your gaming activity? 

3. Do you feel the need to spend increasing amount of time 

engaged in gaming in order to achieve satisfaction or 

please? 

4. Do you systematically fail when trying to control or cease 

your gaming activity? 

5. Have you lost interests in previous hobbies and other 

entertainment activities as a result of your engagement 

with the game? 

6. Have you continued your gaming activity despite knowing 

it was causing problems between you and other people? 

7. Have you deceived any of your family members, therapists 

or others because of the amount of your gaming activity? 

8. Do you play in order to temporarily escape or relieve a 

negative mood (e.g. helplessness, guilt, anxiety)? 

9. Have you jeopardized or lost an important relationship, job 

or educational or career opportunity because of your 

gaming activity? 

 

If you answered “Yes” to five or more of the above questions, you are not eligible to 

participate in this study.  

 

If you did answer “Yes” to five or more of the above questions, and feel like you would 

like some support in reducing the amount of gaming, please visit The National Centre 
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for Gaming Disorders website (https://www.cnwl.nhs.uk/national-centre-gaming-

disorders) where you can find specific support.   

 

 

What will happen if I take part? 

If you agree to take part in this research and did not answer “Yes” to five or more of 

the above questions, you will be asked to sign a consent form and complete four 

different questionnaires. This should take no longer than 20 minutes. These 

questionnaires focus on different things, ranging from demographic questions, how 

much you play games, your mood and one about cognitive flexibility.  

 

All the results from these questionnaires will be kept confidential. The results will then 

be analysed, and may be written up for publication. However, none of the personal 

details that you give will be used and the data shared will not identify you in any way.  

 

Do I have to take part? 

No. Participation is completely voluntary. You should only take part if you want to and 

choosing not to take part will not disadvantage you in anyway. Once you have read 

the information sheet, please contact me if you have any questions that will help you 

make a decision about taking part. If you decide to take part, I will ask you to sign a 

consent form and you will be given an information sheet which will detail ways for you 

to withdraw if you would like to.   

 

What are the possible risks of taking part? 

There are no physical risks associated with taking part in this research. It is possible, 

however, that you may feel some discomfort whilst completing the questionnaires if 

there are specific ones you may find more difficult than others. If you feel upset about 

being associated with this research or you have any unpleasant memories and/or 

feelings, support information will be provided at the end, or via the researcher on 

request.  

 

What are the possible benefits of taking part? 

https://www.cnwl.nhs.uk/national-centre-gaming-disorders
https://www.cnwl.nhs.uk/national-centre-gaming-disorders
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There are no immediate benefits of taking part in this research. However, it will 

contribute to the wider knowledge about the impact of video games on those who play 

them.   

 

Data handling and confidentiality 

Your data will be processed in accordance with the data protection law and will comply 

with the General Data Protection Regulation 2016 (GDPR).  

 

To ensure anonymity, you will be given a unique identification number that will 

correspond to the answers that you give. This will ensure that no answers can be 

traced back to you as an individual. All documentation will be stored remotely. Any 

data that is downloaded to be analysed will be kept on a secure laptop. Any data will 

be stored for 10 years before being destroyed, as per the current guidance. Your 

information will not be shared with any third parties, or outside of the EU. 

 

Data Protection Statement 

The data controller for this project will be Staffordshire University. The University will 

process your personal data for the purpose of the research outlined above. The legal 

basis for processing your personal data for research purposes under the data 

protection law is a ‘task in the public interest’ You can provide your consent for the use 

of your personal data in this study by completing the consent form that has been 

provided to you.  

 

You have the right to access information held about you. Your right of access can be 

exercised in accordance with the GDPR. You also have other rights including rights of 

correction, erasure, objection, and data portability. Questions, comments and requests 

about your personal data can also be sent to the Staffordshire University Data 

Protection Officer. If you wish to lodge a complaint with the Information 

Commissioner’s Office, please visit www.ico.org.uk. 

 

What if I change my mind about taking part? 

You are free withdraw at any point of the study, without having to give a reason. 

Withdrawing from the study will not affect you in any way. You are able to withdraw 

your data from the study up until 28 days after you have participated, after which 

http://www.ico.org.uk/
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withdrawal of your data will no longer be possible due to the analysis of the results. 

Publication of this research will not identify you in any way and the results of the study 

will be presented at group-level (e.g., averages, percentages) and so it will not be 

possible to identify individuals. 

 

If you choose to withdraw from the study within 28 days of participating, we will not 

retain any information that you have provided us as a part of this study, and it will be 

destroyed in-line with the Staffordshire University policy.  

 

If you decide to withdraw from the study, please send an email to: 

mw002215@student.staffs.ac.uk. If you do so, please quote your unique participant 

ID phrase that you will create when you participate. This will then allow your data to 

be removed.  

 

How is the project being funded?  

This project is being funded by Staffordshire University, as part of the Doctorate in 

Clinical Psychology course.  

 

What will happen to the results of the study? 

The results of this study will be written up for submission as part of the Doctorate in 

Clinical Psychology course. Once completed, the study will be submitted for 

publication to a relevant academic journal, which if accepted will be published and can 

be accessed via online search engines. Publication of this research will not identify 

you in any way and the results of the study will be presented at group-level (e.g., 

averages, percentages) and so it will not be possible to identify individuals. No 

individual data will be reported. 

 

Your individual results will not be shared with anyone, meaning only the 

research team will have access to them. They will also not be used to make any 

diagnoses.  

 

Who should I contact for further information? 

If you have any questions or require more information about this study, please contact 

me on the contact details below (Rob McGrath – Chief Investigator): 

mailto:mw002215@student.staffs.ac.uk
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Mw002215@student.staffs.ac.uk. 

 

What if I have further questions, or if something goes wrong? 

If this study has harmed you in any way or if you wish to make a complaint about the 

conduct of the study you can contact the study supervisor or the Chair of the 

Staffordshire University Ethics Committee for further advice and information:  

 

Dr. Nachi Chockalingham, 

Director of Research 

Research, Innovation and Impact Services 

Staffordshire University 

Leek Road Campus 

32 Leek Road 

Stoke-on-Trent 

ST4 2RU 

N.Chockalingham@staffs.ac.uk 

 

 

Thank you for reading this information sheet and for considering taking part in this 

research. 
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Appendix 4 – Demographic questions 

Demographics questionnaire 

1. What is your age? 

☐18 – 24  

☐25 – 29 

☐30 – 34 

☐35 – 39 

☐40 – 44 

☐45 – 49  

☐50 – 54 

☐55 – 59 

☐60+ 

 

2. Which option best describes your gender? 

☐Male 

☐Female 

☐Non-binary 

☐Prefer to self-describe 

___________________________________________________________________ 

 

3. Do you have a diagnosed mental health condition? 

☐Yes (proceed to 4) 

☐No (proceed to 6) 
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4. If yes, what is it? 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

5. If yes, please list any medication you have been prescribed for this diagnosis? 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

6. What is your ethnicity? 

Asian or Asian British 

Indian  

Pakistani  

Bangladeshi  

Chinese  

Any other Asian background  

 

Black, Black British, Caribbean or African 

Caribbean  

African  

Any other Black, Black British or Caribbean background  

 

Mixed or multiple ethnic groups 

White and Black Caribbean  

White and Black African  

White and Asian  
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Any other Mixed or multiple ethnic groups  

 

White 

English, Welsh, Scottish, Northern Irish or British  

Irish  

Gypsy or Irish Traveller  

Roma  

Any other White background  

 

Other ethnic group 

Arab  

Any other ethnic group  

 

 

7. What platform do you play video games on the most? 

☐Console (i.e., PS5/Xbox Series X/Nintendo Switch) 

☐PC 

 

8. How many hours on average, per week, do you game? 

☐1 – 5 hours 

☐6 – 10 hours 

☐11 – 15 hours 

☐16 – 20 hours 

☐21 – 25 hours 

☐26 – 30 hours 
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☐31 – 35 hours 

☐36 – 40 hours 

☐41 – 45 hours 

☐46 – 50 hours 

☐50+ hours 

 

9. What genre of game do you usually play (please pick one)? 

☐Role play games (RPG) (e.g., Final Fantasy, WoW, Elder Scrolls V: Skyrim) 

☐Sandbox games (e.g., Minecraft) 

☐Horror games (e.g., Silent Hill 2) 

☐Sports games (e.g., FIFA, Madden, Football Manager) 

☐Racing games (e.g., Formula 1, Gran Turismo, Forza Horizon) 

☐Action/Adventure games (e.g., Uncharted, The Last of Us, God of War) 

☐Fighting games (e.g., Mortal Kombat, Tekken) 

☐Platformer games (e.g., Crash Bandicoot, Hollow Knight) 

☐Simulation games (e.g., Flight simulator, The Sims) 

☐Real-time strategy games (e.g., StarCraft, Civilization, Command & 

Conquer) 

☐First/Third person shooter games (e.g., CoD, Battlefield, Overwatch, Gears 

of War) 

☐Multiplayer online battle arena (MOBA) games (e.g., DOTA, League of 

Legends) 

☐Other (please specify) 

______________________________________________________________ 
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10. Have you taken any illicit substances (i.e., non-prescribed drugs) in the last week? 

☐Yes 

☐No 

11. If yes, what have you taken? 

 

___________________________________________________________________ 
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Appendix 5 – Psychometrics used 

PHQ-9 
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GAD-7 
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Cognitive Flexibility Inventory 
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Internet Gaming Disorder Scale – Short-Form3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
3 Please note that the amended IGDSF-9 used in this research project is part of the information sheet and can 
be found in Appendix 3. 
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Appendix 6 – Debrief sheet 
 

Research Participant Debrief Form for: 

Video games, mental health, and cognitive flexibility: an exploratory study 

 

Thank you for taking the time to take part in this research project. 

Research Aims 

The research project had two aims.  

1. To contribute to our understanding of the impact, either positive or negative, on mental 

health of video games.  

2. To determine if increased video game usage increases cognitive flexibility. 

3.  To understand if there are differences between different genres of video games and 

mental health/cognitive flexibility.  

 

More Information 

If you would like to find out more about this research, place contact.  

Robert McGrath 

Trainee Clinical Psychologist, 

Department of Clinical Psychology, 

School of Health, Science and Wellbeing, Staffordshire University,  

Leek Road Campus,  

32 Leek Road,  

Stoke-on-Trent,  

ST4 2RU.  

Mw002215@student.staffs.ac.uk 

 

Withdrawing information 

mailto:Mw002215@student.staffs.ac.uk
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You are free to withdraw your data from the study up until it is processed and anonymised (28 

days after participation), after which point the withdrawal of your data will no longer be 

possible.  

 

If you choose to withdraw from the study prior to this time, we will not retain any information 

that you have provided us as a part of this study. To do this, please email 

mw002215@student.staffs.ac.uk and quote your unique reference given to you.  

 

Further support 

If you have any questions about the research project please contact Robert McGrath on the 

details provided above. If you feel you need to speak with someone for support, you may wish 

to use the following services: 

1. Mind UK www.mind.org.uk (0300 123 3393) 

2. Samaritans www.samaritans.org (116 123 (free phone)) 

If you feel you are in a crisis, please call the emergency services on 999. 

If you are worried about the amount of time you spending gaming and would like some support 

in reducing this, please visit The National Centre for Gaming Disorders website 

(https://www.cnwl.nhs.uk/national-centre-gaming-disorders) where you can find specific 

support.   

 

Complaints 

If you feel this study has caused you harm in any way or if you wish to make a complaint about 

the conduct of the study, you can contact the study supervisor or the Chair of the Staffordshire 

University Ethics Committee for further advice and information:  

Dr. Nachi Chockalingham, 

Director of Research, 

Research, Innovation, and Impact Services, 

Staffordshire University,  

Leek Road Campus,  

32 Leek Road,  

mailto:mw002215@student.staffs.ac.uk
http://www.mind.org.uk/
http://www.samaritans.org/
https://www.cnwl.nhs.uk/national-centre-gaming-disorders
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Stoke-on-Trent,  

ST4 2RU.  

N.Chockalingham@staffs.ac.uk 

  

Thank you once again for your participation in this research project. 
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Appendix 7 – SPSS analysis output: Multiple regression for one predictor and 

two covariates on depression symptoms using a complete case approach (N = 

163) including the bootstrapped output.  
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119 
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Appendix 8 – SPSS analysis output: Multiple regression for one predictor and 

two covariates on anxiety symptoms using a complete case approach (N = 

163) including the bootstrapped output.  
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Appendix 9 – SPSS analysis output: Multiple regression for one predictor and 

two covariates on cognitive flexibility using a complete case approach (N = 

163) including the bootstrapped output.  
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125 
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Appendix 10 – SPSS analysis output: ANOVA exploring impact of genre of 

games on depression symptoms 
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Appendix 11 – SPSS analysis output: ANOVA exploring impact of genre of games on 

anxiety symptoms 
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Appendix 12 – SPSS analysis output: ANOVA exploring impact of genre of 

games on cognitive flexibility 
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Appendix 13 – SPSS analysis output: ANOVA exploring impact of gender on 

depression symptoms 
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Appendix 14 – SPSS analysis output: ANOVA exploring impact of gender on 

anxiety symptoms 
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Appendix 15: SPSS analysis output: ANOVA exploring impact of gender on 

cognitive flexibility 
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Appendix 16: SPSS analysis output: Ordinal regression for one predictor and 

two covariates on depression symptoms using clinical cut-off scores (note: 

some cases have been combined for analysis purposes) 
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Appendix 17: SPSS analysis output: Ordinal regression for one predictor and 

two covariates on anxiety symptoms using clinical cut-off scores (note: some 

cases have been combined for analysis purposes) 
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Appendix 18: Author guidelines 
 

Please refer to the Computers in Human Behavior webpage for the author guidelines: 

https://www.sciencedirect.com/journal/computers-in-human-behavior/publish/guide-for-

authors 

 

• APA 7th referencing has been used in the current paper as per journal guidelines. 

• No specific word limit is set. 

• Between 1 – 7 keywords will be generated to make the study discoverable prior to 

submission to the journal.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.sciencedirect.com/journal/computers-in-human-behavior/publish/guide-for-authors
https://www.sciencedirect.com/journal/computers-in-human-behavior/publish/guide-for-authors
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Paper 3: Executive Summary 

 

 

 

 

Do increased hours of video-gaming predict differences in 

depression, anxiety, and cognitive flexibility? 

 

 

 

 

 

 

 

 

 

 

 

 

Word count: 2416/2500 (Excluding title page and references) 
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Summary 

This report summarises a research project exploring the relationship between increased 

frequency of video-gaming and in adults in the UK, and how this relates to depression and 

anxiety symptoms, and their cognitive flexibility. The project also looked at the any differences 

depending on the genre of videogame being played, as well as any differences between 

genders.  

This research was conducted as there is a lack of research into how video-gaming affects 

adults. There is a lot of research into how video-gaming affects adolescents, as well as how it 

affects people if they play videogames too much, which is classed as ‘problematic gaming’. 

However, research specifically on adults who play videogames as a hobby is lacking, despite 

it becoming a more common hobby for adults.  

This summary was written for video-gamers, as well as anyone interested in this research 

area. It was developed with the support of three adults who play video-games, who kindly 

reviewed the report to provide feedback on its wording, layout, structure, and general 

readability.  

 

Background 

Mental Health Difficulties 

Mental health difficulties are common, with around one in six people in the UK reporting 

a common mental problem (e.g., depression or anxiety) in any given week (Baker & Kirk-

Wade, 2023). Additionally, there was a rise in common mental health difficulties during the 

COVID-19 pandemic lockdowns (O’Connor et al., 2021). It is therefore important that people 

with these difficulties have ways to cope, including hobbies.  

 

Video-gaming 

Video-gaming is a common hobby, with some figures suggesting that worldwide, over 

1.7 billion people play them (Jovanovic, 2022). The number of people who play videogames 

is increasing (Clement, 2021), and during the COVID-19 pandemic there was an increase in 

videogame usage (Barr & Copeland-Stewart, 2021). There is conflicting research on how 

playing videogames can impact people. Some studies have found that it can increase 

depression and anxiety symptoms (Wei et al., 2012), whereas others have found that it can 

reduce them (Li et al., 2016; Pallavicini et al., 2021). 
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The majority of research that has been carried out that has explored videogames has 

focused on either adolescents (Janssen, 2016), or people who fall into the ‘problematic 

gaming’ category (Mannikko et al., 2020). This is essentially when a person is addicted to 

playing videogames, which can impact their ability to carry out other important daily tasks. It 

is now recognised as a formal diagnosis. However, research exploring those who do not fall 

into the ‘problematic gaming’ category is limited.   

Additionally, it is not clear how the genre of videogame being played may affect people, 

or if there are any gender differences. Some genres of videogames, such as Massively 

Multiplayer Online Role-Playing Games (MMORPG), can predispose people to ‘problematic 

gaming’ (Elliot et al., 2012). Other genres, such as action games using Microsoft Xbox 

Kinect or Nintendo Wii, have been found to improve depression symptoms (Cancer et al., 

2020). However, most genres have not been explored in any real depth. In relation to the 

gender of the videogame player, research has shown that videogames are no longer a 

hobby just for males, as more females are playing videogames than ever before (Lopez-

Fernandez et al., 2019). Despite this, research into any gender differences is lacking. Initial 

research has found a difference in genders in relation to their motivation to play videogames 

(Vetri et al., 2014), and in adolescents, females gamers have been found to have more 

mental health difficulties when they play videogames more frequently (Twenge & Farley, 

2021).  

Finally, most of the research exploring those who play videogames has focused on either 

playing videogames or not playing videogames, but no known research has looked at adults 

who spend more time playing videogames compared to adults who spend less time playing 

them. Some research has shown that increased time looking at screens is linked to higher 

depression and anxiety symptoms (Cao et al., 2011; Maras et al., 2015), but research into 

specifically increased time playing videogames is lacking.  

 

Cognitive Flexibility 

Cognitive flexibility is the ability to match the type of thinking with the type of problem at 

hand (Laureiro-Martinez & Brusoni, 2018). It allows people to think adaptively during 

stressful situations and can help them from getting stuck in unhelpful thinking patterns 

(Dennis & Vander Wal, 2010). As one part of cognitive flexibility is problem solving, which is 

key to many videogames (Adachi & Wolloughby, 2013), it is worth exploring how increased 

hours of video-gaming may change cognitive flexibility. A recent review of the research has 

found that engaging in any video-gaming can improve performance on some tasks 

(Reynaldo et al., 2021).  
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Why carry out this study? 

As playing videogames is becoming more common, especially in adults, there is a 

growing need to understand how more frequent video-gaming may predict depression and 

anxiety symptoms, as well as people’s cognitive flexibility. Exploring these factors, as well as 

any group differences between genre of game and gender of the player, may aid in 

understanding whether more frequent video-gaming is positive or not.  

 

Aims of the study 

This study aimed to investigate if increased frequency of video-gaming predicted lower 

depression and anxiety symptoms, and increased cognitive flexibility. It also explored 

whether increased frequency of video-gaming affected genders differently, and whether 

there were any differences depending on the genre of videogame played.   

 

Methods 

This study was approved by the Staffordshire University ethics committee.  

 

How were participants recruited? 

Participants were recruited in March 2024. An advertisement was shared via social 

media platforms (e.g. X, Discord, LinkedIn), and participants were encouraged to share the 

advertisement with others who might be suitable to participate.   

 

Who could take part? 

Participants had to meet the following criteria to be suitable to participate: 

To take part, participants had to: Participants could not take part if: 

• Be 18 or over 

• Be living in the UK 

• Be fluent in English 

• Play at least one hour of 

videogames per week 

• They were classed as ‘problematic 

gamers’, as defined by a 

questionnaire that participants 

completed as part of the information 

sheet.  
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What did taking part involve? 

This research used a cross-sectional design (which means data was collected at one 

point in time). The study advert included a URL link that took participants to a 15-minute 

online questionnaire. This involved an information section about the study. It also included a 

series of questions about ‘problematic gaming’, where participants were able to self-screen 

themselves. If they met the threshold for ‘problematic gaming’, they were told they could not 

proceed with the study. It they did not meet the threshold, they were then presented with a 

consent form to complete if they still wished to participate.  

Participants were then asked their age, their self-identified gender, their ethnicity, how 

many hours of videogames they play a week, the genre of game they usually play, what 

platform they played videogames on, any history of mental health diagnoses, and any recent 

illicit substance misuse.  

This was then followed by three questionnaires: 

1. The Patient Health Questionnaire – 9 (Kroenke et al., 2001) is a nine-item 

questionnaire that measures depression symptoms that a person has experienced in 

the last two weeks.  

2. The Generalised Anxiety Disorder – 7 assessment (Spitzer et al., 2006) is a 

seven-item questionnaire that measures anxiety symptoms that a person has 

experiences in the last two weeks.  

3. The Cognitive Flexibility Inventory (Dennis & Vander Wal, 2010) is a 20-item 

questionnaire that measures cognitive flexibility. It is used to monitor how often 

individuals engage in ways to think adaptively when encountering stressful life 

events. It has two scales, measuring alternative strategies (being able to come up 

with different ways to solve difficult situations) and cognitive strategies (the belief that 

the outcome of events are due to their own ability, and not down to luck).  

 

Who took part? 

163 participants completed all the questionnaires. Most participants were White-British 

(72%) and most identified as male (67%). Most participants played role-playing games 

(34%) and played for 6 – 10 hours on average per week (28%). Most participants were aged 

between 25 – 34 (57%). There was a very even split on platform used to play videogames, 

with a slight majority playing on PC (51%) compared to console (49%).  
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Depression symptoms (%)

No depression Mild depression Moderate depression

Moderately severe depression Severe depression

Anxiety symptoms (%)

No/minimal anxiety Mild anxiety Moderate anxiety Severe anxiety



141 
 

How was the data analysed? 

Three multiple regression analyses were used in this study to predict depression 

symptoms, anxiety symptoms, and cognitive flexibility. These domains were predicted using 

the following factors: age, gender, and hours of video-gaming per week. The diagram below 

aims to explain this: 

 

 

 

 

 

 

 

 

 

Hypotheses 

There were five different hypotheses made within this study: 

1. Increased frequency of video-gaming would predict lower levels of depression 

symptoms.  

2. Increased frequency of video-gaming would predict lower levels of anxiety 

symptoms.  

3. Increased frequency of video-gaming would predict better cognitive flexibility.  

4. There would be differences in depression symptoms, anxiety symptoms, and 

cognitive flexibility, depending on the genre of game played.  

Multiple regression analysis was used to assess if increased hours of playing 

videogames predicted a decrease in depression and anxiety symptoms, as well as an 

increase in cognitive flexibility. Additionally, analysis of variance tests were used to 

understand if there were any differences between genre of game played on the above 

factors, as well as if there were any group differences between genders. 

 

If the analysis finds that a factor has a high chance of predicting the rate of the other 

factors, then it is called a “significant predictor”. 

Hours of 

gameplay 
Age Gender 

+ + 

Depression symptoms 

Anxiety symptoms 

Cognitive flexibility 

Predictor variables 
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5. There would be differences in depression symptoms, anxiety symptoms, and 

cognitive flexibility, depending on the gender of the person playing.  

 

Key findings 

Hypothesis one: Increased frequency of video-gaming would predict lower 

levels of depression symptoms.  

The results from this study showed that playing videogames more frequently did not 

predict lower levels of depression.  

 

Hypothesis two: Increased frequency of video-gaming would predict lower 

levels of anxiety symptoms. 

The results from this study showed that playing videogames more frequently did not 

predict lower levels of anxiety.  

 

Hypothesis three: Increased frequency of video-gaming would predict better 

cognitive flexibility. 

The results from this study showed that playing videogames more frequently did not 

predict better cognitive flexibility.  

 

Hypothesis four: There would be differences in depression symptoms, anxiety 

symptoms, and cognitive flexibility, depending on the genre of game played. 

The results from this study showed that there were no differences between genre of 

videogame played. It should be noted that due to small numbers of players in some 

genres, these were combined into an ‘other’ category to help with analysis. 

 

Hypothesis five: There would be differences in depression symptoms, anxiety 

symptoms, and cognitive flexibility, depending on the gender of the person 

playing. 

The results from this study showed there were no differences between genders.  
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Practical applications 

- This study did not find any significant results. However, it should be recognised that 

those who struggle with ‘problematic gaming’ are more likely to be depressed or 

anxious. For those with those diagnoses, it would be useful to screen them for 

‘problematic gaming’ to understand if the amount of time they play videogames is 

making their symptoms worse.  

- Additionally, there were no differences between genders in this study. This was 

surprising, as gender differences have been found in studies in adolescents that play 

videogames (Twenge & Farley, 2021). It is possible that these differences are no 

longer present, however further research is needed.  

 

Limitations 

The research does have limitations: 

- This study recruited more males than females, so it is unclear whether the results are 

generalisable to females or people who identify as non-binary. 

- This study relied on online responses. It is therefore difficult to know if the responses 

were accurate, or whether participants accurately screened themselves out when 

asked about being a ‘problematic gamer’. 

- There were some problems with the analysis, as the multiple regression models did 

not fit the data very well. The results should be taken with some caution.  

- This study used a questionnaire to measure cognitive flexibility. Usually, this is 

measured with practical tasks. It might be that using the questionnaire actually 

measured participants’ view of their own cognitive flexibility, but did not give an 

objective view of participants’ cognitive flexibility.  

 

Recommendations for researchers 

Due to the limitations mentioned, readers should take caution when interpreting the 

results. Future research is recommended to help verify the results, as well as build the 

knowledge base in adults who play videogames. Examples of future research include: 

- Exploring whether the results would be the same in a group of video-gamers who are 

already depressed and/or anxious. It would be useful to understand whether 

increased video-gaming improves depression and/or anxiety in those who are 
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already diagnosed, as this study predominantly focuses on those without a diagnosis 

of depression and/or anxiety.  

- Exploring how video-gaming affects specifically females and those who identify as 

non-binary/third genders. It is recognised that the current demographic of video-

gamers is changing (Lopez-Fernandez et al., 2019), but this study presents findings 

from mainly males.  

- Exploring depression symptoms, anxiety symptoms, and cognitive flexibility in video-

gamers as they age. The results from this study found that as participants aged, their 

depression and anxiety symptoms reduced, and their cognitive flexibility increased. 

This was not a hypothesis in this study, but was a significant finding of the results. It 

is not possible to say that this is down to video-gaming, however future research into 

how videogames may help people as they age would be useful. This is especially 

important as this is the first generation of adults who have been able to play 

videogames, and they will soon reach ‘older age’.  

- Repeating this research with a larger sample size of participants. As some of the 

genres groups were combined, this study was not able to effectively compare all 

genres.  

 

Conclusion 

This study found that increased hours of video-gaming did not improve depression 

symptoms, anxiety symptoms, or cognitive flexibility scores in adults in the UK. There were 

also no significant differences between genre of videogame played or gender of the video-

gamer on depression symptoms, anxiety symptoms, or cognitive flexibility. The findings have 

helped to contribute to our knowledge of more frequent videogame-play in adulthood.  

 

Dissemination 

This research will be shared with the Research and Development Team at Midlands 

Partnership NHS Trust. This research will also be submitted to a research journal called 

“Computers in Human Behavior” for publication.  
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