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Abstract
Background: Advances in experimental psychology have highlighted the need to modify underlying automatic cognitive biases,
such as attentional biases. The effectiveness of bias modification has been well studied for substance use disorders. With recent
advances in technology, it is now possible to work outside the laboratory with Web-based and mobile-based attention bias
interventions. Gamification technologies might also help diminish the repetitiveness of the task and increase the intrinsic motivation
to train. The inconsistent findings of the impact of gaming on the effectiveness of mobile interventions call for further work to
better understand the needs of patients (users) and health care professionals.
Objective: The aim of this study was to involve patients, together with health care professionals, in the design of a gamified
mobile attention bias modification intervention for substance use disorders.
Methods: The participatory design research method adopted is that of a user-oriented design approach in the form of a future
workshop. In the first phase of the workshop, participants shared their critique of an attention bias modification intervention. In
the second phase of the workshop, participants were asked to brainstorm features. Participants were also shown gamification
approaches and asked to consider if gaming elements could enhance the existing app. In the last phase, participants were asked
to sketch a new prototype.
Results: Three co-design workshops were conducted with health care professionals, inpatients, and outpatients. There were 20
participants, consisting of 10 health care professionals and 10 patients. When asked to identify the limitations in the existing app,
common issues identified were those of the design, visual probe task, and the included images. Outpatients were also concerned
with the safety of administration of the intervention. In the brainstorming sessions, health care professionals made recommendations
as to how the stimulus, the mechanism of responding, and the presentation of the scores could be enhanced. Inpatient participants
recommended the addition of functionalities, such as information on the harms associated with the substance use, and for there
to be enhancements in the design, images, and task. Outpatient participants perceived a need to improve the images and presentation
of the results and recommended the inclusion of gaming features. There were differences in opinion on the inclusion of gaming
features, as only health care professionals endorsed their inclusion. In the last phase of the workshop, participants were tasked
with the conceptualization of prototypes, and the commonality in the design was for a gradual shortening of the interval for
stimulus/image presentation.
Conclusions: The results from this research will guide the development of an app that meets the specific needs of patients and
is still based on a pre-existing validated task paradigm.
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Introduction
Illicit substances like opioids, cannabis, and stimulants are
highly abused worldwide [1]. Unfortunately, there are limited
pharmacological approaches to help the affected individuals
achieve and maintain abstinence, which is crucial because of
the potentially severe complications such as medical
comorbidities and death [2,3]. Therefore, the mainstay of
management is psychological therapies. Although cognitive
behavioral therapy is used often, its effectiveness is variable
and not always sustained; some studies reported that 40%-50%
of individuals relapsed in the first year and 70% relapsed within
3 years [4]. It appears that conventional psychotherapies do not
address all the etiological factors; hence, individuals relapse
back to addiction. Moreover, a recent bibliometric review has
highlighted a decline in the growth trend for psychotherapies
applied for substance use disorders [5]. Advances in
experimental psychology have informed the dual-process
theoretical model [6,7], which postulates that existing therapies
only address the cognitive control processes, but not the
underlying automatic, unconscious processes. The dual-process
theoretical model suggests there are two common automatic
processes occurring in individuals with addictive disorders:
attention bias and approach bias. Attention bias refers to the
preferential allocation of attentional processes toward
substance-related cues [8], whereas approach bias refers to the
automated tendencies for individuals to seek out and reach for
substance-related stimuli [9]. To assess these unconscious biases,
tasks like the Stroop task and the Visual Probe task are
commonly used [10]. These tasks are also used for bias
modification, which focuses on retraining the biases, so that
attention is directed away from the stimulus of interest [10].
The effectiveness of bias modification has been well studied.
Cristea et al [11] reported moderate effectiveness (Hedges
G=0.60) of cognitive bias modification in people with alcohol
and tobacco use disorders. Other studies in clinical settings have
similarly reported that bias modification helps reduce biases
and other positive outcomes [9,12]. Most interventions included
in these reviews were delivered in a laboratory setting [13], but
with recent advances in technology, it is now possible to work
outside the laboratory with Web-based and mobile-based
interventions and provide early interventions and
psychoeducation for addictive disorders [14]. Our recent review
synthesized evidence for mobile attention bias interventions
[15] and highlighted seven studies demonstrating effectiveness.
Use of gamification technologies in these mobile interventions
is the next advancement, as gamification might help diminish
the repetitiveness of the task and increase both the extrinsic and
intrinsic motivation to train [16]. Interestingly, in a review on
gamified attention bias apps, only half of the studies adopting
a gaming approach were more effective than standard care [17].

better understand the needs of patients (users) and health care
professionals (providers). Participatory action research methods
are a “systematic inquiry, with the participation of those affected
by the problem being studied, for education and action or
effecting social change” [18] and are well suited to the
development of relevant interventions for the end user.
Workshops and focus groups are the most common methods of
cocreation, and these techniques are increasingly used in
medicine. In our review of how participatory action methods
have been applied for technological interventions in psychiatry
[18], we reported seven studies describing how these methods
have been used in the fields of perinatal depression, dementia,
self-harm, and general mental health or youth mental health
issues [18]. Such methods help in exploring perceptions and
refining the existing task; they could also help researchers
understand the reasons underlying the diminishing motivation
and interest in such interventions [18]. The prior review focusing
on participatory action research [18] highlighted the need to
apply these methods for bias modification intervention research.
Moreover, Zhang et al [19] also reported at least 17 bias
modification apps in the commercial store, but only one app
had an academic input. Similarly, in their review of smoking
cessation apps, Haskin et al [20] found that only two of the
validated apps were amongst the top 50 apps in the app store.
It is evident from the review that there is a great divide between
academics, developers, and the end users (or patients). Including
methods of participatory design research will help bridge this
disconnect between different stakeholders.
This study aimed to involve patients, together with health care
professionals, in the design of a gamified mobile attention bias
modification intervention. We wished to address four questions
from the perspectives of health professionals and patients: (1)
What are participant’s perspectives of the mobile attention bias
modification intervention? (2) What features of a mobile
attention bias modification intervention would a participant
expect, to help minimize attrition from the task and increase
both intrinsic and extrinsic motivation in completing the
intervention? (3) Would gamification (ie, application of gaming
elements) help in enhancing the existing mobile bias intervention
task (ie, increase the magnitude of bias change, increase
motivation, and reduce rates of attrition)? (4) What gaming
elements are preferred?

Methods
Design Approach
The approach adopted was that of a Future Workshop, a method
deemed to be optimal for the generation of new, innovative
ideas [21]. We planned to conduct three co-design workshops:
one with health care professionals, one with inpatients, and one
with participants from outpatient settings.

These inconsistent findings of the impact of gaming on the
effectiveness of mobile interventions calls for further work to
https://mhealth.jmir.org/2019/10/e15871
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Study Settings and Recruitment
Participants were recruited from the largest addiction treatment
center in Singapore that specializes in both substance and
behavioral addictions. The health care professionals recruited
were addiction psychiatrists and addiction counsellors. The
number of health care professionals and patients recruited was
10 for each group, so that there was equal representation from
both groups of participants. In addition, patients who were at
different stages of recovery were invited to participate, to ensure
that the collated perspectives would not be biased. Informed
consent was obtained in accordance with the Human Biomedical
Research Guidelines from all participants.

Participants
Patients were included in the study if they were aged between
21 and 65 years; diagnosed with a primary psychiatric disorder
of alcohol, opioid, cannabis, stimulant use disorder; able to
speak and write in English; and knew how to use a smartphone
device. Patients were excluded from the study if they had a
significant psychiatric comorbidity (moderate to severe
depressive disorder, anxiety disorder, psychotic disorder), were
non–English-speaking, or had an existing cognitive impairment
or intellectual disability. The inclusion criteria for selecting the
patients were similar to those of our prior feasibility study [22]
and representative of the demographics and clinical
characteristics of patients admitted for treatment in our program.
For health care professionals to be included in the study, they
had to be currently working in an addiction unit and actively
involved in the treatment of individuals with addictive disorders

Zhang et al
with a minimum of 2 years of experience working with clients
with addictive disorders.

Workshop Procedures
All participants completed a questionnaire prior to participating
in the co-design workshop comprising of three phases. The
questionnaires included questions on the demographics of the
health care professionals and demographics and clinical
characteristics of the patients. The principal investigator (MZ),
a psychiatrist specializing in addiction medicine, facilitated all
three workshops.

Phase 1
In the first phase of the co-design workshop, individuals
critiqued the existing smartphone-based attention bias
modification intervention. The existing attention bias
modification intervention was based on a prior protocol [23].
In the mobile app, participants were able to select the
intervention specific for their substance of abuse. In the
assessment task, participants were presented with a central
fixation cross. Following the disappearance of the cross, both
a neutral stimulus and a nonneutral stimulus were presented
simultaneously. A probe would then replace either of the stimuli,
and individuals were to indicate the position of the probe, within
a predetermined response time. In the assessment task, the probe
would replace either stimulus equally. In the intervention task,
the probe would replace the nondrug stimulus all the time.
Figure 1 provides an overview of the nature of the assessment
and intervention tasks.

Figure 1. Overview of the existing mobile attention bias intervention.

Participants were introduced to the rationale of the research
project and the objectives of the study. Participants were then
shown a presentation of the existing attention bias modification
app. They were able to try the app on the provided tablet
https://mhealth.jmir.org/2019/10/e15871
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devices. Participants were asked to provide their thoughts
narratively and identify limitations. The questions posed were
as follows: (1) Having seen and used the existing app, what are
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your thoughts about it? (2) What are some of the limitations of
the current app?

Phase 2
In the second phase, individuals brainstormed for solutions to
their critiques. Participants were asked to brainstorm features
that could be added to the existing mobile app. These questions
were as follows: (1) What additional features do you think could
be added to the app? (2) Why do you think that these additional
features will be helpful? Participants were encouraged to write
down their ideas on sticky notes, following which these notes
were collated by members of the study team and discussed
amongst the whole group.

As one of the objectives was to determine whether gamification
could address some of the limitations of the existing app,
participants were shown screenshot examples of some of the
attention bias commercial apps, which included elements of
gamification [19]. Gamification elements, ie, digital rewards,
avatar and competition, feedback, leader board, time pressure,
and 3D environment, were shown to participants. To ensure
everyone had some understanding of gamification techniques,
the facilitator provided an overview of techniques summarized
in the literature (Table 1) [24]. Participants were shown gaming
strategies adopted in commercial apps and approaches used for
apps in other disciplines and asked to consider strategies that
are appropriate for the current intervention.

Table 1. Overview of gamification approaches [24].
Gaming approach

Description

Economic gamification techniques
Marketplace and economies

Providing gamers with a virtual currency that allows them to deal in game

Digital rewards

These include badges, game currency, game points, virtual goods, and powers or abilities

Real-world prizes

Provides gamers with options to exchange in-game credits for real-world prizes such as
vouchers or other forms of goods and services

Social gamification techniques
Avatar

Allows individuals to choose a virtual character to represent oneself

Agent

A virtual character that help guides or provides instructions to user

Competition

Allows individuals to compete with other players or with each other

Teams

Game that involves several individual players, allowing them to interact and form relationships

Parallel communication systems

Allows individuals to communicate with one another

Social pressure

Ability of game to pressurize individuals to perform in certain task, so that he or she will be
invited to subsequent events.

Performance-orientated techniques
Feedback

Spoken, visual, or auditory feedback about user’s performance

Levels

Information on the stage of a game one has attained

Secondary game objectives

Secondary goals that reward the player upon completion

Ranks of achievement

Measurement of character development

Leaderboards

Allows for comparisons with other players

Time pressure

Pre-determined time limits for task completion

Embedding-focused techniques
Narrative context

A storyboard or stories that guide development of the character

3D environment

3D models of objects that parallel the real world

Participants were asked to discuss their perspectives about the
gamification ideas described and then individually select their
top three gamification techniques that they felt were most
appropriate to be applied in the existing app.

Phase 3
In the last stage of the workshop, participants were divided into
smaller groups of two to five to develop frame-by-frame
sketches of a prototype app that incorporated the solutions that
they have proposed. Participants sketched freely on the paper
provided by using a variety of writing instruments provided.
https://mhealth.jmir.org/2019/10/e15871
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They were told to include the original task but could modify it.
All the groups were given 15 minutes to work on this task.
Prior to the completion of the workshop, participants were also
shown a set of substance images that have been incorporated
since into the existing app. Participants were assigned to rate
the relevance of the images for an individual with an addictive
disorder, on a Likert scale (scores ranging from 1 to 10, where
1 is not relevant and 10 is extremely relevant). Participants were
also asked to share their perceptions with the facilitator of the
workshop.
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Ethical Approval
This study obtained ethical approval from the National
Healthcare Group’s Domain Specific Research Board (ethics
approval number 2018/01363).

Data Analyses
Descriptive statistical analysis was performed using SPSS
(version 24; IBM Corp, Armonk, New York) for the quantitative
data collated from the questionnaire. The workshops were
audio-recorded and transcribed verbatim by the principal
investigator and independently by a private transcription service
(WayWithWords). The principal investigator (MZ) then listened
to the audio recordings of the workshop and developed a coding
frame. To ensure reliability of the coding frame that was
adopted, two authors (MZ and SH) reviewed the transcripts and
discussed the coding frame, thus ensuring that the process of
intercoder consensus was adhered to [25]. If there were any
disagreements, they were resolved through discussion with
another author. The codes identified were classified into
categories and then reorganized into themes. NVivo (version
12.0; QSR International, Melbourne, Australia) was used to
facilitate the analysis. Two independent members of the study
team reviewed the sketches of the prototype and identified the
common elements.
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Results
Demographics of Participants
Three co-design workshops were conducted with health care
professionals, inpatients, and outpatients. There were 20
participants, consisting of 10 health care professionals and 10
patients (5 inpatients on a detoxification and rehabilitation
program and 5 outpatients who were clinically stable and mostly
in abstinence from their substance use). The mean age of the
health care professionals was 47.3 years, and the mean time
caring for individuals with addictive disorders was 12.7 years.
Of the 10 health care professionals, 8 were male. In terms of
ethnicity, four were Chinese, one was Malay, and five were
Indians. The mean age of inpatients was 44.4 years; one had an
alcohol use disorder and four had a substance use disorder. For
outpatients, the mean age was 43.2 years, and all participants
had used both alcohol and illicit substances, except one inpatient.
Multimedia Appendix 1 provides further information on the
demographic characteristics of patient participants.

Phase 1
When responding to the existing app, health care professionals
identified issues with its design, the visual probe trials, and the
images. Both patient groups perceived issues with the visual
probe trials and the images included in the app, and the
outpatients also commented on the design and safety issues with
the administration of the existing app. Table 2 provides a
summary of the verbatim comments of the participants in each
of the themes identified.
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Table 2. Themes related to limitations of the existing app.
Themes

Health care professionals (n=10)

Design of the app

•
•
•

Visual probe tasks

•
•
•
•
•

Images included in •
the visual probe task
•

Inpatient participants (n=5)

“Buttons were too small” making •
them “easy to miss” [Participant 2]
“Press a few times, will add on to
the reaction time” [Participant 1]
“There is no try out to understand
how it works.” [Participants 3 and
5]

“Too many repetitions” [Participant
2]
The task was “so fast” [Participants
3 and 5].
“Distinguish the frame from one
another looking at the asterisk”
[Participant 1]
“Focusing on the asterisk only.”
[Participants 3 and 7]
“Pictures were so fast, after a while,
I stopped paying attention and just
look for the asterisk” [Participant
8]

•

“Image colour does not stick out”
[Participant 3]
“Non-white background will enhance the focus of the images”
[Participant 2]

•

•
•
•

Outpatient participants (n=5)
•
•

No mention

•
•
•

“Were too fast” [Participants 3, 5
and 7]
“My mind cannot catch up, fingers cannot catch up” [Participant
5]
“Repetition is the same” [Participant 5]
Task is “too tedious” [Participant
3]

•
•
•
•
•

•

The “colour is dull” and “the im- •
ages are repetitive” [Participant
1]
•
“I see the same image for 30 times
or more” [Participant 1]
•
•

Safety of administer- •
ing the app

No mention

•

No mention

•
•

Phase 2
When brainstorming features that could be added to the existing
mobile app, the health care professionals suggested improvement
to the stimuli, the mechanism of responding, and the presentation
of the scores. Inpatient participants recommended additional

https://mhealth.jmir.org/2019/10/e15871
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“More instructions”[Participant 2]
“When I got things clear, I focus on
star” [Participant 5]
“No design or anything” [Participant
1]
Buttons to be “bigger” [Participant 1]
“Joystick interface” to indicate a response [Participant 2]
The trial was “too long” [Participants
1 and 4]
“Too fast” and “quick” [Participants
2, 4, and 5]
“I never even have a chance to see”
[Participant 1]
“Too fast. My mind was to aim for the
star. The pictures I was not interested.”
[Participant 4]
“It is too fast that we don’t really see
the picture” [Participant 3]

“Keep seeing the same pictures” [Participant 3]
“Very boring, put more pictures”
[Participant 1]
“Maybe more picture, very repetitive.
I keep on seeing the same pictures over
and over again” [Participant 2]
“It comes in pairs. It always weed and
chocolate cake. You can figure out”
[Participant 2]
“Triggering. Like I think just keep
seeing pictures of drug of choice”
[Participant 2]
“Early recovery is triggering. For myself, if I am in detox, might trigger
me.” [Participant 5]

functionalities and enhancements in the design, images, and
task. Outpatients recommended improvements in both the
design, included images, and the presentation of the results and
perceived gaming features to be a solution. Table 3 provides a
summary of the verbatim comments of the participants in
accordance with the themes identified.
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Table 3. Themes related to solutions addressing limitations of the existing app.
Themes

Health care professionals (n=10)

Inpatient participants (n=5)

Images included in visual probe
task

•

•

•

Design of app

•

•

Outpatient participants
(n=5)

“Something associated with alco•
holism. Clubbing, coffee shop, anything associated with alcoholism”
•
[Participant 1]
Images with substances in different
“environment” [Participant 3]
“Can include like family members.
Drinking with family members” [Participant 2]
“Images personalized, can identify
with” [Participant 3]

“Higher intensity” of
images“
instead of just 2 pictures [Participant 1]

“Is it possible to press on the
•
picture instead of right/left. Pictures are bigger than the
right/left button” [Participant 10]
“Maybe instead of buttons, they
could tap anywhere on the half
of the screen. That would make
it easier rather than to aim on the
button. This will also help to
mitigate the older folks who
have difficulties to move on to
the button” [Participant 2]

“Colours” for the asterisk [Participant •
1] and for the buttons to be “round or
bigger” [Participant 1]

“When press down on
the star, right or correct, some positive
words or pictures,
smiling. Would be
more interesting” [Participant 4]
“If they hit the correct
one, maybe there is a
nice emoji. Wrong,
maybe a crying emoji”
[Participant 3]

No mention

“As much as possible, it should
be similar as possible. The two
pictures should be of the same
quality and same size” [Participant 2]
“How come the tiger bottle is so
big and the cola bottle so small?
Obviously, my eyes will zoom
to the big one. I am attracted to
the obvious. It just shines out”
[Participant 5]

•
•
•

•

Scoring functionality

•

Scoring was “very complicated” •
and that the scoring appealed
only to “investigators or clinicians” [Participant 1]

Other possible functionalities

•

No mention

•

“What are the diseases you are going •
through if you have alcoholism? More
information of what alcohol does to
you in the short term and long term”
[Participant 2]

No mention

Visual probe trial

•

No mention

•

“Just 3 seconds interval” [Participant •
1]
“You can request for 5-10 seconds interval delay” [Participant 1]

“Do it from slow, all
the way to fast” [Participant 3]

•

“Show the fastest
speed and slowest
speech in the result,
make it like a game”
[Participant 1]
“Maybe you could
have a board [1st, 2nd,
3rd)” [Participant 3]

•

Consideration of gaming elements •

No mention

•

No mention

•

•

Phase 3
Gaming was the aspect where there was the greatest difference
between health care professionals and patients. The professionals
suggested the integration into the conventional attention bias
modification app of performance-oriented rewards and
storyboard gaming elements. With one exception, the inpatient
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“When they finish the
game, can have instant
results, instead of having to scroll down”
[Participant 3]

participants were against the inclusion of gaming elements. The
outpatient participants perceived that the inclusion of gaming
elements was appropriate if the game was intended for
individuals who are in abstinence. Table 4 provides a summary
of the verbatim comments of the participants in accordance to
the themes identified.
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Table 4. Themes related to gamification elements for the existing app.
Themes

Health care professionals (n=10)

Performance-oriented gaming
elements

•
•
•

•
•
•
•
•

Rewards (digital/real world)based gaming elements

Context (storyboard)

•

•
•
•

Against gamification

•

Inpatient participants (n=5)

“Lowest cost way of doing this app that
•
will make users want to continue using it.”
[Participant 2]
“The feedback that you are doing better is
kind of helpful for them” [Participant 9]
“In between giving feedback about their
performance; three times you press the
correct thing, you are on a roll” [Participant
4]
“As it motivates you to go into higher
grades, either as an individual or as a
group” [Participant 6]
“Motivate them to continue playing the
application” [Participant 11]
“Bronze to silver to gold medals” [Participant 2]

“Entice them to continue to play” [Partici- •
pant 4]

“Motivating” [Participant 7]
•
“Map out the real-life experiences”, this
giving “a reason in doing the exercises”
[Participant 6]
“More realistic and engaging” [Participant
9]
No mention

•
•

•

Each of the six groups were able to discuss and sketch out a
prototype of an app that would address the underlying limitations
and include the solutions they have proposed. Figure 2 shows
an example of the proposed design illustrated by one group of
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RenderX

“Leader-board”, social
•
gaming elements “Having
connect with Facebook
would allow you to see
•
who else has participated”
and “Levels” in the game
[Participant 1]
•

“Results” of his or her
performance [Participant
2]
Time-pressure, levels and
leaderboard were also
chosen, as it allows for
“competition” [Participant
2]
“When you see the
leaderboard, maybe I am
here. I can do better to go
up” [Participant 3]

“Some achievement in the form of badges
would help” [Participant 7]
“Track their progress” “aware of the questions remaining” [Participant 8]

•

https://mhealth.jmir.org/2019/10/e15871

Outpatient participants (n=5)

No mention

No mention

•
•

“Can change for vouchers” [Participant 1]
“Like voucher, exchange
coffee. Get something realistic” [Participant 4]

•

No mention

“Childish” [Participant 3] •
making the application to
be more catered for
“Kids” [Participant 1]
“All these are game right?
Part of games right? All
•
these are addiction already” [Participant 2]
“As a gamer, I could relate
to Number 2, this is gaming addiction” [Participant
1]

“If I am using, I would not
play game. When you are
into drugs, you are in no
mood to play games”
[Participant 4]
“When you are heavily
using, you cannot be
bothered by this. Especially when you are high”
[Participant 5]

patients. Table 5 provides the selected verbatim comments of
all groups of participants with regard to their sketched prototype.
In each of the groups, one participant was asked to share about
their prototype.
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Figure 2. Patient-created proposal for design of the app.

Table 5. Participants’ comments on their newly conceptualized prototypes (one participant was asked to share on behalf of the whole group).
Participants

Selected verbatim comments

Health care professionals (Group 1) •

“We think that there should be a few levels of difficulties. It is like a training phase. The assessment time
becomes shorter and shorter. The time becomes shorter and shorter. We think there should be a score. Encourage the person to hit a higher score. The rewards we were thinking about…Vouchers or privileges on
the ward.”

Health care Professionals (Group 2) •
•
•
•
•

“First thing would be instructions.”
“Second part. There would be some motivation. You are doing good.”
“After the training is done, task score. And the progress bar. How many percent completed.”
“The pictures. We thought of different modalities. Not just the pictures. Sometimes virtual ones.”
“Need a trial of how to do it.”

Inpatient participants (Group 1)

•
•
•
•

Inpatient participants (Group 2)

•
•

Outpatient participants (Group 1)

•
•

Outpatient participants (Group 2)

•

“Instead of using a cross, you can put a money sign.”
“After you focus on a while, you could have different images.”
“Secondly, instead of money, you could put a photo. A photo of your family. After you focus on the photo
for a while, you drift off to an animated picture.”
“Ask the user to type.”
“Family. Picture This is the family picture, wife and children picture. Drugs and alcohol. Which one you
want to choose.”
“Instead of someone else drinking, can be someone I know drinking.”
“The first square is the instruction manual. The second one is a prompt for ready. Then straight away go
to the cross with 2 pictures. The last one is the start. And end with results. Maybe it starts off with a bit
slower and then progress to fast.”
“Maybe the first 20-30 pictures 0.8 seconds, then the next 0.6 seconds. Moderately decrease the speed instead
of diving right in.”
“Introduction. The second column slightly slower than the tablet. 0.7-0.8 seconds. This one is 2 seconds.
1 seconds. Then you can random got different picture. Not only just come up star only. Can come up star
with drug.”

In both groups of health care professionals, it was important
that participants be allowed to have a training phase or practice
before they undertake the actual task. Health care professionals
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also recommended the initial trial interval to be lengthened to
1000 milliseconds and gradually reduced to 500 milliseconds
with time. Health care professionals also recommended the
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inclusion of scores and progress bars, to provide feedback and
inform participants of their progress. Some health care
professionals preferred the inclusion of animated images instead
of static images. Inpatients wanted images that were animated
or personalized for their substance of use. Participants also
wanted a variety of images to appear on the screen, instead of
being limited to merely two images. Like the design proposed
by health care professionals, both groups of outpatient
participants wanted to start with a lengthened trial interval,
which was progressively shortened as the intervention
progressed, for example, starting with a trial interval of 800
milliseconds for the first 20-30 set of images and then reducing
it to 600 milliseconds. The rationale for this progressively

decreasing trial interval duration was to allow participants of
all age groups to become comfortable with the nature of the
task. All participants emphasized the need to provide instructions
prior to the commencement of the task. Both groups of
participants also wanted the prototype to have bigger buttons
to facilitate rapid response. All participants were able to
complete the sketches of the prototype within the allocated time.
Participants were also shown images that were included in the
existing app. Both health care professionals and participants
shared their perspectives of the included images. Table 6
provides a summary of the verbatim comments of the
participants in accordance with the drug categories.

Table 6. Suggestions of participants for images included in the app.
Image category

Health care professionals (n=10)

Alcohol

•
•

Cannabis

•

Inpatient participants (n=5)

“Picture more relevant to the local •
context, for example, picture from
coffee shop” [Participant 6]
Not to focus on the “brands” of the
alcohol [Participant 6]

“Hard liquor” was missing [Partici- •
pants 1 and 2]
•

No need to include the “brand” of
the alcohol [Participant 4]
“More kind of hard liquor, such as
whisky” [Participant 4]

•

A “barrel and aluminum foil”
•
would be good [Participant 3]
“Bottles” might not be so relevant,
as they are synthetic cannabinoids
[Participant 1]

“The bong is not the right bong”
[Participant 2]

“Straws” “pictures of the barrel and •
thin foils” [Participant 5]
“Someone chasing the dragon, or
someone using the main line” are
the most relevant and triggering
[Participant 3]

“The one with needle” [Participant •
4]
•

“Syringe” image was perceived to
be “very triggering” [Participant 1]
“Nothing catches my eye except for
this needle thing” [Participant 3]
Pills “oxycodone” was not used locally (“Singapore people don’t
abuse”). [Participant 1]

The images of the stimulant crystals •
might not be so relevant, as the
crystals available locally are “of
different quality” [Participant 2]

“Pure image of ICEa” [Participant
1]

“Some of the pictures were not familiar” [Participant 2]

•

Heroin

•
•

Stimulants

a

•

Outpatient participants (n=5)

•

•

“Don’t look like ICE at all” [Participant 4]

ICE: methamphetamine (stimulant).

Discussion
Principal Findings
This is the first study to explore the principles of participatory
design research for cognitive/attention bias modification
interventions. When asked to identify the limitations in the
existing app, common issues identified were those with the
design, visual probe task, and included images. Outpatients
were also concerned with the safety of administration of the
intervention. In the brainstorming sessions, health care
professionals made recommendations for enhancing the
stimulus, mechanism of responding, and presentation of scores.
Inpatient participants recommended the addition of
functionalities such as information on the harms associated with
the substance use and enhancements in the design, images, and
tasks. Outpatient participants perceived the need to improve the
images and presentation of the results and recommended the
inclusion of gaming features. There were differences in opinions
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pertaining to the inclusion of gaming features, as only health
care professionals endorsed their inclusion. In the last phase of
the workshop, participants were tasked with the
conceptualization of prototypes, and the commonality in the
design was a gradual shortening of the interval for
stimulus/image presentation.
Throughout all the co-design sessions, one of the main issues
highlighted by participants was that the time interval for the
presentation of the stimulus was too rapid. In the conventional
app that we designed [23], we stipulated the following timings:
500 milliseconds for the presentation of the fixation cross,
another 500 milliseconds for the presentation of the images,
and 2000 milliseconds for the participant to respond before the
trial goes on. A measure of 500 milliseconds was chosen as the
time for the presentation of the stimulus, as most studies that
have examined the reliability of the dot-probe task present cue
stimuli 500 milliseconds prior to the appearance of the probe
[26]. In the literature examining attentional bias modification
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for substance use disorder, there is a great variation in the
timings of stimulus presentation. Charles et al [27] presented
images for either 200 or 500 milliseconds to individuals with
opioid use disorders, and they postulate that the short stimulus
(200 milliseconds) helped in the evaluation of the automatic
orientating, and the long stimulus (500 milliseconds) helped in
the evaluation of controlled attentional processing. Other studies
involving individuals with opioid disorders have used varied
timings, ranging from a short stimulus of 200 milliseconds
[28-32] to 500 milliseconds [29] and a long stimulus interval
of 1500 milliseconds [15] to 2000 milliseconds [28,30-32]. In
studies involving individuals with cannabis use disorder,
stimulus intervals of 500 milliseconds [33] and 2000
milliseconds [34] have also been used. Studies involving
participants with stimulant use disorders have, however,
consistently used a stimulus interval of 500 milliseconds [35-37].
The aspects postulated by Charles et al [27] in their study on
the evaluation of different attentional processes by short and
long stimulus intervals have also been previously postulated by
Robbins and Ehrman [38] and Field et al [39]. It is apparent
that there is a wide variability in the stimulus interval timings
in the published literature, despite all these studies having used
the visual probe task. The findings from this study suggest that
participants (both health care professionals and patients) prefer
a slightly lengthened stimulus presentation interval (700-1000
milliseconds) and with the stimulus presentation interval
gradually decreasing across the interventions. Taking into
consideration the perspectives of our participants and the
evidence to date in the published studies, future studies could
vary the ratio of the stimuli that present as a long stimulus and
a short stimulus (ie, at the start of the intervention, more trials
are presented for a long stimulus duration, and across the days
of interventions, this progressively decreases, so that there are
more trials presented for a short stimulus duration). This helps
ensure that both attentional processes (initial orientating and
delayed disengagement) are being investigated.
One of the other limitations that were consistently highlighted
throughout the workshops was a need for the stimulus images
to be more relevant and personalized. The images included in
the existing app were images extracted from the United States
Drug Enforcement Agency Website together with some from
the Singapore’s Central Narcotics Bureau’s website. Participants
suggested that some of these images are not realistic enough
for them and are not congruent with the images of the substances
they have had used. To bridge this limitation, we could consider
what Field et al [33] previously adopted. They had a separate
group of 10 individuals, comprised of cannabis and noncannabis
users, to rate the word stimulus on a “cannabis-relatedness”
scale. They then used words that had the highest rating scores.
No recent studies have replicated this study, and we propose
that this should be considered in future research to ensure that
the images included are relatable to the participants. Apart from
relevance and relatedness, personalization of the images was
suggested by inpatient participants. Although Field et al [40]
reported that the poor reliability of the visual probe task could
be attributed to the nature of the stimulus used and highlighted
the need for personalization of images, a recent study by Jones
et al [41] failed to demonstrate increased internal consistency
of the visual probe task following personalization. Their study
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[41], which involved participants with alcohol use issues,
presented participants with images related to their type of
alcoholic beverage consumed rather than a broad range of
alcohol images. Although an attractive option, it is evident from
the published literature that personalization of images may not
improve the reliability of the visual probe task and facilitate the
detection of attentional biases. Moreover, there are privacy and
practical constrains if personalization of the images is
considered.
In this study, we found a discrepancy in the perspectives of
health care professionals and patients with regard to the
consideration of gaming elements. Health care professionals
were open to the inclusion of gaming elements, whereas patients
were cautious in considering gaming elements. It is extremely
important to take into consideration the needs of patients, as
they are the eventual final users. Allowing patients’ perspectives
to take dominance over health care and academic perspective
makes sense, given that it is increasingly recognized that patients
bring unique insights and knowledge into the co-designing
process [42]. This discrepancy in viewpoints could potentially
be mitigated if health care professionals and patients are both
included in the same co-design workshop. Unfortunately, this
was not permitted by our ethical board, as there are concerns
that patient participants might not be as vocal due to the presence
of health care professionals. In our study, some patients
acknowledged that gaming elements could enhance the existing
task. The common gaming elements recommended by both
health care professionals and patients were performance-oriented
gaming elements (feedback, levels, etc) and rewards. In their
review of gamified attention bias modification apps, Zhang et
al [43] highlighted that apps previously evaluated included
features like animations, sounds, feedback, and a point-scoring
system for response time and difficulty. To some extent, our
participants have endorsed similar gamification techniques, as
the gaming elements that have been used previously could be
easily clustered as performance-oriented gaming elements,
according to a previous [24] taxonomy of gamification
techniques. In the review by Zhang et al [43], only two of the
four identified studies demonstrated that the gamified app was
effective. Notably, the two studies that were efficacious were
evaluating the same app. One study [44] that involved
participants with alcohol use disorders did not find the game to
be effective following the inclusion of gaming elements. Given
our findings, it is pertinent for future studies to carefully
consider the appropriate use of gaming elements, considering
mainly the perspectives of patients, and to re-evaluate the app
for its effectiveness. Future research should consider, in
particular, the specific type of gaming strategy that would render
the intervention more effective.
In our study, patients also highlighted the presence of safety
concerns in the administration of such an attention bias
modification app to individuals in the early stages of recovery.
Their concerns are contrary to those of prior studies, which have
introduced attention bias modification to individuals who were
in the detoxification phase of their treatment [9,12]. Manning
et al [12] highlighted that it is important to introduce bias
modification early to capitalize on the stage of neural recovery.
None of these prior studies have reported dropouts due to
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individuals relapsing into their substance of use. Nevertheless,
the safety concerns highlighted by patients should be taken into
consideration when executing a trial. It might be more
appropriate to consider the administration of such an
intervention among individuals in the later stages of their
rehabilitation program or when they are out of their withdrawal
phase. If the intervention must be administered to participants
in the detoxification phase, only participants with low scores
on their withdrawal scales should be selected to undertake such
an intervention.
The main strength of this study is the principles of participatory
design research for the coproduction of an attention bias
modification app. The coproduced app not only included the
perspectives of experts in the field of addiction (health care
professionals), but also took into consideration the needs of the
service users. Most of the existing attention bias and cognitive
bias modification interventions are produced by either academic
or commercial developers, and as highlighted by Zhang et al
[15], there remains an apparent disconnect between academics,
health care professionals, and software developers. This study
has clearly bridged this gap in the research literature. In this
study, we conducted the workshop in line with the principles
of the Future Workshops.
Despite these inherent strengths, there are several limitations.
It would have been most ideal to have both health care
professionals and participants in the same workshop. However,
we were unable to do so, as there is a possibility that the
presence of health care professionals might make it
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uncomfortable for participants to share their inputs and
perspectives. From the perspectives shared by the participants
and from the results, it is evident that not all participants had
the same understanding of the visual probe task paradigm,
despite receiving the same introductory briefing. In addition,
some of the themes identified such as cost were of importance,
but the cost was not a theme that was commonly identified by
both health care professionals and patients; therefore, it was not
further explored. In our study, we showed participants examples
of the various gamification strategies, as it is anticipated that
our participants had a limited understanding of these techniques.
There is a possibility that this might have resulted in some biases
among individuals, but we have also taken steps to minimize
this by ensuring that gamification techniques from all four
categories, as previously highlighted by Hoffman et al [24], are
shown. In addition, to minimize the risk of biases, in all three
workshops, the facilitator explained each of the gamification
strategies listed in the prior classification by Hoffman et al [24].

Conclusions
To the best of our knowledge, this is the first study that has
applied the principles of participatory design research for an
attention bias modification intervention. Both health care
professionals and patient participants provided insights on how
the existing paradigm of the attention bias modification task
could be enhanced to meet their needs. The results from this
research will guide the development of an app that meets the
specific needs of patients and is still based on a pre-existing
validated task paradigm.

Acknowledgments
MZ is supported by a grant under the Singapore Ministry of Health’s National Medical Research Council (grant number
NMRC/Fellowship/0048/2017) for PhD training. This study has received funding from the National Healthcare Group & Lee
Kong Chian School of Medicine, ALIVE (Games for Health Innovation Centre) grant.

Authors' Contributions
MZ, SH, GS, DF, and HS jointly conceptualized and designed the study. MZ and SH collated and analyzed the data. MZ wrote
up the draft of the initial manuscript under the guidance of DF and HS. All authors worked on the final manuscript. All authors
read and approved of the protocol prior to submission.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Demographic characteristics of patient participants.
[PDF File (Adobe PDF File)91 KB-Multimedia Appendix 1]

References
1.
2.
3.

4.

United NOOD. Executive Summary: Conclusions & Policy Implementation. 2017 URL:https://www.unodc.org/wdr2017/
field/Booklet_1_EXSUM.pdf [accessed 2019-08-14]
Ho R, Ho E, Mak A. Cutaneous complications among i.v. buprenorphine users. J Dermatol 2009 Jan;36(1):22-29. [doi:
10.1111/j.1346-8138.2008.00581.x] [Medline: 19207433]
Ho RCM, Ho ECL, Tan CH, Mak A. Pulmonary hypertension in first episode infective endocarditis among intravenous
buprenorphine users: case report. Am J Drug Alcohol Abuse 2009 Jul 21;35(3):199-202. [doi: 10.1080/00952990902939719]
[Medline: 19462305]
Cutler RB, Fishbain DA. Are alcoholism treatments effective? The Project MATCH data. BMC Public Health 2005 Jul
14;5(1). [doi: 10.1186/1471-2458-5-75]

https://mhealth.jmir.org/2019/10/e15871

XSL• FO
RenderX

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 10 | e15871 | p. 12
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
5.

6.
7.
8.
9.

10.
11.

12.

13.
14.
15.

16.

17.
18.
19.
20.

21.
22.

23.
24.
25.
26.
27.

28.

Tran BX, Moir M, Latkin CA, Hall BJ, Nguyen CT, Ha GH, et al. Global research mapping of substance use disorder and
treatment 1971-2017: implications for priority setting. Subst Abuse Treat Prev Policy 2019 May 17;14(1):21 [FREE Full
text] [doi: 10.1186/s13011-019-0204-7] [Medline: 31101059]
Field M, Cox WM. Attentional bias in addictive behaviors: a review of its development, causes, and consequences. Drug
Alcohol Depend 2008 Sep 01;97(1-2):1-20. [doi: 10.1016/j.drugalcdep.2008.03.030] [Medline: 18479844]
Stacy AW, Wiers RW. Implicit cognition and addiction: a tool for explaining paradoxical behavior. Annu Rev Clin Psychol
2010 Mar;6(1):551-575 [FREE Full text] [doi: 10.1146/annurev.clinpsy.121208.131444] [Medline: 20192786]
Field M, Marhe R, Franken IHA. The clinical relevance of attentional bias in substance use disorders. CNS Spectr 2013
May 13;19(3):225-230. [doi: 10.1017/s1092852913000321]
Eberl C, Wiers RW, Pawelczack S, Rinck M, Becker ES, Lindenmeyer J. Approach bias modification in alcohol dependence:
do clinical effects replicate and for whom does it work best? Dev Cogn Neurosci 2013 Apr;4:38-51 [FREE Full text] [doi:
10.1016/j.dcn.2012.11.002] [Medline: 23218805]
Zhang M, Ying J, Song G, Fung D, Smith H. Recent Advances in Attention Bias Modification for Substance Addictions.
IJERPH 2018 Apr 04;15(4):676. [doi: 10.3390/ijerph15040676]
Cristea IA, Kok RN, Cuijpers P. The Effectiveness of Cognitive Bias Modification Interventions for Substance Addictions:
A Meta-Analysis. PLoS One 2016 Sep;11(9):e0162226 [FREE Full text] [doi: 10.1371/journal.pone.0162226] [Medline:
27611692]
Manning V, Staiger P, Hall K, Garfield J, Flaks G, Leung D, et al. Cognitive Bias Modification Training During Inpatient
Alcohol Detoxification Reduces Early Relapse: A Randomized Controlled Trial. Alcohol Clin Exp Res 2016
Sep;40(9):2011-2019. [doi: 10.1111/acer.13163] [Medline: 27488392]
Jones EB, Sharpe L. Cognitive bias modification: A review of meta-analyses. J Affect Disord 2017 Dec 01;223:175-183.
[doi: 10.1016/j.jad.2017.07.034] [Medline: 28759865]
Zhang MWB, Ho RCM. Tapping onto the Potential of Smartphone Applications for Psycho-Education and Early Intervention
in Addictions. Front Psychiatry 2016 Mar;7:40 [FREE Full text] [doi: 10.3389/fpsyt.2016.00040] [Medline: 27014103]
Zhang M, Ying J, Song G, Fung DS, Smith H. Attention and Cognitive Bias Modification Apps: Review of the Literature
and of Commercially Available Apps. JMIR Mhealth Uhealth 2018 May 24;6(5):e10034 [FREE Full text] [doi:
10.2196/10034] [Medline: 29793899]
Dalstrom C. Impacts of gamification on Intrinsic Motivation. URL:https://www.ntnu.edu/documents/139799/1279149990/
04+Article+Final_camildah_fors%C3%B8k_2017-12-06-13-53-55_TPD4505.Camilla.Dahlstr%C3%B8m.pdf/
9e48c5f5-0d17-4276-a23e-434abfe65491, [accessed 2003-09-19]
Zhang M, Ying J, Song G, Fung DS, Smith H. Gamified Cognitive Bias Modification Interventions for Psychiatric Disorders:
Review. JMIR Ment Health 2018 Oct 25;5(4):e11640. [doi: 10.2196/11640]
Zhang M, Ying J. Incorporating Participatory Action Research in Attention Bias Modification Interventions for Addictive
Disorders: Perspectives. IJERPH 2019 Mar 06;16(5):822. [doi: 10.3390/ijerph16050822]
Zhang MW, Ying JB, Song G, Ho RC. A review of gamification approaches in commercial cognitive bias modification
gaming applications. THC 2018 Dec 06;26(6):933-944. [doi: 10.3233/thc-181313]
Haskins BL, Lesperance D, Gibbons P, Boudreaux ED. A systematic review of smartphone applications for smoking
cessation. Transl Behav Med 2017 Jun;7(2):292-299 [FREE Full text] [doi: 10.1007/s13142-017-0492-2] [Medline:
28527027]
Jungk, Robert, Müllert, Norbert. Future workshops: How to Create Desirable Futures. London, England: Institute for Social
Inventions; 1987.
Zhang M, Ying J, Amron S, Mahreen Z, Song G, Fung D, et al. A Smartphone Attention Bias App for Individuals With
Addictive Disorders: Feasibility and Acceptability Study. JMIR Mhealth Uhealth 2019 Sep 13;7(9):e15465 [FREE Full
text] [doi: 10.2196/15465]
Zhang M, Ying J, Song G, Fung DS, Smith H. Mobile Phone Cognitive Bias Modification Research Platform for Substance
Use Disorders: Protocol for a Feasibility Study. JMIR Res Protoc 2018 Jun 12;7(6):e153. [doi: 10.2196/resprot.9740]
Hoffmann A, Christmann CA, Bleser G. Gamification in Stress Management Apps: A Critical App Review. JMIR Serious
Games 2017 Jun 07;5(2):e13. [doi: 10.2196/games.7216]
Schielke HJ, Fishman JL, Osatuke K, Stiles WB. Creative consensus on interpretations of qualitative data: the Ward method.
Psychother Res 2009 Jul 22;19(4-5):558-565. [doi: 10.1080/10503300802621180] [Medline: 19235093]
Chapman A, Devue C, Grimshaw GM. Fleeting reliability in the dot-probe task. Psychological Research 2017 Nov
20;83(2):308-320. [doi: 10.1007/s00426-017-0947-6]
Charles M, Wellington C, Mokrysz C, Freeman T, O'Ryan D, Curran H. Attentional bias and treatment adherence in
substitute-prescribed opiate users. Addict Behav 2015 Jul;46:100-105. [doi: 10.1016/j.addbeh.2015.03.017] [Medline:
25838001]
Constantinou N, Morgan CJ, Battistella S, O'Ryan D, Davis P, Curran HV. Attentional bias, inhibitory control and acute
stress in current and former opiate addicts. Drug Alcohol Depend 2010 Jun 01;109(1-3):220-225. [doi:
10.1016/j.drugalcdep.2010.01.012] [Medline: 20172662]

https://mhealth.jmir.org/2019/10/e15871

XSL• FO
RenderX

Zhang et al

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 10 | e15871 | p. 13
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
29.
30.

31.

32.

33.
34.
35.

36.

37.

38.
39.

40.
41.

42.
43.
44.

Zhang et al

Frankland L, Bradley BP, Mogg K. Time course of attentional bias to drug cues in opioid dependence. Psychol Addict
Behav 2016 Aug;30(5):601-606. [doi: 10.1037/adb0000169] [Medline: 27031089]
Garland EL, Froeliger B, Howard MO. Allostatic dysregulation of natural reward processing in prescription opioid misuse:
autonomic and attentional evidence. Biol Psychol 2015 Feb;105:124-129 [FREE Full text] [doi:
10.1016/j.biopsycho.2015.01.005] [Medline: 25603284]
Garland EL, Froeliger BE, Passik SD, Howard MO. Attentional bias for prescription opioid cues among opioid dependent
chronic pain patients. J Behav Med 2013 Dec 12;36(6):611-620 [FREE Full text] [doi: 10.1007/s10865-012-9455-8]
[Medline: 22968666]
Garland EL, Howard MO. Opioid attentional bias and cue-elicited craving predict future risk of prescription opioid misuse
among chronic pain patients. Drug Alcohol Depend 2014 Nov 01;144:283-287 [FREE Full text] [doi:
10.1016/j.drugalcdep.2014.09.014] [Medline: 25282309]
Field M, Mogg K, Bradley BP. Cognitive bias and drug craving in recreational cannabis users. Drug Alcohol Depend 2004
Apr 09;74(1):105-111. [doi: 10.1016/j.drugalcdep.2003.12.005] [Medline: 15072814]
Field M, Eastwood B, Bradley BP, Mogg K. Selective processing of cannabis cues in regular cannabis users. Drug Alcohol
Depend 2006 Oct 15;85(1):75-82. [doi: 10.1016/j.drugalcdep.2006.03.018] [Medline: 16701963]
Montgomery C, Field M, Atkinson AM, Cole JC, Goudie AJ, Sumnall HR. Effects of alcohol preload on attentional bias
towards cocaine-related cues. Psychopharmacology (Berl) 2010 Jun 30;210(3):365-375. [doi: 10.1007/s00213-010-1830-y]
[Medline: 20352412]
Tull MT, McDermott MJ, Gratz KL, Coffey SF, Lejuez CW. Cocaine-related attentional bias following trauma cue exposure
among cocaine dependent in-patients with and without post-traumatic stress disorder. Addiction 2011 Oct;106(10):1810-1818
[FREE Full text] [doi: 10.1111/j.1360-0443.2011.03508.x] [Medline: 21615582]
Bardeen JR, Dixon-Gordon KL, Tull MT, Lyons JA, Gratz KL. An investigation of the relationship between borderline
personality disorder and cocaine-related attentional bias following trauma cue exposure: the moderating role of gender.
Compr Psychiatry 2014 Jan;55(1):113-122 [FREE Full text] [doi: 10.1016/j.comppsych.2013.08.011] [Medline: 24138957]
Robbins SJ, Ehrman RN. The role of attentional bias in substance abuse. Behav Cogn Neurosci Rev 2004 Dec
18;3(4):243-260. [doi: 10.1177/1534582305275423] [Medline: 15812109]
Field M, Mogg K, Zetteler J, Bradley BP. Attentional biases for alcohol cues in heavy and light social drinkers: the roles
of initial orienting and maintained attention. Psychopharmacology (Berl) 2004 Oct 8;176(1):88-93. [doi:
10.1007/s00213-004-1855-1] [Medline: 15071718]
Field M, Christiansen P. Commentary on, 'Internal reliability of measures of substance-related cognitive bias'. Drug Alcohol
Depend 2012 Aug 01;124(3):189-190. [doi: 10.1016/j.drugalcdep.2012.02.009] [Medline: 22386685]
Jones A, Christiansen P, Field M. Failed attempts to improve the reliability of the alcohol visual probe task following
empirical recommendations. Psychol Addict Behav 2018 Dec;32(8):922-932 [FREE Full text] [doi: 10.1037/adb0000414]
[Medline: 30475013]
Manzini E, Rizzo F. Small projects/large changes: Participatory design as an open participated process. CoDesign 2011
Sep;7(3-4):199-215. [doi: 10.1080/15710882.2011.630472]
Zhang M, Ying J, Ho RC. Gamified Cognitive Bias Interventions for Psychiatric Disorders: Protocol of a Systematic
Review. JMIR Res Protoc 2018 Oct 16;7(10):e10154. [doi: 10.2196/10154]
Boendermaker WJ, Sanchez Maceiras S, Boffo M, Wiers RW. Attentional Bias Modification With Serious Game Elements:
Evaluating the Shots Game. JMIR Serious Games 2016 Dec 06;4(2):e20. [doi: 10.2196/games.6464]

Edited by G Eysenbach; submitted 14.08.19; peer-reviewed by R Ho, L Notebaert, C Magnusson, K Blondon; comments to author
31.08.19; revised version received 03.09.19; accepted 05.09.19; published 21.09.19
Please cite as:
Zhang M, Heng S, Song G, Fung DSS, Smith HE
Co-designing a Mobile Gamified Attention Bias Modification Intervention for Substance Use Disorders: Participatory Research Study
JMIR Mhealth Uhealth 2019;7(10):e15871
URL: https://mhealth.jmir.org/2019/10/e15871
doi: 10.2196/15871
PMID:

©Melvyn Wb Zhang, Sandor Heng, Guo Song, Daniel SS Fung, Helen E Smith. Originally published in JMIR Mhealth and
Uhealth (http://mhealth.jmir.org), 21.09.2019 This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR mhealth and uhealth, is properly cited. The complete

https://mhealth.jmir.org/2019/10/e15871

XSL• FO
RenderX

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 10 | e15871 | p. 14
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH

Zhang et al

bibliographic information, a link to the original publication on http://mhealth.jmir.org/, as well as this copyright and license
information must be included.

https://mhealth.jmir.org/2019/10/e15871

XSL• FO
RenderX

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 10 | e15871 | p. 15
(page number not for citation purposes)

