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Chapter 1: Introduction

1.1 Personal/Professional Motivation and Positionality Statement

I have over 6 years of professional experience in public mental health, including
supporting hundreds of students at higher education institutions as a student,
employee, and instructor; facilitating training webinars for licensed mental health
providers and members of the public; and working in suicide prevention program and
policy administration at the local and state levels. However, what truly made me
adept at discussing mental health, trauma, and suicide in accessible ways was
consuming narratively complex media (books, video and roleplaying games) in my
adolescence and letting my desire to be there for people who were struggling override
my fear of causing harm. It was over 15 years ago, as a teenager with no formal
training in mental health treatment, that I was first able to provide, in their own
words, life-saving compassion and support. These interactions were also online,
through messaging platforms; text on a screen tempered by narrative and media had
the demonstrable power to change and save lives. These experiences were the
foundations of my interest in clinical psychology and leveraging accessible and

usable emerging technologies to support people’s mental health.

I also understand that as a white man with education and professional experience in
psychology and specifically in suicide prevention, [ am an anomaly when compared
to both the average person and the average mental health provider. My personal,

academic, and professional experiences have made me acutely aware of the
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discomfort and hesitation common in discussing suicidality and suicide prevention.
The average person may bring their culture, beliefs, and own experiences and
knowledge (or lack thereof) to that discomfort. Meanwhile, mental health providers
may hesitate in their role due to insufficient depth, if not an altogether lack, of
training in suicide prevention assessment, best practices, and treatment. But if [ am to
build something truly valuable to everyone, it must be informed by perspectives

different from my own.

This thesis is a culmination of many years of connections, coursework, professional
experience, and my passion for narratives and video games. It is my hope to show
that video games have immense potential to help others and truly save lives, even in a

form as simple as text on a screen.

1.2 On Tone and Interdisciplinarity

Suicide, self-harm, death, loss, and grief can be difficult topics for people to process
in their day-to-day lives. Thus, approaching the topics from an academic perspective,
communicating jargon and standards, and discussing the work of this thesis may be
even more demanding for readers, especially those without in-depth understanding of
psychology, human-computer interaction, or research. Olver and Eliott (2014) found
that humor and laughter were commonly leveraged to discuss topics based on
uncertainty, complex topics, embarrassment, and broad generalizations. Mocarski and
Butler (2016) put forth the idea of humor as a means to “masculinize” and therefore

destigmatize discussions of mental health.
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This thesis is also interdisciplinary- it must be technical, but not too technical;
psychologically and clinically grounded, but not alienatingly so. In an effort to lessen
potential tension with the subject matter and diversity of disciplines leveraged in this
thesis, each chapter is introduced with a comparison to a trip to American restaurant
chain Olive Garden. This chapter briefly covers the definition of suicide, as well as
the history of this definition and developments in language surrounding suicide over
the past decades. By making it this far, you’ve been seated at a table in the Olive
Garden and begun perusing the menu. The remainder of Chapter 1 intends to address

two questions: “What is suicide and how does it happen?”

1.3 Suicide 101: The Basics

The very definition of suicide has been debated over decades, becoming further and
further refined with advances in research, increased understandings of mental health,

and critical discourses. Suicide has been defined as:

death resulting directly or indirectly from a positive or negative act of the

victim himself, which he knows will produce this result. (Durkheim, 1951).

e death that occurs when an individual engages in a lifestyle which he knows
may kill him, and it does. (Maris, 1975)

e an intention to die leading to actions voluntarily taken resulting in death.
(Wreen, 1988)

e the intentional ending of one’s own life. (Mayo, 1992)

e a precise outcome, death, with the prerequisite intention or wish to die.

(Bertolote et al., 2009)
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e the act of “self-killing,” regardless of intentionality. (Dowie, 2020)

These definitions are not meant to provide an airtight history, but instead to illustrate
that the definition has changed, and that research contemporary to each of these
examples may differ in definitions as well. Contemporary definitions from the United
States Department of Health and Human Services (2023) will be used for this thesis,

as they address the importance of both intention and impact of an individual’s actions.

e “Suicide is when people harm themselves with the goal of ending their life,
and they die as a result.”
e “A suicide attempt is when people harm themselves with the goal of ending

their life, but they do not die.”

The World Health Organization (WHO) conducted a global estimate of suicide
deaths, finding that over 727,000 people died by suicide in the year 2021 alone
(World Health Organization, 2025). The majority of these suicide deaths, 73% or
approximately 531,000, occurred in lower- and middle-income countries. Over half of
global suicides, 56% or approximately 408,000, occured where the deceased was 50
years of age or less. When it came to youth and young adults (age 15-29), suicide was
the third leading cause of death behind road injuries and interpersonal violence.
Suicide was also the second leading cause of death in women and third leading cause
of death for men in the 15-29 age group. Rates of suicide were found to be highest in
Africa, and still higher than global averages in Europe, the Americas, and Southeast
Asia. Finally, while suicide rates have dropped worldwide by 35% from 2000 to

2021, the Americas were the only region with an increase at 17%. Notably, global
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suicide death rates are on average 2.2 times higher in male populations than female
populations. Broadly speaking, this report indicates that suicide is a pervasive, global
issue regardless of which continent you live in, your gender, your age, or your
country’s socioeconomic status. Therefore, a successful suicide prevention initiative

would benefit from being accessible and applicable to diverse, global audiences.

1.4 Models and Causes of Suicidal Behavior

We know that suicide is a global threat, which raises the question: what is the
etiology, or cause, of suicidality and suicide attempts? First, I’ll review a number of
conceptual models, which articulate scholarly approaches to understanding and
researching suicide risk. Next, I’ll discuss social determinants of health, stigma, and
factors of everyday life that are also associated with suicide risk. Finally, I’ll review
common warning signs for suicide alongside protective factors.

A foundational model in understanding the onset of psychological disorders is the
diathesis-stress model (Ingram & Luxton, 2005). Under this model, everyone has
existing diatheses, predispositions or vulnerabilities, towards various disorders which
can be triggered by the stresses related to our lived experiences. These diatheses can
exist due to genetic, biological, psychological, social, and situational factors. For
example, a genetic predisposition towards major depressive disorder may lead to the
disorder through a stressful period of grief; or someone could develop an anxiety
disorder in response to situational experiences such as test anxiety. The diathesis-
stress model has also been applied directly to suicidal ideation and behaviors, and
examined through lenses of evolutionary neurobiology (Rubinstein, 1986) as well as

cognitive and behavioral lenses (Van Heeringen, 2012).
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An extension of the diathesis-stress model to the domain of suicide risk is Rudd’s
Fluid Vulnerability Theory (Rudd, 2006). Fluid Vulnerability Theory puts forth the
idea that the risk of a suicide attempt dynamically changes over time in response to
stressors. Like the diathesis-stress model, Fluid Vulnerability Theory assumes a
baseline level of risk for a suicidal crisis, determined by factors such as genetics and
life history. This baseline level of risk is then augmented by short-term, aggravating
stressors in the environment (e.g. relationships, employment) as well as within the
internal world of the individual (e.g. depression, substance abuse, thoughts of being a
failure). Fluid Vulnerability Theory holds that acute suicidality is therefore temporary
and time-limited; addressing aggravating factors can return an individual to baseline,
though these factors may take time to resolve sufficiently.

Thomas Joiner’s Interpersonal Theory of Suicide (Joiner et al., 2010) is a leading
model for suicidality, and has been subject to thorough review and meta-analysis in
the years since its initial conception (Chu et al., 2017; Joiner et al., 2021). Joiner puts
forth the idea that suicidal ideation, or thoughts of suicide, result from a combination
of both a perceived sense of burdensomeness and a thwarted sense of belonging. He
continues that those ideations only become attempts at suicide when the individual
also has trained the ability to actually make the suicide attempt (Joiner, 2005). A
perceived sense of burdensomeness is quite simply a pervasive feeling of
ineffectiveness, and the belief that this incompetence is negatively affecting others.
Meanwhile, a sense of belonging comes from frequent, positive interactions with
others and a feeling of being cared about; a thwarted sense of belonging therefore

involves feelings of not being cared about, along with infrequent positive interactions
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or frequent negative interactions. Finally, the acquired ability to attempt suicide
comes from gaining the knowledge of how one can die by suicide; reducing the fear
associated with pain, injury, and death; and increasing pain tolerance associated with
non-suicidal self injuries. Elements of the Interpersonal Theory of Suicide will
continue to play a role in other theories and models discussed below.

Klonksy and May (2014; 2015) developed the Three-Step Theory leveraging an
ideation-to-action model, which distinguishes between the development of suicidal
ideations and the transition from ideation to active suicide attempts. The first step
hypothesizes that suicidal ideation results from a combination of pain, which is
usually psychological, and hopelessness. In step two, these suicidal ideations can be
mitigated or escalated based on the individual’s connectedness to others; suicidal
ideations increase when the individual’s pain and hopelessness outweigh their feeling
of social connection. The final step, from ideation to active suicide attempt, is driven
by an increased capacity for suicide. This capacity, much like Joiner’s Interpersonal
Theory, is determined through genetic disposition; acquired or built capability such as
pain tolerance; and finally practical factors such as knowledge and access to means.
The Three-Step Theory continues to be updated and refined with further research
(Klonsky et al., 2018; Klonsky et al., 2021).

In an effort to expand suicide models to acknowledge variations as they pertain to
ethnic and sexual minority groups, Joyce Chu developed the Cultural Model of
suicide (Chu et al., 2010) which features four contributors to suicide risk and three
theoretical principles. The four cultural risk factors are: cultural sanctions, or what

events are seen as shameful and the overall acceptability of suicide; idioms of
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distress, or what symptoms of suicidality and suicide attempts look like; minority
stress, or discrimination and disadvantage; and finally social discord, or conflict and
alienation from family, community, and/or friends. Meanwhile, the three theoretical
principles are: culture affects the types of stressors that lead to suicide; culture affects
how suicidal thoughts, intentions, plans, and attempts are expressed; and that cultural
meanings associated with stress and suicide affect the development of suicidal
tendencies, tolerance for psychological pain, and suicidal acts. The Cultural Model
places similar emphasis onto social connections to the Three Step and Interpersonal
Theories, but acknowledges that understanding suicidal ideation and attempts also
requires understanding the cultures with which the individual identifies. The Cultural
Model has also been analyzed as a mathematical model (Chu et al., 2020) and applied
to youth populations (Chu et al., 2022), and cultural factors were found to play a
significant role in predicting suicide deaths, over and above culture-agnostic factors
(Chu et al., 2019).

Finally, a more recent addition to conceptual models of suicide is the Narrative-Crisis
Model (Cohen et al., 2022), which focuses on the transition from chronic suicide risk
to imminent suicidal crisis. The suicidal narrative is a cognitive representation of the
self characterized by a frustrated ability to achieve and engage with goals as well as
interpersonal strain consisting of humiliation, thwarted belongingness, social defeat,
and perceived burdensomeness. While goal frustration is important, only the
interpersonal stressors were found to be associated with suicide risk. From the
suicidal narrative, the individual enters a state called suicidal crisis syndrome, defined

by a feeling of entrapment or being unable to escape a situation; panic or dissociation;
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uncontrollable intrusive and ruminating thoughts; severe emotional pain; and fear of
dying. It is during suicidal crisis syndrome that an individual is at greatest risk of
engaging in suicidal behaviors.

Altogether, these models and theories paint a detailed picture of how individuals can
progress from appearing “well” to states of acute suicidal risk. The diathesis-stress
model and Fluid Vulnerability Theory both acknowledge that each individual has a
separate baseline capacity for suicidal behaviors, which is increased by exposure to
stressors. An individual having thoughts of suicide is not the same as engaging in
suicidal behaviors or attempts. Suicidal thoughts may come from a number of sources
including a perceived feeling of burdensomeness and a thwarted sense of belonging
(Interpersonal Theory, Narrative-Crisis Model); emotional pain, hopelessness, and
disconnection from others (Three-Step Theory); shame and humiliation (Cultural and
Narrative-Crisis Models); and social discord, conflict, and defeat (Cultural and
Narrative-Crisis Models). Our backgrounds, social settings, and cultures determine
what is seen as shameful or hopeless, and how we connect with others and express
distress. The transition from suicidal thoughts to actions involves building pain
tolerance (Interpersonal Theory), knowing how to die by suicide and accessing means
(Three-Step Theory), and being able to override the inherent fear of death (Narrative-
Crisis Model) to actually begin a suicide attempt.

Figure 1 shows a visual representation of the commonalities between models and

theories of suicide.
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Figure 1. Conceptual Diagram of Theories and Models of Suicidality.
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1.5 Suicide Risk and Protective Factors, and Warning Signs

While the aforementioned theories detail an extensive array of experiences that can
increase risk of suicide, they focus broadly on the emotional, social, and cultural
experiences of the individual. A workgroup from the American Association of
Suicidology (Rudd et al., 2011) attempted to differentiate between risk factors, which
can increase an individual’s chance of suicide ideation or attempt over time, and
warning signs, which can indicate a more immediate, near-term risk of suicide
attempt. This group developed a list of noteworthy warning signs for dissemination to
the general public. Protective factors, in contrast to risk factors, can decrease an
individual’s chance of suicide ideation or attempt over time. Risk and protective
factors have been thoroughly investigated and summarized in literature reviews
(McLean et al., 2008) as well as multiple reviews of meta-analyses on individual risk
factors (Favril et al., 2023) and social determinants of health (Na et al., 2025), which
are the socioeconomic and systemic circumstances that influence mental and physical
health. Additionally, individuals can experience increased risk if working in specific
industries such as the military (Pruitt et al., 2019), medicine (Ji et al., 2020),
veterinary medicine (da Silva et al., 2023), construction (Tijani et al., 2021; Arif et
al., 2024), or if individuals are members of racial, ethnic, cultural, sexual, or gender
minority populations (Forte et al., 2018; Kaniuka et al., 2019; Troya et al., 2022).
Table 1 shows a collection of risk factors, protective factors, and warning signs side

by side.

11
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Table 1

Suicide Risk Factors, Protective Factors, and Warning Signs

12

Risk Factors (increase risk)

Protective Factors (decrease risk)

Warning Signs (immediate risk)

Social

Health

Prior suicide attempt

Current suicidal ideation

Mental illness (e.g. depression,
borderline personality, schizophrenia)
Substance abuse (e.g. opioids, alcohol)

Physical illnesses (e.g. cancer, epilepsy)

Unemployment

Low education

Poverty

Contact with criminal justice system
State/foster care in childhood

Access to firearms

Parental death by suicide

Abusive relationships with family,
schools, religion, social supports
Discrimination and/or marginalization
Employment in at-risk industries (e.g.
medicine, military, construction)

Strong coping skills
Reasons for living

Physical activity and health
Access to healthcare
Family connections
Supportive schools

Social support

Religious affiliation
Employment

Social values

Positive resolution of risk factors

Seek immediate assistance if you see someone:

threatening to hurt or kill themselves
looking for ways to kill themselves: seeking
access to pills, weapons, or other means
talking or writing about death, dying, or
suicide

Behaviors of concern:

Hopelessness

Rage, anger, seeking revenge

Recklessness or engaging in risky activities
Feeling trapped

Increasing alcohol or drug use
Withdrawing from friends, family, or
society

Anxiety, agitation, unable to sleep, or
sleeping all the time

Dramatic changes in mood

No reason for living; no sense of purpose in
life
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Chapter 2: Public Health Approaches

The purpose of Chapter 1 was to break the ice on suicide and suicidality, phenomena
that I understand may be complex and potentially triggering for my audience. I chose
to define suicide, detail potential causes and progressions from suicidal thoughts to
actions, and list myriad risk and protective factors to ensure that readers can all have a
similar understanding of the subject matter regardless of any prior background in
psychology. In our trip to Olive Garden, this is when the orders have been placed, and

the first round of endless soup, salad, and breadsticks have been delivered.

Rather than detailing thought and theory, Chapter 2 focuses on action and on
answering the question: “What are we doing about suicide and how do we stop
deaths?” Here, I discuss suicide prevention efforts through which healthcare
institutions and public communities support at-risk individuals to keep them from
reaching a point where they actually attempt suicide. On the institution level, |
specifically highlight training and education for mental health providers as well as
empirically-grounded prevention strategies such as lethal means restriction. In
shifting to the community level, I highlight anti-stigma and public awareness efforts
for the general public as well as specific cultures and populations before covering
how suicidality and suicide deaths are communicated within the news media and in

prevention-focused spaces.

A 2024 report from The Harris Poll of over 4,300 American adults indicates a
growing public awareness of suicide risk and interpersonal supports. Over 9 in 10

(93%) of U.S. adults believe that something can be done to reduce the number of

13
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deaths by suicide, such as increasing access to care, more training and education for
professionals, and public education (The Harris Poll, 2024). Therefore, these topics
are much of the focus for Chapter 2, but I also discuss typical interventions for
individuals at immediate risk of attempting suicide, which often require a more

professional touch than members of the general public can provide.

2.1 Mental Health Provider Training and Gaps

When an individual is struggling with suicidal ideation, a common response is to
encourage them to work with licensed mental healthcare providers. Unfortunately,
engaging with the mental healthcare system can itself become a dangerous gap in
support for those in need. The United States’ Substance Abuse and Mental Health
Services Administration (SAMHSA) lists a multitude of potential healthcare
providers depending on whether someone is looking for therapy, medication, or both,
with the caveat that some types of providers have different rules in different states
(SAMHSA, 2023). This list of providers include psychiatrists, who go to medical
school; psychiatric nurse practitioners, who go to nursing school; clinical social
workers, who pursue a graduate degree in social work; counselors, who pursue a
graduate degree in counseling psychology; clinical psychologists, who attain
doctoral-level degrees; other therapists such as marriage and family therapists, who
attain specialized graduate degrees; peer support specialists, who may have a
specialized certification; and finally crisis counselors, who are trained to work in
crisis call centers. While these people are all licensed to provide mental health
support, their approaches and competencies will vary depending on what kind of

education they have, where they were trained, what prior experiences they have
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working in mental health, and their own perspectives and biases. It is necessary to
emphasize that not every mental healthcare provider has the requisite knowledge and
training necessary to provide empathetic and appropriate care to individuals

struggling with suicidal thoughts.

In fact, this gap in domain knowledge and state-level training is present in academic
literature. In 2017, researchers based out of Washington state (Graves et al., 2017)
found that while 10 states (20%) mandated suicide prevention training and 7 states
(14%) strongly encouraged providers to receive this training, the content and scope of
these policies and varied considerably. In Colorado, researchers (Schwab-Reese et al.,
2018) conducted a survey of mental healthcare providers, finding that approximately
40% of providers participated in suicide prevention training twice in a five-year
period, that approximately 25% of providers received no suicide prevention training,
and that approximately 80% of providers supported professional mandates for
suicide-related training and education. In Connecticut, researchers (Wakai et al.,
2020) conducted a similar assessment of mental healthcare provider training, finding
that one-third of providers received no formal training in suicide prevention and
intervention, and that exposure to any exposure to suicide prevention training, no
matter how brief, had a positive impact on provider confidence. More recently,
researchers have begun investigating ways to update suicide prevention core
competencies for mental health professionals to incorporate ideation-to-action
frameworks like the Three-Step Theory and Fluid Vulnerability Theory, risk
assessment, cultural factors aligned with Chu’s Cultural Model, and suicide-specific

interventions (Cramer et al., 2023). Advocates for these updates encourage
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incorporation of these topics into provider training curricula, and also to individuals

in other disciplines such as primary care (Brenner et al., 2024).

At present, these inconsistencies and gaps in suicide prevention and intervention
training mean that despite interest in the topic, mental healthcare providers are most
likely to receive training in suicide prevention through their own professional
development and continuing education efforts. Per multiple reviews of evidence-
based psychotherapies for suicide prevention (Jobes et al., 2015; D’Anci et al., 2019;
Platt & Niederkrotenthaler, 2020), two leading therapeutic modalities for suicidality
are Cognitive Behavioral Therapy (CBT) and Dialectical Behavior Therapy (DBT),
which mental healthcare providers may be exposed to during graduate training. Other
specialized therapies for suicidality include Cognitive Behavioral Therapy for Suicide
Prevention (CBT-SP; Stanley et al., 2009) and the Collaborate Assessment and
Management of Suicidality (CAMS; Jobes, 2012), both of which are far less likely to

be included in standard training curricula.

A mental healthcare provider also has the option to pursue self-study in treating
suicidal individuals, which can include interactive digital experiences. SIMmersion is
a company that develops empirically-validated simulated patients for use as training
tools, including for suicide prevention risk assessment (O’Brien et al., 2019; Miller et
al., 2023; Sellers et al., 2025), though the platform utilizes pre-recorded videos of
patients reading lines and requires purchase by the learner. For a more immersive
experience, the Center for Deployment Psychology offers interactive educational
museums on topics relevant to military mental health including suicide. These

experiences are through the Second Life virtual world platform, and offer extensive
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empirical grounding in addition to continuing education credits through American

mental health licensing boards (Paxton Willing, 2024).

Unfortunately, due to these gaps and inconsistencies in training and education, mental
health providers may opt to pursue immediate crisis response or hospitalization rather
than try to utilize suicide-specific therapeutic approaches that they are untrained in or

unaware of with an individual at risk of suicidal crisis.

2.2 Institutional and Community-Level Suicide Prevention Strategies

Since there are numerous suicide risk factors tied to societal circumstances such as
unemployment or access to firearms, it is commonly acknowledged that institutional
prevention strategies can mitigate circumstances that could otherwise contribute to
suicide attempts or deaths. Some research has focused on suicide prevention as it
appears in primary care environments, including proper integration with mental
healthcare. This research (Spottswood et al., 2022) highlighted the importance of
training primary care providers in suicide prevention, risk screening, safety planning,
and transitions to other forms of care such as psychotherapy. Other research has
focused on preventing suicide outside of medical contexts altogether. Platt and
Neiderkrotenthaler (2022) conducted a large-scale review of national and community-
based suicide prevention programs, finding the strongest support for suicide
prevention through policy and structural interventions, such as restricting access to
bridges, rooftops, pharmacological agents, and chemicals, with weaker support for
community- and setting-based programs and restricting access to firearms. Lethal

means restriction, or the restriction of an at-risk individual’s access to tools and
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mechanisms of suicide, is similarly present within suicide prevention for counselors

and therapists (Bryan et al., 2011).

Per data from The Harris Poll (2024), nine out of ten of adults believe that suicide
deaths can be prevented at least sometimes, with seven out of ten adults believing that
people who attempt or die by suicide show signs beforehand. Additionally, while nine
out of ten adults say they would do something if they were worried about someone’s
suicide risk or overall mental health, many barriers prevent people from actually
doing something to support others. Some of the most common barriers preventing the
public from talking about suicide with others included not knowing what to say, not
feeling knowledgable or experienced enough, worrying that their help may not be
accepted, and that their attempts to help someone would make things worse or not fix
their problems. Public-facing interventions should therefore focus on empowering
individuals to know how to support those who are struggling, and to know when they
should go from trying to help to encouraging someone to seek the help of

professionals.

One way for laypeople to gain this knowledge and comfort is to seek out specific
training from experienced professionals. The Applied Suicide Intervention Skills
Training (ASIST) by LivingWorks is globally taught and approved by the World
Health Organization. ASIST teaches participants to recognize suicide risk, develop
safety plans, connect individuals with support, and understand the role of personal
and community attitudes in seeking and providing help (LivingWorks, 2025). QPR,
short for “Question, Persuade, Refer,” is modeled after public health interventions

such as CPR and the Heimlich maneuver, teaches the public how to recognize
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warning signs of suicide, how to start conversations about mental health, and how to

direct someone to resource or professional care (QPR Institute, n.d.).

Some efforts are instead directed towards destigmatization of suicide and mental
health discussions within communities and shared spaces. Gelzhiser and Lewis
(2023) investigated the role of black barbers as mental health advocates and suicide
prevention within their communities, finding that they are a lifeline for others just by
listening, they push back against stigma, and they can inspire resilience in both men
and women in their communities. Kopacz et al (2020) examined the role of faith-
based community members in suicide prevention, finding faith-based spaces as
valuable for supporting suicide prevention efforts and community engagement, in
addition to providing culturally sensitive efforts both before and after a suicidal crisis,

attempt, or death.

Community-level suicide prevention strategies have also begun incorporating
technology and the internet, given their roles in mediating social interactions for large
portions of the population. Research from The Trevor Project (2025) examined the
role of online experiences in the mental health of LGBTQ+ youth and young adults.
They found that the internet often becomes a safe space for LGBTQ+ youth and
young adults to be their authentic selves due to difficulties relating to and connecting
with others offline. Colder Carras et al (2021) sought to directly integrate peer
support and suicide prevention into an online gaming space for military veterans.
Community members were trained in crisis intervention and mental health, delivering
peer support and crisis intervention to others through Discord text and voice chats. As

technology and users evolve, so can mental health interventions.
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Chapter 3: Why Make a Game?

The first two chapters explained how suicides happen and how they can be prevented.
Since this project focuses on the creation of a video game, this chapter exists to make
cases for the clinical, emotional, and educational values of video games. First, I detail
existing research and discourse indicating value in the use of video games for the
purposes of this project. Then, I cover some existing virtual experiences that served
as inspiration for this project, and why each one was chosen for inclusion. Returning
to the Olive Garden metaphor, this is when you begin to placate your hunger with

breadsticks that you swear were empty the last time you blinked.

3.1 Video Games as Tools for Mental Wellness

An obvious appeal of video games is their association with entertainment and fun.
But, as games have evolved and become commonplace across demographics, our
understanding of the value of games has only deepened. In the 2025 Power of Play
Report by the Entertainment Software Association, a survey of over 24,000 players
across the world indicated that the average gamer was 41 years old, and the top three
reasons for gaming were to have fun, to relieve stress, and to keep the mind sharp.
Examinations of specific games have also insights into further benefits of gaming. An
analysis of both survey data and logged play telemetry data for players of Animal
Crossing: New Horizons and Plants vs. Zombies: Battle for Neighborville found a
relationship between playing games and affective well-being, with no indications of

addiction or adverse effects on mental health (Johannes et al., 2021). In fact, separate
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research on players of the game PowerWash Simulator found that just 15 minutes of

play could lead to boosts in players’ emotional states (Vuorre et al., 2024).

While the positive effects of video games are still being understood by researchers,
they’ve also been examined for their roles in behavioral health and therapeutic
contexts. In the book Video Games and Wellbeing: Press Start (2020), clinical
psychologist Rafael Boccamazzo speaks to the value of video games as tools for

building trauma and resilience, stating:

“Video games offer us the unprecedented opportunity to engage with
[traumatic] events from a fictional perspective at our leisure. One can begin
and end when one chooses. They provide us a framework of fiction by which
we might explore our own vulnerabilities and triumphs through the actions of
interactive characters. The stories that they offer allow us to “live” through
potential world-shattering events and overcome them from the safety and
comfort of our own home. This provides an incredible opportunity to engage
and immerse oneself in a range of experiences that can subtly teach us the

skills and tools needed to foster resilience in the face of trauma.”

In fact, scholars and clinicians have begun integrating games into therapeutic
treatments (Bocci et al., 2023), with noted success across therapeutic case studies
(Bean, 2022) as well as in the role of direct clinical interventions (Butler et al., 2020).
There has also been success integrating video games into recovery from mental health
struggles, with participants citing the value of video games in building adaptive

coping (e.g. distraction, symptom substitution), eudaimonic well-being e.g.
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confidence, role functioning), and socialization (e.g. camaraderie, participation,
support) throughout the recovery process (Colder Carras et al., 2018). Multiple
studies have also found clinical value in video games as tools for psychoeducation
about topics such as cancer (Beale et al., 2007), depression, and destigmatization

(Ruth et al., 2025).

Finally, advances in therapeutic treatments have led to increased interest in single-
session interventions (Campbell, 2012) as tools to provide one-time psychological
care rather than a prolonged therapeutic protocol. Scholarly and clinical interest in
single-session interventions has increased, with promising results from meta-analyses
(Schleider & Weisz, 2017). Single-session interventions have led to reduced anxiety
in depression in participants simply by teaching that personality can change
(Schleider & Weisz, 2016) and about a growth mindset (Schleider & Weisz, 2018).
Since psychoeducational tools and video games are already being used in therapeutic
environments, and gaming is already known to be a positive and beneficial
experience for players, there is ample rationale to combine the two and create an

engaging psychoeducational tool, even if it is not used within therapies.

3.2 Existing Games

In understanding ways that games could be used as both psychoeducational tools, I
examined existing games with a deep narrative focus on mental health. The Persona
series by Atlus was an early point of reference, blending subject matter revolving
around the self, growth, and change with overt and evocative plot elements and
scenes with reactive, branching conversations. The series tackles topics of death and

suicide readily. Persona 3 emphasizes themes of death and grief with its main plot
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and cast’s trauma, with a backdrop of “apathy syndrome” inducing depressive
catatonic states in the populace. Persona 35, on the other hand, actively utilizes suicide
as a narrative tool, with one character attempting suicide due to abuses she suffered,
while another character’s death is initially framed as a suicide to cover up the
machinations of an evil conspiracy. OMORI, by indie studio Omocat, builds trauma
and escapism into every scene, following a group of youth struggling to process and
move on from the truth around their friend’s suicide. The Psychonauts series by
Double Fine tasks the player with literally diving into the psyches of its colorful and
quirky characters, depicting various traumatic events and psychiatric issues with
cartoonish humor and flair. While these are only a handful of games that revolve
around topics of mental health and/or suicide, I chose two games to cover more in-
depth below.

Depression Quest is an independent narrative game built by three people, and
currently hosted on the itch.io platform (Quinn et al., n.d.). This was a semi-
autobiographical game, informed by the authors’ experiences with depression and
navigating care, relationships, and hope. The game received attention from media
outlets (Parkin, 2014) as well as scholars who examined its approaches to player
agency (Lewis, 2014), understanding, and empathy (Hoffman, 2019). But the game is
also a very personal labor of love from the creators, speaking to a specific and
sometimes constrained experience of depression and mental health. While it led to
conversations about mental health, connection, and empathy, it was never intended to
do so as a consciously educational and instructional tool. It inspired me to want to

build a psychoeducational tool that was informed by realities beyond my own
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experiences, beyond individual human experiences, and firmly grounded in empirical
research.

Conversely, Hellblade: Senua’s Sacrifice was developed by British game design
company Ninja Theory, which per Wikipedia has existed for over 20 years and boasts
over 100 employees. This game shows the story of the eponymous Senua, a Pict
warrior who seeks to save the soul of her dead lover while navigating the underworld
and hallucinations brought on by her own psychoses. In crafting this narrative, Ninja
Theory secured funding from Wellcome Trust to conduct interviews and focus groups
with individuals living with psychosis to better understand their lived experiences and
how to depict them within the game, in addition to consulting with a neuroscientist
with expertise in psychosis and related disorders (Ninja Theory, 2015). The game
received critical commercial success with a sequel, Senua’s Saga: Hellblade 11,
releasing in 2024. It also received extensive attention from academic communities,
with scholars examining the game as a case study for framing mental health within
narratives (Fordham & Ball, 2019), the difficulty of framing disability as
“conventional,” (Austin, 2021) and most importantly as a tool for reducing stigma
through identification with the player character regardless of her struggles with
mental illness (Ferchaud et al., 2020). This game showed me the power of integrating
expert insights, lived experience, and empirical methods into the game and narrative
development process. Together with what was covered in prior chapters, I developed
a clear picture of how to create a narrative-driven game that, like Senua’s Sacrifice,
could leverage diverse insights to create something enjoyable and stigma-reducing,

while also being educational and a tool for building empathy.
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Chapter 4: Empirical Design Process and Methodology

Research endeavors with the field of human-computer interaction can be divided into
seven types of contributions to scholarly knowledge: empirical research; created
artifacts; methodology evaluation; theoretical development; dataset creation; surveys
and meta-analyses; and persuasive opinions (Wobbrock & Kientz, 2016). This thesis
leverages empirical research, specifically qualitative interviews with a broad
definition of subject matter experts, in the creation of an educational digital artifact,

the text-based narrative game.

In our Olive Garden metaphor, this is the moment where you can tell your food is
about to be delivered to your table, and you start to feel excited and hungry. This
chapter is brief, giving the audience an understanding of expert interviews and their
value, and then discussing the Twine platform used to create the game and that
overall process. Both the expert interviews and game design are given their own
dedicated chapters, but this intermission aims to convey the deep connection between

these phases of research and present an integrated sum worth more than its parts.

4.1 Expert Interviews

Chapter 5 details the process of conducting a series of interviews with diverse experts
to inform the educational content and storytelling arcs of the narrative game before
production even began. I discuss the value of including viewpoints of those with lived

experiences in the design process, and then detail the interview protocol. Next, [
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provide a top-level synthesis of the findings across all interviews before going step by

step to connect my participants’ statements with existing literature and theory.

4.2 Game Design Process

With the findings from expert interviews having been dissected and connected to
existing literature and research, Chapter 6 focuses on the actual development of the
narrative and the in-game experience. Rationale is provided for why the Twine game
engine was chosen for this project as well as the intended audiences. I conduct a
small-scale analytic case study deriving lessons learned from Depression Quest,
another Twine game with a similar focus on the lived experience with mental health
struggles. Following that, I recount the ever-growing list of considerations and foci
spread between the literature, expert interviews, and case study before going into
detail on game development, particularly user experience design (how I want to guide
players), user interface design (how the game looks and plays), and finally the

narrative itself (plot and characters).
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Chapter 5: Expert Interviews

Interviews with relevant stakeholders are a commonly utilized research method in
human-computer interaction research (Lazar et al., 2017: Chapter 8), allowing the
researcher to focus on depth of responses rather than the breadth of respondents
typical to surveys. The decision to conduct semi-structured, conversational interviews
afforded the opportunity to simultaneously engage in exploratory information
gathering as well as targeted requirements elicitation from participants. Interviews
have also been highlighted as a methodology within political science (von Soest,
2023) to allow triangulation and breadth across data sources, juxtaposing perspectives

of those working inside a field as well as those outside and affected by it.

Extrapolating this to a project in suicide prevention and mental health means
consciously gathering opinions from inside experienced experts in suicide prevention
spaces as well as those outside the space, with meaningful lived experiences. This
approach aligns with multiple tenets and priorities of the design justice movement
(Costanza-Chock, 2018), including the centering of perspectives of those impacted by
technical artifacts, community-led and non-exploitative outcomes, and the belief that
everyone has expertise based upon their own lived experiences. Design justice
focuses on the inclusion of individuals most affected by issues the research seeks to
address, which is further echoed by international efforts to include individuals with
lived experience with suicide and suicidality in research into suicide prevention
(MacLean et al., 2018; Krysinska et al., 2023). Finally, as mentioned in Chapter 3,

Hellblade: Senua’s Sacrifice consulted with both an expert neuroscientist and a focus
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group of individuals with lived experience with psychosis in crafting a respectful

depiction of mental health within their game (Ninja Theory, 2015), giving grounds to
engage in a similar approach here. Returning to our Olive Garden analogy, this is the
moment where you finally get to dig into and enjoy the meal you’ve been waiting for,

and maybe you consider getting some additional parmesan cheese or a breadstick.

5.1 Participant Recruitment

For these expert interviews, a “subject matter expert” was defined as someone with
experience in suicide prevention and mental health (to include academics,
researchers, mental health providers, healthcare system and government
professionals, advocates, and/or individuals with lived experiences with suicidality or
suicide loss), and/or education design (including narrative designers, science
communicators, or educators). This definition was intentionally broad to align with
both design justice and the focus on individuals with lived experience in suicide
prevention research as mentioned. The decision to pursue a representative sample of
insights and experiences meant that while “expert” was defined broadly, interview
participants would need to be carefully selected to have unique and valuable
contributions to the overall understanding of suggested practices for game and
narrative development. Thus, participant recruitment made use of targeted,
nonrandom convenience sampling, identifying participants “in any way possible,”
and snowball sampling, asking participants to “tell their friends and acquaintances

about the study.” (Emerson, 2015).
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Interested potential participants completed a brief form providing their contact
information as well as a description of their experiences that would be relevant to the
interview selection process. Participants that were extended an offer to interview were
given the option to receive compensation in the form of a $50 gift card. A minimum
of 11 individuals were reached through these recruitment methods, and of the 8
individuals that responded to the brief contact form, seven (n = 7) participants
participated in an interview. The demographics of these participants and their

experiences were as follows:

e Gender: 3 female (42%), 1 male (14%), 3 trans/non-binary (42%)

e Race: 5 white (71%), 1 black (14%), 1 hispanic/latino (14%)

e Origin: 2 (28%) specifically denoted non-American heritage or origin

e Age: ranged from 29 to 58 years, average age of 40

e Role (with overlap): 3 academics, 3 advocates, 3 writers / narrative experts, 4
educators, 1 mental healthcare provider, 5 with clearly stated lived
experiences with mental health struggles, 4 survivors of suicide loss.

e Experience: Average of 8.7 years of experience within mental health or
suicide prevention spaces

e Note: Two participants (28%) refused compensation for their participation in

the interview process.

Despite the risks of homogenous participation through the nonrandom sampling
methods, there was notable success in recruiting individuals from diverse roles,

perspectives, demographics, and backgrounds.
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5.2 Procedure

Discussing mental health and suicide can be a difficult topic, especially as it pertains
to crafting an engaging, fictional, and educational interactive narrative. Participants
included individuals with prior experiences with suicide, survivors of suicide loss, as
well as members of the general public. Therefore, a trauma-informed approach
(SAMHSA, 2015) was taken with the interviews to prioritize consent, care, and the
participant’s control over their interview experience. As part of the initial consent and
questionnaire, participants were asked if and how quotes from their interview could
be used in subsequent research and publications, as well as if they would like to
review any potential quotes prior to publication. This would allow, for example,
someone to push back if a quote was misinterpreted or presented in ways that were

potentially disrespectful to the individual or the memory of the deceased.

Additionally, all interview questions were shared with participants in advance of the
interview, allowing participants to consider answers in advance as well as to
responsibly manage their own mental states within the interview. Since providing
narrative suggestions based on knowledge and experience could take considerable
effort, all participants were given the option to conduct the interview either
synchronously over Zoom or asynchronously over a Qualtrics survey. Zoom
interviews were only recorded with the participant’s consent, with the researcher
otherwise collecting detailed notes on-screen in lieu of an automated transcript. These
accommodations were made to allow participants to provide as much information as

they felt comfortable with, through means they felt comfortable with. The majority of
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participants (57%, 4 of 7) opted to complete the interview synchronously over Zoom

rather than an asynchronous Qualtrics survey.

The interview protocol consisted of 10 prompts, broken broadly into two categories.
The first four prompts, on Educational Content, prompted participants to discuss
points, misconceptions, and concerns related to the topics of mental health and
suicide prevention. The purpose of these items was to ask the question, “What do the
players need to take away from this game? ” The latter six prompts shifted to
Narrative and Game Design, asking participants to discuss experiences that should be
highlighted using this game, as well as the outer boundaries of what shouldn’t be
included. These prompts sought to understand, “How should the players’ experience
look and feel?” The questionnaire used in the expert interviews can be found in

Appendix 1.

5.3 Analyses

Each of the 7 participants responded to all 10 questions, so analysis consisted of a
thorough review of all 70 responses. Responses were first examined per question, and
summarized into 2-6 statements of overarching themes and research considerations.
Then, the 28 statements across all 10 questions were aggregated and summarized

further, leading to the 7 core learning objectives and areas of emphasis listed below.

e General mental health awareness, it’s okay to talk about mental health,
depression, and suicidal thoughts.
e Suicidality and mental health struggles can happen to anyone, regardless of

demographics or prior experience.
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e Suicidal thoughts, ideation, attempts, and deaths are rarely caused by just one
thing. Many issues contributing to suicidality are systemic (basic needs,
socioeconomics, demographic disparities) or societal (relationships, isolation,
stigma), and often overlap.

e There is no foolproof heuristic to determine if someone is experiencing
suicidal thoughts. Someone can present as happy or improving and still
attempt suicide.

e Different backgrounds and cultures approach mental health, resources, and
help-seeking in different ways. People need to feel that they can seek support
at all, even if that support may look different than someone else may expect.

e The most successful thing about hospitalization is that it /imits access to lethal
means during a period of intense suicidality. Limiting access to lethal means
in other ways is valuable before resorting to hospitalization.

e Suicide is an issue connected with systems and the holistic person, so proper
suicide prevention requires systemic and holistic approaches. While
medication and therapy are favored for clinically presenting populations, there

is also considerable value in emotional outlets and community support.

5.4 Discussion

As stated in section 5.2, the goal of the first set of prompts was to understand what
the game would aspire to teach its players, leading to the seven emphasis areas listed
immediately above. Next, I’ll go through those emphasis areas to explain how the
interviews support them, as well as briefly tie in existing literature and research that

support these claims where needed.
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Pedagogy and Education Design

The first area of emphasis, the importance of discussing mental health and suicidality,
was present throughout the entire interview process. It was most salient through one

of P4’s comments:

“Debunk the idea that people are ‘too delicate’ and you shouldn’t talk about
suicide. We know that you can’t deliver any intervention unless you talk about
suicide, and talking about it won’t lead to suicide. You’re also giving an
opportunity to connect, showing that it’s not taboo to talk about it, and that

you can provide support and validate their feelings.”

This sentiment is further reinforced by P2 stating that “mental health is real and just
like any other disease,” and P5 emphasizing that “long-held beliefs of not talking
about it mean we don’t know what’s real and what’s not. People don’t know what
they don’t know, so the more we talk about it the more these misconceptions get

debunked.”

As covered in Chapter 2, destigmatizing discussions of suicidality, ideation, and
attempts 1s a valuable means of suicide prevention. While research has indicated risks
of rejection or unwanted treatment, the opportunity for social support and acceptance,
and building relationships cannot be underestimated (Sheehan et al., 2019). Things
like belonging, shame, and psychological pain are core to many models of suicidal
ideation and action, and positive connections with others are capable of serving as

protective factors. Additionally, researchers have found that suicidal thoughts can
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even become a normal experience with age, and that opportunities to discuss these

thoughts with others can be deeply rewarding (Hafford-Letchfield, 2022).

The second area of emphasis is that suicidality and mental health struggles can
happen to anyone, regardless of demographics or experience. This idea was conveyed

well by P3, who stated:

“Some communities believe they don’t do these things or have these supports,
but we all have an auntie or other relative who had to ‘go away’ for a while,

and we all have community support that we lean on.”

P3 went further to say “there’s no single picture of what mental health, suicidality, etc
looks like or how it presents,” with both P1 and P7 emphasizing that suicidal thoughts

can feel like they arise “without any ‘good’ reason.”

Chapter 1 previously covered statistics from the World Health Organization but to
review, 73% of suicide deaths in 2021 were in lower- and middle-income countries,
56% of suicide deaths occured where the deceased was age 50 or below, and that
suicide rates were higher than global averages in Africa, Europe, the Americas, and
Southeast Asia (World Health Organization, 2025); suicide is known to be a global
issue. Passive, ambient suicidal ideation is also a well-known phenomenon, as
illustrated by Klonsky and May’s (2014; 2015) Three-Step Theory and ideation-to-
action framework. Therefore, it is important for audiences to understand not just that
suicide is a pervasive, global issue, but that suicidal thoughts are a separate but

similarly pervasive, global experience.
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The third area of emphasis was that suicidal thoughts, ideation, attempts, and deaths
are rarely caused by a single thing; many issues contributing to suicide deaths are

connected to systemic and/or societal issues. PS5 summarized these issues best with:

“It’s the systematic and structural issues and barriers that people are facing
that we have to dismantle in order to fix mental health. You can’t therapize

away every issue. Are we meeting basic survival needs?”

P1’s interview aligns well, saying “There are chemical, social, and mental
components to suicide, you can’t solve just one symptom.” P4 gets more specific,
calling out “things like substance abuse or overwhelming symptoms of mental health
that can be impossible to cope with” and that “treatments for mental health problems

can CAUSE suicidal thinking such as prescription drugs.”

These considerations were discussed Chapter 1 in regards to both models and theories
of suicidal behavior in addition to risk factors as summarized in Table 1. P4’s point
about antidepressants concurs with other research which refers to it as “an uncommon

occurrence but also a legitimate phenomenon” (Reeves & Ladner, 2010).

The fourth area of emphasis is the difficulty in determining if someone is
experiencing suicidal thoughts. Someone can present as happy or improving and still

attempt suicide. P1 put this succinctly with one sentence:

“It’s hard for people to weed out what’s noise versus what’s an actual need for

help.”
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P6’s statements concurred, highlighting that suicide is “difficult to predict” and
“sudden and impulsive,” and that “if survived, the likelihood of a repeat attempt
ending in death is very low.” On unpredictability, PS5 mentioned how “people say
‘they were doing so much better’ or ‘they were so much happier,” but there isn’t a
linear progression of mental health.” On the difficulty of determining what’s noise
versus a call for help, P3 emphasized that “the markers that someone looks for in a
white man are not the markers that someone needs to look out for in a black, Asian,
etc woman, or with other groups.” These statements were powerful, and underscored
the importance of producing an experience that encourages people to actually reach
out and connect with others, to offset the inherent unpredictability and uncertainty in

trying to understand someone’s relationship with suicidality.

The fifth area of emphasis is the different approaches to mental health, resources, and
help-seeking across backgrounds and cultures. Due to these differences and the broad
potential playerbase for this game, it’s important to show that anyone can seek

support, even if that support may look different than others may expect. P3’s thoughts

were of guidance in this area, saying:

“If you have a preconception that therapy is a white, American thing, then
that’s not accessible to others. But they DO speak to a pastor, imam, rabbi,
barbers, primary care providers. The difference is the LANGUAGE that we
use to talk about these things, sometimes describing poor mental health in

physical terms, such as ‘persistent stomachaches.’”
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P3 continues to emphasize the importance of embedded depictions of cultural
competency, stating that “an important figure or setting can allow players to engage
with regular, normal cultural practices that are less alienating.” Discussions of help-
seeking contexts were also common with other interviews, with P4 lamenting the
“minimalizing an individual’s existence in larger environments in favor of a ‘silver
bullet,””” and P7 blaming misconceptions on “an individualistic culture that thinks you

should be able to fix yourself without the help of doctors.

Moving forward, it would be imperative for the narrative to show individuals seeking
and offering each other support, and to ensure that these supports look different and
unique. In Chapter 2, some examples of community-level support included gaming
communities (Colder Carras et al., 2021), shared online spaces (Trevor Project,
2025), barbershops in black communities (Gelzhiser & Lewis, 2023), and

collaborations with faith leaders (Kopacz et al., 2020).

The sixth area of emphasis is that the most successful thing about hospitalization is
that it limits access to lethal means during a period of intense suicidality. Limiting

access to lethal means in other ways is valuable before resorting to hospitalization.

This focus area came from a direct quote from P6, “the role of restriction in
treatment. .. for safety and is arguably the most effective part of hospitalization,” in
addition to complex discourse built across many other interviews. These comments

are included below in their entirety.

“We have to recognize that something like a hospitalization is inherently

traumatic, and not backing away from that fact. It's an important resource and
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it's important to show that it can be ultimately helpful, but recognizing that
someone might have additional mental health issues to work through is
important. Things like hospitalization can make a big difference depending on

how the caregivers in the spaces react (e.g. nurses' comments).” (P5)

“Please do not open your scene with the avatar walking around in an empty

hospital room. It's true to life, but not the best way to start things.” (P1)

“Forced treatment is an important experience, and there are implications of
hospitalization (voluntary vs involuntary). How that looks is going to be
different for people of different backgrounds and ethnicities, and there are
different kinds of traumas associated with the experience or risks of iatrogenic

harm. It wouldn't be best to paint a rosy picture of hospitalization.” (P4)

“Some cultures have a rightful mistrust of the medical complexes, and this

game can take the context away from medicalized approaches.” (P3)

The interviewees’ insights into hospitalization as a source of trauma and mistrust of
medical institutions, especially across cultures and populations, were powerful.
Culture and individual differences were emphasized throughout Chapters 1 and 2, and
to focus on hospitalization could trigger trauma or propagate further mistrust from
audiences. Furthermore, Chapter 2 gave considerable focus to gaps in training and
education for mental health providers, which can result in underprepared providers
and unnecessary hospitalization. If this narrative game were to be valuable to broad,
diverse populations as a tool to educate on suicide and suicide prevention, it couldn’t

show hospitalization as an inevitability. As P3 said, this game could “take the context
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away from medicalized approaches,” while also aligning with P5’s stance that “you
can’t therapize away every issue.” Therefore, the decision was made to abandon
content depicting hospitalization in its entirety, instead focusing on real-world means
restriction and use of community and social supports, both of which were covered in
Chapter 2. This would allow the narrative’s later phases to shift away from interacting
with medical institutions and emergency services, and instead spotlight the
importance of building support systems in the day-to-day lives of individuals, instead

of just at their worst moments.

The final area of emphasis is that suicide prevention requires systemic and holistic
approaches. While medication and therapy are favored for clinically presenting
populations, there is also considerable value in emotional outlets and community
support. P5’s line that “you can’t therapize away every issue” is relevant here, as is a

statement from P1:

“Nobody wants to be suicidal. We WANT to live, it’s just how do we have the

tools to do so?”

This final topic serves as a bridge between prior emphasis areas, connecting prior
insights related to openness discussing suicidality, difficulties knowing if someone is
suicidal, and seeking out supports that make sense for the individual and their
background and needs. Risk factors for suicide are diverse, which means that ways to
address relevant risk factors must be similarly diverse. A shift in the narrative towards

support systems within our lives and connection with others seemed like a natural
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next step after deciding to move away from potentially traumatizing depictions of

hospitalization.

Narrative and Game Design

The latter portion of the interview focused on understanding how the experts believe
the player experience should look and feel. This is a broad category, including the
outline of the narrative itself, gameplay elements, and how to connect with audiences,

and thus responses varied greatly from one interview to the next.

The narrative was seen by some participants as an opportunity to depict stories of
suicidality that were complex and nuanced, while simultaneously facing a challenge
of being relatable to the audience. P6 posited that “people can best relate to ill-
defined identities,” while P4 encouraged “the opportunity for people to feel like
intersecting identities are represented and also that these identities can interact with
each other.” A middle ground between these stances came by deciding to make the
protagonist character very ill-defined, characterized instead by thoughts and actions,
while leveraging supporting characters to shed light on prominent identities and
intersections. For example, one character outlined later in Chapter 6 was influenced
by participants’ desires to show younger, black, and male populations through the

narrative.

Shifting to discuss specific events within the narrative, P2 provided a powerful

critique of how society handles celebrities who die by suicide:
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“After the popularity of the celebrity's death wears off, those who suffer are
shunned and excluded from activities because their mental illness is held
against them and no one wants the burden to support any longer or those who
suffer feel abandoned and they no longer want to feel like a burden - and those

who suffer return to suffering in silence.”

This quote inspired a design decision that could introduce suicide into the narrative,
while still keeping it personally and emotionally distant. A celebrity death would be a
topic for discussion, a way for suicide-related content to be present, without thrusting
the audience into a high-stress situation. Other circumstances considered for inclusion
in the narrative included mundane and everyday experiences, including meeting basic
needs such as food, housing, and work, relationship strain and alienation, trauma,
intoxication, and firearms. However, P5 was adamant that the narrative “infuse hope
throughout the situation,” and P7 hoped it would emphasize that “things really do ‘get
better.”” Since these interviews inform the development of an educational tool, hope

and resilience would become core to the narrative.

Participants also actively prioritized the wellness and support that would be provided
to players interacting with the narrative, with P4 emphasizing that “there’s a potential
harmful effect in creating a game that others will experience.” PS5 advised to
“minimize access to graphic details of suicide attempts or death,” and P7 advised to
provide “content warnings... safety tools for real life care (bio/stretch breaks,
drinking water, etc).” In terms of resources, P2 encouraged “reliable and
REACHABLE resources,” while P3 cautioned mindfulness towards “risks of

coercion and harmful effects” by heavily pushing specific platforms. This experience
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is largely built upon western, American perspectives, but the potential audience is
global. Therefore, to ensure that resources are reliable and reachable to a global

audience, highlighting the US-specific 988 phone line would be insufficient.

5.5 Conclusions from Expert Interviews

Expert interviews were an invaluable step in this research and development process.
The broader definition of “experts” allowed for the juxtaposition of unique
perspectives and approaches, and the diversity of background, demographics, and
roles provided rich discourse across individual interviews and responses. These
interviews led to the creation of eight educational focus areas, guidance on the user
experience and player support, and most importantly the decision to exclude
outcomes of hospitalization from inclusion in the narrative. This phase of research
focused on information-gathering illuminated an opportunity to craft an experience
that, in focusing on a relatable and mundane narrative, gives an opportunity for future
players and audiences to ask and have answered the question: “How can I learn about

suicidality and suicide prevention beyond hospitalization?”
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Chapter 6: Game Design Process

The expert interviews discussed in the previous chapter provided a wealth of insight
and guidance into how to design both the narrative and overall game experience.
Chapter 6 delves into the actual process for creating this game and educational
experience. I cover the rationale behind choosing the specific development platform,
determinations on expected audiences, and a case study analysis of a similar game to
understand constraints and limits. Then, I cover all learning objectives and priorities
in aggregate before deep diving on the user experience (how I want users to feel), user
interface (how I want the game to /ook), and the actual storytelling elements
themselves, specifically the characters and narrative arcs. Within our running
metaphor comparing this work to a trip to Olive Garden, this is when you’ve begun to
enjoy the food you’ve ordered, but another basket of breadsticks shows up and you

start to wonder if things are getting a bit excessive.

6.1 Why Twine?

The platform chosen to develop this educational narrative game is an interactive
fiction engine called Twine. Twine, first released by Chris Klimas in 2009 and now at
version 2.11.1, is presented as “an open-source tool for telling interactive, non-linear
stories.” (Klimas, 2025) The homepage highlights its ease of use and distribution,

stating:

“You don't need to write any code to create a simple story with Twine, but
you can extend your stories with variables, conditional logic, images, CSS,

and JavaScript when you're ready. Twine publishes directly to HTML, so you
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can post your work nearly anywhere. Anything you create with it is

completely free to use any way you like, including for commercial purposes.”

Twine immediately met all criteria for a graduate-level thesis project focused on
building an interactive and educational narrative experience. Since it doesn’t demand
the creator code content in the background, focus would shift entirely to narrative
construction. Works can be published directly to HTML files which makes hosting
and sharing with potential audiences easy, and free use of created works for any
purpose aligns well with a narrative built to be tested by research participants and
further improved upon. The baseline experience with Twine is text and links
displayed on a screen, which means accessibility doesn’t need to extend to things like
visual effects or subtitles. Finally, Twine has been successfully utilized in other
scholarly works, including as a therapeutic writing tool (Starks et al., 2016), as a
means to represent resonant and complex emotional states (Salter, 2016), and

simulating patients in healthcare environments (Quail & Boyle, 2023).

Sample images of the Twine within-story and scene viewer interfaces featuring this

game’s narrative are shown in Figures 2 and 3, respectively.
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You awaken, bleary-eyed but well-rested, to the sound of a neighbor's dog barking. Rolling over in bed with a smile on
your face, you blink your eyes a couple times and...

You missed your alarm!

You launch yourself out of bed with a kick of your sheets and an awkward tumble. Your frenzied hands instinctively snatch
your phone, trying to understand the situation.

It looks like your phone decided to install a system update overnight. That means it restarted, or logged you out, or
whatever it is smartphones do to sabotage one of your most important days in recent memory. If that wasn't bad enough,

the battery is almost dead!

Something between an exhale, an agitated growl, and a panicked scream rises from your throat as you quickly realize you
have to make a choice, and fast. Will you. ..

Frantically get yourself together and hustle to work. Maybe you'll be able to get there on time!

Give your phone a few minutes to recharge, then reach out to your boss and let him know you're running late.

Cut your losses and show up “fashionably” late. May as well put extra effort into your appearance to make up for
it!

Figure 2. Screenshot of a scene from this narrative game, Don 't Quit, with narrative choices shown in bolded blue text.
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Scene 1.3

Figure 3. Screenshot of partial story structure for Don 't Quit within Twine, with branching narrative choices shown by

arrows pointing to subsequent scenes.
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6.2 Determining the Intended Audience

A recurring question throughout the expert interview and development processes was
“Who is this game for?”” Chapter 2 provided examples of training and education gaps
for laypeople, mental health providers, and primary care providers. The Harris Poll
(2024) showed clear interest from the general public in learning about what to say to
someone struggling with thoughts of suicide, how to reduce harm, and when a
professional should get involved. At the same time there aren’t consistent standards in
suicide prevention education for mental health providers (Graves et al., 2017), with
some states indicating that one-quarter (Schwab-Reese et al., 2018) or one-third
(Wakai et al., 2020) of their providers lack formal training in suicide prevention and
related therapeutic approaches. There is also demonstrated need for training in suicide
prevention, risk assessment, and response within primary care environments

(Spottswood et al., 2022).

The common ground between these populations is that they all often lack basic
knowledge of suicide, suicide prevention, and how to provide responsible, evidence-
informed support to individuals at risk of suicide. Therefore, it was decided that the
core audience of the game should stay generalized to all interested adults, regardless
of professional background. Instead of giving healthcare provider-tier depth, it would
be valuable to break the ice on suicide and suicide prevention, and give the general

public comfort and confidence in their knowledge and capacity to help others.
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6.3 Analyzing Depression Quest

The aforementioned Twine game focusing on mental health, Depression Quest, was
used as an inspiration and baseline for this game development process, and so it is
vital to discuss the game’s structure and priorities prior to detailing how this game’s

narrative was formed.

The game’s homepage on indie game and media website itch.io (Quinn et al., n.d.)
states that it has “over 40,000 words of interactive fiction.” Over the course of an
approximately 30-minute experience, players progress through a minimum of 20
different scenes with selectable responses, hereafter called “decision points.” Some
scenes have additional decisions, such as a conversation where you choose multiple
lines of dialogue, or a scene where the player can choose to go to therapy, and then

have to be encouraged to leave their car to enter the therapist’s office.

Throughout these scenes, the player has to prioritize between different relationships
in the character’s life: their girlfriend Alex, their brother Malcolm, their mother, their
online friend “attic,” a coworker, and a cat the player can choose to adopt. The player
may also choose for their character to start seeing a therapist, and can begin taking a
prescribed psychiatric medication. Though the player has to prioritize which supports
their character focuses on, these decisions are rarely mutually exclusive. One decision
point has the player choose between how to distract themselves during a depressive
low, with options such as drinking alcohol, contacting a friend, or playing with their

cat. Another scene near the end of the narrative has the protagonist choose between
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social supports they’ve intentionally cultivated- their girlfriend, their brother, their

mother, and so on.

There are five endings, which collectively address the player character: 1) staying in a
relationship with or breaking up with their girlfriend Alex; 2) making progress on a
personal project or not; 3) feeling stable or unstable in their employment; 4) progress
or lack thereof with therapy; and 5) overall quality of life and hope for the future.
While there are numerous decision points and endings, the overall trajectory of the
story is rather linear. The player character is in a new relationship with Alex, is in an
unfulfilling job, has a personal project that is more aligned with their interests, feels
distant and judged by their family, and struggles to have the energy and capacity to
maintain social relationships or see themselves as “happy.” Some response options
become unavailable based on the player character’s overall mental health, which is
tracked through messages at the bottom of the user interface such as “You are
depressed. Interaction is exhausting, and you are becoming more and more
withdrawn;” “You are not currently seeing a therapist;” and “You are not currently

taking medication for depression.”

The decision to begin therapy is the most influential choice in the entire game, and
Dr. Susan Melville’s contact information can come from one of two sources. First, the
player is given the opportunity to open up to their friend Amanda, either directly or
by noticing that their hands are shaking during the scene. If the player doesn’t reach
out to Dr. Melville because of Amanda, they are still able to get Dr. Melville’s
information during a conversation with internet friend Attic, who offers to help the

player character find a therapist for what they interpret as depression. Without the
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specific support of Dr. Melville, the choices throughout the remainder of the narrative
are far more constrained, often limiting you to a single self-destructive response
option. Players who do not pursue therapy are forced to watch their character in a
downward spiral towards isolation and further depression, with the epilogue scene

highlighting the player character’s hopelessness and apathy.

One of the most pervasive messages of Depression Quest is about the specific need
for psychotherapy in managing mental health. Psychiatric medication is only an
option through Dr. Melville, and the player is not given any opportunities to take the
pharmacological approach through someone like a primary care physician, who could
prescribe the same medications without requiring the player character engage in
psychotherapy with Dr. Melville. Keeping this in mind, a design decision was made
to prevent any one decision point from controlling the overall trajectory of the
narrative, so as not to overvalue one option at the cost of undervaluing another.
Suicidality is a complicated phenomenon, with roots in neuroscience, but also within
the systems we live in. Therefore, there should be multiple ways to reach a

“successful” end state within the narrative.

Finally, Depression Quest was built as an exercise in self-expression, not as an
educational tool with empirical validation. The game created as part of this thesis was
designed with the intent to work towards an empirically grounded educational
experience to teach others about suicide and suicide prevention. It would have to be
able to exist in future research protocols, likely alongside pre- and post-assessments.
Therefore, the 40,000+ total word, 20+ decision point, ~30-minute experience with

Depression Quest would have to be considered an upper boundary for the narrative



DESIGNING A NARRATIVE GAME FOR SUICIDE PREVENTION 51

game created through this process. A projected narrative that was around half (40 to
60%) of the size of Depression Quest produced an estimated scope of 16,000 to

24,000 words, 10 to 13 decision points, and a 15-20 minute playtime.

6.4 Review of Content Areas and Narrative Foci

The expert interviews from Chapter 5 were conducted with the intent of learning what
other discrepancies may exist between overarching narratives about suicide and
mental health, the views shared by the interview participants, and what could make an
engaging and educationally valuable narrative. To review, the most salient and

actionable learning objectives from the expert interviews were:

e General mental health awareness, and the idea that it’s okay to talk about
mental health, depression, suicidal thoughts/ideations, etc.

e Suicidality and mental health struggles can happen to anyone, regardless of
demographics or prior experience.

e Suicidal thoughts, ideation, attempts, and deaths are rarely caused by just one
thing. Many issues contributing to suicidality are systemic (basic needs,
socioeconomics, demographic disparities) or societal (relationships, isolation,
stigma), and often overlap.

e There is no foolproof heuristic to determine if someone is experiencing
suicidal thoughts. Someone can present as happy or improving and still

attempt suicide.
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e Different backgrounds and cultures approach mental health, resources, and
help-seeking in different ways. People need to feel that they can seek support
at all, even if that support may look different than someone else may expect.

e The most successful thing about hospitalization is that it limits access to lethal
means during a period of intense suicidality. Limiting access to lethal means
in other ways is valuable before resorting to hospitalization.

e Suicide is an issue connected with systems and the holistic person, so proper
suicide prevention requires systemic and holistic approaches. While
medication and therapy are favored for clinically presenting populations, there

is also considerable value in emotional outlets and community support.

Additional priorities were developed in response to the expert interviews and after

analysis of the narrative of Depression Quest:

e A focus on mundane and everyday experiences and meeting basic needs such
as food, housing, and work, all through a lens of suicidal thoughts.

e Various phenomena relevant to suicide risk and attempts such as a celebrity
death by suicide, relationship strain and alienation, trauma, intoxication, and
firearm ownership.

e Hope and resilience should be infused into the overall scenario, along with a
sense that circumstances can improve.

e Provide content warnings and safety tools for real-life care, and minimize
graphic details of suicide to reduce risks of harm.

e Resources should be reliable, reachable, and relevant on a global scale, not

just an American-specific list.
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e No one decision point should control the player’s ability to reach a
“successful” end state within the narrative.
e Approximately 16,000 to 24,000 words, 10 to 13 decision points, and 15-20

minute playtime.

Table 2 shows all learning objectives and narrative focus areas in a single space.

6.5 Defining and Designing for the User Experience (UX)

Since this game is being built as an educational tool for suicide prevention, it has to
maintain the player’s attention and engagement while also providing clear
opportunities to learn about the subject matter throughout. This is done through a
variety of subtle design choices that appear within the narrative and within the

structure of the players’ choices.

It is assumed that players are coming in with little prior knowledge of suicidality or
suicide prevention, and that they may be nervous, uncomfortable, or afraid about the
narrative as they begin and progress further. The narrative was consciously crafted
with this in mind, using smaller discomforts and stressors as scaffolding to build the
player’s tolerance as circumstances change. Discomfort is woven into many scenes,
such as being late to work, having to hastily adjust social plans, or being around

unfamiliar people in a social event.
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Table 2

Narrative and Education Design Focus Areas

54

Education Design Focus Areas

Narrative Design Focus Areas

General mental health awareness; it’s okay to talk about
mental health, depression, suicidal thoughts/ideations.

Suicidality and mental health struggles can happen to
anyone, regardless of demographics or prior experience.

Suicidal thoughts, ideation, attempts, and deaths are rarely
caused by just one thing, and risk factors can overlap.

There is no foolproof heuristic to determine if someone is
experiencing suicidal thoughts.

Different backgrounds and cultures approach mental
health, resources, and help-seeking in different ways.

Hospitalization limits access to lethal means during a
period of intense suicidality. Limiting access to lethal
means in other ways is valuable apart from hospitalization.

Suicide is an issue connected with systems and the
holistic person, so proper suicide prevention requires
systemic and holistic approaches.

A focus on mundane and everyday experiences and
meeting basic needs such as food, housing, and work, all
through a lens of suicidal thoughts.

Phenomena relevant to suicide risk and attempts such
as a celebrity death by suicide, relationship strain and
alienation, trauma, intoxication, and firearm ownership.

Hope and resilience should be present throughout, along
with a sense that circumstances can improve.

Provide content warnings and safety tools for real-life
care, and minimize graphic details of suicide to reduce
risks of harm.

Resources should be reliable, reachable, and relevant
on a global scale, not just an American-specific list.

No one decision point should control the player’s ability
to reach a “successful” end state within the narrative.

Approximately 16,000 to 24,000 words, 10 to 13
decision points, and 15-20 minute playtime.
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The focus on day-to-day stressors in the player’s narrative is juxtaposed with regular
updates and comments regarding an in-narrative celebrity suicide death, as well as
fluctuations in the player character’s own mental state. This in-narrative
desensitization to talking about suicide and mental health not only demonstrates the
importance of being able to talk about these subjects, but it gives psychological
preparation for the final act of the narrative, where the player provides support to a

supporting character struggling with thoughts of suicide.

While the narrative is built to normalize stress and awareness of mental health, it
should not progress to the point of inflicting despair or harm upon players due to their
choices. A clear way to minimize harm was to depict failure as a stumble, and not an
irreversible choice. The narrative needed to foster hope and empower players to have
empathy about suicide and be willing to talk about mental health, so it would be more
productive to show that caring about others and trying to support them is more
important than choosing to stay distant out of fear or uncertainty. The final act of the
narrative involves supporting a character who is suicidal, but under no circumstances

can the player’s actions result in this character dying by suicide.

Furthermore, it would be counterproductive for players to begin worrying about in-
game choices preventing them from learning the same educational contents as other
players. So, all educational content would have to be made accessible regardless of
which decisions players make within the narrative. For example, the first scene
involves navigating a group chat and uses discussion of a celebrity suicide death to

point out changes in language such as “died by suicide” instead of “committed
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suicide.” It doesn’t matter which choice the player makes within that scene, they still
get all of the same pieces of information as any other player, it may just be conveyed
in a slightly different manner. The deliberate choices to scaffold stressful situations
and provide the same educational content across all in-game choices is intended to
reduce players’ overall discomfort or anxiety with the subject matter, allowing them
to focus fully on engaging with the narrative as they learn more about suicide

prevention and mental health.

6.6 User Interface (Ul) Design Considerations

Twine is a platform that allows for very simple narrative experiences, but caution had
to be taken with regards to the overall user interface (UI), specifically the color
scheme used with the background and text colors. Twine’s default user interface is a
black background, white text, and blue links. The Manchester Color Wheel was
developed as a validated tool for color choice between healthy, anxious, and
depressed individuals (Carruthers et al., 2010). This study found that black, gray, and
dark blue colors, the same ones used in the default Twine settings, were more likely
to be viewed as “negative” by healthy, anxious, and depressed individuals.
Meanwhile, yellows, greens, oranges, and pinks were more often seen as “positive,”
and desaturated, darker colors were more often seen as “negative.” Additionally,
certain colors like red and black can be easily associated with topics such as injury,
blood, and death, which would go against the intended user experience for this

narrative game.

56



DESIGNING A NARRATIVE GAME FOR SUICIDE PREVENTION 57

So, a brief examination was conducted of the logos and homepages of three
prominent suicide prevention organizations. The International Association for Suicide

Prevention (IASP; https://www.iasp.info/) used dark blues alongside bright yellows

and oranges, as shown in Figure 4. The American Association of Suicidology (AAS;

https://www.suicidology.org/) utilized purples, with blue-green/teal as accent colors,

seen in Figure 5. The American Foundation for Suicide Prevention (AFSP;

https://www.afsp.org/), meanwhile, used a bright pastel blue and white, shown in

Figure 6 with bright yellow and green accents on their homepage.

Three colors would have to be selected for the user interface: one for the background,
one for the story text, and one for the clickable links. For the background, a pale off-
yellow was selected ) due to the typical association between yellow colors
and positivity. For the text, a dark blue was chosen (#11094E) to have a high contrast
ratio with the background yellow across small and large font sizes, to anticipate both
desktop and mobile users. Finally, clickable links were assigned a light purple
(#8243FE) to have a high contrast with the background, while still being

distinguishable from the primary text color.
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Figure 4. Screenshot of the homepage and a logo for the International Association for Suicide Prevention (IASP), found at

https://www.iasp.info/. Below the homepage image and logo are a list of main color swatches used by the organization.
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6.7 Designing Characters and Plot Elements

Since the game would be expected to cover 20,000 to 26,000 words and last 15-20
minutes, every character and scene would have to serve specific purposes in support
of educational outcomes. The main character would have to present as somewhat
vague and nondescript, so that diverse players could project onto their interactions
with the narrative. The player avatar is depicted primarily through their thought
processes, specifically a tendency towards anxiety and catastrophic thinking. These
catastrophizing thoughts are a tool to emphasize the importance of basic needs such
as food, money, and housing, while also giving a way to gradually introduce
unprompted suicidal thoughts. The player character’s suicidal thoughts exist to build
empathy, though they are not core to the events of the narrative. While potentially
melodramatic, the focus on internal thoughts and anxieties also gives a fantastic
opportunity to depict and overcome barriers to supporting others, such as worrying

about making things worse.

This experience is intended to build comfort and confidence with suicide prevention
and showing support to others. The deuteragonist, Markus, is intended to exist in
some ways as a mirror to the player character, and the character that receives the most
direct support. Markus is a “friend from your school days,” kept vague to keep appeal
to players across ages and education levels, and he recently moved into town for a
new job. Markus was developed to try and spotlight marginalized demographics and
perspectives in mental health; he’s depicted as a cisgender, black male, introverted,
religious, and a military veteran. His struggles are similar to the player character’s,

but they focus on adjustment to multiple life transitions like a new job, moving to a
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new town, social isolation, and a reliance on support systems that are now farther
away and harder to access. While the player character is a means to depict the
experience of suicidal thoughts, interactions with Markus culminate in conversation

and support about 4is suicidal thoughts and struggles.

The narrative is built to highlight stress, anxiety, and suicidality, but the plot needs to
be able to progress even if the player doesn’t know how to proceed. As the primary
supporting character, Phoebe is the avatar’s opinionated “cousin,” again kept vague,
who tries her best to encourage the people around her. Usually, this means taking the
role of an extroverted host for social gatherings, demonstrating the value of existing
and new social connections in mitigating psychological distress. Phoebe’s demeanor
allows her to dispense anti-stigma rhetoric and push forward in situations where the
player character may hesitate. Even though she doesn’t have all the answers, Phoebe

shows the importance of being willing to #7y and learn as you go.

Since the game focuses on day-to-day experiences and meeting basic needs, the
player character’s relationship with their new job becomes a prominent factor. Tim,
the avatar’s new supervisor, is uninformed and uncomfortable discussing topics of
mental health. By making awkward missteps despite his good intentions, Tim models
a capability for growth and learning with regards to mental health, while also
providing occasional friction and discomfort to the player. If the player chooses to
open up to Tim throughout the narrative, he’s immediately supportive while also
adamant that he doesn’t know what he’s doing, will probably make mistakes that

could cause problems, but he still wants to help you succeed. While he’s exaggerated
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to be somewhat bumbling and awkward, he provides a relatable touchstone for

players who feel out of their comfort zone through the entire experience.

Finally, as mentioned in Chapter 5, the narrative features a fictional celebrity who
dies by suicide. The death of “The Wiz of Wyoming” continues to unfold throughout
the story, simultaneously breaking the ice on discussing suicide within the context of
the narrative, but also bringing attention to the value of proper media handlings of
suicide deaths. He has no direct connection to the player or other characters, but his
death is regularly a subject of conversation, media coverage, and speculation. This
allows the primary subject matter, suicide and suicide prevention, to stay relevant

even when the narrative is focusing on work and play.

The majority of the plot as the player experiences it revolves around just trying to
stay afloat in everyday life. The player goes to work, manages social connections, and
tries to stay on top of their own health and wellness all while a prominent celebrity
suicide casts a shadow over most days. The stresses of life eventually begin to pile up
on the player, resulting in ambient, intrusive suicidal thoughts that, at least within the
course of the game, do not worsen to crisis-level severity. Instead, they become

background noise, and in some instances, an opportunity to connect.

Markus coming to town for a new job gives him something else in common with the
player, his longtime friend. The player becomes a core pillar of Markus’s adjustment
to the new environment, starting out as home-cooked meals together and potentially

evolving to going out to restaurants and bars. While his adjustments to his new

circumstances take center stage, he also starts to drink alcohol to excess, giving
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attention to the ties between substance use and mental health. Unfortunately, despite
his best efforts, Markus gets let go from his new job, triggering his descent into
severe intoxication and suicidal ideation. It is during this low point that the climax of

the story occurs, with Markus reaching out to the player for help.

Phoebe, the extroverted and knowledgeable supporting character, puts considerable
energy into organizing gatherings and being available for the people close to her,
including the player character. The ripple effects of The Wiz of Wyoming’s death
result in her putting too much effort into others, struggling with burnout, and opening
up to the player character. She resolves to change her approach to her social ties,
shifting to more passive availability than active, insistent social coordination.
Conveniently, this occurs in a conversation with the player character shortly before
Markus reaches out for help, making her available to support the player as they are

thrust into helping their friend.

While the player navigates their relationships with Markus and Phoebe along with
their own wellness, they also have to deal with a rather demanding new job and their
supervisor Tim. His flailing is often presented as an obstacle, but as time goes on the
job becomes easier and Tim becomes more comfortable as a supervisor. The player is
given choices in how to interact with their job; they can open up to Tim and build a
supportive connection, they can keep their personal struggles separate from their
work life altogether, and they can even quietly disengage from Tim and the job and
begin searching for new opportunities. While day-to-day life and basic needs are core
to the narrative, the player character’s ability to get their needs met is never truly

threatened over the course of the narrative. Instead, the avatar’s anxieties exist to
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distract from and build empathy towards Markus’s experiences, which are closer to

what the player character fears will happen to them.

6.8 Finished Game Summary

The finished version of the game features approximately 20,000 words of narrative
content across 13 scenes, each with their own branching decisions. A brief outline of
the scenes throughout the narrative, as well as each scene’s psychoeducational focus,
is shown in Table 3. Finally, the game was given the title Don ’t Quit for the obvious
associations with suicide prevention and hope. However, the title also subtly speaks
to the narrative’s educational takeaways, as the player’s job stress and Markus’s
eventual joblessness are core elements of both of their mental health struggles.
Unfortunately, as Don’t Quit is designed for future empirical testing and further

development, the narrative itself is not included within this thesis paper.
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Table 3

Detailed List of Scenes within Narrative Game

66

Scene # | Major Character | Brief Description Educational Nudge
1 Phoebe Group Chat / Celebrity Suicide Death Discussion of “died by suicide” language
2 Tim Late to Work! People don’t know how to talk about suicide
3 Markus Dinner Plans with Markus Mentions crisis phone lines as resource
4 Player Three-Day Weekend Self-care and rest look different per person
5 Tim Sudden Work Meeting Role of workplace in mental health
6 Phoebe A Spontaneous Invitation Importance of social interaction, meeting people
7 Markus More Dinner Plans with Markus Mentions faith and community as resources
8 Tim Workplace Tension and Coping Stress management is situational and systemic
9 Player The Doctor says High Blood Pressure Medical proxies for mental health
10 Markus Night at the Bar Alcohol as depressant, feelings of isolation
11 Tim Mergers and Acquisitions Success means stress, but people want to help
12 Phoebe Cat Herder takes a Night Off Compassion fatigue, helping the helpers
13 Markus & Phoebe | Managing a Suicidal Crisis (+ Epilogue) Basic helping skills, means safety, hope
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Chapter 7: Discussion and Conclusion

This paper has detailed suicide as a phenomenon and its causes, suicide prevention as
an intersection of mental healthcare and systemic and community supports, and the
value of interactive video games as tools for mental wellness and education. By
conducting a series of expert interviews with advocates, suicide loss survivors,
individuals with lived experience, writers, and scholars within suicide prevention, a
rich and meaningful narrative experience was crafted. In focusing on day-to-day life
and stressors, the developed game will be able to educate players on suicide and
suicide prevention while remaining relatable and accessible to a wide audience. The
narrative centers depictions of lived experience outside of crisis, rather than focusing
exclusively on hospitalization and severe distress. Within our Olive Garden metaphor,
this is the moment where you pay the bill and make your way to the exit, having eaten

more than your fill and more than you likely anticipated.

7.1 Lessons Learned and Limitations

This study has shown that expert interviews are a valuable tool for integrating mental
health education with digital experiences. The methodology allowed for co-design
with a diverse array of perspectives and backgrounds, and levels of nuance and
cultural humility that would not have been possible otherwise. However, the expert
interviews were also limited by allowing such a broad range of participants- only one
interview was with a licensed mental health provider. While this is balanced by the
literature, the researcher’s prior experience in the field, and the decision to design for

a wide audience, it is still a space for improvement. Additionally, this project was
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limited to focus only upon the conceptualization and creation of the game, not the
testing and evaluation of the experience as an educational tool. Finally, despite intent
for the game to be of use to global audiences, the narrative is still English-exclusive,

and therefore is limited in potential impact.

7.2 Clinical Significance and Considerations for Future Research

Since this was a one-person endeavor and a minimally viable product, the
development of similar educational experiences could be possible, and faster, with a
team of collaborators. Future research can focus on conducting more interviews to
capture the perspectives and needs of additional populations to inform further work.
Diverse groups of mental healthcare providers, various at-risk populations, and
adolescents and young adults are all immediately viable opportunities. Extensive
testing of the game should be conducted to understand its potential as a learning and
educational tool, as well as weak points in the narrative itself. Finally, the narrative
could expand with increased research and development. This could result in the
inclusion of new characters and storylines to give more depth and nuance to specific
experiences, such as aging, religious, or LGBTQ+ populations, or to other
phenomena such as interaction with artificial intelligence chatbots, cyberbullying,
problem gambling, addiction, or trauma. The game could be customized further for
different specific audiences, such as mental health or primary care providers,

university faculty and staff, or law enforcement.

Another possible direction for future research is, rather than developing an interactive

narrative, utilizing existing fictions such as movies, television, and video games that
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depict similar circumstances and content matter. Topics of mental health, trauma, and
the human experience are becoming more and more prevalent in the media available
for public consumption, so there could be value in leveraging and testing things that

may not have been built for research purposes, but are still present in our world.

7.3 Conclusion

In conclusion, this study illustrates the promise of developing interactive fictional
experiences to train and educate audiences about mental health and specific
phenomena such as suicide. While co-design with affected individuals and consumers
may be common in human-computer interaction research, it is an area full of
additional potential for clinical applications and psychological research. The
development of this game can open doors to new avenues of mental health awareness

and education, through something as simple and straightforward as text on a screen.
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Appendices

Appendix A
Expert Interview Demographic Questionnaire

Age

Gender

Race/Ethnicity

What are the contexts of your experiences in Suicide Prevention, mental
health, and/or other relevant spaces? (e.g. healthcare provider, healthcare
systems, academic, advocate, personal lived/loss experience, loved one
lived/loss experience, etc)

How many years have you been engaged in Suicide Prevention, mental health,
and/or other relevant spaces?

Are there any other additional aspects of your background, demographics, or
experiences that you would like noted for data collection purposes?
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Appendix B
Expert Interview Questions
Part One - Educational Content

e What do you want people to understand about suicide and mental health,
based on your perspective and understanding of mental health? (broader
learning objectives, theory/concepts, practices, etc)

e What are some common myths or preconceptions about suicide and mental
health that should be debunked?

e What are the sources of these misconceptions? (e.g. media, cultural, stigma,
demographic, etc)

e How would you like to see these misconceptions be addressed within the final
product?

Part Two - Narrative/Content and Game Design

e Are there any specific demographics or identities that you believe should be
included as options as part of the interactive experience? (e.g. gender, age) If
so, how should specific demographic or identity factors be represented within
the narrative?

e Are there any specific demographics or identities that you believe should
NOT be included in the interactive experience? (e.g. gender, age) If so, why
do you believe these factors should be excluded?

e Are there any events or circumstances that you believe should be included as
part of the interactive experience? (e.g. housing instability, specific types of
trauma) If so, how should specific events or circumstances be represented
within the narrative?

e Are there any specific events or circumstances that you believe should NOT
be included as part of the interactive experience? (e.g. sexual trauma, history
of suicide attempts) If so, why do you believe these factors should be
excluded?

e [t is possible that the final product may address the aftermath of a suicide
attempt, including hospitalization and the establishment of healthier coping
mechanisms. Are there any specific considerations that should be made or
content that should be excluded for this part of the interactive experience? If
so, why?

e [fyou had full creative control, what aspects of the narrative or
game/experience design that you would ensure are incorporated in the final
product? (e.g. narrative topics, accessibility features, promotable resources,
etc)
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