The Misconception Manual (TMM) is a deduction-based serious game designed to prompt
players to question and rectify stereotypes and false assumptions about mental disorders.
Misunderstandings surrounding mental health hold high historical prevalence, with
behaviours deviating from sociocultural expectations frequently punished and used as a
means of social control (Farreras, 2025). Historically, the prominence of religion in
combination with minimal medicinal knowledge, fabricated the idea of supernatural entities
(Psychology Town, 2024) leading to what we now know as problems with our mental health.
Today, dramatized and inaccurate media illustrations continue to fortify these damaging
misconceptions (Mind, 2017). As a Psychology student with a specific interest in
Psychopathology, I chose this topic focus, due to it’s social and academic relevance. Mental
health is fundamental to individuals spanning all demographic groups. Given the subjects
universal relevance (Kenni, 2023) TMM was intentionally designed for a broad audience of
players, with no prior clinical knowledge required. The game’s inclusive design is aimed at
encouraging collective engagement with psychopathological content, guided by the module
‘PS120:Neuropsychology & Psychopathology’ taken in my first year at University. During
my development of this game, I critically aligned my design choices with relevant
pedagogical theories to ensure my learning objectives were met. By combining these
frameworks with a socially relevant psychological topic, I propose to exhibit how TMM

successfully functions as a serious tabletop game.

Learning outcomes and frameworks used

To demonstrate this, it is necessary to examine the theoretical frameworks informing TMM’s
design choices and pedagogical success. Firstly, Self-determination theory (SDT), proposed

by Deci & Ryan (2008), emphasises the relevance of understanding human motivation,



discriminating between “autonomous motivation, controlled motivation, and amotivation”
and argue these are formed by surrounding social conditions, which can either diminish or
enhance performance (Kilduft 2014). This framework is particularly valuable to serious

games, as “autonomous regulation” (acting by free will) is strongly associated to academic

achievement (Ratelle et al., 2007).

However, it is important to acknowledge limitations on this theory. A minimal portion of
literature in support of SDT focuses on adolescents, with most studies using adult samples
(Perera, 2020; Leverson et al., 2012). This raises concerns on the applicability of the findings
to younger learners. As TMM’s intended age range is 16 years and older, (due to cognitively
challenging material and distressing content) this limitation is less concerning when applied

to my specific game design.

In addition, Vygotsky’s theory of Social Constructivism emphasises how learning is
fundamentally reliant on socially interactive settings (Schreiber & Valle, 2013), with
supporting research from Davis (2017) who claimed successful learning is largely dependent
on discussions and interpersonal interactions. This approach aligns tightly with principles of
educational game design, specifically TMM as the game relies on player’s interpreting and

questioning each other’s answers.

Finally, Bloom’s Taxonomy (1996) offers a hierarchal framework for understanding the
cognitive processes involved in learning, outlining a progression from lower-level skills to
higher-order skills, such as analysing and creating (Ruhl, 2025). Although originally created
to assist curriculum leaders, the Taxonomy remains relevant to helping develop various
educational materials, providing structure and clarity to educational goals. The revised
model’s list of action verbs also further supports the clarification of learning objectives

(Shabatura, 2014). Critically, Blooms Taxonomy is useful in refining the pedagogical value of



educational games, and defining the learning objective for my game: To analyse given
psychological information and distinguish whether the information corresponds to the

category of misconceptions or truths.

Mechanics and rules

TMM is built around three core mechanics: deduction, action points, and hidden information,
collectively promoting engagement. Inspired by Cluedo (2023), these mechanics require
players to carefully analyse missing information and strategically regulate the limited use of
action points, ensuring reasoning and observational skills are prioritised. This facilitates
autonomous-decision making which aligns closely with SDT, ensuring players are motivated
despite the component of relatedness and teamwork being less central (Deci & Ryan, 2008).
Additionally, the satisfying tension produced because of deduction and hidden information
(Levi, 2025) has been consistently linked to effective experiences of learning (Howard, 2023;
Rose, 2010). Therefore, the game’s core objective positions deduction as central to gameplay
which in theory, should result in meaningful learning. However, iterative solo playtesting
proved the games educational objective was unproductive and overshadowed by the games
entertainment value. To address this, I implemented a board-based progression system,
permitting movement only after correct identification of misconceptions and truths. This
additional mechanic refocuses attention on the educational content and ensures psychological
understanding is necessary for strategic success. Moreover, this verifies the cognitively
demanding experience of gameplay, and ensures the high-order learning objective, developed

using Bloom’s verb chart (Shabatura, 2014) can be met.

The aesthetic design of TMM is influenced by the graphic design of the mental health

diagnostic manual, the DSM-5 (APA, 2022), specifically the newest addition the DSM-5-TR



(see Figure 1). Drawing from this specific diagnostic manual provided the game with a
clinically recognisable visual identity. The game’s colour palette, typography and line art
intentionally embody the DSM’s exterior while the categorisation of the disorder cards by
colour, was inspired by the organisational coloured tabs used on the manual’s interior (see
Figure 2). I intended to colour-match the disorder cards to the tabs, however further research
showed the tabs are sold via secondary sources, and do not follow a standardised colour code,
resulting in me choosing my own colours. Maintaining an orderly and minimalist aesthetic
was an intentional and ethically conscious decision. Visual imagery regarding mental
disorders can easily fall into ambiguous or offensive areas, particularly when treatments and
symptoms are being discussed. To ensure a respectful and non-stigmatising gameplay
experience the visual design remains rooted in the simplistic graphics of the DSM.
Additionally, though simple, this design strategy ensures minimal cognitive load for players,
and ensures a fair experience for all, regardless of prior familiarity to psychological material.
Overall, I feel the visual communication of the game considers all players which is essential

(Shannon, 1992).
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Figure 2. Coloured tabs

Narrative & Theme:

While I acknowledge the motivational benefits roleplay provides (Lizama & Carbajal, 2024),
I made a deliberate decision to exclude players embodying or performing in any means
relating to their disorder card. Research indicates the choices players make during role-play
games often reflect real-world behaviours and attitudes (McGreal, 2022). The aim of TMM is
to challenge individuals’ stereotypes, rather than provide an outlet for their reinforcement;

role-play would not have aligned with the games learning objectives. Furthermore, players

performing as clinicians poses the risk of over-simplifying the diagnostic process.

Additionally as mentioned, the game includes sensitive content, with mentions of suicide and

abuse, distressing themes to engage with through role-play. Prioritising a respectful gameplay



experience where all ethical considerations have been addressed, contributes to a healthier

experience for all (Eng, 2024).

Player roles & Interaction

Experience plays a central role in the learning process (Kolb, 1984). With consideration for
the narrative and thematic design choices I made, player roles are less rooted in character
identity and more mechanical, focussing on the actions they take rather than who they
embody. Players primarily focus on identifying the misconceptions and truths on the
information cards and later deducing who holds which disorder card. Interaction occurs
through calculated information withholding and anticipation of others’ decisions. This aligns
with Vgotsky’s principles of Social Constructivism (Schreiber & Valle, 2013) as players
consistently interact. Through accessing clues, whether via landing on the space or
responding to players’ guesses, information feedback is consistent. This system of feedback
provides the groundworks for “goal-directed action” (Kolb, 1984), further supporting the

fulfilment of my learning objective and the role of TMM as a serious game.

Issues faced

During early independent play-testing several challenges emerged. Primarily, generating 60
misconceptions and 60 facts, which could be mistakenly labelled proved incredibly difficult.
Although misconceptions are believable by nature, when placed alongside accurate
information, the distinction was unmistakable. To achieve the perfect level of ambiguity |

refined the language choices, borrowing certain phrases from the factual cards.



Although the difficulties did not stop there. I consistently encountered contradictions between
the statements I used for the misconceptions and the facts (see Figure 3). Players could easily
infer the correct answers through logical elimination, as opposed to genuine engagement with
the content. To avoid threatening the games difficulty level and educational objective, I

conducted further research to replace many of the original statements
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Figure 3. Original Information cards

Accessibility & Representativity

During the initial design stages, the truth and misconception cards were colour-coded using
red and green (see Figure 4), with monochrome front-sides to have answers revealed using
colour when flipped. I later recognised this would not be inclusive for individuals with red-
green colour blindness the most prevalent kind (Mangan, 2021), especially after using the
‘Colour Blindness Simulator’ to confirm (Colblindor, 2016). To ensure equity, the colour
system was replaced with a textual code (TF = True/False, FT= False/True) allowing players
to distinguish between the cards without reliance on colour (see Figure 5). Similarly, the
games rulebook emphasises the games inclusive design, using strictly the gender-neutral
pronouns “They/Them/Their”, to avoid making assumptions and possibly offending players.

Overall, I feel TMM supports an accessible and inclusive gameplay experience.

it s

Figure 4. Old information cards



Figure 5. New information cards

Future developments

TMM being the “First Edition” (see Figure 1) draws on both the visual influence of the DSM-
5-TR (APA, 2022) and it’s malleable state. The concept can be expanded to produce multiple
editions, each including different selections of disorders. This design focuses specifically on
selected (not all) mood, anxiety and personality disorders but by no means is limited to this
content. The introduction of new disorder domains such as eating disorders, psychotic and
neurodevelopmental disorders (WHO, 2025) could offer specified learning objectives,
narrowing the educational focus and directing effort and attention more effectively, in turn

producing higher performance (Locke et al., 1981).

To conclude, I feel TMM effectively functions as a serious tabletop game. The educational
value is absolute though not at the cost of entertainment, providing the perfect integration, to

create an engaging educational experience.
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Figure A3. Disorder cards
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Figure A4. Voting cards

Figure AS. Action cards
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Figure A8. Information cards
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cannot stay in panic foreve

There is no single
medication to treat BPD

BPD is characterised by a
generalised reduction in
empathy

Social anxiety can be
present if the individual is
calm externally

People with narcissism
rarely experience significan|
internal conflict

Traits of narcissism can
fluctuate over time

Agoraphobia is
infrequently encountered in
clinical practice

GAD can begin at any age|

Abusive behaviour is the
primary interpersonal
expression of narcissism

Substance use worsens the|
clinical course of panic
disorder

Agoraphobia typically
results in complete home
confinement

Narcissism rests on a stabl
and unwavering form of
self-love.

Social anxiety often co-
occurs with depression

‘GAD can resolve itself
without treatment

Dizziness & nausea are
often experienced in
Agoraphobia

Panic disorder is an
exaggerated response to
stress

Sleep is

¥
disrupted for someone withy
GAD

Agoraphobia is the fear of]
open spaces

Gradual exposure can
retrain the nervous system
in social anxiety

With enough determinationy
individuals can stop panic
attacks

In GAD, uncertainty is
often more distressing than|
the feared outcomes.







