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Abstract 

Adolescence and early adulthood are critical developmental periods marked by an increasing 

vulnerability to emotional dysregulation and social difficulties, highlighting the need for engaging 

psychosocial interventions. This protocol presents a pilot study on the efficacy, feasibility, and 

acceptability of a structured group intervention based on Role-Playing Games (RPGs), designed to 

promote and support psychological well-being in transitional-aged youths. The study plans to recruit 

54 participants (aged 15-24) who will take part in a 12 weekly, 2-hour RPG-based intervention 

facilitated by trained clinicians. These clinicians will guide patients through narrative role-playing 

and a guided mentalization-based therapy through the gaming experience. All participants will be 

assessed at pre-, mid- and post-intervention, as well as during the 1- and 6-month follow-up, in the 

following dimensions: a) mood; b) anxiety; c) emotional regulation; d) alexithymia; e) coping skills. 

The following assessment tools will be administered: Hospital Anxiety and Depression Scale 

(HADS), Difficulties in Emotion Regulation scale (DERS), Toronto Alexithymia Scale (TAS-20), 

Coping Orientation to Problems Experienced (Brief-COPE). We expect to demonstrate a good 

feasibility, a higher participant engagement and treatment adherence, and improvements in all 

emotional and affective dimensions. This study seeks to establish foundational data to inform larger 

randomized controlled trials, with a follow-up, positioning RPG-based group interventions as 

potentially accessible, engaging, and convenient tools within youth mental health services. 

Keywords: adolescent mental health; youth anxiety; youth depression; emotional regulation; 

gaming; Role-Playing Games (RPGs) 

 

1. Introduction 

In an individual’s growth process, adolescence represents a delicate stage, from a 

neurobiological, psychological and relational perspective [1]. Hence, it is not so surprising that most 

mental disorders have their onset during this period of life [2]. However, it is known that multiple 

factors can affect the psychological well-being of adolescents and young adults [2]. Exploring 

sexuality, experimenting themselves with new social roles, and comparing oneself with peers are 

some of the fundamental physiological experiences that can lead to possible difficulties in recognizing 

a new and more complex self-image, emotional distress, and, possibly, psychological suffering [3]. 

For instance, the constant engagement in daily activities, conflicts with peers, and family 

relationships are among the major stressors identified by adolescents [4]. A recent longitudinal 

analysis found that the prevalence of depressive symptoms among adolescents increased from 24% 

(95% CI: 0.19-0.28) between 2001 and 2010 to 37% (95% CI: 0.32-0.42) between 2011 and 2020 [5]. 

Recent studies found that approximately 75% of all mental disorders have an onset before age 24, 
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often with unrecognized prodromal symptoms that have been present for even longer [6]. If these 

symptoms are not recognized and treated promptly, they can worsen and lead to the development 

of full-blown serious mental disorders as people age. For example, it is known that subjects 

experiencing depressive symptomatology during adolescence are at greater risk of developing 

depression and/or a recurrence of depressive symptomatology in adulthood [2,3,6,7]. Furthermore, 

young individuals with mental disorders have been demonstrated to manifest a significant 

impairment in the mentalization process (i.e., the ability to attribute mental states such as intentions, 

desires, emotions and knowledge to themselves and others), a competence defined as “Theory of 

Mind” (ToM) [8,9]. 

Therefore, taking into account the short- and long-term consequences associated with mental 

disorders, new intervention models are needed to promote integrated, multidisciplinary early 

prevention strategies [10]. Among the many psychological interventions proposed in recent decades, 

one of the most frequently identified tools for fostering more harmonious mental development in 

adolescence has been the therapeutic application of play. Historically, the Swiss psychologist Jean 

Piaget (1959) already attributed a dual function to the play. According to Piaget’s theory, the play 

could act as both a developmental indicator (i.e., a direct expression of evolutionary processes) and 

as a developmental tool itself (“play not only reflects development but actively contributes to it”) (Piaget, 

1959) [11]. Subsequently, within the psychoanalytic field, Winnicott (1971) also delved deeply into 

the potentially therapeutic function of play, noting that “[...]play is itself a therapy. Ensuring that children 

are put in a position to play is in itself a psychotherapy, which has immediate and universal application and 

includes the establishment of a positive social attitude towards play.” He further stated, “it is in playing and 

only while playing that the individual, child or adult, is able to be creative and to make use of the whole 

personality. And it is only in being creative that the individual discovers the self.” Hence, various authors 

identified one of the key strengths of the therapeutic value of the play in childhood and adolescence, 

such as the opportunity to actively explore aspects of the self, using resources that draw upon one’s 

own creativity and skills in facing complex situations [12]. It is through experimentation in a safe 

environment, such as that provided by play, that an individual’s growth process can be encouraged, 

training their relational and problem-solving abilities, ultimately leading to the modification of 

behaviors and habits, as well as the development of new resources [13]. 

Overall, several studies indicated that play may allow individuals to actively and safely self-

explore themselves, by improving relational and problem-solving skills, modifying behaviors and 

habits, and promoting the development of new resources [13]. Among the various clinical 

applications of play, one innovative approach is represented by Role-Playing Games (RPGs), which 

can be delivered in both traditional “tabletop” and digital or online formats [14]. A RPG (Role-Playing 

Game) is a game in which players assume the specific role of one or more characters within an 

imagined space and narrative setting. Within this setting, fictional events occur, to which players 

react and interact with one another through a dialectical exchange [15]. To the standard fictional 

elements of a game, the RPG adds the specific element of “interpretation” or “role-playing.” As 

Bondioli (1994) emphasized, this concerns the emotions and feelings of the participants more than 

the objective reality. The group and collaborative dynamics of RPGs encourage coping strategies, 

problem solving, and resocialization [16]. In a controlled study, RPG players scored significantly 

higher on the Interpersonal Reactivity Index (IRI) compared to non-players, supporting the 

hypothesis that role-players may exhibit a greater empathic engagement [17]. More recently, RPGs 

have been proposed as operational tools to enhance metacognitive abilities and ToM in clinical, 

educational, and community settings (Scicchitano, 2019) [18]. This evidence aligns with the growing 

body of research on gamified mental health interventions, which are designed to promote resilience, 

well-being, and treatment adherence through the use of game mechanics such as goal-setting and 

rewards [19–21]. Digital gamification strategies have been shown to improve motivation, perceived 

competence, and treatment adherence, while also reducing depressive symptoms in patients resistant 

to pharmacological treatments [22]. In particular, Serious Games have recently been introduced into 

transitional psychiatry. For example, an online RPG designed for individuals with a first episode of 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 5 February 2026 doi:10.20944/preprints202602.0264.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202602.0264.v1
http://creativecommons.org/licenses/by/4.0/


 3 of 11 

 

psychosis was found to enhance hope, empowerment, and social support while reducing social and 

self-directed stigma [23]. 

While these preliminary findings suggest that RPGs may serve as promising therapeutic and 

resocialization tools, especially in the early stages of youth mental disorders, the current body of 

experimental evidence remains limited [24,25]. Further empirical validation is required to establish 

their clinical utility in real-world settings, by specifically assessing the feasibility, acceptability and 

efficacy of this therapeutic approach as complementary to treatment-as-usual interventions in youth 

mental health. Within this context, the current pilot study aims to evaluate the feasibility, 

acceptability and efficacy of an integrated therapeutic intervention based on RPGs in fostering more 

positive and better-regulated affect, as well as improving mood, anxiety, emotional self-regulation, 

coping strategies, illness insight, self-reflectiveness, and ToM abilities among transitional-aged 

adolescents and young adults consecutively recruited in a Transitional Psychiatry out/inpatient 

setting. The primary objective was to evaluate the efficacy of an integrated RPG-based intervention 

compared to the treatment-as-usual (TAU) in increasing positive affect (reducing anxiety and/or 

depressive symptomatology) and improving emotional regulation in adolescents and young adults. 

Secondary outcomes include: a) assessing the acceptability and feasibility of the intervention within 

youths by comparing an in-person interventional setting versus an online setting; b) evaluating the 

long-term efficacy during the follow-up at 1 and 6 months after the conclusion of the intervention. 

Exploratory objectives include evaluating the efficacy of the intervention in the improvement of 

coping strategies, illness insight, self-reflectiveness, and ToM abilities, compared to TAU. 

2. Materials and Methods 

2.1. Study Design 

This pilot study was designed as a single-center, randomized controlled prospective 

interventional study. The intervention was developed to be addressed to a cohort of adolescents and 

young adults (aged 15-24) consecutively recruited at the Transitional Psychiatry service, Unit of 

Clinical Psychiatry, Department of Neurosciences/DIMSC, University Hospital of Marche Region 

within the Polytechnic University of Marche, Ancona, Italy. The randomization procedure will be 

performed using IBM Statistical Package for Social Sciences software, version 26 (SPSS, Chicago, 

Illinois, USA). For each participant, a random number will be generated using the RV.UNIFORM(0,1) 

function, which produces values distributed uniformly between 0 and 1. The cases will be then sorted 

according to the random number obtained and will be assigned to the two groups (experimental 

versus TAU) in a 1:1 ratio. The allocation sequence will be generated by an independent researcher 

not involved in recruitment or intervention delivery, in order to ensure concealed allocation and 

minimize possible bias. The entire procedure will be documented to ensure replicability and 

methodological transparency. The experimental group will be also randomly divided into two 

groups: those participants allocated to an in-person setting group and a remote setting group. 

2.2. Participants and Recruitment 

Patients referred to the Transition Psychiatry service will be invited to participate in the study if 

they meet the following inclusion criteria: a) diagnosis of an emotional and/or affective Disorder (i.e., 

Major Depressive Disorder, Bipolar Disorder, Cyclothymia, Persistent Depressive Disorder, Seasonal 

Affective Disorder, Disruptive Mood Dysregulation Disorder, Other Specified Depressive Disorder, 

Unspecified Depressive Disorder, Other Specified Bipolar and Related Disorder, Unspecified Bipolar 

and Related Disorder, Unspecified Mood Disorder, Oppositional Defiant Disorder, Intermittent 

Explosive Disorder, Conduct Disorder, Other Specified Disruptive, Impulse-Control, and Conduct 

Disorder, Unspecified Disruptive, Impulse-Control, and Conduct Disorder) according to the 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition text revised (DSM-5-TR) (APA, 

2022); b) aged 15-24 years old; c) a score of ≥ 8 at the HADS (Hospital Anxiety and Depression Scale) 

depression (HADS-D) and anxiety (HADS-A) subscales [26,27]; d) a score of ≥ 95 at the DERS 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 5 February 2026 doi:10.20944/preprints202602.0264.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202602.0264.v1
http://creativecommons.org/licenses/by/4.0/


 4 of 11 

 

(Difficulties in Emotion Regulation Scale) [28–30]; e) agreement to the study participation; f) ability 

to provide written informed consent (their parents in case they are less than 18 years old). Exclusion 

criteria include: a) current psychotic symptomatology (i.e., delusions, hallucinations, disorganized 

speech or behavior) which may limit the adherence and intervention participation; b) intellectual 

disability and/or mental retardation and/or difficulty in understanding Italian language and/or 

learning and/or moderate-to-severe cognitive deficits (absolute contraindication); c) sensory or 

communication deficits which could interfere with the study participation; d) current substance 

and/or alcohol use (including acute and chronic intoxication, and recent substance and/or alcohol 

intake during the last three months). All included participants will continue to receive the treatments 

usually provided (e.g., regular psychiatric visits, pharmacological treatments, and psychotherapy) 

(TAU). 

The study will be conducted in accordance with the principles of the Declaration of Helsinki and 

in compliance with current regulations on the protection of personal data (Legislative Decree 196/03, 

Italian Personal Data Protection Code). All participants (or their legal guardians, in the case of 

participants aged lower than 18-years-old) will provide written informed consent, after full 

description of study protocol. The study investigators will ensure that all mental health professionals 

involved in the study are qualified and informed about the protocol, interventions, and trial-related 

duties. Data will be collected anonymously and stored in password-protected databases, accessible 

only to the researchers involved in the study. The study protocol has been approved by the 

Institutional Ethical Committee of Marche Region (Prot. 201/2024). 

2.3. Assessment Tools and Measurements 

Assessments will be carried out at baseline (t0-preintervention), at 1-month (t1), at 3-months (t2-

post-intervention), and during a follow-up at 1-month and 6-month after the conclusion of the 

intervention. At the baseline will be administered an ad hoc case-report form to collect the socio-

demographic and clinical data including age, sex, nationality, educational level, marital status, living 

and occupational condition, as well as medical and pharmacological history (i.e., age of illness onset, 

current and/or previous pharmacological and/or not pharmacological therapy, previous 

hospitalizations in psychiatric ward and/or medical settings, suicidality history, substance and/or 

alcohol use history). At the assessment time points, all participants will be administered the following 

assessment tools: a) HADS [26,27]; b) DERS [28,29]; c) Toronto Alexithymia Scale (TAS-20) [31,32]; 

and, d) Coping Orientation to Problems Experienced (Brief-COPE) [33]. 

The Italian version of the HADS is a 14-item self-report measure able to assess the anxiety and 

depression levels of participants [27]. The HADS is constituted by seven items relating to anxiety 

(anxiety subscale) and seven items relating to depression (depression subscale). Items are answered 

in a 4-point response format with a total score ranging from 0 to 21 for each of the two subscales. The 

higher the score, the more severe the anxiety or depression. The Italian version of the DERS [34,35] is 

a 36-item self-report questionnaire on a 5-point Likert scale assessing the level of difficulties in 

emotional regulation. The DERS contains a total score (ranging from 6 to 180) and six subscales 

assessing the following domains: a) non-acceptance of negative emotions; b) inability to engage in 

goal-directed behaviours when experiencing negative emotions; c) difficulty in controlling impulsive 

behaviours when experiencing negative emotions; d) limited access to effective emotion regulation 

strategies; e) lack of own emotional awareness and clarity. The TAS-20 is the most common tool for 

assessing alexithymia. It is composed of 20 items, and each item is graded according to a five-point 

Likert-type scale ranging from 1 = “strongly disagree” to 5 = “strongly agree”. Total scores range from 

20 to 100, with a score ≥ of 61 indicative of alexithymia and scores between 51 and 60 of borderline 

alexithymia. The TAS-20 has a three-factor structure: F1, difficulty in identifying feelings; F2, 

difficulty in describing feelings to others; F3, externally oriented thinking style. The Italian version of 

the questionnaire’s internal consistency is good (Cronbach’s alpha = .81) and has the same structure 

as the original English version [31,32]. The brief COPE is a 28-items abbreviated version of the original 

60-item COPE Inventory [33,36]. The scale assess the primary coping styles on three subscales: a) 
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problem-focused coping, characterised by active coping, use of informational support, planning, and 

positive reframing; b) emotion-focused coping, characterised by venting, emotional support seeking, 

humour, acceptance, self-blame, and religion; c) avoidant coping strategies, characterised by self-

distraction, denial, substance use, and behavioural disengagement. In addition to these three 

subscales, the brief-COPE provides also scores for 14 individual facets: self-distraction, denial, 

substance use, behavioural disengagement, emotional support, venting, humour, acceptance, self-

blame, religion, active coping, use of instrumental support, positive reframing, and planning. 

At the end of intervention, participants will be asked to fill out two specifically designed 

questionnaires to assess the feasibility and acceptability of the intervention, both in-person versus 

online (Supplementary Material, S1). These data will be gathered through both qualitative and semi-

quantitative measures, consisting of open-ended questions and items rated on a Likert scale. 

2.4. Statistical Analysis 

The IBM Statistical Package for Social Sciences software, version 26 (SPSS, Chicago, Illinois, 

USA), will be used for the data analysis. Sample size has been calculated using the Statistical Software 

G*Power version 3.1. (Franz, Universitat Kiel, Germany). Based on the primary objective of the study, 

in order to detect any difference in the mean scores of the HADS scores in both interventional groups 

(online versus face-to-face) and between TAU versus TAU+interventional group at t0 (pre-

intervention)-t2 (postintervention) and 1- (t3) and 6-months (t4) follow-up, by keeping a statistical 

power of 0.80 to identify an effect size of 0.5 (α=0.05, two-tailed) and taking into consideration all 

variables to be entered in the repeated measures t-test (Zα/2 = 1.96, Zβ = 0.84, σ = 5 as expected 

standard deviation at HADS scores, Δ=3; N = (1.96+0.84)2× 2 × 52 = 7.84×50 ≈ 44). Therefore, 

considering a possible 20% dropout rate, a total sample size of 54 was established to be reached for 

the present study (27 participants for each group). Descriptive analyses will be performed to describe 

the socio-demographic characteristics of the sample and to assess the normality of the data. 

Categorical variables will be summarized as frequency (n) and percentage (%), while continuous 

variables will be summarized as mean and standard deviation (SD). Categorical variables will also 

be compared using the χ2-test and post-hoc tests. To summarize the data and test the differences 

based on categorical analysis, parametric tests (t-test or ANOVA) or non-parametric tests (Kruskal-

Wallis test or Mann-Whitney U test) will be used, depending on the normality of the data. Data will 

be analyzed for inferential statistics by using mixed-effects models to analyze the temporal 

trajectories of the outcome variables at different time points (t0-t4). Coefficients obtained by the 

regression models will be compared to evaluate the efficacy of the intervention depending on in-

person versus online modality. Repeated-measures ANOVA corrected for sphericity (Mauchly’s test 

and Greenhouse-Geisser correction, if necessary) will be carried out. Correlation and regression 

analyses (univariate/multivariate, linear/logistic) will be conducted, including socio-demographic 

and clinical variables and the total scores and subscales of all primary and secondary outcomes, to 

explore any relationships between the different factors. The statistical significance cut-off will be set 

at p <0.05. 

3. Experimental Intervention 

The intervention utilizes the open-source Basic Fantasy RPG ruleset 

(https://www.basicfantasy.org/) and a narrative storyline specifically developed for therapeutic 

purposes. The groups will each consist of five participants, led by a “Game Master” and a designated 

Observer. Both Game Master and Observer are represented by trained clinicians. The Game Master 

will be responsible for managing the rules and dynamics of the game, while the Observer will be 

responsible for recording participants’ communication (e.g., verbal and non-verbal) variables as well 

as participants’ interpersonal and relational dynamics during the session. The intervention will be 

randomly provided on-site (face-to-face) or by using online modality. 
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3.1. Experimental Intervention On-Site (Face-to-Face) 

During the first session, participants will be stimulated to present themselves to each group 

participant, the Game Master and the Observer will describe the intervention, the setting, the rules 

and the characters of the story will be assigned and defined for the next sessions of the RPG-based 

intervention. The Game Master and the Observer will provide to all participants all details regarding 

the specific topics which could be elicited during the intervention, in order to create an inclusive and 

respectful gaming environment, acceptable to all participants before starting the intervention. The 

opportunity to address specific sensitive topics/issues related to family dynamics, interpersonal 

relationships, personal experiences, gender-sensitive and cultural aspects will be explored during 

this pre-intervention session. This preliminary evaluation will allow clinicians to preliminarily 

identify sensitive topics and provide a management plan to participants during the interventional 

study. In this manner, the intent is to create a peaceful and pleasant atmosphere, in which participants 

could feel free to express themselves and enjoy the gaming experience in a constructive and effective 

way. 

The program includes 12 weekly sessions, extending over a period of three months. Each session 

will last approximately 120 minutes and will be structured in two phases: 1) a gaming phase (90 

minutes), a collaborative gaming session set in a medieval fantasy context; and, 2) a metacognitive 

phase (30 minutes), a guided reflection on the gaming events, focusing on working memory, 

identification of mental states, cognitive decentering, and the transfer of acquired skills to real-life 

situations. 

The metacognitive phase will be constituted by four steps, as detailed below: 

(1) Reflection on the gaming experience: after completing the role-playing session, the Game 

Master and the Observer will guide the group in reflecting on the gaming experience. The cognitive 

skill which will be developed during this task will be the working memory. Participants will be asked 

to recall and describe the events of the experienced game and the characters’ actions and behaviours 

during the play. This ability will be measured by observing how participants will be effectively able 

to correctly recall the events of the game. 

(2) Identification of mental states: The Game Master and the Observer will help participants to 

identify their own mental states and those of the game characters. The cognitive skills which will be 

developed are represented by ToM. Participants will be asked to remember, describe and understand 

their own thoughts, emotions, and motivations and those of the game characters. This skill will be 

measured by observing how participants will be effectively able to perform this task. 

(3) Exploration of participants’ perspectives: The Game Master and the Observer will encourage 

participants to explore the different perspectives of the game characters. The cognitive skill which 

will be developed is represented by cognitive decentralization. Participants will be encouraged to 

take the perspective of other characters in addition to their own and observe the events and the story 

from other characters’ point of view. This skill will be measured by observing how participants will 

be effectively able to perform this task. 

(4) The connection with real-life experiences: The Game Master and the Observe will help 

participants connect the role-playing experience with their own lives. The cognitive skill which will 

be developed is represented by the life transfer. Participants will be encouraged to connect the skills 

learned during the gaming experience with their own lives. This skill will be measured by observing 

how participants will be effectively able to perform this task. 

3.2. Experimental Intervention Online 

For the online setting, all sessions will be conducted via Microsoft Teams, with the exception of 

the first session, which will be held in person to facilitate group cohesion, with the same 

characteristics described for the experimental intervention on-site. The number, the duration and the 

characteristics of each session will be the same as illustrated in the experimental on-site in. 
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4. Discussion 

This protocol describes a randomized pilot single-center clinical trial aiming at assessing the 

feasibility, the acceptability and the efficacy of an integrated RPG-based intervention for adolescents 

and young adults with emotional and/or affective disorders recruited at a Transitional Psychiatry 

service specifically addressed to 15-24-aged patients. The study introduces an approach using RPGs 

as an integrative intervention to TAU for adolescents and young outpatients, by comparing an on-

site (face-to-face) versus an online delivery modality. The primary outcome is evaluating the efficacy 

in the pre-/post-interventions in terms of improvement of anxiety and/or depressive 

symptomatology, as well as emotional regulation strategies. The secondary outcomes have been 

established to investigate any significant differences in the efficacy, acceptability and feasibility by 

comparing online versus face-to-face modality, as well as investigating other psychopathological 

dimensions (such as alexithymia, coping strategies, ToM abilities). The exploratory outcome includes 

the evaluation of the maintenance of the efficacy of the intervention over the time, during the 1-month 

and 6-months follow-up period post-intervention. 

The intervention design is able to provide a distinctive element in the combination of an 

experiential phase (“Gaming Phase”) and a reflective phase (“Metacognitive Phase”), which 

respectively allow activation of gaming dynamics and subsequent metacognitive elaboration. This 

structure is consistent with theoretical and experimental evidence recognizing the usefulness of play 

(in a broader sense) in developing relational skills, Theory of Mind, and coping strategies [37–39]. 

Another strength of the study is represented by the dual delivery modality, in-person and online. 

The latter aligns with recent digital innovations in mental health, already tested in other psychosocial 

protocols, and allows overcoming logistical barriers, ensuring greater accessibility for a youth 

population often more inclined to digital interaction [40–46]. 

However, despite these potential strength points, the study could have some limitations. Firstly, 

this is a pilot trial with a limited sample size that may limit the statistical power and the 

generalizability of the results. Secondly, the recruitment of participants from a single clinical center 

risks may reduce the sample’s heterogeneity and limit the generalizability of the findings. A further 

critical point concerns the potential influence of confounding factors, such as the coexistence of 

pharmacological treatments, the variability of clinical symptomatology, or the differing levels of 

patient familiarity with gaming. Finally, while the comparison between in-person and remote settings 

is methodologically interesting, it will require caution in data interpretation, as relational dynamics 

may differ significantly between the two contexts. However, the longitudinal study design and the 

advantage in recruiting participants to be randomly allocated to two different settings could help 

clinicians in furtherly developing larger and multicenter studies able to manage these confounding 

variables and more focused on on-site versus online modality. If our findings confirm the expected 

efficacy of the RPG-based intervention in youth mental health, the protocol could be developed as a 

model to be replicated in other clinical centers. Furthermore, the target population (adolescents and 

young adults) could help clinicians and researchers to establish whether a future development of the 

integrated intervention should be carried out on-site and/or by online delivery, in order to optimise 

human resources and increase the access to youth mental health services to those patients who are 

more reluctant to face-to-face interventions. Demonstrating that there is an equal efficacy of the RPG-

based intervention both online versus face-to-face could allow clinicians to recommend both 

modalities in clinical practice, depending on the level of psychopathology, perceived stigma, 

logistical issues and in-person engagement of the patient. The online modality could also represent a 

youth- and stigma-friendly approach, able to reach a larger audience of adolescents and young 

adults. 

Overall, if the findings will demonstrate a good acceptability, feasibility and participants’ 

engagement to the RPG-based intervention, as well as the efficacy in terms of improving anxiety 

and/or depressive symptomatology and/or emotional regulation difficulties in a cohort of adolescents 

and young adults, the RPG-based approach could represent a valuable complementary therapeutic 

option within transitional psychiatry services, helping to bridge the gap in non-pharmacological 
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interventions specifically designed for this age group. The emphasis placed on emotional regulation, 

the development of ToM abilities, and the resocialization process activated by the gaming experience 

within a therapeutic group, appears particularly relevant during a developmental period at high risk 

for psychopathological onset. Furthermore, the ability to deliver the intervention in a digital format 

opens up interesting prospects in terms of scalability and sustainability, with potential benefits 

including reduced costs and a broadened target audience. In line with the most recent trends in 

digital mental health, RPGs, with their elements of gamification, may be capable of increasing patient 

engagement and treatment adherence. 

Based on the study findings, future studies should include larger, multicenter samples to 

increase the external validity of the results. It will also be important to investigate the underlying 

mechanisms of change responsible for the efficacy of RPGs, with a particular focus on the role of 

group dynamics and the ability to transfer acquired skills to real-life contexts. Finally, exploring 

adaptations of the protocol for specific clinical conditions (e.g., anxiety disorders, mood disorders, 

conduct disorders) and/or integrating it with other evidence-based interventions could strengthen 

the impact of RPGs as an innovative, versatile, and culturally adaptable therapeutic tool. 

Supplementary Materials: The following supporting information can be downloaded at the website of this 

paper posted on Preprints.org. 
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