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o ' " ABSTRACT

"

..

Development and Formative Eva]uatioﬁ*ﬁf 2 Simulation-Game Désigned to
Help, Prepare Occupational Therapy Sthdents for Clinical Work

Anne-Marie Poirier

¢

i

This thesis concerns the development and formative eva1u§t16n'/f a
- p}o%otype §1md1ation-game designed to help prepare Ocoabafionq1 Thszggy
(0T) students for clinifal work. The game simulates the acq{ons an
OccupationaliTherapist woutd engage 16 when planning a ‘treatment program
for a patient. Development and evaluation of the simu1ation19ame
1nvé{ved h'bi1o;.study using three 0T students, a subject matter expert
) (SME) .study and a large scale field test involving two research designs:
‘a pretest-bositest destgn anq an equivalent materials design.‘ Two

non-equivalent groups were used, namely second and third year students,

L.

. - » - :
.. each group representing a replication of each design. Data were

-

collected yia queétionna1re§ including pre and posttest measurements of .,
cognitive objectives,dbiograﬁhichl information, attitudgs, group
dynamics, and attitJ;es toward the 6T program. Game performance was’
assegseh by information sheets which recorded moves and decision§ groups

’ @ade during game play, and OT reports generated by each group.

Sidni%iéant qhanges were made:to the simulation-game as a result’of

ihe pilof and SME stgdy. Secénd,year sdbjects significantly improved
their report writing skilié’ové? the three sessfons. In additioh.
subj;cts from both years rated the game as a valuable learning

exper{encé and felt it should be incorporated into their curriculum.

N
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CHAPTER ONE
i . Rationale
Health educators have legg grappled with the dilemma of properly °
preparing students to address éhe aétua1‘situatfon§ they will face 1n
their future practice. On the one hand, a stﬁfctly apprenticing, o
approach poses the risk of inexpefience leading‘to critical errors, and

crgateS‘potent1a1 gaps in theoretical knowledge. On the other hand, the

e A crst—— —

purely classroom approach imparts theory but does 1ittle to tie it into
<actual situations The traditional approach to resolving this dilemma
has combined these two instructional strategies by requiring a period of
practical experience during and after. traditional classroom 1ﬁs§ruct16n
of theoretical knowledge. |

Gap Between Theory and Practice

“

Al though 1Qea1 in theory, the combination of tnaditiona1,c1assr06m
instruction and field work still results in-a ;etiouslshortfa11 tn‘the\
s student's gducationa] experience: In analyzing the‘clessroom situation
one often finds that the student 1s relegated to a passive role far.
removed from reality. The connection between information received and
action required is often unclear. such that there is little ensuing
motivation to learn. Thus, extrinsic and often art1f1c1a1 motivation
must be supplied, such a? school grades (Center for Soc1a1 Organiza;>3h\\
of Schoolshf1974). Converselx, when in the field, the student is often
hurtled into situations where s/he is expected to have skills far abbve
those learned in the classro&ﬁ. Thus, the stugént feels i11-prepared

. and often does poorly. - | . '

The education of Occupational Thé;apists also combfﬁes traditional

classroom {nstruction with practicai experience with the result that it

'



tod-faces these problems. Occupational Therapy 1s\th; branch of
'medicine concernéd with the rehabilitation of the individual.
"Occupational Therapy 1s'the art and §c1gnce of assessmént and treatment
through the specifit use of se1écted activity to maiptain’or promote
health, to evalua{e'performance and to obtain maximum‘functiqggl
capacity™ (McGill University, 1986). The role of the Occupational
‘Therapist involves performing physical and psychological evaluations,
establishing ovgrall aims of rehabi]itation in conjunction with other,
health disciplines, implementing an 0ccupationa1 Therapy program
g <y,

designed to meet the defined needs of the individual client, acting as
. consultant to community and governmeht agencies. and participating in
basic or apptied research (McGill Unjvérsity, 1985). ' |
| The classroom fnstruction which Occupatioﬁal Therapy (0T) students
receive consisgs of ba;;c knowledge and skills needed to bg‘an*
Occupational The;apist: Students generally attend un1ver§1ty full-f¥ﬁe
’ for/; period of three years (four outside Quebec) receiving a aa;helor
of Science }n Occupational Therapy upon graduation. While jn school,
students musincbﬁplete approximately 600 hours of field work as part of
their d?bgram ‘After graduation students must comp]ete four months of
interning, two months in physica1 medicine and two months tn psychiatry/”
(Canadian Association of 0ccupationa1 Therapists, 1985), |

' _within the context of Occupational The;&py the purpose of the field
work placement is fp_enqble the student to: )
1) apply theoretical concepts to and gain experience 1nf

a) evaluating clients; " _ - -

-b) estab1ish1ng treatment goa]s,

c) planning and 1mp1ement1ng treatment;

~



d) modifying treatment;
e) presenting reports - written or oral
2) a) demonstrate the use of 1n1tiative,

b) establish interpersonal relationships with patients,

. R o7 staff, and other team membersy

C) accept responsibility for patient care; |

d) fulfill the role of a member of a mu]ti disc1p1inary team, }

3) become famitiar with and participate’ 1n the routine

administration involved in the de11very of OT service.

(Canadian Association of Occupational Therapists, 1985, section'\

7-3.3.1- e)

Given these goals, ft i common know]edge that one of the most

diff1cult edqcational problems in Occupational Therapy is he1p1ng the

student to 1ink theory with practice. A condition which contri

butes to

this prothlem is the necess?\y for the student to learn a huge body of

knowledge encompassing'the many‘components of psychiatry and physical

medicine with populations ranging from pnemature infants to senior

‘citizens. Thus, theory is presented in many distinctive chunks creating

difficulties for the student to-tie Tn knowledge from one course to that

of another. Given the Yarge amount of basic knowledge as well

Lid

‘as skills

which the student must acquire, there is ofteri not adequate time in

class to cover the many -possible case histories and provide students .

functions. In fact, this is a common complaint among students.

practice is the‘faet that placements can not always be {deal.

‘vith opportunities to plan treatment programs, one of an OT's primary

Another

. cendition which,contnibyte§ to the problem of 11nk1ng theory and

This is

'particu1ar1y true 1n terms of timing, where the student may not be able

M
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to follow patients from onset of treatment to completion becauso the
placement is of short duration and/or the~students attendance is not
scheduledl on a daily basis. In addition; timing problems can restrict
the students opportuntty to collect information and p1an trgatment
programs. - During field work students are' often under pressure to
perform in that they must quickly ama]gamate knowledge and skills. -
Under these conditions many do not perform well. Another problom is
that of ethics. Students lack of experience can pose serious threats to
patient safety; thus educators are faced wdth the dilemma of providiné\
opportunities for student Yearning without risking patient safety -
kZelmer, 1980). This problem can be compounded by clinicians who
" over-react to this threat by severely restricting the student's

4

activities.

The problems discussed SO far/are peculiar to the student.
However, therebore a set of related prob]éﬁs which can be experiénced by
therapist and student alike. These problems are due to lack of
knowledge andaexperiénce which contributes to poor or decreased
performance in the field. These problems can be divided into four
areas: scheduling, information management, communication, and/ treatment
planning. Those with scheduling prob]ons genera1\y have difficulty
organizing their time. Thus, tn:& ;suaIIy perform’at a lowe capdcity,
1ncréasing the work load for others. Under information manJZement tnere
are a number of potential problem areas. These include performing
unnecessary assessments neg]ecting to record observation , being
unaware of how and where to find 1nformation difficulty discrimtnattng———-—*——*

)

information received or collected. Communication problems are generally

between useful and useless information, and’'not always following up

K _A - e
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attribbtable to a tack of awareness of the pfbb]em§/and~;he consequent
Iack of strategies to overcome them. They jnc1ude/the 1imitations of
phone use, difficulty contactiné hospital staff, poséibility of
misinformation, and preseh£ation of confiicting 1nfo;mat10n. Treatment
planniﬁg prob1éms include difficulty ana1ysing.the data collected in
ordgr to gene;ate a treatment plan and writing éJear, concise yet
complete reporfs. . )

In order-to increase the chance for students to gain the most out
of their placements as well as become effective therapists, the
conditions and problems outlined above must be addressed. The best’
place for these problems to be addressed is in the “schools via
instruction. By placing responsibility on the schoofs to bridge tpe'gap

between theory and practice all students can receive the same °

instruction. With instruction occurring in the schools students are

N

placed in a risk free environment where there~{s reduced pressure to

pa ot

perform, such that they can explore in fuller detail possible problem
s{tuations and develop problem solving strategies. At present there is

no consistent instruction which specifically addresses the problems

\ggf11ned. . /[

Instructional Strategy

In order to become a good Occupational Tberapis£ it is not
sufficiéﬂt that students acquire a large amount of inform@tion{ they
mu;t also be able Eo solve problems, make.d;cisions, and find
1nformat10q. Therefore, the instructional strategy chosen to aid

;t;dents in bridging the gap between theory and praqtice should in some

.y;y promote the skills needed to become a good therapist. An

\

N instructional strategy is a translation of a philosophica1'or

’ ) . v ) | . i



/ - 6"
thgp}etica1 position regarding_1nstrucfion,into a statement of the way
16 which instruction shoq}d be carried out in specific types of
/xcircumétanqes (Romiszowski, 1984). There are basically two different.
positions concerning the process of learning and instruction; these are -
reception (information-processing) learning and é;perient1a1 (@iscovery)
Tearning. Reception and expgrientia] learning représen; two extreme
positions on a continuum. These two contrasting strategies are
summarized in a report of the Centre for Social Organization of Schools —
of Joﬁn Hopkins University (1974). Reception learning (whigh they refer
to\as information-processing) characterizes most school learning
activities. Its main steps are: o

1. Receptibn of 1nformat10n, concerning a general principie. s

2. Understanding the general brincip]e. .

3. Particularizing; that:is inferring a particular application
f:gg‘the general principle. * b ‘

4. Acting; that is moving from the cognitive and symbol processing
sphere to that of action. Thig involves using the information
received in step 1, and applying it to real problems. PN

Experiential ]eqrning proceeds in a sequence.whibh is almost the reverse )
of reception learning. IIn contrast to ng;eptionl1earniqg it does not

use a symbolic medium for transmitting informatfon, and in fact

information is generated only via the sequence of steps themselves. Its

o

main steps are:
| 1. Acting in a particulan,instance. One carries out the actfon
;nd sees the effects. These effects of the action provide
information abouﬁ éause-effect relationships tﬁét“exist.

2. Understanding the particular case, so that if the same set-of

’ M 4
.
'
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circumstances reappeared, one could onticipate,the effects.

3. Generalizing from the particular instance; that is, developing :

s an understanding of the generaT principle under which’the
particular instance falls. '<s\:)- \

4. Acting in a new circumstance, to which the‘principle applies .‘
and anticipating the effects of the action.

Romiszowski (1984) has outlined the mnin steps of the instructional

strategies that spring from these processes of lquning.

° Expositive strategy (reception learning):

1. Present information either s&mbolicai]y through expianation{ or
practically through demonstration. /

2. Test for reception recall, and understanding

3. Present opportunities to practice applying the genera1
principle. Test for correct application.

4. Present opportunities for the application of the newly Iearned

. information to real situations and prob]ems - -

Discovery strategy (experiential iearning). -

1. Present opportunities to act as'well as observe the

“ cpnsequences of oneis actions. . '

2.  Test for understanding of the cause-effect re\ationship. This
may be done by questioning or simply observing the learner's
reactions. _ '

3. Test'for the formation of the genera1 principle underlying the

-cases presented. either by questioning or observing further

t

octivity

1

#

4. Present opportunities to practice applying the generai

principle. Test for correct application.’
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The learning_process‘es outlined above possess their own ‘
:c'haracteristic properties. Reception learning depends on a 'symt;%'l'lc
medium whicn can grea,t%_y reduce the.time and effort necessar)'r torleorn
something new, since RAT the embodiment of the experiences of others.
- However,, there can be.a high cost to 1earn1ng {f the language 1s poor1y
unders;ood. Typically the weak points in this chain of learning are
steps ihr.ee and four: particularizing and acting (Center for Social -
Organfzation of Schools, 1974). The major complaint of student'ls 1s that
they can not apply whap they have learned. It would appear that the
major hurdie in this process of iearning is the "translation from a
symbolic framework of understanding and thinking to a framework
involving concrete sequences of action" (Center for Soc1a1 Organization
of Schools, 1974, p. 30).. Another property of this process is its
reliance on extrinsic motivation such as grades; this is because there.

" b1
is no incentive to learn until a connection can be made between

information and action.

_ The properties of experiential learn{ng are quite different. It is
time consuming because it relies on repeated actions to allow the
development of a generalization from experience. It is not effective
when the consequence of action is separated in time or space from the

L

action itself. However, when the consequence is perceptibly connected
to action then such learning prov1des a'direct gu;de to future action
(Center for Social Organization of Sc¢hools, 1974Y. As contrasted with
recepfion 1earn1n;, motivation 1s intrinsic, because action occurs at
the beoinning of the sequence. The weakesf 1ink in this process 1s step
three, generaHzing from particular experiences to a generat principle

applicable in other cirg:umstances. A final property of the experiential

+
N

——
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~ via reception. ' -

o 9
procesé is tpa% students are-Tess 11kely.to forget than if they learned

t

Given the édvqntéges and disadvantages of ?ﬁese two learning

© processes it would appear that an instruetional strategy which

encourages efpériential learning would be more appropriate in aiding
Occupational TheraBy stddents to bridge the gap between ;heory.and
practice. The‘main reason for this decision }s that in order to bridge
the gap 1t~3; imperative that students be able to apply their knowledge,
whicﬁ is more 1ikely to be achievgd via experiential learning. Theluse
of structured experiential stf&tegies pro?ides aﬁ arena for experiencing
in which students either as 1;d1vidua1s or in groups, must make
decisions and take qctidns. Behavior and feelings are provoked and
elicited. In addisdon, if structured ;;briefing questions are

incorporated, then reflection and genera]ization about.the experience is

facilitated (Sanders & Yasnouzas, 1985). Other reasons include 1;5

“intrinsic motivational character, and the fact that students are more

1ikely to remember what they have learned. Examples of structured
experienti;l,exercises include fhe use of simulations and games, role
playing, group decision-making exercises, and self-assessment exe;ciéés
(Sanders & Yanouzas, 1985). The strategy which has been chosen in this

thesis for. purposes of aiding Occupational Therapy students s a
\, . .

\

simulation-game. '
This propospI”concerﬁs the deveiopmeng-and formative evaluation of
a prototype simulation-game thch has been designed by. the author to
hg}p prephre_pccgpational fﬁe}apy students for clinkcal work. The game
simulates the actions an Occupational Therapist would engage in for .

purposes of planning a treatment program for a patient.
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The target population for this s1mu1ation-game is second and third ’
'year undergraduate'Oecupational Tﬁérapy students. The formative
eva1uat10n of the simulation-gamé—is’based on the Dick and Carey mode)
(1985) and consists of three;different components. ~The first 1s‘a pilot
study id'wﬂich ehree naive subjects from the target population have been <
presented with all the materials and questionnaires to be used in the
‘main study. The second is ad eva]uatiod of .the gaming materials by
subjects matter experts. Finally, tw0ﬁresearch designs have been
integrated into the ove;a11 evaluation procedure;"a pretest-posttest
design and an equivaient materials design. Two nen-equivglent groups
have_peen used, namely second and tﬁird}year oT studepts, each group
representing a replication of each design. Data have béen collécted via
a pretesgiaﬁd'posttest to assess achievement; a group dynamics inventory
which evaluates how effective ‘the group play strategy of the game works -
(as opposed to individuai play); add an attitude questionnaire which
measures subjects' attitude towards the simulation game and the McGill
OTlprogram: Data haye also been collecied-from the ggm!ng materials;
- namely, information sheets which provide a record of the behaviour
groups engaged in during game play; and Occupational Theraey reports

generated by each group concerning the particular case history under

study and used to assess ach1evement. - 4
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CHAPTER TWO

Literature Used 1n Simulaéﬂon-same Developmen'
" The existing body of knowledge about fnstructional simulations and
games is in a state of disorganization (Crufckshank & Mager, 1976). One
of the reasons for this state 1s that much of the work has been done
with reference to specific disciplines only, with 1imited
interdisciplinary communication (Wirer & Vazquez-Abad, 1981). Theré\is
also a dearth of information on the design of simulations and games and
appropriate'evaluatfon methods (Mitéhell, 1982). 'Fina11y, the majority
of research in the field {s restricted to descriptive case histories.
Therefore, this chapter will focus on how the literature 1n this area
was used to deve]op the simulatfon-game in this study rather than a
‘traditiong) review of the literature. Special emphasis will be placed
on the general principles and features of simu1atibn-games.

Simulations” and Games Used 1; Health Education

Siﬁulations and games are notﬂﬁew to the field of health education.
They have been and are being used in many areas\of student education.
They have been used for a variety of reasons, some of these are: . __
1. to provide opportunities for student learhingp;ithout risking
patient safety; e.g., "Clinical Sinm]ations"?is a game which
contains 20 common patient problems where the student assumes
. the role of attending physzian and p}ovides diagnostic:and
treatment actions (Lecavalier, 1980). '
2. to aid retention of knowledge and crucial skifils; e.g.,
"Resusci-Anne” is a sophisticated 1ife-sized|dol1 with a
- feedback 1ight system and recording tape used for training of.

cardioputmonary resuscitation.
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3. to provide learning experiences which aid transition to the

field; e.g., "Nets and Links" is a teaching simulation

developed for the purpose of teaching‘ﬁumin services students - *

- to recognize, analyse, and utilize community natural helping
networks without destroying them (ﬁorris & Cicero, 1980). -

4. to encourage devefOpment of empath& and apbropriate affective
responses; e.g., “Help Nurse, Help Patient!" is a simulation /
which offers students the opportdn1ty of experiencing the
frustrations of both nurses fid paiientS<4Joos. 1980).

5. to increase awareness and opportunity for exercising Judgement .
reéarding ethical issues and patient rights; e.g., "Court-Sim" .
deals with thé iega1 problems nurses are faced with fﬁ their
work (Lecavalief} 1950)*3 LT

The field of Octupational Therapy has also reéognized the value of

simulations in the educz;ion of Occupational Therapy students. One such
simulation is a book cagiéd Case Simuiations in Psychosocial

Occupational Therapy (Brigg;, Duncombe, Howe, & Schwartzberg, 1979). )

The purpose of this book 1s to provide the student with preclinical

experience and feedback 1in psyqposocial'treatment planning 16 0T. The

case simulations presented involve the reader in a problem-solving '
process based on a specified conceptual model (a total qf four d1fferent v

conceptual models are presented).
\Simdiations have also been used in teaching and evaluating B
infériiew skills and teéhniques with OT students. At Queen's University
in Kingston, Ontario (Burton & Bride,’la75) volunteer patients have been'
used in a controlled interview set;ing with first ‘and second year .-

students. These patients are volunteers from the community who have

- : [ ‘,! 4
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some medical, physical or psycho]ogiéa1 p;ob1em which they are prepared
§f demonstrate as a contribution to the education of health personnei.
At the University of’Hestern Ontario in London, Ontario (Posthuma, "1979)
volunteers have been trained to simulate patients with psychosocial
disorders. o

‘. Definition o  w
Basically a game is 3;y contest‘among adversaries (the adversaries

could be player(s) versus game itself) operating under constraints

(rules) for an quective (Abt 1971). Thfé definition'encompasses both

competitive and cooperative games. One sYou]d realize that this
definition can bﬁfused to describe most real-1ifé activit?es. A
simg]ation. on the other hand, is a representation of a real situation'
buf qgth some elements removed. Frequently.it ig‘used for pﬁrposes of
tra{nfng (Mitchell, 1982). THese two terms are not mutually exéfusive,b
one can have a simulation-game (possessing feature; of both gaming and
simulation). Stadsklev (1974, p.9) provides the following definition;of
a simulation gare: "A comparativelx complex social model of an actual
or hypotheticaljsoéial bkgcess 1nvé%‘fng the use-of_ro]e taking fused
with a gaming cQﬁ nent. Iﬂ,presents a selective representation of’
reality and cont;§:s on1y those e]ements which the designer deems
refevant to this purpose.’

Taylor (1972) provides an outline of the core features of

simulation games. A]tﬁough he restricts his descfiption\to

simulation games gse&.in urban planning education and related fields,

many of these features éan be said io be shared by all simulation games.
In sufamary, sfmm{ptjon games are gross operational replicas that

endeavour to provide insights into thé‘dynamics of an ong&ing

b ¢

-



" many subjects (Abt, 1974; Cruikshank, 1971; Blachford, 1975; &

system. The paftiéipants.are prdvided‘with'decision-making
experience over an extended period of simu{pteﬂ time, within a . °
gontrolled risk-frge environment. Ihe game ¥ep1aces the’ complexity
of the real world with.a simplified abstraction which.allows
certain reﬁresentative features to b% easily under§tood and.read11y

manipulated. [In additition] therelis quick feedback [given] on
all decisfons. (p. 106)

/
L}

Benefits

" ' 4

Simu)ation-games are effective teaching and traihing devices which

appeal to all age groups. Their higﬁ]y hqt vational characteristics’

- enable them to communicate véry efficiently the facts and cdn&epts of

4

Stadsklev, 1974). \TQey offer participants’a rich field for a risk-féee
active exploration of seripus intellectual and social problems. Players
are given oppbrtunities xé assume realistic roles, facg problems,
formulate strategies, make decisions, and'receiVe feedback regarding the
consequences of their action (Abt, 1971). Thus, the nature of a
simu]at%on-game(allows one to evaluate studeﬁttperformince without
risking the cost of making errors inuthe real world add'withdut some of
the'distqrtions inherent in direct testingL(Aﬁt, 1971; Stadsklev, -
1974). '

. ‘ Arguments Against their Use

Y -
The main thrust of the argument put forward agafnst the use of

games in education is based on the assumption that all games are trivial

. and are solely for the purpose' of amusement, thus they have no p1gce in

the serious business of education (Stadsklev, }974). However, although

. 1hey may be enteriaining, games may be p1q§ed-serfously. Educators can

% - 2
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of the 1imitations and insights offfered by the game, and 6f the

15

‘use serfous games with ab explicii and carefully thought out educational

purpose. However, one should not preclude éﬁch games fro@ being '
entertaining; for a successful game\is one which is able to captudre and ’
maintain interest, as well as to challenge therplayér to continually
improve his performance. Granted that other strategies can perform this
function, one should kéep fn mind that boredom sets in much sooner in’
the average lecture than in the average game and thét a preééqbisfte to
successful learning is ;uff}cient fnvolvment with the subject matter to
pa; attention and respond (Mitchefl,‘1982). Thus, well des;gned games
and simulétioqs can often 1n§§3ve participants more deeply than cah' :
conventional ;ééchipg methods (Teatheé, 1973). ‘

| | Pfocess ) .
The process 1nvoived in a simulation-game has twolimportant

bdmﬁonents. The first component involves haviﬁg the subjects play the

game.” The purpose of thisjﬁhase is to generate experiencé. The second

- “component, which’1s conducted by the game director, 1s known as-

debriefing. - During this phase the 1nformat10n gained from the

.experience 1s conso]idated so that subjects can genera]ize from the

\

experience. If this phase is omitted learning generally does not occur
(Stadsklev, 1978). |

The role of the game director is very important in the process of
the simulation-game: His/her duties include setting ué the éqvironmept,
explaining the objective‘of the simulation-gggg,'éxplaining the ru1e§.

answering questions about the game, monitoring action and interfering

) where_necessagy and most importantly leading the debrigfin Jession.

The debriefing session "should be a structured, dir d discussion

}\ .

N
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Qperformance of ehe'b1eiers in both'representing and se1v1ng thelir
problems effectively" ( f 19;b,'p. 31). Thus, for the p];yers it

o Jinvoives talking about the experfences. analyzing them, eye]uating»
- them,\QEé;integrating them into one's cognitive and consgjeas daEf‘Bhse”
(Ledérman, 1984, p. 417). ! '
» F : 1 Production -
-i Purpose - .
‘ The main purpose of simu]at1on-games is.to establish settings o
'wherein theory and prectice can be joined (Cruickshank 1971). 1In this ' '
study, the purpose of the simulatioqsgame 1s to prepare Occupa onal
Thefapy students for clinical !Eit)by demanhing that they appIE;the
theory they have learned in the classroom. No instructional method or
‘educational tool can replace the experience gained from cljnical woék;

however, certain aspects of the clinical setting can be simulated to ' )

better brepare the student for clinical work.

-

Design Methods /, - ' ‘ W
Approaches to simu]ation-game design appear eﬁigffer two methods
existinglon Bpposite ends of a philosophic continuum, name]x the
"systems" versus "artistic" approach (Easterly, 1978). Those embracing
J ‘the systehs approach to game design advocéja:the need for clear '
objectives and careful attention to model building as preliminary steps
(Atkinson, 1977; Gi]lespie,_1973;'sordon, 1972; aylor & Walford, 1972): i
Those opposed to this process view game design ;s'an artistic endeevour
that shoq]d nof be ;estricted by the rigidity of the syseems approach.
Geme designers using, the aﬁtistjc appreach.do not consc{oust employ
« . models at the beginning, (nstead thsy "discover” the mode1 once thé .
simuiation-geme has been developed (Shirts, 1976).° |
A .

> v : , .
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Easterly (1978) contends that “In actual practice the process of

designing a simulation-game does not always fall neatly at one end or

another of the continuum. Instead, 1t {s more 1ikely that game

designers dive into the middle of the continuum and alternate
continually as they gTean bits of information from the real world and .
1ntu1t1ve1y sense meanings in relationship to models impliéft]y he]d"
(pp. 26- 27). "

Easter]y warns the potent1a1 designer not to embrace one approach
or the otper. He argues that the systems approath'tends to limjt ones
Jréading" of the real world, thereby rest%icting creativity; while, the
artistic approach may be tota]ly‘inadequate for any gﬁme designer who
doesn't possegg ;orresponding models at the explicit or implicit levels.
He %thus urges all potential gamé designers to emp]oy both approaches.
Therefore, with respect to the simu1at10n-game designed for this study
the approach taken 1nvo1ved alternating between these two methods.

v

Representation of Reality o

As stated earlier, a simulation-game "presents a selective

’

representation of realitj’and contains only those elements which a

-desigher deems relevant to this purpose” (Stadsklev, 1974, p. 9). The

danger of eddﬁationa] simulations which are too realistic and complex
’ -~

are that they may not permit'the players. to fdgntify the underlying’

learning ggjective. As a result, what should be a learning exercise
- ' '

"instead becomeé\an'effort to understand or administer-a complex exercise

(Cunningham, 1984).

1

Given that’it is neither possfﬁlé nor desireable to repNcate

reality in its entirety. certain decisions wgre made regarding the

design of the simulation-game used in this study. The first decision
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was that the setting should be in a hospitals the reasons for this
choice were: B ‘

| il) the majority of student pipcements occur fn traditional- --
hospita] settings;. ‘

(2) the majority of Occupationai Therapists work in hospitals.
Within a hospital setting 0ccupationa1 Therapists can work in psychiatry

por physical medicine. Within psychiatry and physical medicine
therapists can work solely with children, adults, and in some cases .
geriatrics. As further compiication s that hospitals are usually
divided in terms of the -type of patient they serve. The three main
ciassifications which aff%ct Occupational Therapists G;e acute,.chronic,
and rehabilitation centers Since‘it was uprealistic to design a
simulation- -game which represents all of these different components at
once, it was decided that a prototype would be developed reflecting one
.type of hospital. The type of hospital chosen was an acute-care general
hospital for adubfff 1Jhe reasons for this choice were as follows: an
acute-care hospitai treats a huge variety of cases, patients are aged 18
and up, most health professions and specializations are represented, and
generally one will have a mixed case load of both acute and chronic
conditions. The prototype—gane focoses on physicai medicine for the
foilowin§ reasons: most acute-care “hospitaTs have a-physical meoicine

Qorientatioq.(a'lthough there is generally a psychiatric unit in the

' hospital), there is generaiiy a psychological component to physical

disabiiity such that the therapist must incorporate skil1s and knowledge
from both areas - in planning treatment programs (this s rarely the case
'when working in psychiatry), generaiiy a larger number of staff from
varions disciplines are involyed fn the treatment of the physicaiiy

e
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disabled, and standard treatment of the physica}ly disabled is usually
less subject to cohtroversy than treatment of psy;hiatric patients.

_In addition to helping stu&ents bridge the gap between theory and
practice, simu]ation-gémes provide players with opportunities for active
exploration of serious problems without ensuing risk. Therefore, the
aesign of the simulation-gaﬁe for this study had to overcome the
negative conditions students fase, as. well 'as expose them to typical
problems that occur in the field, which are due to‘1acklofvinow1e&ge'and
expe;1ence. With respect to cgnd{tions which iﬁpede performancé, the'
design had to allow opportunities to study a v;i;ety of case histories
in depth and plan treatment programs. In this way the.students must
amalgamate their knowledge and develop their ;k111s in treatment .
planning. Students can make decisions and plan treatment programs
without fear of harming patients because no real patient is involved in
the game. Ho;Ever, the instructor can still judge if problems would
have arisen which could threaten patient safety in an éctuai treatmenf
situation. In addition, students are under ;educed pressure to perform
and therefore can éareful]y consider éheir dec{sions and treatment
plan: ' ‘ éw | ’

One constrain’ of this game {s that studgntS';éq not follow a.
patient from onsett;& treatment to completipn; this 1s'because it is

impossible to receive feedback about the effectiveness of a treatment
!/ : .

plan without actually implementing 1t and observing the patient.

Therefore a compromise waé‘reached in that the students would perform
the role of the OT up to the péint of devising an initial treatment
plan. . . .

The typical problems whick arise due]té lack of experience or
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knowledge are scheduling, information management, cdmmunication. and
N treatment planning. Since, scheduling is bas1ca1{y‘a prob]ew of
// organization it was feft that it could not be properly tackled without ‘
‘sacrificing other more 1mgor£ant concerns such as in depth study of case
hlstories. In addition such a prob]ém is usually besf‘%hck?ed by‘
observing the\persoh on the job. However, the other problems were
incorporated fnto the game. At this poinf a description of the actual

« simylation-game is necessary Before dﬁscu;s1ng how these problems have |
been Y ncorporated. \
The format chosen for this particular simulation-game was a board

game. The term board game refers to a manual game which is played on a."

board or surface (Ellington, Addinall, éefciva1; 1982). There were a

number of reasons for employing this format asiopposed to others such as

a‘card or computer, game. ,The§e wére as follows:

1) Board games are geﬁerally completely seLf’contained requiring no
sﬁecial facilities (such as microcomputers) other than‘fhose provided
in the game ﬁackage. | '

.2)-The structure of board games are particularly suitable for
reinforcing understanding 6f principles, dﬁd interactions. They can
be used to simulate fairly édmplicated.systems’of a wide variety of

" types (Ellington, Add?hggl, f Percival; 1982)1
3) Movement can be built into board games. ‘
- Déscrigtion s : =
The simulation-game employed in thi's study was designed to simulate
fﬁe actions an Occupat;pnal Theﬁhﬁist is 1ikely to engage in when .

,‘ planning a treatment prograQLfor 5 particular patient over a two to four
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day span. In this ‘game, players select a referral, which 1s.typ1c§1 of
0T referrals received in a hgspitafﬁ:etting. Thus, the referral
contains information éuch as the patient's name, iocation, diagnosis as
well as reason for referral. The game's referrals are graded according
to three levels of diffichléy; elementary, intermediate, and advanced.
Level of difficulty {s determined by the complexity of the\case.'
Factors which d?fect complexity include: patient compliance, secoﬁdany_

i1lnesses or conditions, social situation, financial situation, and

medical complications. Players are expected to study the referral and

* determine what additional information they require in order to plan a

treatment program, as well as how and where they can obtain the

~necessary information. Players are provided with a game board which

represents a map of the hospital and the outlying community. Th1§ map
contains a v;riety of numbered iocations where specific informatiom
about the patien? can be obtained, for exémple results of a patient's
x=-rays from théfx-ﬁay department. In addition, there are two locations
where stbdents can "perform" different assessments, that fis, theyﬁcan
decide what assessments should be performed and obtain the information
they would have found if they had actually performed them on the patient

themselves. Information on all tHe patients is specially coded

. according to case, and location on the board; it is available in the

»pAtfent information booklet. The information contained in the booklet

is"scrambled in order to discdurage cheating. Action cards are used to
collect information. These allow the player to perform assessments,

nake phone calls, and travel to various locations.

L f ’ ’
L8 ' X

f
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- Individual versus Grog):P]aj

‘The~ game can be pfayed gither individually or cooperatively in
small groups of not more than four players (since it ’15' difficult tg
seat more than four players around the game board). It is felt that
’having players work in groups is invaluable in that it allows players to
share ideas and learn from each other. In reality, although only one
t:.herapis:t is generally asgigned‘to a patient, s/he will often consult
with other therapists regarding treatment; particularly if problems are

encountered.

» The advantage of small group versus individual play is that
students can often’ 1earn faster and better from éach other (Orlich,
P,iarder, Callahan, Kravas, Kauchak Pendergrass Keogh & Hellene; 1978).
In addition, smali groups can explore new 1deas or ways to solve
problems (Olm‘stead,- 1970; Orlich et al4 1978); and n;otivat'lon .to learn ,
is enhanced (01 mstead, 1870). _

* N If th.e game 1s pla&ed in a geoup each.pHyer tal;es a turn be%ng the
J ther:apist, thus only one mover is used fc;r the game. 6ur1ng his or her
" turn the player must dec1d,e"what action to ex’em;te using an actfon card.
The player is allowed to consult with the groub; however s/he is
réspongsible‘ for making the decision whether or not the group agrees.
Tlhus‘, the player must be prepared tb‘defend the decision taken.
Structure ’ .-

The structure of simulation-games can be cooperative, c?mpetit'lv‘e,’\,
or a mixture of -both, in whic-h case cooperati\;e teams compete against
each other. Olmstead (1970) submits that 1n situations where group

members are cooperating the quality and quantity of 'Iearning are often

~amazingly high. Conversely, ‘when group membe_rs compete with each other,’

~_




~

: to obtain all the pertinent information avail_afjle- on a patient.
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both the quantity and quality of learning sometime's_, decre‘a’s.e,. Johnson
and Johnson ’(1935) strongly favor a cooperative group.structure for most
types of learning, namely: retention, application, and transferl of _
factual information, concépts, and principles; verbal a‘bﬂi,ties,
problem-solving; cooperative skills; creative ability; divergent and
risk taking thinking; groductive "_controversy; awareness and utilization

of one's capabilities; and role-play. The only types of learning

favored competitive cture were: simple drill activities; and

competitive skills.

v

In this study the structure adopted was a cocperative game since
the game wished to encourage appHcat1on of theory, and problem solving.
In addition, it was felt that cooperation among players was a better
reflection of reality; since‘praotice generally encourages a team -

»

approach towards treatment of patients.
Game Play
&
Concerning the simulatien-game devel oped in this study, game p]ay

commences with the display and organization of action cards. Action

cards are shared‘a_mong all players. "Ustng information sheets, pl ayers

are expected to note ~a1'l the Tocations visited and people contacted
recording any 1nformat10n obtained. 'If pf’ayed in a groupZ:h pl ayerj

s}

notes his/her own reason for the move and 1nformation obtained on the
information sﬁeet which 1s passed around from player to player. The

L]

game s designed such that players must exercise discrimination in order

<N

- a . . ,
Once 211 the action cards have been used, players are expected to

write an 0T report using the the Problem Oriented Record. The process

7 'jor recording the problem oriented record is called SOAP. SOAP stands

-~ -
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for subjective, objective, assessment, plan (Hopkins & Smitﬁ, 1978).
This is a method’ of report writirig used in a large number of .
Occbpational Therapy departments in Canada. Whether played in a group
or individua]ly’only one.report is generated, Once the report ﬁas been
writien players compare it to a "model! report. :

Use of Reference Materials

"The game 1s-designed such that playe}s are expected to have
qlinformhtion about the various case histories in their reportoire. Thus,
‘ they are expected to tax themselves when playing thersimuldtion-game;

The implications of th1s con;traint is that hlayers may have great
‘difficu1ty completing a case htstory because Phey have forgotten the
‘necessaFy knowl edge reqdired. They may argue that Occupgtjona1 a
TTherapists frequently refqﬁ_tq external resources particularly when they

are {nexperienced in a certain area. However, if players are allowed to
refer to outside sources of information they'can easily 3ust copy\the.
solutions pr?vided without applying themselves. Keeping this constraint
in mind the following decisioﬁs have been made concerning group versus
~‘individual play. It is apearent that'those who play in a ngup are not
taxed to the same extent that individuals are in ﬁhéis1mﬁ1at19n-game.
1Ih;t is, group players can use each other as'éesqprces when making
decisioné_and writing the report. Given this scenario those playing in

a group under the direction of game director, who is an exbert~on the

content of the case histories, sﬁohld not use external fesourcés such as
ggjnt:hdterial. It should be noted that as part of,the‘formative

| evaluation of this simulation-game subjects were‘asked whether or not
they felt thgt p]agérs should be allowed to refer to reference materfals

during game play. Thus; this decdsion is re-examined below to ascertaiﬁ

-



4

35
1ts correctness.
~ With respect to individual p]ay, it is imperative that the learner

54
have access to an expért for debriefing. An attempt shou1d be made by

iﬁéfindividua1 to play thé game without using external resources.
However, {f at some point s/he can not continue,the game”due to a lack
of knowledge then s/he should be allowed to make infrequent references
in order to retain continuity.

Incorporation of Problems

-

As was mentioned ear11ef, an attempt has been made to incorporate
prablems of information manaéeaent, communication, and treatment )
planning. With respect to information management, players are penalized
for performing unnecessary éssessments. Should they omit vital
assessments this will adversely affect thé{r treatméent plan and result

in a poor report. Players are given a,1iﬁited number of moves they can,

make"thus, they must pldn éarefu11y where they wish to go. Players may

L]

find useful or useless information (based on logic) and therefore must
deve]op strategies for 1ocat1ng usefu] information. Hints may be
present in a message which suggest that certain information should be

pursued further. Should players neglect to record their observations

“they will not be able to write their éeport, since students can not

refer back to the pﬁbklet for 1n<%rmation;¢hey/failed to record uﬁﬁess

they play an action card. " ‘ ;
: .

‘Regarding commuh1gétion problems, phone calls are limited in that
there is only a 50 percent chance of successfulﬁy completing a .call

(based on thé roll of a die) this is to reflect reality. -In some cases

information- obtafned on the phone will be the same as that recefved by

_visiting the location. Thus, players must discern when they sh0u1d

LY

’

o
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- phone first."Generaily, 1nformation‘rece;ved on the phone {s not as_
| useful as meZting with that-person since hospital staff are often toé

busy to talk on the phone. In addftion confidentia] information can
not always be given over the phone Information may be missing from a

certain location, e.g., patients medica] chart: has hot been updated, -

134

thus players must learn to compensate. Conf]ié%ing information may be
received so players must consider the source of ‘their information and
‘check for verification. ‘ o oo
Success th writing‘treatment plans will depend on performing the
- correct assessments and obta1n1ng the necessary 1nformation Nithin a
. group, consu]tation apong’ members will aid in analysis of data x
" col]ected. Feedback obtained from the solution file and the game
director on performance will aid both 1nd1v1dual and group players in
analysing data and writing treatment plans. Skill in writtng clear,
congise reports should 1ncrease by”p1ay1ng'the game a number of times.
] Hithin the play of the simulation-game players may receiye
. feedback on their decisions from tpe patient 1nformat10n booklet (e.g., T
if a student calls the neurology department and the patient is an ‘
anputee, s/he will be told that thg department has never treated that
patient) In a group context menbers receive feedback from their group.
During the debr1ef1ng phase the game director conducts a discussion
with the individual or group p1ayers concerning each of their results.
Given that Occupational Therapy reports vary ‘from therapist to therapist.
the\solution nepont represents a "model" incorporating the most
. important considerations and therefore is not absolute in itself.

Therefore it is 1ikely that players may challenge aspects of the

\ - report. Thus, it 1s necessary fordihe game director to discuss this

o
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with the players. During ¢he debriefing‘pTayers can receive feedback

from other players and from the game director.’ Using the 1nformatien
sheets, routes can be retraced and the action of the game can be _
retbeated. Thu53 bIaye:; and the game ditector can see where
information was not followed up or incorrect decisions made.

Having described the game in general terms, it may be useful to

provide the entry skills and objectives from an instructional design y -

standpoint. These are listed below. )
Spegdfic Entry Skills ~ - e

3} understanding of the diagnosis (for the case presented) and its

Objectives \

\ In order t3 play this game 07 students must have the follow1ng
e\\try skills: ‘ '
Ll,good\gnow1edge of the English 1anguage, “

2) knowledge of oT treatment methods and- techniques pertaining to cases

presonted in the simulation-game; _ -

: ' ¢ B

imp]}cationg ' ,
4) knowledge of\@he various roles of thé hospital staff directly -

Tnvolved in patient treatment; : .

-

5) knowledge of the\SOAP'method for writing OT reports.

A

. The overall aimtof this thesis was to develop and evaluate the

simu1at10n-game. Pa&t of the evaluation involved assessing whether or
not the cognitive aﬁd attitudinal objectives of the simulation-game as’

well as of the thesis.itself were met. ‘Listed below are the objectives

Y

— -

of the simulation-game and thesis.

Cognitive objectives. The cognitive objectives apply to individual

subjects regardless of whether the geme is béing played individually or

-
- .
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" in a group. Students will be.able_to: ) _
V- di;ﬁinguish between useful and useless,iﬁformation and knoy‘the
procédufes for obtaininé usefdl information for a giveﬂ“case%—-iwﬁf
LI discriminate between those assessments which will provide the most
. useful 1nformatidﬁ and those which will hot for a given patibnt°
- = cite ind act upon the following potent1a1 communication p:ob1ems.
. - difficulty contacting- peop]e via the telephone; B '
- difficulty locating pe0p1e, '

medicaJ reports often not updated,

presence of conf]ictiﬁg information; ’ ) . o

1ncomp1e£e information;

‘misinformation; i R '

patient or family unwilling to disclose information;
- score satisfactorily on the three treétment plans which they write for

the game.

* Attitudina) objectives. Individual studenté will:
- have a positive .feeling towards the simulation-game experience;
. - feel that interaction with the simulation-game provides a ‘useful -
) introduction to hospital work in an adult physical medicine setting;
" - feel that use of the simulation-game shﬁu]d'be 1néorporated into the

University proﬁram. - o . ' ‘ o

-~ A

Game objectives. The students will be provided with \
Opportunitiés: \ . ' |
- fo'analyse information;

- to‘problem §b1vé;
- = to study a variéty of case‘ﬁistorieg;

- to plan a variety of treatment programs;’

¢ . *
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2 to practice writing occupational therapy reports, either 1nd1v1duai1y

" - Oor as a group.

" Group obJectives. The followin@ objectives are app11cab1e on1y to '

£

players working in groups. Students will be provided with

opportunities ‘

- to cooperate and make decisions as a group regardfnq\a11 aspects of
the- above,

- for self evaluation via the reaction of peers. L

- The ossumption is that the game will be played a number of times.

. Thus, thﬁ‘*@{rne?/group will be-exposed to:a oumber of different caseé

involving the above objectives. .The quality of interaction with

objectives will, hopefully, undergo qualitative and quéntttative change .

(improvement) over successive games. . ’

Course-based objectives. Whether or not this simulation-game can

Y

meet some of the objectives of an OT program is determined by

instructors likely to emﬂTQy it in their course.. What differentiates

thid game from an fastructor presenting a case history to:a classroom is

its generalizable and specific aspects.

In order to play th}s game students are required to employ -

JUR————

. v o | ]
procedures that an OT ‘engages in on a daily basis. Thus, they receive a

. e )
. patient referral, collect information, plan a treatment program, and

write a report that actualtpractfce demands. Therefore, an instructor's
objectives in-employing this game might include familiarizing students

with the«various procedurestT's engage in, as well as familifarizing

Zthem with hospital‘organizations‘(personne1 and services).

Specific objectives that an instructor might have would include

- providing students with opoortuntties to analyse and plan/ treatment

—

- g—
?
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proﬁﬁhms for-a variety of specific c;se historfes. ' 'g;
In summary, the overall objective 6f this simufation-game is to

familiarize Occupational Therapy stuflents with the procedures 1nvo]veh‘

;n planning an Occ;quional Therapx,treatméht program ﬁpr’aduit batients”‘

encountered in a'genera1 héspital.setting 1nlphysica1 meqicine. More,' *

cifically, students are provided with ﬁultiple opportunities to,

\ﬁﬁ\'

gather and analyse information for the purpose of planning individual 0T
'treatment programs (using a vax1ety of rea1ist16ycase histories), and to

write an OT report for each case based on the SOAP method of report
- . ) Al

writing. L : . .




CHAPTER THREE .
Formative Evaluation of Materials

In order: to-determine the efficiency and effectiveness of the T

questionnaires and gaming materia]s two short studies were carried

out. The first was a pilot study in which a11 the instruments and

gaming materials were tested on a small group of subjects taken frof the
. target population. The second study involwed 36 subject matter experts
'(1n the fiedd of Occupational Thetrapy) who were presented with the

gaming materials only, and solicited for their at 1tudes and

recommendations for change.

Method of Pilot Study

Subjects . s ' _ 2
, The pi1ot studyfwas‘comprised of three naive subJects in theiy
second year of undergraduate studies in Occupational Therapy at McGill
Unfversity. Subjects were approached 1nd1vidua11y by the researcher to
volunteer for the study. Selection was based on three factors ability
to criticize, language, and academic performance.

In order to‘gain valuab1e information on the materials, all three
subjects needed to be comfortable asking questions and providing
criticism.. This characterfstic was determined via. observation and input
from OT faculty and students. In order’to provide_a broad

: representation of their year, subjects were chosen according to their

’ aternal language and academic performance. Thus' one subject was
predominant\y francophone, one predominantly anglophone, and one
fTuently bilingual. In addition, one was "weak", one "average", and one

strong“ in terms of academic performance. A1 three subjects were

/female (94% of|the class was female).
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The pi]of study 1nvolved a single session conducted oﬂtside of
class t?ﬂe. Subjects were- presented with all the‘qué§t1;ﬁna1re$ and
gaming materials to be used in the final study. With a few minor '
exceptions (see.Prqcedure)Bthe materials were ﬁresentgd 16 the order ‘
~intended for in the final.stday. "Subjects played the ;16u1ation-game in
a group as this was @ow'it was to be used 1p’the study.
Materials ‘ ’ _ ‘ ‘

.A11 materials for the stuﬂy were developed by the author. The

materidls used in the pilot study are presented ip Appendix A.

Questionnaires. The questionnaire¢ presented to the subjects

included a pretest, and a group dynamics and attitude quest16nngire.

The pretest was-designed to ref]gct some of the-cognitive objectives of -
the:sﬁmulation—game. It consisted of multiple choice, fill in the
blank, and problem so1v1ng que;tions. The group dynamics qUestionhairé
consisted pf multiple choicé, semantjc_diffefenti&], and open ended -

| qﬁestions used to gain informagion about the group dynamics thch

individial subjects experienced. The attitude questionnaire consisted

" of three distinct sections: attitudes towards the gaming experience, ,‘//////
perception of the simulation-game in the McGi11 'OT program, and T

-

solicitation of biographical data. The questionnaire consisted of

"Likert scgle; semantic differential, multiple chojce, open ended, and
£111 in. the blank questions. Four copies of each questionnaire were
used, three for the subjects and one for the_researéher.

Gaming materials. The gaming materials included one complete

simulation-game, and 4 sets of rules. The simulation-game consisted of:

a game board, a token, a dfg. 42 action cards (18 assessment, 14

v . ’
3
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consultation, 7 telephone, and 3 taxi), one neferra1,’one Patient

Informa oklet (PIB), one samplefobservation sheet, six blank
observation sheets,”one blank 0T report, one Solution rgport, and one
pencil. The case history used was a traumatic left below elbow

[

amputee. ‘ -~
The matéerials used to collect data were a taperecorder, six

cassettes, note pad, and watch. The game was cqﬁﬁucted in a small

classrobm, with a large table in which both. the subjects and researcher

csuld be seated. _ o ‘ >

Procedure _ _

The author used the Dick and Carey model (19855 for conducting a,

&

formative evaluation as

guidelipe. The format of the'pilot study
employed, a combination\of one-tgsone and small-grodp evaluation. Thjs

was done for two reasons: first, the target population for this study —

o AN
was very small (only 32 second year students); and _second, the

simulation-gqme was to be played in groups of three in the final study.

The format of the pilot study was similar to a one-to-one 1

-

evaluation in that the researcher sat with the subjects as they studied

»

the materials. It was similar to a small-group eva]yation since for the .
most part the materials were administered in the Eanner they were
intended. The few exceptions were as a result of time constraints.

These differences were as follows: subjects were not required to wrfte
an OT report, they received the group dynqmics questionnaine after
instead of before the attitude questionnaire,.they did not answer all

the questions for the questionnaires, and they were not gjvenwa

posttest.

" Using the Dick and Carey mode1 a combinatfon of questions from

— — - — - - ———
[——— - - v
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these two stages of formative eva]uat[on were Lsed. A 1ist of these
questions were generaied on a form and dealt with sequent1a11x'1n.the
pilot study {sge Appendix A, pp. 229-230). Subjects wer§ t1méd.w1th

"respect to each aSpect'of the procedure, total lepgtﬁ of’time was five

hours and ten minutes.

’ » The section below describes the proﬁlems encountered with respect
to gach questionnaire and gaming material; as well as, the revisions
made to the materials as a result of this study. Revisions'madeito the -
gaming materials were bresentéd in the Subject‘Matter Experts Study,

' " While revisions made to the questionnaires were applicable to the f1n$1

P (Lstudy ohly. Please note that all the materials and questionnaires used

in the Pilot Study are presented in Appendix A. |

Pretest

Problems. The most apparent problem was thaé_fhe pretest was too
long. Subjects took 'approximately one hour to complete secfions
C through F, and read the case history. In addition, subjects did not
have sufficiént time to complete sections A and B. However, all
'g&estfons were reviewed and discussed with the subjects.

Study of the questions reVealed that the format of questions 1-10 .
enabled subjects to guess the correct answér. ?In addition, the
inclusion of a 1ist of assessments for questions 11 and 12 helped
students to answer the question, in that it alerted them to assessments
they may not have considered otherwise.

Concerning questions 13-17.‘subjéqts ha& great difficulty answering
.them. The.reasons were as follows: answering questions 14 aﬁd 16 wis

dependént on having very specific clinical experience; question 13 and

17 had more than one ans@er; and question 15 was difficult to
, X v, i
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~each question,

3- 5,
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understand. Upon review, it was dec1ded that these questions were too

<

specific and did not reflect upon the process occurring. in the. .

simulation-game. Finally, subjects found questions 24 and ‘26 to-be

.somewhat uwmclear. "/l - ~
“ « - 1

Changes. ‘The pretest needed to be shortened so that it would only
take subjects 30|nfhutes:to complete (refer to Appendfx C for final
version). There}ore those questiors which were too easy were deleted
namely‘questions 18-23, and 28. In addition questions 13-17 were
rep\aced with one question felt to more close1y sfmu1ote the‘gaming b
process (see Appendix C, p. 259, ouestion 4). Also, subjects were
encouraged to answer in point,form. in order to reduce\timisﬁggnt on.

$7
{ presentation

Other changes made to the pretest concerned format
and clarification. The format of questions 1-10 was az;_red so that it

would be more challenging. Thus, instead of heving multiple chaice

W4
questions, subjects were asked to categorize all the information

- presented in the case history. With respect to questions 11 and 12 the

1ist of assessments was removed, thereby increasing difficulty.
Finally, both questions 24 and 26 were reworded sYightly for’ourposes of .

clarification.

- Attitude Questionnaire

"Some of the questions presented in the pilot study were also asked
in the Subject Matter Experts study (name]y questions. 15'18 in the first
section, and questions 17- 18 under Game “in Context of Program) Thus. a

question may have undergone more than one revision (in the Pilot Study,

—.and ‘Subject Matter Experts Study).

There were a few problems in the format and wording oé certain’

)



_questions. ‘Queftion 12 in the first section was found to lack’

(Appendix A, p. 211). Since these questions were all based on one's

. ' 36
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Specificity. Therefore, the questions was expanded such that subjects

N

weére asked to specify what year’studénts'should be allowed to refer to

reference materials (Appendix B p. 232’1 Question 18 was reworded to \ -
eliminate ambiguity. \ K
With respect to the section titled Game in Context of program the
format and directions for questinns 17-19 was found to be confusing
-1
answen to question 17, questions 18 and 19 were }enumberedeTa and 17b,
respectively. "In addition, the direcfions were rewnnded, and clearer
examples provided (Appendix B, p. 2321.

" It was -discovered that no directions were given to answer the
questions posed under Biographical data. Therefore these were
included. Also-it was unclear how to answer the questions concerntng
previous edueatinn (questions 4a-4e) as no choice was given. Therefo;e,
subjects were asked td‘cneck off yes or ne to é!th question (Appendix C, . - -
p..272). In additi%n, duestion 4c neglected to ;kk the name of the-
discipline in which subjects had completed part of a university degree.-
Therefo‘e this question was added. -

GPoupADynamicsgguestionnaire

Game Board

Only one prob\em was noted for the group dynamics questionnaire.
Directions on how to answer semantic differentiai questions (1 21) were e
missing. Therefore, these were added (Appendix C, p. 273) '
' Subjects had some difficulty in orientinﬁ theniselves to the game
board. Therefore, a number of changes were made to the beard 4 self.

The‘hospita] and conmunity area were giyen titles in largf\print..

LY

™
. . ERY.
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jadded to OT desks as this was considered realistic.

v : 37

Certain ocations were moved these 1ncluded the (OT) Mailbox oT - !
assess nts area, and Independent Living Unit. Most importantly the '

different areas of the hospital were color coded. Thus, assessment'
areas were colored b?nk, the community yellow, and the hospital in two

shades of blue.

'

.

The titles of certain locations were considered to.be confusiné
Therefore the 0T @tment area-was retiﬂed OF desks, PT office became
PT staff desks, and Mai]bdx became oT mailbox. Also,,e telephone was

A major nrgbiem encountered was the allowarice of assessments in the
Patient's room, 1n‘that this location was also coded to-allow for

consultation to the patient. Therefore, it was decided to restrict 511'

| assessmemts to a special area in, which subjects could only gain

information concerning assessments.

Action Cards

- i
It was discovered that the instructions written on some of the

. Action cards were unclear (Appendix A; p. 216).  The telephone card

neglected to state that subjects should not move their token when

£

playing a telephone card; therefore,-this wei added. Tﬁe/taxi card did

“not allow subjects to.return to the hospital. Tnerefore,.instructions

' 4
were added-to return to the 0T mailbox (a neutral starting point) upon

>

completion. ' -

Changes in the game board resulted in changes to the action cards.

Since assessments befamé limited to two assessment areas (0T Assessment

Room, and Independent'Living &ouml some of the assessment cards needed

to be reworded. Therefore, !lI the assessments carried out in the
Patient'?,ﬁoom (assessments 15-18) were moved to the Independent Living

R4

“
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’In order to he1p orient.players and ease identi fication of cards,
1t was decided that, the cards should be color coded tq match-the game

board (originally all carqs were b'lue). Thus, Comsu'l tation cards ;vere

made blue, : Telephone cards grey, Taxi cards yeﬂow. and Assessment cards,

pink. In additio;y, drawings- :lere 1nc1 uded in the Assessment cards to
provideg pictoria] representation of the Assessment (e. 9., a picture of
a plate and cutlery to represent the Eatin?‘Assessment card).

Finally 1t was -discovered that subjects hadl too many Consul tation
and Te]e'phone cards. - Therefore, the number of Co.ns‘u1tation cards was
reduced from 14 to 12, and the number of Te'l:ephone cards was reduced

_from 7 to 6. Thus, the te’tal number of playing cards was reduced from
A2 to 39. -

Ratient Information Booklet

Other than a few typographical errors and improper coding of a few °
pieces of"informatinn,the only pnoblem was the awkwardness of hantﬂ*lnb ,
the. booklet. * Originally the booklet was a few stapled papers on 8 /2
by 11 inch paper. Therefore, subjects often had diffjculty 10cat1ng~1t
among the other papers as well as man'lpu]at'ingoit _In order to
circumvent these problems the booklet was reduced in size to 6 1/4 by 8,
1/2 inches and giten a stiff red cover. ’ ' ’
Referral . > |

As wixth the PIB, one of the major problems with the’referrﬂ was
ease of identification a‘nd handling. Originally only one referral ;:s
prov1ded on a piece of 8 1/2 by 11 inch paper (see Appendix A, p. 217) '
'Thus,- subjects had to constant]y find 1t among the other papers. It was

decided to reduce the size of the réferral to 5 3/4 by 7 1/2 inches and

/
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" someshat misleading in that players were not observing so much as

. |
L 39

LY
plale 1t on stiff blue cardboard thus making 1t easie to_refer to.. In
addition/ it was decided that aii subjects should have a c0p .of the
referra] for ease of reference. . L

"The format of ‘the referral was altered ‘slightly so that the

' Information Codes were presented in columns rather tha rows. This was
. .done 1n order to increase speed and ease in locating the necessary _ ‘

_ numbers. Finaﬂy, it was decided that the referral should s'tate if the

patient was an inpatient or outpatient (see Appendix B, p. 238).

-

Observatfon (Information) Sheets

\

The name of the sheet (i .e. Observation Sheet) was considered

?

collecting information on a patient. ) Therefore, the name was changed to
Information sheets. Other changes made for purposes of ciarification ~
were: case history f was replaced with referral #, observation sheet #
was repltaced by page #, observations was replaced with information, and
a title for the page was provided. In observing the subjects it ’
became apparent th,at the reasons for their actions (moves) were very
importa_nt as well as enlightening to the instructor. Thérefore, it was 0
decided that players should record their reason for a move. This change
)

11luminated the fact that the order in. which subjects were' recording @

informati on and disagreements was inogicai in that they were asked to

record their disagreements after they had obtained the information

»

(Appendix A, p. 219). Therefore the sequence tn which they were asked

to record information and disagreements was altered. Thus, in the final
< - . £

A &

' draft, subjects were ffirs't asked to record their reason for a move, then

any disagreetnents which may have arisen, and finally the information

obtained (Appendix B, p. 240). ' - ' ' \

\
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given., This was considered too time consuming for the p1ayers.

40

Sample Observation (Information) §heet

_The new Sahp]qgraformation Sheet conformed to the new design as
outlined above; thus it 1nc1uded samples of reasons. However a few
additiona1 changes we:a—mader——dn the original version {Appendix A,

P 218) both the number and name of the 1ocation or assessment was

~ e
Therefore, only the name of the location or assessment‘was given in the

A}

new version (Appendix B, p. 239). In addition, for purpdses of

[N

LAY

continuity all the\examples were changed so that it would appea} that *

ihey were referring to the same case history. C ‘ ‘ o
Reports " ; , B . .

No changes,were made with'respect to the blank and "Model" OT \‘
report (see Appendix A, pp. 220-225). %I’ L S

Game Horkbook

“In observing the pldy of the ;ubjects it became obvious that

| manipu]ation of written materials was awkward due to their size and

uniformity (all the same size and on white paper)t Therefore it was
decided that a Game workbook was reqpired. Tﬁis workbook took the shape
of a co]ored daotang. Envelopes were glued to the inside front and back
covers.- The front envelape was shaped into a pocket to-con}a1n the

referrals. The back envelope~was used to hold a%e "Model" report along

with instructions on it's use. This envelope was kept closed and a
: . )

oy .

warning put on it noi to open the envelope until after they had written u ®
their OT report. The duotang ftself contained the Samb]e Information X
Sheet, six blaqk Information Sheets, and a-blank 0T Report.

&

" Rules : ’ , : " T

%;;he riles were altered to reflect all the changes'made to the

a

»
~



\\ | . a1

. i B o o) .

s gamiig meterials. In general the rules were considered-to lack
organization, clarity, ‘and adequate exanples Thus, . the rules undenwent

\ ‘ cons1derab1e revision (see Appendix A, pp. 226-228.for 01d version and -

A4
Appendix B, pp. 247-251 for new version).

i

The ru]es were completely reorganized and additions were made to
the content. The object of the game was stated first and Tt was "
emphasized that the porpose of the game was to plan a physical medicine
treatment program as opposed to another type. ’In addition emphasis was
placed on the fact that the game was not competitive as initially J
"subjects were confused about this. A general overview of the three
phases of(the gane (game play,.writing the report, and\qsbriefing) was
presented at the beginning of the rules in order to orient‘p1ayer5'to

. the process.

'ap\‘ . Directions for the set up and preparation of the game were providbd'

' 1n greater detail, and emphasis’ was placed on orienting players to the
game board. ,beta11eduexp1anatidhs were given on the purpose of action
hcards, and information sheets. In addition, players were ‘given precise

" " examples of how'to use’ these materials along with the PIB and encouraged
“ Y . . A‘ .
to carry out the examples -provided. ‘

. =

The final suggestion made and adopted was that the ruIes be read

a]oud more stowly (by the game director) as francophone students were

[
- ikely to experience difficulty fo]lowingir' R
soap ’ : ’ -

The subjects stated that all players should be given a short
synopsis of the SOAP method of report writing in order to refresh their
memories. 'Therefore. a one-page summary taken from Willard ahd Spackman
(1978) wes given to allisubjects in the final study immediately a;ger

. . . - e
- >
v ‘ 3
- . N . .
. - ’ .
°
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the pretest. Subjects were. not allowed to refer to this synopsis duréng

the gaming sessions.

¢

Method of Subject' Matter EXperts Study

Subjects . v , ' - .
The subject matter experts study was conducted dur1n§ qg.anﬁual
‘conference helq at McGill University. The conference was attended’by 36

certified Occupational Therapists from the Montreal area. \ ’

At the time of the study 83% of the subjects were practicing
ellﬂﬁcfans and 17% academics. Of those\§ubjects 67% had had five or -
more years exper1ence in the field 8% 3-5 years, 22% 1-3 years,. and 3%
less than one year of exper1ente. Furthermore, 47% were working in the
field of physica] medicine with adults and/or geriatrics. However, a

total of 61% had had experience in this f%eld

) Vg

Subject matter experts (SME) were.presented‘with a playable draft
| of the siﬁuletion-gaméi Twelve subjects wereyasked to velunteer to play
the sihulation-game, These twelve weretd1v1ded up into groups of three,
,thﬁs a ‘total of %our‘games were pleyed. The rest of the subjects were
&ivfded_qb'among the four games and were asked to observe the gamingj—————*—
process.. Gaming materials were bresented in the order intended for the
. final study. - At the end qf the study all SMEs were asked to answer an
: ’aftitude questionnaire.
" Materials ‘
The.simulation-game conpained the revisions adopted from the pilot -
_,Study with the exceptioﬁaof the color coding of the game board (see
Appendix B for the materials used ir this study).

- %\

Attitude questionnaire. The attitude questionnaire consisted of

- -

:
vy
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three sections: attitudes towards the game, biographical data, aﬁd |
. ratings of case histories (see Appendix B, pp. 232). Thé %fr§t section
was comprised of six oﬁen ended quest?ons and a gheck1t§t. Tﬁe
quesf1ons asked tge’fol1ow1ng: what did ihey like most and least about :
the g;m&lation-game.‘héw would thgy change‘the gamg; should players be
allowed to refer to refereqce‘m&terjals, cou]d the simu]atidn-game be
used to he1p.prebare students for clinical work and if so when should it
. | be used, and given @hé-appropriate modificaéions cdu]d,the éame be used
to prepare students for work in other areas o? 0T. 'Biogfaphiﬁal data
‘ solicited included the following: history of work experience, years of
‘expérience, and'how long tﬁey hid been workigé-at fheir present ‘job.
Finally subjects were asked to rate eight different cdse histories with
:respect to their level ;f di fficulty 'as well as pfov%dé any sgggestibns.

Subjects were also invited to record any additional comments they might.
Q

have. ) .

L

- ——«%———4744—- Gaming materials. The gaming materials included four copieé of tﬁef
simulégiqn-gamé ;nd 37 copies of the rules. The simulation game
cﬁnsisted of: ‘a game boarﬁ, a idken, a die, 39 action cards (18
assessment, 12 éons&]tationl‘ﬁ telephone, and 3 taxi), one PIB, 4
pencils, and game workbook. The game workbook coﬁsiste& of: three

. referrals.ione'sample information sheet, six blank information sheets,
one blank 0T repo?t, and one solution report. The case.history used wa

7 artraumatic left below elbow ampﬁtee (same as in the P11of study) .

. . The materials used to.coflect data were a taperecorder,'pne‘

'cgésef;e. an four~notepads. The games werg-conducted in two adjoining

- c1a§séooms..w1th two tables in each room (total of four),-and chairs for

—

" -all the players. ST ‘ r

'
yﬁﬂ?ﬂ L
ffpon, -,
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Procedure “ A '

Tt \

Initially sybjects were assembled into oné CIassroém-and the author -

presented a brief (five minute) introduction to the simhlation-game‘(see

~r

Appendix B, p. 252 for protocol). The introduction 1nc1uded a

defin1tion.of the term simulation-game, thé genéra] purpose of thé game,
and a short description:of the production and devélopment phase of\tﬁe
game. The author then asked for twelve volunteers with mixed experience’

f& take:part in the game, ihg rest 6f the audience was asked to observet

'0;e observer from each group was asked to'note all. the comments-maﬂe by
the different players and observers during game play.

The rules of the.game were: distributed to all the subjects once
they had been positioned. The author and an assistant (famil1iar with
the game) read the rules aloud (in.two differnt classrooms) while the
suﬁjects read along silently. Plgyers had thirty minutes in which to

| play the game, at the end of the thirty minutes game play was stopped
-and all sabjects were asked to resume their seats..

Subjects were presented with the blank OT report, the solution ‘
report, and informed about.the debriefing session.  Subjects were asked
to prgsent what they thought were the objectives of the game ‘and were -

then presented with the authors version of the quectivés. A discussion
’,Ignsued.concerning the“ﬁbjeczives of the game and the simulation-game
itself. The discussion was're;orded on tape. At the‘end of the -
di%éussion all subjects were asked to £111 out the attitude—
questionaire. Once the questionnaires were éol1ected. subjects were
.qfesented.with a brief description of the resu1tsdof the Pilot study’
~with respect to the behavior and attitudes of the students concerning

the simulation-game. The study lasted a total of one hour and
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]
" ended question. Additional commenqs were also invited. Table 1

forty-five minutes. .
i ) )

Results and Discussion

scoring’ ,
The first section of the'questionnaire was comprised of 6 Jpen

ended questions, 1 closed form item, and a checklist. The section on

case history ratings was compr{sed of eight scaled gtems, and an open

‘pro'vfdes a descripﬁon @ each question and outlines-the scc'fring
procédure employed. ' .o
Resul ts

W, : : .
Attitudes towards the simulatiBn-game. Concerning the open ended

ézestions (1, 2, 4-6, and additional comqents) only the~mosp frequent-
comments (2 or more s;bjects) are presented in this section. It should N
‘be kept in mind that‘subjecfs were not forced to make a cpoice. Thus,
Phe comments made represent what most impressed individuals about the
simulation-game. Appendix D contatins all the 1nd1v{dua1'comments made
by subjects for each question. |

duestiqn 1 asked subjects what they liked most aboht the‘simula;fén
game. The comments concerning the game fell into three‘general areas:
its realism, va1de as a tegching.tool. and psfc:;ved characteristics.
With respect to realism, ;9% sta%ed that the game simulated reality,
8% felt it simulated the Jail% activities an OT engages in, and 6%
sfated that the responses in the PIB were fairly realistic. Asa
teaching tool 11% felt it was good. More specifically; 19% stated it
aided students in developing organizatipnal skills, 19% said it a1déd '

students in learning how and where to obtain relevant information, 17%

sald 1t familiarizes one with hospital personnel and services, 14% felt

. X \\\\
: .
. 1]
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Table 1

Scoring Procedufé for Subject Matter Expert Attitude Questionnaire

LAt

-

= P

SECTION 1 Opinions Regarding Simulation Game

2
Type * Description

Open- Questions },Z;Q;b, and 4-6 are open ended questions. The
Ended percentage of subjeéts who made similar comments from one

session to the next was calculated. Comment categories were

, created as fhey emerged, and Were identified by the autho;.
Closed ‘ Part of question 3 was of the closed form type 1n‘wh1ch the
\ . choice of answers is discrete. Subjects were asked to answer
yes or fio to the questioﬁ, .Percentage of repondents

answering yes or no was calculated.

Checklist If.subjects answered yes to the first part of question 3 they - -
were then expected to proceed to the checklist. They were
perm1ttéd to check off more tha?;oqe category. Percentage of

respondents was calculated for each category checked off.

SECTION 2 Case Histggjes

Type Description
Scaled For questions 1 through 8 subjects were asked to fndicate

wﬁether the Case History was elementary, intermediate, or
advanced with respect to level of difficulty. The frequency
and percentagé of different ratings was calculated for each -

case. ) .
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Table 1 ({cont.) - g
Type Description
Open‘ Question 9 was open ended. Perce;tage of respondeﬁts making \
Ended simjlar comnents was cafcu1ateh. COmpenf categories were

r created as tbgglemerged, and were_ideﬁtified by the author.
Additional Additional comments were invited. Percentage of respondents
Comments making similar comments was calculated. Comment categories

were created as they emerged, and were identified by the

author. .

e
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1t encouraged problem solving, 11% sai& it was a good introduction to a
hospital orgaﬁization, 8% felt it encouraged treatment planning and
syntﬁesis of information, 6% fglt it allowed students to synthesize and
;pply knowledgé acquired, and 6% felt it could teach students the
ﬁecessary consults/assessments for a given case. The rest of the
comments concerned what was perceived as the inherent characterisitics
of the game. Twenty-two percent thought the game was fun/motivating,
19% enjoyed the fact that it was a cooperative game, 6% felt.it provided
immediate feedback, and 6% felt it-was non-threatening. )
Question 2 asked subjects what they 1iked Jeast about the '
simulaqion-game. The comments concerning the game fell into five

] .
general categories: rules, understanding of the game, action cards,

A

information availab1e¥,and realism. Comments concerning the rules were
as follows: 19% stated that 1n1t1a11y the rules were difficult to
understand, and ;7% felt that the rules were lengthy and time consuming.
Rith réspect to understanding the game, 6% felt it took a long‘f1me. d
More gpecifically, 6% stated it took a long time to become familiar -

with the différent areas on thF gameboard. A number of commests were

made. concerning the action cards. Nineteen percent did not 1ike being
restricted to cards &ealt, 14% did not 11ke the fact that one could not
' i

perform an initial 1nterv1éw, and 6% stated the number of assessment

‘ cards'wa§ limited. Concerging the amount of information available, 22%

felt 1t was limited,VB% stated there was scarce information in the
patient's chart, and 6% said there was scarce information ffom
physiotherapy. . The final comments made concerned the realism of the

game. Six percent felt that the game gave a false impression that 0T's

were cbh;tant1y running around to different departments, and 6% did not

R <)
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11ke the fact that you could not ask the game questions.

When subjects were asked if students should be allowed to refer fo
reference m;terials when playing the game the{majority said no (58%).
Those who responded yes to the question (3{%) were asked to state whaf . -
type of references should be used and for which years. Six percent |
stated it reflected reality, 6% felt second years should have’accéss to‘"
ba§1c reference materials in medicine.and 0T, and 6% stated that

i?iudents should be af]owed access to a medical dictionary.

(") Question 5 asked subjects how they would change the
siﬁulation-ga£;: The majority of comments fe]l into two general areas;
action chrqgign& information. With respect tb action cards, 44% stated.
they éhould be shared among all p1ayers, 11% felt an initial patient
interview card should be included, 6% felt there shou]dﬁﬁe ;n fncreaseq'“
incentive to use the phone cards, and 6% wanted the card; displayed on a
central display board. Concgfnihg information, 11% wanted more
information when qonsulting tie medical chart, 8% wanted more concise
initial interview information, and 8% felt some answers needed to be
more detailed. Other comments included the fo]]ow%ng: 8% wantéd
shorter, less complicated 1ns;ructions. 6% felt the géme should
emphasize selection of pertinent data for treatment planning/report
writing, and 6% wanted a location labelled psychiatry added fo.the game
board. .

Eighty-nine percent of subjects (4 abstemtions) feit that the
) "simulation-game could be.used to help prepare 0T students for work in:
other areas (other than adult physica1,med1c1nei. Subjects were asked

to specify which areas of 0T. However, only 21 out of the 32 subjects

who responded yes specified which areas. Of Ehose who responded,
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25% (calculated out of 36 subjects) felt {t could be used in the area of

psychiatry, 19% in any area of 0T, 8% ip paediatrics, and z6% in a

community centre, _

" Question 3 asked subjects if they thought the simulation-game could

be used to ﬁelp prepare students for clinical work in a physical

medicine setting. Ninety-seven percent responded yes to this qu,estioh

~
. {one abstention). They were then asked to indicate how and when the

simu_]_ati_on-garile should be used in the progranm. Tab}e 2 éutHnés the .
type and frequency of responses to this question. The majority of
subjects felt that thé game §hou1d be us;d with second years in class in
groups (83%), the second most frequent answer was ?:'hat they should ;ﬂay
the gamt\e outside of c]ass in groups (-56%)&. Very few felt that the
second years should piay the game individually. With resﬁect to first
years, 56% felt that t'hey shouid play the game in class in gtoups‘, ‘w‘lth

\ -
the second most frequent answer being outside of class in groups (22%).

" Yery few felt that first years should be allowed to play the game .

1ndivildua11y. Concerning third 'years, the majo‘rity'fe'lt they should
play the game individually (50% outside of class, 42% in class),
although t'here.were a sign"!ficant number wMey should play in.
grodps (39% putside of class, m Ver)" few subjects felt
that interns should use the simulation-game. '
A1l subjects were encouraged to write any add1t10~na’l coments‘ (seé -

Appendix D). Thus, subjects were given an opportunity to present those

aspects of the game that stood out most strongly in their mind. A total
. 4 .

of eighteen out of 36 subjects included additional comments. The
majority of ﬁdepende‘nt comments were congratulatory or well w15h1ng'

(1.e., gbod Tuck) in nature (31%). Otherwise, 11% independently

4
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‘Table 2

A

- How_and When Game ShouYd be Used with OT. Students

*SME
.Where . How Year _f/%
In Class
| Group *
U1 '19/53
vz 30/83
‘ . U3 13/36
. ;._‘“ Indiy%dua'l R -
u1 . 02/06
vz . o9

{/Outside Class .

. Group _ :

) | Individual. .

u3 15/42

ur. . 08/22

" Intern .  05/14

-

U2 . 20/56
- 1439
Intern 03/08

vl ..03/08
vz o " 0719
s 18/50

"*sn_g = Subject matter experts

3
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commerited that the game was a good teaching tool, and 8% felt it should

' N‘
incorporate other OT—areas (not just adult physical medicine).

Case histories.. Subjects were presented with eight case histories

which were being developed for the)simulation-game; and asked to rate
tirem according to the level of difficulty they felt they would present
to OT students (Please note, one sJngax'did not answer this question;
therefore, percentage§ have been calculated out of 35). Three levels of
difficulty wer? identified; namely, elemgntar}, intermediate, and
advanced. Table 3 outlines the frequency and percentage of subjects who
assigned a given rating for each case. As can be seen from the.results,
subjects were divided in their responses with respect to three of the
cases: numbers 4, 6, and 8. Concerning the five cases in which there
was a clear indication of the rating which should be assigned to the
case, the ratings were as follows: 80% rated éase 1 as advanced,'7}%
rated case 2 as e]ementary; 61% rated case 3 as intermediate, 56%‘;§téd'
casé'S as e]emeﬁtary, §nd 88% rated case 7 as advance&. '

In order to gain a clearer understanding of héw cases 4, 6, and 8
should-be rated. The author calculated the ratings assigned to these ]
cases by subjeéts with experience in" the field of adult/geriatric
- physical medicine. Table 4 provides the fréquenc1es and perceniages of - |
these subjects who assigned.a given rating for cases 4, 6, and 8. As
can be seen from the results, sdpjects continued to be divided in their
rating of case 4. However, the majority rated cases 6 and 8 as
intermediate (50% and 43%, respectively). .

Subjects were also invited to provide s@ggestions regarding the

case histories. Very few comments were made. Eight percent felt there

was a good variety of cases being developed, and 6% felt that the

’
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Table 3

§
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_ Ratings of Case Histori

.

es by Subject Matter Experts

t

<. Ratings

a E]c;r;ienfar,y Intermediat ‘Adyanéed‘u

Case ~ f/% 7. S £/%

{  0000/00 7.0/20 28.0/80
2 2.0/77 8.0/23 0000/00
3 8.5/24.  21.5/61 5.0/14

4 - 15.0/43 - 13.0/31 . .6.017

5 .. 19.5/56 13.5/39 2.0/06

6~ 14.0/40° 17,049 . 3.0/09

7 0000/00 3.0/09 31.0/88 -

8 5.0/14  14.5/1  15.5/44

’ - ———r
ga—

Table 4

»

b

Rating‘s of Case Histories by SME in 'Physiéal Medicine

fone.abstention

N
f
=

ﬁatings Y o
| El emenfary ' ﬁ\termecii,ate Advanced
Case . f/%- _f/3 | /%
4. 8073  ..9.0/41 ¢ 50023
%6 8.0/36 -11.0/50 2.0/09
L8 5.0/23 0 .9.5/43 1.5
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hospital department in which patients were being treated should be ;' ' Vo'
indicated in the case history. '

. Discussion and Changes‘

P a “ . .
The main purposes of this study were: to gain exBErt opinion ‘

concerning the valoe of the s1mu1ation-game as an educationa\ tool for °

oT students. to subject the’ gaming materials to expert inspection for

tne purpose of revision, and to have the subjects rate the “Vevel of *

d1ffjcu1ty of the various case histories'to'be deve1oped for’the géhe. o
This section prov1des a brief discussion of the results of the attitude .. ot
questionnéire and'the-revtsions to the gamtnofmater1a1s which were
adopted as a resu!t of this study.’ Any revisions made to the gaming : )

materials can be seen in Appendix C.

. Attitude Questionnaire . . . o
-l ' .

Discussion of results. Given the results of the questionnaire :

——

aloné with the discussion which occurred durﬁng,the study, the
simulation-game was well received by subject matter 2xperts. Since the- ‘

majority of subjects (58%) fe1t that students should not be allowed to
15 .

e

. refer to reference materials during game play; it was decided that no

\
€

reference materia1s would be employed in the main study. Aithough the -

majority of subjects (83%) felt that the simuTation-game shou]d be used o

in class 1n groups with second year students, this was not feasible.

Therefore, the main study involved having second years p1ay the game

‘outside of class 1n groups (56% of SME felt this was appropriate) . With .

respect to third»years, subjects were divided on how the game shou]d be ..

1mplemented. However a small preference was shown having third
years play the game 1nd1v1dua]1y. Since this was neftper feasibTe nor '

desirable (due to time constraints and the desire to compare the e

L3 ]
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perforoance of ,ecood and third Qears)fthis suggespion was not adopted.
Therefore, the game was employed with third years outside of class in
§rouﬁs (39% of SME indicated this was appropriatei. With respect to
question six in which 89% of .subjects felt that (with ::;‘appropriate"“
modi fications) the simulation-game could be used to help prepare

students for work in other areas, very few specified which areas.\\T is’

qﬁestion was considered to be too vague and needed to be reworded. Since

it was to be used in the attitude questionnaire for the main study it
was redesigned so that it 1nc1uded a checklist of different OT areas )

(see Appendix C, p. 270). S r .

Case histories. The ratings attributed to the different case
histories by ‘the SME were ad0p£ed. Hoyever, no clear ratiothid been
attributed to case number four (see Tablés 3 and 4). Therefore it was
decided that the case should be further simonied (patient would have -
RA in hands and wrists only) ‘and ciassified as elementary since an

additfonal case with that g]assdfjcation was required for the main

study.

Game Board Y

®

Between ‘the Pilot study‘and SME study -there was not sufficfent time
in which to color the game boards. Therefore SME played on black and
white versions disp\ayed on cardboard For the main study the game

poards were colored and in their fina] state.

L

At the suggestion of 44% of the subjects it was decided that use,of

the actign cards would no longer be restricted. Instead all the action

_cards would be availab1e to all the players wigi?ﬁ a group. This was

s 9

i J

.coqudered to be a rea]istic reflectjon of realitx; A patient 1nterv1ei%g§

P . a s ™ . e~

& ’

4\\‘
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card was added to the number of assessment cards as suggésted by }l% of
th subjects (see Appendix C, p. 237). In order to éﬁ¢ourage the use of
phone cards as compared fanéonsuitation #ards (as suggested by 6%) the '
number of consultation cards was reduced from 12 to 8. Given all theése -
changes the Fota] number of action cards was reduced from 39 to 36 (19

assessment, 8 consultation, 6 telephone, and 3 taxi).

Patient‘!nformaiiOﬁ Booklet
Twenty-percent of the subjects crit{cized the game concerning the
liqited amount of information available. Particular reference was made
'io the patient's medical chart,-and-physiotherapy (?or the case
presen;ed). ihérefore, add{tioqal information was 1nc1uﬁed in these two
1oc5t%ons, along withvthe information made available under the new
assessment card (patient interview). Although the criticisms made
- referred to the case history presented to thém, these were kep; in mind
_when the other case histories were developed. 1In addition, the author -
checked to make sure that 1nformation.avai1ab1e when using tﬁe telephone
or consultation action cérds for a given location, either matshed
closely, or gavélan indication that more information would be available
if they’qsed the other action card (e.gl Eould you call me éack later).
Referral | S ~;T B -
A few changes were made to the referral to provide players with'
more information (see Appendix C, p. 278). These included the patient's
date of admission to the hospital, and headings for the patient's
‘address, next of kin, etc. A1so,dan information code was pr6v1ded for

the patieq} interview cand under the assegsmept column.

s
A
G

Information Sheets_

’ !

No chénges weré made to either fhe‘blank information sheets or the
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sample information sheets. .
Blank Report | i

\
’

The only change made to the blank 0T report was the addition of the

patient interview assessment, under the: heading "Assessments performed".

Use-of Model Report

A few minor changes were made to the directions_and. description of '

how the "Model" report ‘should be used. These changes 1nc1uded an
exptanation of why the report has a separate section for the Case

History and Social History, and a request for players to hand in their

information sheets and OT report ‘at the end of the debriefing (see

" Appendix C, p. 285). -

Model Report

The inclusion of additionat informatigh in the PIB affected the
o -
“Model" report, in that this information was also included in the

report As well, at the suggestion of a SME an additional short term

goaI (number 1) was incorporated into the report

Rules

. Given the changes made to the p]ay of the game: and criticisms

eoncerning the clarity of the rules (19%) a number of changes were made

to the rules. These changes included the following: the introduction

. ‘-Jas reworded; new instructions on the use of the cards; specific

exampfes provided on how to use the'tnformation s?eets by referring to

the sample {nformation sheet; clearer instructions on how to use

'telephone action cards; introduction to writing the report; amount of

. time given to wrfte the report increased from 20 to 30 minutes; and
1nstructions at the end of the rules on which step to refer back to, to

start game play.

.
s 4 .
1 .
N . .
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CHAPTER FOUR
. ' ‘Method
Subjects’

_The subjects in this stddy included botp ;econd and tﬁjrd year
underéraduate‘students studying Occupational Therapy at,MCG%11
University. All subjects volunteered for the study and signed an
~ English or French consent fo;m (see Appendix E, pp. 333-334). -

Third years. The third year study was conducted by:the auihora "
Tﬁerefore, the students were approached by the qutﬁdr during one of .
thefr‘c1asses and asked to volunteer for the study. The students were
asked to commit th9m§é1ves to théee sessfons of approximately three
‘hours duration outside gf class time. A total of seventeen subjects’
volunteered for tﬁe study. However: eight withdrey priof’to the
commencement of the study, due td an unforeseen school assignment whicﬁ
was to be carried out during the weeks the study was to be cﬁgﬂucted.

Of the nine §ubjects who participated in the first\session. one had

to withdraw as a result of a scheduling conflict with her placement. In
addition, one of the volunteers was unable to particigfté in the fipal
session due to another commitment. However, this subjéct compléted all
tﬁe questionnaires along with the‘othér subjects, and thus was 1ncluded
in the study. ‘ | ‘
‘ Of the eight subjects who participated in the study, two were male
and six female. Five reported their mother tongue as being English, and
three French. With:.respect io placements, three had had one in physical
medicine, four had had two, and one three. '

Subjects did not receive payment for participating in the study;

. :
however, at the end of the study they were provided with a lunch.

i

i




©.pp. 331-332 for protocol used to solicit subjects). Second years were
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Second years. The setond year study was carried out by the three
pilot-Subjects (trained by the_abthor), Therefore, they‘§olic1ted
volunteers from second year to take part in the study ('see Appendix E,

y
asked to commit themselves to three égssions of approximately thrii///

-hours duration outside of class time. A totdl of 27 subjects
. "

yolunteéred (out of a bossible 29) for the study. However, two subjects
weré un;ble to attend the first session due to extensive homework.
AItﬁough both subjects expressed a desire to attend the second and third
sessons, 1t was felt that this would disrupt the study since they qu]d
require instruction to play the gaﬁe. Therefore, tﬁese’subjects did not
take bart in the study.

Of the 25 subjects who participated in the study, four atténded
only two sessions. Threé missed the second session, and‘gne missed the
final sessfon. ' Reasons given for their absence were extensive
homework and preparaéion fo; midterm exams. ,

* The sample consiétedwof 1 male and 24 females. Forty-four percent
reported their mother tongue as English and 56% French.‘ Concerning
their placements, all hadlhad,only one observgtional placement.

However, 56% had hadltheir placement in physical medicine.

With respect to bayment.,subjects were provided with refreshments
during the debriefing of the first and second session, and a small
supper at the end of the final session. At the end of the study each
subject was given a certifi ateé;hich noted their participation in the
study. '

Design

Two research designs were integrated into the overall evaluation

-
L3

.
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Pprocedure of this study. The two non-equivalent groups used were second

. # - .
~and third year undergraduate occupational therapy students. Each group

represented a replication of each design. The first design‘was a

one-group pretest-posttest design (Campbell & Stanley, 1963). The

depeﬁdent variable assessed the game on cognitive objectives. i}he

;écond design, embedded within the first‘was an equivalent materials

design (Campbell & Stanley, 1963) in which each group received three

apb]icafions ofﬁthe treqtmeéév(simulation-game) using different content

(case histories). It was felt that at least three 1nteractt9ns with the

simu]qtion-game were necessary in érder for a beneficial level of .

Tearning to occur. The dependent measures were the information sheets

and the three reborts which each group generated, as well as the group -

dynamics questionnaires. 'In additioﬁ, subjects were asked to fill out

an attitude questionnaire at the end of the study.

Materialg . ..
Questionnaires, tests, and gaming materials were used for purposes

of data collection as outlined in Table 5. The materfals presented to

the subjects included a pretest, posttest, group dynamics questionnaire, '

i

and attitude questionnaire. Each of these ftems was filled out by

1ndiv1gua1 subjects. The baming materials used to collect data were the =
information sheets and Occupational Therapy reports. Only one set of |
1nformaiion sheets and one report .was produced by each group for each

session (téta] of three sessions for each year). AI] of the above *
materials were developed by the author.

Pretest and posttest. The pretest and posttest were composed of

eight questions (see Appendix C, pp. 255-267) and took 30 minutes to
complete. The first four questions although identical in form differed Y

- 1)
' ® ‘
'
A\
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Table 5

Questionnaires and Gaming Materials Used to Collect Data in Main Study

“Type Title : Administered/Collected
Qt—;;stior*ﬂd res ‘ | '
Prgtesf Prior to first session
Posttest ’ o End of study
" Group Dynamics | End of each session
, | Attitude  End f study

_ Gaming Materials _ o=

2
A

- ’ Information Sheets During each session

Reports During each,Session
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in content from pretesi to posttest. This was done in order.to
eliminate the risk of learning from-the pretest $tself. For the first
qhestion subjects were asked to read a case history‘and.inh1cate which

information was a major factor, potentially significant, or unimportant

'when planning an OT treatment program. Subjects identified the
"particular type of information by ¢ircling, underliqing, or leaving it

blank. With respect to the second and third questions; subjects were
asked to refer to the,éése history in question 1 and t1te the necessary
(question 2), or, potentia]ly signfficant (questibn 3) assessments an OT
should perform in order to p1an a treatment program for this patient.
Subjects were asked to 1ist each specific assessmént along with a -
rationale for each choice. In question 4 subjects were given a patient
referral and asked to cite the fﬁrst three steps an 0T should carry out;
providing a rationale for each step.Z Questions 5-8 were open ended
i

questions which asked subjects to: te the advantages and

¢c!
disadvantages of using a phone versus visiting a person to gain

information concerning a patient; describe the function and content of

.medical charts;, as well as some of the problems and 11m1;at1ons of 1t§

use; cite three different factors that would result in an 0T receiving .
unreliable information, providing examples‘of each; and outline’
strategies which an OT could use in order to evaluate the reliabi]ity of
information received.

Group _dynamics. questionnaire. The group dynamics questionnaire was

administered at the end of each gaming session, and took approximately

10 minutes to complete. The purpose of the questionnaire was to obtain .

information concerning the dynamics of each group, as well as each

subject's reaction to the particular case used (see -Appendix C,

a
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pp. 273-2?4). Subjects answered the questionnaire anonymously, only
identifying the group they belonged to during the session. This was
done in order to encourage subjects to respond freely to the questions.

Questions 1-21 were semantic differential questions désigned to
gain information concerning each s;bject's opinion of his/her group
(1-8),.the group's report (9-11) and his/her participation in their ]
group (12-21). Questfon 22 was scaled and asked:subjécts to indicate
the amdunt'of conflict within their group. Questions 23-25 were of the
closed f;rmﬁhype and‘asked subjects the following: who made the
majority of decisions in the group, 1f they would have performed better
without the‘group; and how they'would have .preferred to play the game.
Question 26 was of the <$caled type and ésked shbjects to rate the level
of difficulty of the case presented. Questions 27 and 28 were open
enaed questions and asked subjects: 1f they felt they had the necessary
knowledge andf;ki]ls to pléy the game, and if fhey had learned anything
from the éxpérience. Additional comments were also invited.

Attitude questionnaire. The attitude questfonﬁajre was

adpinistered.at the end of the stu&y and took approximately 10 minutes
to complete. The purpose of this questionnﬁire was to soi1cit the
reactibns and opinions of each subject coﬁcerning the simulation-game
and 1ts use (see Appendix C, pp. 268-272). The questionnaire was
composed of two parts. The firstfgsked subje;ts tﬁeir opinions
concerning the simulation-game and its use. Questions 1-4 were scaled
ftems and asked subjects the following: whether they thought the
playfng time of the game was too long, too shortr or about right; how

clear were the rules of the game; if they felt that game play was a

valuable iearnﬁng experience, as well as the debriefing. Questioﬁs 5-14 —
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were semantic differengial questions which asked ;ubjects to 1ndicate
thei} view of the game experience. Questions 15-20 were opensended ‘
questions and askéd\the following: what they 1iked most and 1eas£ about
the simula;ion-game, how would tﬁey change the Qame, should players be
allowed to refer to reference materia]s,-if the posttest measured the
material presented in.the game, and would they have prefefred another
medium to acquire the knowledge and skills presented in the game.
Question 21 asked if given the apprOpfiate modifications could the game

be used to prepare students for work in other areas of OT. If subjects

responded yes, they were provided with a checklist and asked to indicate

t

which areas.

The second part of the attitude questionnaire asked §ubjects‘
opinions concerning the McGill OT program and the possible use of the
simutlation-game in the program. Questions 1-8 asked subject to indicate
whether the McGi1l OT program was strong, weak, or average with respgct
to certain characteristics. Questions 9-16 were exactly the same as
questions 1-8, except that subjects were asked té.rate the simulation-
game. Question 17 asked if they felf that the simu]atjon-game should be
incorporated into the McGill 0T p;ogram. If subjects responded yes to

this question they were asked to indicate when and how it should be

used. )

Biographical data was also solicited and 1nc}uded the’?ollgwing:
sex, mother tongue, undergraduate year, previous educatiom, language qf
education, aﬁﬁ type and 1ength of clihical placementQ.

Information sheets. The information sheets provided a recording .of

the behaviour that occurred during actual game play (see Appendix C, p.

283). U§1ng the informatfon sheet;. players were expected to record

~
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, ————egch—move-taken—{card played; and location phoned/yisitéd, or assessment
‘carried out), providing a reason for the move; recordjng any '
disaéreements'voiced concerning the move, and transcribing the
information obtained after the mbve had been carried out.
ppppp - Reports. At the end of éach’gam1ng seséion, each group was
\expecfed to producé\one Occupational Therapy report concerning tae
particular ca§e3history under study (see Appendix C, pp. 284-295). The
" method of report yriting was based on the SOAP modél (see'Appendix C
p. 296) with a few‘modificaifons. For purposes of clarification, |
subjects wére told to substitute the term Analysis for Asséssment (the A )
in SOAP); since the term ﬂhsessment is somewhat misleading in that
Canadian'0ccupationa1 Therapisfs {as opposed to Ame(icans) use it to
refer to the tests they carry out db'patients. In Addition; subjects _
were asked to record separake]y the patient's caselhistony and social
. ~history. This was done in order to draw subjeéts attention to the
.« importance of acquiring this information. The final édditjon was the
fnclusion of a 1ist of a]] ;he'dssessments that ihe player could perform
v along with a request to check of f those that were performed. This was

ihcorporated for the benefit of the researcher when scoriné the

reports.

.Gahing materials. The gaming materials for third years included
three complete.copies of the simulation-game, and 9 sets of ru1g§. For

r

second years, the'gaﬁing materials 1nc]udéd‘8 complete copies of ihé
simulatfbn-Qame and twenty-five sets of rules. Each simulation-game
consisted of: a game board, gltoken, a die, 36 action card§ (19
assessment, 8 consultation, 6 telephone, and 3 taxi), one PIB, 1 pencil,

and a game workbook. The game workbook consisted of 3 or 4 copfes of
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the referfa1, one semple information sﬁeet, six blank 1nformaf10n .
sheets, one blank OT report. and one solution (model) report. Appendix
C contains all the gaming materials used in this study ‘

Case histories. The level of difficulty of the case histories .

presented to each year differed, since these two groups differed in
level of knowledge, as well as in amount of clinical experience. Second
year students had had no clinical experience other than a short
~ observation period during first year; third yeer students had had a
total of three different clinical rotations iasting from two to foug
weeks. Thus, third.years were prese;ted with twg intermediate and then
an advanced case; weile second years progressed from two elementary to
an intermediate case. Leve] of difficulty was determined by the subjeet
matter experts, as described below. . .
The specific cases employed in ordér of presentation for third year
subjects were as follows: 1) a traumatic left below elbow amputee with
difficulty reconciling himself to the amputation; 2) a wheelchair bound
female suffering from multiple sc{erosis for a number of years; 3) a
‘ young comatose female suffering. from severe head injuries; For second
year subjects the cases were: 1) a middle-aged female who had recentIy
underwent a second left hip replacement; 2) a 30 year old female who was
suffering from a first episode of rheumatoid arthritis 1nvolving upper
limbs; and 5) the same traumatic left below elbow amputee in 1) above.
Using the same case for second and third year subjecis was of special
interest, though the fact that 1t was given during d;fferent sessfons

was considered an important difference.

A1l the case histories were developed by the author with the aid of ’

a number of reference materialsﬂ as well as an OT with four years of

Wiad
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é]iniéq} exper1encelih orthopaeqics and arthritis. The referenc;
materfals used included: ' Occupational The}agy for Phys%ca) Qyéfunction
by Trombly and Scott (1977), Willard and Spackman's Occupatfonal Therapy
edited by Hopkins apd Smith (1978)3 A Mode) of Human Oécupatioéz “Theory
and Application edited by Gary K{elhofner (1985), and Le;els of
Cognitfve Functioning, a paper presented at the Head Trauma
Rehabi1{tation Seminar in Albany, New York (1938,

! Environment. The third year study was conducted in one room, with
threer;ables and chairs for all 51ayers. Due to the large number of

. second years participating in the study, the games were conducted in
adjacent rooms. nTherefore, players were divided betwegn the rooms. A
total of eight tables were required along with enough chairs to seat
each player.: -

'Pf?cedure ,
S

econd and third year study. The third year study was conducted

by the author. Howgber. the author'did not carry out the second year
study as a resu]t'of 5 ruling made by the McGill Ethics committee. This
committee felt that since the author was teaching the secoﬁd years a
course at the time of the study someone else should conduct the study.
Therefo;e.'the author trained the three pilot subjects and an OT
teaching at ﬁcGill to run the study. The pilot subjects were responsible
for the sclicitation of volunteers, and the preparation and ruhning of
the gaming sessions. The OT conducted the debriefing for each session.
The first study conducted was with the third yearé. The second |
study commenced approximately four weeks after the completion of'thé
first. An attempt was made to equafe the procedures for both studies.

Pretest. The pretest was administered to both groups prior to the
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first gaming sessfon. Third years wrote the pretest two days prioc to
the first gaming session and second years wrote it three weeks pridr to

N//the session. The protocol for administering the pretest was the same ’
for both years (see Appendix E, pp. 335-336). o

Group .asSignment. ‘Subjects were randomly assigned to groups (of .-

approximately three) for the first session. Thereafter, an effort was

made to ensure that no two subjects were ever in the same group giom one

session to the next, this being the only constraining factor. This .
condition was met for second years, but was impossib]e to meet for third’

T years due to the, sma11 number of subjects (see Appendix E, p. 337, for

__group membership). Thus, during the third session one third year group
had some. members who had played together in previous sessions

'. There were a number of reasons why group membership was changed

<

from ope session to, the next. These are 1isted below: !

1) It was easier to deal with the problem of attrition. Sdnce one did
not need to keep groups intact.
2) It was less 11ke1§'t6 have subjectsﬁdrpp out’as a result of not
1iking their group, since'it would change in the next session.
3) Changing groups forced individuals to contribute rather than assume
<. passive‘role within a group.
4) ngchanging groups one was able to 1dent1fy and follow strong
persona11t1es likely to 1nfluence group performance‘
e.g., troub]emaker ‘
5) It was felt that changing groups provided 'a better evaluatjon of the
' game. If group membership had remained the same then one wou1d
have been evaluating the group dynamics more than the game itself.

The purpose of the study was to evaluate the simulation-game and not

-
-

. . - .
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i thélpragrgs and ‘function of each groug. and “this techniq&e fulfilled
. -this funttion. the that subjects were as§ed directly about this .
3 brocedure)’ih,order to asséss iis potentially diﬁrup;ive nature.
| - The “total number of third yearsiyho participated jn‘sessibns 1
~J“A.through 3- was 9, 8, and 7, respectively. G?dup_composjtion for sessiong
" "1to3 gah: "3 groups of 3; 2 groupE of 3 an{ l’group of 2; and 1 group. '
" of 3 aX'group of 4, rgfggctivef}; .The total nu@?eruof second year
ﬂpsubjects from sessions 1 theough 3 was 25, 22, and 24, respectively.
‘ Group,comb051tion for sessiy%s_l to 3'w9s: 7 gbeps of 3 and 1 group of -
, 'fs4; 6 ;foups of 3 and } gron of 4, and 8 groups'of 3,.re§pectiée1y. .

', Schedule. The phrée gaming sessionshfor third years were conducted

hv/_;{gctiy ope week apart from each other._ For second years, there was one .
Ve N : . -

e

Vi

week\?e‘ een sessions 1 and 2. However, due‘to the scheduling of

A L4
.

, mi&tﬁf&!examﬁ, the third session was cgnductg&flz days’ after the seconB

_session. T . . o

Ggming}sessions.q\iThe procedure for carrying'oqt the gaming
séssiqns,for secdnd and third years was- identical (see Appendix‘E,

pﬁ. 338-351, for protocols for each.se§sion°5nd year). During the first

1

gaming session each group w_aé seated at a tab‘l‘eﬁchich“contained a

-}

1]

_. complete simbIStion game pacgage. Each subJe;t‘receive& a set of (q1es.
'The game dirgCtor re9d the ru]egialqug; dﬁile»subjects read along o
si]eﬁ%ly. Further clarification of the ru]es.w@s ﬁfbyided on demand.
;Théré wére two reasons for having the game director read the rules

. iﬁoud;' The first was that some of the rules were fairly complex and

‘ Ta nighi'rehqire,furthen.c]arificatfoﬁ; this was of p;rtiqu1a? concern as

¢ ‘ oo
©38% of third years andh56% of ;econq yéars 1isted French as thefr mother
tongue. The second reason was -that this would speed up the process of

1 . . . , ‘
h -
L ' ¢ \

. . . . \ - -
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‘on]y were provided wﬁth refreshments during the debr1ef1ng phase .for the

oL,
o
.,v‘-}i
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* the game “which was an 1mportant consideration as time was at a premium.
Once the rules had been read each group, working as a team, began.’ )
Subjects were given seventy-five minutes in which to play the gamg. )
They were then instructed to write'their 0T report fone per group).
'Third years. were given thirty minutes to write their report, while '
ﬁ second years were given thirty-fivd minutes The reason for this change
was that after the third year study it was determined that thirty
minutes was not adequate time in which to write the report. Therefore,
'the time was increased bi five ninutes for second years. Once a group's :
R

report was written they were given 5 to 10 minutes to compare tneir

4
* ’ -

report § the model report.

After the groups had compared“their report to the modelvreport the
debriefer conduEted the debriefing session. During this phase the
debrtefer conducted a discussion with the various groups concerning the
gaming exper?encei‘ A standard set of questions were asked by tne
debriefer in each session {see protocol for debriefing in Appendix E,-
pp. 352 353) ‘In addition, questions put forth by the subjects were-
answered. A maximum of thirty m1nutes was allotted for the debr1efing
session.

After the debrfefing session, each subject fiiled out aadroup
dynamicsaquestionnaire. This took approximate]y five to ten mtnutes to

comp]ete.

‘ ) .- \
This procedure minusinstructions was replicated three times for

~ each year using three different case histories. Second year subjects

'first two gaming sessions. o0

o At the end of the final session subJects were given the posttest!

~—— ¥ N
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and had thirty minutes'to complete it. They were then asked to answer
the attitude questioqﬁaire. After subjects had answered the attitude T
questionnaire ;hey were provided with lunch. The third year subjects
shared the lTunch with the author: However, in order to abiQe by the
ruling of the McGill ethics committee (aut»or was not te have any
contact wﬁth second'years) the author did pot atténd the lunch previded
.- by second yeﬁ?s; Secend years were a]so,ﬁgesented.with a certificate “
. acknowledging their participation in the study. The "need" for these
_rewards is commented ‘on below (see Chapter Five, p. 175). 1

A Y

Development Costs

A total of approximately three person months was spent on the .. § j .
development of the game design. A draftsman spent. approximately two ' |

- weeks designing and producing the final ganie board and action cards
The totat cost of game materials (including several rejected drafts) was
A approximately ;1929. - | ‘
' Thus, total development costs including labor and materiels was

. o . L 3
about $8000.. Reproduction of each additional copy would be $25 to $30.




L

o ' CHAPTER FIVE
—_— o, ' ,
| ) Results and Discussion '
/ The format of Chapter Five will include a report as well as

discussion of the results of each dependent measure.' The discussions
will focus on what happened with respect to the results of.the &ependent
measure.dnd.nof on their implications céncerning game revision. The
reorganization of the game will be déalt with in the General Discussion
(Chapter Six). . |

L3

The dependent measures for this study consisted of a pretest,

posttesi, information sheet, Occupational Therapy report, group dynamics:

questionnaire, and an attitude questionnaire.. Administration of the
pretest took place at least two days prior to the first gaming session.
The next two dependént measures were completed by each group..during
each gaming ﬁession: The first was the 1nformation‘sheet which was
filled out during actual play. The second was the Occupational Therapy
repo;t wihich was generated once game play had terminated. Only one set
_of information sheets and one report was produced by each group., After
. -each debriefing session, all subjects individually .filled out a group
dynamick.questionnaire./ Af the end of the third and final gaming
session each subject answered the postteét. Upon comﬁIegion of the
- W posttest, the. attitude questionnaire was administere&. Thus, two of the
aepehdent ﬁeasutgs (1.e.} the information sheet and report) were
produced by a group (consisting of approximately three subjects); all
other measures were answered by individual subjects.

]
\ Pretest and Posttest

- P

Description ‘ _
The pretest and posttest was composed of gi&ﬁf’qnestions. The
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first four‘although fdentical in form differed in content frbm pretest
_ﬂ,,;, to posttest (see Appendix C). This was done in order to eliminate the
" - risk of learning from the prekest itself. The forms were thus
~ cansidered parallel;‘and'scored'by 1Qent16a1 criteria (see details
’ : . below). " S ' .

T~

Scoring ) ' ) __ -

—_—

The’pretest and posttest were marked out of a score of 56.- Table 6
oyt11nes how each i1tem was scored. Each 1tem's,raw score (points) 15\
conver;ed into a mark eﬁther'direct1y (items 4, 5, 6, 7, 8) or using a

| conversion equation (1tem§.1, 2, 3)}. Each mark represents fhe reldtive
weight of the item to the total score (see Appendix F for answers).
The pre- and posttest were corrected bg the author; however a
usecond rater was asked to correct questiong 4, 6, 7, and 8 (the
\ potentially subjective 1tem§). Interr;ter reliability was found to be
. r = 0.88. |
‘. | Resuts v o ‘
° _Eoth third and‘second yéar 0T students did statisticaliy

-

significantly better on the posttest as,compareg'to the pretest, t(7) =
13.84, p< .01 for OT U3; and t (24) = 13.18, F'< .01 for OT U% Table

(A 7 outlines the means and standard deviations ffor both tests and years.

In order to determine more precisely what skills had 1mproveé, the

AN
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Table 6
Marking Scheme, for Pretest-Posttest'
' X
* Question . ' Mark
'1{ A case histofy is presented in which subjects must decide 10

—

which in}ormation, when planning an 0T treatment program, is a
major factor, potentially significant. or unimﬁqrtani. Subjects
identify the particular type of\informatioa by cir;l}ng. under-
Hn'ing,‘ler leaving it blank. A total of 4_1 pieées of
informatidn is contained in each case history. The number of
pieces of information correctly identified arekadded up, and
fprm the raw score. The raw score (denoted by X) 1s then

\ - .
converted into a mark using the following equation: X x 10/41.

The mark is then rounded to the first decimal point. For

example, if a subjecg has a raw score of 31, the mark for this .

item is 31 x 10/41‘= 7.6. A perfect score is 10.

. 2: Referring to-the case hiétony in question 1, subjects must 20

cite the necessary assessments to Perform on the patieﬁt for
purposes of p\anniﬁg an 01 treatment program. Subjects are
asked to 11st each specific assessment along with a rationale
for each choice. One point is given for each correct
assessment, and oné point is given fpr each good reason. For
each incorrect assessment accompanied by an incorrect reason, Z
points are subtracted, one for the assessment and one for the

* reason. Total numbwer of points e”quagls the raw score. The
highes¥ possible score for the preteét item 1s 24, for the
posttest 1s 32. The raw §core (denoted by X)‘is then converted

»
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Table 6 {cont.)

Question : Mark

into the mark for the 1fem using the following equation:
X x 20/24 for the pretest; and X x 20/32 for the posttest. The
mark is then rounded to the first decimal” point. A perfect

score is 20.

<

3:. Referring to the case history in question 1, subjects must 03
cite the potentially important assessments that should be
‘carried out on this patient for purposes of pléﬂﬁipg an OT
treatment program. Subjects are asked to 1ist the potentially
important asse§sments along with a rationale for each choice. \
;/ The same scoriné procedure as outlined in question 2 is used to
} " calculate thg raw score. Highest pgssfble raw score for both
i the pre- and posttest is 4. The raw score (denoted by X) is
oy then converted into thé mark for the {tem using the following
' equation: X x 3/4." The mark is then rounded to the first

decimal point. A perfect score is 3.

*

4: Subjects must cite the first three steps an OT should carry 06
out given a particular patient referral; providing a rationale
for each step. One point 1s given for each correct step and 1

, point for each sound rationale. Raw score is calculated by

adding db all the points. Highest possiple mark is 6.

5: Subjects must cite two advéntagés and two disadvantages of . 02
using a phone. Half a point (0.5) is given for each correct
\ advantage and disadvantage. Points are added up to form the

mark. Hgghest possible score i§ 2. s

6: SubJects nust descr{be the overa]l function of medical charts 05
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Table 6 (cont.)

Question : . ] Mark

(worth one point), 1ist four différent types of information
available within the chart-(half a pojnt for each typé). and
outline at least two o% the problems and 11m1tationsrbf
medical charts (one point for each problem). Points are added

together, the highest possible score being 5.

7: Subjects must cite three different factors which will result 06 '’
in an 0T receiving unreliable 1nfo;md@10n, providing examples
of each. One point is giveh for each cofrect factor apd each
correct example. Points are added up; the highest possible

-

score 1s 6.

8: ‘Referring back to question 7, subjects must outline four h 04 )
N <
different strategies which an 0T can use to evaluate the
"~ reliability of information received from others. One point is

given for each strategy; the highest possible score is 4.

L}

AW l \
\




Table 7

Mean Pretest-Posttest Scores for Second and Third Year OT Students

Year n | Pretest Postest
U3 ’ 08
| M 20.7 ©30.9
) ) 2.0 3.9
u2 25
M n 15.4 23.5 .
) 3.9 3.5
. B
- )



Table §

Mean Scores for Each Question on the Pre and Posttest
7

18

Pretest . Postest
Question . Year Qut of - M SD M SD
1 u3 10 6.9 0.8 7.7 0.7
° u2 5.8 0.9 6.9 0.6
2 U3 20 3.1 0.8 9.3 2.4
u2 2.8 1.5 6.5 1.7
3 U3 03 1.0 1.0 2.0 1.2
u2 0.4 0.6 0.9 1.4
4 . U3 06 2.9 1.6 4.8 1.4
- u2 1.4 1.4 3.4 1.3
.5 u3 02 1.0 0.7 1.6 0.4
u2 0.9 ° 03 1.1 0.4
6 us* .05 2.6 1.1 2.8 1.1
vz 1.9 1.2 2.0 1.1
7 U3 06 1.0 . 0.5 1.4 0.5
U2 1.1 0.5 1.3 0.5
8 u3 o 1.3 0.5 1.4 0.5
U2 1 0.9 1.5 /0.7
. ‘
K - B,
@ 3
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s
* T Scores for lIndividuaI Questions f;'om the Pre and Posttest
t-Score
Questions ‘
Year DF 1 2 3 4 5 6 7 8
u3 7 *1.90 *%5,66 *2.51 **4/1/6\ *2.76 0.23 1.43 1.00
U2 24 **5,60 **9,19 *1.74 *¥5.73. *2.68‘ 0.08  0.54 **2.70

t crit = 1.895 for df '= 7; t crit = 1.711 for df = 24,

* p 4.05.
** p <.01.

F

¢
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Discussion

Al though subjects from both years scored statistically

significantly higher from pretest to posttest, \the scores remained Tow

' (37% to 55% for U3, and 28% to 42% for U2). In fnct scores were low

for all questions except numbers 1, 4, and 5 (séb¢%ab1e 8): ‘A careful
study of the test revealed th%t‘questions seven and eight lacked
clarity, such that all subjec&s scored consistently low on both the pre-
and posttest; there being a s%gnificant d1fference only for second year
subjects on question eight. ko significant difference was found for
question six;'upon closer examingtion this question was found to be too
specific. The game oniy addressed this question indirectly, as emphasis
was placed on students considering a variety of sources of fnformation
rather than just one.

Significant differences were found for questions 1 through 5 for
both years. However, one of the main difficulties in composing the pre-
and posttest was developing questions which close]y.s1mu1ated the gaming
prdcess yet did not—depend on prior knowledge of a'particular medical
condition. It was felt that only questions one and four most closely

simulated the process which occurred in the game without depending to a

great extent on requisite knowledge of a particular medical condition;

for both these questions students had satisfactory scores Hith respect

to questions two and three an argument could be made that 1mproved
performance was due to a better understanding of the partfcular medical
condition. Question'f1ve showed improved performance; Jiowever 1t was
only worth 2 points and did not have a strong bearing op the overall

score.

Therrole of the pre- and posttest dependent measures must be placed

<" . .
.
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in perspective. The strength of this simulation was felt to be its
ability to offer lqarners'case histories in a dynamic, useful context.
The information given, moves made, ensuing, discussion) report genera}ed.
Snd debriefing constitute a simplified, localized replication of Qhat
they would encounter in the "real world". The pretest/posttest format
does not lend itself well to the assessment of these experiences.
Certain components of tnformation acquisition and critical analysis were
measured. However, the more accurate measure of the game's objectives
was captured in the 1nf6rmation sheets and reporis - the former
showing how the problem i{s solved, the latter‘requiring‘the completion
of a fo;m that actual practice demands. This problem was anticibated,
and when students were asked the question "Do you think the posttest
measured the material presented in this game?", bnly 50% of third year
and 52% of second years said yes. The remaining subjects from both
years either said no, or did not answer this question (50% of third
years and 40% of second years) which would seem to indicate that they

were either unsure or felt that the posttest measured onfy some of the

| material presented in the game.

wy

Student comments (see Appendix K for individual comments)

~ concerning this question provided some insight into the reason why so’

many students failed to answer yes_or no to this question. Twenty-five
percent of third year apq twelve percent of seéond yeqz\ifgdents statgd
that that the posttest oﬁiy tested some of the material presentéd in the
game. One second year subject stated that s/he was unsure. Some
subjects felt that certain questions asked in the posttest were not-
directly answered 1d the game. an‘gpird year subject stated that

question five was 1n3ppropr1ate and 16% of second year students felt
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. learning occurred as a'result of interaction with the simulation game.

Scoring Procedure
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¢
h

‘that questions seven and eight were not addressed in thelgahe. One

i:;:nd year student felt that the posttest failed to test treatment
pl /

S. .
Given the results of the pre- and posttests, coup]ed with the
attitudes of the subjects towards the test; it is felt that the

pretest-posttest is ‘not an adequaté instrument for testing whether any
With respect to future use of the pretest or posttest in actual game
use, a revised-editiqn could be attempted; however, given the difficulty
in designing questions which are not specific to a barticu1ar case, it

1s not recommended that this or a revised edition of the pretest'énd ‘%

<.
4

szttest be used.” As stated above, the reports and information sheeGs
produced during each gaming session are felt to be a much mo¥e sensitive

and complete tool for teﬁting any learning which may have occurred.

! Reports

-~

Description
At the end of each gaming session, eadhlgroup prﬁduced one

0ccupaf10na1 Therapy report concerning the particular c&se history under

study, using the SOAP method. These various reports/were co]lecggg and T

ik
compared to the appropriate "model"” report.

i

(.

The overall score for the reports was Bs?points. Each section of

/ .

the report, namely the Case History, Social History, Subjective,

) Objecfive, Analysis, and PTan was given a particular mark. Table 10

outlines the score for each section as well as a rationale for a section

having a particular score. - | e ) g

In general, scores for each section were calcuﬁatgd as follows:



Table 10 | N - ; -

Rationale for Marking Scheme for Occupational Therapy Reports )

Rationale ° \ Mark

Case History: 05

Players must report the medical history of the patient. In general,
all the information needed for 3his section is available from fhe'
..referral ahd the patient's medical chart. Thys, p]ajérs have 1ittle

difficulty acquiring the necessary information. .

[

Social History: _ ' ~ 10

Players must provide a brief-report of the patient's social history;

i. el, maritat status occupation living arnangements. etc... This

I

. 1nformation is generally acquired from two $r three sources, one '
[ . t

" being the socia] worker.

Subjective: ‘ o 10
Players must report what the patient has said Information is
usua]]y acquired in two orthree moves, one\being the patient

interview. = . . d

ol

. Objective: - 20
Player; must report the assessments performed and any important _
observations which‘may.have ; béa?ing on patient treatmént. .
Althoqgh p]ayefs mu§£ decide which assessmenis_are necessary, it 1s

'very simple io'report'them as all the group musf do 1s_cop¥ the
résults. Some éiscrihination and decision making 1s requirea to

report the observations. , -
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o~

The gréup must analyze the 1pformat10n\obtajned dhd/aévelop an’
: Occupatioﬁal Therapy treatment plap outlining the goa1§ of
}reatment. This 1s consideﬁbd to:be the most important aspect of

\ S
the report. ~Generally, there were at least ten treatment goals ‘for

~ N ad <
S o ' SR ~ )
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Table 10 (cont.) - . |
‘Rationale B C ‘ - ‘ Mark
a Analysis: - . . — 10
;’7 The group must an;Iyzelthe 1nforma£1on‘obta1qu and prdvide a ) .
concise (2 or 3 sqntencesi,gproféssiona1 op1nion-concerhing the - ”
‘ patjeni, h{s/her\treatment‘program. and his/her*potential as a i
reHabiIif:;ioh cand{date. |
pian: . | 30

the cases used in this study. . - {

-]
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1) for each.pigcg of correct information reported a gr&hp reéeiJ;d one
point. Please qpte that the number of correct pieces o} 1ﬁ}ormation

—-(CP) varied from section to section and case to case. These pieces of.

correct information have been identified for each "mode1“'réport'(see e

N .
* Appendix G, p. 390). e . ' 5 Lo
y §2) for e;Eh piece of 1n%ormatioﬁ which was irrelevant, inappropriate, or '
misplaced oié'point was subtracted from the group's score (lowest
possible score is iero). . | \ ,
- 3) the raw score (RS) was then converted into a mark (X) using the

\__ following equation: X = RS x SM/CP, where X equals the final mark a
s ‘ - : ‘ 