


69IJOCS - Volume 4 - Issue 2

Contents

Dr Humayun Ayub
Editor-in-Chief
editor@ijocs.org

Dr Alison Anderson
Executive Editor 
a.anderson@ijocs.org

Mrs Sally Richardson
Senior Associate Editor
s.richardson@ijocs.org

Mr Keser Ayub
Managing Director
k.ayub@ijocs.org

Dr Waseem Ahmed
Clinical Skills Lab Editor
w.ahmed@ijocs.org

Dr Raina Nazar
Clinical Skills Editor 
r.nazar@ijocs.org

Dr Wing Yan Mok
Business Development Manager & Associate Editor
wing.mok@ijocs.org

Dr Hind Al Dhaheri
Associate Editor
h.aldhaheri@ijocs.org

Contents   May 2010

Executive Board

Acknowledgements
We would like to take this opportunity to show appreciation to 
all those involved with the production of the International Journal 
of Clinical Skills (IJOCS). Many thanks to all members of the 
Editorial and Executive Boards.

The International Journal of Clinical Skills looks forward to 
contributing positively towards the training of all members of the 
healthcare profession.

International Journal of Clinical Skills
P O Box 56395
London
SE1 2UZ
United Kingdom

E-mail: info@ijocs.org
Web: www.ijocs.org
Tel: +44 (0) 845 0920 114
Fax: +44 (0) 845 0920 115

Published by SkillsClinic Ltd.

The Executive Board Members  69
Acknowledgements 69
The Editorial Board 70
Foreword 
- Dr Elaine Gill     71

Editorial

Studying living anatomy: the use of portable ultrasound 
in the undergraduate medical curriculum    
- Debra Patten      72

Original Research

Skills days are superior to experiential learning for the 
development of core procedural skills for foundation trainees
- Simon Lambden     78
Learning diagnostic and clinical reasoning strategies 
through an interactive board-game
- Keith Taylor      86
Use of a secondary task paradigm to measure medical 
student’s mental workload during a simulated consultation
- Michael Oliver     92
Inter-professional simulation: the experience of occupational 
therapy and child branch nursing students participating in a 
simulation and problem based learning activity
- Jane Davies      96
Communicating with confused elderly patients: 
development and evaluation of an innovative 
teaching session for medical students
- Muna Al-Jawad               101
Perforator based soft tissue flaps for lower limb soft tissue 
defect cover – evaluation of a novel training model          
- Duncan Avis     106
Blood pressure measurement and clinical preparation: 
BSc nursing students’ perspectives
- Liz Kingston    110
The African Working Time Directive: 
a comparison of logbooks
- Saqib Noor      116
Development of inter-professional simulation in the acute 
paediatric clinical setting
- Karen Tomlinson    120
Consultants’ feedback on medical graduates’ performance: 
Universiti Kebangsaan Malaysia experience
- Abdus Salam      126

Correspondence 130

Clinical Skills Notice Board 131



70 IJOCS - Volume 4 - Issue 2

International Journal of Clinical Skills

Editorial Board for the International Journal of  Clinical Skills

Dr Ali H M Abdallah MB BS
Family Medicine
Dubai Health Authority (DHA)
United Arab Emirates (UAE)

Mr Henry O Andrews FRCS(Eng) FRCS(Ire) 
FRCS(Urol) FEBU MBA
Consultant Urological & Laparoscopic Surgeon
Department of Urology
Milton Keynes General Hospital, UK

Dr Peter J M Barton MBChB FRCGP MBA 
DCH FHEA
Director of Clinical and Communication Skills
Chair of Assessment Working Group
Medical School 
University of Glasgow, UK

Dr Jonathan Bath MB BS BSc (Hons)
Department of Surgery
Ronald Reagan UCLA Medical Center
Los Angeles
United States of America (USA)

Dr Khaled Al Beraiki MB BS
Forensic Medicine
Klinikum Der Universität zu Köln
Institut für Rechtsmedizin
University of Köln
Germany

Professor Chris Butler BA MBChB DCH 
FRCGP MD
Professor of Primary Care Medicine
Head of Department of Primary Care and Public 
Health
Cardiff University, UK

Dr Aidan Byrne MSc MD MRCP FRCA 
ILTM FAcadM
Graduate Entry Medicine Programme Director & 
Senior Lecturer in Medical Education
School of Medicine
Swansea University, UK

Dr Dason E Evans MBBS MHPE FHEA
Senior Lecturer in Medical Education
Head of Clinical Skills
Joint Chief Examiner for OSCEs
St George’s, University of London, UK

Mrs Carol Fordham-Clarke BSc (Hons) 
RGN Dip Nurse Ed
Lecturer and OSCE Co-ordinator
Florence Nightingale School of Nursing & 
Midwifery
King’s College London, UK

Dr Elaine Gill PhD BA (Hons) RHV RGN 
Cert Couns
Head of Clinical Communication
The Chantler Clinical Skills Centre
Guy’s, King’s and St Thomas’ Medical School
King’s College London, UK

Dr Glenn H Griffin MSc MEd MD FCFPC 
FAAFP
Family Physician Active Staff
Trenton Memorial Hospital
Trenton, Ontario
Canada

Dr Adrian M Hastings MBChB MRCGP 
FHEA
Senior Clinical Educator
Department of Medical Education
Leicester Medical School
University of Leicester, UK

Dr Faith Hill BA PGCE MA(Ed) PhD
Director of Medical Education Division
School of Medicine
University of Southampton, UK

Dr Jean S Ker BSc (Med Sci) MB ChB 
DRCOG MRCGP MD Dundee FRCGP 
FRCPE (Hon)
Director of Clinical Skills Centre
University of Dundee Clinical Skills Centre
Ninewells Hospital & Medical School
University of Dundee, UK

Dr Lisetta Lovett BSc DHMSA MBBS 
FRCPsych
Senior Lecturer and Consultant Psychiatrist
Clinical Education Centre
Keele Undergraduate Medical School
Keele University, UK

Miss Martina Mehring, Physician
Assistenzärztin Anästhesie
Marienkrankenhaus
Frankfurt
Germany

Professor Maggie Nicol BSc (Hons) MSc 
PGDipEd RGN
Professor of Clinical Skills & CETL Director
School of Community & Health Sciences
City University London, UK

Dr Vinod Patel BSc (Hons) MD FRCP 
MRCGP DRCOG
Associate Professor (Reader) in Clinical Skills
Institute of Clinical Education
Warwick Medical School
University of Warwick, UK

Miss Anne Pegram MPhil PGCE(A) BSc RN       
Lecturer
Department of Acute Adult Nursing
Florence Nightingale School of Nursing
King’s College London, UK

Dr Abdul Rashid Abdul Kader MD (UKM)
Emergency Medicine
Universiti Kebangsaan Malaysia (UKM) Medical 
Center
Kuala Lumpur
Malaysia

Professor Trudie E Roberts BSc (Hons) MB 
ChB PhD FRCP
Director – Leeds Institute of Medical Education 
University of Leeds, UK

Dr Robyn Saw FRACS MS
Surgeon
Sydney Melanoma Unit
Royal Prince Alfred Hospital
Australia

Dr Mohamed Omar Sheriff MBBS Dip 
Derm MD (Derm)
Specialist in Dermatology
Al Ain Hospital
Health Authority - Abu Dhabi
United Arab Emirates (UAE)

Professor John Spencer MB ChB FRCGP
School of Medical Sciences Education 
Development
Newcastle University, UK

Professor Patsy A Stark PhD BA (Hons) RN 
RM FHEA
Professor of Clinical Medical Education and 
Director of Clinical Skills
University of Leeds and Leeds Teaching Hospitals 
Trust, UK

Professor Val Wass BSc MRCP FRCGP 
MHPE PhD
Professor of Community Based Medical Education
The University of Manchester, UK

Disclaimer & Information
Visit the International Journal of Clinical Skills (IJOCS) at www.ijocs.org
Whilst every effort has been made to ensure the accuracy of information within the IJOCS, no 
responsibility for damage, loss or injury whatsoever to any person acting or refraining from action as a 
result of information contained within the IJOCS (all formats), or associated publications (including letters, 
e-mails, supplements), can be accepted by those involved in its publication, including but not limited to 
contributors, authors, editors, managers, designers, publishers and illustrators.

Always follow the guidelines issued by the appropriate authorities in the country in which you are 
practicing and the manufacturers of specific products. Medical knowledge is constantly changing and whilst 
the authors have ensured that all advice, recipes, formulas, instructions, applications, dosages and practices 
are based on current indications, there maybe specific differences between communities. The IJOCS advises 
readers to confirm the information, especially with regard to drug usage, with current standards of practice.

International Journal of Clinical Skills (IJOCS) and associated artwork are registered trademarks of the 
Journal. IJOCS is registered with the British Library, print ISSN 1753-0431 & online ISSN 1753-044X. No 
part of IJOCS, or its additional publications, may be reproduced or transmitted, in any form or by any 
means, without permission. The International Journal of Clinical Skills thanks you for your co-operation.

The International Journal of Clinical Skills (IJOCS) is a trading name of SkillsClinic Limited a Company 
registered in England & Wales. Company Registration No. 6310040. VAT number 912180948. IJOCS abides 
by the Data Protection Act 1998 Registration Number Z1027439. This Journal is printed on paper as 
defined by ISO 9706 standard, acid free paper.

© International Journal of Clinical Skills



71IJOCS - Volume 4 - Issue 2

Head of  Clinical Communication 
King’s College London

Since its inception, the International Journal of Clinical Skills (IJOCS) has provided a 
unique platform for the teaching and learning of clinical skills in a variety of healthcare 
disciplines. It has become a well established peer reviewed Journal publishing a diverse 
range of clinical skills articles.

The Editorial Board consists of people active in the field of clinical skills teaching 
and this is reflected in the journals philosophy to encourage sharing of ideas and 
practice. Pertinent contributions aim to meet the current needs of researchers and 
practitioners.

Clinical skills teaching is going through a definite ‘growth spurt’ at present with 
increasingly responsive models, manikins and e-learning programmes - not dismissing 
financial investment that comes along with this. High quality clinical simulation is 
becoming more sophisticated as a teaching and learning methodology. The need to 
equip health professionals with the skills and competencies to improve patient-safety 
is one of the drivers behind this growth. However, alongside the purchase of the ‘Sim’-
men/women/babies and linked e-learning, let’s not forget the importance of personal 

interactions through faculty support, i.e. experienced clinical teachers. In addition, simulated patients and the delivery of 
interprofessional sessions, bring clinical simulation closer to the realms of reality and validity, for both undergraduate and 
postgraduate health professionals.

The use of simulated patients, relatives and carers is well established in clinical communication education. More recently, 
additional interesting and innovative approaches to clinical communication teaching are in various stages of substantive 
core curricula and special study activity across medical schools in the UK.

The IJOCS is now established in the world of clinical skills publications by providing a niche specific arena that welcomes 
quality research, thereby promoting excellence in healthcare internationally. The wide range of papers covering research, 
discourse and reflection in clinical education and practice, plus the inclusivity of interprofessional approaches in one 
publication, raises the validity of this journal. There remains room for research based evidence to support teaching and 
practice of patient-centred clinical learning. The IJOCS welcomes additions to the literature that encourage critical 
debate. 

Without doubt, the International Journal of Clinical Skills has continued to exceed its original ambitions and I wish it 
growing success.

Dr Elaine Gill 
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Lead for Interprofessional Education and Training, King’s Health Partners Education Academy (AHSC)
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Introduction
In recent years, educationalists have utilised and evaluated a 
number of games to support teaching and learning in medicine 
[1]. The strength of many such projects is their dependence on 
active learning, strategic thinking and interactivity [2]. Typically 
games have been used to engage students in both tacit and 
explicit learning about subjects that may be difficult to teach 
satisfactorily using conventional means.

This paper reports on the use of a novel board game that 
utilises group learning and constructivist principles to bring 
about learning of clinical reasoning and diagnostic strategies in 
a challenging yet enjoyable format. The game was piloted with a 
group of third year undergraduate medical students. We report 
an evaluation and discuss the potential of the game for a variety 
of courses, disciplines and institutions. 

Background – the role of games in medical education

Broadly the learning that results from the use of educational 
games can be thought of in terms of both the ‘content’ and the 
‘process’ of the game. Most games that have been reported in 
the literature to date are restricted to learning about content 
[1]. These tend to be subject specific projects which use a game 
as a ‘delivery vehicle’ for subject specific knowledge, often in 
the basic sciences [3, 4]. Examples are as diverse and as specific 
as anti-microbial therapy [5], lymphocyte function [6], and 
chemotherapy [7] (Table 1).

Learning diagnostic and clinical reasoning 
strategies through an interactive board-game

Abstract

Background: A number of studies have reported the 
educational benefits of using games to reinforce aspects 
of teaching and learning. In this study we evaluate a novel, 
collaborative tool that can be used to reinforce clinical 
reasoning strategies in undergraduate medical students. 

Methods: A pilot project was conducted with a cohort 
of 75 third year medical students at Dundee Medical 
School (UK). All participants were asked to evaluate 
the game after taking part in a small group session.

Results: The game was rated very highly in terms of its 
design, playability, perceived learning benefit and enjoyment. 

Conclusion: There is scope for using this tool as a resource 
to encourage group learning, discussion and reflection across a 
broad range of curriculum content. A similar structure could be 
adopted by other health professionals at all stages of learning.

International Journal of Clinical Skills
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Table 1: Examples of medical education board games

Author Subject area Type of game

P.  Valente et al 
[5] 

Bacteriology and 
antimicrobial 
therapy

Dice and luck game, 
two stage learning

N. A. Saunders 
and B. J. Wallis [8]

Emergency triage Card game, two stage 
learning

K. D. Skinner 
[9]

Sexual health Quiz-communication 
game, two stage 
learning

D. R. Tomlinson 
[10]

Pharmacology Role-play, three stage 
learning

Most games that have been reported have been subject specific 
and utilise only one or two stage learning processes [1]. In 
contrast, the game discussed here is novel in that it combines 
learning of a wide breadth of content (which is not subject 
specific) with learning of generic processes. In this case the 
processes are those of diagnostic reasoning, information gathering 
and decision making. It therefore has the potential to apply to 
every field of medicine and every stage of learning.

Clinical reasoning is a vital skill to acquire in healthcare though it is 
often thought of as an emergent property rather than something 
which is taught explicitly [11]. This notion has been challenged by a 
number of stakeholders in undergraduate education [12]. There is 
growing evidence that teaching and learning clinical reasoning skills 
early on may lead to improved diagnostic accuracy [13], reduced 
error rates [14], reduced emotional distress [15] and improved 
satisfaction for both patient and doctor [16].

It is recognised that it may be difficult for undergraduate medical 
students to appreciate the principles of effective clinical reasoning 
and decision making for a number of reasons. Firstly, students 
have not had a wealth of practical experience and though they 
may appreciate the concept of pattern recognition it is difficult for 
them to appreciate its merits and demerits [17]. Secondly, students 
in the UK and elsewhere are increasingly taught in ‘systems based’ 
curricula. Such curricula have many benefits, but it is recognised 
that one of the challenges they present is encouraging the synthesis 
and integration of reasoning across systems [9, 18]. For example, 
a patient with breathlessness may be suffering from a respiratory, 
cardiac, endocrine or neurological condition and considering only 
one system in isolation is a diagnostic pitfall. Thirdly, it is difficult 
for students to reflect on their own strategies for reasoning and 
diagnosis in a safe yet challenging educational environment [19]. 
Consequently the game discussed in this paper was designed with 
these challenges in mind.

Gaming offers a number of qualities that have a solid grounding 
in adult learning theory [1, 2]. In particular, there is evidence 
that deep learning is more likely to result from activities that 
involve interactivity, stimulation, activation of prior learning and a 
constructive approach of building on group learning [20, 21].

Bochennek et al describe a classification system for medical board 
games whereby both the format of the game and the complexity 
of experiential learning are taken into account [1]. This game 
would be classified as a level 3 or ‘thinking game’ and one that 

utilises a four stage experiential learning cycle as described by 
Kolb [22]. This is therefore a higher order game, yet playing the 
game is remarkably simple.

Methods
This game was evaluated by a cohort of third year undergraduate 
medical students at the University of Dundee Medical School, UK. 
Dundee Medical School has adopted an integrated, progressive 
spiral curriculum [23]. This cohort of students was nearing 
completion of three years of systems based teaching. At the time 
of the study, students were undertaking an integrated course 
called the ‘Transition Block’.

This course had been designed to explicitly cover issues 
of synthesis, reasoning and safety across body systems and 
disciplines and to bridge the transition towards specialty based 
teaching in years 4 and 5 of the curriculum. This course is 
currently being evaluated. This was an opportune point to use the 
game both as a teaching and revision aid. The game was designed 
to reflect course content from across the previous three 
academic years.

How to play the game

The overall aim of the game is to make a series of accurate 
diagnoses through the safe, accurate and efficient gathering of 
information. Firstly, each player takes a diagnosis card from a pile. 
These cards have been produced to sample across three years 
of curriculum content. The Dundee curriculum is structured 
around 110 core clinical problems that all Dundee graduates are 
expected to be familiar with by the end of the course. 

These diagnosis cards are colour coded such that students 
could play with the first, second or third year cards or with the 
whole pack. When each player selects a card it is displayed on 
a mount such that all players can see each others diagnosis but 
not their own. The aim is for each player to identify his diagnosis 
by questioning his colleagues and accruing information in a safe, 
accurate and efficient manner. An image of the game being played 
is shown in Figure 1.

Figure 1: Example of the game being played

Original Research   May 2010
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Note how each diagnosis is apparent to the rest of the group, 
but each player can not see their own diagnosis.

Players role a dice which moves them round various squares 
on a board. Each of these squares represents different sources 
of clinical information. All potential sources of diagnostic 
information are covered with a simple hierarchy. These are 
‘information gathering’ (questioning and listening), ‘examination’, 
or ‘investigation’. 

When a player lands on such a square, they must then use a 
spinning wheel which directs them to a sub-category of clinical 
information (Figure 2). The player must then carefully choose 
a question to ask of their colleagues. A player is more likely 
to gather meaningful information if they carefully consider the 
type of question that they use and the utility of a potential 
answer. Having gathered some information the player then rolls 
the dice again and completes this cycle a further two times. 
The player will then have three pieces of clinical information. 
They may opt to make a diagnosis at this stage or to defer to 
the next round when they will have obtained a further three 
pieces of information. Again, they may offer a diagnosis or 
defer to another round. After three such cycles (nine items of 
information) a player must offer a diagnosis and whether correct 
or incorrect they must select another card and continue.

Figure 2: Schematic representation of possible sources of clinical 
information that a player may obtain from his/her colleague

The game is designed to cover all categories of clinical 
information within a simple hierarchy. During each turn a player 
goes through three cycles of enquiry. They may have up to three 
turns (i.e. nine cycles) before they are compelled to offer a 
diagnosis.

The scoring of the game is designed to reward safety, accuracy 
and efficiency. If a player makes a correct diagnosis within one 
cycle they receive 3 points. If they are incorrect they receive 
minus 3 points. After two cycles a correct diagnosis receives 2 
points and an incorrect diagnosis minus 2 points. After three 

cycles a correct diagnosis receives 1 point and an incorrect 
diagnosis minus 1. 

In addition, two other types of squares are included on the 
board. One is a ‘breakthrough’ square. If a player lands on 
this square they are given a clue regarding their diagnosis. These 
are printed on each card and are designed to strengthen factual 
associative learning and to aid the speed and fluency of the 
game. The second type of square is a ‘spot diagnosis’ square. 
A player who lands on the latter square may select a ‘spot 
diagnosis’ card which contains a choice of general knowledge 
type questions on ‘signs’, ‘symptoms’, ‘facts & figures’ and ‘history 
of medicine’. A correct answer scores 1 point and an incorrect 
answer minus 1 point. This was designed to incorporate variety, 
change of pace and further test of knowledge into the game. 

Figure 3:  A sample diagnosis card (top) and a sample spot 
diagnosis card (bottom)

In Figure 3, the core clinical problem that this diagnosis is an 
example of, is listed in the top left corner (‘muscle pain’). The 
level of difficulty is ascribed in the top right corner. The card is 
colour coded to correlate with the year of the course that the 
clinical problem might be introduced in. The bottom text is a 
‘breakthrough’ or diagnostic clue that a player would be given 
if they landed on the ‘breakthrough square’. The sample spot 
diagnosis card incorporates an element of factual learning and 
general knowledge. Questions are colour coded under ‘signs’, 
‘symptoms’, ‘history of medicine’ and ‘facts & figures’.

International Journal of Clinical Skills
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Evaluation
The game was piloted on a sample of third year medical 
students who attended a routinely timetabled teaching session 
(n = 75). Students were given an instruction sheet, but were 
deliberately not given any additional information on how to 
play the game or succeed strategically. Students played either in 
groups of 4 or 6 (3 pairs). Each group played the game for 45 
minutes and then completed an anonymous evaluation form. 

No validated tool could be found in the literature for evaluating 
board games in healthcare. The evaluation questionnaire was 
designed primarily to assess the perceived learning benefit, validity, 
playability, challenge and enjoyment, of the game. A successful 
educational game must score highly in all these domains [24].

It was not desirable in this context to carry out a pre- and post-
game test of knowledge. The game does not primarily reinforce 
factual knowledge alone and therefore such a comparison would 
not be helpful. Ethical approval was not required for this study 
and no identifiable student information was gathered.

Results
The evaluation results are summarised in Table 1. Overall 
evaluation was very positive. 82% of respondents agreed or 
strongly agreed that the game was well designed. 92% agreed or 
strongly agreed that the content was appropriate to their stage 
of learning and 81% agreed or strongly agreed that the game 
would be a beneficial learning tool. 

One of the crucial factors in the efficacy of any game as a 
learning aid is the extent to which players would want to use 
it again and 89% of respondents agreed or strongly agreed that 
they would do so. 

Table 1: Summary of evaluation results showing percentage (%) 
scores within each response (n = 75)

Statement Strongly 
Disagree

Disagree Neutral Agree Strongly 
Agree

Game Design

The rules were 
clearly explained

5.4 23.0 18.9 45.9 6.8

The objectives of 
the game were 
clear

0.0 8.5 14.1 57.7 19.7

The board was 
well laid out

0.0 4.2 2.8 68.1 25.0

The game was 
too simple

9.7 75.0 12.5 2.8 0.0

The game was 
too complex

0.0 55.6 27.8 13.9 2.8

The duration of 
the game was 
about right

1.4 13.7 32.9 50.7 1.4

Overall, the game 
was well designed

1.4 4.1 12.2 66.2 16.2

Game Content

The level of the 
challenge was 
about right

0.0 1.4 9.6 76.7 12.3

There was too 
much material

1.4 67.1 24.3 7.1 0.0

There was too 
little material

1.4 62.0 23.9 9.9 2.8

Overall, the 
content was 
appropriate

0.0 1.4 7.0 80.3 11.3

Learning

The game 
was useful in 
improving my 
knowledge

0.0 9.6 4.1 61.6 24.7

A knowledgeable 
student would 
score more highly 
in the game

0.0 1.4 13.7 49.3 35.6

A student with 
good clinical 
reasoning would 
score more highly 
in the game

0.0 2.8 18.1 52.8 26.4

The game could 
help me study or 
revise

0.0 16.2 13.5 55.4 14.9

Overall, the 
game would be 
beneficial as a 
learning tool

0.0 8.2 11.0 63.0 17.8

Overall

The game was fun 0.0 4.2 5.6 56.9 33.3

I would probably 
play the game 
again

0.0 8.3 2.8 55.6 33.3

Original Research   May 2010
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The questionnaire included a free text response section 
for respondents to comment on strengths, weaknesses and 
suggestions for change. The commonest features that were 
noted as strengths were the interactivity, enjoyment and breadth 
of content. Examples of comments included: “interactive learning 
two way challenge”; “integrating fun into learning”; “thinking 
outside the box through all systems”; “improved clinical 
reasoning skills” and “had good fun playing and learning at the 
same time”.

The commonest weakness that was reported was that answers 
to ‘spot diagnosis’ questions were not given (instead groups had 
to reach a consensus themselves). There were two comments 
that the instruction sheet could have been simplified. 

Discussion
This novel board game offers a number of advantages as a 
learning tool. The key strengths are its interactivity, fun and 
constructivist approach to group learning whereby students 
consolidate, question and challenge each other. Most other 
medical board games that have been reported depend on 
relatively complex structures and are restricted to narrow 
subject areas. In contrast, this game utilises a relatively simple 
gaming process to cover a potentially limitless field of content. 

Gaming can be thought of as an experiential learning cycle. 
All players in this game will use a three stage learning cycle 
whereby experience (question and answer) leads to reflection 
and then a new plan for further information gathering [25]. 
Many will go further and use a four stage model whereby 
information gathering and reflection lead to abstraction and the 
development of a reasoning strategy [6]. The appeal of this game 
is therefore higher order thinking and deep learning based on a 
very simple format. 

There are two main weaknesses of this study. Firstly, it was 
conducted with only one cohort of students in one medical 
school. Nevertheless it could be argued that the generic qualities 
that are emphasised in this game are much more generalisable 
than other subject or course specific games that have been 
reported elsewhere. In theory there is no reason why it could 
not be used by any medical or healthcare student at any level.

Secondly, as with many learning interventions, it is not known 
whether this would have a meaningful long term impact on 
reasoning strategies. In order to assess this fully it would 
be necessary to design either a pre- and post-intervention 
comparison, or to develop a randomised controlled trial 
whereby some students use the game and some do not. This 
has never been done with an educational game but would 
be the gold standard. The final aspect that one would wish to 
evaluate in such a longitudinal study is the ‘repeat playability’ of a 
game and in particular whether students choose to play it again 
in their own time. Again, this has not been reported before in 
similar studies, but it would be essential information if a game 
were to be disseminated to a wider audience. 

In determining the utility and sustainability of an educational 
intervention one should also consider material cost, use of 
other resources and sustainability [26]. This game cost approx 

£200 to produce the materials for the entire session. No staff 
are required to facilitate sessions and the cost of the game 
would be negligible for future use. It is hoped that the game 
could be made available for students to use in their own self-
study time.

There are a number of potential ways in which the game could 
be developed. The same game structure could be used with a 
virtually infinite array of ‘diagnoses’. Thus, a version could be 
played with first year medical students, postgraduates, midwives, 
paramedics and so on. It could also be used with single 
specialties e.g. dermatology, neurology or cardiology. Players 
could select for themselves which diagnoses they wish to use 
depending on their context and learning needs. Indeed, the game 
could be adapted whereby players could construct their own 
diagnosis cards at the start of the game. As much of the ‘content’ 
is derived from shared group experience, the game is not as 
liable as others to becoming obsolete or out-dated. 

Finally, the game depends on the interactivity and enthusiasm 
of a group of students (although it could be played by as few 
as two players). A single player version is currently under 
development using a web-based platform. A similar process 
of information gathering would be used, but a database of 
conditions and parameters would be used as a basis rather than 
group knowledge. It is hoped that the board-game and the single 
player version will be available to other healthcare institutions 
from 2010. 

Conclusion
This game offers a generic template for teaching and learning 
about diagnostic skills that could be adapted for a number of 
courses, professions and subject areas in healthcare. It was 
evaluated very favourably by undergraduate medical students 
and offers an additional mode and route of learning that could 
be incorporated into a variety of courses. It also has potential 
as a revision or study aid and could assist students in identifying 
their own learning needs.
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