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Foreword by Ms Ann Heelan, Executive Director of AHEAD

Assumptions allow us to get through every day without having to go back to square one and work 

everything out from scratch.

Most of the assumptions we make are based in data. If we know dog breeds, for example, we know 

it’s a lot safer to cosy up to a Labrador puppy than it is to pet a strange, full-grown Rottweiller.

Most people make assumptions when they encounter somebody with disability. They may assume, 

if the disability is visible, that the person needs help, is a patient, or is a problem. 

Assumptions come into play even when the individual is not in front of us, in the flesh. When, for 

example, we go through the CV of someone who wants to become a nurse, and – somewhere in 

the CV – we find a reference to a disability, we may immediately assume this disability means the 

person involved isn’t going to be as good as the other student nurses. 

Alerting potential employers and others to the need, when they encounter a disability, to actually 

take a step back, and reassess their initial assumption is a key reason for the  AHEAD / LINK 

conference on “The real risk is doing nothing; Supporting nursing and midwifery students in clinical 

practice”.

We’re getting there. In Ireland, people with disabilities are getting out there, proving they’re able 

to it and having a better profile. We now have more than 6,800 students with disabilities in higher 

education. Research carried out by the universities shows that they are finishing courses and they 

are getting the same first and second class honours as other students. 

Now it’s time to make sure that those highly qualified people make it into the professions. At the 

moment, they are underrepresented in health professions by about 50%.

That doesn’t seem logical. Nursing students who have a disability have the examinations results 

and ability to get into the nursing course. They’ve proved that they have academic skills to deal 

with demand of a leaving certificate or A levels, the final examination in the second level school 

system. They might do things a little slower than other students, they might take a little bit longer, 

they might need to use technology, but they will actually be able to do the job, and many of them 

have excellent coping skills.

We are not saying that everybody can be a nurse or doctor. Of course not. What we are asking for 

is system that is fair to all students.  A system that’s fair to students, in terms of judging them on 

their ability to do the job on the hospital ward to the expected standard.

The main problem is the clinical placement. The students are getting into the nursing schools; 

they meet the entry criteria to get in. The real problem is when they go out on clinical nursing 

placement, where someone may register their disability and think “Oh my god, they are not going 

to be able to do the job.”



An assumption comes into play that the nursing student will be a problem. Or that the system will 

have to do something differently to allow them to deliver their best. 

However, the fact is that systems develop through challenge.   One such challenge might be the 

student approaching the placement supervisors to say:   “Actually I can do that job because I use 

technology, I use an iPad, or I use an iPhone. I can do those reports quickly, but just do it in a 

different way.”  This can work perfectly. If the challenge is met with openness.

Openness reduces when the nurse on the ground, whose priority is patient safety, doesn’t have 

time to think about it. They reverse into safe negativity. And that negativity can limit the career of 

a potentially great nurse.  What we are trying to ensure is that decisions are made on the basis of 

the individual. 

Some people have physical disabilities that preclude their being a nurse: they simply wouldn’t have 

the strength. But some people with physical disabilities are winning Olympic gold medals and have 

the physical strength to use the equipment necessary to lift patients. Or there might be particular 

nurse jobs or nursing areas that don’t involve lifting very heavy patients. 

One of the abstracts in this publication is by Susan Fleming, a qualified registered nurse and 

intrapartum nurse for over 25 years, a nurse who was born without a left hand who is kind, caring, 

safe and competent – all the qualities one would expect in a nurse. Susan is now working as a 

clinical instructor and lecturer, teaching future nurses at a leading American University.  

We want decisions to be made, not on assumptions, but on qualifications and potential. That is 

beginning to happen, and we need to see more of it.

In the past ten years AHEAD has seen the numbers of students with disabilities accessing higher 

education increase from 400 to 6,500.   This is a result of the positive commitment that universities 

have to students with disabilities and the development of disability support in the universities.   

All students, including those with disabilities and specific learning difficulties doing their final 

examinations at second level are increasingly realising higher education is an option. Academic 

committees in universities and third level colleges are continually developing to ensure that they 

teaching and learning is more accessible and of high quality. 

Another development is the growing confidence on the part of people with disabilities themselves. 

They are not afraid to ask for what they need any more, and they are as ambitious and driven as 

the next student – if not more so. They are not looking for one big massive, road to Damascus 

conversion and change.  

We’re looking for dozens of small changes. Changes that benefit organisation and the person with 

the disability joining that organisation.

Ann Heelan

Executive Director, AHEAD



The Background to this Conference

This conference is a first and is organised thanks to the firm belief of AHEAD, the LINK partners 

and the UCD School of Nursing, Midwifery and Health Systems and their Clinical Partners in the 

importance of supporting students with disabilities undertaking a professional nursing program. 

The landscape of higher education has changed and continues to change. In the case of nursing 

programs this presents a unique challenge as educators must think beyond the lecture halls 

and consider how to support students with disabilities in clinical practice.  This conference set 

out to explore the implications for clinical practice and review good practice, both national and 

international.  

There are many players in the Nursing Profession; including Professional Bodies, Unions, Education 

and Professional Development Providers, Employers, Statutory Bodies, the Professionals and 

Nursing Students themselves.  This conference involved these players, both in advance and also on 

the day itself.  This conference was about collaboration.

The standards of any profession are not just measured by examinations, code of ethics, fitness 

to practice, and/or health and safety but also by all those role models involved including the 

professional nurse, the preceptor, the ward manager, the student nurse, the older nurse, the nurse 

with an acquired disability, the nurse with a bad back, the nurse with a chronic illness, the student 

nurse with a disability or specific learning difficulty such as dyslexia.  As the nursing profession 

continually develops and seeks to maintain its high standards, it needs to work in collaboration 

with professionals in the field of disability and inclusive education if it is to meet all its obligations 

to its entire people.  

 

The real risk is doing nothing…..

Mary Quirke

LINK Coordinator and Assistant Director, AHEAD



LINK

 

Ireland - AHEAD - www.ahead.ie , Belgium - SIHO - www.siho.be,  The   Netherlands - handicap 
+ studie - www.handicap-studie.nl,  Slovenia - DSIS - www.dsis-drustvo.si, Sweden - Stockholm 

The network, co-funded by the EU lifelong learning program, has organised a number of themed 

of the selected theme.  The 
 network 

Learning, Reasonable Adjustments, & the Importance of the Student Voice. This conference on the 

how LINK seeks to create opportunity to share and disseminate that learning.
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Keynote Address: Am I handicapped? Nursing with 
One Hand
By Susan Fleming, RN, BSN, MN

We kindly thank Donna Maheady for permission to reprint this as it appears in: ‘Leave No Nurse 

Behind: Nurses Working with disAbilities [Paperback, 2006] by Donna Maheady  ARNP EdD

Many people feel that they were destined for 

a career in nursing. I am one of those people. 

My destiny was to be a nurse. Growing up 

in the 1960’s in a Los Angeles suburb and 

sandwiched between two brothers, playing 

outside meant playing “Army.” I gave my rifle 

— a birthday present — to my brothers so that 

I could play “the nurse.” Our backyard became 

a neighborhood fort. As my older brother 

was entering kindergarten, I watched how 

he learned to tie his shoes. At four years-old, 

without giving it much thought, I taught myself 

to tie my shoes with one hand.

My mother, grandmother, aunts and uncles 

were teachers. So they were at a loss in 

advising me about nursing. But they shared 

with me the story of my great grandmother, 

who was a nurse. At the turn of the century 

(1900), my great grandmother found 

herself divorced and the mother of two 

children — a newborn and a two year-old.  It 

was then that she developed her nursing skills. 

Living in the boomtown of Seattle, Washington, 

she recognized a hospital shortage and wanted 

to help. She put two hospital beds in her 

living room and soon was delivering babies 

and recovering the mothers in her own home. 

She was well respected by the local medical 

community. She was able to financially care 

for herself and her children. At a very young 

age, I chose to follow this road for my future 

vocation. 

The reality that I was different did not come to 

light until I entered kindergarten. I came home 

after the first day of school and said to my 

mother, “I was the only one in my class missing 

a hand. Why didn’t you tell me?” She replied, 

“You didn’t ask.” 

I knew from that day forward that I would 

experience the world differently than others 

and that I would have to adjust.

On Saturday mornings, I would watch cartoons. 

I remember one morning seeing a commercial 

depicting 10 sad-looking children with various 

handicaps. There it was — a young girl just like 

me — missing a hand! The announcer urged 

viewers to help the handicapped through 

monetary donations. Later that day I asked my 

mother, “Am I handicapped?” 

She looked at me and said, “Only if you want to 

be.” Those words set me free. I knew it was my 

choice and that I was not destined to a life of 

sadness and begging.            

The sterility of the 50’s and 60’s was evidenced 

by a world of segregation.  People who were 

different in color, mental status or who were 

physically challenged were often placed in 

schools and institutions away from the public. 

Children without disabilities were sheltered 

from the dim realities of the world. I remember 

children actually getting nauseated if they saw 

my hand. During school dances, when other 
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children held hands on the dance floor, I knew 

my place was next to the teacher. However 

discouraging these experiences, I gained 

strength. 

Then adolescence arrived. I felt that I was 

the only one in the big wide world that was 

different. I refused to wear my artificial hand. 

I felt that people needed to accept me the 

way I was. Mind you, I always offered to carry 

everyone’s coats and sweaters. I was fortunate 

to have dear friends with whom I could share 

my feelings. However, I really did not discuss 

my hand. 

In tenth grade, I was finally able to take 

“German,” a language skill that I had been 

working on since first grade. The first week, 

I sat in class with my hand under the desk 

bundled in a sweater. That’s when my greatest 

nightmare happened. The teacher, unaware of 

my missing hand, asked, “What happened to 

your hand? Did a shark bite it off?” That was it! 

I left the classroom and did not return.

At the age of fifteen, I left high school and 

went to an alternative school in the morning, 

working as a nurse’s aid in the afternoon. 

I worked in a home for the severely retarded 

and disabled. At $1.35 an hour, I felt “in the 

money.” I soon went to work for an agency. 

One night I was sent to work at an acute care 

hospital. I loved it. I knew that two character 

traits of mine were courage and compassion. 

And that I liked physical work.

I ended up working as a nurse’s aid at a local 

community hospital. The nurses and doctors 

were always encouraging me to go to school 

and become a registered nurse. The idea 

appealed to me. 

At seventeen years of age, I graduated high 

school early and I was ready for college. 

I enrolled in a community college and dropped 

by the nursing department. I was told that 

I would not be eligible for their program. 

I continued with college and at 19 years of age 

received an associate’s degree.  

In addition to working as a nurse’s aid, I took 

on some jobs in accounting. I was totally 

discouraged. I hated the solitude and the 

lack of physical movement of office work. 

I knew that I wanted to help people and work 

with others. I went back to college and took 

anatomy, physiology and microbiology.

Even though I wanted dearly to be a nurse 

I also knew others might block my path. 

I approached the same nursing school again. 

This time they agreed to test me to see if I 

could perform the kinds of tasks required 

from a competent nurse. The nurses at my 

local hospital generously gave me their extra 

supplies so that I could practice at home. Still, 

I failed the test and was told that “I would 

endanger a patient’s life.”  

I felt that I would be a nurse’s aid the rest of 

my life. That was a better option for me than 

working in an office. I was content. Yet, I knew 

that I shouldn’t let someone who only knew 

me five minutes make a judgment that would 

affect the rest of my life.   

One day one of the older doctors came up 

to me and asked how my goal of becoming a 

nurse going was? “Not well,” I replied. I told 

him my story. He advised that I go to Los 

Angeles County Hospital School of Nursing. 
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There I found a group of culturally diverse staff 

members. Could it be that these women and 

men had faced their own challenges in the 

workplace and in college? I believe this is true. 

I asked if I needed a “skills test.” They told me 

that it would be illegal. They could not create 

a test that would measure my specific abilities. 

I thought angrily about my past experience. 

I was admitted that spring and began classes 

in the fall. I thought about other people with 

disabilities who might attend my previous 

school. I didn’t want their dreams shot down. 

I called the Office of Civil Rights in San 

Francisco. They sent a woman to talk to the 

president of the school. She interviewed the 

president, the nursing school staff and me. 

She told me that she could tell that the school 

personnel were lying, but she could not prove 

it. The nursing school had told her that they 

had given me extra support to help me get 

through nursing school. 

This was completely twisted. But with no proof, 

I dropped the complaint and decided to move 

forward and direct my energy to completing my 

nursing program at Los Angeles County School 

of Nursing.  

I hit nursing school with great ambition. I was 

voted class president during my first month. 

Soon, I landed a job in the local emergency 

room as a student nurse worker. 

At first I was a little nervous that I might not 

be able to do all the tasks asked of me. But 

everything turned out great. Still, I waited for 

the Big One — the one skill that would stop 

my progression to graduation. My pediatric 

instructor saw my uneasiness. She told me that 

my fear of not being accepted would not stop 

here. After graduation, there would be the job 

interviews to maneuver. 

Being a nurse allowed me the opportunity to 

live where I wanted to. Within six months after 

graduation, I headed to the Pacific Northwest. 

It was there that I met my future husband. He 

later joined the Army and we spent the next 10 

years moving from Washington State to Texas 

to Hawaii and on to Germany. I worked every 

place as a nurse and still managed to give birth 

to four children. These frequent moves allowed 

me to challenge myself in very different ways.

Even with my left hand completely missing, 

I became very competent in starting IV’s, 

giving injections, performing CPR and applying 

sterile dressings. As an accommodation, I use 

a hemostat and keep scissors in my pocket, 

along with a large pair of sterile gloves. But I 

also found that all nurses — with or without 

disabilities — had their own weaknesses and 

strengths. We all needed each other.  I learned 

to humble myself and ask for help when 

I catheterize patients. In return, I always tried 

to offer my help when it was needed. I think 

nurses would have been resentful if I had been 

a drain to the team. This is even truer today 

with the increase in patient loads. 

My experiences with patients have been 

priceless. On one occasion, I was working on a 

medical floor of a large Army medical center. I 

was asked to accompany a fragile patient to the 

x-ray department. As I sat in the waiting area 

with the patient, I saw a technician run out of 

an examining room screaming “He’s coding!” 

At that moment I made an uncomfortable 

decision to leave my patient and entered the 

room. I found a large man frothing and “bull 

dogging” on the table. I immediately started 
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CPR, grabbed a mask and assisted the patient 

with ventilations. As people moved into the 

room, I delegated tasks, started an IV and 

helped transfer the patient to the ICU. I found 

out later from the tech that the patient I had 

left in the waiting room had done just fine. 

That evening as I went home, I thought about 

the fears voiced by the nursing school that had 

turned me down, that “I would endanger a 

patient’s life.” I had in fact saved a patient’s life. 

From that day forward I purged those hurtful 

words from my consciousness.  

I currently work on a mother-baby unit. Most 

of my time is spent assessing, planning and 

implementing care of mothers and babies. I 

am sometimes with a patient or couple who 

has just heard the tragic news that their baby 

has been born imperfect. I listen attentively to 

the couple’s comprehension of what has taken 

place and for their readiness to hear my story.

On one occasion my patient and her husband 

had just learned that their son was born with 

an unusually small, fragile body. They expressed 

how they were drawn closer to Jesus. I told 

them that we all have crosses to bear. Some 

of us are born with a built-in cross. I explained 

how my own cross became a blessing. When I 

was young and dating, some young men could 

not accept my hand. However, my husband was 

different. After 20 years, he has shown love 

and acceptance of my many imperfections. 

My missing hand acted as a “meter” of sorts, 

keeping me single long enough to meet the 

right man. 

Because of our military life, I got to work at 

many hospitals. That gave me the chance to 

reflect on the reactions from other nurses to 

my “blessing.”  I must say that almost all of 

the nurses that I have worked with have been 

great. When I initially start on a new ward, the 

nurses are usually a bit apprehensive. Then I 

show them my bag of tricks, which includes 

tying my shoes with one hand and starting 

IV’s. Soon enough, they begin to focus on my 

abilities as a team member and quality nursing 

care. 

There is a wealth of opportunity in the 

healthcare industry as society welcomes more 

and more workers with disabilities. If we show 

kindness and compassion to one another, our 

patients benefit. In turn, patients will view 

the health care system as a kind and more 

compassionate organization.

Susan Fleming has been practicing as a 

registered nurse in hospital settings for more 

than 20 years. She received her BSN from 

Washington State University’s Intercollegiate 

College of Nursing, Spokane and her master’s 

in nursing from the University of Washington. 

She is a clinical nursing instructor at WSU’s 

Intercollegiate College of Nursing. Her clinical 

specialty is maternal/child nursing. She won 

the 2005 Cherokee Uniforms Inspired Comfort 

Award. Susan is married and lives with her 

four children in Chewelah, Washington. She is 

a board member of www.ExceptionalNurse.

com. Susan can be reached at edsancann@

theofficenet.com.
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Workable Wisdom

Exercise patience and an open mind. 
An open mind is essential to recognize that 

skills can be preformed safely and effectively in 

many different ways. Patience is necessary to 

understand that a nursing student or new nurse 

may need time and practice to develop certain 

skills.

Do not let someone who doesn’t know 
you dictate your future. If you are a student 

or nurse with a disability, don’t let yourself 

be discouraged by any disparaging words of 

someone who has known you for five minutes. 

View yourself as a valuable team member 
not a drain. No apologies are needed. 

Everyone has his own weaknesses and 

strengths. Yours may just happen to be more 

visible. 
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An exercise in advanced empathy 
Bob Payne & Kirsty Kirk 

 

Abstract 
Asperger syndrome is a diagnosis 

characterised by a diminished capacity to 

empathise with the emotional experience 

of another. Nursing requires high levels 

of communication skill, as a profession it 

also requires to be representative of the 

population it cares for. This narrative paper 

concerns those reasonable adjustments 

and processes employed to assist 

students, with this diagnosis, to achieve 

those outcomes of the programme that 

require empathetic understanding.

Introduction
Central to the act of caring by any person 

wishing to be both compassionate and 

effective is the need to empathise with the 

emotional experience of the other.  Effective 

communication is heavily determined by the 

capacity to respond to the experience of the 

‘other’. Asperger syndrome is characterised 

by a diminished capacity to show that 

appreciation, (Fitzgerald, M. Corvin, A. 

2001). Persons with this apparent diagnosis 

have a reduced capacity to appreciate, and 

consequently respond to, another person’s 

view of any experience and therefore have a 

limited ability to demonstrate responsiveness. 

They lack empathy, (Hargie, O. 2010).

Narrative
The challenge that a student of nursing with 

a diagnosis of Asperger syndrome presents 

is that a pre registration nursing programme 

should respond to their needs, their world 

view, their wants and career expectations, 

by helping them to learn how to care. 

Limited empathetic skill means they may 

not understand the challenge they face and 

that they present. It is not just an essential 

of the Equality Act, (2010), that a university 

respond but also there is a responsibility to 

ensure the profession represents those it 

serves. Practically we have to prepare for and 

have answers to the concerns of lecturers, 

mentors and, essentially, patients that could be 

presented by such persons; this is an exercise 

in advanced empathy, (Irving, P. Dickson, D. 

2004). It is essential to avoid stigmatisation; 

students have previously told us they wanted 

to be a student of nursing and not a student of 

nursing with Asperger syndrome. Colleagues 

have on occasion lacked conviction that the 

effort required is “worth the return”. This we 

challenge.

For each student with specific learning needs 

a partnership is always established between 

the educational and placement teams, student 

support on campus, the student concerned 

and his advocate, (if appropriate). When it 

became apparent that we needed to review 

access to our programmes, having anticipated 

approaches from non traditional applicants 

we started with a difficult values clarification 
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exercise, (Sidney, S. 1976). This was to guide 

and provide consistency, to ensure critical 

continuity in decision making, and concluded 

that the following concerns had to be 

addressed by all planning, in priority order:

1. Safety.

2. Education standards.

3. Equality.

4. Professional standards.

5. Cost effectiveness.

The curriculum is silent on the subject of 

empathy, simply entreating that the student 

in the first year was required to demonstrate, 

care, compassion and empathy. Those 

behaviours that indicated such skills, the 

learning that could lead to their development 

and taxonomy to assess performance were 

essentially invisible. Instead the outcomes 

merely stated that such abilities had to be 

demonstrated. Working assumptions were 

made that empathic behaviours could be 

identified and assigned to different levels 

of skill. We expected that these behaviours 

could be learned through the examination 

of theory, role modelling or demonstration 

and experientially. It was considered that it 

could be a reasonable adjustment to provide 

information on the specific behaviours required 

to demonstrate empathy in the form of 

guidance to a student and their mentor.

We were concerned to learn if it is possible 

to ‘train’ someone to behave in such a way 

as to demonstrate apparent empathy. Could 

someone with Asperger syndrome learn to 

feel empathy or would they be limited to 

just suggesting it through behaviour? Would 

responses be personal and meaningful if the 

emotional and visceral experience was lacking 

or diminished? (Hargie, O. 2010) 

In the 1970’s artificial intelligence software had 

been written to provide complex algorithms 

based on textual analysis, (Tangorra, J.). This 

would take a subject using the computer 

through a quite complex interaction 

designed to achieve the processes essential 

to counselling. These are the framing of 

the emotional experience and reflection 

upon it. This work was actually designed 

to demonstrate the limitations of artificial 

intelligence, but some therapists took it 

seriously. However, as the work had lead some 

to believe that  a machine could be constructed 

which inferred an effective ‘therapeutic’ 

relationship then perhaps a person could be 

trained to appear empathetic in thought, word 

and deed, even if they had limited empathetic 

engagement on an emotional level. The ethical 

limitations of such a conclusion were not lost 

on the team.

Justification that empathy was a required skill 

came in the form of the Nursing and Midwifery 

Council, (UK), Essential Skills Clusters. NMC 

(2010) These specify that the student at 

the end of the first year must demonstrate 

respect and be able to engage with people 

and build caring professional relationships. 

The new registrant must be self aware and self 

confident, acting as a role model in building 

trusting relationships and is effective within 

relationships. This was the stepping off point 

for framing specific criteria for those outcomes 

associated with behaviour that would infer and 

demonstrate empathetic understanding and 

the means of assessing it. That a student could 

learn to recognise and respond to the patient’s 

emotional experience was key. It had also to be 
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assumed that a mentor assessed every student 

in these outcomes without them necessarily 

being articulated. Concern was expressed 

that this was a weakness in that we had not 

made specific criteria observable before but 

had been relying on a normative assessment. 

A further weakness was identified in that the 

absence of taxonomy prevented us having clear 

guidance on the level of skill required at each 

summative point in the programme. i.e.  What 

is level 4 empathy and what level 6? Guidance 

as to what behaviours may be seen as being 

empathetic per se was provided from cultural 

studies, Vorderer et al, (1996).

Full engagement is the key to success. A series 

of meetings between the principle players in 

the process are led by education, placing the 

student at the centre of all decision making 

ensuring they fully consent to the process and 

expectations to be placed on them. These 

meetings are designed to allow exploration 

of the thoughts and feelings associated 

with the exercise to be shared in a safe, 

experimental environment. No person in any 

role is committed by their involvement at this 

time to any course of action. The meetings 

are exploratory, the purpose being to see if a 

project to construct and deliver the necessary 

reasonable adjustments could be put in place. 

Lines of authority/accountability, personal and 

institutional responsibilities are all, to some 

degree negotiated, described or defined and 

agreed.

These can be generally described as follows:

• The student would apply themselves to the 

learning required to achieve the defined 

outcomes.

• The programme team will define the 

outcomes and negotiate the learning 

opportunities with practice and the 

assessment timeframe.

• The programme team will offer continued 

support to placement providers 

throughout.

• Practice partners will provide reasonable 

support, the required learning 

opportunities and assess achievement of 

the outcomes in the manner prescribed.

• The university’s student support service 

would monitor the process and lend expert 

assistance as required.

• The students advocate will provide advice 

and guidance as required – but would not 

enter practice.

The planning and preparation then takes place 

resulting in an action plan which provides a 

time line along which the necessary learning 

experiences will be provided and specifies 

an assessment schedule. Planning and 

organisation is resource hungry in the early 

stages, but we must anticipate increasing levels 

of independence for the student, and therefore 

fewer resources being required. It is considered 

desirable, as with all reasonable adjustments, 

that once provided little extra needs to be 

done. In this case experience has indicated 

that some students learn and continue to 

demonstrate the required behaviours. They 

apparently develop a level of ‘cue’ sensitivity 

having originally ritualised the required 

behaviours and no longer require further 

attention.  The recipient of their care is content 

their emotional experience is being recognised 

and appreciated.
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An exercise in advanced empathy 

We have learned that the single most 

important measure of success in the process 

is the potential students’ capacity to suspend 

their own needs in the interest of the other. 

They must be able to be confident that their 

needs will be met after more important 

priorities have been achieved. If a student 

cannot have confidence in those others who 

are the source of their support then they seem 

unable to attend adequately to the service user, 

they fail therefore to attend to the required 

learning. This knowledge about anxiety 

management has been used in the discussions 

with and assessment of the potential of other 

applicants.

Conclusion
Students with a diagnosis of Asperger 

syndrome can, with the defined reasonable 

adjustments, succeed in pre registration 

nursing, and presumably other, programmes. 

Such reasonable adjustments present 

challenges for many aspects of programmes 

but addressing these challenges can result in 

significant learning for providers. The level 

of situational anxiety held by the applicant is 

believed to be the most important determinant 

of success; anxiety and the potential for 

success being inversely proportional factors.
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Trust at very root of getting it right for students 
Rev Andy Philpott & Christine Scholes 

Abstract 
Bournemouth University has sought 

to establish a culture and ethos 

of mutual trust expressed within 

reasonable expectations, and captured 

by interpersonal contracts between 

the student, the education institution, 

and placement provider as an essential 

determinant in effective support and 

positive outcomes for student learning, 

whilst the public remain protected. A 

clear grasp of trust and its nature has led 

to interpersonal and inter-organisational 

structures which lay the foundation for the 

support of students, who might otherwise 

fail. A case study will illustrate how 

practice learning could only be sustained 

because a level of trust and confidence 

coexists between all parties.
 

Introduction
Bournemouth University has recognised the 

needs for and instituted a structure which has 

established a culture and ethos of mutual trust 

expressed within reasonable expectations and 

captured by interpersonal contracts between 

the student, placement provider and ourselves 

is an essential determinant in effective support 

and positive outcomes for student learning, 

whilst the public remain protected.

The imperative to recognise and make 

adjustment for those with disabilities is 

enshrined in UK legislation (DDA 2007, Equality 

Act 2010) and has been embraced within 

professional regulatory instruments, seeking to 

ensure that students with disabilities may enter 

a health profession free from discrimination 

and stigma, whilst public confidence and 

protection are not compromised. 

Narrative
The influence of a supportive learning 

environment has been well made (Storr et al 

2010, Wray et al 2005), wherein the student 

experience and progression are determined, 

in part, by being supported themselves, 

by staff who for their part feel supported. 

Bournemouth University has established a 

cadre of university practice learning advisors 

(UPLA) who are a key practice education 

communication channel between the 

university and placement partners, working 

collaboratively with practice colleagues, 

providing educational advice and guidance 

to ensure effective learning experiences 

for students from all of the professional 

programmes delivered by the university. 

By coordinating, the preparation and delivery 

of mentor preparation programmes and 

subsequent periodic updates, they are at the 

very core of a practice learning infrastructure.

Clouder (2009) argues how students, 

positioned within an environment of 

responsibility, empowerment, management 
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of risk and mutual trust, are enabled to 

migrate toward autonomous practice. From 

this it could be anticipated, that, a reciprocal 

benefit and advantage for mentors is to be 

reasonably expected. Developing from this an 

interactive and interdependent relationship. 

A culture of trust is between student and 

mentor and student and lecturer have been 

accepted in to good practice (Callaghan et al 

2009, Kilkullen 2007, Pearcey & Elliot 2004). 

Often this is expressed by students as a sense 

of team membership or belongingness (Levett-

Jones et al 2006), whilst at the macro level 

the anticipated market in UK health care 

competition gave way to contestability. A sense 

of social embeddedness imbued the early 

internal market, where sustainable confidence 

and relationships limited the fluidity of contract 

migration.

Whilst not directly focused on the situation 

of students with disabilities, Smith (2005) has 

shown that an understanding and practice 

of trust is required to prevent attention to 

motivation being eclipsed by a focus on 

performance indicators, in this situation 

assessment outcomes for students. When trust 

fades then a resort to a system of formal rules 

becomes increasingly attractive. As these rules 

become increasingly complex and mutually 

incompatible a struggle to respond to situations 

ensues and a quasi legal apparatus leads to 

ever more coercive structures (Fukuyama 

2000). 

In Bournemouth we have supported the work 

of mentors, and those who support them 

directly the UPLAs with an infrastructure 

of collaboration at both placement setting 

level and rising to the inter-organisational. 

The UPLAs relate to specific organisations each 

with their own internally appointed education 

lead, the UPLAs collectively forming with a 

plexus including all placement partners. A 

regular series of meetings bring education 

leads, UPLAs and others together, to ensure 

that there is a coordinated and systematic 

approach to the support of learning in practice 

for all our students. Together is created a 

culture to explore the opportunities to develop 

dynamic processes, and strategies to promote 

equity in the support of learning in practice, 

and initiate innovative approaches in support 

of learning in practice, which may be adopted 

in all practice placements. 

In parallel and termly, each profession comes 

together as a community of NHS organisation 

professional leads, programme leaders and 

academic heads to explore and share ideas, 

exchange information and in general work 

together to raise and enhance the provision 

and profile of education, practice and research.

This interconnecting platform through which 

individual needs of student, placement 

provider, HEI, and public protection can be 

enabled and the entry of specialist advisers and 

guides, for example specialist learning advisors 

for students with disabilities can enter an arena 

which may otherwise be fraught. 

In the Disability Support Department at 

Bournemouth University (BU), 1:1 enabling 

strategies are developed. These are designed 

to work in synergy with the academic schools’ 

requirements taking a student through 

a transformational experience aiming to 

produce self-motivated, self-directed lifelong 

learners, employable in graduate level jobs.  

The journey towards autonomous practice is an 

amalgamation of responsibility, empowerment, 
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management of risk and mutual trust (Clouder 

2009), and is demonstrated through the 

following case study of a pre-registration 

nursing student: ‘Lucy’.

Lucy’s needs are complex and her practice 

learning was only sustained because of the 

levels of trust and confidence that coexist 

between the School of Health and Social Care, 

Disability Support and the NHS mentors in 

Lucy’s placements. She enrolled at BU without 

disclosing that she had any difficulties.  She did 

not trust that she would be accommodated 

and so like many students fearing stigma and 

discrimination, she said nothing.  However, 

following a failed practice she was diagnosed 

with dyslexia, dyscalculia, and dyspraxia. Then 

she disclosed that she had agoraphobia and an 

anxiety disorder too.  

Lucy had to learn to trust those around her 

as she began to understand how dyslexia and 

dyspraxia manifest and impact on her academic 

learning and everyday behaviour. Agoraphobia 

and an anxiety disorder exacerbates these 

behaviours but Lucy has a higher than average 

IQ, so building up her confidence and self-

esteem through cognitive rationalisation was 

the best strategy. This included study support 

but mainly techniques to try to get her to think 

more logically and less emotionally: more 

with the left side of her brain than the right.  

The relationship between student and tutor 

is a finely balanced one as students who are 

not consciously competent can so easily shy 

away from empowerment and responsibility: 

it is easier to be propped up rather than be 

enabled. Metacognitive processes were used 

to get Lucy to become self-directed. She did 

eventually embrace these processes and began 

to take control of her learning.

Once expectations were clarified and trust 

started to build, this critical starting point 

set off a chain reaction.  Lucy was supported 
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within a ‘hub and spokes’ partnership model 

of staff from the School, Disability Support, 

placements, the library, IT and other staff 

across BU.  Reliance and confidence in these 

partnerships contributes to the success of all 

students but for those with disabilities like Lucy 

this was essential.  

Lucy’s goals and targets for achieving academic 

success and learning how to be an efficient, 

safe nurse in practice have been continually 

reviewed throughout her learning journey and 

recorded in her individual learning programme.  

Academic staff and University Practice Learning 

Advisers are met with often, and pre-placement 

meetings with NHS staff and mentors held 

regularly. The trust at these pre-placement 

meetings is tangible and it is an opportunity to 

explain Lucy’s difficulties and for any doubts, 

fears and ignorance to be dissipated. 

Under the DDA part 4, there is a duty to make 

reasonable adjustments for the assessment of 

a student’s learning and these pre-placement 

meetings have provided a valuable forum 

for discussing and agreeing what is actually 

reasonable in context.  Lucy developed a 

self-supporting action plan for proposed 

adjustments that was discussed with her 

mentors.  The trust in this relationship is 

between Lucy, Disability Support and the 

mentors. The adjustments were accepted as 

reasonable in some placements but not others; 

each placement having its own set of unique 

circumstances. 

The obligations of someone in a responsible 

position have proved difficult for Lucy to learn.  

She wanted her mentors to regard her needs 

equally with those of the patients.  There had 

to be a development of mutual trust with 

NHS staff in order to gain some measure of 

understanding and control.  The aim was to find 

a balance of adjustments for Lucy’s disabilities 

without compromising patient care. 

Common ground helps to instil a sense of 

trust. When Lucy has been supported by 

dyslexic mentors she has had no difficulty in 

immediately trusting them because ‘they know 

how it feels.’    The perception to the contrary 

prevents trust from developing. However, 

BU has disability awareness training; and not 

only this, but meeting mentors in practice and 

explaining how various disability behaviours 

manifest in the workplace embeds trust in the 

support processes. It was not easy to build 

trusting partnerships with Lucy but definitely 

worth the challenge.

Conclusion
Lucy is a complex student and she would not 

have benefited from her support without 

trusting relationships in the wider academic 

and placement partnerships; they not only 

contribute to the student experience but 

they can also make the difference between a 

student’s success or failure.  Ultimately, they 

enable students to fulfil their potential.
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Faculty Beliefs Related to Admitting and Educating 
Nursing Students with Disabilities
Diane Dahl PhD, RN

Abstract 
This study describes the views of nursing 

faculty related to admitting and educating 

nursing students with disabilities. Ten 

nursing faculty from baccalaureate 

nursing programs were interviewed. 

Young’s framework of oppression and 

Oliver’s medical/individual model and 

social model of disability informed this 

interpretive study. Findings revealed that 

a medical/individual model of disability 

informed nursing faculty’s decisions 

and actions and that nursing faculty 

lacked awareness of resulting oppressive 

behaviors. The findings should encourage 

nursing faculty to examine their beliefs 

related to educating nursing students 

with disabilities and change them if those 

beliefs endorse or actively support the 

oppression of students with disabilities.

 

Introduction
Imagine that a college student with a physical 

disability has applied for admittance to a 

nursing program. She has been accepted 

based upon admission criteria that were 

written by nursing educators who have limited 

knowledge of the Rehabilitation Act of 1973 

or the Americans with Disabilities Act (ADA, 

1990). Soon the questions, the concerns, and 

the attitudes of faculty related to educating 

a student with disabilities begin to surface. 

Early questions remain unanswered and new 

questions are raised related to admitting and 

educating nursing students with disabilities.

The purpose of this research is to explore 

faculty beliefs related to admitting and 

educating nursing students with disabilities. 

Little qualitative research examines this issue. 

This study will contribute to the discipline of 

nursing by facilitating contemplation of beliefs 

by nursing faculty related to admitting and 

educating nursing students with disabilities. 

Awareness of these beliefs may lead to review 

and revision of admission and curricular 

policies for nursing students with disabilities, 

resulting in appropriate and fair policies.

Research
A review of the relevant literature shows 

that students with disabilities are applying to 

nursing programs (Magilvy & Mitchell, 1995; 

Persaud & Leedon, 2002; Watson, 1995). 

Many nursing programs are reacting by setting 

specific admission guidelines that would 

restrict these students from being admitted 

to their programs (Davidson, 1994; Katz et 

al., 2004). Other programs are struggling to 

provide accommodations that don’t affect 

the essential elements of the curriculum. In 

addition, students with disabilities describe 
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detecting negative faculty attitudes as part of 

their educational experiences. Most of these 

studies were quantitative. In fact, there is a 

lack of research that looks at this issue from a 

qualitative perspective. The following research 

will add a voice to this issue from a qualitative 

perspective.

Ten full-time nursing faculty from seven 

different institutions participated in two 

lightly structured interviews. Participants were 

asked to explore their personal definition of 

disability; relate their definition to a medical 

or social model framework of disability; 

describe personal experiences from the 

faculty perspective related to admitting and/

or educating a student with disabilities; and to 

discuss admission criteria related to functional 

abilities, if used by their programs. 

The framework of oppression (Young, 1990) 

and the medical/individual model and social 

models of disability (Oliver, 1993) informed my 

research.  Young posited five faces or forms 

of oppression−exploitation, marginalization, 

powerlessness, cultural imperialism, and 

violence−that groups experience. Only one 

form of oppression needs to occur for the 

group to experience oppression.

Exploitation refers to “oppression [that] occurs 

through a steady process of the transfer of 

the results of the labor of one social group 

to benefit another” (p. 49).  Marginalization 

is perhaps the most dangerous form of 

oppression and refers to a situation in which 

groups of people are excluded from useful 

participation in society.  Members of oppressed 

groups are usually in situations in which power 

is exercised over them, and thereby they often 

experience Young’s third face of oppression, 

namely powerlessness. Cultural imperialism, 

another of Young’s faces of oppression, 

is universalization of a dominant group’s 

experience and culture, and its establishment 

as the norm. Social groups that do not conform 

to such norms are marked as “other” and their 

difference is viewed negatively. Violence, the 

final face of oppression is defined by Young as 

random and unprovoked attacks of a person 

physically or of their property.  

Oliver (1996), in Understanding Disability, 

stated two fundamental points about the 

medical/individual model of disability.  He said, 

“Firstly, it locates the problems of disability 

within the individual and secondly it sees the 

causes of this problem as stemming from the 

functional limitations or psychological losses 

which are assumed to arise from disability” 

(p. 32).  Disability under the medical model is 

thus viewed as a deficiency or abnormality and 

considered negative. That is to say, according 

to the medical model, disability resides in 

the individual and the remedy is cure or 

normalization of the individual. The agent of 

remedy is the professional (Blacklock, 1995).

In the social model of disability, the problem 

of disability exists; however, it does not reside 

in the individual, but within the society. 

The definition of the social model of disability 

is stated within the original UPIAS (1976) 

document:

In our view it is society which disables 

physically impaired people. Disability is 

something imposed on top of our impairments 

by the way we are unnecessarily isolated and 

excluded from full participation in society. 

Disabled people are therefore an oppressed 

group in society. (p. 14) 
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Results
The participants of this study all had 

experiences admitting and/or educating at 

least one nursing student with a disability. 

They appeared to be passionate about their 

work with these students and in their desire 

for them to be successful. They also expressed 

frustration with their experiences, both 

personal and professional. 

The stories they told about working with 

students with disabilities described personality 

traits of students with disabilities; their and 

their program’s efforts to find and offer 

appropriate accommodations; frustration over 

students’ non-disclosure of their disabilities; 

functional criteria that they and their 

programs developed in response to working 

with students with disabilities; pre-admission 

counseling for students with disabilities; the 

ethics related to admitting students with 

disabilities; and the fear related to potential 

litigious situations. Embedded in these 

stories were words, descriptions, actions, and 

behaviors that could be perceived as oppressive 

by students with disabilities. I believe the 

faculty in this study were not aware that they 

may be contributing to oppression. As Young 

(1990) states, “The conscious actions of many 

individuals daily contribute to maintaining and 

reproducing oppression, but those people are 

usually simply doing their jobs or living their 

lives, and do not understand themselves as 

agents of oppression”(p. 42).

The definitions of disability contained the 

following thematic phrases: “outside of the 

normal”; “unable to perform or function”; 

“broad based including physical, intellectual, 

and psycho-social impairments”; and “linking 

disability with an accommodation.” These 

definitions would mirror what Oliver (1990) 

would state as defining disability from a 

medical model framework. In this model, the 

problems related to a disability are located in 

the individual, stemming from the functional 

limitations that are assumed to arise from 

the disability. Most faculty were not aware of 

models that defined the disability experience. 

They were not aware that they were defining 

the concept of disability using a medical 

model framework or even that there were 

other frameworks to consider, such as the 

social model that would be less oppressive to 

students with disabilities.

Participants reviewed admission criteria 

that contained functional abilities that were 

developed in response to past experiences 

of admitting and educating nursing students 

with disabilities. The purpose of the functional 

criteria statements varied from helping 

students with disabilities become aware 

of the physical demands of the nursing 

curriculum to acting as a gate-keeper in the 

admission and progression processes. Many 

nursing roles require specific physical abilities, 

and other roles do not. Nursing programs 

have chosen to require a broad range of 

physical abilities as part of the curriculum 

requirements. By designing curricula based on 

the establishment of norms from the dominant 

group−able-bodied students and nurses who 

work in physically demanding roles−students 

with disabilities can experience a form of 

oppression defined by Young (1990) as cultural 

imperialism. Students with disabilities become 

the “other” and their differences are viewed 

negatively. By including functional abilities as 

part of the admission process, faculty make a 
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statement about who can be a nurse. Students 

with disabilities may feel marginalized by these 

statements, as they may feel excluded by not 

being able to meet these abilities.

Conclusion
I believe that any change in practice must start 

with an examination of beliefs. Most faculty 

in this study stated they had never thought 

about their definition of disability, and during 

the interview, they often remarked that our 

discussions caused them to think more about 

their educational practice related to students 

with disabilities. Nursing programs have 

created policies and curriculum environments 

in reaction to working with students with 

disabilities. I propose that nurse educators step 

back, examine their beliefs, and change them 

if those beliefs endorse or actively support the 

oppression of students with disabilities. 
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midwifery students with a disability in clinical practice
Frances Howlin & Phil Halligan 

Abstract 
This paper describes the innovative 

practices developed for clinical and 

academic staff, to facilitate the support 

of nursing and midwifery students with 

a disability in clinical practice. The need 

arose from the clinical staff who expressed 

concern, and requested guidance, as to 

how best to support the learning and 

assessment of students with a disability on 

clinical placements. A number of practices 

have been developed, in collaboration 

with our clinical partners, UCD Access 

Centre and AHEAD, to prepare nursing 

educators and management staff, to 

encourage students to disclose their 

disability and to support students with a 

disability in clinical practice. 
 

Introduction 
Legislation indicates that students with a 

disability have the right to access, equity 

and supports to allow them to fully engage 

in education and employment. UCD Clinical 

Assessment Sub Committee (CASC) was aware 

that the numbers of nursing and midwifery 

students with a disability were increasing and 

that these students had specific needs while 

on clinical placement. Members from our 

clinical support team expressed concerns re 

the type and level of support available and how 

best to encourage disclosure. These concerns 

prompted the CASC team to adapt and extend 

the supports currently available within the 

university to our clinical sites. The innovative 

practices that were developed are based on 

the principles of equality, inclusiveness and 

partnership. 

Methods
The development of the structures and support 

processes for academic and clinical staff, and 

students, occurred over 4 Phases (see Figure 1).

Phase 1: Literature Review and 
Collaboration 
Phase 1 involved collaboration with all key 

stakeholders and a systematic review of the 

literature from April to November 2010. 

The review revealed little to no published 

research on supporting students with a 

disability in clinical practice in the Irish context. 

Organisations, such as Association for Higher 

Education Access and Disability (AHEAD) and 

Disability Advisors Working Network (DAWN), 

and the university disability services web sites 

revealed a range of supportive information 

and literature for students engaging in higher 

education. Few Universities or Colleges, with 

the exception of Trinity College Dublin (2010), 

had developed any specific information and 

supports for students in clinical practice. 

The literature is presented in thematic format 

as follows:
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Disclosure
Students are not legally bound to disclose 

their disability and the decision to conceal 

or disclose dyslexia is multi- factorial (Morris 

& Turnbull 2006; 2007). Students may be 

reluctant to disclose for a variety of reasons 

including fear of being labeled; misunderstood, 

stigmatised and discriminated against or 

becoming the focus of curiosity or unnecessary 

concern (Stanley et al. 2007). Also numerous 

clinical placements mean that disclosure occurs 

on more than one occasion and students may 

have a number of disabilities but can chose to 

disclose only one.

Competence & fitness to practice
There is no evidence in the literature that 

students with a disability are more likely, than 

other students, to engage in unsafe practices 

or to be less effective at administering care 

(Storr, Wray & Draper 2010; Kane & Gooding 

2009). Indeed students with dyslexia have been 

found to highlight the importance of protecting 

patient safety (Price & Gale 2006). Students 

with a disability are expected to meet the same 

competence standards as their non-disabled 

peers albeit with the addition of reasonable 

accommodations. However, some students 

will require more contact time than their non-

disabled peers (Tee et al 2010).

Phase 1
Literature

review
&

Collaboration

Phase 1
Needs

assessment
Phase 3

Establishing 
support systems

Phase 4
Identifying

pathways for
future

development

Figure 1 Four phases of the project
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Legislation
The literature review examined 

The Employment Equality Acts (1998 – 2008); 

The Equal Status Acts (2000 -2008) and 

The Disability Act (2005). This legislative 

framework promotes fairness, equality and 

inclusion for Irish students with a disability 

and clearly specifies the obligation on public 

bodies, including universities and health 

care institutions, to provide reasonable 

accommodations. 

Reasonable Accommodations 
Reasonable accommodations are effective and 

practical measures to adapt the workplace 

or training environment (Equality Authority 

2010; AHEAD 2008). Students with a disability 

receive a range of individualised reasonable 

accommodations to study in the University 

setting. However, these supports may not 

be easily transferred into clinical placements 

causing a tension between patient safety and 

the desire to provide support for the student 

with a disability. 

In summary the published literature details 

the supports for nurses and midwives 

but concentrates on dyslexia, dyspraxia & 

dyscalculia (University of Southampton 2010; 

TCD 2010; Royal College Nursing 2010a, b & c). 

Strategies and Barriers to 
providing support
Few papers have discussed the effectiveness 

& appropriateness of support strategies 

and further research is needed to establish 

whether supports assist the students to meet 

their competencies and to complete their 

programme. Tee et al. (2010) and Griffiths 

et al. (2010) recommend that implementing 

adjustments in practice requires a multi-

disciplinary or a tripartite approach and the 

involvement of all key stakeholders in the 

support processes. 

Phase 2: Needs Assessment 
This phase involved the identification and 

assessment of the needs of academic and 

clinical staff, and students, in supporting 

students with a disability. This involved 

consultation with academic and clinical staff 

and a scoping workshop in June 2010 which 

included all key stakeholders. The workshop 

aimed to provide a forum for the discussion 

on disability legislation, reasonable 

accommodations, issues relating to patient 

safety & fitness to practise and the need to 

develop written guidelines for clinical staff. 

The following outcomes were agreed:

• Development of written guidelines 

to include information on supporting 

disclosure, all types of disabilities, 

reasonable accommodations, legislative 

frameworks and necessary resources.

•  First draft of Guidelines by Nov 2010

• Access to information on registered 

students with a disability from the UCD 

Access Centre. 
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Phase 3: Establishing support 
systems and processes
Phase 3, establishing support systems and 

processes, was implemented in a number of 

ways: 

• An information letter in the form of a 

student memo was drafted and reviewed 

by our Freedom of Information Department 

and UCD Access Centre. The UCD Access 

Centre consent form was amended to 

include student permission to disclose 

their reasonable accommodations to the 

student’s parent hospital. Both the letter 

and the consent form were treated with 

utmost confidentiality and were approved 

by November 2010. 

• Members from the clinical and academic 

team wrote a section of the guidelines and 

a draft was circulated a week before the 

symposium for review and approval by the 

stakeholders. 

• A symposium was held in November. 

A barrister specialising in Equality law, 

and Barbara Waters from SKILL in the 

UK were invited to address, and clarify, 

issues in relation to legislation, reasonable 

accommodations and the provision of 

equality and inclusivity for students 

across all aspects of their nursing and 

midwifery programmes. Participants 

provided feedback on what to include, 

exclude or revise from the first draft 

of the guidelines. It was evident at the 

symposium that the participants had a 

better knowledge of legislation and its 

implications, student rights in relation to 

disclosure or non-disclosure and the fit 

between competence, fitness to practice 

and reasonable accommodations.

• Consultation continued with our clinical 

team, AHEAD and UCD Access Centre. 

On reviewing the debate, discussion and 

feedback two things became apparent: 

student input was missing and the 

‘guidelines’ needed to be renamed as a 

‘resource guide’.

• Student input into the Resource Guide 

was addressed by inviting registered 

students with a disability to attend a 

focus group to share their experiences 

of being a student with a disability in 

clinical practice. This proved to be very 

worthwhile. It provided valuable insight 

into the student’s experience of support 

on clinical placements, how individual 

students coped/dealt with their disabilities 

and information for the Resource Guide. 

Key findings that emerged from the focus 

groups included: workshops to address 

clinical practice terminology, a larger 

national support group to network and 

share experiences and resources with other 

nurses and midwives, disability awareness 

training at preceptor study days and 

teaching and assessing modules.  

• The second issue was addressed by 

renaming the guidelines as a ‘Resource 

Guide’ and agreements were made to 

develop a smaller more abbreviated user 

friendly version, containing key points for 

support staff at ward level.

• It was agreed that the UCD Access Centre 

needs assessment would be amended to 

include a clinical needs assessment (CNA). 



The real risk is doing nothing

24

Innovative practices developed to support nursing and midwifery students with a disability in clinical practice

Phase 4: Identifying pathways 
for future development
Finally, the current phase involves ongoing 

work in the following areas: 

• The Disability Liaison Officer, with the UCD 

Access centre manager, will conduct a 

clinical needs assessment for all students 

who disclose their disability. They will also 

participate in forums to advise students of 

the following: what constitutes a disability, 

the importance of early disclosure and the 

available supports on campus and clinical 

placements. 

• Formal staff training and awareness to 

be implemented in 2011-2012. Support, 

monitoring, and evaluation of student and 

staff experiences will be ongoing to see 

them through a time of great change. 

• Establishing a student national support 

group, in 2011, to facilitate student 

networking and sharing of experiences and 

resources. 

• Auditing of disclosure in relation to the 

numbers of students disclosing and when 

and whom they disclosed to. Research will 

evolve from the statistics and funding for 

research will be sought. 

• Links with major well known disability 

organisations, in Europe and elsewhere, 

will be sought to enrich and share our 

experiences of supporting students with a 

disability. 

• Finally, all research and information will 

be dissemination annually at national and 

international forums. 

To conclude, the diverse nature of clinical 

practice brings many challenges for clinical 

educators in supporting nursing and midwifery 

students with a disability. The structures and 

processes described in this paper, including 

the development of the Resource Guide, are 

only the commencement of a journey towards 

supporting academic and clinical staff and 

students in clinical practice.
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Inclusive clinical education: myth or reality?
Jane Owen Hutchinson & Karen Atkinson 

 

Abstract 
A significant percentage of health 

professionals’ education takes place in 

the clinical setting. Whilst universities are 

generally becoming more inclusive and 

provide both anticipatory and individual 

reasonable adjustments to facilitate access 

for disabled students, experience confirms 

that this is not necessarily mirrored during 

the clinical elements of their programme. 

The reasons for this disparity are complex, 

including: lack of communication; failure 

to implement reasonable adjustments and 

variable student engagement. The most 

impenetrable barriers, however, are 

prejudiced and stereotypical attitudes 

which can lead to inequalities in students’ 

experiences. 

This paper explores these barriers and the 

possible reasons for their existence. 

Introduction
On their website, NHS Employers make the 

following claims:  “Equality and diversity are 

at the heart of the NHS strategy. Investing in 

the NHS workforce allows us to deliver a better 

service and improve patient care in the NHS.” 

and “Equality is about creating a fairer society 

in which everyone has the opportunity to fulfil 

their potential. Diversity is about recognising 

and valuing difference in its broadest sense.”

The NHS workforce is, indeed, diverse. This 

has been facilitated by legislation, Widening 

Participation initiatives, consumer demand and 

changing patterns of healthcare. In general, 

the workforce reflects the increasing diversity 

of patient populations and healthcare settings. 

The above quotes illustrate what the NHS 

presents as the context in which employees 

work and students learn. Our experience 

of supporting disabled customers and our 

research that directly accesses their accounts 

of learning and working in the NHS, leads us to 

suggest that the reality is quite different. 

For example, a clinical manager formally asked 

a programme team to stop recruiting disabled 

students as they “could not be fit for practice”.  

Comments from disabled students also reflect 

negative staff attitudes: 

“…the person who was going to be my 

supervisor…was absolutely scared out of her 

mind about what to do with me…” 

Disabled employees also encounter negative 

attitudes: 

 “I was told that there wasn’t any other 

assistant available…I’d have to go it alone…

and it was a case of oh well you’re just going 

to have to cope”.  

“I felt…totally disarmed and disempowered and 

just 2nd class” .

These negative attitudes are further identified 

in relation to three contexts.  
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Narrative

Educational Context
Traditionally, a range of disabled people have 

been educated and employed in the NHS. More 

recently, students who have an increasingly 

wide range of impairments have successfully 

entered health education and workplace 

settings.  Experience suggests, however, that 

many continue to encounter prejudice during 

their clinical placements and subsequent 

working lives.  

Healthcare education comprises academic and 

clinical components, a significant proportion 

of time being allocated to the clinical setting. 

Generally, universities are becoming more 

inclusive and provide both anticipatory and 

individual reasonable adjustments to facilitate 

curriculum access for disabled students. Due 

to an increased knowledge and understanding 

of disability-related issues, academic staff 

appreciate the importance of providing support 

and making reasonable adjustments. Students 

also benefit from support from the Disability 

Services plus an increased awareness by Senior 

Management of the need to make the physical 

environment accessible.  These positive 

developments are not, however, necessarily 

mirrored during the clinical elements of the 

programme where students’ experiences can 

be variable and less supportive.    

Professional Context
Professional socialisation has been defined as:

“a subconscious process whereby persons 

internalise behavioural norms and standards 

and form a sense of identity” (Weidman et 

al 2001).  

Professionals within the NHS consistently 

embrace the medical model of disability 

(Owen Hutchinson 2004); consequently, this 

also underpins their educational systems. 

The ‘typical’ professional is depicted as non-

disabled and physically active. This medical 

ethos encourages the adoption of characteristic 

behaviour and terminology. It thus becomes 

acceptable for staff to use language that 

conceptualises people as medical objects:  

“the stroke” and “the fractured neck of femur”. 

This results in the de-personalisation of human 

beings.  These stereotypical attitudes and 

beliefs must be challenged.  

Disability Context
Our experience indicates that, as a 

consequence of these attitudes and beliefs, 

disabled students are often perceived in this 

‘depersonalised’ way by significant numbers 

of their educators and colleagues.  Regarded 

as less equal, they may be defined in terms of 

their limitations and the problems they will 

encounter in their roles as healthcare students.  

It is not surprising, therefore, that disabled 

students themselves may become socialised 

into this negative medical ethos, even colluding 

with it, albeit unintentionally. They cannot 

envisage an alternative and, because of internal 

and external pressures to ‘pass’ as ‘normal’ 

(Goffman 1968) and to avoid ‘problems’, they 

often choose not to disclose an impairment.  

There are a number of barriers that contribute 

to this situation.
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Inadequate communication

Key factors
Whilst managing well in the academic setting, 

students are often unaware of the ways in 

which their impairments may impact upon their 

ability to engage fully with the clinical setting. 

It is often the case that little or no information 

or support is provided by academic or disability 

staff resulting in students lacking knowledge 

and being ill - prepared for clinical placements 

and their associated pressures. This lack of 

communication indicates that the university is 

failing in its duty of care to the student.

Additionally, students may be reluctant to 

contact the clinical placement in advance 

and disclose an impairment; in fact some 

do not even consider themselves to be 

disabled.  Clinical Supervisors may contribute 

to these issues if their attitude is less than 

welcoming. If all students are asked, prior to 

the placement, whether they have specific 

requirements, this can improve the situation.   

Reluctance to disclose

Key factors
Reasons for non-disclosure are complex and 

multifactorial. Fear and anxiety regarding 

attitudes are common - especially amongst 

students who have hidden impairments - 

who wish to ‘pass’ as ‘normal’. If students do 

not disclose, this could result in them being 

exposed and discredited which can be a difficult 

situation to manage. It is crucial, therefore, 

that university and the clinical placement staff 

provide multiple opportunities for disclosure in 

welcoming and safe environments in order that 

effective support can be implemented.  

Failure to implement 
reasonable adjustments

Key factors  
Students who take responsibility for negotiating 

adjustments which are subsequently not 

implemented face a dilemma: whether to 

pursue the issue or, potentially, to be perceived 

as a ‘problem’.  If efficient procedures are 

in place for recording and evaluating the 

effectiveness of reasonable adjustments, this 

situation can be avoided.

Variable student engagement
Key factors
With reference to ‘unseen’ disabilities (e.g. 

dyslexia) students’ approaches vary. Some 

are very proactive contacting the clinical 

placement, visiting in advance, and negotiating 

appropriate adjustments. On the other hand, 

some may arrive on placement having not 

negotiated any support and encounter issues 

relating to time management, organisation 

of work and documentation. Because some 

students do not consider themselves to be 

disabled, they may take no action and are 

surprised when barriers are encountered. 

All the above are supported by Case Studies 

which are available on request.  

Attitudinal issues

Key factors
These represent the greatest barriers because 

they are based upon stereotypical conceptions 

of disability which, in turn, are rooted in 

popular myth. They may be negative or 

positive, depicting the person as incapable or 

as possessing ‘special gifts’.  A clinician asked: 
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“How can you be a physiotherapist if you can’t 

see?” and, referring to a clinical placement, 

one student reported: “…they were actually 

looking forward to it because then they could 

get taught skills like I’ve got that they don’t 

have…the sensitiveness of your hands they 

were actually interested to see what they could 

get out of it as well…”   Realistic and balanced 

approaches are more likely to be achieved 

by working in an inclusive environment that 

genuinely values difference reflected in 

policies, practices and procedures that apply 

to both patients and employees. Meetings 

that have equality and diversity issues on 

agendas should be supplemented by regular 

staff training/awareness-raising events at which 

positive role models of disability are discussed. 

All staff and students should be asked if they 

have particular access requirements.  “Into 

Physiotherapy: Welcoming and Supporting 

Disabled Students” (2010) provides further 

information on supporting disabled students. 

It is a resource that will be of value to all 

healthcare practitioners.  

Conclusion
Physiotherapy has been practised by visually 

impaired people for over one hundred years 

and a considerable degree of success has been 

achieved in terms of access to the profession 

for those who have this impairment. It is 

evident, however, that many barriers still 

exist. With reference to other healthcare 

professions and people who have impairments 

other than visual, the barriers are even greater 

and it will require a considerable amount of 

work to begin to combat them. For example, 

what would it take to change the attitude of 

a clinical educator who actually said: “She’s 

not got dyslexia, she’s got a severe personality 

disorder”?  We believe, therefore, that 

inclusive clinical education is still a myth and is 

likely to remain so for the foreseeable future.     
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Supporting services users to become health care 
professionals
Kathy Martyn 

Abstract 
This article will explore some of the key 

issues that face service users as they 

embark on a journey to become a health 

care professional and the support package 

that was developed in conjunction with 

the student services department and 

local NHS trust. In addition this article 

will suggest that the experiences of 

students with mental health (MH) histories 

engaging in MH studies creates unique 

and challenging situations which in 

turn require novel and creative support 

packages.
 

A report from the Royal College of Psychiatrist 

in 2003 concluded that there is evidence to 

show that the number of students reporting 

symptoms of mental ill health is on the increase 

and recommend that institutions respond 

through mental health promotion and the 

development of policies with local health 

providers. 

In nurse education we have seen an 

increase in students disclosing complex MH 

histories or experiencing re emergence of 

pre-existing conditions. This increase may 

reflect the positive response to students 

disclosing or the nature of nursing courses 

which values applicants who demonstrate 

some understanding of their chosen branch. 

That many service users are attracted to 

nursing may be as a direct consequence of a 

positive experience within the MH setting and 

a wish to emulate practitioners or a desire to 

improve service provision. 

For all students embarking on any course 

can be stressful and anxiety provoking as 

individuals undergo significant life changes 

such as giving up work, living with limited 

finances, meeting new people, studying and for 

some moving away from their support network 

and friends. For those with pre existing MH 

diagnosis commencing courses that lead to 

professional registration may also coincide 

with a reduction in professional support from 

MH services. Commencing a course may signal 

to themselves and MH services that they are 

well and this is re affirmed by a declaration 

of fitness by the Occupational Health 

Departments. As a consequence support may 

be withdrawn at a time when the student 

is facing new challenges and is increasingly 

vulnerable.

Unlike many courses nurse education brings 

with it a unique blend of education and clinical 

practice that will involve situations where the 

individuals understanding of their health and 

the role of the health care professional will 

be challenged. In other courses, for example 

history or engineering, students can separate 

out their own health experience from that of 
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the course requirements. In mental health 

nursing they will be exposed on almost daily 

basis to reminders of their own health; they 

will hear MH professionals discuss and in some 

cases make judgements about the clients 

they are supporting and they will meet clients 

whose lives and experiences may mirror 

their own.

Pre-empting the potential for these challenges 

early on in the course can mark the first step 

to supporting students. At the University of 

Brighton all students are given the opportunity 

to discuss their needs and to talk through 

strategies that will facilitate their engagement 

with education. These strategies include:-

• Developing a peer support network within 

tutor groups and a named personal tutor

• Having access to specific tutor within the 

school whose remit is to support students 

with disabilities and chronic health issues.

• Having access to the University MH support 

team

We also recognise that that the effort required 

for students to maintain a sense of ‘normality’ 

within the course can be exhausting and 

that students may need flexibility within 

their programmes to limit this tiredness. 

Our experience indicates that the ability of 

a student to maintain their own mental well 

being diminishes when they become physically 

tired. Adjustments to start times, hours in 

practice and building in respite days can limit 

the impact tiredness can have.

Early on in our experience in supporting 

students who had been service users it became 

clear that clinical practice brought with it a 

unique range of challenges. For students their 

previous experiences in a mental health setting 

may have been as a patient, for some they 

may even be allocated the very setting where 

they had been treated. Whilst every effort 

is made not to place a student in a setting 

where they had been treated, limitations in 

clinical placements can sometimes make this 

inevitable. For others it is simply listening to 

health care professionals discussing patients or 

diagnosis,  as they reflect on difficult situations 

or simply ‘off load’; and for many it can be 

meeting individuals with the same or similar 

diagnosis  and being uncertain about how they 

maintain their professional boundaries. 

All students will have clinical supervision and 

mentors they can discuss their experiences 

with but many students with ongoing MH 

diagnosis are reluctant to discuss in depth their 

anxieties for fear they will be ‘outed’ as being 

a service user. Addressing these challenges 

presented by clinical practice has led to the 

identification of the need for a support worker 

to facilitate the transition from service user to 

health care professional. It is not uncommon 

for the University to recruit support workers 

for students in HEI, but it was unusual to 

recruit a support worker who would be skilled 

enough to support a student experiencing 

complex and challenging situations in a 

specific clinical context. To this end we felt we 

needed a support worker who knew the MH 

context, could enable the student to find their 

own solutions to the challenges they were 

facing and ideally had experience as a MH 

practitioner.

Critics may argue that students must be ‘fit’ 

to continue on a nursing course and that the 

course is not the place for therapy. For them a 

support worker with a MH registration is just 
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a community psychiatric nurse (CPN) with a 

different label. However it is clear that many 

students with pre existing MH diagnosis are 

well, but it is the nature of the course that is 

challenging and tests their resilience and it is 

when their resilience crumbles their mental 

well being suffers. These students do not 

require therapy, they need support.

Discussions with the student, the NHS trusts 

and the MH support team at the university has 

led to the employment of two individuals in a 

support worker role for specific students. Both 

these individuals are registered MH nurses with 

many years of experience in clinical practice; 

they see their allocated students and provide 

opportunities for the students to talk through 

the issues they are facing. The students value 

their support because they know the support 

worker is not directly involved in their course 

or in clinical practice and yet they understand 

the nature and practice of MH nursing. This 

allows the students to be able to articulate 

freely and explore the issues that they find 

most challenging or disturbing. The support 

workers understanding of MH facilitates the 

management of clear boundaries, and their 

ability to be able to prompt students to seek 

professional support for their own health if 

required. They are very clear that they are 

not the student’s therapist. The NHS trust are 

happy as it enables their clinical mentors to 

focus on supporting the students education 

in practice, the development of clinical skills 

and the assessment of competence for 

registration. The trusts are also reassured by 

the professional registration of the support 

worker that patient/client confidentiality will 

be maintained as inevitably students may on 

occasions allude to their clinical setting. 

Concerns over the increasing numbers of 

students accessing  counselling and mental 

health services via student services,  within HEI, 

and the impact this has on student retention 

is identified within the Institute for Access 

Studies briefing report which brings together 

resources  for supporting  students. Within 

which they recognise  the guidance developed 

by AMOSSHI in 2001 calling for HEI institutions 

to be therapeutic communities in their own 

right and the forging of greater links between 

HEI and NHS mental health service provision.

The development of a support worker role, 

which includes the individual holding a 

professional registration in MH nursing, is 

one way in which this therapeutic community 

can be developed forging clear links between 

NHS mental health service provision and 

HEI. The challenge now faced is establishing 

how such a role can be recognised within 

the funding for disabled students to ensure 

students can have appropriate support through 

the DSA

Students with ongoing MH conditions 

embarking of professional courses in MH may 

be exposed to experiences that can challenge 

even the most resilient of person. Recognising 

vulnerable students early in a course and being 

creative with reasonable adjustment, including 

the identification of novel ways of support will 

limit the distress to the student and facilitate 

completion of a course with registration and 

employment.
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Disability Support for Clinical Placement
Martyn Simons

Abstract 
Disability should not automatically be 

a bar to entering or continuing in the 

Nursing profession. Declaring a disability 

can prove a challenging situation for 

an individual to overcome. It may also 

represent a challenge for a manager or 

mentor particularly if it is something 

they have had little experience of before. 

This paper looks at how a procedure has 

been implemented at Queen Elizabeth 

Hospital Birmingham, in England, to 

help individuals and managers address 

the needs of staff, and students with a 

disability, through suggested reasonable 

adjustments to support them. The paper 

looks how this model has incorporated 

other NHS organisations, within a 

training circuit, and Higher Education 

Establishments to provide parity for 

student nurses throughout their clinical 

experience.
 

Introduction
Fear of discrimination is often prevalent 

amongst those with disabilities due to labels 

attached to them during formal education and/

or work. People with dyslexia often say that 

they were labelled as unintelligent when at 

school and never received any help. Lack of 

awareness about what constitutes a disability 

can stop individuals disclosing because often it 

is not understood what represents a disability 

so people tend to just ‘cope’.  Angus Council 

(2007) initially had a 0.96% disclosure rate 

out of over 5,000 employees. This percentage 

doubled after a staff survey included a full 

definition of disability but is still in stark 

contrast to the Office of National Statistics 

figure from 2007 showing 47.5% of working 

age people with a disability in the U.K. in 

employment.  

Narrative
As Nurse Educators we noticed a rise in 

numbers of students with numeracy and 

literacy issues. Issues were picked up by 

mentors in ward areas or via the student 

declaring a disability. Two quite lengthy cases 

of qualified staff also came to the fore for the 

Clinical Education Team, both were diagnosed 

as having a Specific Learning Disability (SLD) 

– Dyslexia, and both seemed to take time in 

reaching a point  of referral, which suggested 

a lack of clarity with this process. As a result 

I was asked to look at if there was anything 

we as a Trust could do to assist and support 

reasonable adjustments at an earlier stage. 
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Initially the main concern was nursing as this is 

our area of expertise, so I asked for volunteers 

to join the Physical and Learning Disability 

Advisory Group. We reviewed the Disability 

Discrimination Act (1995/2005) and felt that 

our focus would be best directed at looking 

towards implementation and support of 

reasonable adjustments in the clinical area.

The Physical and Learning Disability Advisory 

Group is made up of a number of individuals 

and meets bi-monthly to discuss initiatives, 

new information and review active cases.

Clinicians:
Ward based staff who would understand 

practical difficulties in regards to potential 

adjustments.

Educators:
From within the Nurse Education team – close 

links with ward staff.

Other Departments:
Occupational health, Trade Unions, Human 

Resources, 

Higher Education Institutions:
Our organisation has close links to 2 major 

universities. The Welfare and Disability Tutors 

from each were invited to join.

Other NHS Trusts:
Students in Birmingham train in circuits either 

North, South, East or West. All placements then 

take place in one circuit. In order that students 

can  receive the same support throughout the 

training circuit we also invited Staff  from the 

other South Birmingham Trust’s involved.

The Group has a number of 
aims:

Advice and Support:
The group is not a replacement for Human 

Resources, Ward Managers, Senior Nurses etc.

It is not a redeployment group for dissatisfied 

managers or staff. It has developed an advisory 

and supportive network for staff and managers 

to tap into for help in enabling staff to remain 

in their chosen area of work.

Encourage Disclosure:
Disclosure is positive. Previous experience had 

shown that late disclosure, particularly if a 

student was having difficulties, often resulted in 

a failed placement due to lack of understanding 

and application of, sometimes, simple 

adjustments. Early communication rules out 

later confusion and conflict. For student nurses 

we try to ensure that a pre placement meeting 

happens where any suggested adjustments 

are reviewed and agreed. These meetings take 

place in the ward environment and include 

the student, their mentor or senior member of 

staff, a university representative and a member 

of the Disability Group.
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Reviewing Reasonable 
Adjustments:
Reasonable adjustments will vary from 

individual to individual and situation to 

situation. Examples include:

• Handover notes on green paper.

• Time considerations for completing nursing 

documentation.

• Availability of Manual Handling equipment

• Regular short breaks/rest.

• Temporary shift adjustments – late starts.

Reasonable adjustments are put in place to 

develop and maintain competence. If despite 

the adjustments the individual still can not 

function competently then alternatives need to 

be considered.

It is important to note that whilst reasonable 

adjustments should be explored at all times, 

Health and Safety law in the UK overrides the 

Disability Discrimination Act. This is particularly 

relevant to nursing in clinical environments 

where patient and staff safety is paramount.

Follow Up Support:
The Group developed the role of Case Officer 

to review and support individuals referred to 

them. The Case Officer is assigned from the 

group to follow up in practice for duration of 

placement and will normally follow up after 

one week and then determine the frequency of 

subsequent visits. Some students need weekly 

visits, some only one or two, every one is 

different.

An Evolving Group:
We are a ‘learning group’ our ability to help and 

support will grow as we explore the available 

resources and study individual cases. Our group 

is still small so mainly works with nurses, but 

we are developing more contacts with other 

staff groups. Our main aim is to have happy 

staff and students who are able to practice 

confidently within a supportive environment 

where managers and colleagues understand 

and respond to their needs. ClaroRead software 

is being trialled for use on Trust network. This 

provides arrange of dyslexia support systems 

including coloured overlays to screen, text to 

speech facility, screen ruler to highlight and 

magnify text. We are also looking at providing 

a selection of coloured overlay sheets in our 

dignity boxes used with our patients, these 

boxes also include things like  spectacle repair 

kit and spare hearing aid batteries.

We now have a registered mental health 

nurse joining the group to offer advice with 

regards to students declaring a mental health 

issue.  As our group has become better known 

we get enquiries from other staff groups 

– Physiotherapy , Medical Secretaries and  

Catering Assistants. 
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Conclusion
Staff benefit by having access to practical 

support and advice to help them continue in 

the job they have chosen. Students benefit 

from more understanding and sympathetic 

mentors who recognise their needs and assist 

in the provision of adjustments which gives 

them the best chance of success. The Trust 

benefits from an enhanced reputation. We 

hope it will encourage people to come and 

work with us. Ultimately our patients benefit by 

being cared for by competent staff who are fit 

for purpose. 

Biography 
I am a Practice Placement Manager at Queen 

Elizabeth Hospital Birmingham. Responsible 

for pre registration student nurses having 

their clinical placements at the hospital. I lead 

a group looking at the implementation of 

reasonable adjustments for staff and students 

with new or existing physical and/or learning 

disabilities. Clinical background in care of the 

older person. As well as ward and community 

care work, I led on project work related 

to implementation of the National Service 

Framework for Older People



39

Understanding dyspraxia: one of the lesser known learning differences

Understanding dyspraxia: one of the lesser known 
learning differences
Michelle Cowen

Abstract 
Over the last decade, education providers 

and our clinical partners became familiar 

with the needs of students with dyslexia 
and have been able to respond to offer 
appropriate support. The situation is 
much less clear however when a student 
announces that they have dyspraxia, as 
most people are much less familiar with 
this condition. This paper will explore the 
specific challenges a nursing or healthcare 
student with dyspraxia may face. It will 
begin by outlining what the condition is, 
before introducing a ‘typical’ pattern of 
difficulties. Finally strategies which may 
help alleviate some of these difficulties 

will be identified.  

 

Discussion
Dyspraxia is a Developmental Co-ordination 

Disorder or (DCD) which occurs when 

parts of the brain fail to mature properly 

as they develop, resulting in atypical brain 

development, (Kaplan et al, 1998). Reasons 

for this are complex and in most cases further 

research is required to establish a definitive 

link, but dyspraxia is thought to be linked 

to certain aspects of maternal diet during 

pregnancy including a low intake of long chain 

polyunsaturated fatty acids or LCP’s. Prolonged 

labour, prematurity (birth before 38 weeks) and 

postmaturity (birth after 42 weeks) have also 

been suggested as possible contributory factors 

as has breastfeeding as docosahexanoic acid 

(DHA) a chemical found in high levels in breast 

milk is felt to play a part in the developing 

brain, (Portwood, 2000). 

Neurological development begins in the foetus 

and continues throughout the first two years 

of life. As the brain develops a series of neural 

networks and connections are created. These 

are overpopulated and during the first three 

years of life the body removes the surplus 

and less efficient networks. At the same time 

appropriate / efficient pathways are reinforced. 

In dyspraxia some of the excess pathways 

remain, which gives the potential for messages 

to go along the extended (inefficient) pathways. 

There is also thought to be a reduced number 

of connections between nerve cells. Either of 

these factors are likely to result in a potential 

delay in processing information. (Portwood, 

1999; Portwood, 2000, Hendrickx, 2010) 

As with other conditions defined as a Specific 

Learning Difference (SpLD) Dyspraxia is often 

found to co-exist with other developmental 

conditions including Attention Deficit Disorder 

and Aspergers. This can lead to problems in 

attributing an area of difficulty to a particular 

condition, however the need to do so is in the 

most part irrelevant. The key to success is to 

help the individual to find ways of overcoming 

the difficulties they face irrespective of 

which ‘condition’ they are associated with. 

However there are areas of difficulty which 

are particularly attributed to dyspraxia and 
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the Dyspraxia Foundation have identified 

some in their definition when they state that 

dyspraxia is an: “Impairment or immaturity 

of the organisation of movement. It is an 

immaturity in the way that the brain processes 

information, which results in messages not 

being properly or fully transmitted……Dyspraxia 

affects the planning of what we do and how 

to do it. It is associated with problems of 

language, perception and thought”.  

(Dyspraxia Foundation, 2011)

However this definition probably reflects 

the difficulties which children with dyspraxia 

experience more than adults. For reasons 

which are unclear, motor difficulties appear 

to be less pronounced in adults and it is the 

difficulties with organisation and thought 

processing which create more significant 

challenges for the individual. Some of these 

have particular relevance for individuals 

contemplating a health related career and the 

following categories of potential difficulties 

include specific clinical application. As with all 

SpLD it must be recognised that the individual 

profile is unique, with no one person likely 

to experience all of these areas of difficulty, 

however the areas identified highlight the 

breadth of problems an individual may face, 

(Cowen, 2010; Portwood, 1999; Portwood, 

2000).

Problems with organisation and memory may 

include:

• A poor concept of time, often late for 

appointments.

• Information processing problems – ie 

unpicking what is required or important, 

whether for an assignment or in a clinical 

context.

• Poor sequencing, remembering when 

things need to be done in a particular 

order.

• Problems recording information – often 

due to a difficulty in identifying salient 

points.

• Poor memory.

• Difficulty following instructions particularly 

when given more than one at a time.

• May be slow to finish a task due to 

tendency to day dream.

Problems with maintaining attention and 

concentration may include:

• A tendency to veer off at tangents during a 

conversation.

• A difficulty in answering direct questions.

• Poor concentration with many adults 

displaying symptoms of Attention Deficit 

Disorder.

• An over-sensitivity to noise.

Language related problems may include:

• Loud and fast speech.

• Problems organising the sequence of their 

speech, in other words tending to ramble 

and not prioritising key information where 

necessary.

• Problems pronouncing certain words.

• Misinterpreting what they hear.

• Problems picking up on non-verbal signs 

and in judging the tone or pitch of voices.
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Fine motor co-ordination difficulties may 

include:

• Problems in differentiating left from right.

• Problems using certain pieces of 

equipment for example attaching a needle 

to a syringe.

• An inadequate grasp causing them to have 

a tendency to drop things.

• Poor hand eye co-ordination.

• Poor handwriting due to problems with 

fine motor movement.

Gross motor co-ordination problems may 

include:

• Poor balance, posture and fatigue make 

it difficult to stand for long periods for 

example in an operating theatre.

• A tendency to be clumsy, spill things or trip 

over.

Diagnosis
As discussed earlier the likelihood of a co-

existing learning difference and the diverse 

nature of the condition often make it difficult 

to diagnose. There are also those who 

question the relevance of a specific ‘label’ in 

influencing how individuals are supported, 

(Kirby et al, 2008). However in most contexts, 

including Higher Education, establishing a 

firm diagnosis is a prerequisite for obtaining 

adjustments and the need to decide whether 

an individual has dyslexia, dyspraxia, attention 

deficit disorder or a combination becomes 

more important.  Due to its potential overlap 

with certain neurological conditions, primary 

diagnosis is usually through the individuals 

General Practitioner (GP) in order that 

differential diagnoses are eliminated before 

a formal diagnosis of a developmental co-

ordination disorder is made.  Input from a 

range of specialists may be sought including 

Psychologists – educational, occupational, 

neuro or clinical; Psychiatrists; Neurologists 

(mainly in the case of acquired dyspraxia); 

Paediatricians who specialise in developmental 

disorders (who will see adults where 

dyspraxia is suspected); Physiotherapists and 

Occupational Therapists. 

Supporting individuals with 
dyspraxia
Due to the very individual nature of dyspraxia 

support will need to be targeted at the person’s 

individual pattern of difficulties. The following 

list of ‘top ten tips’ will provide a useful starting 

point however, and be of benefit to most 

individuals. Useful strategies include:

1. Giving yourself / others enough time to 

write up notes or other paperwork.

2. Divide your ideas into sections and tackle 

one section at a time.

3. Devise ‘templates’ or checklists for 

different types of documentation eg patient 

assessment, discharge summaries, letters 

etc. These can be devised by the individual 

or for a more junior student be provided by 

those providing support / supervision.

4. Using a laptop or PC to write notes on if 

one is available.

5. For individuals with messy handwriting – 

try experimenting with different types of 

pen (chunky / standard / slim) until you 

find one that helps.
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6. Consider using a handheld recording device 

to record your ideas verbally – you can 

then copy it into the notes but you will not 

need to think and write at the same time.

7. Always carry something to write on and a 

pen.

8. Use flow diagrams where procedures need 

to be remembered in a particular order.

9. Use coloured pens and highlighters to help 

organise and prioritise.

10. Practice handling instruments and 

equipment – if possible ask if you can 

borrow a piece of equipment to practice 

with. 

Conclusion
As with other types of specific learning 

difference the way dyspraxia affects someone 

is very individual. However, by helping those 

working with students with dyspraxia to 

increase their understanding, students are 

being supported to develop strategies which 

will enable them to succeed.   Furthermore, 

as on-going research adds to our body 

of knowledge additional strategies will 

emerge. Dyspraxia in itself is not a barrier to 

achievement but how we support students 

and help them to overcome the challenges 

it creates, may be. We need to work actively 

to ensure that no student is prevented from 

reaching their goal due to our attitudes or lack 

of support.
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Embedding Inclusion within the Nursing and  
Midwifery Placement
Michelle Garvey

Abstract 
Trinity Inclusive Curriculum (TIC) was set 

up with the primary aim of responding 

to the needs of the modern student 

population post-registration by embedding 

inclusive practices within the mainstream 

curriculum to enable all students to 

participate more fully in the academic life 

of College. In the academic year 2009-10 

TIC worked with the School of Nursing and 

Midwifery to gain a better understanding 

of the barriers experienced by students 

while on placement and what the school 

could, or was, doing to overcome these 

barriers. This paper will describe this 

work and the outcomes arising from it. 
 

Introduction
There is a diverse student cohort registered 

on programmes running from the School of 

Nursing and Midwifery in Trinity College Dublin 

(TCD). Currently (March 2011) there are 70 

students with a disclosed disability, 57 students 

registered with the Trinity Access Programmes 

(for students from under represented socio-

economic groups) and 294 mature students.

In the academic year 2009-10 Trinity Inclusive 

Curriculum (TIC) worked with the School of 

Nursing and Midwifery as part of a pilot to 

gain a better understanding of the barriers 

experienced by students within the academic 

environment, including placements. As part of 

this collaboration, feedback was sought from 

stakeholders within the school (both staff and 

students) on difficulties experienced within 

placements and what the school could, or 

was, doing to overcome these barriers. This 

collaboration contributed to the development 

of the TIC online self-evaluation tool and 

resource website that enables programmes to 

reflect on, and evaluate the inclusivity of their 

placement provision. 

The purpose of this paper is to describe 

common difficulties arising within the 

placement context, give suggestions to 

overcome these difficulties, and to introduce 

the TIC resource website and self-evaluation 

tool that can contribute to an inclusive 

academic environment. 

Research / Narrative
TIC was set up with the primary aim of 

responding to the needs of the modern student 

population post-registration by embedding 

inclusive practices within the mainstream 

curriculum to enable all students to participate 

more fully in the academic life of College. 

This involved identifying actual and potential 

barriers to engagement within the academic 

environment; devising enabling strategies to 
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overcome these barriers; and promoting these 

strategies through the creation of teaching and 

learning self-evaluation tools to be embedded 

into TCD policies, procedures, training, and 

awareness activities. A resource website 

promoting reflection and understanding of 

inclusion was also to be created.

What is inclusion?
Inclusive practices are good teaching and 

learning practices that benefit all students, 

allowing them to engage and participate 

more fully in academic life. To be inclusive 

one recognises that no two students are alike, 

and proactively responds with flexibility to 

ensure the needs of all students are met. While 

inclusion benefits all students, it is of particular 

value to students from non-traditional learning 

backgrounds, who generally experience 

more obstacles within traditional academic 

environments.

TIC Pilot
TIC created a draft teaching and learning self-

evaluation tool over the summer of 2009. This 

tool, created using the feedback received from 

College stakeholders including academic staff, 

access staff and students, aimed to promote 

reflection on current teaching practice, and to 

offer suggestions for enhancing inclusion and 

universal curriculum design. As such, it aimed 

to play an active role in enhancing student 

access and engagement post-registration.

Enhancing the accuracy, usability, and 

effectiveness of the self-evaluation tool and 

resulting action plan was the central objective 

of phase two of TIC, and to achieve this goal, 

twelve extensive pilots of individual courses 

took place. Pilots covered both undergraduate 

and postgraduate programmes, and all major 

subject disciplines. It covered four programmes 

from within the School of Nursing and 

Midwifery, as well as three other programmes 

within the Health and Social sciences with a 

strong emphasis on placements.

Pilot Process - Steps involved
There were three activities contributing to the 

placement segment of the pilot. 

• Resource review,

• Stakeholder feedback, and 

• Completion of the placement segment of 

the draft tool.

The resource review involved a review of the 

format and content of information relating 

to placements, including information on web 

pages and in handbooks, and handouts from 

placement preparation classes. 

For feedback, stakeholders were identified 

as all staff working on placement planning 

and provision, and all students participating 

in placements. TIC endeavoured to gather 

feedback from the student stakeholders 

via both interviews and surveys. Student 

representatives for each programme were 

invited to meet with the TIC officer to offer 

the student perspective. Representatives were 

asked to confer with their classmates prior 

to the meeting to gather feedback on good 

practices, and areas where difficulties were 

experienced. Staff feedback was gathered at 

meetings with key staff including placement 

officers and programme coordinators, and 

through the process of completing the 

placement segment of the draft tool.
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All information was collated to create 

action plans for enhancing inclusion within 

placements. Following completion of a draft 

action report, staff were invited to give further 

feedback before the finalised report was 

created. 

What follows is a series of general observations 

of common difficulties experiences by students 

within placements, and actions taken or 

suggested to overcome these difficulties. 

Inclusive Placements: 
Guidelines arising from the 
pilot.

Inclusion pre-placement
A lack of understanding regarding the 

expectations and requirements of placements 

was identified as a difficulty by both staff 

and students. Both staff and students noted 

the importance of beginning placement 

preparation pre-application. At this point 

inform prospective students:

• Whether placements will take place during 

summer months,

• Of any additional costs to consider,

• Likely placement locations.

This will allow students to anticipate any 

possible barriers before committing to a course. 

Upon commencement of a programme, 

preparation continues through pre-placement 

classes, offering students essential skills 

and knowledge to function competently on 

placement. 

To avoid possible barriers, stakeholders also 

noted the importance of offering students the 

opportunity to raise any concerns regarding 

placement venue prior to the allocation of 

placements. It is highly recommended that all 

students are offered the opportunity to meet 

with the placement officer prior to allocation 

to raise any concerns and to input into location 

choice. This meeting also offers the opportunity 

for students to disclose any additional needs, 

and to raise any concerns they may have 

regarding the placement. 

Inclusion during placement
Inclusive programmes will strive to ensure 

that students are sufficiently supported and 

monitored during placements. Students need 

to feel confident seeking help and support 

to ensure a safe and educational placement 

experience, and should have quick and efficient 

access to any support necessary, both onsite 

and from within the programme. Ensure 

students are aware of onsite support, and that 

programme placement officers are available 

to students through a variety of means (e.g. 

phone, SMS, instant messaging and e-mail). 

Online computer platforms can be used to 

bring students within different sites together 

for mutual peer support also.

During placements monitor students so 
that any arising issues or difficulties can be 
picked up in a supportive environment.
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Inclusion following Placements
The placement experience can be challenging 

and stressful as well as educational. 

Programmes should strive to ensure that 

students are given the time and space to reflect 

on, process, and learn from any troubling 

issues arising out of placements. Debriefing can 

occur together with peers during class time, 

but individual debriefing sessions should also 

be offered where students feel uncomfortable 

discussing issues in front of peers. 

Finally, seek feedback from both providers and 

students following placement to investigate 

where enhancements can be made for future 

students. 

Conclusion 
Following the pilot, TIC has developed 

resources to enable staff to enhance inclusion 

within placements. Resources include a website 

to guide and support staff seeking to create a 

more inclusive learning environment  

(www.tcd.ie/capsl/tic), and a self-evaluation 

tool to evaluate the inclusivity of curriculum 

and to aid universal design in curriculum  

(www.tcd.ie/capsl/tic/evaluation).  

Both include sections on placements. 

The tool includes a choice of evaluation type 

including programme and module design / 

review, individual lecturer self-evaluation 

and review of provision to research students. 

It takes the form of a tick box questionnaire, 

with questions grouped within specific 

sections.  It includes a section on placements. 

The tool is not an auditing system with users 

scored and benchmarked against others. 

Instead, it is a reflective aid for users, with 

questions design to promote discussion and 

evaluation of their provision for their diverse 

student populations. Upon completion, users 

receive a summary report with recommended 

actions. The tool focuses on the delivery of 

teaching and assessment. Its scope does 

not cover the subject matter and syllabus of 

courses.

For more information on the TIC resources 

contact include@tcd.ie. 
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Supporting nurse and midwifery students with dyslexia 
on clinical placements: research in progress
Sally Holgate & Ann Cysewski

Abstract 
This article summarises a series of 

practical interventions that are currently 

being developed within the University 

of Wolverhampton to support student 

nurses and midwives with dyslexia in the 

development of clinical record writing 

skills. The interventions are informed by 

individual and focus group interview data 

from student nurses and midwives with 

dyslexia and placement mentors who have 

experience of mentoring students with this 

learning difference.  

 

Introduction
The overall aim of the research is to develop 

trial and evaluate learning and teaching 

programme to help student nurses and 

midwives who have dyslexia to develop their 

clinical writing skills in preparation for clinical 

placements and future careers in health care. 

Good clinical record keeping is integral to safe 

and effective practice, and is not an optional 

extra (NMC 2010a).  Furthermore, the profile 

and scrutiny of record keeping has been 

heightened by the introduction of legislation 

such as the Human Rights Act (1988), Access to 

Health Records Act (1990), and the Freedom of 

Information Act (2000), which enables wider 

access to clinical records, which are often key 

sources of evidence in litigation cases.   Given 

the importance of effective record keeping, 

it is unsurprising that assessment of this is a 

mandatory requirement in all pre-registration 

nursing and midwifery programmes (NMC 

2009, NMC 2010b).  

The project arose from discussions with 

practice placement managers who reported 

their mentors often felt ill equipped to support 

mentees with dyslexia.   This was consistent 

with feedback from students with dyslexia who 

stated there was a lack of support available to 

help them to develop their record keeping in 

practice.

An initial literature search prior to the start 

of the study identified a dearth of studies 

relating to dyslexia in nurse training, however 

very few of these considered the mentor 

perspective. The literature largely focused 

on identifying specific tasks that student 

nurses with dyslexia find difficult during work 

placements, for example difficulties in reading 

and writing reports and completing clinical 

record sheets and care plans (e.g. White, 

2007; Crouch, 2008; Sanderson-Mann and 

McCandless, 2006) and the dilemmas students 

faced when deciding whether to disclose 

their dyslexia to placement mentors (e.g. 

Morris and Turnbull, 2006: Blankfield, 2001). 

The main outcomes of studies in the literature 

are suggestions for reasonable adjustments 

that could be implemented in the clinical 
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workplace.  The present study differs in seeking 

to investigate more broad ranging and strategic 

interventions both in the clinical workplace 

and within the University prior to students 

attending clinical placements.

Research 
In the opening phase of the study, semi 

structured individual interviews and focus 

group interviews were carried out with 10 

nursing and midwifery students with dyslexia 

and 6 practice placement mentors respectively 

to inform the design, scope and content of the 

intervention.  Participants were asked their 

views on the main challenges to student nurses  

/ midwives with dyslexia in achieving the 

professional standards of competence relating 

to record keeping; how they can best be 

supported in the development of these skills ; 

what interventions would be most acceptable 

and effective and who should be involved in 

this process and where these should take place.

Key findings
Mentor participants identified:

• that key areas of difficulty experienced 

by student nurses with dyslexia varied 

with clinical area and the nature of clinical 

documentation used

• the complexity of the clinical 

documentation also varied with placement 

area

• students with dyslexia had difficulty in 

learning correct spellings of drug names 

and medical conditions; they took 

longer to complete written records and 

struggled with the speed that  handovers 

were delivered;  they struggled in the 

identification, selection and ordering 

of relevant information  for including in 

written records, experienced short term 

memory problems, and found written 

sentence structuring challenging.

Student nurses with dyslexia broadly agreed 

with mentor observations and identified the 

most helpful actions of mentors in supporting 

them in the development of their clinical 

writing skills were:

• finding time to discuss what had been 

written and the provision of constructive 

feedback

• pointing out areas for improvement

• tips of how and where to use professional 

terminology

• gradual phasing in of clinical writing, 

starting with co-writing records

• fending off distracters whilst the student 

writes records

• identifying quiet areas for writing, away 

from the phone

• allowing plenty of opportunity for learning 

by repetition

• clear and thorough explanations of each 

clinical document form used and what is 

required in each section.
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Mentor participants suggested the following 

support measures in placement settings:

• a specialist mentor in every work area as 

a point of reference / adviser for other 

mentors in the area, who could also offer 

advice to students experiencing difficulty 

in developing clinical writing skills for 

whatever reason.

• dyslexia awareness and support training for 

all mentors.

In keeping with the literature, mentor and 

student participants identified problems 

that students had either experienced or may 

encounter if they chose to to disclose their 

dyslexia. Both participant groups suggested 

the introduction of a “placement mentor 

awareness sheet” that students could issue 

to mentors if they so wished.  It was felt that 

this document could aid disclosure and detail 

recommendations for supporting students with 

dyslexia in the development of clinical writing 

skills.

There was broad consensus among student 

and mentor participants that all student nurses 

and midwives (with or without dyslexia) could 

benefit from preparatory clinical record keeping 

skills training prior to the first placement 

in order to enhance understanding of what 

would be expected of them and to develop 

self confidence. Ideas for content included 

guidance and practise in how to briefly describe 

a situation or scenario, identify and prioritise 

key points and précis these; the importance of 

completing clinical documents fully; note taking 

in mock handovers, and practise in asking 

questions to elicit key questions from patients 

to elicit information for admission documents. 

Actions implemented to date
Research findings informed the content 

of a one day training course for “Dyslexia 

Champions”.  The University’s NHS Trust 

placement providers have been asked to 

nominate staff members to undertake the 

training and become a central reference / 

adviser for dyslexia support issues in their 

work area. To date approximately 25 practice 

placement managers and supervisors have 

attended the training.  The training encourages 

the development of a ‘responsive social 

context’ for clinical record writing that allows 

opportunity for sensitive feedback from more 

‘experienced others’ (Glynn et al, 2006, p99), 

and includes a ‘paired writing technique’ 

(Topping, 2000) which has been adapted for 

mentors and mentees in the clinical placement 

setting. Feedback from attendees so far is 

very positive. The intention is to include 

elements of the training in new mentor training 

programmes.  

To aid disclosure, a placement awareness 

sheet has been developed and is currently 

being trialled with 15 midwifery students 

with dyslexia.  A statement has also been 

included on the front page of the University’s 

Continuing Assessment of Professional 

Development booklets to encourage students 

with placement awareness sheets to pass these 

on to placement mentors to enable them to 

understand their needs and support them 

accordingly.

To further aid mentor awareness and 

understanding of the support needs of students 

with dyslexia, a guidance booklet has been 

produced. This is based on a publication 

produced by the University of Southampton 
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(with their kind permission) and adapted 

to the local setting.  This is to be issued to 

practice placement managers, supervisors and 

trainee mentors, and will be made available 

to all placement mentors via local NHS Trust 

intranets. 

Future plans
• To monitor student disclosure of dyslexia 

through the School of Health and 

Wellbeing’s Suitability Panel.

• To introduce generic clinical writing skills 

development training in the first year 

academic syllabus.

• Posters in the workplace to advertise local 

dyslexia champions.

• Annual follow-up action learning meetings 

for dyslexia champions.

Conclusion
Findings from the initial phase of the research 

concerning the nature of difficulties that 

University of Wolverhampton student nurses 

and midwives with dyslexia are encountering 

in the development of clinical writing skills are 

broadly consistent with the emerging body of 

literature in this field.  The study differs in the 

range of actual and potential interventions 

arising from the individual and focus group 

interview data. 

The effectiveness of the interventions put in 

place so far is yet to be fully evaluated. Initial 

feedback from participants and recipients to 

date is very encouraging.

Further information
For further information on the study, please 

contact Sally Holgate: sally.holgate@wlv.ac.uk

References
Access to Health Records Act 1990 (C.23), 
London: HMSO. 

Blankfield, S. (2001) Thick, problematic and 
costly? A Review of the Literature into Dyslexia 
in Nursing practice. Royal College of Nursing 
Practice Education Forum.

Crouch, A.T. (2008) Needs / Experiences of 
Dyslexic Students + Support in Clinical Practice. 
Mini-project funded by The Higher Academy for 
health Sciences and Practice, sponsored by the 
University of Northampton. 
 www.hehealthacademy.ac.uk/projects/
miniprojects/completeproj.htm  
[accessed 20/6/08].

Freedom of Information Act 2000 (C.36), 
London: Stationery Office. 

Glynn, T., Wearmouth, J. and Berryman, M. 
(2006) Supporting Students with Learning 
Difficulties. Berkshire: Open University Press.

Human Rights Act 1998 (C.42), London: 
Stationery Office. 

Morris, D. and Turnbull, P. (2007) Clinical 
experience of students with dyslexia.  
Journal of Advanced Nursing 54(2):238-247.

Nursing and Midwifery Council (NMC) (2009) 
Standards for pre-registration midwifery 
education. London: NMC

Nursing and Midwifery Council (NMC) (2010a) 
Record keeping: guidance for nurses and 
midwives. London: NMC.

Nursing and Midwifery Council (NMC) (2010b) 
Standards for pre-registration nursing 
education. London: NMC



The real risk is doing nothing

52

The Clinical Needs Assessment Tool

Sanderson-Mann, J. and McCandless, F. (2006) 
Understanding dyslexia and nurse education in 
the clinical setting.  Nurse Education in Practice 
6, 127-133. 

Topping, K. (2000) Paired collaborative writing. 
Research in Education 67. 
University of Dundee: SCRE Centre. 

White, J. (2007) Supporting nursing students 
with dyslexia in clinical practice.  
Nursing Standard 21(19):35-52.

Biographies 

Sally Holgate 
After working as a training officer with a local 

community and acute mental health NHS 

trust, Sally Holgate joined the University of 

Wolverhampton 10 years ago as a dyslexia 

tutor.  Sally now is a dyslexia / disability adviser 

at the University of Wolverhampton and also 

leads a team of 22 specialist tutors.

Ann Cysewski
Ann Cysewski (RN, RM, MA), Associate Dean 

for Quality and Professional Standards, has 

responsibility for placement learning and 

student support in School of Health and 

Wellbeing at the University of Wolverhampton



53

The Clinical Needs Assessment Tool

The Clinical Needs Assessment Tool
Sarah Traylor

Abstract 
This paper introduces and reviews 

the development of a Clinical Needs 

Assessment Tool for students. It has been 

developed to aid anticipatory or reactive 

support for disabled students in the 

School of Nursing and Midwifery but can 

be utilized for any student’s who have 

a clinical/placement dimension to their 

course.

Although disabled students who require 

reasonable adjustments for their course 

undergo a Needs Assessment that 

identifies individualized adjustments in 

the theoretical components, this does 

not necessarily translate to individualized 

support requirements in clinical practice. 

In order to bridge this gap a Clinical Needs 

Assessment tool and process have been 

developed. 
 

Introduction 
This tool has been developed in the Keele 

University, School of Nursing and Midwifery in 

response to the needs of our disabled student 

population. On 08/03/11 56 of our student 

nurses, midwives and operating department 

practitioners were diagnosed with a disability. 

This is 7.1% of our total students

All disabled students have their support needs 

identified by their Needs Assessment, however 

this is focussed mainly on needs associated 

with academic study. Adjustments to facilitate 

success in the theoretical aspects of the 

courses are well established and managed by 

central services, but if students have difficulties 

in clinical practice it is the school and the 

practice mentors who carry the responsibility 

for defining what support is required and 

supporting the student’s. A growing amount 

of generic advice on supporting students with 

disabilities in clinical practice is becoming 

available and we have published our own 

support advice for mentors online since 

2006. The development of the Clinical Needs 

Assessment Tool builds on our work with 

mentors and focuses on individualising support 

for each student.
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Breakdown of Disabilities 
As you can see the majority have a specific 

learning difficulty while 18% have a long term 

condition such as diabetes or epilepsy.

Breakdown of Specific Learning 
Difficulties
Dyslexia is the most common of the SpLD’s and 

we do not currently have any students with a 

diagnosis of dyscalculia.

Having a disability is not necessarily 

synonymous with difficulties in practice 

and although 100% of our current students 

with dyspraxia are experiencing difficulties 

in practice, 85.7% of current students with 

dyslexia are reported as performing well with 

no additional support. 

Narrative
When working with disabled students, a 

decision needs to be made with the student 

regarding clinical support needs and whether 

support should be anticipatory or reactive

• Anticipatory support – organised before 

the student starts their practice placement 

in anticipation of difficulties that may arise 

in practice

• Reactive support – support is only put in 

place once difficulties in practice have been 

identified and is focussed on these specific 

difficulties

There are arguments for and against both 

approaches:

Anticipatory  Support
For:

• Mentors are prepared and can anticipate 

difficulties

• Support is in place early

• Shared responsibility and collaboration are 

established early

• Reduced risk of student failure due to lack 

of appropriate support. 

Against:

• There is a presumption that the student 

will have difficulty in practice

• Stigma affecting performance

• All problems automatically associated with 

disability

• Student’s fear of discrimination
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Reactive Support
For:

• Student goes into placement with no 

preconceived expectations from the 

mentor.

• The risk of stigma is reduced

• If no difficulties arise no support is 

needed which can enhance the students 

confidence and self esteem.

• Support is tailored to specific identified 

difficulties.

Against:

• Before support is called for the student will 

experience difficulties which may damage 

their confidence and self esteem.

• The relationship between the student and 

mentor may be damaged by the mentor’s 

identification of difficulties.

• Collaboration between clinical and 

university staff is delayed.

Anticipatory support is usually well accepted by 

students in theoretical assessment and helps 

them to achieve success and hopefully avoid 

the experience of failure.

Reactive support is much more common in 

practice but if focussed action is taken as early 

as possible it can be very effective.

What is a Clinical Needs 
Assessment?
A tool that can be used for anticipatory and/or 

reactive support in practice and a process by 

which:

• a students specific support needs 

in relation to their clinical practice 

performance are identified

• strategies to support the student and/

or reasonable adjustments to the 

environment or to the way in which the 

student performs a practice element are 

discussed

• An appropriate course of action is agreed 

The Student and their Clinical Mentor are the 

main participants. The Link Lecturer and /or the 

Personal Tutor and Student Support Lecturer 

can also offer useful advice and support.

The process can be initiated in a number of 

ways:

• The student’s disability may require an 

anticipatory approach to support and 

the student with the student support 

lecturer will review the competencies for 

the module and identify potential support 

needs.

•  The student may find a particular element 

of clinical practice challenging and may 

raise this with their mentor or a member of 

University staff.

• The mentor may have concerns about the 

students performance in practice and may 

raise this with the student and a member 

of University staff



The real risk is doing nothing

56

The Clinical Needs Assessment Tool

• The student may have had a Clinical Needs 

Assessment in a previous placement and 

the Personal Tutor / Student Support 

Lecturer may recommend that a new 

assessment is carried out at the start of 

subsequent placements.

The Clinical Needs Assessment can be used for 

any student who has difficulties in practice, 

though some groups of students may be more 

vulnerable than others in clinical practice, for 

example:

• Students with a disability that make some 

elements of practice more challenging.

• Students for whom English is not a first 

language and who may be less familiar with 

British culture.

This inclusivity is an important aspect of our 

support ethos.

Completing the form
Guidance notes for the completion of the form 

help those involved in the process. The main 

points are as follows:

Discussion should take place between the 

mentor, student and lecturer and the following 

should be defined and recorded in the columns 

on the form:

Clinical Need
• The element of practice that the student 

needs to perform competently should 

be clearly defined and recorded as the 

clinical need. This should be written as a 

positive outcome to be achieved, not as 

a reiteration of the student’s difficulty.  

The learning outcomes for the module 

should form the basis for this element

e.g.  Accurately record written and 

numerical information (e.g. urinalysis, 

fluid intake, fluid output, and dietary 

intake)

Support Strategies/Reasonable 
adjustments
• Ways in which the student can be 

supported to achieve competence should 

be clearly defined and recorded as support 

strategies/reasonable adjustments.

Who is responsible for actions?
• Details of who is responsible for actions 

to ensure that the support/ reasonable 

adjustments are put in place should be 

identified and recorded 

All participants in the clinical needs assessment 

process agree the decisions and sign and 

date the form to indicate this. A date for the 

evaluation of the support is arranged and 

recorded and a copy of the form is sent to 

Keele Disability Services. 
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Advantages of using the 
Clinical Needs Assessment
• It is student focussed and enables student 

and mentor participation in the process of 

identifying needs and designing support.

• It can be used for both anticipatory and 

reactive support

• It enables individualisation of support 

based on the growing amount of guidance 

available.

• It provides a written record of the support 

agreed, evaluation of the support and 

details of the individuals responsible for 

taking action.

Conclusion
The Clinical Needs Assessment Tool is a product 

of continuing work with our clinical partners 

aimed at enhancing the practice experience 

of disabled students who have difficulties in 

practice. In order to assess the effectiveness 

of the tool a pilot study is currently being 

undertaken. 

We are indebted to authors who have 

published guidance on this subject over the 

last few years and acknowledge those who 

have most influenced our thinking in the 

bibliography.
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Extract from Concluding Presentation of the Day:

The Process of Producing a Fitness to 
Practise Policy for Nursing 
Prof Gerard F Whyte

Introduction
In my paper today, I wish to describe the 

process that led to the adoption of a fitness to 

practise (FTP) policy by Trinity College Dublin 

(TCD) in 2009. I will also cover the salient 

elements of the Equal Status Acts 2000-8 that 

had a bearing on the policy before describing 

the policy’s principal elements.

Background to adoption of 
TCD FTP policy
Part of the backdrop to the adoption of 
Fitness to Practise Policy by Trinity College 
lay in the fact that, under the guiding hand of 
my predecessor as Dean of Students, Bruce 
Misstear, Trinity College had promulgated a 
Student Mental Health Policy and Guidelines. 
This document covered, among other things, 
College procedures concerning admissions, 
assessment, disciplinary matters, etc insofar 
as they were relevant to students with mental 
health difficulties. It also sought to provide 
guidance to staff and students on how and 
where to seek help for students experiencing 
such difficulties. In para.3.3, the document 
addressed the issue of fitness to practise, 
essentially advising students with mental 
health difficulties to ensure that they were 
familiar with course requirements, that they 
were able to cope with the demands of third 
level education, that they were aware of the 
demands of their particular course and that 
they would not be a risk to themselves or to 
others.

Shortly after I took over as Dean of Students in 

the summer of 2007, concern was expressed to 

me that this type of approach to students with 

disabilities might deter them from attempting 

to enter professional courses and my attention 

was drawn to a report of the UK Disability 

Rights Commission (DRC) entitled “Maintaining 

Standards: Promoting Equality – Professional 

regulation within nursing, teaching and social 

work and disabled people’s access to these 

professions”. This report was the culmination 

of a formal investigation by the DRC of barriers 

faced by people with disabilities when entering 

nursing, teaching and social work. The major 

conclusion reached by the DRC was that much 

of the legislation and guidance regulating 

access to these professions did not reflect the 

provisions of the UK Disability Discrimination 

Act 1995 and frequently undermined disability 

equality. 

According to the report;

[T]hese standards have a negative impact 

upon disabled people’s access to these 

professions; they are often in conflict with 

the DDA…; they lead to discrimination; and 

they deter and exclude disabled people from 

entry and from being retained.

While the DRC accepted that the professions 

had to be regulated for the protection of the 

public, the report also concluded that the 

standards in question did not, in fact, provide 

such protection.
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Legislative context for fitness 
to practise policy
As an academic lawyer, I had some familiarity 

with Irish equality law, in particular, the duty 

on, inter alia, educational institutions under the 

Equal Status Acts 2000-8 to make reasonable 

provision for student with disabilities and I 

could see the relevance of this legislation to 

fitness to practise requirements in professional 

courses. 

In the first place, s.3 of the Equal Status 

Act provides that treating a person 

differently because of disability is actionable 

discrimination for the purposes of the Act. 

However s.4(4) provides that where a person 

has a disability that could cause harm to 

that person or to others, treating the person 

differently to the extent necessary to prevent 

such harm shall not constitute discrimination. 

Thus fitness to practise requirements as applied 

to people with disabilities may be justified if 

they are necessary to prevent the causation of 

harm to the student or to others. In addition, 

s.7(4) permits: ‘differences in treatment on 

the grounds of disability where compliance 

with the Act would make impossible, or have a 

seriously detrimental effect on, the provision of 

educational services to other students’.  

However when discussing fitness to practise 

policies, account also needs to be taken of 

s.4 of the Equal Status Act which provides 

that discrimination includes a failure to do 

all that is reasonable to accommodate the 

needs of a person with a disability by providing 

special treatment or facilities if, without such 

treatment or facilities, it would be impossible 

or unduly difficult for the person to avail 

himself/herself of the service or facility on 

offer.  Admittedly s.4(2) absolves the service 

provider from this obligation where the cost 

of providing such special treatment is more 

than nominal. (Sub-section 3 provides a further 

limit to the obligation to provide reasonable 

accommodation by providing that a failure to 

provide such special treatment or facilities for 

a person with a disability shall not constitute 

discrimination if, by virtue of another provision 

of the Act, a refusal to provide the service in 

question to that person would not constitute 

discrimination.)

Two recommendations of Equality Officers 

are worth noting in relation to reasonable 

accommodation. In Maguire v Bob’s News & 

Deli, DEC-S2004-025, and the Equality Officer 

compared the position of an employer and a 

service provider for the purpose of determining 

whether the needs of a person with disabilities 

had been reasonably accommodated. He said: 

‘There is, of course, an obvious distinction 

to be made between the employment and 

equal status context and that is that one 

would expect the standard of “reasonable 

accommodation” in an employer/employee 

situation to be higher, since the relationship 

may be different and more long-term, than 

that between a service provider and a 

customer’.

However, I consider that the standard must 

clearly be the same for something as basic 

as the need to consult with the person with 

a disability and I also consider that a service 

provider cannot be deemed to be providing 

“reasonable accommodation” unless they have 

taken proper account of the needs and views 

expressed by the person with the disability, 

who obviously has firsthand knowledge of their 

condition.
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Applied to the position of third level students, 

this recommendation indicates that an 

educational institution must consult fully with a 

student with a disability as part of the process 

for determining whether, and if so, how, the 

institution can reasonably accommodate the 

needs of the student.

As already noted, under the Equal Status Acts, 

the obligation reasonably to accommodate the 

needs of a person with a disability disappears 

if more than nominal costs are involved. 

The same test was originally applied under 

the Employment Equality Acts – the law here 

was changed in 2004 – and in a case taken 

under the original legislation, An employee 

v. A Local Authority, DEC-E/2002/04, the 

Equality Officer had occasion to deal with the 

concept of nominal costs. The case concerned 

a clerical officer who was reassigned from 

clerical work to work of an industrial nature 

because his concentration and performance 

levels were deemed inadequate for clerical 

officers.  The Equality Officer referred to the 

fact that in its decision in Re Article 26 and the 

Employment Equality Bill 1996, the Supreme 

Court was critical of the fact that the 1996 Bill 

failed to distinguish between large operations 

and small firms for the purpose of determining 

whether reasonable accommodation had been 

provided to a person with a disability. He also 

noted comments of the Minister for State 

at the Department of Justice, Equality and 

Law Reform when the 1998 Act was passing 

through the Oireachtas to the effect that what 

constituted nominal costs would depend on 

the size of the enterprise. Thus the Equality 

Officer considered that in deciding whether the 

cost of providing the claimant with facilities to 

address his needs as a person with disabilities  

were nominal, regard had to be had to the 

size of the organization. He concluded that, 

in the instant case, the cost of the facilities 

sought – a vocational assessment and the 

provision of a professional Job Coach for a 

period – was nominal having regard to the fact 

that the employer was a large public sector 

organization.

Again, applying this recommendation to third 

level students, this means that the cost of 

providing facilities or services to address the 

needs of a student with disability must be 

assessed in the light of the overall budget of 

the HEI in order to determine whether or not it 

is nominal.   

TCD FTP policy
Following a consultation process involving 

the key stakeholders in Trinity – the various 

schools and departments that operated fitness 

to practise requirements, the Disability Officer, 

the Equality Office, the Junior Dean (who 

has responsibility for student discipline), the 

Senior Tutor (who heads up Trinity’s academic 

advisory system for students), the head of the 

College health service and the Senior Lecturer 

(who has responsibility for the academic 

system insofar as it relates to undergraduates) 

– a policy on fitness to practise was drafted and 

eventually adopted by both University Council 

and Board.

The policy has three main sections.

The first part seeks to assist academic units 

in formulating their fitness to practise 

requirements by posing four questions:
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1. “What competency(ies) is/are being 

assessed in the specific course/placement? 

Schools/disciplines should identify all 

competencies relevant to their discipline 

that have been formally approved by the 

relevant regulatory body and may find 

it helpful to list competencies under the 

headings of knowledge, skills and attitudes. 

Note that these headings are not exclusive 

so that a competency may be listed under 

more than one heading.

2. Is the competency requirement justifiable 

in relation to each specific course/

placement?

3. How is the competency assessed? Some 

competencies may be assessed objectively 

using examinations (written or oral) 

or practical demonstrations. However 

assessing other competencies requires the 

assessor to make a subjective judgment.

4. In the case of a student with a disability/

specific learning difficulty, has the School/

discipline actively engaged with the 

Disability Service …to determine how 

the student’s needs might be reasonably 

accommodated?”  

Academic units were also advised to ensure 

that their policies referred to the statutory 

obligation to ensure that teaching and learning 

methods were accessible to students with 

disabilities and to give examples of how 

methods of teaching, learning and assessment 

can be made accessible to all students.

The next part of the policy set out procedures 

for dealing with FTP cases. Cases were 

classified into three categories - cases where 

a student is deemed unsuitable to participate 

in a placement as a result of the outcome of 

Garda vetting procedures; disciplinary offences; 

and all other, non-disciplinary cases. In relation 

to cases other than those involving Garda 

vetting, an important initial decision is whether 

they should be treated as disciplinary matters 

or handled under the FPT policy. Heads of 

academic units and the Junior Dean, depending 

on where the case starts, are required to 

make this initial decision. (The college is about 

to adopt a separate policy relating to Police 

Vetting Policy and Procedures that will address 

the third category of case).

In relation to disciplinary offences, the normal 

College disciplinary code applies. In relation to 

non-disciplinary offences, the new FTP policy 

provides for a FTP committee in each relevant 

School to which each case must be referred. 

After hearing the case in accordance with 

principles of fair procedures, that committee 

may, where it considers a concern to be well 

founded:

a. Caution the student in relation to the 

matter

b. Require the student to undergo testing, at 

College’s expense, in respect of suspected 

drug or alcohol addiction. A student failing 

to comply with this requirement or whose 

tests confirm drug or alcohol addiction may 

be required by the committee to withdraw 

from his/her course or to go off books 

until such time as s/he is certified by an 

appropriately qualified person to be fit to 

proceed with his/her course of studies.

c. Require the student to undergo a medical 

examination or assessment (including a 

psychiatric assessment) by a doctor or 

specialist nominated by the committee 

at College’s expense for the purpose of 
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obtaining an opinion as to the student’s 

medical fitness to continue with his/

her studies or as to his/her ability or 

suitability to participate in his/her course 

to the standards required by College. 

Where a student fails to comply with this 

requirement, or where s/he is assessed to 

be unfit to continue with his/her studies 

or unable or unsuitable to participate in 

his/her course to the standards  required 

by College, s/he may be required by the 

committee to withdraw from his/her 

course or to go off books until such time 

as s/he is certified by an appropriately 

qualified person to be fit to proceed with 

his/her course of studies.

d. Suspend the student until such time as  

s/he is certified by an appropriately 

qualified person to be fit to proceed with 

his/her course of studies. 

e. Require the student to withdraw from his/

her course.

Further rights of appeal are provided to a new 

College FTP committee and ultimately to the 

Visitors.

Specifically in relation to the power to suspend, 

the policy empowers the head of an academic 

unit or the appropriate member of the work-

based placement staff to suspend, with 

immediate effect, a student whose behaviour 

threatens the well-being of patients, students 

or staff. The matter must then be referred 

either to the Junior Dean, if misconduct is 

alleged, or to the School FTP committee.

In addition, the Junior Dean also has power 

to suspend a student with mental health 

difficulties where the student constitutes a 

clear and reasonably imminent danger to 

himself/herself or to others

The next section of the policy contains 

guidelines to be followed prior to any FTP 

hearing where one is dealing with a student 

with a disability. The policy reiterates College’s 

obligation to make reasonable accommodation 

for such students provided this does not 

entail more than nominal costs. Academics 

are advised to follow, wherever possible, 

good practice relating to accessible curricula, 

teaching, learning and assessment methods 

as the use of good accessible educational 

strategies will reduce the need for additional 

accommodations for a student with a disability. 

The policy also lists examples of reasonable 

accommodation and sets out the procedures 

for assessing a student’s need for such 

accommodation. This entails the preparation 

of a LENS (Learning and Educational Needs 

Summary) document by the Disability Service, 

carried out in conjunction with the student and 

with the course providers, including, where 

appropriate, clinical educators. The policy 

also calls for regular review of the reasonable 

accommodation provision to assess whether 

they are working well. 

Conclusion
Fitness to practise requirements fulfill a very 

important function in protecting members of 

the general public from harm when relying on 
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the skills of medical and other professionals. 

However if such requirements are applied 

without due regard to statutory obligations to 

make reasonable accommodation for people 

with disabilities, they may, in some instances, 

unjustifiably exclude people with disabilities 

from those professions. Through its fitness to 

practise policy, Trinity College seeks to achieve 

a proper balance between protecting the public 

and avoiding discrimination against students 

with disabilities.
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