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Abstract

Background — Individuals with intellectual disability experience chronic and complex health issues,
but face considerable barriers to healthcare. One such barrier is inadequate education of healthcare
professionals.

Objective — To establish the quantity and nature of intellectual disability content offered within
Australian nursing degree curricula.

Design — A two-phase national audit of nursing curriculum content was conducted using an interview
and online survey.

Setting — Australian nursing schools offering pre-registration courses.

Participants — Pre-registration course coordinators from 31 universities completed the Phase 1
interview on course structure. Unit coordinators and teaching staff from 15 universities in which
intellectual disability content was identified completed the Phase 2 online survey.

Methods — Quantity of compulsory and elective intellectual disability content offered (units and
teaching time) and the nature of the content (broad categories, specific topics, and inclusive
teaching) was audited using an online survey.

Results — Over half (52%) of the schools offered no intellectual disability content. For units of study
that contained some auditable intellectual disability content, the area was taught on average for 3.6
hours per unit of study. Units were evenly distributed across the three years of study. Just three
participating schools offered 50% of all units audited. Clinical assessment skills, and ethics and legal
issues were most frequently taught, while human rights issues and preventative health were poorly
represented. Only one nursing school involved a person with intellectual disability in content
development or delivery.

Conclusion — Despite significant unmet health needs of people with intellectual disability, there is
considerable variability in the teaching of key intellectual disability content, with many gaps evident.

Equipping nursing students with skills in this area is vital to building workforce capacity.
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BACKGROUND

People with intellectual disability (ID) constitute 1% to 3% of the population globally (Maulik
et al., 2011). Compared to the general population, this group experiences chronic and complex
health issues, with poorer physical health (Beange et al., 1995), mental health (Einfeld et al., 2006)
and health outcomes (Emerson et al., 2012; WHO and World Bank Group, 2011). The unmet health
needs of people with ID are substantial (Robertson et al., 2015). Health inequalities for people with
ID are evidenced by higher mortality rates, including premature death from preventable causes
(Heslop et al., 2014; Trollor et al., 2015), with health conditions often undiagnosed or

inappropriately treated (lacono and Davis, 2003).

Despite substantial reforms in the disability sector, and an expectation that this group will
benefit from access to mainstream health services, the health needs of people with ID continue to
be poorly met, with preventive healthcare, health promotion and general healthcare being
inadequately addressed (lacono and Davis, 2003; Rimmer and Braddock, 2002; Webb and Rogers,
1999). However, there have been some positive developments, such as the Comprehensive Health
Assessment Program (CHAP) which has increased health promotion, disease prevention and case-

finding activity for individuals with an ID (Lennox et al., 2007; Lennox et al., 2010).

Multiple barriers to accessing quality healthcare are experienced by this population. These
include inadequate education of health professionals, with health-related undergraduate programs
rarely addressing the needs of people with disability, rendering graduates ill-prepared for clinical
practice in this area (Costello et al., 2007; WHO and World Bank Group, 2011). Australian research
points to a lack of quality care received by people with ID, especially in acute care settings (lacono
and Davis, 2003; Webber et al., 2010). A systematic review of hospital experiences encountered by
people with an ID revealed that hospital staff often lacked appropriate knowledge and skills about
ID, failed to provide adequate care or reasonable adjustments, and displayed negative attitudes

(lacono et al., 2014). Ineffectual collaboration between health and disability services has also been



found to pose a substantial barrier (Lawrence, 2006). However, hospital policies and systems relating
specifically to ID, and the presence of a hospital liaison person, was found to enhance care (lacono et
al., 2014). A number of comprehensive approaches to adapting clinical practice in response to
research on this population’s healthcare needs have been outlined in The Guide: Accessible Mental
Health Services for People with an Intellectual Disability, and in the Intellectual Disability Mental
Health Core Competency Framework: A Manual for Mental Health Professionals, including the
importance of adapting communication and being aware of how to manage challenging behaviours
(Department of Developmental Disability Neuropsychiatry, 2014, 2016). An awareness of the
complex legal and ethical considerations, especially around consent, is also important for nurses

(Arscott et al., 1999; Phillips et al., 2004).

As a signatory to the United Nations Convention on the Rights of Persons with Disabilities
(UNCRPD) (UN General Assembly, 2006), Australia has committed to ensure that persons with an ID
have the highest attainable standard of health. Taken together with Australia’s Disability
Discrimination Act (Commonwealth Government Australia, 1992), the government is responsible for
ensuring equity of access. To realise this currently unmet goal, definitive action must be made by
health services and practitioners. However unless properly educated, practitioners (including nurses)
may lack the knowledge, skills, confidence and attitudes required to identify the needs of people

with an ID and make reasonable adjustments to meet their needs (Tuffrey-Wijne et al., 2014).

Australia’s National Disability Strategy (Commonwealth of Australia, 2011) clearly prioritises
the highest possible health and well-being outcomes for people with disabilities through the
universal equipping of health practitioners and services. Sector developments in Australia, such as
the National Disability Insurance Scheme (NDIS), offer a renewed focus on the interface between
health and disability services, including through the education of health professionals (Disability
Reform Council, 2015). It is thus timely to review the extent to which the education of nurses equips

them to address the health needs of people with ID.



As the largest health professional group in Australia, nurses play a key role in delivering
healthcare services to people with ID, including treatment, health promotion and disease detection
(Australian Institute of Health and Welfare, 2010; Heath, 2002; Thomas and Chaperon, 2011). Until
the late 1980s, nurses were the primary care providers for this group, particularly in institutions
(Goddard et al., 2008). Following the closure of institutions for people with ID, there was a
subsequent decline in nurses caring for this population exclusively. Once nursing education moved
to universities (from 1984 to 1993), six specialised programs (including one in ID) were combined on
the basis that a single comprehensive course would cover all areas. In practice, both these changes,
combined with the shift in funding of disability services from health to other government
departments from 1989, resulted in a decrease in the prominence of ID in registered nursing
curricula (The NSW Council for Intellectual Disability, 2005). See Figure 1. for a timeline of these

changes.

Insert Figure 1. about here

Various models of nursing education exist globally, determining if and when ID education is
provided. In the UK, students can complete a specialised pre-registration branch program in ID; in
parts of the Netherlands, students can specialise in ID in the latter parts of their 4-year generic
degree; and in the US and Canada a post-registration certificate now exists. In Australia and New
Zealand, the move from direct entry training for ID to a generic 3-year degree has seen a loss of
specialised nursing knowledge and skills (Robinson and Griffiths, 2007). The accreditation standards
for Australian pre-registration nursing courses do not specify that ID or developmental disability
must be taught (Australian Nursing and Midwifery Accreditation Council, 2012). The competency
standards for registered nurses (Nursing and Midwifery Board Australia, 2010) mention disability
only in general in the description of the registered nurse’s role. There are no longer any
postgraduate nursing courses specialising in ID in Australia. In New Zealand, preparing students to

care for people with a disability is not a required unit in undergraduate nursing curricula (Seccombe,



2007). While they may not learn disability content, students are expected to undertake a placement
in “continuing care settings including rehabilitation/disability care settings” (but not necessarily ID
specific) before registration (Nursing Council of New Zealand, 2015). Robinson and Griffiths (2007)

suggest that the UK education model may be the best to enhance service delivery.

Evidence suggests that tertiary education is the best time to influence the knowledge, skills
and attitudes of future health professionals (Campbell, 2009). A lack of exposure to specialty areas
during undergraduate education has been associated with fewer graduates choosing to work in that
area (Happell, 2010). Further, a lack of experience with ID has been associated with low levels of
confidence and negative attitudes towards people with ID (Thompson et al., 2003). Following a
recent literature review and survey of all UK education institutions that offer pre-registration nursing
courses, Beacock et al. (2015) recommended nursing curricula should include the following to meet
the healthcare needs of people with ID: communication, attitudes, capacity/consent,
equality/reasonable adjustments, role of carers and ID nurses/teams, health issues, and challenging

behaviour.

There is a scarcity of research on what ID content is taught in Australian university nursing
curricula, so the preparedness of graduates to deliver quality care to people with an ID is not known.
Internationally, a student survey of disability education in a UK nursing pre-registration curriculum
showed that the content dealt with the classification, causes and prevention of ID, with an emphasis
on special needs and rights. Skills, such as communicating with people with a cognitive or sensory
impairment, were not included (Scullion, 1999). A survey of nursing colleges in the United States
revealed a lack of ID education in curricula, with reported barriers including a lack of time and
faculty expertise (Smeltzer et al., 2005). For countries with generic courses, Robinson and Griffiths

(2007) found there is little focus on ID in undergraduate programmes.

Research on the role of clinical nurse specialists in ID in Ireland and the UK highlights their

importance in client care, education and advocacy (National Council for the Professional



Development of Nursing and Midwifery, 2004). Their education and health promotion role helps to
maintain quality standards of care, and they serve as role models for other nurses (Begley et al.,
2010). In a hospital environment, intellectual disability liaison nurses identified and implemented

reasonable adjustments to practice, ensuring patient needs were met (MacArthur et al., 2015).

The potential for Australian nursing students to receive education and the opportunity to
interact with people with ID through appropriate curricula content is unknown. We conducted the
first national audit of Australian pre-registration nursing course curricula to evaluate content about
ID. Here we report on what and how much is taught about ID health to nursing students. The audit
was the first component of a multi-phase strategy to build health workforce capacity in Australia by

renewing nursing and medical ID curricula.

METHOD

A two phase national audit of nursing curriculum content was conducted. Figure 2 shows
details of the recruitment and data collection procedures. The Deans/Heads of School of 34 Nursing
schools delivering Australian Nursing and Midwifery Accreditation Council (ANMAC) registered
nursing degrees at the time of the study were approached via email and invited to participate. Once
permission was provided, an invitation was emailed to the pre-registration course coordinator to
complete Phase 1, which consisted of an interview on the registered nursing course structure. If ID
content was identified in Phase 1, an invitation was emailed to unit coordinators and teaching staff
to complete Phase 2, which consisted of a survey regarding ID content. A protocol of three
telephone calls and/or email reminders and an additional telephone call at each phase was followed.

Institutions were coded to preserve anonymity during analysis and reporting of data.

Insert Figure 2. about here



The measures were developed from those created by Lennox and Diggens (1999) for a
medical curriculum audit of ID content. This design was used in the current study as it could capture
the amount and type of ID content taught even when nursing curricula were structured differently
across universities. Table 1 includes details about question domains and categories within the
measures. In Phase 1, 11 interview questions on course structure were answered by telephone or
email (see Appendix A). In Phase 2, 16 questions on specific ID content were answered by telephone

or via a website link (see Appendix B for survey tool).

Insert Table 1. about here

Ethical considerations

Approval for the study was obtained from the UNSW Australia Human Research Ethics

Advisory Panel (Approval No. 2013-7-04), and all author universities.

RESULTS

Participation rates

As Figure 2 shows, of the 34 nursing schools approached, 31 (91%) participated in the audit.
Of participating nursing schools, for 16 (52%), no ID content in their course was reported, and for 15

(48%) nursing schools for which ID content was identified, detailed information was then collected.

Course programmes and length

Figure 3 displays the number of different types of pre-registration nursing degrees offered
by how many schools (e.g. 9 schools offered 2 degrees). At the time of the audit, 30 participating
schools (97%) offered Bachelor of Nursing (BN) programmes and one (3%) offered a Bachelor of
Science (BSc) programme as basic pre-registration registered nursing course options. All but one

course was three years in duration (the BSc course was 3.5 years). The participating schools offered



alternate pathways in which a registered nursing degree was attainable, such as the Bachelor of
Nursing/Bachelor of Midwifery programme (range = 1-5.5 years duration). Total students enrolled

varied across institutions (range = 60-700, M=300).

Insert Figure 3. about here

Intellectual disability units

The term intellectual disability (ID) unit refers to discrete teaching components containing
some auditable content specific to ID (e.g. a subject on mental health and illness that contains
education on ID). The number of hours of ID content per unit differed. The number of ID units
offered by how many participating nursing schools is presented in Figure 4. The 31 participating
schools offered a total of 34 ID units. Three participating schools offered 50% of the units (17 units).
Fourteen schools (45%) offered compulsory ID units (33 units in total). The total time dedicated to
teaching ID content in compulsory units varied (range = 10 min-12 h; M = 3.6 h). For universities that
offered ID education, the average number of hours of compulsory content was 8.85. One
participating nursing school (3%) offered an elective ID unit, in which just one student was enrolled

in 2014, with 9 hours of ID content.

Insert Figure 4. about here

Figure 5 displays the distribution of ID units across the years of study, which were evenly
distributed with no year having notably more ID units (data from three units was missing). For four

schools (13%) units were taught in two or more years of study.

Insert Figure 5. about here

Less than a third of participating nursing schools (9, 29%) provided compulsory ID content

that covered the broad topic areas of physical health and mental health. Two schools (6%) offered



compulsory ID content that covered only physical health, whilst one school (3%) provided content

that covered only mental health.

Table 2 Provides details of specific topic areas included within compulsory ID units: clinical
assessment skills, and ethics and legal issues were most frequent. The topics covered with least
frequency were human rights issues and preventative health. Twelve participating schools (38%)
offered compulsory ID content, including two or more topic areas. Data for three units (two

participating schools) was missing.

Insert Table 2. about here

The elective ID content offered by one school covered both ID physical and mental health,

and included every specific topic area listed in Table 2.

Inclusive practice

Five schools (16%) offered compulsory ID units involving direct contact with people with an
ID (such as during a clinical placement). One participating school (3%) offered compulsory ID content
that involved people with ID in its development or delivery. As part of this course, a person with ID
participated in role plays portraying a patient to help students practice their communication skills.
The elective unit offered did not involve direct contact with people with ID, nor involve this

population in the development and delivery of the content.

DISCUSSION

It was evident from the curricula audit that there was substantial variability across schools in
the amount of ID content taught. Less than half of the audited schools offered some compulsory ID
content, with one school offering content as part of an elective course only. Ten percent of the

schools offered 50% of the units. The time spent on compulsory ID education varied from 10 minutes



to 12 hours, with an average of just 3.6 hours per unit. The distribution of content was evenly spread

across the three years of study.

The potential healthcare implications of the across-school variability in the amount and
nature of ID content taught are substantial. Given that over half of the audited schools offered no ID
content, it is very likely that the majority of Australian nursing students are emerging from their pre-
registration studies with little to no knowledge of the needs of people with ID. This situation is likely
to contribute to the poor practices in hospitals that people with ID often experience (lacono et al.,

2014).

It is possible that nursing students graduating from the small number of schools with a large
amount of ID content may be well equipped to meet the needs of this population. However the
potential to ameliorate the poor healthcare experiences of people with ID may be diluted as these
nurses move into work settings in which there are few colleagues with similar educational
backgrounds. A consistent across-school education standard pertaining to the amount of ID content
taught appears to be greatly lacking at present, but is much needed. As nurses are the largest body
of healthcare professionals in Australia and play key health roles (Australian Institute of Health and
Welfare, 2010; Heath, 2002; Thomas and Chaperon, 2011), the inclusion of ID specific education in

nursing curricula has serious implications for the quality of healthcare people with ID receive.

Identified through the curricula were worrying inconsistencies and gaps in the type of ID
content taught across schools, especially considering the areas Beacock et al. (2015) suggested
should be covered in nursing education. Despite the substantially higher rates of both mental and
physical co-morbidities and poor health outcomes in people with ID (Beange et al., 1995; Emerson et
al., 2012; WHO and World Bank Group, 2011), less than a third of schools covered both physical and

mental health issues as a part of their compulsory content.



Despite evidence that health providers are often concerned about legal and ethical issues
(Phillips et al., 2004), again less than a third of schools included content in this area. This area is
highly relevant for people with ID as ethical considerations, including the ability to give informed
consent, can be more complex than for the general population (Arscott et al., 1999). Most frequently
covered were clinical assessment skills (by two thirds of schools), perhaps because assessment skills
form the basis on which other competencies are built (Gibbons et al., 2002). However, less than a
quarter of schools offered content in clinical management skills, which is concerning given the need
for effective management of behavioural difficulties and the adaptation of management techniques
such as presenting concepts in novel ways (Department of Developmental Disability

Neuropsychiatry, 2014, 2016).

One particular barrier to treatment for people with ID is ineffective collaboration between
multiple health and disability agencies (Lawrence, 2006). This is vital given the high incidence of
chronic and complex health needs in this population. Even though there has been a recent focus on
interdisciplinary team work, including in relation to ID (lacono et al., 2011), and increasing concern
about chronic and complex health issues (Ageing Disability and Home Care, 2014), these areas

received attention by only a few schools.

Less than a quarter of schools covered preventative health measures, despite the high
mortality and morbidity rates in people with ID being partially attributable to preventable causes
(Heslop et al., 2014; Trollor et al., 2015). Similarly, in only a small percentage of schools was content
found on human rights issues, and disability and healthcare systems, despite the findings that this
group have significant unmet health needs (Robertson et al., 2015) and greater health disadvantage
(Emerson et al., 2012). Further, the inclusion of people with ID in the development and delivery of
teaching and research is a requirement of human rights legislation (Commonwealth Government
Australia, 1992; UN General Assembly, 2006). These findings are in contrast to the curriculum

audited in Scullion (1999), in which there was an emphasis on the rights of people with an ID.



Research suggests contact with people with ID during education fosters more positive attitudes
(Seccombe, 2007). Therefore, neither legislation nor research evidence appears to have provided a
sufficient driver for direct contact with people with ID or their involvement in content planning.
Overall, the current study reflects findings from the small number of international studies which
have found an absence of ID education in pre-registration nursing courses (Robinson and Griffiths,
2007; Smeltzer et al., 2005). Findings from the current audit reflect those reported by Lennox and

Diggens (1999) of inconsistencies in the ID content taught across medical schools in Australia.

There is evidence, both in Australia (Webber et al., 2010) and internationally (Tuffrey-Wijne
et al., 2014), that if nurses lack ID knowledge and experience, they may fail to reasonably adjust
practice to meet the needs of people with ID, likely contributing to the high rate of undiagnosed
conditions in this population (lacono and Davis, 2003), their poor health outcomes (including
premature death), and negative experiences of health services (Beange et al., 1995; Einfeld et al.,
2006). Conversely, if nurses develop skills and knowledge to modify their assessment and treatment
practices, and to manage challenging behaviour, post-registration they will be more likely to detect
physical and mental health conditions in this population, deliver more effective treatments, and
provide more positive healthcare experiences. In short they will be in a better position to help

address these inequalities (Hahn, 2003).

The results of the current study should be interpreted with some key limitations in mind.
Firstly, the researchers cannot be certain that the ID content figures were not inflated, or that the
information and details that were provided were complete. Secondly, almost all of the data was
collected via email, with the aim of reducing burden on participants. However, this strategy may
have reduced participant engagement due to survey fatigue. Lastly, there was inconsistency in
course type and structure, and variable definitions of study, which made it challenging to directly

compare the proportion of the curriculum dedicated to ID content across nursing schools.



This audit is the first stage in a project which aims to develop, evaluate and implement a
national tertiary educational framework and implementation toolkit for nursing schools in the area
of ID physical and mental health. This framework will offer the potential to assist nurse educators
across the higher education sector to incorporate evidence-based, up-to-date teaching materials and
resources into existing curricula. Curricula development may also be informed by UK intellectual
disability nursing courses. Taking into account the significant health needs of people with ID and
human rights legislation, it is recommended that Australian and international nursing schools
respond by reviewing their curricula to ensure nurses receive education that covers all of the major

topic areas mentioned above, and content that is consistent and principle based.

Conclusions

This study provided the first comprehensive national audit of ID teaching in nursing curricula
to be conducted in Australia. It was evident there is much variability in ID content taught across
schools, and gaps in key areas. Implementing a renewed curriculum around ID in nursing in Australia
(and indeed internationally) would help to build workforce capacity to improve the provision of care
for people with ID. It would also address a key objective of the NDIS which is to strengthen
mainstream healthcare systems to meet the needs of people with disability (NDIS, 2015). Equipping
nursing students with these skills during their pre-registration education is vital to build confidence
and encourage positive attitudes. This will lead to productive partnerships between nurses and
people with ID and their families, and a workforce that can reduce the barriers to care and improve

the health outcomes for people with ID.
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Appendix A.

Phase 1: Interview Schedule- relating to the overall structure of the course

1) What is the name of your University?
2) What is your current position within the University?
3) How many pre-registration nursing degrees do you currently offer?
4) What is the duration of the degree(s) for a full-time student (in years)?
5) How many students graduated from the degree(s) in the last academic year?
6) Approximately what percentage of students' time during the degree involves direct patient
contact?
7) In total, how many subjects/units of study (including both non-clinical and clinical units) are
provided as part of this degree?
8) Of the total subjects/units of study in the degree:

a. How many are compulsory subjects/units of study?

b. How many are elective subjects/units of study?

i. Of the elective subjects/units of study do any of them have an intellectual
disability component?
ii. If yes, approximately what proportion of students choose this ID
component?

9) How many subjects/units of study (including both non-clinical and clinical units) in this degree
contain at least some formal teaching content in intellectual disability physical health and/or
intellectual disability mental health?
10) Could you please provide a copy of your course outline?
11) How many staff within the nursing school:

a. Specialise in the area of intellectual disability physical health and/or intellectual

disability mental health?
b. Have a demonstrated interest in the area of intellectual disability physical health
and/or intellectual disability mental health?
c. Currently provide teaching within the curriculum specifically in the area of

intellectual disability physical health and/or intellectual disability mental health?



Appendix B.

Phase 2: Survey Schedule- relating to specific unit of study

1.
2.

What is the name of the programme this unit of study is offered in?
What year of the degree is this unit of study offered?
Please provide an overall description of the intellectual disability physical health content and/or
intellectual disability mental health content delivered in this unit of study:
Is this subject/unit of study compulsory or elective?
a. If elective, how many students are enrolled in this subject/unit?
How many hours of either direct teaching or clinical placement time are involved in this unit of
study?
Does the intellectual disability content in this unit of study include:
a. Intellectual disability physical health
i. If yes, approximately how many hours are provided in this unit of study?
b. Intellectual disability mental health

i. Ifyes, approximately how many hours are provided in this unit of study?

7. Does this unit of study involve direct patient contact with people with an intellectual disability?

8. Which of the following is covered within the intellectual disability content in this unit of study?

a. Clinical assessment skills

b. Clinical management skills

c. Ethics and legal issues

d. Preventative health

e. Disability and healthcare service systems
f.  Interdisciplinary team work

g. Human rights issues in disability

h. Chronic and complex health issues

9. What is the mode of delivery?

a. Lecture
b. Tutorial
c. Workshop
d. Other

10. Isit in a clinical setting?

11. Do any of the assessments or exams for this unit include intellectual disability specific content?



12. Does this unit of study use problem-based or enquiry-based learning?
a. Problem-based learning
b. Enquiry based learning
13. Are people with an intellectual disability involved in the development and/or delivery of this unit
of study?
a. If yes, how are they involved?
14. Reflecting on your experiences within your university’s nursing program:

a. What has supported the inclusion of intellectual disability physical health and/or
intellectual disability mental health content in your program?

b. What have been the most significant barriers for the inclusion of intellectual
disability physical health and/or intellectual disability mental health content in your
program?

15. Would you like to make any further comments regarding barriers and enablers for the inclusion
of intellectual disability content in your program?

16. In relation to the delivery of intellectual disability physical health and/or intellectual disability
mental health content, are there any examples of good educational practice that you would be

willing to share?



Figure names

Figure 1. Timeline illustrating the decline of specialist intellectual disability nursing in Australia
Figure 2. Recruitment and data collection procedure

Figure 3. Total number of pre-registration nursing degrees offered by participating schools
Figure 4. Total number of intellectual disability units offered by nursing schools

Figure 5. Distribution of compulsory and elective intellectual disability content in nursing courses



Figure 1

The Richmond Report
(Richmond, 1983)
recommends people with ID
move from institutions into
the community; nurses still
educated via specialised
programs based in hospitals.

Closure of institutions for
people with ID begins;
decline in nurses caring
exclusively for people with
ID.

Transfer of the
Developmental
Disability Services
from Health Portfolio
to FACS administrative
and services
infrastructure.

Institutions for people
with ID open across
Australia; nurses were
primary carers for this
group.

Federal legislation
announced to enable
transfer of nursing
education to tertiary
education sector.

FACS- Family and Community Services

Disability Services Act 1986
{Commonwealth
Government Australia, 1986)
introduces standards,
accountability, and range of
new service types including
accommodation support.
Higher quality living
arrangements resulted.

Transfer of nursing
education to tertiary
education sector
complete; nursing
education provided
via a comprehensive
{non-specialist)
Bachelor degree.




Figure 2

Eligibility and recruitment
All Australian nursing schools were assessed to determine if they offered
an ANMAC accredited registered nursing degree.
34 nursing schools were invited to participate

Phase 1: Interview on course structure
31 nursing schools participated

2 schools declined
1 school did not respond

Phase 2: Detailed survey on ID content
15 nursing schools participated

16 schools had no specific ID
content




Figure 3

=
(o)

[y
'S

[EEY
[

=
o

Total schools
o4}

6

4

2

0 | | I .
1 2 3 4 5

Total pre-registration nursing degrees offered




Figure 4

o0
—l

_ _ _ _ _ _ _ _ _
_,.D .4 _.../_ 0 oo _,.D .4 _.../_ 0
—l —l —l —l

sjooyas Suisinu Jo 1aquinp

Total ID units




Figure 5
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Table 1. Question domains and categories within measures

Domain

Question category

Phase 1

Course structure

School staff profile

Program type; total units; entry level; duration;
number of students; contact hours; number of
compulsory units; number of elective units;
number of units containing intellectual
disability specific content.

Total staff specialising in intellectual disability;
total staff with a demonstrated interest in
intellectual disability; total staff who teach
intellectual disability content.

Phase 2

Unit details

Intellectual
disability content

Teaching style

Year of course; compulsory or elective
enrolment; total number of students enrolled.

Total intellectual disability teaching time; type
of intellectual disability content; topics covered;
direct clinical contact.

Teaching mode; inclusion of people with
intellectual disability in the development or
delivery of content; assessments; learning style.




Table 2. Specific topic areas included within compulsory intellectual disability units.

Topic area Schools | Proportion of Units Proportion
N participating N of total
schools % units %
Clinical assessment skills 10 32 19 56
Ethics and legal issues 9 29 20 59
Interdisciplinary team work 9 29 11 32
Chronic and complex health 9 29 10 29
issues
Clinical management skills 7 23 9 26
Disability and health care 5 16 10 29
systems
Human rights issues 5 16 7 21
Preventative health 5 16 5 15




Highlights
e Less than half of schools audited offered intellectual disability content
e  Where intellectual disability education was included, average was 3.6 h per unit
e Quantity and type of intellectual disability content taught varied substantially
e C(linical assessment skills most commonly taught, preventative health least common

e Only one school included a person with intellectual disability in content delivery



