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Abstract 

 

All nurses should have the ability and disposition to engage in therapeutic relations 

with people who have learning disabilities. Therapeutic commitment is described as a 

therapeutic attitude that is influenced by nurses’ perceptions of role competency and 

role support. It is essential to the provision of nursing care leading to improved patient 

outcomes.  

 

The study aimed to explore final year adult (AD), mental health (MH) and learning 

disability (LD) student nurses’ perceptions of therapeutic commitment towards people 

with learning disabilities and the factors they perceived influenced it. A mixed method, 

convergent approach for complementarity and expansion purposes was used. A 

survey collected quantitative and qualitative data from 398 final year student nurses 

across four Higher Education Institutes in Scotland. 

 

Integrated findings suggested when caring for people with learning disabilities that 

student nurses are therapeutically committed, with LD student nurses’ perceptions 

being greater than their counterparts. LD student nurses also perceived greater role 

competency and reported they could access experienced support more readily. Having 

education, a personal experience, the opportunity to provide care whilst on clinical 

placement and previous work experience with people with learning disabilities 

influenced the therapeutic commitment and role competency all students perceived. 

Other influencing factors included receiving thanks, being challenged by the task and 

the attitudes and qualities held by the nurse. Some AD and MH student nurses 

believed that people with learning disabilities characteristics negatively influenced their 

therapeutic commitment.  

This study has implications for nursing practice and education as it builds on the 

theory of therapeutic commitment, providing new knowledge of the factors that 

influence it, either positively or negatively when caring for people with learning 

disabilities. This knowledge will support nurses to engage in positive therapeutic 

relationships with people with learning disabilities to enhance the delivery of nursing 

care. 
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Chapter one:  Introduction and overview of thesis 

The aim of this study was to explore final year adult, mental health and learning 

disability student nurses’ perceptions of therapeutic commitment to people with 

learning disabilities. There have been no previous published studies focusing on 

therapeutic commitment of any health professionals to people with learning disabilities. 

Therefore, in order to meet the aim of this mixed methods study, the following research 

questions were formulated: 

Overall question - 

What are the differences in therapeutic commitment to people with learning disabilities 

between learning disability, adult and mental health student nurses and what factors 

influence this? 

Quantitative questions - 

1. Do final year student nurses perceive they are therapeutically committed to 

people with a learning disability? 

2. Is there a difference between specialist (learning disability student nurses) and 

non-specialist (adult and mental health student nurses) perceived levels of 

therapeutic commitment? 

It is hypothesised that - 

 Final year student nurses are therapeutically committed to people with learning 

disabilities. 

 Learning disability student nurses will report higher levels of therapeutic 

commitment than their adult and mental health peers. 

 

Qualitative question – 

3. What factors do final year student nurses believe influence therapeutic 

commitment? 

 

Mixed Methods question –  

4. Does the qualitative data help explain the results from the initial quantitative 

phase of the study? 
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1.1    Introduction 

The primary motivation for this thesis was fuelled by the researcher’s interest in why 

nurses who are not from the field of learning disabilities feel and demonstrate that they 

are unable to provide quality care for people who have a learning disability. The 

researcher became interested in this problem whilst employed as a Consultant nurse 

working with acute hospital and primary care staff who had patients with learning 

disabilities in their care. Anecdotally, many highly skilled and experienced nurses who 

were seen as experts in their field expressed numerous reasons why they felt they 

were unable to be effective in their role. From the discussions, it was evident they felt 

out of their depth, lacked knowledge and skills and often unconsciously disengaged 

from their patient. This led to a desire to have a fuller understanding of the problem. 

From the previously described discussions, it became more apparent why there is 

increasing evidence that people with learning disabilities often report poor health care 

experiences within primary and secondary healthcare services (Iacono et al. 2014). 

Having this knowledge, in conjunction with literature supporting that primary and 

secondary care adult and mental health nurses feel ill-equipped to provide effective 

care (Lewis et al. 2016; Melville et al. 2005; Adshead et al. 2015). Further 

understanding of the problem was sought. 

As the NMC directive (NMC 2010) states caring for people with learning disabilities is 

every nurse’s business, there was a desire to understand if nurses are competent to 

provide care to this patient group and what helps or deters them in doing so. Providing 

person centred care is paramount for any nurse in ensuring effective outcomes for 

their patient. In order to achieve this, first the nurse must engage in a therapeutic 

relationship with their patient (Foster and Hawkins 2005). Certain pre-requisites are 

required before a therapeutic commitment can be established; these include role 

competency and role support (Lauder et al. 2000). Although previous studies have 

investigated generalist healthcare practitioners’ perceptions of certain patient groups 

(Bush and Williams 1988; Lauder et al. 2000; McLeod et al. 2002; Albery et al. 2003; 

Chorwwe-Sungani and Shangase. 2013), there are no published papers utilising this 

approach with any healthcare practitioners caring for people with learning disabilities 

other than from grey literature (Brown 2008). 

The researcher previously explored the therapeutic commitment of adult nurses in a 

Scottish acute hospital in a Master’s thesis. The results showed that nurses who were 

0-2 years post qualification perceived significantly higher levels of therapeutic 

commitment than those who were 20+ years qualified (Brown 2008). Since then, Lewis 



13 
 

et al. (2016) advocate that to ensure the delivery of safe and effective care, student 

nurses require to be appropriately educated.  Hence, the researcher chose to explore 

the therapeutic commitment of student nurses who were learning how to develop 

therapeutic relationships with their patients and this willingness and ability to engage 

with people who have a learning disability should grow as they become registrants. 

 

1.2    People with learning disabilities 

Learning disability is defined as an irreversible lifelong condition which is present prior 

to the age of eighteen and has a significant effect on a person’s development. People 

with a learning disability have many abilities but will need more support than their 

peers to understand new and/or complex information, learn new skills and to lead 

independent lives (Scottish Government 2013). Within the medical model, learning 

disability can be clinically diagnosed by a clinical psychologist, using standardised 

intelligence tests (IQ), alongside social adaptation assessment (WHO ICD-10 2007). 

The IQ of an individual, together with a social adaptive skills rating indicates the 

classification of an individual’s learning disability. Depending on the classification of 

the learning disability each individual will have varying problems with complex 

information; comprehension, communication, social skills, motivation, generalising, 

interaction skills and concentration. Generally, ability levels in all areas previously 

described reduce as IQ scores lower.  

Historically, the term learning disability is synonymous with the following terms; 

learning difficulty, intellectual disability, mental retardation, development disability and 

historically mental handicap. These various terms are used worldwide depending on 

culture, social policy and theoretical perspective of policy makers (Brown 2007). 

However, within the United Kingdom the term learning difficulty has been advocated 

by those who experience the condition (Nunkossing 2011). Scior (2011) reports the 

public are confused by the different terminology used. Within health services, the term 

learning disability is frequently used by professionals and services. In recent times, the 

term intellectual disability has been the preferred terminology adopted internationally 

and by the academic world. The term learning disability is used within this thesis to 

provide consistency, as it was used at the beginning of the research journey and 

aligns with United Kingdom policy. No matter what the actual term is, it is important to 

recognise the negative effect that placing a label like ‘learning disability’ may have on 

an individual, however it can be argued that having a label may reduce stigma and 

increase compassion (Scior et al. 2013).  
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An accurate calculation of the number of people with learning disabilities in Scotland is 

unknown due to the varying ways rates are reported (Scottish Government 2013). 

Hughes-McCormack et al. (2017) report 0.5% of the adult population has learning 

disabilities. However, these are the individuals known to health and social services 

that support them; there may be others who receive no services (Scottish Consortium 

for Learning Disabilities 2017). The size of the learning disability population may seem 

insignificant in comparison to the rest of the general population; conversely as a group 

they experience poorer health and multiple morbidities (Emerson et al. 2011). 

 

1.3  Health inequalities and health needs 

Most people with learning disabilities now live in community settings receiving care 

and support from families and professional carers (Hannon and Clift 2011). To have 

health care needs met individuals access universal services. There is now substantial 

evidence supporting the view, people with learning disabilities experience health 

inequalities accessing these services (Emerson et al. 2011; Krahn and Fox 2014) and 

that by having a learning disability, an individual is more likely to have greater physical 

and mental health needs than the general population (NHS Scotland 2004; Jensen et 

al. 2004; Ouellette-Kuntz et al. 2005; Michael 2008; Cooper et al. 2015) which are 

often unrecognised and unmet (Cooper et al. 2004; Campbell 2007), this makes them 

high users of universal health services. They are more likely to require a hospital 

admission than the general population (Balogh et al. 2010; Glover and Evison 2013) 

and the stay will be longer and more frequent (Ailey et al. 2015). In particular, they use 

emergency departments more often than the general population where accessing 

alterative primary care services would have better met their needs (Glover and Evison 

2013). People with learning disability are also more likely to experience a premature 

death, some of which is preventable (Heslop et al. 2013; Lauer & McCallion, 2015). 

Life expectancy for this group at birth is 19.7 years less than those without a learning 

disability (Glover et al. 2017). 

 

1.4  Institutional discrimination 

People with a learning disability have the right to live an ordinary life, be treated as 

individuals and experience equality and inclusion (Scottish Government 2013). 

Equality for people with disabilities does not mean treating them in the same way as 

everyone else. Current legislation within the United Kingdom, in the form of the 
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Equality Act, in particular the Public Sector Equality Duty (United Kingdom Parliament 

2011) clearly articulates that it is illegal to discriminate against disabled people in the 

provision of healthcare services. In addition, healthcare services require making 

reasonable adjustments to ensure the promotion of equality. However, too often 

people with learning disabilities experience problems when accessing healthcare 

services (Ouelette-Kuntz et al. 2004; Straetmans et al. 2007; Michael 2008). The 

barriers can take various forms including diagnostic overshadowing, staff attitudes, 

staff being inexperienced and untrained, therefore unable to make reasonable 

adjustments to care delivery (Emerson et al. 2012), restriction on time and staff 

shortages (Brown and Kalaitzidis 2013) which in turn creates gaps in the overall care 

and treatment provided. Mencap (2007; 2012) have evidenced this, campaigned and 

challenged policy makers and health service providers to act to eradicate institutional 

discrimination. Michael (2008) conducted an independent inquiry following the 

publication of Mencap’s Death by Indifference report (2007) highlighting the failings of 

the NHS that led to the deaths of six individuals and concurred with their findings, 

making recommendations to overcome institutional discrimination. Recommendations 

of the Michael’s report initiated the Confidential Inquiry into the Deaths of People with 

Learning Disabilities (CIPOLD) (Heslop et al. 2013) which concluded healthcare staff 

did not take responsibility for care, make adjustments to their practice in order for 

people with learning disabilities to receive person centred care and did not engage 

with families and carers, leading to delays in diagnosis and treatment, amongst others. 

 

 

1.5   Reasonable adjustments 

Many reports have directed healthcare services to ensure they meet current equality 

legislation (Heslop et al. 2013; Mencap 2012; Parliamentary and Health Service 

Ombudsman 2009; Michael 2008; Mencap 2007; Disability Rights Commission 2006) 

due to evidence there are deficiencies in their systems. To ensure equity, individual 

healthcare professionals require an understanding of the legislative framework and 

how to apply it in their own practice. Reasonable adjustments should be made to 

ensure people with learning disabilities experience equality in the outcome of care and 

treatment. By treating everyone the same, people with learning disabilities may not 

receive equal care due to the difficulties they have accessing it. Marsden and Giles 

(2017) highlight there is a lack of guidance on how to make reasonable adjustment to 

care. Systematic changes in services with the introduction of care pathways, hospital 

passports, communication aids, hospital identification systems and frameworks for 
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practice are recommended and developed (Marsden and Giles 2017; Public Health 

England 2017; Public Health Wales 2014; Quality Improvement Scotland 2006).  

 

 

1.6  Healthcare staff 

In order to prevent institutional discrimination, healthcare staff require being competent 

to effectively deliver person centred care. Evidence indicates that healthcare staff who 

do not specialise in the care of people with learning disabilities lack understanding of 

the patient’s quality of life (Heslop et al. 2013; Mencap 2007). Disabling attitudes are 

seen as an organisational barrier to healthcare in both primary and secondary care 

(Pelleboer-Gunnink et al. 2017; Emerson and Baines 2010). Both positive and 

negative attitudes towards people with learning disabilities have been expressed by 

health care professionals (Rose et al. 2012; Lewis and Strenfert-Kroese 2010; Melville 

et al 2005; Longo and Scior 2004; Gill et al. 2002). Non-specialist healthcare staff 

report having little experience or confidence caring for this patient group and find 

communication, gaining consent and information sharing challenging (Lewis et al. 

2016; Adshead et al. 2015; Donner et al. 2010; Alborz et al. 2005). As a consequence 

of these challenges, some healthcare professionals are unable to make reasonable 

adjustment to care delivery, hence people with learning disabilities may not receive 

compassionate or person-centred care that may lead to neglect (Donner et al. 2010), 

compromising the patients physical safety (Tuffrey-Wijne et al. 2014) and preventable 

deaths (Heslop et al. 2013). Hemm et al. (2014) highlight the specific training needs of 

some healthcare professionals and their recommendations request educational 

strategies to increase skills, knowledge and confidence of non-specialist staff (Backer 

et al. 2009). 

 

 

1.7  Guidelines and standards 

A plethora of guidance and standards have been published to support and evaluate 

the provision of safe and effective care to this patient group. In Scotland, Quality 

Improvement Scotland (2004; 2009) published quality standards to be met by health 

services. Standards two and three are aimed at general healthcare settings and have 

been in place for some time, however have not been reviewed since 2009. Guidance 

for non-specialist health care staff is also available (NICE 2017; Public Health Wales 

2014; GAIN 2010; Mencap 2008; Quality Improvement Scotland 2006), as well as 

guidance relating to patient safety (NSPA 2004). A workforce development framework 
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has been produced to ensure training needs are met (Skills for Health 2016). 

Additionally, a competency framework has been developed for non-specialist staff 

(White and Clark 2014). However, these do not guarantee the enhancement of non-

specialist nursing knowledge or skills. 

 

 

1.8 Support from specialist learning disability services 

The National Patient Safety Agency (2004) recommended the development of learning 

disability liaison nurse services and was supported by research (Backer et al. 2009). 

Accessing support for specialist learning disability services is seen as a way for non-

specialist healthcare professionals to receive advice, guidance and support to make 

reasonable adjustments to communication and care (Heslop et al. 2013). Various 

service models exist to achieve this; community learning disability teams support 

primary care or mental health and learning disability liaison services supporting acute 

hospitals (Quality Improvement Scotland 2009). MacArthur et al. (2015) and Castles et 

al. (2013) reported the effectiveness of the learning disability liaison nurses to facilitate 

and enable access by supporting non-specialist staff to make reasonable adjustments, 

whereas Hastings (2007) and Parkes et al. (2007) emphasises the benefits of support 

from the community learning disability nursing team to a mainstream mental health 

admission unit. The development of learning disability liaison models is recommended 

for all acute care hospitals (Heslop et al. 2013; Backer et al. 2009). No literature exists 

on similar purposely developed models in mental health hospital care. 

 

 

1.9 Policy context 

Learning disabilities care has changed substantially over the last 40 years seeing 

people move on from institutional care to live within communities through policy reform 

(Parliament of the United Kingdom 1990; Department of Health Social Security 1971). 

Learning disability care was no longer based on the medical model and social model 

of disability gained momentum with new rights-based policies driving the closure of 

long stay institutions and living in a community setting based on models of social care 

(Department of Health 2001; Welsh Assembly Government 2001; Department of 

Health and Social Security 2001; Scottish Executive 2000). The emphasis was no 

longer on trying to cure individuals but moved to one of rights-based focus with a goal 

of inclusion. However, these policies were viewed as not hard hitting enough to make 

an impact (Mansell 2008). There was also a risk of increasing the health inequalities 
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people with learning disabilities experienced if the social care model was fully 

implemented, as it lost focus on good health outcomes for individuals (Gilbert 2006). 

People with learning disabilities sought to access universal healthcare services and 

received care from non-specialist health care staff. In relation to mental health care 

and treatment, policy advocates for access to mainstream services, however care is 

generally accessed through tertiary learning disability services. Although this position 

is changing and people with learning disability will be seen in general mental health 

services more often.  

With a growing literature, evidencing differing health needs, NHS Scotland (2004) 

produced the Health Needs Assessment highlighting the health inequalities people 

with learning disabilities were experiencing but was mainly directed at specialist 

learning disability healthcare professionals. For the first time in the public health arena, 

the Scottish Government (2008) recognised the learning disabled subpopulation and 

they were seen as a disadvantaged group who are at particular risk from poor health.  

From then, health care and social policy has continued to strive to improve the quality 

of people with learning disabilities lives (Scottish Government 2013; Department of 

Health 2009) and within these renewed policies consideration was given to the health 

inequalities people with learning disabilities were experiencing. The health 

recommendations from these policies have now been strengthened following the 

reviews by Michael (2008) and Heslop et al. (2013). 

To align with the changes in health and social care policy, the direction of nursing 

policy required to follow suit. In Scotland, the publication of ‘Promoting Health, 

Supporting Inclusion’ (Scottish Executive 2002) attempted to ensure that all fields of 

nursing understood the role and responsibility they had in providing nursing care, 

however again it was received by learning disability nurses but mainly disregarded by 

their nursing and midwifery peers. This message was briefly revisited in the United 

Kingdom wide review of learning disability nursing ‘Strengthening the Commitment’ 

(Scottish Government 2012) with recognition in the more recent evaluation report that 

further commitment to support and educate non-specialist health and social care staff 

is required (UK Strengthening the Commitment Steering Group 2015). 

From a nurse education perspective, when ‘Healthcare for All’ reported that a lack of 

knowledge and experience of caring for people with learning disabilities led staff to 

experience ignorance and fear, resulting in poor care and preventable death (Michael 

2008), recommendations stated that providers of undergraduate and postgraduate 

education programmes for healthcare professionals mandate the inclusion of 
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competency-based education on learning disabilities within curricula. The Nursing and 

Midwifery Council (NMC) as the professional regulator have the responsibility to 

ensure education standards are in place to provide public protection, thus ensuring 

people with learning disabilities receive care from competent registered nurses (NMC 

2010). Pre-registration nursing education standards are in place for four fields of 

practice; adult, mental health, child health and learning disability. The standards 

currently in place state all nurses, across all fields should be able to recognise and 

respond to the needs of all people who come into their care which includes people with 

learning disabilities (NMC 2010). However, it is unclear how these standards 

pertaining to adult and mental health fields of practice are evaluated or monitored.  

The Nursing and Midwifery Council have revised their standards for pre-registration 

education (NMC 2017a) stating that all nurses require to meet the physical and mental 

health needs of people with learning disabilities and opportunities to engage in 

experiential learning should be sought. No evidence exists to support the effectiveness 

of the inclusion of these standards on the competence and confidence of new 

registrants. The changes in the standards may pose a challenge to higher education 

institutes who do not deliver learning disability pre-registration programmes as they 

may not have lecturing staff with the necessary skills, knowledge and experience to 

incorporate learning disabilities care in to curricula (Glasper 2011). 

Following the publication of CIPOLD (Heslop et al. 2013), the Council of Deans 

acknowledged the recommendation and responded by developing recommendations 

on how best to support universities develop competent registrants to meet the needs 

of people with learning disabilities (Beacock et al. 2015). Conversely, in the report’s 

foreword time is taken to point out that their view is universities play a small part in the 

issue and education is not the solution. This view may be true to some degree; 

however it is important to realise if all parts of the ‘jigsaw’ hold this opinion, people with 

learning disabilities care will continue to be inadequate and unsafe and staff will 

continue to feel incompetent and vulnerable. Everyone must take responsibility and 

the review does so by providing leadership to universities with the recommendations 

made. 

 

1.10   Organisation of the thesis 

Chapter two presents an appraisal of the literature relating to the study topic which 

includes; person centred care, current perspectives on therapeutic relationships from 

people with learning disabilities and families and carers and from nurses, nurses 

attitudes to people with learning disabilities and therapeutic commitment theoretical 
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framework and in doing so highlights the lack of research on the therapeutic 

commitment of student nurses to people with learning disabilities. This is followed by 

Chapter three which describes and gives the rationale for the research methodology, 

provides the study aims and research questions, mixed method design and ethical 

considerations. In Chapter four, five and six quantitative, qualitative then the integrated 

findings are presented. Chapter seven discusses the research findings in relation to 

wider literature, the quality of the study is critiqued and recommendations for practice, 

education and future research are made. Finally, conclusions are drawn. 
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Chapter two:  Literature review 

 

2.1 Introduction 

The previous chapter highlighted the health inequalities people with learning 

disabilities experience and how nurses can contribute to this when they have not 

engaged in a therapeutic relationship with their patient and person-centred care is not 

delivered. The aim of this literature review is to critically appraise current knowledge 

and evidence surrounding the therapeutic relationship between student nurses and 

people with learning disabilities. Within this chapter, initially the search strategy utilised 

is described. This is followed by an analysis, critique and synthesis of the literature 

found.  

The literature review is presented in themes with the exploration of the literature 

relating to therapeutic relationships, firstly from the perspectives of people with 

learning disabilities and their families/carers then from nurses’ perspectives.  The next 

theme is related to nurses’ attitudes to people with learning disabilities. A focus on 

therapeutic commitment is then undertaken. This literature review is concluded by the 

identification of gaps in the literature to support the requirement for further research 

within this area.  

 

2.2 Search strategy and inclusion criteria 

In order to understand the research problem, develop the research questions and the 

initial proposal, a review of the related and parallel literature was conducted. 

Databases were searched in 2010 then periodically until 2017 and were restricted to 

English language published between 1975 and 2017.  

An electronic search for articles was performed in Ovid Medline, Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), British Nursing Index and PsycINFO. 

The inclusion criteria for this review was peer-reviewed studies that considered the 

relationship between nurses and adults with learning disabilities in universal care 

settings; therefore, studies relating to children or based in learning disability care 

settings were excluded. An example of a search using CINAHL is presented in 

Appendix 1. 
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Many terms are used to represent the condition of learning disability; therefore, the 

following search terms were used; intellectual disability, developmental disability, 

mental retardation and mental handicap. To capture the breadth of the subject area 

other search terms were used individually in conjunction with learning disabilities. 

These terms included ‘nurses’, ‘therapeutic relationship’, ‘engagement’, ‘caring 

relationship’, ‘care experience’, ‘nursing care’, ‘attitudes’ and ‘therapeutic commitment’. 

These were then entered using key words and title tabs. The search was limited to full 

text and English language then duplicates removed. An illustration of the search trail 

has been presented (Appendix 2) using PRISMA guidance (Moher et al. 2009).  

Critical appraisal of all reviewed qualitative studies was undertaken using questions 

from the CASP Qualitative checklist (2018) and using Strobe statement questions (von 

Elm et al. 2007) for observational studies to determine rigour and quality. 

 

2.3 Person centred care 

Person centred care underpins international and national healthcare policy 

(McCormack et al. 2015). The aim in NHS Scotland is to deliver the highest quality of 

care; one quality ambition in place to achieve this is the provision person centred care, 

as one of the three strands of the Quality Strategy (Scottish Government 2010a) and is 

a key tenet in policy and legislation implementation (Scottish Government 2010b; 

2011).  

Person centred care has foundations in the work of Rogers (1961) and Kitwood (1997) 

and is defined as ‘providing care that is responsive to individual personal preferences, 

needs and values, and assuring that the patient values guide all clinical decisions’ 

(Scottish Government 2010a p22) at the same time the Institute for Medicine (2001) 

include in their definition that the patient has a right to education and support to make 

decisions and participate in their care. The key elements of person-centred care are; 

patients are seen as unique beings (Binnie and Titchen 1999), equal partners in care 

(Slater 2006), where dignity, respect and autonomy are vital (Leplege et al. 2007), 

patients and their families are active participants in their care and building a 

therapeutic relationship is paramount (McCance et al. 2008). However, there is a lack 

of consensus on what person-centred care actually means (Sidani and Fox 2014) and 

difficulties in its implementation to nursing practice (Nilsson et al. 2013).  

Successful engagement in person centred care, results in improved patient outcomes 

and safety (Pirhonen et al. 2017; de Silva 2014; Charmel 2009; Stone 2008; Beadle-
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Brown 2006). Enablers include leadership and education (Moore et al. 2017). Barriers 

are considered to be sceptical practitioners, tradition practices (Moore et al. 2017) and 

the presence of evidence-based practice where the professional believes they are the 

expert (Mazurenko et al. 2015). Also, tensions in the clinical environment between 

organisational priority and practitioners meeting individual needs can be a deterrent 

(Nilsson et al. 2013), as well as shortage of staff and time (Kelly 2007). 

The NMC (2010) embed person centred care principles in nursing practice. The 

nursing profession has received political, public and media focus in recent times due to 

investigations into poor quality care (MacLean 2014; Francis 2013, 2010; Department 

of Health 2012b). In England, this led to nursing strategy being developed around the 

Compassion in Practice vision which focuses on the ‘6Cs’: ‘care, compassion, 

competence, communication, courage, and commitment’ (Department of Health 

2012a) which gained criticism for a lack of clarity on its vision which can be interpreted 

and implemented by staff (Dewar and Christley 2013). Recent review has focused on 

compassion related care as a model for care delivery and note the need for a greater 

understanding from patients and family’s perspectives, as well as the factors within 

compassionate care that result in positive patient outcomes (Sinclair et al. 2016). 

Moreover, person centred care is seen to be wider than compassionate care (Brown et 

al. 2016). 

 

2.4 Person centred care and people with learning disabilities 

There is a plethora of studies that focus on the effectiveness of patient centred care for 

older people and people with dementia (Kirkley et al. 2011; Edvardsson et al. 2008; 

Nolan et al. 2004; Kitwood 1997), however very few in relation to the care of people 

with learning disabilities outside tertiary services (Brown et al. 2016). Furthermore, 

Cramm and Nieboer (2017) have validated a tool to measure the effectiveness of 

person-centred care in tertiary services.  Person-centred planning underpins inclusion 

policy in the United Kingdom (Scottish Government 2013; Department of Health 2009). 

It has been used as a model for health and social care staff to support people with 

learning disabilities to plan care and shape their lives since the closure of long stay 

institutions commenced (Mansell and Beadle-Brown 2004). However, there is a lack of 

evidence to support the claims that person centred planning improves quality of life 

outcomes for individuals (Ratti et al. 2016). Robertson et al. (2007) report an individual 

is more likely not to have a person-centred plan if they have greater physical and 

mental health needs and/or autism. 
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The principles of person-centred care are similar to those of person centred planning 

where the person with a learning disability is at the centre, supported to have power to 

make decisions about their life and supported by family and carers. Paradoxically, Carl 

Rogers did not believe his person-centred theory would be suitable for people with 

learning disabilities (Becker and Pallin 2001). Nonetheless, person-centred care has 

featured in learning disability nursing for some time (Jukes 2006), although learning 

disability nursing has struggled with utilising the most effective model of nursing care, 

as the generic versions require adaption to fully incorporate the care needs of people 

with learning disabilities (Moulster et al. 2012). Hence, the creating further challenge 

for adult and mental health nurses in universal care settings. A newly developed model 

of person-centred care incorporates elements that need to be present to provide 

person-centred care for people with learning disabilities in general hospitals but 

requires further testing (Brown et al. 2016). These elements were identified from 

analysis of the input of learning disability liaison nurses to prevent care being 

compromised and they are congruent to the challenges expressed by nursing staff. 

However, to deliver person centred care, first the nurse needs to develop a therapeutic 

relationship with their patient. 

 

2.5 Therapeutic relationships 

The clinical problem previously described saw experienced adult and mental health 

nurses’ express concerns at their ability to engage in a therapeutic relationship with 

people with learning disabilities. It is important to understand the perspectives of 

people with learning disabilities, their families and carers and nurses, as they engage 

in a therapeutic relationship with each other. Adults with learning disabilities receive 

care in a variety of settings; in primary care it could be from practice nurse, district 

nursing team, condition related specialist community nurse, community learning 

disability nurse, community mental health nurse, care home nurse, health visitor or 

midwife. In secondary care; from an acute hospital nurse or mental health nurse, 

emergency care nurse or condition specific specialist nurse to name but a few. 

Therapeutic relationships are underpinned by the notion of partnership (Aldridge 

2006). Person-centeredness is an approach to practice that requires the development 

and maintenance of therapeutic relationships between all healthcare professionals, 

family and carers (McCormack et al. 2010; Jukes and Aldridge 2006). Families and 

carers are often advocates, legally or informally. Therapeutic relationships are 

relational interactions between nurses and patients that are focused on improving and 
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supporting well-being (Lauder et al. 2002). They are initiated though interpersonal 

communication that allows the nurse to understand a patient’s perspective and needs 

with the purpose of empowering the patient to improve (Forchuk and Reynolds 2001). 

If the nurse fails to show their commitment to understand the patient, this then can 

lead to them not being fully involved in their care (Lauder et al. 2002). 

There is currently a dearth of research that has focused on adult and mental health 

nurses’ ability and disposition to engage in therapeutic relations with patients who 

have learning disabilities and the little there is, is related to health professionals within 

tertiary learning disability services (Crotty and Doody 2015). Ryan et al. (2016) 

qualitatively explored the therapeutic relationship between nurses and people with 

learning disabilities receiving palliative care using focus groups. They found that the 

development of trust was important but required time. Although they were able to 

develop trust, nurses felt inadequate with people with learning disabilities. They noted 

the importance of continuity and fully understanding the person, however some 

palliative care nurses felt they were unable to fully engage in a therapeutic 

relationship; therefore, the quality of care was affected, and they were dissatisfied with 

the role they played. With an adequate sample size (n=91), the authors claim the study 

is valid and reliable due to the framework approach they used as it provides 

transparency, however this is difficult to concur with due to a lack of information 

presented on how the data was analysed and if there was corroboration by another 

researcher.  

Gawande (2014) describes three different types of patient-professional relationship. 

Firstly, the paternalistic relationship which sits in the medical model of care with the 

healthcare professional as the decision maker, secondly, the informative relationship 

where the healthcare professional gives the patient information for them to make their 

own decisions. The previous two types of relationship do not fit with the ethos of 

patient centred care where as the third, interpretative relationship recognises the 

patient should have control, so time is taken to understand the patients’ views and 

helps them make an informed choice. People with learning disabilities and their family 

and carers accounts of hospital experiences (Iacono et al. 2014) indicate they have 

experienced a paternal relationship with healthcare professional which is not 

conducive to the delivery of person-centred care (Gawande 2014). 

Therapeutic relationships are underpinned by a number of abilities including self-

knowledge, self-awareness, empathy and awareness of professional boundaries 

(Registered Nurses’ Association of Ontario 2006). Therapeutic relationships are seen 

to be complex (Watt and Brittle 2008) and can be difficult to develop and maintain 
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(Chessum 2006). The nurse requires respecting their patients’ beliefs and values 

(McCormack and McCance 2006), providing them with autonomy and control (Beadle-

Brown 2006), allowing shared decision making (Press and Richards 2015) to develop 

a therapeutic relationship.  

The level of ability the individual with learning disabilities has will affect their ability to 

partake in the therapeutic relationship (Jones and Donati 2009). Getting to know the 

person is paramount; care professionals who have acquired tacit knowledge about the 

person they are caring for are able to engage in a deeper understanding of their needs 

and strengthen their relationship (Crotty and Doody 2015; Reinders 2010). However, 

this may be a challenge for an adult or mental health nurse as different communication 

skills are necessary (Barber 2015) and having sufficient time to develop a therapeutic 

relationship within a busy acute care environment can be a challenge (Larsson et al. 

2011). 

Health professionals’ inability to have person centred conversations with their patient 

is seen as a barrier to establishing a therapeutic relationship (Larsson et al. 2011), 

furthermore there is clear evidence showing that non-specialist healthcare staff report 

challenges communicating with people with learning disabilities (Hemm et al. 2015). 

This again may be due to degree of learning disability the person has (Lindsay and 

Hoghton 2016). Strategies to support getting to know the persons abilities, 

preferences, communication style include the development of easily accessed 

information held by the patient and can be shared at the point of admission or 

beforehand if its planned (Northway et al. 2017). 

To support self-awareness and self-knowledge the nurse requires being reflective in 

order to understand their own attitudes, beliefs and values (Chessum 2006). 

Understanding their motivation to deliver care and being able to understand their 

experience, concerns and perspectives are values required by a nurse as they engage 

in a therapeutic relationship. However, having an overly empathetic approach can lead 

to sympathy being expressed which may affect the nurses’ clinical decision making 

(Bulmer Smith et al. 2009) additionally, as the power relationship can often be 

unequal, the nurse requires to have the ability to manage the limits and boundaries of 

their professional role. The maintenance of professional boundaries prevents the 

nurse being over or under involved (Bowler and Nash 2014). Again, depending on the 

persons abilities will depend if the individual will be able to develop trust in the nurse. 

Some people with learning disabilities will immediately put trust in another, where as 
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some will not, and it will be difficult to achieve, others will not comprehend the concept 

of trust (Crotty and Doody 2015). 

 

2.6 People with learning disabilities, families/carers engagement in a                                                              

therapeutic relationship 

The experiences of universal healthcare services from the perspectives of people with 

learning disabilities and their families/carers contribute to a growing body of evidence, 

some of which is based on general health care (Hart 1999; Iacano and Davis 2003; 

Gibbs et al. 2008; Dinsmore 2011; Howieson 2015) and mental health care (Longo 

and Scior 2004; Hastings 2007; Parkes et al. 2007; Donner et al. 2010; Szablowski 

2017). Most studies are appropriately qualitative in nature as they are gaining an 

understanding of individual’s experiences. They all report barriers and enablers to 

effective care provision. Previous literature reviews have been published 

encompassing this area; Backer et al. (2009) focus on access to secondary health 

care, Bradbury-Jones et al. (2013) consider the health, safety and welfare of people 

with learning disabilities in acute care and Iacono et al. (2014) on hospital experiences 

of people with learning disabilities. However, as this study is focusing on adult and 

mental health student nurses’ willingness and ability to engage in a therapeutic 

relationship in order to deliver effective care, this will be the area of interest being 

reviewed.  

Qualitative studies exploring people with learning disabilities and their families and 

carers’ experiences in general health care are mainly homogeneous in their findings. 

In relation to accessing care for physical health treatment, Howieson (2015) reported 

that people with learning disabilities have a desire to engage in a therapeutic 

relationship with hospital staff resulting in them being valued and ‘treated right’ by 

staff. The participants reported staff attitudes and communication difficulties are 

deterrents to this. However, this study had a small sample (n=7) and lacks rigor due to 

a lack of a clear aim or study question to evaluate the findings against and no 

discussion on how rigor is assured. The same concerns are raised by Dinsmore 

(2011), in an interview-based study with people with learning disabilities and carers. 

Conversely, he also found when experiences were positive; staff attitudes were kind 

and empathic. A description of the biases from external sources is presented in this 

study but no reference is made to observer bias which is possible due to the 

researcher’s occupation. Communication and staff attitudes are again presented as 

barriers to engagement in a care relationship with people with learning disabilities and 
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their carers (Gibbs et al. 2008), although the majority of participant comments appear 

to relate to medical staff. Her study describes hospital staff and does not distinguish 

between professions making it difficult to generalise findings to the nursing population. 

On the other hand, some studies report general satisfaction with care in hospital 

(Iacano and Davis 2003; Fox and Wilson 1999). Iacano and Davis (2003) utilised a 

mixed methods approach, survey and interviews to explore individuals’ hospital 

experiences, reporting in general, positive experiences and mixed attitudes. It is 

unclear how appropriate the survey would have been for people with learning 

disabilities to understand, as although it was designed using augmented and 

alternative communication, it was designed by a focus group of people with physical 

disabilities. The authors offer no further information, other than carers and families 

completed it on behalf of participants with learning disabilities. It could be questioned if 

people with learning disabilities views were therefore clearly captured. However, they 

noted similarly to other studies that nursing staff have a lack of time (Howieson 2015) 

and a lack of knowledge and skills which were perceived to contribute to poor 

communication and care delivery (Fox and Wilson 1999). This study had a low 

response rate, therefore lessens its generalisability and did not present the integration 

of the results of the two methods which would have strengthened its rigor. Hart (1998) 

highlights that people with learning disabilities did not perceive nurses to be caring 

towards them or attempt to engage in a therapeutic relationship to understand their 

needs which may have been due to a lack of communication skills, leaving individuals 

feeling ignored and vulnerable. This study again had a small sample (n=13) and 

lacked any discussion of how rigor is assured resulting in reduced trustworthiness. 

In relation to studies where mental health nurses cared for people with learning 

disabilities in mainstream mental health settings, the findings were mainly 

heterogeneous. Hastings (2007) reports people with learning disabilities having 

positive views on care in an acute setting including positive staff attitudes and 

individuals feeling engaged and safe. This is seen to be due to the additional extensive 

support provided by learning disability nurses to their mental health peers. In contrast, 

in the Donner et al. (2010) study people with learning disabilities and carers reported 

feeling they were not equal partners in the care relationship and there were issues with 

joint working with specialist services. Similarly, Szablowski (2017) found families and 

carers had mixed views on their relationship with mental health nurses, some equal 

and empowering, others had difficulties with trust and being part of the care team with 

nurses presenting negative attitudes (Longo and Scior 2004). Parkes et al. (2007) 

commented that people with learning disabilities perceived they were not involved in 
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their care, although nurses had positive attitudes; they lacked skills in adapting care 

and were too busy to meet their needs. Due to lack of knowledge and skills to 

effectively engage, evidence of diagnostic overshadowing where nurses assume 

presenting problems are related to the individual’s learning disability without 

recognising underlying physical or mental ill health is also reported in the studies 

(Longo and Scior 2004; Donner et al. 2010). 

All the mental health studies were qualitative and varied in quality. Hastings (2007) as 

a service review lacked any methodological framework preventing transferability. 

Whereas Szablowski (2017) omitted to describe how they undertook the literature 

review. Parkes et al. (2007) failed to describe the qualitative method for analysis or 

how themes were established. The other studies highlight the use of member 

validation and clear description of theme development enhancing the quality of the 

studies (Longo and Scior 2004; Donner et al. 2010). 

Overall, some studies involving people with learning disabilities were seeking for them 

to recall their experiences from the previous 2+ years (Hart 1998; Parkes et al. 2007; 

Donner et al. 2010; Dinsmore 2011). It could be argued this timeframe is too long for 

accuracy of memories to be recalled. Many argue that additional specialist training is 

required to improve attitudes (Iacano and Davis 2003; Longo and Scior 2004; 

Dinsmore 2011) and education on learning disabilities should be part of undergraduate 

programmes (Fox and Wilson 1999; Gibbs et al. 2008). Tuffrey-Wijne et al. (2016) 

found the nurses did not understand the role of carers in hospitals. This is important 

for the nurse as the therapeutic relationship could be enhanced with the patient if the 

family/carer can facilitate communication or help to get to know the person better 

(Chessum 2006). It is well documented that carers perceive that there is an 

overreliance on them to support communication and deliver care to people in hospitals 

(Iacano and Davis 2003); on the contrary other studies recommend that carers are 

seen as equal partners in care delivery and are listened to by nurses (Fox and Wilson 

1999; Szablowski 2017). 

From a general health context, only Hart (1998) and Howieson’s (2015) studies 

touched on the exploration of the relationship between the patient with learning 

disability and an adult nurse. From a mental health nursing perspective, given that in 

mental health nursing the development of a therapeutic relationship is fundamental to 

the patients’ treatment (Barker et al. 1999), all the studies but one discussed in some 

degree the importance of the patient/carer-nurse relationship. It is important to note 

the therapeutic relationship between individuals with learning disabilities and adult or 
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mental health nursing staff has not been fully explored from the patient or family/carer 

perspective. People with learning disabilities, their families/carers perceived adult and 

mental health nurses lacked competency, not possessing necessary additional skills 

and knowledge in communication, adaptions to care delivery or being equal partners in 

care. Negative attitudes were also seen as a barrier. There were no studies that 

focused on people with learning disabilities experiences of receiving care from adult or 

mental health student nurses; therefore, the researcher was unable to consider people 

with learning disabilities perspectives on receiving care from student nurses. Evidence 

of this nature could contribute to the understanding of therapeutic commitment of 

student nurses when caring for people with learning disabilities. 

 

2.7 Nurses engagement in a therapeutic relationship 

Nurses are the largest professional group within the NHS and the majority of their 

working life is subsumed with direct patient care. Given nurses are partners in a 

therapeutic relationship and usually initiate it in order to provide person centred care, 

there is a need to understand adult and mental health nurses’ perspective on what 

supports or deters them from being effective partners and this will be the area of 

interest being reviewed.  

A thematic and a narrative literature review were found that focused on the barriers 

preventing effective care delivery for people with learning disabilities (Brown and 

Kalaitzidis 2013) and the experiences of acute nurses when delivering care to people 

with learning disabilities (Lewis et al. 2016); neither discuss the quality of the research 

reviewed. Within the literature, the adult and mental health nurses’ perceptions of 

caring for people with learning disabilities have been explored from; acute care (Lewis 

and Stenfert-Kroese 2010), accident and emergency (Sowney and Barr 2006), 

oncology (Flynn et al. 2015), palliative care (Cartlidge and Read 2010; Cooper et al. 

2014), orthopaedic and trauma (Drozd and Clinch 2016), primary care (Melville et al. 

2005) and mental health (Taua et al. 2017). 

Experiencing stress and discomfort was evident in three studies. Many adult registered 

nurses are unprepared and uncomfortable delivering care to people with learning 

disabilities (Sowney and Barr 2006): in this study emergency care nurses expressed 

fear and vulnerability due to their perceived lack of knowledge and confidence to 

identify care needs and manage behaviours that challenged them. They also feared 

they were treating people differently, showing a lack of understanding of equality. This 
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in turn caused them to become passive and disengage from the patient. They were 

then reliant on carers to deliver care instead of them. This then consequently reduced 

the opportunities the nurse has to learn from the experience of caring for a patient with 

learning disabilities, creating a barrier that is difficult to break as the nurses had 

positive regard for the carers as they were proficient in providing care and 

communicating with the patient. Therefore, the insecurities they experienced were 

reinforced instead of been seen as a positive learning opportunity. This study was 

valuable given its robust qualitative design to demonstrate ways nurses perceived their 

contribution to care. Lewis and Stenfert-Kroese (2010) found comparable views of 

acute care nurses and health care assistants (n=42) including a small amount to 

student nurses (n=6, 6.1%), however there was no difference of views between 

registered or unregistered nurses and student nurses in perceiving fewer positive 

attitudes towards people with learning disabilities than physical disabilities. They 

reported feeling stressed when providing care which affected the quality of care they 

delivered. Nurses were seen not to attempt to engage in a therapeutic relationship by 

spending less time with them and relying on carers to provide their care. This study 

added to the literature as the consequence of the nurse’s emotional reaction was seen 

to affect their behaviour and subsequently care delivery. The response rate of this 

study was low (20%) affecting generalisability. 

Finally, Flynn et al. (2015) in a mixed method study focused on the perceptions of 

oncology nurses who similarly reported feeling less comfortable caring for people with 

learning disabilities than those without, due to a lack of knowledge, skills and 

experience, as a result reported experiencing more stress. They also described 

dependence on carers especially to aid communication rather than ask the person with 

a learning disability about the care they wished to receive. It could be suggested the 

nurses did not attempt to engage in a therapeutic relationship with the patient. This 

study reports a small sample size (n=83) which limits the generalisability of its findings. 

Also, the validity and reliability of the care perception tool could not be assessed. 

Drozd and Clinch (2016) undertook a small quantitative study (n=13) to survey the 

experience of orthopaedic and trauma nurses but the findings have limited 

generalisability. Also, although it is claimed tests were independently performed to 

enhance rigor, the validity and reliability of the tool was not reported. The study was 

based on the 6Cs framework (Department of Health 2012a) where nurses perceived 

they provided poorer care, communication and had less competence to deliver care to 

people with learning disabilities than they have for non-learning-disabled patients. 

However, many were more committed to provide care, although the authors noted 
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social desirability may have influenced the results. Although nurses said they were 

committed, no evidence demonstrated nurses engaged in a therapeutic relationship 

with patients to support this. More positively, Cartlidge and Read (2010) studied 

palliative care nurses’ views on end of life care for people with learning disabilities in 

one hospice in the United Kingdom. The qualitative study reported that nurses found it 

rewarding, recognising the need to get to know people well and build trust which 

supports a therapeutic relationship, although communication was challenging for them. 

It was reported when nurses were unsure and anxious this transferred to the patient, 

hence support was sought, and time was taken to overcome this. Interestingly, not all 

nurses had experience of providing care to this patient group, therefore they reported 

what they expected to experience rather than what they actually had experienced. 

Data were collated via a questionnaire and one large focus group (n=17) which was 

reported as difficult to manage. Content analysis was used to develop themes but no 

information was present on how any biases were managed. 

Taua and Neville (2017) using semi-structured interviews explored best practice of 

mental health nurses (n=13) providing care for people with learning disabilities in 

mental health inpatient settings in New Zealand. Appreciative enquiry was used to 

collate the data with only a focus on the positive aspects of care, it could be argued 

that some aspects were not captured using this approach. Using thematic analysis it 

was reported that nurses recognised the need for additional communication skills to 

engage their patient and knowledge and understanding to be effective in improving 

their mental health, but the supporting qualitative data examples did not wholly reflect 

this occurred in practice. This methodology provided only one set of perspectives but 

there were probably many which were not explored, and as it was conducted in New 

Zealand these findings may not be generalizable.  

In contrast, other studies have highlighted nurses perceiving high levels of self-efficacy 

(Melville et al. 2005; Cooper et al. 2014), however the first study noted positive 

attitudes, but nurses’ lack of knowledge and the latter study expressed the belief that 

the nurses were over confident in their abilities. Melville et al. (2005) provide a robust 

quantitative study evidencing positive attitudes, although a high proportion of practice 

nurses had infrequently provided care and those who had experienced difficulties 

during appointments. In Cooper et al. (2014) study, the palliative care nurses were 

also highly confident in meeting people with learning disabilities needs, even though 

knowledge deficiencies were evident. This could be explained as nurses were highly 

skilled in their own area of practice, assuming their skills would easily transfer but due 

to the lack of contact with people with learning disabilities, they have not fully 
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understood any additional care needs (Cooper et al. 2014). Information on how the 

data in this audit were analysed is not provided and experienced a low response rate 

at 30%, therefore generalisability is challenged. 

Communication is the central component of a therapeutic relationship. Communication 

takes time which is difficult in busy environments (Sowney and Barr 2006) and nurses 

communicate less with people with learning disabilities than others (Drozd and Clinch 

2015). Challenging behaviour is seen as something to be managed and part of an 

individual’s learning disability (Drozd and Clinch 2016; Taua and Neville 2017). Not as 

a way of communicating that an individual’s health needs may be the reason for the 

change in behaviour, indicating a lack of knowledge.  

Moreover, having previously worked with people with a learning disability was seen to 

reduce nurses’ anxieties (Flynn et al. 2015) and increase confidence, skills and 

knowledge (Lewis and Stenfert-Kroese 2010). Effective partnerships with carers and 

learning disability nurses were seen as positive support. However, nurses are unclear 

of carers’ roles and realistic expectations required being defined (Drozd and Clinch 

2015). Learning disability nurses in roles like liaison nurse services and link nurses 

provided specialist support and enhanced nurses understanding to make reasonable 

adjustments (Cartlidge and Read 2010; Flynn et al. 2015; Drozd and Clinch 2016). 

Various reasons are given for adult and mental health nurses being willing and able to 

engage with people with learning disabilities. Some studies gave a lack of knowledge, 

skills and experience as the rationale for perceiving inability to provide care (Sowney 

and Barr 2006; Cartlidge and Read 2010). Other views included stereotyping 

(Merrifield 2011) and being unsure if the person will comprehend and reciprocate 

(Lewis et al. 2016), therefore it is easier to employ avoidance techniques and 

disengage. The result of non-engagement with a patient affects their relationship and 

ultimately the care they receive. 

From the critical appraisal of the studies presented, it could be argued the 

trustworthiness of the majority of the studies was questionable with a few exceptions. 

No studies explored adult or mental health student nurses’ experiences when caring 

for people with learning disabilities; however others focused on their attitudes towards 

people with learning disabilities which will now be discussed.  
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2.8 Nurses attitudes towards people with learning disabilities 

Beyond skills and competence, the attitudes a nurse holds will influence if they are 

committed to provide care to people with learning disabilities.  Attitudes are important 

in caring to ensure the quality of person-centred care (Price 2015). The attitudes held 

by a nurse will affect their willingness to engage in a therapeutic relationship.  

Various studies have explored the attitudes of healthcare staff in caring for people with 

learning disabilities including nurses (Slevin and Sines 1996; McConkey and 

Truesdale 2000; Rose et al. 2012), healthcare students including student nurses 

(Werner and Grayzman 2011; Kritsotakis et al. 2017), student and registered nurses 

(Slevin 1995) and others have focused on student nurse populations (Klooster et al. 

2009; Temple and Mordoch 2012). Four international studies included student nurses, 

where no specialist learning disability fields of nursing exist (Klooster et al. 2009; 

Werner and Grayzman 2011; Temple and Mordoch 2012; Kritsotakis et al. 2017). 

In studies pertaining to healthcare staff, some report positive attitudes from mental 

health care (Rose et al. 2012) whereas others from acute hospital care report negative 

attitudes (Slevin and Sines 1996). It was found that staff working in learning disability 

services had greater confidence and more positive attitudes than their non-specialist 

peers (McConkey and Truesdale 2000; Rose et al. 2012). Graduate nurses were seen 

to have more positive attitudes than non-graduate and negative attitudes were a result 

of a lack of knowledge and skills (Slevin and Sines 1996). 

From healthcare student population studies, attitudes towards people with learning 

disabilities were negative on the whole and student nurses were found to have the 

poorest attitudes (Werner and Grayzman 2011; Kritsotakis et al. 2017). Werner and 

Grayzman (2011) believed students had a low level of intention to work with this 

patient group due to lack of skills and knowledge.  

Echoing McConkey and Truesdale (2000) findings, Klooster et al. (2009) reported 

student nurses expressed fewer positive attitudes towards people with learning 

disabilities rather than physical disabilities. Having a family member with a learning 

disability did not affect attitudes held (Klooster et al. 2009). The non-nursing population 

for this study was recruited by student nurses who already participated. It is unclear if 

they were from another healthcare profession or not, their background and the process 

may have introduced social desirability bias between the two groups.  

Several studies found having previous contact with a person with a learning disability 

improved the nurses’ attitude (Slevin and Sines 1996; Rose et al. 2012; Kritsotakis et 
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al. 2017) and confidence (McConkey and Truesdale 2000).  Within Slevin (1995) 

study, a comparison was made between student nurses who had a placement where 

they provided care to someone with a learning disability and the comparative group 

were registered nurses. It could be argued that other contributory factors may have 

impacted on the registered nurses’ attitudes as they were in a different role with 

different responsibilities, not just educational preparation. 

Sowney and Barr (2006) highlighted nurses who did not have an educational 

opportunity caring for people with learning disabilities during pre-registration education 

related to a reduced ability to meet patient needs when qualified. Others offer a 

convergent view advocating that education in pre-registration improves attitudes 

(Slevin and Sines 1996; Werner and Grayzman 2011). 

Most of the previous studies discussed utilised the robust Attitude towards Disabled 

Person Scale (ATDP). Temple and Mordoch (2012) however measured attitudes with 

a tool designed from reviewed literature. It is unclear the rationale for the areas 

included. There was also no psychometric testing of the tool or description of the 

analysis affecting its reliability and validity. They found the majority of student nurses 

surveyed viewed care of people with a learning disability from a medical model 

standpoint where the role is to treat and cure, not understanding the social model of 

disability. They also perceived they were competent of provide care to people with 

learning disabilities as they had transferable skills to meet the physical needs of this 

patient group. However, they stated that nurses trained in learning disabilities should 

fulfil the role.  

Although no studies were found that reported on student nurses’ experiences caring 

for people with learning disabilities, some studies were found that discussed student 

nurse attitudes towards this patient group. Nevertheless, all but one was United 

Kingdom based. No studies have explored student nurses’ attitudes from different 

fields of nursing. 

 

2.9 Therapeutic commitment theoretical framework  

People with learning disabilities should receive quality person centred nursing care. In 

order to deliver this, the nurse requires to engage in a therapeutic relationship with 

them. To achieve this, a number of conditions should be in place which includes 

possessing the appropriate interpersonal skills, knowledge and attitudes in particular, 

unconditional positive regard (Rogers 1957). As a way of understanding if a student 
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nurse is willing and has the ability to engage in such a relationship, the theory of 

therapeutic commitment is appraised. 

2.9.1 Development of theory 

The theoretical framework of therapeutic commitment has been developed through 

time. Shaw et al. (1978) developed the initial theory of therapeutic commitment to 

explain the factors that influence non-specialist healthcare practitioners to work with 

people who have alcohol problems, believing that non-specialists would be less 

reluctant to provide care to people with alcohol problems if they increased their 

therapeutic commitment. To measure the non-specialists’ ability to enter into a 

therapeutic relationship with their patient, the original framework connected the 

following distinct but related attitudinal factors; motivation to work with a patient group, 

would contribute to work satisfaction and improve their self-esteem in this role which 

created the construct of therapeutic commitment (Cartwright 1980). 

Cartwright (1980) established that support and experience had substantial influence 

on the non-specialists’ therapeutic attitude which led to adding to the model, proposing 

that non-specialists experience a lack of confidence, if they perceived their skills and 

knowledge were inadequate to provide the care that was required by their patient and 

this was called role adequacy. Also, whether they had a legitimate role in the specialist 

field and this was called role legitimacy, both these factors created role security 

construct (Gorman and Cartwright 1991). The theory proposed that the level of 

therapeutic commitment a non-specialist holds depends on the level of role security 

they perceive. Role security is influenced by basic role requirements which are 

experience working with the specialist group, knowledge, perceived support and self-

esteem (Shaw et al. 1978). The theory is predictive with therapeutic commitment being 

dependant on perceptions of role security which are influenced by the basic role 

requirements as illustrated in Figure 1. 
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Figure 1: Shaw et al. (1978) model of therapeutic commitment 

 

The theory was later reconceptualised by Lauder et al. (2000) to apply to nursing and 

mental health. Whilst exploring a cohort of (non-specialist) district nurses’ therapeutic 

commitment to people with mental health problems, the theory was adapted. The 

construct of therapeutic commitment was retained but changed and was seen as a 

‘general disposition’ and a willingness to engage in a therapeutic relationship and is a 

pre-requisite for effective therapeutic care (Angus et al. 2001). From the process of 

factor analysis of the data, a new construct was identified. In Shaw’s model, 

therapeutic commitment is influenced by the non-specialist’s self-perception of their 

role security; however, Lauder et al. (2000) established that role adequacy and role 

legitimacy were one single construct which they named role competency. Role 

competency was defined as the perception a non-specialist has that they hold the 

necessary knowledge and skills to work with the learning disability group and perceive 

this is part of their role. Furthermore, the construct of role support was added to the 

model and is associated with the support the non-specialist perceives they can receive 

or access from more experienced or specialist staff to carry out their role. Lauder et al. 

(2002) theory proposed that mental health care will be improved by a greater 

willingness by non-specialists who provide care to engage therapeutically. The non-

specialists’ perception that working with this client group is integral to their role, as well 

as perceiving they have the appropriate skills and knowledge to carry out the role 

effectively as well as the support they can access will influence this and result in 

effective care as illustrated in Figure 2. 
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Figure 2: Lauder et al. (2000) model of therapeutic commitment 

 

 

 

2.9.2 Therapeutic commitment 

Lauder et al. (2000) states that therapeutic commitment is primarily a humanist view, 

similar to the work of Rogers (1957) where in this case the nurse’s attitude, cognition 

and behaviour have an influence on the patient’s growth.  Rogers (1957) also 

discusses that when the nurse displays warmth, genuineness and empathy towards a 

patient, this in turn supports a trusting relationship between both of them, therefore 

creating a therapeutic relationship. This relationship requires trust allowing the patient 

to feel secure and participate with the nurse in the relationship. In turn, this creates the 

opportunity for empathy to be expressed by the nurse resulting in a more effective 

environment to work together to meet the patient’s individual needs (Angus et al 2001; 

Lauder et al. 2000). The construct is supported by the nurses’ motivation to care for 

the patient, expectation of work satisfaction and task specific self-esteem from the 

caring relationship. Commitment is seen as the conscious decision by the nurse to 

invest in a relationship with a patient with learning disabilities (Jukes and Aldridge 

2006). 

 

2.9.3 Role competency 

Therapeutic commitment is dependent on role competency which is associated with 

the non-specialist’s perception that working with this patient group is integral to their 

role, as well as perceiving they have the appropriate skills and knowledge to carry out 

the role effectively. Role competency may be influenced by previous experience with 

the patient group and additional education as well as support from another. Angus et 

al. (2001) link the perception of role competency with Bandura’ (2001) concept of self-
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efficacy where although a nurse may have the necessary skills and knowledge to 

effectively deliver care, however this is impeded by their self-belief that they do not 

have the ability to provide the care. This can deter nurses from fully engaging in the 

care they are to deliver (Stump et al. 2014); this may be due to the stress and anxiety 

experienced by the situation (Bandura and Locke 2003). 

 

2.9.4 Role support 

Role support is associated with the support the non-specialist perceives they can 

receive or access from more experienced or specialist staff to carry out their role. 

Bandura (1977) states by exposure and practice with experienced support, self-

efficacy can be improved. Having this support will allow the nurse to develop stronger 

self-efficacy which will in turn positively influence their role competency.  

 

 

2.10 Previous studies utilising therapeutic commitment theory 

Shaw et al. (1978) produced the Alcohol Problems Perception Questionnaire (APPQ) 

to measure the levels of therapeutic commitment of non-specialist workers with people 

who had alcohol problems underpinned by their definition of therapeutic commitment. 

This questionnaire has been utilised in many studies (Bush and Williams 1988; 

Deehan et al. 1997; Anderson et al. 2003; 2004). The APPQ has been adapted for use 

where the researcher wishes to explore a non-specialist health professional’s 

therapeutic commitment towards a specialist client/patient group in this case with drug 

dependency problems (Watson et al. 2006).  

Lauder et al. (2000) and Angus et al. (2001) adapted and psychometrically tested the 

scale to produce a new instrument – Mental Health Problems Perception 

Questionnaire (MHPPQ) in line with the revised theory constructed. The study 

examined district nurses’ level of therapeutic commitment to people who have mental 

health problems in rural areas. This work was then replicated in Australia by Clark et 

al. (2005) who studied adult nurses’ perceptions of their effectiveness in working with 

people who experienced mental ill health in a rural setting. The results indicated low 

levels of therapeutic commitment, role competency and role support. The study saw 

the researchers adapt the survey tool and maintained its validity and reliability. Lauder 

et al. (2002) utilised the tool again to explore student nurses’ therapeutic commitment 

to people with mental health problems. Students reported high levels of therapeutic 
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commitment. The study does not identify which field of nursing the students were from; 

therefore, it is difficult to establish if some may have more experience and knowledge 

due to their programme of study. Internal reliability testing proved the tool remained 

stable. 

Chorwe-Sungani and Shangase (2013) used the MHPPQ to study nurses’ therapeutic 

commitment to people living with HIV and experiencing mental ill health. The study 

reported that adult nurses varied in their therapeutic commitment to this patient group. 

It could be argued that two stigmatised areas were being focused on, mental health 

and HIV and with no control in place to establish if they were reluctant to work with 

people with HIV in general or those who were also were experiencing mental ill health. 

The validity and reliability of the study was not presented in the literature. The total 

number of participants was reported but not the response rate or total sample 

population. The researchers also personally collected the questionnaires from 

participants which could have introduced social desirability bias. 

The theory of therapeutic commitment has been successfully used with other 

stigmatised patient groups to understand non-specialist health professionals’ 

willingness and ability to engage in a therapeutic relationship with them and the tools 

developed are psychometrically robust. It therefore can be argued the survey 

instrument can be adapted to explore non-specialists in this case, student nurses’ 

therapeutic commitment to people with learning disabilities. 

Furthermore, a practice framework has been developed to operationalise patient-

centred care in nursing (McCormack and McCance 2017) and tested for effectiveness 

(Slater et al. 2017). The Person Centred Practice Framework (PCPF) consists of four 

main components; whereby nurses require meeting certain attributes which are 

necessary to manage the care environment, in order to deliver effective care and 

achieve person centred outcomes (McCormack and McCance 2006). They found there 

are a number of pre-requisites to providing person centred care; professional 

competence and being committed to the job. These are congruent with the concepts 

within therapeutic commitment theory.  

The three different constructs of therapeutic commitment will be compared with the 

PCPF and differences identified. Within PCPF, the authors believed the nurse requires 

being dedicated to the job and wants to provide the best for the patient. This is similar 

for therapeutic commitment, but it is particularly related to the willingness to work with 

a certain patient group they do not have experience caring for: in this study people 

with learning disabilities. Role competency as previously described has two 
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components; role adequacy where the nurse requires having the necessary skills and 

knowledge and role legitimacy where they need to believe that caring for the patient is 

their responsibility. In PCPF the requirement is to be professionally competent, this is 

defined as having the necessary knowledge and skills to make decisions, prioritise 

care and competence in the physical and technical aspects of care (McCormack and 

McCance 2006 p475). They are clear differences in the definitions between both 

models as therapeutic commitment encompasses the legitimacy of the role. The other 

difference is the in PCPF; beliefs and values are seen as part of the professional 

competency, whereas they are not in therapeutic commitment.  

The ability to access support does not feature in the PCPF model, whereas in the 

therapeutic commitment model it is seen as a vital resource to support the nurse gain 

role competence and influence therapeutic commitment.  

 

 

2.11 Conclusion and rationale 

No studies were found that explored therapeutic commitment for people with learning 

disabilities by non-specialists. The literature review has demonstrated a dearth in 

current knowledge and understanding relating to student nurses’ attitudes, perceived 

knowledge and skills to care for people with learning disabilities. Whilst elements of 

non-specialist nurses’ ability to engage in a therapeutic relationship with people with 

learning disabilities is acknowledged in some existing literature, it has received little 

exploration and even less on student nurses’ ability. Most of the research pertaining to 

nurses’ experiences that were reviewed used a qualitative approach to provide initial 

exploration of the care episode between nurse and patient and mainly due to the small 

scale of the research, many were lacking in rigor. This gap now exists because past 

research has only in the main provided a partial view by qualitative approaches 

resulting in the need to provide a fuller understanding through comparing and 

synthesising both quantitative and qualitative data. 

To understand and explore student nurse’s willingness and ability to engage in a 

therapeutic relationship with people who have a learning disability, it is argued using 

the theory of therapeutic commitment will provide the appropriate framework to 

achieve this. Previous studies utilising this theory with a different patient group have 

offered data on the level of therapeutic commitment student nurses perceive but do 

not investigate what affects it. No previous research studies have explored any health 
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professionals’ therapeutic commitment to people with learning disabilities. Also, it has 

strong similarities to the prerequisites required for person centred care with the PCPF 

which has been validated as an effective tool to develop practice. However, there are 

some differences between PCPF and therapeutic commitment, namely being 

committed to work specifically with a stigmatised patient group, believing this core to 

the nurses’ role and having access to more experienced staff to support the nurse to 

provide care to people with learning disabilities. These could be important attributes to 

measure within student nurses as they are in the process of developing professional 

competence and may help understand what influences therapeutic commitment during 

the undergraduate programme for non-specialist nurses.  

It is proposed this research will investigate final year student nurses’ perceptions of 

therapeutic commitment to people with learning disabilities, and the factors that 

influence it. Furthermore, utilising a quantitative and qualitative approach to explore 

and examine perceptions both numerically and narratively and with integration, 

resulting in a broader understanding of the research problem described. Having 

considered the background literature and rationale to the study, the research 

methodology and design will be discussed in the following chapter.  
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Chapter 3: Research methods 

 

3.1 Introduction 

Understanding student nurses’ perceptions of therapeutic commitment to people with 

learning disabilities has not been previously studied. This chapter presents the 

methods used in this study including the research purpose, research questions and 

rationale for adopting a convergent approach to understand this problem. The 

research design and analytic methods will be appraised, as well as, examination of the 

ethical considerations to ensure the aims of the study were met. 

 

3.2 Purpose statement 

The aim of this study was to understand final year student nurses’ perceptions of 

therapeutic commitment towards people with learning disabilities, as well as any 

factors that may influence this. A convergent mixed methods design was used where 

quantitative and qualitative data were collected in parallel, analysed independently 

then merged together. In this study, a survey instrument was used to test the theory of 

therapeutic commitment. The theory posits that increased levels of role competency 

and role support will positively influence the overall therapeutic commitment of final 

year adult, mental health and learning disability student nurses. This was tested at four 

Scottish Universities. At the same time and with the same population, open-ended 

questions within the survey instrument were used to collate qualitative data that 

allowed exploration of therapeutic commitment and the factors that influence it. The 

reason for this approach was to discuss and compare the similarities and differences 

of the two forms of data, bringing greater insight into the understanding of the theory 

and its influencers than would be gained by either type of data separately. 

 

3.3 Theoretical framework 

Therapeutic commitment which posits outcomes for people with learning disabilities 

are improved if a practitioner has a greater commitment to engage with individuals 

therapeutically and was the chosen theoretical framework for this study. Therapeutic 

commitment is influenced by the practitioners’ self-perceived competency, acceptance 

of the role and support they can access and receive. This framework was chosen 
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because it has been found to reliably measure non-specialists’ levels of therapeutic 

commitment towards varying stigmatised patient groups including alcohol dependency, 

drug dependency, HIV and mental ill health (Chorwwe-Sungani and Shangase 2013; 

Clark et al. 2005; Albery et al. 2003; Angus et al. 2001; Lauder et al. 2000).  

The theory was used in this convergent design to inform the structure of the data 

collection survey instrument (Learning Disability Perceptions Questionnaire), 

measuring perceived levels of therapeutic commitment revised from the Mental Health 

Problems Perceptions Questionnaire (Lauder et al. 2000) and to inform the structure of 

the open-ended questions to explore participants perceptions of the core concepts of 

therapeutic commitment, role competency and role support. The questionnaire is 

found in Appendix 9 and its development encompassing the therapeutic commitment 

model is discussed further in Section 3.10.1. The theory also informed the analysis of 

both data sets, as well as the integration of both sets of results as presented in 

Chapters 4, 5 and 6. 

 

3.4 Mixed method research 

Mixed methods research has been described as ‘multiple ways of seeing and hearing’ 

(Greene 2007, p20) by allowing the combination of both quantitative and qualitative 

methods to collect and analyse data to provide answers to research questions 

(Creswell and Plano Clark, 2007; Doyle 2015).  

The main principle of a mixed methods approach is that a better understanding of a 

research problem can be sought using the combination of quantitative and qualitative 

methods, than any single method (Creswell 2007). Creswell and Plano (2017) go 

further by advocating that mixed methods goes beyond the method: it is a 

methodology that is surrounded by theory and philosophy. There has been a surge in 

the use of mixed method approaches in nursing research (Doyle 2015); however, the 

design is often poorly reported within publications (Tatano Beck and Harrison 2016).  

Mixed methods research is seen as a new, third methodology (Tashakkori and Teddlie 

2003; Johnson and Onwuegbuzie 2004) following the so-called paradigm wars 

between quantitative and qualitative followers claiming their method is superior 

(Reichardt and Rallis 1994). It was claimed that a mixed methods approach was not 

possible due to the different paradigms associated with quantitative and qualitative 

approaches (Guba and Lincoln, 1994). The philosophical debate continues 

(Tashakkori and Teddlie, 2003; Greene, 2008) as using both quantitative and 
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qualitative methods together is a challenge due to the different ways they interpret 

reality (Robson, 2009). Onwuegbuzie and Leech (2005) argue that quantitative and 

qualitative methods themselves have similarities as neither sits purely in their own 

methodology but use elements of each other. Mixed methods research has now 

moved on, Creswell and Plano (2017 p47) describe a five-stage journey from its 

concept to the current day where mixed methods researchers are not only ‘reflecting 

and refining’ the methodology but advancing it. Part of the refinement includes the 

school of mixed method researchers agreeing on a universal typology to classify the 

design of mixed methods studies (Nastasi et al. 2010; Creswell and Plano Clark 2017) 

as previously different scholars have developed their own leading to confusion on 

which to use (Onwuegbuzie and Combs 2010; Schoonenboom and Johnson 2017).  

3.4.1 Philosophical Assumptions 

All research has a philosophical foundation, however different epistemological and 

ontological assumptions support different paradigms or methods. Quantitative 

research is generally steeped in positivism/postpositivism, whereas qualitative 

research is seen to hold constructivism as its worldview (Bryman 2012). The remaining 

two worldviews of transformation and pragmatism are aligned to mixed methods 

research (Teddlie and Tashakkori 2009). Creswell and Plano Clarke (2017 p.39) see a 

paradigm as a worldview and advocate that mixed methods researchers either use 

one of the following positions; ‘one best worldview, a dialectical perspective including 

multiple worldviews, the worldview best suited to the study context and design or the 

worldview shaped by the researcher’s community’.  

Pragmatism was seen as a supporting philosophical position of choice as a single 

paradigm, incorporating both qualitative and quantitative methods (Johnston and 

Onwuegbuzie 2004). However, Biesta (2010 p96) argues pragmatism is not a 

‘philosophical position’ but a ‘set of tools’ to assist the research process. Pragmatism 

is viewed by the researcher as the gaining of knowledge from the active process of 

reflection and action (Biesta 2010). The research problem is seen by the researcher as 

a practical one (Greene and Hall 2010). She believes the research questions are of 

greater importance than the method itself (Biesta 2010), therefore this study did not 

begin from a philosophical position as it would not have been supportive to respond to 

the research problem being explored.  From an ontological perspective, pragmatism 

also provides the researcher scope to see singular and multiple realities, from testing 

hypotheses as well as providing many perspectives from the qualitative data. From an 

epistemological perspective, the researcher has a practical relationship with what is 
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being researched and collects data by what works to address the research questions, 

therefore the most suitable methodology was employed. 

 

3.5 Research questions 

When conducting any type of research, the central purpose is to answer questions 

related to the phenomena being explored (Robson 2009). The purpose statement 

provided an overarching direction for this study; however more focused research 

questions are the conduit to finding answers to the research problem. Research 

questions are paramount in mixed methods research. They lead the process by setting 

boundaries for the study, explain its exact direction and direct the chosen research 

methods (Plano Clark & Badiee 2010; Teddlie & Tashakkori 2009). Different research 

approaches require different types of questions (Creswell and Plano Clark 2017). 

Quantitative research questions were required to understand the relationships 

between the variables; compare the two student nurse groups and relate the 

constructs of therapeutic commitment to independent variables. On the other hand, 

qualitative research questions assist the exploration of a phenomenon (Creswell 

2009), in this study a qualitative question was used to explore the factors relating to 

therapeutic commitment from the student’s individual perspective. The mixed methods 

question was posed to support the converging of the data, providing a more in-depth, 

richer understanding of student nurses perceptions of their therapeutic commitment to 

people with learning disabilities. 

The mixed method design was valuable and important for comparing the findings from 

a qualitative and quantitative approach and to provide a detailed and realistic 

understanding of the student nurses’ perceptions and experiences of therapeutic 

commitment when caring for people with learning disabilities, as well as the factors 

that influence therapeutic commitment. The overall question is as follows: 

1. What are the differences in therapeutic commitment to people with learning 

disabilities between learning disability, adult and mental health student nurses 

and what factors influence this? 

Specific approach related research questions were formulated as: 

Quantitative Questions - 

2. Do final year student nurses perceive they are therapeutically committed to 

people with a learning disability? 
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3. Is there a difference between learning disability student nurses and the other 

student nurse group (adult and mental health student nurses) perceived levels 

of therapeutic commitment? 

 

Qualitative Question – 

4. What factors do final year student nurses believe influence therapeutic 

commitment? 

 

Mixed Methods Question –  

5. Does the qualitative data help explain the results from the initial quantitative 

phase of the study? 

 

 

3.6  Research design 

The mixed method convergent design used here consists of one phase: quantitative 

and qualitative methods are done together (Creswell and Plano Clark 2017). In this 

design, quantitative and qualitative data are collected and analysed at the same time, 

then later the results are combined and compared as demonstrated in Figure 3.   

Figure 3: Convergent design 

 

The quantitative approach was utilised to collect data and measure levels of 

therapeutic commitment perceived by non-learning disability group (NLDG) which 

comprises of adult and mental health student nurses and learning disability group 

(LDG) which comprises of learning disability student nurses allowing comparisons 

between NLDG and LDG to test the hypotheses. It also began to identify other factors 

that influenced the students’ level of therapeutic commitment. In parallel, the 
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qualitative approach was employed to collect and understand what students perceived 

influenced their therapeutic commitment. The quantitative data resulting from the 

deductive theory being tested was seen as having greater priority because it 

measured the levels of therapeutic commitment using a validated tool with the aim to 

generalise the findings to other student nurse groups. The qualitative data was used to 

assist in explaining and interpreting the quantitative data. This approach is consistent 

with the research questions, so the qualitative data served a secondary purpose 

(Plano Clark and Ivankova 2016). The combination of these findings providing an 

opportunity to contrast and compare them, resulting in different perspectives and 

better understanding of students nurses therapeutic commitment to people with 

learning disabilities.  

A self-administered questionnaire was used to collect all data. Creswell and Plano 

Clark (2017) describe this approach as the questionnaire variant; however, this 

approach reduces the quality of qualitative data that is produced. The design was also 

fixed as the method used was pre-set before the collection of any data was completed 

as planned (Creswell and Plano Clark, 2017). Within the design, although the methods 

occurred concurrently, the quantitative method had greater priority than the qualitative 

as it fully encompassed the theory used, then the results of both methods were 

brought together at the point of interpretation as illustrated in Figure 4. 

 

Figure 4: Notation Diagram 

 
 

 

 

The strengths of a convergent design are it is straight forward and efficient as data is 

collected at the one time and provides an opportunity for the researcher to ‘give a 

voice’ to the statistical data as contrasts can be made (Creswell and Plano Clark, 

2017). On the other hand, a convergent design can be difficult to implement due to 

problems that can arise in relation to the sample size and the sample itself. As 

quantitative and qualitative methods need different sampling strategies to ensure 

adequate sample for analysis, decisions require to be made to ensure this is achieved 

which may mean the methodological rules for either research approach may be broken 

(Creswell and Plano Clark 2017).  Also, at the interpretation stage of the integrated 

QUAN + qual = converge results 
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data, difficulties can arise if the data sets have captured different perspectives 

(Cresswell 2009).  

 

3.7 Ethical approval/considerations 

Protecting participant’s rights and ensuring their safety are the most important roles of 

a researcher, as any research could potentially be harmful (Long and Johnston 2007). 

It is essential that ethical approval is gained prior to its commencement (Ingham-

Broomfield 2017). As the participants in this study were student nurses within four 

Higher Education Institutes in Scotland, ethical approval required to be sought from 

them individually. In addition, during the development of the research protocol advice 

was requested from Research and Development Department at NHS Grampian who 

confirmed there was no requirement for NHS approval. The University of Stirling 

agreed to undertake the role of sponsor for the study as outlined in the Research 

Governance Framework for Health and Community Care. Ethical approval was gained 

from all universities approached and an overview of the ethical approval process is 

provided in Appendix 3. 

Confidentiality and anonymity were key considerations throughout the research 

process in line with Caldicott principles (1997). Questionnaires and consent forms 

were stored separately immediately after collection by the researcher and index 

numbers were used for anonymity; therefore, no person identifiable information was 

used after data collection. Both the questionnaires and consent forms were stored in 

separate locked filing cabinets that only the researcher could access. 

The study was considered to be of low risk to participants; however, there was a 

chance that the participants, as student nurses, may have previously observed sub-

optimal care practices. There was no safeguard to prevent this, however personal 

tutors were briefed prior to the commencement of data collection to ensure support 

would be available if required. 

 

3.8 Sample strategy and sample size 

A purposive sampling strategy was employed to recruit student nurses to the study. 

Although probability sampling is often associated with a predominant quantitative 

method as used within this study (Guest et al. 2006), a non-probability approach was 

chosen to provide the opportunity to include participants that would be able to offer the 
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essential data necessary to answer the research questions posed within this study 

(Bryman 2008). For example, participants required to be student nurses from the fields 

of adult, mental health or learning disability to compare them as directed by the 

research questions. 

 

The total population for this study was all pre-registration student nurses undertaking 

undergraduate nurse education in Scottish Higher Education Institutes. Nevertheless, 

this population is too large for the purpose of this study, so a subset was developed 

(Parahoo 2014). The target population consisted of final year nursing students who 

were within one year of being eligible to enter the NMC register, if they successfully 

completed their programme. The student nurse required to be in year 3 of a diploma or 

degree programme or year 4 of an honours programme. Choosing final year students 

increased the probability of the student nurse having had an experience caring for a 

patient with a learning disability which was important but not essential to be involved in 

the study. 

Pre-registration programmes in Scotland support the development of nurses from the 

four fields of the NMC register – adult, mental health child health and learning 

disability. Child health student nurses were excluded from the target population, as the 

survey is focusing on the therapeutic commitment shown to adults with learning 

disabilities. Students in the field of child health would have limited opportunity to 

experience this due to the nature of their educational programme. Although, the theory 

of therapeutic commitment focuses on non-specialist perceptions of a patient group, 

learning disability student nurses have been included in this study, as a comparison 

group for the non-specialists to answer the research questions posed. 

At this time there were six Higher Education Institutes (HEI) in Scotland delivering 

large cohort (>200 per year) pre-registration nursing programmes. Again, recruiting 

from all six was too large a sample; therefore, four Scottish universities were selected. 

Two universities because they are the only ones that delivered the learning disability 

programme in Scotland as the study required having learning disability student 

participants for comparison purposes. The other two did not deliver the learning 

disability programme and were chosen as they are geographically more convenient for 

the researcher for data collection purposes. 

  

Ensuring an adequate sample size that supports the quality standards of a mixed 

method study is crucial (Halcomb and Andrew 2007). As the study prioritised the 

quantitative data, the sample size required to be adequate for its analysis. A power 
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calculation directed the size of the sample required where the rule of thumb is, for 

each item within the questionnaire 5 responses are required (5:1); therefore, as the 

scale contains 29 items in Section B, 145 participants would be required for analysis. 

However, to perform factor analysis, there is no consensus on the appropriate size, 

except it should be large. Hair et al. (2010) recommend a sample of more than 100 is 

preferable, on the other hand Tabachnick and Fidell (2007 p. 613) consider it 

‘comfortable’ if the sample size is higher than 300 cases, whereas Costello and 

Osborne (2005) recommend 10 responses per item. In this study, with a response of 

n=398, all of the recommendations made were met. 

It was planned that the target population of adult, mental health and learning disability 

student nurses in the four universities was approximately 1500. With an anticipated 

40% response rate, the total recruited would be 600. As the quantitative and 

qualitative data were collected at the same point in time via the one survey instrument, 

the same volume of qualitative responses was expected. This provided a large amount 

to qualitative data which was ample for thematic analysis (Braun and Clark 2013).  

 

3.9 Process of recruitment 

The recruitment process was directed by guidance given during the ethical approval 

process within each university and by their individual Heads of School. Within the four 

universities lecturers responsible for Years three and four of their programmes were 

identified to act as gatekeepers and support access to the students.  They identified 

spaces in the students’ timetables where the researcher could attend and distribute 

questionnaires. Dates were arranged to access the student groups through their class 

lecturer. Bryman (2012) highlights when there are layers of gatekeepers to negotiate, 

difficulties are common. At this stage as some lecturers varied in their willingness to 

support organising a slot following their class, therefore drop-in sessions were 

advertised instead. 

One week before the arranged date, an electronic notice was sent to the students via 

the universities e-noticeboard inviting them to participate (Appendix 4) and provided a 

link to the participant information sheet. The use of advance warnings is believed to 

increase response rates as potential participants are informed and expecting to take 

part (Oppenheim 1992).   
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3.10 Data collection 

Data collection took place in from August 2012 to November 2012 in one phase as per 

the convergent design method. A week after the e-notice had been posted, the 

researcher attended the university either at the end of a planned lecture or in a drop-in 

area to provide a verbal description of the study and offer the participant information 

sheet within the questionnaire booklet and consent form (Appendix 5). Students were 

given the opportunity to ask any questions regarding the study and if they wanted to 

participate they were asked to complete the consent form and the ‘supervised self–

completion questionnaire’ (Bryman 2012). If they did not want to take part they were 

asked to return them uncompleted. All questionnaires were deposited into a box in the 

room to support anonymity. All students were thanked for their time and reminded they 

could withdraw at any time and this would not affect their future education or career 

journeys. The researcher’s contact details were included on the participant information 

sheet to allow them to ask further questions. Additional questionnaire packs were left 

with lecturers to distribute to any students who were absent at that time and wished to 

participant. These were collated by the lecturer and returned to the researcher in 

person. There is recognition that an element of bias may have been introduced by the 

researcher being present and a lecturer gatekeeping which is discussed in Section 

7.9. Some students (n=58) choose not to participate, the rationale for the relatively 

high non-response rate appeared mainly to be a time issue rather than relating to the 

characteristics of the individuals. The researcher on four occasions approached the 

students at the end of day when they had other commitments and were unable to stay 

and participate in the study. 

 

3.10.1 Learning disability perception questionnaire  

Using a questionnaire is seen as an economical way to collect volumes of information 

from a larger sample covering a wide geographical area (Bryman 2012). As this study 

required a large sample for statistical analysis and collected information from four 

different universities throughout Scotland; it could be argued this method was the most 

efficient. As this maybe a sensitive subject, using a questionnaire allows the 

respondent an opportunity to respond honestly without facing an interviewer (Braun 

and Clarke 2013).  Sutton (2004) points out that the use of open-ended questions in 

the survey instrument provides standardisation, therefore simplifying the process for 

comparison with the quantitative data. 
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The Learning Disability Perception Questionnaire (LDPQ) used in this study is a self-

administered questionnaire and is based on the Mental Health Problems Perception 

Questionnaire (MHPPQ) with permission from the author (Lauder et al. 2000). It was 

initially designed during the researcher’s Master’s degree for a quantitative study and 

with a different population. The initial development of the instrument and findings were 

also presented by the researcher at peer reviewed conferences (Brown, 2009; 2011).  

 

3.10.2 Initial development of instrument 

Streiner et al. (2015) discuss the benefits of using instruments designed and tested by 

others. The LDPQ, in principle, took the same format and design as the MHPPQ with 

some alterations. As the MHPPQ was already psychometrically tested by Lauder et al. 

(2000; 2001) and Angus et al. (2001), it was seen to be valid and reliable, therefore it 

was suitable to adapt for a different population who are also stigmatised (Disability 

Rights Commission, 2006). However, careful consideration required to be given to 

adapting the content of the questionnaire to ensure its validity and reliability (Boynton 

and Greenhalgh 2004). Synopses of the initial, main alterations to produce the LDPQ 

are discussed here.  

The MHPPQ was constructed by three scales which measure the three core concepts 

that underpin the theoretical framework. In order to determine whether non-specialist 

nurses are therapeutically committed to work with people who have a learning 

disability, the underpinning theoretical framework was slightly altered to accommodate 

a different patient group leaving the three scales within the instrument measuring the 

following – 

1. Scale one is therapeutic commitment, whereby it measures the nurses’ 

perception of their willingness to engage therapeutically when caring for people 

who have a learning disability. 

2. Scale two is role competency, whereby it is the nurses’ perception that working 

with people who have a learning disability is part of their role and they have the 

skills and knowledge to fulfil that role. 

3. Scale three is role support, whereby it is the nurses’ perception that they can 

easily access support and advice when caring for someone with a learning 

disability. 
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The main adaptions were to the twenty-nine statements contained in Section B to 

measure the three constructs previously discussed. Polit and Yang (2016) stress the 

importance of maintaining the context of the statements whilst adapting them. This 

process was overseen by an expert panel that examined and compared the LDPQ to 

the MHPPQ to ascertain if the context of the statements had not been altered and 

continuing to measure the three constructs (Krabbe 2017). The panel consisted of 

three nurses with backgrounds from higher education, practice education and nurse 

management. 

Primarily, the only alterations made were the words ‘mental health problems’ being 

exchanged to read ‘learning disability’. However, this was not applicable within some 

statements as a learning disability is a condition not an illness or problem; therefore, 

some statements required to be reworded to accommodate this issue as per Appendix 

6. Furthermore, two new statements (28 and 29) were created with the intention of 

adding to the role adequacy subscale and the role competency scale and pertinent to 

nursing practice of this patient population. Statement twenty-eight considered the 

nurses perceived ability to communicate effectively with a patient who has a learning 

disability. Healthcare practitioners (Lewis et al. 2016; Bradbury-Jones et al. 2012; 

Lewis and Stenfert-Krose 2010; Sowney and Barr 2007), people with learning 

disabilities (Howieson 2015; Iacono et al. 2014; Gibbs et al. 2008; Fox and Wilson 

1999) and their families/carers (Hart 1998) often report the challenges they face 

communicating effectively with each other and is the central element in engaging in a 

therapeutic relationship. The expert panel felt it was important that it was included. As 

well as, statement twenty-nine was included as it was concerned with nurse’s 

perceived knowledge about the varying health problems the learning disabled 

population can encounter which are often different than the general population 

(Cooper et al. 2004; 2007; Emerson and Baines 2010) and not known by general 

healthcare practitioners (Lewis et al. 2016).  

 

3.10.3 Questionnaire – further development  

To understand the theory of therapeutic commitment in more depth in this study, the 

LDPQ was again revised to meet the needs of the new population of final year student 

nurses and Section C added containing qualitative open-ended questions based on 

the theory. The revised LDPQ had three sections, the first Section A was used to 

collate demographic information and Section B was used to measure the level of 

therapeutic commitment and Section C had open-ended questions. An expert panel 
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evaluated and supported the changes to the questionnaire and the development of the 

additional qualitative questions. 

Lessons were learned from the researchers Master’s thesis and changes were made 

accordingly to produce the new version. Professional printing in a booklet format was 

used, so the participant could easily navigate their way through it (Dillman et al. 2009) 

and prevent missing out pages. Also, in Section A participants were asked about their 

experiences with people with learning disabilities, this was done using an open-ended 

question and it appeared that the wording of the question was not fully understood 

from the previous responses, hence within the new questionnaire participants were 

asked in separate questions about their work and personal experience.  

The front page of the booklet displayed the sponsors logo, Oppenheim (1992) believes 

it may be perceived more official and influence participants to partake. It also 

contained a shaded box with text that explained the purpose of the questionnaire and 

to guide participants to the instructions (Oppenheim 1992). Additional changes 

included the participant information sheet being the first two pages of the 

questionnaire booklet. This allowed participants to take time to read it before they 

decided to commence the study. This approach could have made the survey appear 

too long and discouraged participation (Bryman 2012). Each section was designed as 

follows: 

Section A – design and content 

This section was used to collate demographic information about the participants. The 

only section poorly completed in this study was age and satisfaction with placement 

questions. The rationale for this is unknown however, it could be suggested that 

participants who did not fall into the average age range so omitted to share their age 

for fear of being identified. With regards to placement satisfaction, there may have 

been concerns regarding providing feedback on placements. As education on learning 

disabilities in fundamental to the pre-registration learning disability nursing curriculum, 

it could be argued that this question was not explicit enough for the NLDG to respond 

accurately to. 

Section B – design and content 

Section B contains twenty-nine items or statements. The expert panel reviewed this 

section and a consensus was offered that the statements all firmly related to the 

concepts they were trying to measure, and no further alterations were made from the 

first study. Overall, this section was well completed, however whilst administering the 
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questionnaire in one university, students asked for clarification on statement 20. The 

statement is concerned with the legitimacy of adult nurses’ role when caring for people 

with learning disabilities when it should have been concerned with the role of all 

nurses and would require to be altered for future use. 

Section C – design and content 

Oppenheim (1992) believes open-ended questions allow participants the freedom to 

respond therefore providing further understand and knowledge. Eight open ended 

questions relating to the three constructs were initially developed by the researcher 

and shared with the expert panel to ensure there was no ambiguity or possible bias. 

Opinions varied, and they were discussed at length, with final agreement that there 

was some overlap and only six questions should be posed to reduce the length of time 

the participant would take to complete the survey. Appendix 7 describes the process 

used to develop the open-ended questions. 

 

3.11 Pilot  

Pilot work identifies indecipherable questions that result in unquantifiable responses 

(Oppenheim 1992) and tests if the tool functions as expected (Bryman 2012). The 

LDPQ was piloted with a group of six second year adult student nurses as they had 

similar characteristics to those in the planned sample (Nieswiadomy and Bailey 2017). 

They all agreed to complete the questionnaire and evaluation form (Appendix 8) to 

assess if the tool was practical and comment on its readability. The students reported 

that all the questions were understandable but felt that Section C would benefit from 

having a written instruction to guide the participant to answer all the questions posed. 

They noted additional space for the responses to the open questions was required.  

LDG did not complete the LDPQ as expected, on reflection some questions may not 

have been relevant or made sense to them. For example, question seven in Section A 

which enquires it they have had university teaching on learning disabilities. The pilot 

only included student nurses from the non-learning disability group (NLDG) but should 

have included learning disability student nurses and been representative of the whole 

sample. 
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3.12 Data analysis 

The aim of the analysis was to provide a detailed understanding of how a mixed 

method approach developed a wide and fuller understanding of student nurses’ 

perceptions and experiences of therapeutic commitment when working with people 

who have learning disabilities. Both qualitative and quantitative datasets were 

analysed separately. Their findings were integrated at the interpretation stage in such 

a way that their findings were reciprocally enlightening.  These findings are discussed 

in Chapter 6. 

 

3.12.1 Quantitative data analysis  

Quantitative research concerns itself with the systematic process of collecting 

numerical data and mathematically analysing it to explain observable phenomena 

(Bryman 2012). The quantitative data collected via the LDPQ were entered into the 

Statistical Package of Social Sciences (SPSS) version 23. A code book (Appendix 9) 

was developed to direct how the data was to be defined and supported the preparation 

of the data file. In Section A, all demographic data was entered as nominal scale, 

expect question 9 which along with all the responses to the statements in Section B 

were entered as ordinal scales. Once the data file was developed, all information for 

the three hundred and ninety-eight questionnaires was entered. Case summaries were 

used to clean the data, ensuring the entered information married that of the 

questionnaires. The handling of missing data is discussed in Section 4.3. 

All 29 statements in Section B of the LDPQ were used to develop the subscales and 

scales as per LDPQ Researcher Guidance (Appendix 10). The guidance describes the 

statement numbers belonging to each subscale and scale leading to the development 

of new variables in the data set. The guidance also reports the possible score for each 

one using the following rules. The seven-point Likert scale was scored as follows – 1 

point for strongly disagree, 2 for quite strongly disagree, 3 for disagree, 4 for neither 

agree nor disagree, 5 for agree, 6 for quite strongly agree and 7 for strongly agree. 

When computed the results translate to, the higher the score, the greater level of 

therapeutic commitment, role competency and role support the respondent perceived. 

The score for each subscale was calculated, and then the total scores for each scale. 

The data set represented the whole sample; however, the data was split into two to 

represent the NLDG and LDG as previously discussed to allow comparative analysis 

to take place. 
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Univariate statistical tests were performed in the form of frequencies to organise and 

structure the data then, followed by descriptive statistics which allowed the data to be 

described and summarised. Tests for normality and homogeneity were performed. 

From this the mode, mean and median were calculated, as well as the range of 

minimum and maximum scores and standard deviation for each variable thus allowing 

the parameters for use of the LDPQ to be established.  

Parametric independent t-tests were used to test the difference in means between 

each group and all the scales and subscales as they were normally distributed. They 

were also used to examine the difference between gender and age, plus personal 

experience and the three scales. One-way ANOVA was used to compare mean scores 

of age and field of practice, as well as the three scales and work experience, 

education on learning disabilities and placement experience. Post-hoc Tukey HSD test 

was performed to establish if the differences were statistically significant. Cohen’s d 

was calculated to test the effect size of all significant results. In order to describe the 

relationship between the different variables, correlation tests were performed. 

Pearson’s product moment correlation coefficients were calculated to examine the 

relationship between the scales and personal experience, satisfaction with education 

and satisfaction with placement. The results to the quantitative data analysis are found 

in Chapter 4. 

 

3.12.2 Qualitative data analysis  

Qualitative approaches aim to understand a particular phenomenon from the 

participants’ perspective (Creswell 2009). At the data analysis stage of this study, the 

researcher had to engage a different way of thinking than previously used. They had 

been detached from the quantitative analysis to ensure objectivity (Parahoo 2014). 

With a qualitative approach, the researcher becomes aware of the subjectivity they 

bring to the study; in this case it was mainly during data analysis and interpretation of 

the findings. Reflexivity is described as an individual activity where critical self-

reflection is a conscious awareness of one’s biases, theoretical predisposition and 

preferences during the entire research process (Schwandt 2001; Robson 2002; 

Parahoo 2006). Finlay and Gough (2008) believe reflexivity functions as an instrument 

to improve the quality of the research. Furthermore, Finlay (2002) suggests in order to 

increase the trustworthiness and integrity of a study, the researcher must be honest 

about the subjective areas that may have impacted on it.  
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To fit with the convergent mixed method approach being used within this study, a 

flexible qualitative approach was sought. Both content analysis and thematic analysis 

were considered as they both are qualitative descriptive approaches that would 

provide a lower level of interpretation, fitting with the level of data collated from a 

survey method (Marks and Yardley 2011). Thematic analysis was deemed to be the 

most appropriate approach, as content analysis is mainly used when little is known 

about the phenomenon (Vaismoradi et al. 2013) and quantifies, as well as qualifies 

data (Krippendorff 2013). Whereas King (2004) highlights thematic analysis is useful 

for working with a large dataset and allowed the exploration of a number of different 

participants’ perspectives was more suited to this study. Additionally, Braun and Clarke 

(2013) suggest its simplistic approach is advantageous for new qualitative 

researchers.  

Thematic analysis has existed in various formats for a number of years (Aronson 1994; 

Boyatzis 1998; Joffe and Yardley 2004, King 2004) with some variants being more 

steeped in theoretical positions (Guest et al. 2014) than others (Braun and Clarke 

2006). Braun and Clarke (2006; 2013) describe thematic analysis as ‘theoretically 

flexible’ and apply only to data analysis. It does not hold a theoretical position, 

therefore fitting well into the pragmatic lens of this study. However, Holloway and 

Todres (2003) point out that flexibility can introduce incoherence and inconsistency 

affecting the quality of the research. Furthermore, to answer the qualitative research 

question posed, it was appropriate to use the deductive theoretical approach (Braun 

and Clark 2013), as the open-ended questions were linked to the core themes 

embodying the therapeutic commitment theoretical framework. They specifically 

explored the students’ perceptions of factors that influence therapeutic commitment, 

role competency and role support. Further detail of the process by which qualitative 

analysis was undertaken is found in Section 5.2. 

 

3.13 Data integration 

In a mixed methods study, the mixing of quantitative and qualitative approaches can 

occur at various stages depending on the research design (Creswell and Plano Clark 

2017). At the design stage the intent in this study was to have the first occurrence at 

the point of data collection, as all data was collected via one instrument (Morse and 

Niehaus 2009). The quantitative instrument and qualitative open-ended questions 

were intentionally based on the same theoretical framework to supporting the merging 

of the findings (Fetters et al. 2013). 
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The second occurrence was following the separate analysis of the quantitative and 

qualitative data. At this time, the convergent design merged the results together in 

order to identify if the qualitative findings confirmed and built on the quantitative ones. 

Additionally, the integration of quantitative and qualitative results produced new 

understandings that were greater than the individual approaches produced alone 

(Fetters et al. 2013). This in turn provided an answer to the mixed methods research 

question previously posed, providing a whole picture (Creswell and Plano Clark 2017). 

A joint display was used to provide a structure and a visual concurrent display of the 

findings of both approaches (Guetterman et al. 2015). 

 

3.14 Quality in mixed methods research 

There is continued debate in the literature regarding the assessment of the quality of 

mixed methods studies (Fabregues and Molina-Azorin 2017) and what counts as 

quality due to the different philosophical views held by individual researchers 

(Dellinger and Leech 2007). Frameworks have been developed to evaluate studies 

and are advocated by some (Tashakkori and Teddlie 2008; O’Cathian et al. 2008; 

O’Cathian 2010; Cresswell and Plano Clark 2011) whereas other authors do not 

discuss assessing quality (Hesse-Biber and Johnston 2015).  The quality of both the 

quantitative and qualitative approaches has an impact on the quality of the overall 

mixed method study (Teddlie & Tashakkori 2009; Creswell & Plano Clark 2011). 

O’Cathian (2010) promotes that mixed methods studies must be assessed as a whole 

with clear criteria to assess the mixed methods process, however no fully agreed 

criteria exists (Creswell and Plano Clark 2017).  
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Chapter four:  Presentation of results – Quantitative analysis 

 

4.1 Introduction 

This mixed method study utilises a convergent approach. A systematic method was 

adopted to conduct the analysis; first step was to analyse predominant quantitative 

data which measured the participant’s perceptions of therapeutic commitment towards 

people with learning disabilities based on the therapeutic commitment theoretical 

framework. This was then followed by the analysis of the qualitative data by the 

thematic analysis method to provide different perspectives, in particular identify factors 

that influenced the student nurses’ perceived therapeutic commitment towards people 

with learning disabilities.  

The following chapter presents the findings from the data collated from the LDPQ 

which focused on measuring the levels of therapeutic commitment perceived by final 

year student nurses as a whole and in two groups, non-learning disability and learning 

disability. This chapter sets out to test whether the study findings support the 

hypotheses which proposed that final year student nurses within the learning disability 

group (LDG) would report higher levels of therapeutic commitment than the non-

learning disability group (NLDG) through analyses of the quantitative data. 

Quantitative data was analysed using IBM SSPS Statistics version 23 programme.  

The chapter begins by describing the characteristics of the sample, and then will 

explore and report data that describes the perceived levels of therapeutic commitment, 

role competency and role support reported by a sample of final year student nurses. 

Next, it will report the relationship between the demographic variables and each scale. 

Finally, the validity and reliability of the scale will be examined. 

 

4.2 Sample characteristics 

The target population of student nurses in the four universities across the three 

programmes was 1505 (Table 1). To gain access to students, each university was 

approached and lecturers responsible for leading pre-registration programmes were 

gatekeepers to gaining access to the students. Difficulties were experienced gaining 

access to all student populations in each university as discussed in Section 3.10.  A 

total of 457 students were offered the opportunity to take part in the study. Some 

students (n=58) were not interested in taking part in the survey and returned the 
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questionnaire uncompleted. Responses varied by programme of nursing and by 

university and a total of 399 completed questionnaires returned, giving an overall 

response rate of 26.5% across all 3 programmes.  

 

Table 1: Recruitment figures by field of nursing 

Number of Student 
Nurses 

Adult Mental 
Health 

Learning 
Disability 

Missing 
Data  

Total 

Target population in 4 
HEIs 

1220 225 60 -- 1505 

Sample recruited 306 54 38 1 399 

Percentage per field of 
nursing  

25.1% 24.0% 63.3% -- 26.5% 

 

When cleaning data it was evident that one case was an outlier. This was a participant 

from the field of learning disability nursing. Their responses to Section B in the 

questionnaire were all negative which was not in line with the rest of the learning 

disability nursing participant responses, also their responses in Section C were 

extremely positive where they had to articulate how they felt and did not relate to the 

Section B answers where they had to complete a Likert scale. It was decided to 

remove this participant from the study as it could be assumed they misunderstood how 

to complete Section B. This changed the sample to have 398 respondents.  

Participants were recruited from the 3 fields of nursing practice; adult (n=306), mental 

health (n=54) and learning disability nursing (n=37) as set out by the Nursing 

Midwifery Council (NMC 2015) and one missing response (n=1). Female and male 

participants were studying in all three fields of nursing as presented in Figure 5. This 

gender split is not a sampling bias but representative of the nursing population in the 

United Kingdom (Meadus 2000). 
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Figure 5: Number of male and females by field of nursing in this study 

 
 

This study aimed to understand student nurse’s perception of therapeutic commitment 

to people with learning disabilities. Therapeutic commitment theory is intended to 

focus on ‘generalists’ or ‘non-specialists’ willingness and ability to engage in a 

therapeutic relationship (Lauder et al. 2000). In this study the ‘non-specialists’ are 

adult and mental health student nurses, whereas learning disability student nurses are 

the ‘specialists’, making a comparison of the two groups possible. Therefore, 

participants from the adult and mental health groups were joined to create the non–

learning disability group or ‘generalist’ group (NLDG) (n=360), while the learning 

disability nursing participants became the ‘specialist’ group (LDG) (n=37). The mean 

age of the NLDG was 27.4 (SD=8.92) years and the LDG was 30.2 (SD=10.12). An 

independent t-test was conducted to compare the mean ages of the groups as the 

groups are unrelated. There was no significant difference between the groups (t(387) = 

-1.81, p=0.07).  
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4.3 Missing data 

The questionnaires were returned largely complete, with very little missing data. 

Missing data analysis was performed, and the results indicated that no variables had 

5% or more missing data. The data was tested using Little’s MCAR test and was found 

not statistically significant, therefore missing data was considered as missing 

completely at random as there was no pattern to suggest a rationale for this. To 

maximise all the data available for each analysis, pair wise deletion was used to 

exclude the individual case only from the specific test using that data (Allison 2002). 

The main areas of missing demographic data were the age and satisfaction with 

placement variables, where 9 respondents for both areas did not complete the 

question; however, this did not affect the testing of the hypotheses. 

 

 
4.4 Therapeutic commitment theoretical framework 

As described in earlier chapters, this explicit theoretical framework was developed to 

underpin the core concepts of therapeutic commitment, role support and role 

competency (Lauder et al. 2000). Data were analysed using Kolmogorov-Smirnov test 

for normality that indicated the data sets were normally distributed. Parametric testing 

was then used for analysis. Homogeneity of variance is assumed by Levene’s test for 

equality of variance as part of t-tests and ANOVAs and was not significant. 

The theoretical framework consists of 3 scales and 5 subscales to align with the core 

concepts. Each subscale and subsequent scale are scored individually (Appendix 10), 

the higher the score, the more therapeutically committed the participant perceives 

themselves to be. The mean score for each group within each scale and subscale is 

reported here, between the groups the lowest mean score is shaded with blue and the 

highest is shaded with yellow. 

 

4.5 Overall score 

The overall score for this framework would range from 29-203. Scores reported for 

both groups are high, the NLDG with over two-thirds and the LDG over four fifths of the 

possible score indicating that both groups perceive high levels of therapeutic 

commitment towards people with learning disabilities. 

Table 2 highlights that overall NLDG scored lower than the LDG. Calculation of an 

independent-samples t-test showed this difference was statistically significant, NLDG 
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(M=137.88, SD=18.86) and LDG (M=178.67, SD=10.56; t(380) = -12.76, p=0.001 one 

tailed). The effect size (using Cohen's d) would equal 2.67. This is very large 

(Sawilowsky 2009) and there is a consistent difference in the levels of therapeutic 

commitment, on average, between NLDG and LDG. 

 

Table 2: Descriptive statistics for therapeutic commitment framework 

Therapeutic 
Commitment 
Theoretical 
Framework 

Group n Range Mean (M) Standard 
Deviation 

(SD) 

Whole 
population 

382 44 -198 141.71 21.76 

NLDG 346 44 -187 137.88 18.86 

LDG 36 151-198 178.67 10.56 

t-test t = -12.76, df=380, p=0.001, one tailed. CI 95% = -47.07 -34.50, 
d=2.67 

 

 

4.6 Therapeutic commitment scale 

The therapeutic commitment scale is the first of the three scales and comprises of 

three subscales: motivation, expectation of work satisfaction and task specific self-

esteem. It aims to measure the willingness of participants to engage therapeutically 

with people who have learning disabilities. The possible score of this scale is 12-84 

and this study showed a range of 17-84 (Table 3) with the LDG (M=77.38, SD=4.91) 

reporting higher levels of therapeutic commitment than the NLDG (M=61.47, 

SD=9.13). The effect size for this analysis (d=2.17) was found to exceed Cohen’s 

(1988) convention for a large effect (d=0.80). 

 

Table 3: Descriptive statistics for therapeutic commitment scale 

TC 
Scale 

Group n Range Mean (M) Standard 
Deviation 

(SD) 

Whole 
population 

390 17-84 62.96 9.96 

NLDG 353 17-83 61.47 9.13 

LDG 37 62-84 77.38 4.91 

t - test t = -10.43, df=388, p=0.001, one tailed.  CI 95%= -18.91 - -12.91, 
d=2.17 
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4.6.1 Subscales of TC scale 

The scores for each subscale are added together to calculate the therapeutic 

commitment scale. The descriptive statistics for the subscales are presented in Table 

4. The LDG scored higher in the overall scale and all three subscales than the NLDG. 

These results show the LDG perceive they have a greater predisposition to working 

therapeutically with people who have a learning disability than the NLDG. Independent 

t–tests report all of these results to be statistically significantly. In all three scales 

Cohen’s d effect size is large (d=2.31, 1.83, 1.53). 

 

Table 4: Descriptive statistics for therapeutic commitment subscales  

Subscale Population n Range Mean 
(M) 

Standard 
Deviation 

(SD) 

Motivation 
 

(Possible Score-: 4-28) 
 

 

Whole 392 5-28 21.38 3.79 

NLDG 355 5-28 20.80 3.48 

LDG 37 21-28 26.95 1.43 

t - test t = -10.62, df =390, p=0.001, one 
tailed.  CI 95% = -7.28 - -5.01,d=2.31 

Expectation of work 
satisfaction 

 
(Possible score-: 5-35) 

Whole 394 7-35 26.31 4.30 

NLDG 357 7-35 25.75 4.04 

LDG 37 25-35 31.81 2.37 

t - test t =-8.95, df=392, p=0.001, one tailed.  
CI 95%= -7.39 - -4.73, d=1.83 

Task specific self-esteem  
 

(Possible score-: 3-21) 

Whole 396 5-21 15.28 2.84 

NLDG 359 5-21 14.94 2.68 

LDG 37 14-21 18.62 2.10 

t - test t = -8.11, df=394, p=0.001, one tailed.  
CI 95%= -4.58 - -2.79, d=1.53 

 

4.6.2 Responses to motivation subscale items 

The motivation subscale aims to measure the level of motivation participants have to 

care for people with learning disabilities and comprises of statements 11, 13, 17 and 

the scores for 16 were reversed as this was a negative item.  From the two groups 

responses to the statements within the motivation subscale (Appendix 11), 85.5% of 

respondents (n=339) indicated by agreeing at some level with statement 11 that they 

had an interest in the service provision for people with learning disabilities. In response 

to statement 13 asking students if they wanted to work with people who have learning 
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disabilities, 14.6% (n=58) disagreed with the statement, all responses were from the 

NLDG. Around one third of the students (n=132, 33.2%) indicated their indecision by 

neither agreeing nor disagreeing of which 131 were from the NLDG. The majority, from 

NLDG and all of the LDG (n=206, 51.9%) agreed that they would like to work with 

people with learning disabilities.  

Also, the majority of students, from NLDG and LDG (n=356, 89.9%) disagreed at 

varying levels with statement 16 that said there was nothing that they can do to help 

patients with learning disabilities. Within the study 80.9% (n=319) of the students 

agreed with statement 17 that they felt they have something to offer patients with 

learning disabilities but 64 students (16.2%) from the NLDG neither agreed nor 

disagreed with this statement. 

 

4.6.3 Responses to expectation of work satisfaction subscale items 

Within Appendix 12, a summary of the responses to the statements contributing to the 

expectation of work satisfaction subscale are presented (n=396). This subscale 

comprises of statements 21, 22, 23, 24 and 25 and aims to measure the expected 

level of work satisfaction participants perceive when caring for patients with learning 

disabilities. The majority of students in both groups agreed that they get satisfaction 

from working with patients with learning disabilities (Statement 21) (n=354, 89.1%) and 

find it rewarding to work with them (Statement 22) (n=350, 88.1%). However, 44 

students (11.2%) from the NLDG responded to Statement 23 that they often feel 

uncomfortable when working with this patient group and 56 (14.1%) were undecided 

on their views by neither agreeing nor disagreeing with the statement. Again, over a 

quarter of the NLDG (n=112, 28.3%) neither agreed nor disagreed with Statement 24 

that they feel that they understand a person with learning disabilities and 51 (12.9%) 

students from that group disagreed with this statement. The majority of students in 

both groups responded to Statement 25 that they were satisfied with the way they 

work with this patient group, however 34 (8.7%) from the NLDG disagreed in some 

degree and 112 (28.3%) from that group answered they neither agreed nor disagreed. 

 

4.6.4 Responses to task specific self-esteem subscale items 

The descriptive statistics for the statements numbered 12, 18 and 19 contributing to 

the task specific self-esteem subscale are presented in Appendix 13. Whilst examining 
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the participants levels of self-esteem when working with people who have a learning 

disability, 89 (22.4%) NLDG students stated they were not able to work as effectively 

as they do with other patients in response to Statement 12, plus 61 (15.3%) were 

undecided if they agreed or disagreed with this statement. As a whole group, the 

majority of students (n=262, 66.1%) agreed to varying extents with Statement 18 that 

they feel they have much to be proud of when working with people with learning 

disabilities, however over one third were undecided if they agreed or disagreed from 

both groups (NLDG - n=115, 29.0%, LDG - n=3, 0.8%). When students were asked if 

they had a number of good qualities to work with people with a learning disability, the 

majority of students agreed (n=357, 89.1%) but 36 (9.1%) students from the NLDG 

neither agreed nor disagreed with Statement 19. 

 

4.7 Role competency scale 

The role competency scale aims to measure the participants’ perceived ability to offer 

effective therapeutic interventions when providing care to people with learning 

disabilities and consists of the subscales of role adequacy and role legitimacy. The 

possible score for this scale is 12-84. The descriptive statistics for the role competency 

scale are presented in Table 5. An independent-samples t-test was conducted to 

compare perceived levels of role competency in NLDG and LDG. There was a 

significant difference in the scores of the NLDG (M=54.57, SD=8.69) and LDG 

(M=71.11, SD=4.78) conditions; t(-11.38)=388, p=0.001, d=2.36. These results 

suggest that the LDG perceive working with people who have learning disabilities is a 

legitimate part of their role and they have the skills and knowledge to fulfil it, greater 

than the NLDG. 

 

 Table 5: Descriptive statistics for role competency scale 

RC 
Scale 

 
(Possible 

score-: 12-84) 

Groups n Range Mean (M) Standard 
Deviation 

(SD) 

Whole 
population 

390 18-82 56.15 9.69 

NLDG 353 18-78 54.57 8.69 

LDG 37 62-82 71.11 4.78 

t - test t = -11.38, df=388, p=0.001, one tailed. CI 95% = -19.39 - -13.68, 
d=2.36 
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4.7.1 Subscales of role competency scale 

The role adequacy subscale was produced from seven statements (1, 2, 3, 14, 15, 28 

& 29) and aims to measure the participant’s perception that they have the skills and 

knowledge to care for people with learning disabilities. The role legitimacy subscale 

aims to measure if the participant perceives that caring for a person with a learning 

disability is a legitimate part of their role and consists of statements 4, 5, 6, 7 & 20. The 

LDG scored higher on both subscales. An independent t-test shows the difference 

between the groups is statistically significant with a large effect.  

 

Table 6: Descriptive statistics for role competency subscales 

Subscale Population N Range Mean 
(M) 

Standard 
Deviation 

(SD) 

Role adequacy 
 

(Possible Score–: 7-49) 

Whole 392 13-48 30.68 6.93 

NLDG 355 13-48 29.55 6.24 

LDG 37 36-47 41.38 3.12 

t - test t = -11.36, df=390, p=0.001, one 
tailed.  CI 95% = -13.87 - -9.78, 
d=2.40 

Role legitimacy 
 
 

(Possible score–: 5-35 ) 

Whole 394 5-35 25.51 3.89 

NLDG 357 5-35 25.07 3.73 

LDG 37 26-35 29.73 2.78 

t - test t = -7.37, df=392, p=0.001, one 
tailed.  CI 95% = -5.90 - -3.41, 
d=1.42 

 

4.7.2 Responses to role adequacy subscale items 

Responses to the statements of the role adequacy subscale are presented in 

Appendix 14. When responding to Statement 1, ‘I feel I know enough about the 

different causes of learning disabilities’ nearly half of the NLDG (n=191, 48.2%) 

disagreed with it, 50 (12.6%) neither agreed nor disagreed and 119 (30.0%) agreed 

they had enough knowledge to carry out their role. Similarly, whilst responding to 

Statement 3, ‘I feel that I can appropriately advise patients about health issues related 

to their learning disability’, 208 from the NLDG (52.6%) disagreed to some extent with 

the statement and 81 (20.5%) agreed they were able to do this, the remaining 70 

(17.7%) neither agreed nor disagreed with the statement. 
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In response to Statement 15, indicating whether the participants felt they could assess 

and identify the nursing needs of patients who have a learning disability, just under 

half of the NLDG (n=183, 46.3%) felt they did have the necessary skills, 96 (24.3%) 

specifying that they were undecided and remaining students (n=79, 20.0%) felt they 

did not have the nursing skills to care for people with a learning disability. 

When questioned if they have sufficient knowledge about the different health problems 

people with learning disabilities can have in Statement 29, 156 (39.3%) NLDG 

responded negatively by disagreeing with the statement and around one third (n=129, 

32.4%) felt they had the appropriate knowledge, leaving 75 (18.9%) undecided. 

 

4.7.3 Responses to role legitimacy subscale items 

The responses to the statements which support the role legitimacy subscale are 

reported in Appendix 15. Statement 20 said ‘caring for people with a learning disability 

is an important part of an adult nurse’s role’, the majority of respondents (n=361, 

91.2%) indicated this was their belief by agreeing to some extent with the statement, 

with 2.3% (n=9) from the NLDG expressing that they felt it was not part of the adult or 

mental health nurse role. The remaining 6.1% (n=24) neither agreed nor disagreed 

with the statement. When replying to Statement 4 asking whether they had a clear 

idea of their responsibilities when caring for a person with a learning disability, 235 

(59.4%) students from the NLDG agreed they were clear about their responsibilities 

and 54 (13.6%) were either unclear or undecided. 

The majority of participants when questioned by Statement 7, if they had a right to ask 

for further information about a patient’s learning disability where appropriate indicated 

they did have that right (n=333, 84.7%), 17 (4.3%) nurses felt they did not have the 

right and 47 (11.8%) remained undecided if they agreed or disagreed with the 

statement. 

In response to Statement 6, 60.4% (n=240) of participants felt that patients and/or 

carers believed the nurse had the right to ask for any information, 129 students 

(32.5%) were undecided in their response by neither agreeing nor disagreeing with 

this statement and 28 (7.0%)  disagreed that patients and/or carers believed the nurse 

had the right to ask for information. 
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4.8 Role support scale 

The role support scale aims to measure participants’ perceived ease of access to 

specialist support and consists of five statements (8, 9, 10, 26 & 27). The possible 

score for this scale is 5-35. The descriptive statistics for the role support scale are 

presented in Table 7. An independent-samples t-test was conducted to compare 

perceived levels of role support in the NLDG and LDG. There was a significant 

difference in the scores of the NLDG (M=22.04, SD=5.10) and LDG (M=30.28, 

SD=3.06) conditions; t (-9.51)=392, p=0.001, d=1.96. These results suggest that the 

LDG perceived they have access to support where they can receive specialist advice 

more than the NLDG. 

 

Table 7: Descriptive statistics for role support scale 

RS Scale 
 

(Possible 
score – 5-

35) 

Group n Range Mean (M) Standard 
Deviation 

(SD) 

Whole  394 7-35 22.79 5.48 

NLDG 358 7-35 22.04 5.10 

LDG 36 24-35 30.28 3.06 

t - test t = -9.51, df=392, p=0.001, one tailed.  CI 95% = -9.94 - -6.53, d=1.96 

 

The responses to the five statements within the RS scale are presented in Appendix 

16. Statement 26 asked if students felt they received adequate supervision from a 

more experienced person, 105 (26.4%) students from the NLDG disagreed with the 

statement, 158 (39.8%) agreed and 97 (24.4%) were neither agreeing nor disagreeing 

with the statement. Two hundred and fifty-four students (64.2%) indicated if they felt 

the need they could easily find someone who would be able to help them formulate the 

best approach to provide care for a person with a learning disability, 76 (19.2%) from 

the NLDG disagreed and 67 (16.6%) from NLDG responded that they neither agreed 

nor disagreed with Statement 10. 

Furthermore, 22.0% of participants (n=87) all from NLDG felt they had no one they 

could ask if they had personal difficulties whist working with this patient group but 239 

(60.4%), including everyone from LDG and majority from NLDG felt they did, leaving 

70 (17.7%) undecided in their response to Statement 8. 
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4.9 Testing the relationship between the scales and variables 

To examine the difference in categories of demographic variables and the means of 

the three scales – therapeutic commitment, role competency and role support, 

independent t-tests and one-way analysis of variance (ANOVA) were conducted. Each 

variable will be presented, described and explored individually. Data were tested for 

normality and heteroscedasticity indicating data was normally distributed and equal in 

variance. 

 

4.10 Gender and age of participants 

Of the 398 participants in this study a small number were male (n=34, 8.5%) and the 

majority were female (n=363, 91.2%), one (0.3%) did not respond. Using independent 

t-test, males reported (M=60.47, SD=10.01) statistically significant higher levels of role 

competency that females (M=55.73, SD=9.58; (t(388 =2.75, p=0.003, one-tailed, 

d=0.48).   

The mean age of the whole population is 27.6 years. The participants in the study 

ranged in age from 19 to 55 years with the largest group being 20 years old (n=77). 

Females (M=27.1, SD=8.73) were significantly younger than the males (M=33.1, 

SD=10.77), (t =3.67, df=387, p=0.001, one-tailed, d=0.6).  

When considering the mean ages of participants in each field of practice groups, there 

are statistical differences as one-way ANOVA test reports (F=10.18, df = 2, P=0.001). 

The mean age of the adult nursing group is 26.5 years whereas the mean ages for the 

mental health and learning disability groups are 32.0 and 30.2 respectively. 

 

4.11 Work experience 

Participants were asked to indicate if they had currently or previously worked with 

someone who had a learning disability prior to the commencement of their education 

programme. The results are illustrated in Figure 6 below: 
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Figure 6: Percentage of students who worked with people with learning disabilities 

 

 
It was interesting to note that nearly three quarters of the NLDG 73.6% (n=265) 

indicated they had previously or are currently working with people who have a learning 

disability. As expected, in the LDG 89.2% (n=33) had worked with people with a 

learning disability as prior to commencing a learning disability nursing education 

programme, it could be suggested that applicants will have had some life experience 

working with this group. 

 

4.11.1 Comparison of Scales and Work Experience Variable 

 

Table 8 presents the means, standard deviation, confidence intervals for each group 

within each scale. The ANOVA for each of the scales is also presented along with 

degrees of freedom (df) and p values.  
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Table 8: Relationship between scales and work experience 

 

Current or 
previous work 
experience  

Therapeutic 
Commitment 

Role Competency Role Support 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

No 58.86 8.32 57.09-
60.63 

52.08 8.11 50.35-
53.81 

21.94 4.47 20.99-
22.89 

Yes 64.47 10.04 63.31-
65.62 

57.60 9.72 56.49-
58.72 

23.18 5.70 22.53-
23.84 

Unsure 55.10 7.74 49.56-
60.63 

48.60 8.93 42.21-
54.99 

18.70 5.33 14.88-
22.52 

ANOVA F(2,387)=14.77, 
p=0.001 

F(2,387)=15.01, 
p=0.001 

F(2,391)=4.66, 
p=0.010 

 

 

One way between groups analysis of variance was conducted to explore the impact of 

work experience on levels of therapeutic commitment, role competency and role 

support. Participants were divided into 3 groups; those with work experience, those 

with no work experience and those who were unsure. When considering the 

therapeutic commitment scale, there was a statistically significant difference at the p < 

0.05 level for the three groups: F(2,387)=14.77, p=0.001. Post-hoc comparisons using 

Tukey HSD test indicated the mean score for the group with work experience 

(M=64.47, SD=10.04) was significantly different from the group who had no 

experience (M=58.86, SD=8.32) and the group who were unsure if they had any work 

experience (M=55.1, SD=7.74). Further, Cohen’s effect size value (d=0.6) and (d=1.0) 

respectively suggested medium and large practical significances. The group who were 

unsure did not significantly differ from the group who had no experience. 

 

For the role competency scale, the results on the one-way ANOVA indicate that mean 

scores differ if the student has had experience working with people with a learning 

disability (F(2,387)=15.01, p=0.001). Post hoc comparisons found that higher levels of 

role competency scores were associated with those who had work experience. Similar 

to the results for the therapeutic commitment scale, the group with work experience 

(M=57.60, SD=9.72) significantly differed from the group with no experience (M=52.08, 

SD=8.11). Cohen’s effect size value (d=0.61) suggested a moderate practical 

significance. When compared to the group who were unsure (M=48.60, SD=8.93) the 

effect size suggests high practical significance (d=0.96). There was no significant 

difference in levels of role competency between the group who had no experience and 

the group who were unsure. 
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Exploring the role support scale, results of the one-way ANOVA and the work 

experience variable indicates that there was a statistically significant difference 

between the groups (F(2,391)=4.66, p=0.010). The only two groups that were 

significantly different were the group who had experience (M=23.18, SD=5.70) and the 

group who were unsure (M=18.7, SD = 5.33). The effect size indicates a moderate to 

large significance (d=0.8). 

 

 

4.12 Personal experience 

Participants were asked to indicate if they had a family member or a personal friend 

who has a learning disability of which 31.8% (n=126) answered they did have. Within 

the LDG - 18 (48.6%) students, and 108 (30.1%) within the NLDG, answered yes. 

To address the question, is there an association between having a family member or a 

personal friend with a learning disability and higher levels of therapeutic commitment, 

role competency and role support the Pearson’s product moment correlation test was 

applied. It is clear that having such personal relationships have a small impact on the 

levels perceived by the student on each of the three scales with statistically significant 

results as reported in Table 9. 

 

Table 9: Pearson’s correlation results between scales and personal experience 

 

Pearson’s product 
moment  correlation 
test 

Therapeutic 
Commitment  

Scale 

Role  
Competency 

Scale 

Role 
Support 
Scale 

Personal 
experience 

r = -0.25 
(p < 0.01) 

r = -0.25 
(p < 0.01) 

r = -0.15 
(p < 0.01) 

 

 

4.12.1 Comparison of scales and personal experience variable 

As illustrated in Table 10, the data indicated that student nurses who reported to have 

a personal experience with people with learning disabilities had higher mean scores 

when measuring levels of therapeutic commitment, role competency and role support, 

than those who reported to have no personal experience. Independent t-tests showed 

that the difference between the conditions in all of the scales was significant in a small 

to moderate convention. 
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Table 10: Relationship between scales and personal experience 

 

Personal 
Experience  

Therapeutic 
Commitment 

Role Competency Role Support 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

No 61.31 9.24 3.27 -
7.43 

54.55 9.29 3.09 – 
7.14 

22.22 5.16 0.64 -
2.97 Yes 66.66 10.58 59.66 9.71 24.03 6.00 

t-test t(387)=5.06, p=0.001, 
one-tailed, d=0.54 

t(387) =4.96, p = 
0.001, one-tailed, 
d=0.54 

t(391)=3.05, p=0.001, 
one-tailed, d=0.32 

 

 

4.13 Pre-registration curriculum education on learning disabilities 

When questioned if they had received any education on caring for people with learning 

disabilities in university 73.3% (n=291) said yes, 20.2% (n=80) said they had not 

received any education and 6.5% (n=26) responded saying they did not know. When 

focusing on the NLDG and LDG individually, it was interesting to note that in the LDG 

9 (24.3%) students either responded no or do not know to this question. Within the 

NLDG 73.3% (n=264) said they had received education and 26.6% (n=96) stated they 

had not or did not know. 

Participants were asked to comment on how satisfied they were with the education 

they had received in university. On the whole the majority of students (n=243, 61.7%) 

were either satisfied or very satisfied, 20.6% (n=81) were neither satisfied or 

dissatisfied and 17.8% (n=70) expressed some degree of dissatisfaction.  

Figure 7 illustrates that the LDG were mainly satisfied with the education they had 

received, however within the NLDG 19.6% (n=70) expressed varying levels of 

dissatisfaction. The reason why students were satisfied or dissatisfied with the 

education they receive was not sought in the questionnaire.  
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Figure 7: Satisfaction with pre-registration education on learning disabilities 

 

 
 
In order to explore the relationship between the three scales and the satisfaction 

students reported with the teaching on learning disabilities in university Spearman’s 

rank order correlation test was utilised. The results are presented in Table 11. A 

moderate strength, positive correlation was evident between the two variables when 

investigating role competency and role support, however a weaker correlation was 

evident when exploring the relationship between therapeutic commitment and 

student’s satisfaction with teaching. 

Table 11: Spearman’s correlation between satisfaction with education and scales 

Spearman’s rank 
order correlation 
test 

Therapeutic 
Commitment  

Scale 

Role  
Competency 

Scale 

Role 
Support 
Scale 

Satisfaction with 
education on 
learning disabilities 

rs = 0.20 
(p = 0.001) 

rs = 0.37 
(p = 0.001) 

rs = 0.40 
(p = 0.001) 
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4.13.1 Comparison of scales and learning disability education variable 

 

Within Table 12, the results indicate that the students who received education on 

learning disabilities within their pre-registration curriculum reported highest mean 

scores for all three scales. The group of students who were unsure if they had 

undertaken any education reported the lowest mean score. There was a trend towards 

education influencing levels of therapeutic commitment, role competency and role 

support but this did not reach statistical significance. 

 

Table 12: Relationship between scales and education 

Education 
on learning 
disabilities  

Therapeutic 
Commitment 

Role Competency Role Support 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

No 61.45 12.10 57.08-
60.63 

54.95 11.72 52.32-
57.57 

22.20 6.66 20.72-
23.68 

Yes 63.65 9.43 62.55-
64.74 

56.73 9.14 55.66-
57.79 

23.08 5.16 22.48-
23.68 

Unsure 60.04 7.83 56.81-
63.27 

53.38 8.40 49.99-
56.78 

21.42 4.88 19.45-
23.39 

ANOVA F(2,387)=2.67, 
p=0.070 

F(2,387)=2.18, 
p=0.115 

F(2,391)=1.67, 
p=0.189 

 

 

4.14 Experiences on clinical placement 

 

Students were asked if they have had the opportunity to care for someone with a 

learning disability during a clinical placement as part of their pre-registration 

programme. The majority said they had (n=336, 84.6%), leaving 13.4% (n=53) 

answering no and 2.0% (n=8) not sure. 

 

In response to being asked if they were satisfied with the learning opportunity they had 

in clinical placement to care for someone with a learning disability, over half of the 

respondents from both groups were in some degree satisfied (n=230, 59.1%), 91 

(23.4%) were neither satisfied nor dissatisfied and 68 (17.5%) were in some degree 

dissatisfied. 

Figure 8 has similarities to the previous findings as the LDG expressed no 

dissatisfaction with their clinical placement experience. 
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Figure 8: Satisfaction with placement experience 

 

 
 

The relationship between the perceived levels of therapeutic commitment, role 

competency and role support and satisfaction with clinical placement was investigated 

using Spearman’s rank order correlation test. Table 13 presents the findings for each 

scale.  

 

Table 13: Spearman’s correlation between scales and satisfaction with placement 

Spearman’s rank 
order correlation 
test 

Therapeutic 
Commitment  

Scale 

Role  
Competency 

Scale 

Role 
Support 
Scale 

Satisfaction with 
placement  

rs =0.21 
(p=0.001) 

 rs =0.35 
(p=0.001) 

rs =0.41 
(p=0.001) 
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There was a moderate strength correlation between role competency and role support 

and the satisfaction rating students had with placement experience. There was a small 

correlation with therapeutic commitment and satisfaction with placement experience. 

 

4.14.1 Comparison of scales and placement experience variable 

The group of students who reported that they had the opportunity to provide care for 

someone with a learning disability whilst on placement presented the highest mean 

score for therapeutic commitment (M=63.87, SD=9.90), role competency (M=56.98, 

SD=9.48), and role support (M=23.14, SD=5.43). The lowest mean score for role 

support (M=19.12, SD=5.91), and role competency (M=51.12, SD=8.56) was indicated 

by the group who did not know if they had this experience in placement. The lowest 

mean score for therapeutic commitment (M=57.76, SD=9.03) was with the group who 

had not had the opportunity in clinical placement.  

Application of ANOVA tests reported that there were significant differences between 

the groups in all three scales. Post-hoc comparisons using Tukey HSD test indicated 

the mean score for the group with placement experience was significantly different 

from the group who had no experience in all three scales at p<0.05. Furthermore, the 

therapeutic commitment and role competency scales the effect size was (d=0.64) and 

(d=0.56) suggesting a moderate effect, for the role support scale (d=0.37) suggesting 

a small effect size. The group who were unsure did not significantly differ from the 

group who had, and the group who had no clinical placement experience in all three 

scales.  

 

Table 14: Relationship between scales and placement experience 

 

Placement 
experience  

Therapeutic 
Commitment 

Role Competency Role Support 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

Mean SD 95% 
CI 

No 57.76 9.03 55.22-
60.30 

51.60 9.87 48.85-
54.34 

21.13 5.39 19.63-
22.63 

Yes 63.87 9.90 62.80-
64.94 

56.98 9.48 55.95-
58.00 

23.14 5.43 22.55-
23.72 

Unsure 59.12 8.46 52.05-
66.20 

51.12 8.56 43.97-
58.28 

19.12 5.91 14.18-
24.07 

ANOVA F(2,387)=9.27, 
p=0.001, d=0.64 

F(2,387)=8.32, 
p=0.001, d=0.56 

F(2,391)=4.91, 
p=0.008, d=0.37 



81 
 

4.15 Validity and reliability of learning disability perception questionnaire 

To ensure the output from any study is fit to be applied to practice it is paramount the 

tool is tested for validity and reliability (Parahoo 2014). The Mental Health Problems 

Perception Questionnaire (MHPPQ) from which the LDPQ is adapted from had been 

psychometrically tested and was proven to be both valid and reliable (Lauder et al. 

2000; Angus 2001). The modified LDPQ tool required also to be tested for validity and 

reliability. Traditional psychometric assessments were used to test for validity and 

reliability (Nunnally and Bernstein, 1994; Streiner and Norman 2008); however, the 

contemporary view with regards to evaluating healthcare measures is to apply the 

Consenus-based Standards for the selection of health measurement Instrument 

(COSMIN) (Mokkink et al. 2010, Polit and Yang 2016).  

 

4.16 Reliability  

Reliability is seen as the ‘consistency between an instrument and the measures it 

produces’ (Krabbe 2017 p135) with the principle being, less error, the more reliable it 

is (Polit and Yang 2016). It concerns itself with three main areas; reliability, internal 

consistency and measurement error (Mokkink et al. 2010; Polit and Yang 2016). In this 

study, reliability was only tested using internal consistency. Cronbach coefficient alpha 

measure was used to test the reliability by examining internal consistency of the 

scales. This may be seen as a limitation as this approach does not meet with COSMIN 

standards (Mokkink et al. 2010, Polit 2015) due to the study design not 

accommodating the test-retest of the tool with parameters measured using intraclass 

correlation coefficient or standard error of measurement (Polit 2015).  However, a 

future application of the instrument by the researcher would allow intrarater reliability to 

be measured and meet the criteria of the guidelines, providing a better picture of 

whether or not the tool would provide a consistency and stability (Polit and Yang 

2016).  

 

4.16.1 Internal consistency 

For the tool to be seen as consistent, its internal reliability required to be tested. This 

was achieved by calculating Cronbach’s alpha coefficients for each scale within the 

instrument. The alpha coefficients for the therapeutic commitment, role competency 

and role support scales as they were originally constructed are as follows 0.91, 0.89 
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and 0.91 respectively. From these observations, it could be argued that all scales 

demonstrate internal reliability of a sufficient level based on the typical alpha threshold 

for a new tool (Nunnally and Bernstein 1994). This is an improvement from the original 

study it was used in where the alpha coefficients reported were 0.74, 0.88 and 0.87 

(Brown 2008). Evidence provided implies the LDPQ is reliable; this is a necessity to 

achieve validity (Krabbe 2017).  

 

4.17 Validity  

Validity provides assurance that an instrument measures what it was designed to. It is 

not gained in one process of measurement; it is built-up through time with repeated 

measures (Strauss and Smith 2009) and does not provide a definite answer but 

instead an extent to which an instrument is valid (Streiner et al. 2015). There are 

varying types of validity; content/face, criterion, construct and cross-cultural (Polit and 

Yang 2016). In this study content and construct validity were observed. 

Correlations between the three scales of the LDPQ were calculated using Person’s 

product moment correlation coefficient. This resulted in positive, strong correlations 

being observed between therapeutic commitment and role competency (r=0.76, 

P<0.01) and between role competency and role support (r=0.55, P<0.01). A 

respectable amount of variance was observed between the therapeutic commitment 

and role support scales (r=0.43, P<0.01) (Pallant 2010). These results further support 

the validity of the tool as they are similar to those found in the researcher’s previous 

study presented in Table 15. These correlations are also in the same direction as the 

MHPPQ (Angus et al. 2001) and as anticipated by the theoretical model supporting the 

LDPQ, as a result contributing to its validity. 

 

Table 15: Comparison of Pearson’s product moment correlation between scales 

Constructs Current LDPQ study Previous LDPQ study 

Role competency  
& role support 

r =0.55, P<0.01 r =0.59, P<0.01 

Therapeutic commitment  
& role competency 

r =0.76, P<0.01 r =0.69, P<0.01 

Role support  
& therapeutic commitment 

r =0.43, P<0.01 r =0.45, P<0.01 
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4.17.1 Construct validity 

Whilst addressing the structural validity of the LDPQ exploratory factor analysis was 

utilised. The two main concerns when using factor analysis are firstly the sample size, 

then strength of the relationships between the variables. This study had a reasonable 

sample (n=398) which was required to undertake exploratory factor analysis (Gorsuch 

1983) and met the 10 responses to one item rule (Stevens 1996). Initially, the 

correlation matrix was examined to test the strength of the intercorrelations between 

the statements were above 0.3 (Tabachnick and Fidell 2001). The next step was to 

ensure there was sufficient correlation of the data to determine if factor analysis was 

appropriate (Pett et al. 2003). As all items strongly correlated, no items were dropped 

initially. Bartlett’s test of sphericity was significant, and the study assumptions were 

met for factor analysis (p<0.001) (Pallant, 2010). The Kaiser-Meyer-Olkin statistic 

suggested the sample size is sufficient relative to the number of items in the LDPQ 

scale, the value was marvellous at 0.9, exceeding the recommendation value of 0.6 

(Kaiser 1974). Additionally, the Measures of Sampling Adequacy statistics specify that 

the correlations among the individual items are strong enough that the correlation 

matrix is factorable (0.86-0.97) (Pett et al. 2003). These results indicated the data set 

was adequate for initial factor extraction. 

Principal Component Analysis method (PCA) was adopted to condense the variance 

to produce individual components (Nunnally & Bernstein, 1994), although some 

debate exists whether PCA should be seen as a method in its own right or described 

as part of the umbrella term ‘factor analysis’ (Yong and Pearce 2013). Following the 

extraction of components rotation is known to extract maximum variance across the 

variables and is simpler to interpret (Tabachnick & Fidell 2007).  Varimax rotation was 

chosen as it was believed from previous studies using a similar theoretical framework 

that the components were not correlated (Lauder et al. 2000, Angus et al. 2001), 

therefore required an orthogonal approach. 

Following extraction and rotation techniques, only components were retained if they 

had an Eigenvalue greater than 1 (Kaiser 1960). Initial Eigenvalues identified a 4-

component solution (12.0, 2.89, 2.03, and 1.78) which accounted for 64.5% of the 

variance.  Results for structural validity are determined as positive if factor analysis 

explains at least 50% of the variance (Terwee et al. 2007).  

The scree plot (Figure 9) was examined to assess the number of components evident 

from the point of inflexion indicated by the connecting point of the two red lines 

suggesting that 4 components were present (Catell 1966).   
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Figure 9: Scree Plot 

 
Field (2009) suggests both Kaiser’s criterion and Catell’s scree test tend to 

overestimate the number of components extracted, hence parallel analysis was the 

third test used to support the decision of how many components to retain. Horn (1965) 

suggests comparing the size of the eigenvalues to those from a similar sized randomly 

generated data set. Four components again were retained as they were of greater 

value than the random data (Table 16). 

Table 16: Comparison of eigenvalues from PCA and criterion values from parallel 

analysis 

Component 
Number 

Actual eigenvalue 
from PCA 

Criterion value from 
parallel analysis 

Decision 

1 12.003 1.5335 Retain 

2 2.892 1.4570 Retain 

3 2.032 1.4059 Retain 

4 1.785 1.3544 Retain 

5 0.970 1.3111 Reject 
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Table 17 presents the component loadings following rotation. A four-component 

solution was then sought from this information. All items loaded greater than 0.4 on at 

least one component and some loaded strongly on two components (Items 14 & 24). 

No items had weak loadings on all components. 

 

Table 17: Component loadings following Varimax rotation 

Item No. Component 1 Component 2 Component 3 Component 4 

1 0.80    

29 0.77    

3 0.75    

25 0.72    

2 0.71    

12 0.69    

15 0.65    

14 0.65 0.41   

4 0.63    

28 0.62    

24 0.59 0.41   

23 0.43    

22  0.85   

21  0.85   

19  0.75   

20  0.75   

17  0.70   

11  0.69   

13  0.66   

18  0.65   

16  0.47   

10   0.85  

9   0.85  

8   0.84  

26   0.74  

27   0.74  

5    0.86 

6    0.85 

7    0.76 

Eigenvalues 6.49 5.74 3.91 2.56 

% of variance 22.39 19.80 13.49 8.84 

 

The theoretical framework scale has 29 items (Appendix 10) which represents three 

different constructs as per Table 18 and the output from PCA did not load the items to 

the components as expected. 
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Table 18: Items related to Constructs in theoretical framework compared to output 

from Principal Components Analysis  

Component Items in Theoretical Framework Component Items following PCA 

1 1, 2, 3, 4, 5, 6, 7, 14, 15, 20, 28, 
29 

1, 2, 3, 4,12,14, 15, 23, 24, 25, 
28, 29 

2 11, 12, 13, 16, 17, 18, 19, 21, 22, 
23, 24, 25 

11, 13, 14,16, 17, 18, 19, 20, 21, 
22, 24 

3 8, 9,10, 26, 27 8, 9,10, 26, 27 

4  5,6,7 

         -  Loaded on 2 components  

         -  Loaded to different components than theoretical framework 

 

The four components then required to be assessed for reliability to ensure they were 

free from measurement error (Pedhazur & Schmelkin 1991). In order to evaluate and 

refine the components, firstly they were required to be examined for theoretical 

consistency (Pett et al. 2003). Two items (14 & 24) doubled loaded onto two 

components, Hair et al. (1995) state the importance of maintaining theoretical 

coherency when placing an item, therefore item 14 was added to component 1 and 

item 24 was added to component 2. With the inclusion of these items saw an increase 

in reliability of the components with component 1 Cronbach coefficient alpha changing 

from 0.919 to 0.923 and component 2 Cronbach coefficient alpha changing from 0.911 

to 0.913. During this process however, it was noted in component 1 that the mean 

score of 5.3 for item 23 was high. The scale range for the items was 1 to 7; all the 

means were in the middle to high range (3.7 to 5.3) with standard deviations over 1. 

Concerns of ceiling effects with this item led to it being deleted (Pett et al. 2003). 

As items (12, 20 and 25) that did not load in line with the theoretical constructs, further 

consideration of their meanings was required to decide if they should remain within the 

component. Component 1 had the inclusion of items 12 and 25 that were expected to 

load to therapeutic commitment construct. Items 12 and 25 read: - 

 

 12 – I feel that I am able to work with patients with learning disabilities as 

effectively as other patients who do not have learning disabilities. 

 25 – On the whole, I am satisfied with the way I work with patients with learning 

disabilities. 
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Reviewing all the item statements in component 1, it looked like it was representing 

role adequacy. It could be argued that both statements are fit with the definition of role 

adequacy (a practitioners’ sense of self-efficacy in responding to patients’ problems) 

(Shaw et al. 1978) therefore were retained. 

Item 20 loaded to component 2 instead of 1. It read: - 

 20 – Caring for people with learning disabilities is an important part of a general 

(adult) nurse’s role. 

 

On review this statement was poorly phrased, the words ‘general and adult’ required to 

be deleted in any future use of this tool. Component 2 content supports the therapeutic 

commitment construct which was developed from 3 subscales, one of which is task 

specific self-esteem meaning the nurse’s sense of their value or worth placed on their 

role (Blascovich & Tomaka 1991). It could be suggested that Item 20 fits with this 

definition hence remains as part of the component 2. 

Following these assessments, PCA was computed on all four components to establish 

if they contained more than one component. All components were observed to have 

only one component present. Cronbach’s alphas were calculated to ensure internal 

consistency for each new component. The results were 0.928, 0.913, 0.910 and 0.843 

respectively. 

To ensure the survey tool could be completed in a reasonable period of time in the 

future and to produce a tool that is valid and reliable, components were refined 

through item reduction. A process of multiple loading established that when some 

items were deleted the reliability of the tool was either improved or made a negative 

contribution, however the reduction was small (Table 19) 

Table 19: Refining the components - Cronbach’s Alpha coefficient scores  

Component Items deleted N/α before 
items removed 

N/α after items 
removed 

Gain in α 

1 28 N=10, 0.928 N=9, 0.922 -0.006 

2 16 & 24 N=10, 0.913 N=8, 0.912 -0.001 

3 26 & 27 N=5, 0.910 N=3, 0.918 +0.008 

4 none 0.843 -------  

 

From these results, it could be argued that all scales demonstrate internal reliability of 

adequate level based on the typical alpha threshold for a new tool (Nunnally 1978). 
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To name the components the theoretical framework the survey instrument was based 

upon was revisited. It could be suggested that during PCA, the role competency scale 

was made up from two subscales: role adequacy and role legitimacy was split into two 

individual components. Component 1 aligned with the role adequacy construct, 

whereas the new component 4 aligned with the role legitimacy construct. From this 

comparison, components were labelled: 1 - role adequacy, 2 - therapeutic 

commitment, 3 - role support and 4 - role legitimacy (Table 20). 

Table 20: Final component name and items 

Component Items for Future Scale 

Role adequacy 1, 2, 3, 4, 12, 14, 15, 25, 29 

Therapeutic commitment 11, 13, 14,17,18, 19, 20, 21, 22 

Role support 8, 9,10, 26, 27 

Role legitimacy 5,6,7 

 

 

4.18 Content validity 

Content validity was used here is to evaluate if the survey items and questions 

represent therapeutic commitment, the theory the LDPQ is based upon (Newman et al. 

2013) and has two elements to it, development and judgement quantification (Lynn 

1986). As the quantitative measure (Section B of LDPQ) was previously modified as 

described in Section 3.10.3 using an expert panel, the judgement quantification stage 

was undertaken. To achieve this, a panel of experts were consulted (Stewart et al. 

2005). Debate exists on the required number of panel experts (Lynn 1986; Kubany et 

al. 1995; Polit et al. 2007). Lynn (1985) suggests five experts would suffice and were 

chosen from different vocational areas all relevant to the study (Grant and Davis 

1997). They were all nursing professionals, two learning disability nurses offered 

expertise on their area of practice; practice education facilitator, practice development 

facilitator and higher education lecturer provided expertise on skills and knowledge 

development, provision of role support in clinical placement from practice and 

university perspectives and finally, all of them on the pre-requisites to developing 

therapeutic relationships. The panel was made of specialists and non-specialists to 

allow perspectives from both viewpoints which reflected the sample population.  

As sections of the LDPQ were at different stages of development, there were three 

stages to this. First, the panel were given published papers on the development of the 

MHPPQ (Lauder et al. 2000; Angus et al. 2001) and an information sheet to 
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understand which statement aligned to each scale and subscale besides definitions of 

the scales and subscales (Appendix 7). They were then asked to review the 

established 29 statements and comment on their content and applicability (Grant and 

Davis 1997). Due to difficulties in arranging a meeting, communication between all 

panel members and the researcher occurred via email so everyone was aware of and 

discuss each other’s views. They were then asked to evaluate the eight open-end 

questions and finally the overall survey tool. Content validity is a subjective process 

that can be strengthened with the use of standardised criteria to evaluate it within 

(Lynn 1985). It could be argued this study would have benefitted from using a Content 

Validity Index to rate the relevance of statements within the LDPQ scales by the expert 

panel, improving the evidence of content validity (Polit et al. 2007). 

 

4.19 Summary of findings 

These analyses have explored the perceptions of final year student nurses’ 

therapeutic commitment to people who have a learning disability. The results obtained 

have addressed the first two research questions, thus providing an insight into the 

perceptions of the sample population and examining the differences between the 

NLDG and LDG. Analysis of the data set has highlighted the following interesting 

findings and supports the first hypothesis that final year student nurses on the whole 

believe they are therapeutically committed to people with a learning disability. 

This is evident as final year student nurses in this sample reported moderate to high 

levels of therapeutic commitment, role competency and role support. Interestingly, 

males perceive higher levels of role competency than females. 

Student nurses who had experience working with people with learning disabilities 

perceived statistically significant higher levels of therapeutic commitment and role 

competency than those with no work experience or those who were unsure if they had 

work experience. Additionally, those who had experience working with people with 

learning disabilities scored significantly higher in the role support scale than those who 

were unsure if they had any experience. 

Furthermore, student nurses who had a personal experience with people with a 

learning disability scored significantly higher on all three scales than those who 

reported to have no personal experience. When exploring if student nurses received 

education on learning disabilities within their pre-registration nursing curriculum, 

student nurses who did, scored higher on all three scales, however the differences 
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were not significant. Likewise, student nurses who had an experience working with a 

patient with a learning disability whilst on clinical placement scored higher on all three 

scales than those with no experience; furthermore, the differences were statistically 

significant.  

The second hypothesis suggests that the LDG which consists of learning disability 

nursing students would perceive higher levels of therapeutic commitment than the 

NLDG that consists of adult and mental health student nurses. The following results 

support this hypothesis. 

LDG reported higher levels of therapeutic commitment, role competency and role 

support than the NLDG, all of which were significant with a large effect and are a 

necessary prerequisite for effective interventions with patients. When exploring the 

therapeutic commitment, LDG scored significantly higher on motivation, expectation of 

work satisfaction and task specific self-esteem subscales than the NLDG with a large 

effect. This suggests LDG showed a greater predisposition to working therapeutically 

with people who have a learning disability than NLDG by indicating higher levels of 

motivation to work with this patient group. Also, perceiving greater levels of self-

esteem, as well as greater expectations of feeling satisfied when working with people 

with a learning disability. 

When considering role competency, LDG scored significantly higher on role legitimacy 

and role adequacy scales than NLDG, indicating that LDG perceived working with 

people with a learning disability is a legitimate part of their role and they have the 

necessary skills to fulfil it, greater than the NLDG. And finally, focusing on role support 

and which group could access specialist support and gain advice more readily, LDG 

scored statistically higher than NLDG. 
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Chapter five: Presentation of results – qualitative analysis 

 

5.1 Introduction 

With a convergent mixed methods approach being used within this study, the 

quantitative findings have been reported first due to their weighting. This chapter will 

provide an overview of the thematic analysis stages and report the results that 

originate from participants having answered six open ended questions within the 

questionnaire as discussed in Section 3.10.3. From the analysis, three deductive 

themes were found: therapeutic commitment; role competency; and role support 

directly relating to the theoretical framework of therapeutic commitment. Within each 

theme, it was commonly identified that various components influenced the constructs 

of therapeutic commitment which will be presented first, followed by role competency 

and finally role support as illustrated in Figure 12. 

 

5.2 Stages of thematic analysis 

Braun and Clarke (2006) have clearly defined their thematic analysis model which 

outlines a series of phases that were completed to identify the final themes. An 

illustrative narrative is provided to bring a full account of each theme with data extracts 

to provide an example of the interpretations being claimed (Braun and Clarke 2013). 

 

5.2.1 Stage one and two 

In stage one, each question response from Section C of the LDPQ was initially entered 

verbatim into an Excel spreadsheet and then into QSR NVivo 11 software package as 

it helped to organise the large amount of data. Leading to stage two where through the 

process on data entry, the researcher started to become familiar with the data and was 

able to identify some initial codes/themes which were noted. Reading and re-reading 

the data was a lengthy process. First observations included participants seeing people 

with learning disabilities as the same as everyone else, the need to empathise with 

people who have learning disabilities and students’ observations of poor patient care. 

At this point, the researcher had a feeling of annoyance with what she was reading 

and starting to identify in the data. This was mainly due to the comments that captured 

the perception that people with learning disabilities were the same as everyone else, 
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so should be treated in the same way. She recognised that her belief is that everyone 

is different with or without a learning disability and should be cared for as they wish to 

meet their needs. Braun and Clarke (2013) comment that it is normal for a researcher 

to identify with what is significant to them. This was the first time the researcher had to 

take a step back and reflect on her own position, then review what she was identifying 

in the data. She was looking for areas she wanted to see and not fully listening to the 

data. 

 

5.2.2 Stage three 

The next stage was to generate initial codes. This was achieved by completing coding 

of the whole data set. A deductive approach was utilised and stemmed from the theory 

of therapeutic commitment using the central concepts of motivation, work satisfaction, 

task specific self-esteem, role legitimacy, role adequacy and role support to explore 

the entire dataset (Saldana 2015; Braun and Clarke 2013) so an understanding of 

what components influenced therapeutic commitment could be established. All of the 

data were appraised, identifying components that influence the individual central 

concepts. Phrases or single words that related to the central concepts were coded to 

it. These were data driven and semantic codes which reflected and mirrored the 

participants’ language. At times some phrases were coded to more than one concept. 

On occasions, some interpretation by the researcher was required. Notes were taken 

to record the researcher’s thoughts and ideas which later supported the development 

of themes. The initial codes were named ‘attitudes’, ‘care delivery’, ‘improving 

outcomes’, ‘legitimacy/responsibility’, ‘motivation’, ‘personal experience’, ‘placement 

experience’, ‘pre-registration education’, ‘relationship development’, ‘reasonable 

adjustments’, ‘professional role’, ‘people with learning disabilities characteristics’, ‘work 

satisfaction’, ‘self-esteem’, ‘skills and knowledge’, ‘support’, ‘treating everyone as an 

individual’ and ‘nurses’ values’. 

 

5.2.3 Stage four 

Stage four saw all codes being re-examined to see if their content addressed the 

research question leading to some being joined together as they were representing the 

same idea. This process found the researcher going back and forth into the data set to 

check and confirm meaning to ensure the content was coded appropriately. Codes 

then began to be sorted into potential themes based on the central concepts being 
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explored; the researcher took time to remind herself of the research questions being 

asked to focus the analysis appropriately as some codes were not relevant. The 

outcome of this saw the codes ‘legitimacy/responsibility’, ‘motivation’, ‘work 

satisfaction’ and ‘self-esteem’ being revisited. These were the core concepts; some 

participants had discussed them but not the components that influence them so were 

decoded. If they did discuss the components that influenced, they were then recoded. 

It became apparent by rereading the codes that themes were emerging. In particular, 

the role of caring the student perceived they had, gratitude the student received and 

being challenged by the role they were undertaking were actual areas being 

discussed.  

The code named ‘care delivery’ contained some data that did not answer the research 

question therefore was decoded. Other data talked about the participant’s role of 

caring for others so was recoded to ‘role of caring’. Students discussed the 

development of their relationship with the patient affecting their therapeutic 

commitment, so this code remained the same. At this stage the following themes were 

appearing relating to the components that affected only therapeutic commitment; 

‘experiencing achievements’, ‘gratitude’, ‘improved outcomes’, ‘role of caring’, ‘being 

challenged’ and ‘relationship development’. 

From the remaining codes; ‘attitudes’, ‘treating everyone as an individual’, ‘reasonable 

adjustments’, ‘professional role’, ‘personal experience’, ‘placement experience’, 

‘people with learning disabilities characteristics’, ‘pre-registration education’, ‘skills and 

knowledge’, ‘support’ and ‘nurses’ values’. Further exploration took place to 

understand more about what they were representing and saying. The ‘attitudes’ code 

mainly discussed discrimination and equality and linked well with the rights of people 

with learning disabilities. Students also discussed making reasonable adjustments to 

the way they delivered care in order to meet an individual’s needs which linked to 

providing equity. A major part of the researcher’s role as a learning disability nurse has 

been to ensure people with learning disabilities rights are met so she became 

concerned that her interpretation of this potential theme was reflecting what she feels 

others should believe and behave in line with. It also became apparent that when 

students were discussing their professional role that they believe they have a duty to 

care and people with learning disabilities have the right to receive effective care. This 

potential theme held components that influenced the students’ role competency and 

therapeutic commitment.   
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‘Nurses’ value’, ‘treating everyone as an individual’ and some of the ‘attitudes’ code 

were recoded to represent the ‘characteristics of a nurse’. Students talked about what 

they believed were the appropriate and inappropriate characteristics to have when 

caring for people with learning disabilities. This initially became a potential theme 

representing components that influence role competency and therapeutic commitment. 

However, when the researcher was looking across the data set it became apparent 

that the ‘treating everyone as an individual’ code sat better with ‘rights of people with 

learning disabilities’ as it was discussed as a way of not discriminating. This left the 

‘nurses’ characteristics’ code. It contained many singular words like empathy, person 

centred, respect, compassion, adaptable, patience. There were limited actual 

comments or phrases in relation to nurses’ characteristics. At this point the researcher 

decided that there was insufficient information to continue having this as a theme. This 

was disappointing to the researcher as she expected individuals’ characteristics to 

have an effect on therapeutic commitment. 

The largest code was ‘people with learning disabilities characteristics’. Many students 

discussed how they perceived someone with a learning disability as a component that 

influenced their role competency and therapeutic commitment. This was reported both 

positively and negatively and reflected the researcher’s reality as nurses she worked 

with clinically, anecdotally conveyed similar views. Therefore, the researcher’s 

previous experience supported the development of this potential theme.  

This left the following codes to be appraised; ‘personal experience’, ‘placement 

experience’, ‘pre-registration education’, ‘skills and knowledge’ and ‘support’. They all 

had similarities and initially the researcher felt they could be a potential theme named 

‘learning opportunities’ as they all aligned with learning opportunities the student 

experienced. However, having reread the contents of the codes again, they were 

discussing components that influenced different core concepts. For example, the code 

‘clinical placement’ and ‘pre-registration education’ had comments that reflected the 

students’ experience but others discussed the support they did or did not receive when 

providing care to a patient with a learning disability, so the content of these codes was 

recoded to ‘support’ where appropriate. The code ‘skills and knowledge’ held data on 

skills that student nurses perceived should be used to care for people with learning 

disabilities, however in the main students provided a list of skills with little information 

or comment on why they were important. For this reason, the actual skills themselves 

were decoded. This left potential themes of - ‘pre-registration education’, ‘placement 

experience’, ‘skills and knowledge’ and ‘pre-registration education’. 
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The last code to be reviewed was ‘support’. It had additional comments as previously 

discussed which allowed the researcher to review it and see three different elements 

to it. First of all, students discussed support they were able to access, then the 

mentors who supported them to provide care to patient with learning disabilities and 

finally, the components that influenced the clinical learning environments they were in. 

The comments all aligned to the central concept of role support. There were now a 

number of candidate themes (Braun and Clark 2006) as shown in thematic map Figure 

10. 

 

Figure 10: Candidate themes thematic map 
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5.2.4 Stage five 

Stage five moved on to the potential themes being reviewed and further refined. Braun 

and Clarke (2013) view this process as an opportunity to assess the quality of the 

themes being suggested in Figure 10. Again, the researcher checked across the 

themes for similarities to ensure they could not be further refined. She read all of the 

coded data for each theme to ensure clear patterns existed. Also, meanings of the 

codes in the dataset were checked to ensure they have been accurately coded and 

linked to the theme with consistency. This resulted in ‘improved outcomes’ and 

‘relationship’ being merged with ‘sense of achievement’. The ‘improving outcomes’ 

code was recoded to ‘sense of achievement’ as the participants spoke about 

improving their patients’ wellbeing as motivating and satisfying as something they 

have achieved for their patient. Similarly, the ‘relationship development’ code talked 

about the how the students felt having developed a relationship with a patient with a 

learning disability. The other themes that related to the components that solely 

influenced therapeutic commitment remained the same.  

When reviewing the potential themes that aligned with role competency and 

therapeutic commitment there was a lot of overlap between ‘pre-registration 

education’, ‘placement experience’ and ‘skills and knowledge’. The content of all of 

these potential themes were all related to either, skills, knowledge or experience of the 

student that influenced their role competency or therapeutic commitment to work with 

people with learning disabilities. The researcher decided at this point to join them into 

one theme. This resulted in a potential thematic map as illustrated in Figure 11 and the 

researcher had to consider if this new map truly represented the story being told by the 

data. 
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Figure 11: Draft potential thematic map 

 

 

 

 

The final action of this stage was now to consider and check the new themes with the 

whole data set. This occurred after a period of time away from the data. This process 

once again led the researcher to make further changes. When re-reading the 

therapeutic commitment theme, it was clear that the subthemes previously described 

overlapped with each other. They all were representing the students’ perception that 

their nursing care made a difference to the wellbeing of their patient which then 

influenced the students’ feelings of work satisfaction, motivation and self-esteem 

hence they were combined to produce a new subtheme titled ‘making a difference’.  

Moving onto the therapeutic commitment and role competency theme review; when 

checking if the themes represented the data it became apparent that the theme 

‘people with learning disabilities characteristics’ was on the whole related to 

therapeutic commitment and in parts role competency. The researcher decided at this 
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point to truly reflect the data; it should be a subtheme of therapeutic commitment. 

Similarly, with ‘rights of people with learning disabilities’ subtheme in the main 

corresponded to therapeutic commitment, therefore was moved to that theme. 

Reading the contributing data to this subtheme made the researcher reflect on its 

meaning. Although it did discuss the ‘rights of people with learning disabilities’, it 

became obvious that what students were actually commenting on was the attitudes 

they perceived a nurse should have to care for people with learning disabilities. 

Continuing to read the whole dataset, the researcher re-engaged with the data on 

nurses’ values and qualities which they had previously discarded. To answer the 

research question posed it was important to recognise this pattern in the data and 

along with the ‘nurses’ attitudes’, therefore they were joined together a new subtheme 

called ‘nurses characteristics’.  

The changes in these sub themes impacted on the role competency theme. It left one 

subtheme titled ‘skills, knowledge and experience’. This was also reviewed, and the 

decision was to split it into two subthemes, ‘skills and knowledge’ and ‘experience’. 

The reason for this was that they were representing different aspect of the data; skills 

and knowledge linked well together and although experience influenced skills and 

knowledge, the splitting of the subtheme allowed this to be more apparent. Role 

support subtheme was reviewed and remained the same. 

 

5.2.5 Stage six  

This is where the final themes are defined and named (Braun and Clark 2006). 

However, at the writing up stage, it was noted that an element of the ‘nurses’ 

characteristics’ subtheme describing the nurses’ duty of care was inappropriately 

placed and should have been theoretically linked with the role competency theme not 

therapeutic commitment, a new sub theme was created. All the themes were identified 

at a sematic level and were based on the explicit meaning of the data. Each theme is 

defined in Table 21. The final themes that emerged from the data are illustrated in a 

thematic map presented in Figure 12. 
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Table 21: Definitions of themes 

Theme Definition 

Making a difference To do something that helps people with learning disabilities 
which causes a change in the student nurse 

People with learning 
disabilities 
characteristics 

Features or qualities perceived by student nurses to belong 
to a person with a learning disability. 

Nurses’ characteristics Attitudes, values and qualities student nurses perceive are 
required to care for patients with learning disabilities  

Skills and knowledge  Various skills and knowledge that the student nurse has 
expressed 

Experience A student nurses’ personal participation with someone with 
a learning disability  

Duty to care  
 

Student nurse’s professional responsibility to provide care 

Clinical learning 
environment 

An area where a student nurse should develop skills and 
knowledge whilst under the supervision of a mentor, 
providing the opportunity to also practice their professional 
role. 

Mentors A registered nurse who supervises and assesses student 
nurses 
 

Access to support Availability of help and advice from a specialist for the field 
of learning disability  

 

 

Figure 12: Final identified themes and subthemes from thematic analysis 
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5.2.6 Stage seven 

In this final stage, the formal writing of the findings chapter commenced. From the 

researcher’s notes that have been taken during the process of coding and developing 

themes, the foundations of the analysis and interpretation were built. Each point made 

from the interpretation of the themes needs to be represented by an extract from the 

data. Careful consideration was required to be given to extracting the most descriptive 

pieces of data that illuminated the analysis of the findings (Nieswiadomy and Bailey 

2017).  

 

5.3 Interpretation of themes 

The process in which the themes were established has been discussed. The 

researcher was conscious of ensuring her interpretations were originating from the 

data and not her clinical experience. The identified themes will now be discussed and 

interpreted. 

 

5.4 Therapeutic commitment 

Developing a therapeutic relationship with a patient is key to any nurses’ role to ensure 

a positive patient outcome. Nurses need to have the commitment to do this. 

Therapeutic commitment is the nurses’ willingness to effectively work therapeutically 

with their patient (Lauder et al. 2000). It is created from different but related constructs 

of motivation, expectation of work satisfaction and task specific self-esteem. 

Respondents believed that making a difference to their patients’ wellbeing, a nurse’s 

individual characteristics and people with learning disabilities’ individual characteristics 

influenced their motivation, work satisfaction and belief in themselves when caring for 

people with learning disabilities. These three components are illustrated as subthemes 

of therapeutic commitment. 

5.4.1 Making a difference 

Within this first subtheme, students in both NLDG and LDG commented on their 

experiences of caring for people with learning disabilities and the impact this had on 

them. It was clear from the responses that when students perceived their nursing care 

made a difference to patients by improving their wellbeing; this in turn had an influence 

on them as an individual and a practitioner. This was evident from students feeling 
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gratification, changing their views or having more confidence from the episode of care. 

Two things that emerged clearly from the data were that these feelings were then 

reinforced by the gratitude they received from patients for the care they delivered or if 

the student perceived the episode of care was problematic for them to achieve. 

Many students in both groups discussed how their nursing intervention resulted in 

them feeling rewarded which links directly with work satisfaction - 

The reward you feel when your patient achieves something, the look on their 

face – P41 (NLDG student) 

 

It’s hard to put into words what I enjoy about this kind of work, but often its little 

things like making an unsettled patient settled or getting a smile from a 

challenging patient that makes it so rewarding – P154 (LDG student) 

 

Some students from both groups reflected that they gained greater work satisfaction if 

the task they were undertaking provided them with a challenge. 

 

I find it rewarding and enjoy the challenge as they are sometimes un-

cooperative, therefore, I have to build relationship and try harder for them to co-

operate which is rewarding at the end when you know they trust you – P286 

(NLDG student) 

 

I enjoy the varying abilities, the continual challenges and how people with 

learning disabilities are full of surprises! - P347 (LDG student) 

 

Some students in both groups described when they have successfully delivered care 

the consequence was that their confidence or task specific self-esteem is increased – 

 

I like working with people with learning disabilities because there are many 

health needs and areas to improve on in services and health related issues.  

This makes me feel valued as a nurse and makes me feel I am making a 

difference in improving people with (LD) general life and wellbeing – P338 

(LDG student) 

 

It can be a challenge although can boost confidence if the patient is satisfied or 

their quality of life is improved – P379 (NLDG student) 
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Whereas, some students for NLDG reported that not being able to deliver care 

affecting their confidence – 

 

I feel I should know some more about learning disabilities to aid my confidence 

– P171 (NLDG student) 

 

As these examples indicate a large about of students from both groups related to 

being motivated by improving wellbeing of their patient when delivering care –  

I want to make a difference in their quality of life and the barriers they can face 

throughout the different transitional periods they go through – P151 (NLDG 

student) 

The thing I like the most about working with people with learning disabilities is I 

feel like I am actually making a difference – P353 (LDG student) 

 

For a significant number from the NLDG however, they were motivated by the role of 

caring as a whole; they did not have an increased desire to care for people with 

learning disabilities - 

I feel just as willing to help someone with LD’s as I would someone without – 

P258 (NLDG student) 

It can be a rewarding process - as is caring for any patient - that allows you to 

connect with your patient and provide patient centred care - P319 (NLDG 

student) 

 

The receipt of gratitude from patients with learning disabilities also influenced many 

students’ levels of task specific self-esteem, motivation and work satisfaction. Here is a 

sample of their responses – 

 

Some patients know that they have a disability so appreciate your help. It 

makes me think I know what I'm doing is good - P 85 (NLDG student) 

 

I personally feel they are very grateful for your care, this is an aspect that I like 

as it encourages me that what I'm doing is worthwhile – P60 (NLDG student) 

 

They are grateful that you are working with them, and give a sense of 

achievement – P136 (LDG student 



103 
 

5.4.2 Nurses’ characteristics 

In the second subtheme a high volume of students from both LDG and NLDG, referred 

throughout the data to the attitudes, values and qualities they held that influenced how 

they perceived and cared for people with learning disabilities. Possessing these 

attitudes, values and qualities would influence the students’ therapeutic commitment to 

this patient group. 

Discrimination was a dominant feature in the data. The majority of students believed 

care should be delivered in a non-discriminatory, non-judgemental and unprejudiced 

way. From both groups, students highlighted causes of discriminatory practice. 

I feel that general stereotypes surrounding learning disabilities ultimately 

impacts on the care these people receive.  I feel people are often 

misunderstood and as a result are not treated in a dignified manner like 

everyone deserves to be as a result of their learning disability – P139 (LDG 

student) 

I feel that people don’t understand enough about learning disabilities which can 

cause them to discriminate against people who are different – P65 (NLDG 

student) 

Students offered ways to view people with learning disabilities and improve the care 

they provide - 

Not being judgemental or afraid of people with learning disabilities means that I 

can form relationships with patients and work well with them – P154 (LDG 

student) 

Own values should be put aside and the proper care should be given to suit 

individuals – P218 (NLDG student) 

Linked to discrimination was the concept of labelling, whereby being known to have a 

learning disability causes you to be discriminated against was discussed by some of 

the NLDG, however no students in the LDG highlighted labelling as part of 

discrimination.  

It’s about the person, not the disability. They should not be defined by what 

condition/disability they have - P282 (NLDG student) 

Another common perspective linked to the rights of people with learning disabilities 

was ensuring equality. The majority of students from both groups expressed the view 
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that people with learning disabilities should be treated the same as everyone else in 

society. As these examples indicate – 

I feel that they are entitled to exactly the same legal, medical, health and social 

rights and opportunities as everyone else, and that I will do everything I can as 

an LD nurse to further this aim – P150 (LDG student) 

They have as much right to healthcare and being treated as any other patient – 

P133 (NLDG student) 

Conversely, students from the LDG outweighed the NLDG when recognising that 

although people with learning disabilities should be treated equally, they also may 

have additional individual needs which require to be met – 

Some of the students in the LDG highlighted the need to practice positive 

discrimination to ensure appropriate care is given. 

I believe they should be positively discriminated against so they are treated 

equally – P348 (LDG student) 

I feel that they are no different from other patients, however, may require 

additional care – P310 (NLDG student) 

In order to provide equal care, often reasonable adjustments are required to meet an 

individual’s needs (Marsden and Gilles 2017). A number of students from both groups 

described what they do to make reasonable adjustments to care they deliver to people 

with learning disabilities in order to ensure that their individual needs are met - 

It also allows different aspects of care to be considered and care delivery to be 

modified to fit the individual – P134 (LDG student) 

They are the same as other people but require more time and understanding – 

P254 (NLDG student) 

Student nurses believed that a nurse required certain qualities to provide care for a 

person with learning disabilities. The main qualities found were respect, dignity, 

compassion, empathy and understanding, a sense of humour, patience and caring. 

Participants from both groups were in agreement. 

A cheerful disposition, a sense of humour, patience, persistence, 

understanding - P396 (NLDG student) 
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Knowing they are no less than us and giving dignity and respect – P46 (NLDG 

student) 

The nurse should be compassionate and empathetic.  They must be very 

caring and understanding – P162 (NLDG student) 

I have the care, compassion, knowledge and understanding to be competent in 

my role – P352 (LDG student) 

 

5.4.3 Characteristics of people with learning disabilities 

The third subtheme explored was the characteristics of people with learning disabilities 

and the effect these had on the student nurses’ therapeutic commitment while 

providing care. Some students described people with learning disabilities as unique 

individuals – 

Different conditions, demographics and life situations makes each person with 

learning disabilities unique – P261 (NLDG student) 

They have got their capacities and strengths that should not be ignored and 

taken into account – P122 (NLDG student) 

Many of the LDG and around half of the students in the NLDG generalised about 

attributes of people with learning disabilities that would have a positive influence on 

their therapeutic commitment which included their openness and honesty and having 

fun -  

I love their honesty with no "social safety catch".  People with LD tend to say 

what they are thinking / feeling – P168 (NLDG student) 

They got a sense of humour, honest group of people - P339 (LDG student) 

Some students from the NLDG commented that people with learning disabilities can 

display behaviours that challenge and are unpredictable. This was seen to have a 

negative effect on their therapeutic commitment.  

You don’t always know what to expect from their behaviour so the challenge of 

dealing with varied situations. – P64 

I can be unsure of their unpredictability but in general like working with them – 

P8 
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Another component that has a negative effect on students’ therapeutic commitment 

from the NLDG was the type of condition or disability and the severity of disability a 

person with a learning disability had - 

Mild learning disabilities I've - no problem, I find more profound people with 

learning disabilities harder to care for, I'm not comfortable – P67 

I would like to feel confident in caring for people with learning disabilities but 

sadly I don’t.  Some patients have very complex health needs and I feel I don't 

have the right communication skills at times in caring for those with learning 

disabilities – P35. 

 

I feel slightly nervous around people who have autism. – P82. 

 

This patient group have specialised care needs and when mental health issues 

are factored in, it can become difficult to adapt your care strategy. – P78. 

Some NLDG students described when there were issues with communication that may 

cause them to feel less therapeutically commitment towards their patient -   

It really depends on the disability.  If I can't understand what they say or feel 

they don't understand what I say, that’s hard.  Also if very distressed, I have 

found it hard not to understand what they need, if they are comfortable, if they 

understand why I have to move them.  So that can feel awkward and upsetting. 

– P382. 

 

5.5 Role competency 

The second theme reports the factors that influenced role competency. Role 

competency encompasses two constructs, role legitimacy and role adequacy (Lauder 

et al. 2002). It is paramount that student nurses from all fields of practice believe it is 

their responsibility to care for people with learning disabilities and have the essential 

skills, knowledge and experience to aid them in achieving this.  

 

5.5.1 Skills and knowledge 

From exploration of the data, the first subtheme was identified as a factor that may 

have an influence on a student’s role competency was the skills and knowledge they 
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perceive they possessed. The entire LDG group felt they were developing the 

necessary skills and knowledge. On the other hand, many of the NLDG indicated that 

they did not feel they had the necessary skills and knowledge to provide effective care 

as a different knowledge base and skill set is required - 

I feel that I will be equipped with the skills to make a difference to people who 

even now are faced with continual barriers – P152 (LDG student) 

Although having general adult skills still apply I wouldn't feel fully competent if 

issues directly related to the particular disability arose out with my skill area – 

P133 (NLDG student) 

Whereas, some participants from the NLDG perceived that the skills and knowledge 

gained within the adult and mental health fields of nursing education were adequate to 

provide care for people with learning disabilities and many note core skills are 

transferable. 

Same skills in adult/mental health can be applied to any human. Nursing is 

universal, same skills different group – P167 

My basic adult training makes me competent to care for this group, as all 

nursing skills are transferrable – P355 

Many students in the NLDG indicated they did not have the belief they could care 

adequately for people with learning disabilities due to students’ lack of knowledge, 

skills and experience making them lack in self-confidence - 

  

I feel quite nervous and uncomfortable around people with learning disabilities 

but this is due to a lack of knowledge around this area – P50 

 

As times I feel out of my depth as I feel I am not experienced enough when it 

comes to caring for some people with learning disabilities – P303 

 

Some students from the NLDG specified although they lacked knowledge and skills 

they were motivated to learn and provide care - 

Actually don’t feel "competent" just willing to try and be inclusive. - P399  

And a small number of students described their dissatisfaction with their work with this 

group due to their lack of skills - 
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Only worked with one patient and found it frustrating rather than rewarding at 

my lack of skills to help them appropriately- P115 

 

However, with experience some students in NLDG report a growth in their confidence 

– 

At first I found it daunting, but the more time I have spent the more at ease I 

have felt and the more confident I have become in my abilities – P 110. 

A few students recognised that to be a competent practitioner took more than skills 

and knowledge but to have values-based competency also – 

 

I think an individual is competent to work with people with learning disabilities if 

they have the capacity to see the person's potential and to desire to help them 

to achieve their potential – P152 (LDG student) 

The majority of students in both groups identified the actual skills they perceived as 

necessary to provide care for people with learning disabilities. These skills were wide 

ranging and effective communication skills were seen to be of great importance. 

Communication skills are vitally important, as is the ability to understand a 

range of emotions and behaviours and what they can mean in terms of a 

nursing assessment – P316 (NLDG student) 

Understanding the individual’s needs and adapting the way the student delivers care 

was another key area reported by students. Students from both groups gave examples 

from nursing practice where they have made reasonable adjustments to the care they 

provided to ensure their patient with learning disabilities needs are met. 

Effective communication with patient & relatives / carers.  Modify care delivery 

to suit individual e.g. drug administration, aiding mobility.  Knowledge of co-

morbidities that may be masked by primary disability – P134 (LDG student) 

Flexibility to solving a patients problems or difficulty (sometimes thinking 

"outside the box" and considering perhaps something which may not have 

routinely been done before.  – P155 (NLDG student) 

Around half NLDG students highlighted they were deficient in skills and knowledge to 

support them to manage a patient’s behaviour when it presents as a challenge to 

them. 
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Specific training, ability to understand where behaviour comes from and its 

triggers – P124 

On the contrary, some NLDG students and many LDG students recognise the 

additional skills pertaining to meeting the care needs of people with learning 

disabilities including understanding and being able to recognise diagnostic 

overshadowing. 

People inc (including) nurses need to be aware of physical & mental health 

issues which can be masked by symptoms of LD – P168 (NLDG student) 

 

Pre-registration education 

Opportunities to develop knowledge and skills about caring for people with learning 

disabilities within the pre-registration undergraduate programme they were studying 

was an influencing factor for students within both groups. 

Nearly all students in the LDG acknowledged that their current programme of study 

had supported them to continue to develop knowledge and skills. 

Working towards a degree in Learning Disability nursing and the skill base I 

have gained throughout university and working with people with an LD in the 

past and present time – P143 

With the NLDG, their views were divided with a few students commenting that they 

had an opportunity to learn about delivering care and this made them competent to 

fulfil the role - 

Within my university course, we have had various lectures and online packages 

which have provided me with appropriate communication skills and 

understanding of people with learning disabilities – P159 

Some acknowledged they received education, but it did not fulfil their needs as a 

learner - 

Some but not enough - I would say I don’t feel we have been fully equipped at 

university with the knowledge on how to care for this group but the 

opportunities I have had, have grown my confidence in this area – P31 

Many students in NLDG highlighted the lack of opportunities they had - 
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I feel for adult general nurses, it is a big issue and grey area.  Although the 

university offers a LD course, I find a lack of training is given to the adult 

branch, therefore, I do not feel confident in practice as I would caring for a 

patient without LD – P367 

Some of those who stated they received no education were able to recognise the 

transferable skills they possessed, however describe that people with learning 

disabilities care needs may differ and additional skills and knowledge may be required. 

- 

Beyond basic nursing assessment/prioritising skills and basic human 

compassion and empathy, I do not feel that I have been educated on nursing 

skills particular to patient with learning difficulties.  For example, how to deal 

with behavioural changes or physiological symptoms related to learning 

disability - P308 

I would definitely benefit from further training in regards to communication and 

challenging behaviour as I genuinely want to offer the best care I can for 

people with learning disabilities – P358 

Many of the students within the NLDG expressed their desire to have more education 

and provided justification aligned to current policy. 

I think it is shocking that we no longer get lectures on LD.  Especially as we are 

adult nurses, the NHS is becoming less about the hospital and more about 

community care.  Nurses will have more interaction with this group and should 

be able to treat these patients with the same levels of care as everyone else – 

P280 

 

5.5.2 Experience 

This experience subtheme encompasses the students’ clinical placement, personal 

and work experiences and how these learning opportunities have been seen to 

influence the students’ role competency towards people with learning disabilities. 

Some students from both LDG and NLDG described the learning they gained from 

generally having contact with people with learning disabilities – 

I have generally found that they respond very well to me. They can present 

unique challenges and also teach us a lot about their wants and needs…… 
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They have taught me a lot about myself and completely altered my perception 

of people with learning disability – P76 

The one person who I knew had LD was pivotal in changing my opinions about 

how I nursed, communicated and made me challenge my perceptions – P 169 

 

Personal and work experiences 

Some students shared their personal experiences of having a family member with a 

learning disability which has given them the competence to provide care to this group - 

As a member of my family has learning disabilities I feel I have the skills to 

support patients with learning disabilities – P13 

Other students shared the values they hold from having a family member with learning 

disabilities which align well with being therapeutically commitment to this patient group. 

I have a close family member with a learning disability and as a result don’t 

view individuals with learning disabilities as anything other than an individual 

person who may require more help with some tasks. I feel they often are a 

valuable part of society and in general have the same feelings and emotions as 

everyone else- a fact which I find is often overlooked. – P93 

Working with people with learning disabilities was discussed by students from both 

groups in either a paid or voluntary capacity.  In the NLDG, students discussed that 

their skills and knowledge, as well as confidence grew through their work opportunities 

and how this translates to their current roles -  

From previously working with service users with learning disabilities I have built 

up communication skills including Makaton, increased knowledge of how body 

language can be used.  Also confidence, I don't shy away from people with LD 

– P183 

I have worked with individuals with LD in the past so feel confident in working 

with them in the healthcare sector.  Good communication, patients, caring, 

understanding of their disability and how it affects their life – P215 

Notably, many students in the LDG also made it known that their pre-registration 

course has continued to build upon the skills and knowledge they have developed 

from their previous work experience with people with learning disabilities -  
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I enjoy working with this group and pre-university worked as a support assistant 

for people with LD.  This course has enabled me to add an academic and 

theoretical framework to the interactive skills I have learned while "on the job" – 

P150 

 

Clinical placements 

There was a distinct pattern in the data relating to the experience students gained 

during clinical placements and the effectiveness of the clinical learning environment. 

This in turn had an impact on their therapeutic commitment. Many students from both 

groups indicated that having a placement was beneficial to them and their individual 

development as a nurse. 

From the LDG, one student reflected on the opportunities placement gave her to 

improve her practice - 

My last 2 years of training experiences different placements, reading most 

relevant research, literature about this client group and working to best practice 

guidelines – P148 (LDG student) 

Some students from the NLDG described the benefits of a clinical placement with 

people with a learning disability - 

I have experience of working with patients with a learning disability whilst on a 

spoke placement. I found this to be extremely rewarding and feel it has made 

an impact on improving my practice – P7 (NLDG student) 

However, many from the NLDG expressed the views that more placements were 

required - 

I don't think we are given enough hands on practical experience as adult 

nurses, and I believe in order for adult nurses to be efficient in caring for people 

with learning disabilities we should have more practical placements in areas 

that care for this group of patients/service users – P284 (NLDG student) 

A few students recognised the learning opportunities from engaging with carers. 

Seeing how carers support them also is beneficial in my learning – P46 (NLDG 

student) 
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5.5.3 Duty to care 

The Nursing and Midwifery Council stipulates that that all nurses must be able to 

respond to the care needs of people with learning disabilities (NMC 2010). As these 

examples indicate, students expressed the view that as a nurse they have a duty to 

care towards people with learning disabilities and a legitimate part of their role. All of 

LDG and the majority of NLDG participants agreed with this direction and see their 

professional role as a duty of care – 

As a LD student nurse it is a fundamental role for me, however, all nurses may 

encounter people with LD, therefore, should have appropriate skills – P147 

(LDG student) 

Yes, as nurses we have a duty of care towards everyone and this should be 

non-discriminatory – P316 (NLDG student) 

Some recognised that people with learning disabilities could be their patient in any 

healthcare setting; therefore, they would be responsible for their care - 

I feel that it is important for adult nurses to have an understanding of patients 

with LD as you meet them in all health care environments – P270 (NLDG 

student) 

Notably however, a few of the students from the NLDG felt it was not their 

responsibility to provide care for this group – 

Not really because they have their own branch of nursing – P101 (NLDG 

student) 

It is not something I wish to do on a daily basis, hence the Adult Nursing 

degree – P210 (NLDG student) 

And a small number of NLDG students felt that learning disability nurses could provide 

better care than they could and were confused about learning disability nurses roles – 

It should be part of your job but specialist services would be able to deal with 

disability needs better – P294 (NLDG student) 

LD is classed by some people as being a mental health issue so MHN's 

(mental health nurses) are required to know how to work with them, but LDN's 

(learning disability nurses) are there for this reason – P224 (NLDG student) 
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5.6 Role support 

Role support for the purposes for this study is defined as the perceived access to the 

specialist support the student nurse had in order to assist them to meet the needs of a 

person with a learning disability (Lauder et al. 2000). The participants are student 

nurses and are mentored by a registered nurse; therefore, acknowledgement has 

been given to the supervision from the mentor to access specialist support which is an 

additional factor that may influence therapeutic commitment. 

 

5.6.1 Access to support 

Access to support from speciality learning disability staff was a way some participants 

in NLDG thought would enable them to provide a better level of care - 

If I felt unsure of how to proceed with a patient I would ask a colleague from LD 

Liaison Nurse for advice. – P356 (NLDG student) 

I am willing to listen, observe and learn from the professionals in this field and 

use my gained knowledge to offer my best care – P341 (LDG student) 

Whereas a small number of students in NLDG believed it was the role of the learning 

disability nurse to provide the care within the general healthcare setting - 

…… otherwise moderate / severe learning disabilities should receive 

specialised care from trained learning disability nurses – P125 (NLDG student) 

Yes to a certain level.  Severe autistic patients may benefit from a more 

specialised nurse that just an adult nurse – P266 (NLDG student) 

 

5.6.2 Mentors 

Students from both groups recognised that they require seeking support from a mentor 

when they feel unable to complete care delivery by themselves - 

I don't feel very confident in caring for this group alone, but would feel happy to 

ask for advice from a more experienced nurse/carer or a family on a person’s 

abilities – P298 (NLDG student) 

A key factor that influenced the student nurses’ perceptions of caring for people with 

learning disabilities were the attitudes and behaviours of their mentors and their 
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experiences within the clinical learning environment. Some students in the NLDG 

indicated the importance of having a mentor who was competent in caring for people 

with learning disabilities - 

I enjoy working with more experienced staff and how they deal with patients 

with LD. I felt more satisfied – P9 (NLDG student) 

Others from the NLDG described poor learning experiences that influenced them -  

I also find some staff members to be very negative in their approach to 

individuals and I think this should be addressed especially if these staff 

members are mentoring students.  They need to show understanding and not 

scared to deal with individuals – P362 (NLDG student) 

On one ward, however, I was working with a senior nurse who seemed very 

uncomfortable working with a patient with learning disabilities.  She was abrupt 

and dismissive towards this patient and appeared to avoid working with this 

patient where possible.  I felt this was very negative and felt the patient had 

been seriously let down by this lack of effort and compassion – P157 (NLDG 

student) 

 

5.6.3 Clinical learning environments 

Finally, some NLDG students discussed the factors that influenced less effective care 

within their clinical learning environment and in turn may affect their therapeutic 

commitment- 

However, many mentors on placement don’t feel they have the time to 

adequately support patients or their students when learning disabilities is 

recognised – P362 (NLDG student) 

I feel they have difficulties being seen or heard as an individual within 

healthcare in a busy setting it might be easy to avoid or see to other patients, 

as often those with learning disabilities are quiet and uncomplaining – P399 

(NLDG student) 

In addition, some NLDG students perceived that mentors had additional learning 

needs themselves to care for people with learning disabilities. 
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Sometimes do not receive best of care due to staff not being appropriately 

trained – P115 (NLDG student) 

 

5.7 Quality of qualitative data 

To demonstrate the quality of the qualitative element of this study, the researcher will 

consider the interpretation of the findings within this chapter by examining its rigor, 

credibility and trustworthiness. Firstly, according to Cresswell (2009) the idea of validity 

and reliability as used in quantitative research greatly differs in qualitative research. 

Guba and Lincoln (1994) advocate that alternatively trustworthiness and authenticity 

should be assessed. However, Rolfe (2006) argues the fact that there is no one overall 

method or methodology that encapsulates qualitative research; therefore, it is difficult 

to develop agreed criteria to measure its quality.  

Rice & Ezzy (1999) state to achieve rigor, the process to interpret the data must be 

offered with the use of the participants own words to illustrate the findings. Patton 

(2002) proposes this approach improves the face validity and credibility of the 

research. Rigor in this study is evidenced by the detailed reflections of the analytical 

process the researcher undertook (Fereday and Muir-Cochrane 2006). Reflexivity is 

seen to provide rigor in studies and establish credibility (Holloway and Freshwater 

2007) by the researcher identifying and acknowledging constructs that have 

intentionally or unintentionally impacted on the findings (Guba and Lincoln 2005). The 

researcher in this study has offered insights and reflections on her influences 

throughout. Triangulation was achieved by examining the consistency of different data 

sources from within the same method, by comparing participants with different views 

(Patton 1999). Furthermore, as this is a mixed method study the findings from the 

qualitative analysis were triangulated by convergence with those from the quantitative 

approach increasing its credibility (Creswell 2009).  

However, other methods of evidencing validity could have enhanced this study. One 

such method is the utilisation of respondent validation where your findings are shared 

with the participants to ensure their accuracy (Robson 2002). Due to the study design 

being of a convergent nature, it was not possible to share the findings with the student 

nurses who participated in the study, as the data was collected in one phase then 

analysed at a later time. During this time period, the student nurses who participated 

would have completed their studies and been practicing as registered nurses. Due to 

this, they would be experiencing caring for people with learning disabilities from the 
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perspective of a registrant with different responsibilities and new clinical experiences in 

the role. It could be argued they would have reviewed the findings from a different lens 

than they originally held as a student nurse, therefore unable to accurately provide the 

necessary checks (Sandelowski 2010). 

Furthermore, another method that may have been beneficial was to have other 

researchers independently code the data and collectively measure inter-rater reliability 

to determine the level of consistency in the coding (Yardley 2008). Due to the nature of 

a doctoral study this was not possible, data was coded by the researcher and shared 

with supervisors along with the findings. 

 

5.8 Summary of findings 

In summary, the participants’ responses offered further insights into the factors that 

influenced the level of therapeutic commitment they perceived when considering 

providing nursing care to people with a learning disability. Three deductive themes 

where identified in the data and each had subthemes developed from factors that 

influenced the various constructs of therapeutic commitment. In the first theme, three 

factors were found to influence the students’ levels of therapeutic commitment. Making 

a difference for themselves or their patient, nurses’ characteristics and people with 

learning disabilities characteristics were all seen to increase their feelings of 

motivation, confidence and work satisfaction. Students related certain generalised 

characteristics of people with learning disabilities as factors that influenced their 

therapeutic commitment. In particular, from a positive perspective some students 

identified the individuals’ uniqueness and found patients to be open and honest. From 

a negative perspective, therapeutic commitment was reduced depending on the type 

and severity of disability or condition the individual has. 

Within the second theme, three factors were identified that influenced the students’ 

role competency. The first subtheme was their professional duty to deliver care to 

people with learning disabilities influenced their role competency. However, a few 

students from NLDG did not feel it was their role as a non-learning disability nurse to 

provide care and some were confused about their role. The second and third 

subthemes identified centre on skills, knowledge and experience of students and how 

these influence as factors. Many students from NLDG did not feel competent to 

provide care, acknowledging they had a set of core skills that were transferable, 

however to provide care to some people with learning disabilities additional skills were 
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required.  With regards to gaining of knowledge, some students from both groups 

indicated that their programme sufficed, providing them with competency. Others in the 

NLDG aligned the lack of education provision to their lack of competence and 

confidence. Students made association with experience and role competency. Those 

who had either family or work experience with this patient group perceived greater 

confidence as did those who had positive clinical placements.  

The final theme was role support and student nurses indicated three factors that 

impacted on this. Many recognised they could access support for specialist services to 

assist them to make reasonable adjustments to the care they delivered in order to 

meet patients’ needs. Conversely, some participants felt the specialist role should go 

beyond giving advice and that they should be providing the care. Students also gained 

support through their mentors and some students indicated they did not always have a 

positive role model in their mentor, also some reflected that busy clinical learning 

environments had a detrimental effect on people with learning disabilities care. 

The findings go some way to enrich previous quantitative findings and expand 

understanding of how therapeutic commitment is experienced, influenced and 

demonstrated by the participants. However, there are limitations to this approach as all 

the data was collated at the one time via a self-administered survey, consequently 

responses were short, and this eliminated any opportunity to explore the findings in 

more depth (Robson 2002). In retrospect, this stage would have been better served by 

carrying out individual interviews or focus groups to allow deeper exploration.  
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Chapter six: Integration of quantitative and qualitative findings 

 

6.1 Introduction 

Mixed methods data analysis has a number of steps. First of all, with the convergent 

design of this study, both quantitative and qualitative data required to be separately 

analysed and validated before moving on to the integration of both sets of results 

(Onwuegbuzie and Teddlie 2003). In order to answer the mixed methods question 

posed in this study, the quantitative and qualitative analyses are merged allowing 

inferences to be drawn (Guetterman et al. 2015).  

 

6.2 Integrated data analysis  

The rationale for this mixed methods approach was to understand the model of 

therapeutic commitment from student nurses’ perspectives, as well as, seek to 

discover any factors that influenced their perceptions, therefore requiring different 

approaches. The data from the qualitative findings was used to confirm the 

quantitative results that were produced. Figure 13, 14 and 15 are joint displays that 

present the merged quantitative and qualitative findings to provide a clear 

understanding of the outcomes of the analysis through a visual medium (Guetterman 

et al. 2015).  

To integrate the findings firstly, the qualitative results were examined to establish if 

they confirmed the quantitative results. This was done by considering the results of the 

quantitative analysis of key concepts of the theoretical framework; namely therapeutic 

commitment, role competency and role support. Then the three qualitative main 

themes were examined to establish their sub themes married any of the quantitative 

results. For example, as demonstrated in Figure 13, when considering therapeutic 

commitment and the core concept of work satisfaction, the quantitative results report 

that NLDG perceive moderated levels of satisfaction whereas the LDG report high 

levels. These findings were then confirmed by the information in sub theme named 

‘Making a Difference’. Both these findings were then entered into the joint display. This 

process continued for all of the quantitative findings. The remaining qualitative findings 

offered new information about therapeutic commitment. 
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6.3 Interpretation of integrated findings 

The information presented in Figure 13 contributed to answering the mixed method 

research question. The question aimed to examine if the qualitative and quantitative 

findings confirmed each other, hence strengthening their integrity, as well as 

expanding the understanding of the theory of therapeutic commitment from the initial 

quantitative phase of the study. This evidence confirmed the quantitative results in 

relation to student nurses’ perceived levels of therapeutic commitment, role 

competency and role support. They inferred that final year student nurses overall are 

therapeutically committed when caring for people with learning disabilities, with 

learning disability student nurses perceiving greater levels than adult and mental 

health student nurses. Both sets of results agreed that learning disability student 

nurses perceived greater work satisfaction caring for this patient group than the other 

two. Similarly, the results were consistent in the view that learning disability student 

nurses were more motivated to provide care and perceived greater task specific self-

esteem when doing so than the other two groups of student nurses. 

When considering role competency, the evidence presented was congruent in the view 

that learning disability nursing students saw caring for people with learning disabilities 

as a legitimate part of their role and indicated they have the necessary skills, 

knowledge and experience to fulfil it, whereas many adult and mental health student 

nurses did not to the same degree. Finally, the two sets of results were harmonious in 

reporting that learning disability student nurses perceived they could source specialist 

support and gain advice more readily than adult and mental health nursing students.  

 

Having considered how the findings compared in relation to therapeutic commitment 

theory, this chapter will now report if the factors that were seen to influence therapeutic 

commitment from the quantitative analysis correspond to those found in the qualitative 

findings. As evidenced in Figure 14, results from both methodological approaches 

were congruent in identifying student nurses perceived the following factors influenced 

their therapeutic commitment; having previously worked with a person with a learning 

disability, having a personal experience, having the opportunity to care for a patient 

with a learning disability whilst on clinical placement and undertaking education on 

caring for people with learning disabilities.  

Figure 15 presents the integrated data analysis that resulted in the creation of new 

knowledge relating to factors that influence therapeutic commitment. This new 

knowledge was not present in the quantitative results, instead were found in the 
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qualitative findings. From the new knowledge created, it is proposed that student 

nurses perceive receiving thanks for the care they provided, positively influences their 

therapeutic commitment. Equally important, the integrated results identified that finding 

the delivery of care a challenge positively influenced the student nurses’ therapeutic 

commitment. Another key point generated was that many LDG and some NLDG 

student nurses believed that people with learning disabilities characteristics positively 

influenced their therapeutic commitment. Conversely, some NLDG student nurses 

perceived certain characteristic they associated with people with learning disabilities 

had a negative effect on therapeutic commitment.  

And the last significant piece of new knowledge proposed was that many student 

nurses from both groups believed the attitudes and qualities held by a nurse 

contributed to the therapeutic commitment they perceived. The qualities included 

being caring, giving dignity and respect, being compassionate, being empathic and 

understanding, having patience and a sense of humour. Furthermore, they reported 

that having the attitudes of being non-discriminatory, non-judgemental and ensuring 

equality contributed to therapeutic commitment they perceived. 

Finally, from the comparison of the integrated findings there were no incidences from 

the results disconfirming or disagreeing with each other.  



122 
 

Figure 13: Joint display of integrated data analysis confirming therapeutic commitment theory 

Key Topic Quantitative findings Qualitative findings 

 

Inferences/Mixed Method 

comparison 

Work 

satisfaction 

NLDG perceived moderate 

and LDG perceived high 

levels of work satisfaction. 

LDG (M=31.18, SD=2.37) 

perceived significantly higher 

levels of work satisfaction 

than NLDG (M=25.75, 

SD=4.04). 

t=-8.95, df=392, p=0.001, 

one tailed. CI 95%=-7.39 - -

4.73, d=1.83 

 

‘The reward you feel when your patient achieves something, 

the look on their face’ – P41 (NLDG student)  

 

‘It’s hard to put into words what I enjoy about this kind of 

work, but often its little things like making an unsettled patient 

settled or getting a smile from a challenging patient that 

makes it so rewarding’ – P154 (LDG student) 

 

‘It can be a rewarding process - as is caring for any patient - 

that allows you to connect with your patient and provide 

patient centred care’ - P319 (NLDG student) 

 

All from subtheme – Making a difference 

 

Confirmation – 

 

Some student nurses in 

both groups expressed 

satisfaction when caring for 

people with learning 

disabilities. However, some 

NLDG students perceived 

they did not gain 

satisfaction solely because 

they were caring for a 

patient with learning 

disabilities. 

Motivation NLDG perceived moderate 

and LDG perceived high 

levels of motivation.  LDG 

(M=26.95, SD=1.43) 

perceived significantly higher 

levels of role legitimacy than 

NLDG (M=20.80, SD=3.48). 

t=-10.65, df=390, p=0.001, 

one tailed. CI 95%=-7.28 - -

5.01, d=2.31 

‘I want to make a difference in their quality of life and the 

barriers they can face throughout the different transitional 

periods they go through’ – P151 (NLDG student) 

 

‘The thing I like the most about working with people with 

learning disabilities is I feel like I am actually making a 

difference’ – P353 (LDG student) 

 

‘I feel just as willing to help someone with LD’s as I would 

someone without’ – P258 (NLDG student) 

 

All from subtheme – Making a difference 

 

Confirmation – 

 

Some student nurses in 

both groups were motivated 

to care for people with 

learning disabilities. 

Nonetheless, some student 

nurses in NLDG were no 

more motivated to work with 

people with learning 

disabilities than any other 

care group. 
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Task 
specific 
self-
esteem 

NLDG perceived moderate 

and LDG perceived high 

levels of task specific self-

esteem. LDG (M=18.62, 

SD=2.10) perceived 

significantly higher levels of 

task specific self-esteem than 

NLDG (M=14.94, SD=2.68). 

t=-8.11, df=394, p=0.001, 

one tailed. CI 95%=-4.58 - -

2.79, d=1.53 

‘I like working with people with learning disabilities because 

there are many health needs and areas to improve on in 

services and health related issues.  This makes me feel 

valued as a nurse and makes me feel I am making a 

difference in improving people with (LD) general life and 

wellbeing’ – P338 (LDG student) 

 

‘It can be a challenge although can boost confidence if the 

patient is satisfied or their quality of life is improved’ – P379 

(NLDG student) 

 

‘I feel I should know more about learning disabilities to aid my 

confidence’ – P171 (NLDG student) 

 

All from subtheme – Making a difference 

 

Confirmation – 

 

Some student nurses in 

both groups perceived 

positive task specific self-

esteem whilst caring for 

people with learning 

disabilities, whereas some 

NLDG students expressed 

negative perceptions.  

Role 

legitimacy 

NLDG perceived moderate 

and LDG perceived high 

levels of role legitimacy. LDG 

(M=29.73, SD=2.78) 

perceived significantly higher 

levels of role legitimacy that 

NLDG (M=25.07, SD=3.73). 

t=-7.37, df=392, p=0.001, 

one tailed. CI 95%=-5.90 - -

3.41, d=1.42 

‘As a LD student nurse it is a fundamental role for me, 

however, all nurses may encounter people with LD, therefore, 

should have appropriate skills’ – P147 (LDG student) 

 

‘Yes, as nurses we have a duty of care towards everyone 

and this should be non-discriminatory’ – P316 (NLDG 

student) 

 

‘It is not something I wish to do on a daily basis, hence the 

Adult Nursing degree’ – P210 (NLDG student) 

All from subtheme – Duty to care 

Confirmation –  

 

Some students from the 

NLDG and all from LDG 

perceived caring for people 

with learning disability is a 

legitimate part of their job, 

some of NLDG disagreed.  
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Role 

adequacy 

 

NLDG perceived moderate 

and LDG perceived high 

levels of role adequacy. 

Student nurses in the LDG 

(M=41.38, SD=3.12) reported 

statistically significant greater 

levels of role adequacy than 

those in the NLDG (M=29.55, 

SD=6.37).  

t=-11.36, df=390, p=0.001, 

one tailed. CI 95%=-13.87 - -

9.78, d=2.40 

‘I feel that I will be equipped with the skills to make a 

difference to people who even now are faced with continual 

barriers’ – P152 (LDG student) 

 
‘Although having general adult skills still apply I wouldn't feel 

fully competent if issues directly related to the particular 

disability arose out with my skill area’ – P133 (NLDG student) 

 
‘Same skills in adult/mental health can be applied to any 

human. Nursing is universal, same skills different group’ – 

P167 (NLDG student) 

 
All from subtheme – Skills and knowledge 

Confirmation – 

 

Some NLDG student 

nurses perceived lower 

levels of role adequacy than 

LDG student nurses. 

Role 
support  

NLDG perceived moderate 

and LDG perceived high 

levels of role support. 

Student nurses in the LDG 

(M=30.28, SD=3.06) reported 

statistically significant greater 

levels of role support than 

those in the NLDG (M=22.04, 

SD=5.10). 

t=-9.51, df=392, p=0.001, 

one tailed. CI 95%=-9.94 to -

6538, d=1.96 

‘I am willing to listen, observe and learn from the 

professionals in this field and use my gained knowledge to 

offer my best care’ – P341 (LDG student) 

From subtheme - Access to support 

 
 ‘I don't feel very confident in caring for this group alone, but 

would feel happy to ask for advice from a more experienced 

nurse/carer or a family on a person’s abilities’ – P298 (NLDG 

student) 

From subtheme - Mentors 

 
 ‘On one ward, however, I was working with a senior nurse 

who seemed very uncomfortable working with a patient with 

learning disabilities.  She was abrupt and dismissive towards 

this patient and appeared to avoid working with this patient 

where possible.  I felt this was very negative and felt the 

patient had been seriously let down by this lack of effort and 

compassion’ – P157 (NLDG student) 

From subtheme - Mentors 

Confirmation –  

 

Student nurses in LDG 

perceived they had greater 

ease of access to support 

when caring for a patient 

with learning disabilities 

than students from NLDG.  
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Figure 14: Joint display of integrated data analysis confirming the factors that students perceived influence therapeutic commitment 

Key Topic Quantitative findings Qualitative findings Inferences/Mixed Method 

comparison 

Previous experience 

of working with 

people with learning 

disabilities 

Student nurses who had experience 

working with people with learning 

disabilities (M=64.47, SD=10.04) 

reported significantly higher levels of 

therapeutic commitment than those with 

no experience (M=58.86, SD=8.32) or 

did not know if they had any (M=55.10, 

SD=7.74); F(2,337)=14.77, p=0.001 

 

Student nurses who had experience 

working with people with learning 

disabilities (M=57.60, SD=9.72) 

reported significantly higher levels of 

role competency than those with no 

experience (M=52.08, SD=8.11) or did 

not know if they had any (M=48.60, 

SD=8.93); F(2,387)=15.01, p=0.001 

 

 

 

 

Therapeutic commitment –  

‘From previously working with service 

users with learning disabilities I have 

built up communication skills including 

Makaton, increased knowledge of how 

body language is used. Also confidence, 

I don’t shy away for people with LD 

(learning disabilities)’ – P183 (NLDG 

student) 

 

 Role competency –  

‘I enjoy working with this group and pre-

university worked as a support assistant 

for people with LD.  This course has 

enabled me to add an academic and 

theoretical framework to the interactive 

skills I have learned while "on the job"’ – 

P150 (LDG student) 

 

All from subtheme - Experience 

 

Confirmation –  

 

Working with people with 

learning disabilities 

increased students’ 

therapeutic commitment 

and role competency. 
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Personal experience  There was a positive correlation 

between having a family member or 

friend with a learning disability and 

perceived levels of therapeutic 

commitment - 

r=-0.25, p=<0.01 

and role competency  

r=-0.25, p=<0.01 

Student nurses who had personal 

relationships with people with learning 

disabilities (M=66.66, SD=10.58) 

reported significantly higher levels of 

therapeutic commitment than those with 

no experience (M=61.31, SD=9.24); 

t(387)=5.06, p=0.001, one tailed. CI 

95%=3.27 to 7.43, d=0.54 

Student nurses who had experience 

working with people with learning 

disabilities (M=59.66, SD=9.71) 

reported significantly higher levels of 

role competency than those with no 

experience (M=54.55, SD=9.29);  

t(387)=4.96, p=0.001, one tailed. CI 

95%=3.09 to 7.14, d=0.54 

Therapeutic commitment – 

‘I have a close family member with a 

learning disability and as a result don’t 

view individuals with learning disabilities 

as anything other than an individual 

person who may require more help with 

some tasks. I feel they often are a 

valuable part of society and in general 

have the same feelings and emotions as 

everyone else- a fact which I find is 

often overlooked’ – P93 (NLDG student) 

 

Role competency – 

‘As a member of my family has learning 

disabilities I feel I have the skills to 

support patients with learning 

disabilities’ – P13 (NLDG student) 

 

All from subtheme - Experience 

 

Confirmation –  

 

Having personal 

relationships with people 

with a learning disability 

increased student nurses 

perceived levels of 

therapeutic commitment 

and role competency. 
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Clinical placement 

experience 

 

Student nurses who had an experience 

caring for a patient with learning 

disabilities on clinical placement 

(M=63.87, SD=9.90) perceived 

significantly higher levels of therapeutic 

commitment than those with no 

experience (M=57.76, SD=9.03) or did 

not know if they have had any 

(M=59.12, SD=8.46); F(2,387)=9.27, 

p=0.001 

 

Student nurses who had an experience 

caring for a patient with learning 

disabilities on clinical placement 

(M=56.98, SD=9.48) perceived 

significantly higher levels of role 

competency than those with no 

experience (M=51.60, SD=9.87) or did 

not know if they have had any 

(M=51.12, SD=8.56); F(2,387)=8.32, 

p=0.001  

 

 

 

Therapeutic commitment and role 

competency - 

‘I have experience of working with 

patients with a learning disability whilst 

on a spoke placement. I found this to be 

extremely rewarding and feel it has 

made an impact on improving my 

practice’ – P7 (NLDG student) 

 

 

‘I don't think we are given enough hands 

on practical experience as adult nurses, 

and I believe in order for adult nurses to 

be efficient in caring for people with 

learning disabilities we should have 

more practical placements in areas that 

care for this group of patients/service 

users’ – P284 (NLDG student) 

 

All from subtheme – Clinical placements 

 

Confirmation –  

 

Having a clinical placement 

where the student nurse 

can provide care to a 

patient with learning 

disability increases their 

perceived levels of 

therapeutic commitment 

and role competency. 
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Educational 

opportunities 

There was a difference in the levels of 

perceived therapeutic commitment 

between those who received education 

of learning disabilities (M=63.65, 

SD=9.43) and those who did not 

(M=61.45, SD=12.10) or were unsure 

(M=60.04, SD=7.83) although not 

statistically significant. F(2,387)=2.67, 

p=0.070 

 

There was a difference in the levels of 

perceived role competency between 

those who received education of 

learning disabilities (M=56.73, 

SD=9.14) and those who did not 

(M=54.95, SD=11.72) or were unsure 

(M=53.38, SD=8.40) although not 

statistically significant. 

F(2,387)=2.18, p=0.115 

Therapeutic commitment - 

‘I feel for adult general nurses, it is a big 

issue and grey area.  Although the 

university offers a LD course, I find a 

lack of training is given to the adult 

branch, therefore, I do not feel confident 

in practice as I would caring for a patient 

without LD’ – P367 (NLDG student) 

 

 

Role competency - 

‘Beyond basic nursing 

assessment/prioritising skills and basic 

human compassion and empathy, I do 

not feel that I have been educated on 

nursing skills particular to patient with 

learning difficulties.  For example, how 

to deal with behavioural changes or 

physiological symptoms related to 

learning disability’ - P308 (NLDG 

student) 

 

All from subtheme – Pre-registration 

education 

 

Confirmation –  

 

Some students from the 

NLDG who did not receive 

any education on learning 

disabilities perceived a 

lower level of therapeutic 

commitment and role 

competency than those 

who have. 
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Figure 15: Joint display of integrated data analysis expanding understanding of factors that influence therapeutic commitment 

Key Topic Quantitative findings Qualitative findings Inferences/Mixed 

Method comparison 

Receiving thanks  Student nurses overall 

reported moderate to 

high levels of overall 

therapeutic commitment 

- 

Whole population 

(M=141.71, SD=21.76), 

LDG (M=178.67, 

SD=10.56),  

NLDG (M=137.88, 

SD=18.86) 

‘Some patients know that they have a disability so 

appreciate your help. It makes me think I know what I'm 

doing is good’ - P 85 (NLDG student) 

 

‘I personally feel they are very grateful for your care, this is 

an aspect that I like as it encourages me that what I'm 

doing is worthwhile’ – P60 (NLDG student) 

 

‘They are grateful that you are working with them, and give 

a sense of achievement’ – P136 (LDG student) 

 

All from subtheme – Making a difference 

Expansion –  

 

The receipt of gratitude 

from patients with 

learning disabilities 

influenced some 

student’s therapeutic 

commitment to care for 

them 

Being challenged by 

the task of providing 

care to a patient with 

learning disabilities 

Student nurses overall 

reported moderate to 

high levels of overall 

therapeutic commitment 

Whole population 

(M=141.71, SD=21.76), 

LDG (M=178.67, 

SD=10.56),  

NLDG (M=137.88, 

SD=18.86) 

‘I find it rewarding and enjoy the challenge as they are 

sometimes un-cooperative, therefore, I have to build 

relationship and try harder for them to co-operate which is 

rewarding at the end when you know they trust you’ – P286 

(NLDG student) 

 

‘I enjoy the varying abilities, the continual challenges and 

how people with learning disabilities are full of surprises!’ - 

P347 (LDG student) 

 

All from subtheme – Making a difference 

Expansion –  

 

Finding it difficult to 

deliver care and then 

achieve the outcome 

the student planned 

contributed to some 

student’s therapeutic 

commitment 
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Student nurses’ 

perceptions of 

nurses’ qualities 

necessary to be 

therapeutically 

committed to people 

with learning 

disabilities  

 

 

 

 

 

Student nurses overall 

reported moderate to 

high levels of 

therapeutic commitment 

Whole population 

(M=141.71, SD=21.76), 

LDG (M=178.67, 

SD=10.56),  

NLDG (M=137.88, 

SD=18.86) 

Qualities of a nurse – 

 

‘A cheerful disposition, a sense of humour, patience, 

persistence, understanding’ - P396 (NLDG student) 

 

‘Knowing they are no less than us and giving dignity and 

respect’ – P46 (NLDG student) 

 

‘The nurse should be compassionate and empathetic.  

They must be very caring and understanding’ – P162 

(NLDG student) 

‘I have the care, compassion, knowledge and 

understanding to be competent in my role’ – P352 (LDG 

student) 

 

All from subtheme – Nurses’ characteristics  

 

 

 

 

 

 

 

 

Expansion – 

 

Some student nurses 

from both groups 

believed certain 

qualities (respect, 

dignity, compassion, 

empathy and 

understanding, a sense 

of humour, patience and 

caring) they had 

contributed to 

therapeutic commitment 

they perceived 

 



131 
 

Student nurses’ 

perceptions of 

nurses’ attitude 

necessary to be 

therapeutically 

committed to people 

with learning 

disabilities 

Student nurses overall 

reported moderate to 

high levels of 

therapeutic commitment 

- 

Whole population 

(M=141.71, SD=21.76), 

LDG (M=178.67, 

SD=10.56),  

NLDG (M=137.88, 

SD=18.86) 

 

 

 

 

 

 

 

 

 

 

 

 

Non-discriminatory attitude – 

‘I feel that general stereotypes surrounding learning 

disabilities ultimately impacts on the care these people 

receive.  I feel people are often misunderstood and as a 

result are not treated in a dignified manner like everyone 

deserves to be as a result of their learning disability’ – P139 

(LDG student) 

 

‘I feel that people don’t understand enough about learning 

disabilities which can cause them to discriminate against 

people who are different’ – P65 (NLDG student) 

 

Non-judgmental attitude - 

‘Not being judgemental or afraid of people with learning 

disabilities means that I can form relationships with patients 

and work well with them’ – P154 (LDG student) 

 

‘Own values should be put aside and the proper care 

should be given to suit individuals’ – P218 (NLDG student) 

 

Ensuring equality - 

‘I feel that they are entitled to exactly the same legal, 

medical, health and social rights and opportunities as 

everyone else, and that I will do everything I can as an LD 

nurse to further this aim’ – P150 (LDG student) 

 

‘They have as much right to healthcare and being treated 

as any other patient’ – P133 (NLDG student) 

 

All from subtheme – Nurses’ characteristics 

 

Expansion – 

 

Some student nurses 

from both groups felt 

certain attitudes (non-

discriminatory, non-

judgemental and 

ensuring equality) they 

had contributed to 

therapeutic commitment 

they perceived 
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Student nurses’ 

perception of positive 

and negative 

characteristics of 

people with learning 

disabilities  

Student nurses in the 

LDG (M=178.67, 

SD=10.56) reported 

statistically significant 

greater levels of 

therapeutic commitment 

than those in the NLDG 

(M=137.88, SD=18.86).  

t=-12.76, df=380, 

p=0.001, one tailed. CI 

95%=-47.07 to -34.50, 

d=2.67 

‘They have got their capacities and strengths that should 

not be ignored and taken into account’ – P122 (NLDG 

student) 

 

‘I love their honesty with no "social safety catch".  People 

with LD tend to say what they are thinking / feeling’ – P168 

(NLDG student) 

 

‘They got a sense of humour, honest group of people’- 

P339 (LDG student) 

 

‘I would like to feel confident in caring for people with 

learning disabilities but sadly I don’t. Some patients have 

very complex health needs and I feel I don't have the right 

communication skills at times in caring for those with 

learning disabilities’ – P35 (NLDG student) 

 

‘I can be unsure of their unpredictability but in general like 

working with them’ – P8 (NLDG student) 

 

‘Mild learning disabilities I've - no problem, I find more 

profound people with learning disabilities harder to care for, 

I'm not comfortable’ – P67 (NLDG student) 

 

‘I feel slightly nervous around people who have autism’ – 

P82 (NLDG student) 

 

All from subtheme – Characteristics of people with learning 

disabilities 

 

Expansion –  

 

Certain characteristics 

of patients (individual 

capacities and 

strengths, sense of 

humour, honesty) many 

LDG and some NLDG 

student nurses 

associated with people 

with learning disabilities, 

increased their levels of 

therapeutic commitment 

 

Particular 

characteristics (severity 

of learning disability and 

behaviours that 

challenge) some NLDG 

student nurses 

associated with people 

with learning disabilities, 

reduced their levels of 

therapeutic commitment 
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Chapter seven:  Discussion 

 

7.1 Introduction 

In this chapter the research findings are summarised. The results are discussed in 

detail with reference to wider research and the emergence of new knowledge, in 

response to the following three questions: 

1. Do final year student nurses perceive they are therapeutically committed to 

people with a learning disability? 

2. Is there a difference between specialist (learning disability student nurses) and 

non-specialist (adult and mental health student nurses) perceived levels of 

therapeutic commitment? 

3. What factors do final year student nurses believe influence therapeutic 

commitment? 

 

This is then followed by a critique of the quality of the study and finally, 

recommendations are made for clinical practice and education, as well as future 

research. 

 

7.2 Summary of key findings 

In this study, final year student nurses’ perceptions of therapeutic commitment to 

people with learning disabilities were explored. The results demonstrated that the 

therapeutic commitment model relating to the care of people with learning disabilities 

can be used for this means.  

Integrated findings evidenced that final year student nurses believe they are 

therapeutically committed when caring for people with learning disabilities. 

Furthermore, learning disability student nurses are more therapeutically committed 

than adult and mental health student nurses. Learning disability nursing students 

perceived they were competent to provide care for people with learning disabilities, 

whereas some adult and mental health student nurses did not. Furthermore, learning 

disability nursing students reported they could access support and gain advice more 

readily than their adult and mental health peers.  
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Factors that significantly influenced therapeutic commitment and role competency 

perceived by all student nurses included having previously worked with a person with a 

learning disability; having a personal experience, having the opportunity to care for a 

patient with a learning disability whilst on clinical placement and undertaking education 

on caring for people with learning disabilities.  

The findings also suggested that receiving thanks for the care they provided and 

finding the delivery of care a challenge influenced the student nurses’ therapeutic 

commitment. Adult and mental health student nurses believed that people with 

learning disabilities characteristics influenced their therapeutic commitment. And 

finally, the attitudes and qualities held by the nurse contributed to the therapeutic 

commitment they perceived. 

 

7.3 Emergence of new knowledge 

This study provides invaluable insights into the predisposition student nurses have to 

engage in a therapeutic relationship with people who have learning disabilities. New 

knowledge has been found. Student nurses, who perceived they were competent in 

their role and knew where they could access support, were more likely to express a 

willingness to engage therapeutically with people who have learning disabilities. We 

now know that learning disability student nurses are more willing and able to engage in 

a therapeutic relationship than their adult and mental health peers. Other emerging 

new knowledge is in relation to the factors that influence student nurses’ therapeutic 

commitment to people with learning disabilities. This study has shown that education 

on learning disabilities and contact with people with learning disabilities through either 

a social or work/education situation improves a student nurse’s therapeutic 

commitment to their patient. We now understand that student nurses can be 

encouraged or deterred by the perceptions they hold about a person with learning 

disabilities individual characteristics which they use to assess if they are able to meet 

the person’s needs.  

 

The integrated findings supported the hypothesis that; final year student nurses 

believe they are therapeutically committed to people with learning disabilities. There is 

currently a dearth of research that has focused on adult and mental health student 

nurses’ disposition to engage in therapeutic relations with people who have learning 

disabilities with some focusing on student nurses’ attitudes. Studies have previously 

focused on attitudes and competence of healthcare staff in general healthcare settings 
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(Brown and Kalaitzidis 2013) but not if they are therapeutically committed. Parallels 

can be drawn to qualitative literature, whereby it is recognised a major consequence of 

a registered adult nurse not perceiving they have adequate skills and knowledge 

creates insecurities which in turn effects the development of a therapeutic relationship 

with a patient with learning disabilities (Sowney and Barr 2006; Flynn et al. 2015; 

Drozd and Clinch 2016). 

  

Previous studies have claimed that nurses’ attitudes to people with learning disabilities 

mirror that of the general public (Selvin 1995; Slevin and Sines 1996; McConkey and 

Truesdale 2000). It has been noted in recent times that the general public’s attitude 

has become more positive (Scior 2011) similarly, it could be argued this study reports 

student nurses also share more positive views. The purpose of this study is to 

measure the therapeutic commitment of adult and mental health student nurses. This 

study used learning disability student nurses for comparison purposes. When 

considering the various components of therapeutic commitment, this study evidenced, 

as hypothesised that there were differences between both groups with adult and 

mental health reporting lower perceived levels of therapeutic commitment, role 

competency and role support than their learning disability counterparts.   

Identifying if a student nurse is therapeutically committed to people with learning 

disabilities is new knowledge that helps us understand if they will have the ability to 

develop a therapeutic relationship that is necessary to provide person-centred care 

and factors that positively and negatively affect it.  Also, the therapeutic commitment 

model can identify where the student perceives any deficits are, providing the 

opportunity to apply strategies to improve.  

 

7.4 Therapeutic commitment 

Ryan et al. (2016) found the achievement of effective patient centred care is 

dependent on the quality of therapeutic relationship between nurse and patient. 

Werner and Grayzman (2011) found students wanted to work with people with learning 

disabilities if they believe it would be beneficial, challenging and enjoyable. When 

considering the construct of therapeutic commitment in this study, student nurses 

perceived they would gain work satisfaction in their role of providing care for people 

with learning disabilities and this in turn increased their willingness to engage 

therapeutically with their patient. Bernal (2004) found student nurses enjoyed 

engaging with people with learning disabilities during placements. On the contrary 
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Lewis and Stenfert-Kroese (2010) identified that nurses feel dissatisfied and not 

confident. Some students from NLDG were indifferent about engaging in a therapeutic 

relationship to people with learning disabilities and perceived the role was no different 

than with any other patient group, aligning with previous studies that have shown that 

student nurses had a preference to care for people with physical disabilities rather than 

learning disabilities (Lewis and Stenfert-Kroese 2010; Mc Conkey and Truesdale 

2000). 

 

This study also found that student nurses were motivated to engage therapeutically 

with people with a learning disability. Having altruistic values influenced the students’ 

therapeutic commitment. Prater and McEwen (2006) noted that one reason for 

choosing a nursing career is the desire to help others. Conversely however, some 

student nurses in this study were also motivated by the positive feedback in the form of 

gratitude they received. Rognstad et al. (2004) also found that student nurses views 

were not entirely altruistic, as they actively sought feedback from the patient in lieu of 

the care provided. The receipt of gratitude nonetheless will encourage and motivate to 

engage in the therapeutic relationship with people with learning disabilities. It is 

important to realise many people with learning disabilities will be unable to verbally 

provide feedback and healthcare practitioners often report issues with communication 

(Sowney and Barr 2006). It could be assumed when student nurses were recalling 

their experiences, the individuals they were engaging with had a mild to moderate 

learning disability. Communication is more complex, with the greater severity of 

learning disability, therefore creating challenges in building therapeutic relationships. It 

could be argued this group also have greater health needs and will access health care 

more often indicating the development of alternative and augmented communication 

skills are paramount. 

 

Another factor that influenced the students’ therapeutic commitment was to perceive 

the episode of care was problematic and challenging for them to achieve. Toode et al. 

(2011) agreed with this notion and noted that nurses are motivated and find 

satisfaction in nursing tasks they are uncertain of and require specific skills they may 

not have. It is argued that although providing care for people with learning disabilities 

can be challenging, student nurses should be given to opportunity with access to 

effective support, to find their own solutions in order to achieve a positive outcome. 

This process can increase the student nurses’ therapeutic commitment if they 

perceived improvement in their confidence, work satisfaction and motivation.  
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7.5 Role competency 

Providing care for people with learning disabilities is every nurse’s business (Scottish 

Government 2012, NMC 2010). Cognition requires to be given to the fact that student 

nurses are at pre-novice level (Dreyfus and Dreyfus 1986) and may not perceive a 

level of competence due to this.  A number of adult and mental health student nurses 

did not perceive that caring for people with learning disabilities was a legitimate part of 

their role. This was not consistent with a previous Canadian study focusing on nursing 

students’ perception of people with learning disabilities, where nearly all of student 

nurses did perceive it was their responsibility (Temple and Murdoch 2012).  In the 

United Kingdom, as there are four fields of practice there is often confusion about who 

is responsible for the care of adults with learning disabilities. People with learning 

disabilities can access all universal physical and mental health services. Role 

confusion can exist when registered learning disability nurses’ roles are not 

understood by their peers (Donner et al. 2010). Some student nurses believed learning 

disability nurses should provide care to people with learning disabilities in acute care 

settings, in Slevin and Sines (1996) study nurses also believed this. This perception 

could be viewed as discriminatory or reflects the lack of confidence the student nurses 

have. This could account for some of the variance between the groups; nonetheless 

many adult and mental health students clearly recognised their professional role.  

 

To fully engage in a therapeutic relationship with a patient the nurse must possess the 

necessary skills and knowledge (Crotty and Doody 2015). Many NLDG student nurses 

reported feeling incompetent, conversely some perceived that nursing skills were 

universal, and no additional or different skills or knowledge is required to provide care 

to people with learning disabilities. These views were similar to some registered adult 

nurses (Melville et al. 2005; Cooper et al. 2014).  Temple and Mordoch (2012) found 

student nurses saw themselves as competent, reporting they believed the participants 

did not fully comprehend the needs of this group due to lack of exposure. Similarly, the 

students within this study may also be in the precarious position described as 

‘unconscious uncompetent’, where they do not know, what they can know (Race 

2004), therefore do not understand the deficits in their skills or knowledge base and 

the effect this can have on patient outcomes. People with learning disability have poor 

care experiences when nurses lack the necessary knowledge and skills which can 

impact on their wellbeing, safety and health (Bradbury-Jones et al. 2013) which can 

have severe consequences for individuals receiving care (Heslop et al. 2013). Studies 

have shown many non-specialist nurses feel uncomfortable caring for people with 
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learning disabilities (Sowney and Barr 2006; Lewis and Stenfert-Kroese 2010; Flynn et 

al 2016) which could lead to avoidance behaviours and that negatively impacts on the 

nurse patient relationship and delivering certain aspects of care (Baxter et al. 2000; 

Lewis and Stenfert-Kroese 2010). Schuengel et al. (2010) have shown that staff whose 

main role is to care of people with learning disabilities often experience stress which 

affects their ability to provide person centred care due to difficulties in communication 

and developing a therapeutic relationship and this is also reported by oncology nurses 

(Flynn et al. 2015). To develop a therapeutic relationship, the nurse must understand 

the patients’ ability to take their part in it (Crotty and Doody 2015). Therefore, having 

the necessary communication skills are vital to effectively develop therapeutic 

relationships and provide person centred care as students highlighted (McCormack 

and McCance 2017). 

 

7.6 Role support 

In this study, role support is the support the student perceives they can access to help 

to effectively care for a patient with learning disabilities.  This support could be from 

someone they viewed as more experienced; a mentor, parent or carer or a specialist 

from the learning disabilities field. It would be expected that student nurses would 

report high levels of role support given the mandatory supervision they receive whilst 

in clinical practice (NMC 2008) and support is crucial for a positive student learning 

experience (Warne et al. 2010). 

 

The LDG reported high levels of support; the reasons for this could be two-fold, firstly 

due to the fact that their mentors were more likely to be learning disability nurses and 

secondly, they may be viewed as more experienced and competent practitioners in 

this field. However, this was not the case for NLDG who reported moderate levels. 

Some students perceived they could not access role support as their mentor was not 

therapeutically committed to this group. Perry (2009) argues that mentors are role 

models who students observe in practice to aid their learning. Learning can be 

intended or unintended (Gaberson and Oermann 2010) and students observe all 

practice, effective or poor. As many registered nurses report a lack of confidence, 

knowledge and skills when caring for people with a learning disability (Lewis et al. 

2016) and it is well documented people have poor experiences in universal healthcare 

services (Michael 2008), undoubtedly student nurses will be observing poor practice 

and will have an effect on their professional socialisation (Price 2009). This includes 
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the acquisition of skills, knowledge, professional identity, and an understanding of the 

cultural norms and values that underpin practice that they may replicate to fit into the 

clinical environment (Malouf and West 2010) or highlight their concerns (Stacey et al 

2011). The quality of any clinical learning environment is seen to be paramount to the 

development of competent and confident nurses (Murphy et al. 2012). In this study, the 

clinical learning environment itself was seen by the students to have an impact on 

mentors’ willingness and ability to engage therapeutically with people with learning 

disabilities due to time constraints and the busyness of the clinical area. Roche et al. 

(2011) echoed this within a mental health context, finding that lack of time had a direct 

effect on therapeutic commitment. In order to learn how to engage therapeutically with 

people with learning disabilities on clinical placement, students require effective 

support from a competent mentor in a quality learning environment (Willis 2012).  

 

Student nurses also reported accessing support from specialists from the field of 

learning disabilities. Learning disability liaison services are seen as an effective model 

to provide support in acute general hospitals to prevent inadequate care (MacArthur et 

al. 2015; Castles et al. 2013), although they are not established in all general 

hospitals. Their primary roles are to coach non-specialist staff when the liaison nurse is 

supplementing care at the point of delivery, advising on reasonable adjustments to 

ensure person centred care and provide formal education training programmes (Brown 

et al. 2010). Evidence shows the effectiveness of these services from the patient with 

learning disability and carers’ perspective. Link nurses from community learning 

disability teams are also viewed as beneficial (Cartlidge and Read 2010; Hastings 

2007). Roche et al. (2011) identified staff viewed supervision and coaching as a 

means of support but not one that improves role competency. It would be interesting to 

understand the views of non-specialist staff that use learning disability liaison nurse 

services in relation to how learning disability liaison services influence their therapeutic 

commitment towards people with learning disabilities. 

Some families and carers perceive the expert knowledge and skills they hold are not 

recognised by healthcare staff (Mencap 2007), whereas others report they are often 

overly relied upon by non-specialist staff to assist in delivering care to people with 

learning disabilities (Backer 2009).  Accessing families and carers for advice about the 

individual is another way of gaining role support that was not identified in this study. 

There is a need for student nurses to understand the role carers can have in 

developing a therapeutic relationship with their patient and being successful in 

delivering person centred care. 
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7.7 Factors that influence therapeutic commitment 

In accordance with the initial aims of this study, factors were found that influenced 

therapeutic commitment. Student nurses who reported having a personal experience 

reported higher levels of therapeutic commitment and role competency. Conversely, 

Klooster et al. (2009) report having a family member with a learning disability did not 

improve students’ attitudes. McConkey and Truesdale (2000) report nurses and 

therapists’ confidence in caring for people with learning disabilities was increased if 

they had a personal experience out with their work situation. However, at the same 

time they report that having an experience in the workplace reduced nurses’ 

confidence. This was a contradiction of the findings of this study where student nurses 

who had an experience with a person with a learning disability either through work or 

clinical placement perceived higher levels of therapeutic commitment and role 

competency than those who had no similar experience. However, Slevin (1995) found 

that having an experience with a person with a learning disability during a clinical 

placement improved a student nurse’s attitude towards this group. Often adult and 

mental health student nurses do not get the opportunity to meet and engage with 

someone with a learning disability as part of their educational programme and when 

they do, it is more likely to be when the individual is unwell during a clinical placement. 

If they did have the opportunity, by seeing the individual in a positive light and 

emphasising their capabilities could result in increasing the NLDG student nurses’ 

therapeutic commitment (Scior 2011). It is suggested that student nurses should have 

the opportunity to interact and engage with people with learning disabilities when they 

are well, out with a clinical environment so they can experience developing a 

relationship with them when the ill person with a learning disability is not experiencing 

the stress of a hospital or clinical environment. 

Also undertaking education on people with learning disabilities increased the student 

nurses’ therapeutic commitment and role competency. These findings were consistent 

with prior studies where education improved knowledge and confidence (Melville et al. 

2005; Rose et al. 2012), whereas other studies report no improvement (Lewis and 

Stenfert-Kroese 2010). As hypothesised the LDG perceived greater levels of 

therapeutic commitment than the NLDG. However, it could be suggested that the LDG 

identified in the main they had received education on learning disabilities as is set by 

the NMC pre-registration education standards (2010) and core to the curriculum, 

however the curriculum the NLDG have undertaken may not have covered this, or in 

enough depth. In this study, some NLDG students reported a range of views on their 

satisfaction with educational experiences that mirrored recent reports (Spinks 2015). 
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The NMC (2017b) have reviewed their standards for pre-registration education. To 

ensure the quality of teaching within adult and mental health programmes, more 

detailed guidance on content, its delivery and how the students’ knowledge is 

assessed pertaining to learning disability care is advocated. Furthermore, quality 

assurance processes currently in place require having a focus on this to ensure the 

learning disability content of curricula is transparent in education delivery. The findings 

of this study also have international nursing relevance. Out with the United Kingdom 

and Ireland, few countries have a learning disability nursing field of practice or 

specialist qualifications and the majority do not recognise the need to have standards 

or educational content relating to learning disabilities in all nursing programmes. 

 

Student nurses in this study perceived people with learning disabilities had individual 

characteristics that increased or decreased their willingness to engage with them 

therapeutically. Both groups expressed stereotypical perceptions where positive 

generalisations that recognised individuality and assets like sense of humour were 

described. On the other hand, negative characteristic generalisations included 

behaviour that challenged the student and severities of the learning disability were 

expressed by NLDG. Comparable views have previously been reported when 

exploring healthcare professionals’ attitudes (Pelleboer-Gunnink et al. 2017). The 

development of a therapeutic relationship relies on the nurse’s understanding the 

individuals’ unique behaviours and mannerisms (Crotty and Doody 2015) which may 

vary depending on how their learning disability and associated conditions have 

manifested. Depending on the severity of the learning disability, will affect the ability 

the individual has to form relationships (Jones and Donati 2009). 

Other studies have reported nurses’ anxiety and concern in relation to managing 

behaviours that challenge them (Sowney and Barr 2006; Merrifield 2011; Drozd and 

Clinch 2016). Often this is related to ineffective communication between both patient 

and nurse, that breaks down the trust they require to share in order to have a 

therapeutic relationship (Schuengel 2010), as well as the skills and knowledge the 

nurse has to effectively support the individual (Cartlidge and Read 2010). Additionally, 

health care professionals tend to overestimate individuals’ ability to comprehend and 

communicate (Martin et al. 2012). 

 

And finally, the attitudes and qualities held by the student nurse contributed to the 

therapeutic commitment they perceived. Students believed having non-judgmental and 

non-discriminatory attitudes, as well as treating people equally were necessary 

attributes to be therapeutically committed to them. Although students held these 
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attitudes they did not fully understand their application to practice. At times when 

working with people with a learning disability, NLDG student nurses perceived that 

treating everyone the same is the inclusive way and were frightened of discriminating 

by saying people were different (Sowney and Barr 2006). Student nurses reported they 

should treat everyone the same, as a way of providing equality and being non-

discriminatory. This view does not consider that person-centred care is not about 

treating everyone the same. The student nurse requires understanding and assessing 

their patients’ individual needs which are different than anyone else’s, if not the 

patients’ needs will not be met. There is a need for positive discrimination where 

reasonable adjustment is made to the delivery of healthcare to ensure equal and non-

discriminatory practice (Marsden and Giles 2017).  

 

Nurses require having the necessary attributes and characteristics to accompany skills 

and knowledge to provide care (Calman 2006). Student nurses saw respect, dignity, 

compassion empathy and understanding, patience and caring as characteristics 

essential to therapeutically engage with people with learning disabilities. All of these 

are interlinked (Department of Health 2010a) and align with the principles of nursing 

practice (RCN 2010) which could be assumed is part of their current educational 

programmes. However, to engage in a therapeutic relationship a student nurse 

requires being self-aware (McCormack and McCance 2010) and recognising if they 

apply the characteristics to practice. Interestingly, having a sense of humour was seen 

as an appropriate quality to possess. Studies have shown the exchange of humour 

between nurse and patient can help the therapeutic relationship between them, 

support communication exchanges, support the reduction in patients’ anxiety and help 

the nurse manage difficult situations with various patient populations (Tatano Beck 

1997) and to attempt to even out the power inequalities between the healthcare 

professional and patient (Scholl 2007). It is suggested in this study student nurses 

used humour to develop a relationship with their patient in a form of communication. 

 

7.8 Limitations of research study 

As a concurrent mixed method study utilising a fixed design, the data were collected at 

one stage. This can be seen as a limitation as the researcher was unsure what the 

quantitative analysis would show, therefore unable to adjust the qualitative approach to 

ensure a greater understanding of the quantitative findings. A flexible, sequential 

approach may have been more beneficial to allow for deeper exploration. Additionally, 
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using a set of open-ended questions requiring a written response to collect the 

qualitative data was restrictive. It produced short, descriptive comments that did not 

allow for in-depth exploration that could have been achieved if an alternative data 

collection method had been used like semi structured interviews or focus groups. In 

order to extrapolate the differences in views of the two groups, separate focus groups 

could have been used with vignettes, then analysed separately, producing two sets of 

distinct views. Nonetheless, if student nurses had been directly questioned about their 

commitment to people with learning disabilities, it would have been professionally 

challenging for them to respond from a negative perspective. Another limitation is the 

use of thematic analysis. Although it is flexible, this flexibility can lead to inconsistency 

and a lack of coherence when developing themes derived from the data, challenging 

the findings trustworthiness. 

Caution should be taken when generalising the results of this study due to the low 

response rate. Findings may be generalizable to student nurses across the United 

Kingdom, as it took place in Scotland where student nurses access a NMC 

standardised undergraduate programme. 

  

7.9 Potential for bias  

The response rate in this study was low at 26.5%. The main reason for this was limited 

access to the study population. Access had to be gained through adult, mental health 

and learning disability university lecturers. It is suggested that some lecturers were not 

fully supportive of the study and did not feel the need to prioritise organising access for 

the researcher to meet the nursing students. The researcher however could have 

discussed these challenges further with the heads of school in an attempt to increase 

access. It is impossible to tell if access was granted to the researcher, if students 

would have engaged with the study. Those who were offered the opportunity to 

partake but declined was mainly due to timing issues. This creates bias in the study 

due to the number of non-responders; therefore, consideration requires to be given to 

the representativeness of the sample.  

During the process of recruitment, gate keeping by a member of university lecturing 

staff and the researcher’s presence at time of data collection may have introduced bias 

to the study, as students may have felt obliged to complete the questionnaire due to 

presence of both. Other future approaches to eliminate this would be to use postal 

surveys.  
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Also, for consideration, as a potential for bias, the participants as student nurses may 

have wanted to be seen as ‘good nurses’. Social desirability bias may have led 

participants to score themselves higher than they truthfully perceived, portraying a 

positive image of themselves. Attempts were made to overcome this, initially the study 

proposed to not ask participants to complete a consent form, with consent being 

implied by the participant making an informed choice and completing the 

questionnaire. This was not approved by the ethics panel in one university. An 

alternative strategy was to ask the participants to leave their uncompleted or 

completed questionnaire in a box so there would be little chance of identification. For 

future use of the LDPQ, it would be beneficial to measure the impact of social 

desirability bias by incorporating a social desirability scale to the instrument (van de 

Mortel 2008).  

Another factor that may have introduced bias to the study was that student nurses 

could have reported on the future skills/knowledge they expected to have rather than 

their present perception, or perceived they were not competent due to their 

undergraduate status. Additional instructions on the LDPQ, asking them to answer 

relating to how they felt today would potentially reduce this. 

The final factor that could have introduced bias was the researchers influence on the 

research. As a novice qualitative researcher, she became familiar with how she 

influenced her research through her individual background and identity which was 

initially a challenge. Nonetheless, she quickly became cognisant that her knowledge, 

experience and values as a learning disability nurse were influencing her thinking and 

rationalising when establishing themes from the data. She had to reflect on her 

decisions and question if she were using prior knowledge, values or prejudices to 

interpret the data or was the is clearly evident. This reflexive stance throughout the 

process improves the quality of the research (Engward and Davis 2015). 

 

7.10 Implications for practice and education 

In a recent commentary in the literature, Northway (2017) makes a plea to the nursing 

profession to enact their professional responsibility to reduce the health disparities 

people with learning disabilities experience in healthcare. It is argued that this study 

provides a contribution by creating new knowledge regarding student nurses’ 

willingness and ability to engage in a therapeutic relationship and the factors that 

influence it. 
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The findings from this study have implications for nursing practice because they help 

us understand how therapeutic commitment exists in nursing practice and what factors 

influence it. Attitudes, qualities and experiences have been identified that link to being 

therapeutically committed to a patient with a learning disability and factors that have a 

positive and negative effect. Identification of these factors in clinical practice and 

development of strategies to manage them will support nurses to engage in a 

therapeutic relationship, enhancing the delivery of effective care interventions resulting 

in positive outcomes for the patient, hence reducing health inequalities which aligns 

with Scotland’s Nursing 2030 Vision (Scottish Government 2017). 

The findings from this study have wider international relevance as globally this growing 

population continue to live longer (Maulik et al. 2011) and experience health 

inequalities (Scheepers et al. 2005, Krahn and Fox 2014). With the mounting 

recognition of the need to develop a nursing workforce with the necessary skills, 

knowledge and attitudes that enables them to be confident in delivering effective and 

inclusive care and to reduce harm to people with learning disabilities in universal 

health services (Michael 2008; Backer et al. 2009; Northway 2017), the implications for 

clinical practice and education are clear and in places well-rehearsed. 

The first is the need for increased awareness and understanding of therapeutic 

commitment of adult and mental health nurses to people with learning disabilities and 

how this related to nursing practice in universal health services. International research 

indicates that people with learning disabilities have poor healthcare experiences as a 

result of non-therapeutic experiences; Australia (Iacono and Davis 2003; Webber et al. 

2010; North America (Wilkinson et al. 2013) and Canada (Lunsky et al. 2011). These 

countries have a generic nurse qualification with no undergraduate specialised field for 

learning disabilities (Lewis et al. 2016). Many of the generic undergraduate 

programmes are seen to be inadequate to prepare adult and mental health student 

nurses as part of their curricula (Hahn 2003; Gardner 2012; Trollor et al. 2016). As the 

foundations of nurses practice are laid at the first stage of education (Beacock et al. 

2015), pre-registration programmes need to be fit for purpose. The model of 

therapeutic commitment used in this study could be seen as part of the solution, to 

shape future curricula and competency frameworks. The findings in this thesis add 

weight to the continual arguments for higher education institution curricula to fully 

embrace the inclusion of knowledge, skills and experience of learning disabilities. 

In the United Kingdom, Spinks (2015) also reports on the variation in the quantity and 

quality of learning disability pre-registration education in adult and mental health 
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programmes. Opportunities exist when student nurses have a positive predisposition 

to care for people with learning disabilities; this provides educators with an important 

foundation on which to continue developing the necessary skills, knowledge, 

experience and personal qualities necessary to provide effective person-centred care. 

In conjunction with emphasising that caring for people with learning disabilities is a 

legitimate part of any adult or mental health nurse role. Therapeutic commitment of 

student nurses can be increased by providing educational opportunities, both 

theoretical and experiential. Aligning with the recommendations from several policy 

and review documents (Michael 2008; Scottish Government 2012; Beacock et al. 

2015), this study provides evidence to support the inclusion of learning disability care 

as an integral part of all pre-registration nursing curricula; in turn this may improve the 

experience people with learning disabilities have when accessing universal healthcare 

services. How this is achieved requires being well thought out. Theoretical delivery on 

learning disability alone will not suffice, as students require to be supported to 

understand people with learning disabilities needs in relation to every part of the adult 

and mental health curriculum and should be assessed on their knowledge. Clinical 

placements that engage in the everyday life of people with learning disabilities, out 

with health services may be disruptive for the individual, as student nurses frequently 

enter and leave their lives, with little benefit to them (Barksby 2014). With this in mind, 

innovative ways to manage this and provide student nurses the opportunity to meet 

and engage are required. Further work could also be done with individuals with 

learning disabilities who support clinical placements to be more involved in the process 

and ensure it is meaningful for them, for example co-produce learning outcomes, be 

part of the assessment of the student and evaluation process of the placement. 

It is also recommended that people with learning disabilities co-design and deliver pre-

registration curriculum for all nursing programmes, providing opportunity for educators 

and students to engage with individuals and appreciate the value and expertise they 

bring (Smith et al. 2016). This is an alternative learning opportunity for students and 

educators who may have little experience with this group themselves to influence their 

therapeutic commitment. From this study, it is suggested the curricula pertaining to 

learning disability care should include social model of disability, developing therapeutic 

relationships, providing person centred care, role of family and carers, augmented and 

alternative communication, consent, differing health needs, positive behaviour support, 

making reasonable adjustments to care in line with legislation, understanding the role 

of learning disability nurses and accessing learning disability services to gain specialist 

support and advice. 



147 
 

Kwiatek (2016) advocates for improvements to pre-registration education solely from 

an academic perspective, however it must be remembered that half of student 

education is in clinical practice. The challenge is for all nurses to flexibly, creatively 

and effectively deliver high quality care to people with learning disabilities accessing 

their services. Student nurses in this study had mentors who were unable to offer them 

the necessary support to provide effective care to their patient, impacting on their 

therapeutic relationship and ultimately patient care and student learning.  

A plethora of recommendations echo the same message (Michael 2008; Backer et al. 

2009; Hemm et al. 2015; Lewis et al. 2016) and highlight the need for all healthcare 

staff to be educated so they can be confident and competent when providing care to 

people with learning disabilities. This study supports this recommendation. As it has 

been established education on learning disabilities increases student nurses’ 

therapeutic commitment and role competency, LDPQ could be used as measurement 

to test the effectiveness of an educational intervention with any non-specialist 

healthcare professionals. Again, as having contact with a person with learning 

disabilities increases therapeutic commitment, engaging or employing them to deliver 

education, co-produce learning opportunities and experiences in primary and acute 

general and mental health care settings enhance the development of skills, knowledge 

and attitudes (Tracy and Iacono 2008; Black and Roberts 2009; Bollard et al. 2012) 

and support staff to develop a therapeutic commitment to this patient group. 

The model of therapeutic commitment to people with learning disabilities could apply to 

wider issues like the recruitment of nurses to clinical practice. The model could be 

used to understand the nurses’ therapeutic orientation, skills and knowledge of people 

with learning disabilities in areas where they frequently attend, for example general 

practice. Furthermore, it could be used as an evaluation tool in universal healthcare 

services to explore staff views on caring for people with learning disabilities. 

 

7.11 Implications for future research 

There is a paucity of literature pertaining to person-centred care for people with 

learning disabilities out with the learning disability field. There is a need for more 

research into person centred care by adult and mental health nurses, how it is 

delivered and how they perceive it. This study provides an understanding of 

therapeutic commitment which is an essential predisposition held by a nurse before 

person centred care can be delivered. This study focuses on the student nurse 

perspective, which is only one side of the therapeutic relationship. Understanding 
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people with learning disabilities and their families’ views of the therapeutic relationship 

and the care they experience is important. Brown et al. (2016) have considered 

operationalising person centred care from the perspective of the learning disability 

liaison service that supports adult nurses. Many have looked at hospital and care 

experiences (Gibbs et al. 2008; Fox and Wilson 1999; Hart 1998) but none have tried 

to understand what people with learning disabilities or their families view as person 

centred care provided by adult or mental health nurses. Howieson (2015) reported 

people with learning disabilities want to experience effective therapeutic relationships 

with adult nursing staff.  McCance et al. (2008) advocate the need to understand what 

the patient view of caring is and use this to make changes to nursing practice. For that 

reason, we need to consider what people with learning disabilities understand of 

therapeutic commitment and their relationship with the nurse providing their care which 

will in turn contribute to the understanding of person centred care for this patient 

group. 

People with learning disabilities care in acute hospital settings is enhanced when 

learning disability liaison nurses are part of the care team (McArthur et al. 2015), it 

would be interesting to evaluate this service using the LDPQ to measure the 

therapeutic commitment of adult nurses who use the liaison service and those who do 

not. It could be hypothesised that learning disability liaison services provide them with 

role support and education and coaching which would increase their role competence 

and in turn influence their therapeutic commitment towards people with learning 

disabilities. 

The LDPQ is based on the theory of therapeutic commitment which is a pre-requisite 

to developing a therapeutic relationship with a person with a learning disability. 

Throughout this study person centeredness has played a key part as the aim of 

developing a therapeutic relationship with a patient. Future use of the LDPQ would 

benefit from additions to explore the process of care delivery and the care environment 

leading to a greater understanding of person-centred care to this patient population.  

 

7.12 Conclusion 

In conclusion, within this thesis the rationale for the mixed method study and the 

methodology used are described.  This is the first study specifically focussing on the 

perceptions of final year student nurses’ therapeutic commitment to people with 

learning disabilities. The use of the LDPQ as a tool that can generate data and provide 
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indicators that is useful in the development of a therapeutic relationship between a 

non-specialist student nurse and a patient with learning disabilities. Further 

understanding of therapeutic commitment can be explored to support the quantitative 

findings. The conclusions drawn in this thesis are significant for both practice and 

education and should improve the delivery of person-centred care to people with 

learning disabilities in universal health services. Furthermore, developing and using 

measures that can provide such insights into nursing practice is important in 

demonstrating effectiveness and identifying areas for improvement.  
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Appendix 1 

 

Example of search strategy used in CINAHL 
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Appendix 2 

 

Search strategy 
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Appendix 3 

Ethical Approval Process 

In April 2012, contact was made with the Head of School within each university to gain 

their permission to have their university and students involved in the research, enquire 

about their School’s ethics approval processes, as well as establishing a link person to 

assist with data collection. Each Head of School or nominated person responded in 

agreement with the requested information. Two universities ethics committees were 

satisfied to receive confirmation of ethical approval from the University of Stirling ethics 

committee, however one university requested full submission to their panel.  

The full ethical approval process was embarked upon through University of Stirling 

School of Nursing, Midwifery and Health Research Ethics Committee (SREC) by the 

submission of School Ethics Research Committee application form, research protocol 

and supporting documents.  At the same time approval was also sought from Robert 

Gordon University (RGU) School of Nursing and Midwifery School Ethics Review 

Panel. 

The SREC responded first and amendments were advised as they expressed 

confusion about the proposed recruitment process. The research protocol and 

information sheet was amended with a more detailed process, replacing the 

introduction letter with a verbal explanation of the study by the researcher prior to data 

collection. Additionally, an electronic poster providing information that would be 

published on each universities student e-noticeboard was included which led to 

approval being granted. The letter of approval from the SREC along with the amended 

research protocol and supporting documents were shared with other three universities 

ethics committees for information and approval.  

RGU School Ethics Review Panel then gave their outcome and the proposal was 

approved subject to several amendments. The first request was for clarity on the data 

collection process similar to SREC, the amendments to the protocol submitted to 

SREC responded to this. The second concern was in relation to the role of the 

personal tutor if students required further support. It was agreed that personal tutors 

would be briefed on the research prior to the period of data collection. The third area of 

concern related to my role as a researcher/clinical doctorate student and my 

employment as a Consultant Nurse for NHS Grampian and Associate Lecturer with 

RGU, therefore additional information was added to the information sheet to inform the 

participants of my occupation and to inform participants that their involvement with the 
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study would not have any effect on the future academic or clinical journey as a student 

or registered nurse. The final area questioned by RGU was why I was seeking to know 

which university the student attended. It was explained that I intended to draw 

comparisons between the levels of therapeutic commitment shown by adult and 

mental health student nurses from universities that delivered the learning disability 

nursing programme and those who did not. These amendments and rationales were 

accepted and ethical approval granted. The amendments required to meet approval at 

the RGU ethics panel then were shared with the other three Ethics Committees to 

ensure they were satisfied with the changes. Approval was granted from Glasgow 

Caledonian University (GCU) without any amendments.  

Edinburgh Napier University Faculty of Health and Life Sciences Ethics Committee 

then responded requesting that I gain consent from each participant as this was a 

requirement of approval of any study within their university. Throughout the ethics 

process I had considered the reading of the participant information sheet and 

completion of the questionnaire as implied consent. I discussed this with my 

supervisors and agreed since ENU were one of the two universities in Scotland who 

deliver undergraduate learning disability nursing programme, the risk of not being able 

to recruit learning disability student nurses was too great. Therefore amendments were 

made to the study protocol, participant information and a consent form was introduced. 

Completing a consent form may have altered the dimension of anonymity I had 

planned to have in the study, as a result of this other measures were put in place to 

achieve anonymity. For example, the consent form and questionnaire were different 

documents with the same index number entered on both. These were kept separately 

and securely with little requirement to access the consent form holding the participant’s 

name. Also, this information was only used for the purpose of consent and did not 

feature in the data set in any way. Again, these changes had then to be communicated 

to the other three universities ethics committees, who accepted them. Annual progress 

reports were provided to the University of Stirling. 
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Appendix 4 

 
Email Heading - Calling all (adult, mental health and learning 

disability) final year student nurses!! 
 
 
Dear Student Nurses, 

 
I am currently doing the Doctor of Nursing programme at University 

of Stirling and I am looking to recruit final year adult and mental 
health and learning disability student nurses for my study. 

 
I would like to invite you to take part in a research study to look at 

student nurse’s perceptions of working with patients who have a 
learning disability. 

 
 The study is aimed at all adult, mental health and learning 

disability student nurses in their final year of nurse education. 
 

 The questionnaire will take approximately 15 minutes to 

complete and may support you to reflect on your practice with 
people who have learning disabilities. 

 
 I will attend one of your classes on the 9th of October to hand 

out the questionnaires.  
 

 Please read the information sheet attached to this email 
 

 If you want more information, contact June Brown, 
j.g.brown@stir.ac.uk. 

 
Thank you  

 
June Brown 

 

 
 
 

 

 

 

 

 

 

    

mailto:j.g.brown@stir.ac.uk
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                       Appendix 5 

       

PARTICIPANT INFORMATION SHEET 
 

Study Title: Final year pre-registration student nurses perceptions of working with 
patients who have a learning disability 
 

 

 

 

 

 

 

 

What is the purpose of the study? 

The aim of this study is to measure the level of therapeutic commitment shown by final 
year student nurses when working with patients who have a learning disability. 
Therapeutic commitment is the positive attitude towards working with patients who 
have a learning disability. 

Why have I been chosen? 

The study requires having participants who are final year student nurses from the 
fields of adult, mental health and learning disabilities who are studying in a Scottish 
University. Also, you will have worked in a clinical environment where a person with a 
learning disability may have accessed care.  

Do I have to take part? 

No. Participation is entirely voluntary.  If you do wish to participate, you will be given 
this information sheet to keep and be asked to complete a consent form then a short 
questionnaire.  

 

If you do not wish to take part it would be helpful if you could return the questionnaire 
uncompleted. 

What will happen if I take part in the study? 

If you wish to take part in the study you need to read this information sheet and be 
satisfied that you have a clear understanding of its contents. Then you complete a 
consent form and a questionnaire then return them both to the researcher on the day 
they attend your university within the next week. The questionnaire will ask you 
demographic questions as well as questions regarding your views about providing care 
for people with learning disabilities.  Your involvement with this study will have no 

You are invited to take part in a research study. The researcher will attend one of 

your classes in the next week to give you an opportunity to take part and hand out the 

questionnaire. Before you take part, it is important for you to understand why the 

research is being done and what it will involve. 

Please take time to read the following information carefully and discuss it with others 

if you wish. Ask if there is anything that is not clear or if you would like more 

information. 

 

Thank you for reading this. 



187 
 

detrimental effect on your future academic or clinical journey as a student or registered 
nurse. 

What are the benefits of taking part? 

The benefits of the study are that areas of good practice may be highlighted and there 
is an opportunity for you to reflect on your current practice and future learning needs. 

Will my taking part in this study be kept confidential? 

All information that is collected from you during this survey will be kept strictly 
confidential and anonymous. Questionnaire data will be securely stored under lock and 
key and will be destroyed after five years. 

What will happen to the results of the research study? 

The results of this study will be used as part of a Doctor of Nursing thesis and will also 
be presented at conferences and published in academic journals. The anonymity of all 
respondents will be guaranteed.  

A summary of the findings will be made available in July 2014, which you will be able 
to access via the Learning Disability webpage, Keeping Up to Date section on the 
Learning Disability MKN portal, access at 
http://www.knowledge.scot.nhs.uk/home/portals-and-topics/learning-disabilities-
portal.aspx. 

Who has approved this study? 
 
The University of Stirling Research Ethics Committee has approved this study and the 
University where you are currently studying has given permission for this study to take 
place. Following this your local university has considered the ethical approval and 
given permission for the study to take place. 
 
Contact Details 
 
If you need further information or wish to discuss any aspect of the study please 
contact June Brown who is the researcher for this study and also a Consultant Nurse 
in Learning Disabilities who supports student nurse education – 
 
June Brown, Unit 12 & 13, The Green, Berrymuir Road, Portlethen, Aberdeen. AB12 
4UN. Tel. no. – 01224 785083.  Email – j.g.brown@stir.ac.uk 
 

If you require contacting the University of Stirling concerning this study, please contact 
the Clinical Doctorate Programme Leader – 

Dr Kathleen M Stoddart, Clinical Doctorate Programme Director 

Department of Nursing and Midwifery (Room 3S6), University of Stirling,  

Stirling, FK9 4LA 

Tel. No - 01786 466395 

Email – k.m.stoddart@stir.ac.uk 

 

Thank you for taking part in this study. 

http://www.knowledge.scot.nhs.uk/home/portals-and-topics/learning-disabilities-portal.aspx
http://www.knowledge.scot.nhs.uk/home/portals-and-topics/learning-disabilities-portal.aspx
mailto:j.g.brown@stir.ac.uk
mailto:k.m.stoddart@stir.ac.uk
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Centre Number: 
Study Number: 
Participant Identification Number for this study: 
 
 

CONSENT FORM 
 

 

TITLE : Final year pre-registration student nurses perceptions of working with patients 
who have a learning disability 
 
 
 
 Name of researcher:     June Brown 

                                                                                                                 Please initial box 
 

                
1. I confirm I have read and understood the information sheet dated June 

2012 (version 3) for the above study. I have had the opportunity to consider 
the information, ask questions and have had these answered satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my legal rights 
being affected. 

 

3. I agree to take part in the above study.  
 

 

 

4. I understand that all data will remain confidential to the research team. 
 
_________________________    __________________                     ___________________ 
Name of Participant                       Date                                                 Signature of Participant 
 
 
 
_________________________     _____________________                _______________ 
Name of person taking consent      Date                                                       Signature 
 

 
 
Contact details of the researcher: Unit 12 & 13, The Green, Berrymuir Road, 
Portlethen, Aberdeen. AB12 4UN. 
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Appendix 6 

Initial alterations made to questionnaire statements 

 

 

Statement MHPPQ LDPQ Rationale for alteration 

1 I feel I know enough 

about the factors which 

put people at risk of 

mental health problems 

to carry out my role 

when working with this 

client group. 

I feel that I know enough 

about the different 

causes of learning 

disabilities to carry out 

my role when working 

with this patient group. 

Focus on knowledge of 

antecedents to mental 

health ill health did not fit; 

reworded to focus on 

knowledge on the causes 

of learning disabilities, 

contributing to the role 

competency construct. 

3 I feel I can appropriately 

advise my patients 

about mental health 

problems. 

I feel that I can 

appropriately advise 

patients about health 

issues related to their 

learning disability. 

Learning disability is a 

condition not an illness, 

adjusted to question on 

health knowledge linking 

to role competency. 

4 I feel that I have a clear 

idea of my 

responsibilities in 

helping patients with 

mental health problems. 

I feel that I have a clear 

idea of my responsibilities 

when nursing patients 

who have a learning 

disability. 

‘Helping’ was changed 

with ‘nursing’ as aimed at 

nurses and their role 

within the hospital setting. 

5 I feel that I have the 

right to ask patients 

about their mental 

health status when 

necessary. 

I feel that I have the right 

to ask patients and/or 

their carer about their 

learning disability where 

appropriate. 

‘And/or carer’ added to 

statements as the people 

with a learning disability 

may have limited 

comprehension and 

communication skills, so 

in practice  a carer may 

be the person  a nurse 

would communicate with. 

6 I feel that my patients 

believe I have right to 

ask them questions 

about mental problems 

when necessary. 

I feel that my patients 

and/or their carer believe 

I have the right to ask the 

questions about the 

nature of their learning 

disability where 

appropriate. 

7 I feel that I have the 

right to ask a patient for 

any information that is 

relevant to their mental 

health problem. 

I feel that I have the right 

to ask a patient and/or 

their carer for any 

information that is 

relevant to the patient’s 

learning disability where 

appropriate. 

11 I am interested in the 

nature of mental health 

problems and the 

treatment of them. 

I am interested in the 

provision of services for 

people with learning 

disabilities. 

Aligned to the motivation 

construct, reworded to 

remain focused on nurses 

motivation to care for 

people with learning 

disabilities. 
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Appendix 7 

LDPQ Expert Panel Review 

Thank you for agreeing to support the development of the Learning Disability Perception 

Questionnaire (LDPQ). 

The questionnaire is developed on the theory of therapeutic commitment. It is theorised that 

that therapeutic attitude and commitment are influenced by practitioners’ concepts of role 

adequacy, role legitimacy and role support (Shaw et al. 1978). Furthermore, it proposes that 

the practitioner (in this study student nurses) requires to exhibit warmth and empathy 

towards their client to allow the necessary effective interpersonal intervention to take place 

and by being willing and being able to do this is a function of therapeutic commitment.  

Therapeutic commitment is influenced by the non-specialist’s self-perception of their role 

competency and role support whilst working with a certain client group. Role competency is 

associated with the non-specialist’s perception that working with this client group is integral 

to their role, as well as perceiving they have the appropriate skills and knowledge to carry out 

the role effectively. In addition, role support is associated with the support the non-specialist 

perceives they can receive or access from specialist staff to carry out their role.  

Therapeutic commitment is primarily a humanist view, similar to the work of Rodgers (1957) 

where the helper’s attitude, cognition and behaviour have an influence on the client’s growth.  

Studies with other patient groups have established a link between high levels of therapeutic 

commitment, role competency and role support and effective healthcare interventions 

(Albery et al. 2003; Clark et al. 2005; Lauder et al. 2000, Watson et al. 2005). They propose 

that by exhibiting high levels of therapeutic commitment this reduces the patient’s insecurity, 

leading to accomplishment of an effective intervention 

The diagram below illustrates the theory. 

 

 

 

 

 

 
 

 

 

Increased 
effectiveness 

      

 

Improved 
patient 

outcomes 

 

Therapeutic 
Commitment 

Role Support  

Role Competency 
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1. Definitions of each construct being measures 

Therapeutic commitment (TC)  

Therapeutic commitment scale aims to measure the willingness of participants to engage 

therapeutically with patients who have learning disabilities. It is made up from motivation, 

task specific self-esteem and work satisfaction. They are defined as follows - 

Motivation - The motivation subscale aims to measure the level of motivation participants 

have to care for people with learning disabilities 

Task specific self-esteem subscale is examining the participants’ levels of self-esteem when 

working with patients who have a learning disability 

Work satisfaction subscale aims to measure the expected level of work satisfaction 

participants will perceive when caring for patients with learning disabilities 

Role competency (RC)  

Role competency scale aims to measure the participants’ perceived ability to offer effective 

therapeutic interventions when providing care to patients with learning disabilities and belief 

it is their role to do this. It is made up from role adequacy and role legitimacy. They are 

defined as follows - 

Role adequacy subscale aims to measure the participant’s perception that they have the skills 

and knowledge to care for patients with learning disabilities 

Role legitimacy subscale aims to measure if participant believes caring for someone with a 

learning disability is part of their job 

Role support (RS) 

Role support scale purports to measure participants’ perceived ease of access to specialist 

support 

1. Review of Scale Items 

From Section B of the LDPQ you will find 29 statements. Each statement aligns with a subscale 

and scale as described in the table below.  

Scale Subscale Statements relating to 
scale/subscale 

Therapeutic commitment Motivation 11, 13, 17 & 16 which is 
negatively framed 

Task specific self esteem 12, 18, 29 

Work satisfaction 21, 22, 24, 25 & 23 which is 
negatively framed 

Role competency Role adequacy 1,2,3, 14, 15, 28, 29 

Role legitimacy 4,5,6,7,20 

Role support Role support 8,9,10,26,27 
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Please review each statement and consider the following –  

a) Does the statement make sense and would a student nurse understand them? 

b) Does it reflect the construct they are trying to measure? 

c) If, not can you suggest alternatives? 

 

2. Open-ended questions review 

Within Section C of the LDPQ, eight open ended questions have been developed to again 

encapsulate the theory of therapeutic commitment. Again please evaluate the following –  

a) Do the questions focus on therapeutic commitment, role competency and role 

support? 

b) Do they make sense and would a student nurse understand them? 

c) If, not can you suggest alternations or alternatives? 

Questions 

1. What skills do you need to care for patients with learning disabilities? 

2. How do you feel about patients with learning disabilities? 

3. What support can you access to help you care for patients with learning disabilities? 

4. What makes you confident to care for this group? 

5. What motivates you to care for people with learning disabilities? 

6. What attributes do you think you need to care for people with learning disabilities? 

7. What do you like about caring for people with learning disabilities? 

8. Do you think caring for people with a learning disability should be part of your role? 

 

3. Evaluate the entire questionnaire  

Last request when we have reached agreement on parts 1 and 2; I will send you the draft 

LDPQ. 

a) Could you please examine the questionnaire?  

b) Does it work?  

c) Are there adequate instructions?  

d) Does it make sense?  

e) Is there anything missing? 

 

Please send all responses to everyone on the distribution list of the email so thoughts and 

ideas can be shared and discussed. 

Thanks all again!! Much appreciated. 
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Appendix 8 

Pilot Evaluation Sheet 

The questionnaire you have completed was part of a pilot to ensure the form is suitable to be used in a wider study and yours will not be used in 

the wider study. To ensure the tool is useable, I would be grateful if you could respond to the following questions – 

Please tick √ the box which best suits your response to the question. Then add a comment in the box to support you answers. 

Question Agree Neither 
Agree or 
Disagree 

Disagree Comments 

The instructions on how to complete the 
questionnaire are clear. 
 

    

I clearly understand how to complete the 
questionnaire. 

    

I understand what the questions are asking. 
 

    

The questions are presented in a readable 
fashion. 

    

The language used is easy to understand. 
 

    

The questionnaire is easy to complete. 
 

    

The layout and font of the questionnaire 
allows it to be easily read. 
 

    

The questionnaire took no longer than 15 
minutes to complete uninterrupted. 

    

 

Thank you for taking the time to complete this form.



 

 

               Appendix 9             

 
 
 

 

 

Learning Disability Perception Questionnaire 
 

CODE BOOK 

 

 

 

This questionnaire has been devised to identify the opinions of final year student 

nurses regarding certain issues related to their involvement with people who 

have learning disabilities. 

 

The following questions will identify the level of therapeutic commitment a student 

nurse has when caring for a patient/client with a learning disability. 

 

Therapeutic commitment is the positive attitude shown towards people with 

learning disabilities which includes the student nurses’ motivation to work with 

this care group, support they have received to provide this care and how 

confident and competent they feel providing this care. 

 
 
 

 

 

 

The questionnaire has 3 sections – A, B & C. Please complete all sections. 

 

 

 

 

Thank you for your kind co-operation 
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SECTION A 

(Please tick the box the appropriate boxes) 

1. (a)  Male     1 (b) Female    2                      99- No answer  

 

2. Please enter your age as of the 31st of December 2012? 

 

 

3. Which field of nursing are you studying? 

Adult     1    Mental Health  2 

Learning Disability   3        

 

4. Which university are you studying at? 

Edinburgh Napier               1       Glasgow Caledonian        2   Robert Gordon 3 

Stirling          4 

 

5. Do you currently or have you previously worked with people who have a learning disability?  

Yes               1         No                      2                      Not sure 3 

                              

6. Do you have a family member or a personal friend who has a learning disability? 

Yes                 1                                  No 2 

  

7. During your pre-registration nursing programme have you had any university teaching on 

 learning disabilities? 

Yes                          1                   No               2         Not sure 3 

    

8. During the clinical placement element of your pre-registration programme, have you had  

the opportunity to care for someone with a learning disability? 

 

      Yes                1                               No            2                Not sure 3 

9. Are you satisfied with the a) university teaching (including online learning) and  
b) learning obtained in clinical practice on caring for people with a learning disability during  
your pre-registration programme? Please tick in the appropriate box 

 Very 
satisfied 

Satisfied Neither satisfied/nor 
dissatisfied 

Dissatisfied Very 
dissatisfied 

a) University teaching 
(including on line) 

5 4 3 2 1 

b) Learning in clinical 
practice 

5 4 3 2 1 

 

 



 

SECTION B 

 

 

In this section you will be asked to give your opinions on your involvement in nursing people who 

have a learning disability. 

 

  

 

 

For many statements there are no correct answers and it is important that you try to answer as 

closely as possible how you feel. 

 

 

You will be asked to comment on 29 statements and asked to rate how you feel on a scale from - 

 

 

 

 

                         Strongly Disagree    to                  Strongly Agree.  

 

 

 

 

 

Please  circle  the response, which best indicates how you feel. 
  

 
 
 
 
 
 
 
 
 

 

7 1 



 

SECTION B 
        1  2  3    4  5  6    7 

 STATEMENT STRONGLY 
DISAGREE 

QUITE 
STRONGLY 
DISAGREE 

DISAGREE NEITHER 
AGREE OR 
DISAGREE 

AGREE QUITE 
STRONGLY 

AGREE 

STRONGLY 
AGREE 

 
 
1 
 

 
I feel that I know enough about the different 
causes of learning disabilities to carry out my 
role when working with this patient group. 
 

 
1 

  
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
2 
 
 

 
I feel I know how to treat people with learning 
disabilities. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
3 
 

 
I feel that I can appropriately advise patients 
about health issues related to their learning 
disability. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
4 
 

I feel that I have a clear idea of my 
responsibilities when nursing patients who have 
a learning disability. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
5 
 

 
I feel that I have the right to ask patients and/or 
their carer about their learning disability where 
appropriate.  
 

 
1 

 
2 

 
3 

 
4 

  
5 

 
6 

 
7 

 
6 

I feel that my patients and/or their carer believe I 
have the right to ask the questions about the 
nature of their learning disability where 
appropriate. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 



 

 

 

 STATEMENT STRONGLY 
DISAGREE 

QUITE 
STRONGLY 
DISAGREE 

DISAGREE NEITHER 
AGREE OR 
DISAGREE 

AGREE QUITE 
STRONGLY 

AGREE 

STRONGLY 
AGREE 

 
 
7 
 

 
I feel that I have the right to ask a patient and/or 
their carer for any information that is relevant to 
the patient’s learning disability where 
appropriate. 

 
1 

 
2 

 
3 

 

 
4 

 
5 

 
6 

 
7 

 
 
8 
 

 

 
If I felt the need when working with patients with 
learning disabilities I could easily find someone 
with whom I could discuss any personal 
difficulties I might encounter. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
 
9 
 
 
 

 
If I felt the need when working with patients with 
learning disabilities I could easily find somebody 
who would help me clarify my professional 
difficulties. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
 

10 
 

 
If I felt the need I could easily find someone who 
would be able to help me formulate the best 
approach to a patient with a learning disability. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
11 
 

 
I am interested in the provision of services for 
people with learning disabilities. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
 

12 
 

 
I feel that I am able to work with patients with 
learning disabilities as effectively as other 
patients who do not have learning disabilities. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 



 

 STATEMENT STRONGLY 
DISAGREE 

QUITE 
STRONGLY 
DISAGREE 

DISAGREE NEITHER 
AGREE OR 
DISAGREE 

AGREE QUITE 
STRONGLY 

AGREE 

STRONGLY 
AGREE 

 
13 
 

 
I want to work with patients with learning 
disabilities. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
14 

 
I have the skills to work with patients with 
learning disabilities. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
15 
 

 
I feel that I can assess and identify the nursing 
needs of patients who have a learning disability. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
16 
 

 
I feel that there is nothing I can do to help 
patients with learning disabilities. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
17 
 
 

 
I feel that I have something to offer patients with 
learning disabilities.  
 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
18 

 
I feel that I have much to be proud of when 
working with patients with learning disabilities. 
 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 

  

 

 



 

  
STATEMENT 

 
STRONGLY 
DISAGREE 

 
QUITE 

STRONGLY 
DISAGREE 

 
DISAGREE 

 
NEITHER 

AGREE OR 
DISAGREE 

 
AGREE 

 
QUITE 

STRONGLY 
AGREE 

 
STRONGLY 

AGREE 

  

 
19 
 

 
I feel that I have a number of good qualities to 
work with patients with a learning disability. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
20 
 

 
Caring for people with learning disabilities is an 
important part of a general (adult) nurse’s role.  
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
21 
 

 
In general, one can get satisfaction from working 
with patients with learning disabilities. 
 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
22 
 

 
In general, it is rewarding to work with patients 
with learning disabilities 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
23 
 
 

 
I often feel uncomfortable when working with 
patients with learning disabilities. 
 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 

  

 

 

           

 



 

 
 

STATEMENT STRONGLY 
DISAGREE 

QUITE 
STRONGLY 
DISAGREE 

DISAGREE NEITHER 
AGREE OR 
DISAGREE 

AGREE QUITE 
STRONGLY 

AGREE 

STRONGLY 
AGREE 

 
24 
 
 

 
In general, I feel that I can understand patients 
with learning disabilities. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
 

25 
 

 
 
On the whole, I am satisfied with the way I work 
with patients with learning disabilities.  
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
26 
 

 

 
When working with patients with learning 
disabilities I receive adequate supervision from a 
more experienced person. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
 

27 
 

 

 
When working with patients with learning 
disabilities I receive adequate on-going support 
from colleagues. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
28 

 
I feel on the whole I can communicate effectively 
with patients who have a learning disability. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
29 

 
I feel I have sufficient knowledge about the 
different health problems patients with learning 
disabilities can have. 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 

 



 

SECTION C 
 

In this section, the researcher is interested to hear your views as a student nurse on caring for people with a 
learning disability. 

 
Please answer the questions below as fully as possible 

 
 

1. What do you like about caring for people with learning disabilities? 

 

 

 

 

 

 

 

2. What skills do you have to support patients who have learning disabilities? 

 

 

 

 

 



 

3.  Do you think caring for people with a learning disability should be part of your job? 

 

 

 

 

 

 

 

 

 

 

 

4.  How do you feel about people with learning disabilities? 

 

 

 

 

 

 

 



 

5. What makes you competent to care for this care group? 

 

 

 

 

 

 

 

 

6. What attributes and/or values do you think a nurse requires to have to care for people with learning disabilities? 
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Appendix 10 

The Learning Disability Perception Questionnaire (LDPQ): 

Instructions for Researchers on the use of the Scale 

 

This instrument was specifically developed to measure the attitude of nurses 

to working with patients who have a learning disability. The scale is primarily a 

revision of the Alcohol and Alcohol Problems Perception Questionnaire 

(Cartwright et al 1979) which was undertaken by Lauder et al (2000) for use 

with generalist professionals who worked with people with mental health 

problems resulting in the Mental Health Problem Perception Questionnaire 

(MHPPQ). From this the LDPQ was developed. 

The theoretical framework underpinning the study is described in some detail 

by Cartwright et al (1978).  Therapeutic commitment is conceptualised as a 

positive attitude towards working with patients with learning disability. 

Therapeutic commitment is a function of motivation towards working with this 

clients group, expectation of work satisfaction, and task specific self-esteem.  

 

Low therapeutic commitment is related to the levels of role competency and 

role support that is made available to nurses. The lower levels of role 

competency experienced by nurses and the less role support, the less 

therapeutic commitment is displayed by the nurses.  In addition the 

experience of the nurses is proposed to be correlated with therapeutic 

commitment.  

The questionnaire comprises of three scales and five sub-scales. There are a 

total of 29 items in the questionnaire. Each of the five sub-scales is measured 

by the total indicated in Table One below. Also, the scale Role Support is 

measured by five items (See Table one) 

 
Scoring the basic scores of the LDPQ 
 
The scores for the overall attitude to working with patients with learning 

disabilities range from 29-203. Lower scores represent a less positive attitude. 

Scores can also be calculated for each sub-scale (see table one) -
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 Motivation (M) ranges from 4-28. 

 Expectation of work satisfaction (ExS) ranges from 5-35. 

 Task specific self-esteem (SE) ranges from 3-21. 

 Role adequacy (RA) ranges from 7-49. 

 Role Legitimacy (RL) ranges from 5-35. 

 

1.  Therapeutic Commitment (TC) 

a) Motivation to work with patients with learning disabilities - add together 

the scores for statements 11, 13, 17. Statement 16 is negatively framed 

and scores should be reversed (1=7, 2=6 etc.) and then added to sum 

of 11, 13, 17. 

b) Task specific self-esteem - add together the scores for questions 12, 

18, 22 

c) Expectation of satisfaction of working with patients with learning 

disabilities - add together scores for statements 21, 22, 24, 25.  

Statement 23 is negatively framed and scores should be reversed 

(1=7, 2=6 etc.) and then added to sum of 21, 22, 24, 25. 

Overall therapeutic commitment levels are calculated by the sum of the scores 

of motivation and task specific self-esteem and expectation of satisfaction. 

 

2. Role Competency (RC) 

a) To measure role adequacy - add together the scores for questions 1, 2, 

3, 14, 15, 28, 29 to establish the level. 

b) To identify the level of role legitimacy the sum of the scores for 

questions 4, 5, 6, 7, 20 must be calculated. 

c) To find to overall level of Role Competency the scores for role 

adequacy and role legitimacy required to be added together. 

 

3. Role Support (RS) 

    The sum of the scores for questions 8, 9, 10, 26, 27 indicates the level of     

    Role Support 
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Table One 

 

 
Scale 

 
Sub-scale 

 

 
Statement 

Nos. 

Sub-
scale 
Item 
Total 

Subscale 
Score 
ranges 

 

 
Scale 

ranges 

 
 

 
 
 
 

Therapeutic 
Commitment 

(TC) 

 
Motivation to 
work with LD 
patients (M) 

 

 
11 + 13 +16 
(neg) + 17 

 
 

4 

 
 

4 - 28 

 
 
 
 
 
 
 

12 - 84 

 
Expectation of 

work 
satisfaction 

(ExS) 
 

 
21 + 22 + 
23 (neg) 
+24 + 25 

 
5 

 
5 - 35 

 
Task specific 
self-esteem 

(SE) 
 

 
12 + 18 + 

19 

 
3 

 
3 - 21 

 
 

Role 
Competency 

(RC) 

 
Role adequacy 

(RA) 
 

 
1 + 2 + 3 + 
14 +15 + 28 

+ 29 

 
7 

 
7 - 49 

 
 
 

12 - 84 

 
Role Legitimacy 

(RL) 
 

 
4 +5 + 6 + 7 

+ 20 

 
5 

 
5 - 35 

 
 
 
 

Role Support 
(RS) 

 

 
Although not 
part of the scale 
information is 
also obtained 
on the subjects 
experience in 
working with 
patients with 
learning 
disability. 

 
 
 
 

8 + 9 + 10 + 
26 + 27 

 
 
 
 

5 

 
 
 
 

---------- 

 
 
 
 

5- 35 
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Appendix 11   

Responses to Motivation Subscale Items 

Statements Groups Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree 

nor 
disagree 

n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

11. I am interested in the provision of services for people 
with learning disabilities.  
(n=396) 

Whole 1  
(0.3) 

1  
(0.3) 

11  
(2.8) 

43  
(10.9) 

157 
(39.7) 

79  
(20.0) 

103  
(26.1) 

NLDG 1  
(0.3) 

1  
(0.3) 

11  
(2.8) 

43 
 (10.9) 

156 
(39.5) 

75  
(19.0) 

71  
(18.0) 

LDG 0  
 

0 0 0 1  
(0.3) 

4  
(1.0) 

32  
(8.1) 

13. I want to work with patients with learning disabilities.  
(n=396) 
 

Whole 8  
(2.0) 

8  
(2.0) 

42  
(10.6) 

132  
(33.3) 

87 
(22.0) 

42  
(10.6) 

77 
 (19.4) 

NLDG 8  
(2.0) 

8  
(2.0) 

42 
 (10.6) 

131 
(33.1) 

86 
(21.7) 

41  
(10.4)  

43 
 (10.9) 

LDG 0  
 

0 0 1  
(0.3) 

1 
 (0.3) 

1  
(0.3) 

34 
 (8.6) 

16. I feel that there is nothing I can do to help patients 
with learning disabilities. 
(n=397) 

Whole 154  
(38.9) 

 67  
(16.9) 

135 
(34.1) 

32  
(8.1) 

5  
(1.3) 

1 
 (0.3) 

2  
(0.5) 

NLDG 123  
(31.1) 

62  
(15.7) 

134 
(33.8) 

32 
 (8.1) 

 5 
 (1.3) 

1 
 (0.3) 

2 
 (0.5) 

LDG 31  
(7.8) 

5  
(1.3) 

1  
(0.3) 

0 0 0 0  
 

17. I feel that I have something to offer patients with 
learning disabilities.  
(n=395) 

Whole 0 
 

5  
(1.3) 

6  
(1.5) 

64  
(16.2) 

196 
(49.7) 

69  
(17.5) 

54  
(13.7) 

NLDG 0 5  
(1.3) 

6  
(1.5) 

64  
(16.2) 

193 
(49.0) 

55  
(14.0) 

34  
(8.6) 

LDG 0 
 

0 0 0 3  
(0.8) 

14  
(3.6) 

20  
(5.1) 
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Appendix 12 

Responses to Expectation of Work Satisfaction Subscale Items 

Statements 
 

Groups Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree 
nor 

disagree 
n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

21.  In general, one can get satisfaction from working with 
patients with learning disabilities.  
(n=397) 

Whole 3  
(0.8) 

1  
(0.3) 

2  
(0.5) 

36  
(9.1) 

128 
(32.3) 

85  
(21.5) 

141 
 (35.6) 

NLDG 3  
(0.8) 

1  
(0.3) 

2  
(0.5) 

36  
(9.1) 

127 
(32.1) 

77  
(19.4) 

113  
(28.5) 

LDG 0  
 

0 0 0 1  
(0.3) 

8  
(2.0) 

28  
(7.1) 

22.  In general, it is rewarding to work with patients with 
learning disabilities (n=397) 

 

Whole 4  
(1.0) 

1  
(0.3) 

1  
(0.3) 

40  
(10.1) 

128 
(32.3) 

78  
(19.7) 

144 
(36.4) 

NLDG 4  
(1.0) 

1  
(0.3) 

1  
(0.3) 

40 
 (10.1) 

125 
(31.6) 

74  
(18.7)  

114  
(28.8) 

LDG 0  
 

0 0 0 3  
(0.8) 

4  
(1.0) 

30  
(7.6) 

23.  I often feel uncomfortable when working with patients 
with learning disabilities. (n=398 ) 

Whole 107 
 (27.0) 

 70  
(17.6) 

119 
(30.0) 

57  
(14.4) 

38  
(9.6) 

3  
(0.8) 

3  
(0.8) 

NLDG 86  
(21.7) 

58  
(14.6) 

116 
(29.2) 

56  
(14.1) 

 38 
 (9.6) 

3  
(0.8) 

3  
(0.8) 

LDG 21  
(5.3) 

12  
(3.0) 

3  
(0.8) 

1  
(0.3) 

0 0 0 
 

24.  In general, I feel that I can understand patients with 
learning disabilities. (n=397) 

Whole 2  
(0.5) 

7  
(1.8) 

42  
(10.6) 

114  
(28.8) 

163 
(41.2) 

52  
(13.1) 

16  
(4.0) 

NLDG 2  
(0.5) 

7  
(1.8) 

42 
 (10.6) 

112  
(28.3) 

153 
(38.6) 

35  
(8.8) 

8  
(2.0) 

LDG 0  
 

0 0 2  
(0.5) 

10  
(2.5) 

17  
(4.3) 

8  
(2.0) 

25.  On the whole, I am satisfied with the way I work with 
patients with learning disabilities. (n=397) 

Whole 1  
(0.3) 

5 
 (1.3) 

28  
(7.1) 

112  
(28.3) 

162 
(40.9) 

68  
(17.2) 

20  
(5.1) 

NLDG 1  
(0.3) 

5  
(1.3) 

28 
 (7.1) 

112 
 (28.3) 

155 
(39.1) 

48 
 (12.1)  

10  
(2.5) 

LDG 0 
 

0 0 0 7  
(1.8) 

20  
(5.1) 

10  
(2.5) 
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Appendix 13 

 Responses to Task Specific Self-esteem Subscale Items 

 

 
 

Statement 

Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree 
nor 

disagree 
n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

12.  I feel that I am able to work with 
patients with learning disabilities as 
effectively as other patients who do 
not have learning disabilities. 
(n= 398) 

Whole 6  
(1.5) 

7  
(1.8) 

77  
(19.4) 

63  
(15.9) 

117  
(29.5) 

64  
(16.1) 

63  
(15.9) 

NLDG 6  
(1.5) 

7  
(1.8) 

76  
(19.1) 

61  
(15.4) 

111  
(28.0) 

53  
(13.4) 

46  
(11.6) 

LDG 0  
 

0 1  
(0.3) 

2  
(0.5) 

6  
(1.5) 

11  
(2.8) 

17  
(4.3) 

18.  I feel that I have much to be proud 
of when working with patients with 
learning disabilities.  
(n = 397) 

Whole 1  
(0.3) 

5  
(1.3) 

10 
 (2.5) 

118  
(29.8) 

143  
(36.1) 

63 
 (15.9) 

56  
(14.1) 

NLDG 1  
(0.3) 

5  
(1.3) 

10  
(2.5) 

115 
 (29.0) 

137 
 (34.6) 

54 
 (13.6)  

37  
(9.3) 

LDG 0 
 

0 0 3 
 (0.8) 

6 
 (1.5) 

9  
(2.3) 

19  
(4.8) 

19.  I feel that I have a number of 
good qualities to work with patients 
with a learning disability.  
(n = 397) 

Whole 0  
 

3 
 (0.8) 

4  
(1.0) 

36 
 (9.1) 

196  
(49.5) 

96  
(24.2) 

61 
 (15.4) 

NLDG 0 3  
(0.8) 

4  
(1.0) 

36  
(9.1) 

 190 
 (48.0) 

83  
(21.0) 

43 
 (10.9) 

LDG 0  
 

0 0 0 6  
(1.5) 

13  
(3.3) 

18  
(4.5) 
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Appendix 14 

Responses to Role Adequacy Subscale Items 

Statements Groups Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree nor 
disagree 

n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

1. I feel that I know enough about the 
different causes of learning disabilities to 
carry out my role when working with this 
patient group. (n=398) 

Whole 13  
(3.3) 

28  
(7.1) 

150  
(37.8) 

53  
(13.4) 

98  
(24.7) 

43  
(10.8) 

12  
(3.0) 

NLDG 13  
(3.3) 

28  
(7.1) 

150  
(37.8) 

50  
(12.6) 

87  
(21.9) 

25  
(6.3) 

7  
(1.8) 

LDG 0  0 0 3 (0.8) 11 (2.8) 18 (4.5) 5 (1.3) 

2. I feel I know how to treat people with 
learning disabilities. (n=396) 

Whole 3  
(0.8) 

8  
(2.0) 

51  
(12.9) 

66  
(16.7) 

150  
(38.0) 

60  
(15.2) 

57 
(14.4) 

NLDG 3  
(0.8) 

8  
(2.0) 

51  
(12.9) 

65  
(16.5) 

143  
(36.2) 

49  
(12.4) 

39  
(9.9) 

LDG  0 0 0 1 (0.3) 7 (1.8) 11 (2.8) 18 (4.6) 

3. I feel that I can appropriately advise 
patients about health issues related to their 
learning disability. (n=397) 

Whole 20  
(5.1) 

 34  
(8.6) 

154 
 (38.9) 

71  
(17.9) 

82  
(20.7) 

25  
(6.3) 

10  
(2.5) 

NLDG 20  
(5.1) 

34 
 (8.6) 

154  
(38.9) 

70  
(17.7) 

67  
(16.9) 

9 
 (2.3) 

5  
(1.3) 

LDG 0 0 0 1 (0.3) 15 (3.8) 16 (4.0) 5 (1.3) 

14. I have the skills to work with patients with 
learning disabilities. (n=397) 

Whole 4  
(1.0) 

7  
(1.8) 

62  
(15.7) 

95  
(24.0) 

144  
(36.4) 

63  
(15.9) 

21  
(5.3) 

NLDG 4  
(1.0) 

7  
(1.8) 

62  
(15.7) 

95  
(24.0) 

141  
(35.6) 

37  
(9.3) 

13 
 (3.3) 

LDG 0 0 0 0 3 (0.8) 26 (6.6) 8 (2.0) 

15. I feel that I can assess and identify the 
nursing needs of patients who have a 
learning disability. (n=396) 

Whole 5  
(1.3) 

14  
(3.5) 

60  
(15.2) 

96  
(24.3) 

159  
(40.3) 

54  
(13.7) 

7  
(1.8) 

NLDG 5  
(1.3) 

14  
(3.5) 

60  
(15.2) 

96  
(24.3) 

147  
(37.2) 

31  
(7.8) 

5  
(1.3) 

LDG 0 0 0 0 12 (3.0) 23 (5.8) 2 (0.5) 

28. I feel on the whole I can communicate 
effectively with patients who have a learning 
disability. (n=398) 

Whole 3  
(0.8) 

6  
(1.5) 

22  
(5.5) 

77  
(19.4) 

193  
(48.6) 

70  
(17.6) 

26  
(6.5) 

NLDG 3  
(0.8) 

6  
(1.5) 

22  
(5.5) 

76 
 (19.1) 

185  
(46.6) 

52  
(13.1) 

16  
(4.0) 

LDG 0 0 0 1 (0.3) 8 (2.0) 18 (4.5) 10 (2.5) 

29. I feel I have sufficient knowledge about 
the different health problems patients with 
learning disabilities can have. (n=398) 

Whole 12  
(3.0) 

27  
(6.8) 

117  
(29.5) 

76  
(19.1) 

106  
(26.7) 

45  
(11.3) 

14  
(3.5) 

NLDG 12 (3.0) 27 (6.8) 117 (29.5) 75 (18.9) 97 (24.4) 26 (6.5) 6 (1.5) 

LDG 0 0 0 1 (0.3) 9 (2.3) 19 (4.8) 8 (2.0) 
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Appendix 15 

 Responses to Role Legitimacy Subscale Items 

Statements Groups Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree 
nor 

disagree 
n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

4. I feel that I have a clear idea of my responsibilities when nursing 
patients who have a learning disability. (n=397) 

Whole 5  
(1.3) 

12  
(3.0) 

53  
(13.4) 

54  
(13.6) 

174 
(43.9) 

58  
(14.6) 

40  
(10.1) 

NLDG 5  
(1.3) 

12  
(3.0) 

53  
(13.4) 

54  
(13.6) 

166 
(41.9) 

43  
(10.9) 

26  
(6.6) 

LDG 0 0 0 0 8  
(2.0) 

15  
(3.8) 

14  
(3.5) 

5. I feel that I have the right to ask patients and/or their carer about 
their learning disability where appropriate. (n=397) 

Whole 3  
(0.8) 

5  
(1.3) 

20  
(5.1) 

61  
(15.4) 

205 
(51.8) 

62 
 (15.7) 

40  
(10.1) 

NLDG 3  
(0.8) 

5  
(1.3) 

20  
(5.1) 

58  
(14.6) 

195 
(49.2) 

47  
(11.9)  

31  
(7.8) 

LDG 0 0  
 

0 3  
(0.8) 

10  
(2.5) 

15  
(3.8) 

9  
(2.3) 

6.  I feel that my patients and/or their carer believe I have the right 
to ask the questions about the nature of their learning disability 
where appropriate. (n=397) 

Whole 2 
 (0.5) 

4 
 (1.0) 

22  
(5.5) 

129  
(32.5) 

166 
(41.8) 

 52 
 (13.1) 

22  
(5.5) 

NLDG 2  
(0.5) 

4  
(1.0) 

22  
(5.5) 

125  
(31.5)  

 150 
(37.8) 

40  
(10.1) 

17 
 (4.3) 

LDG 0 0 0 4  
(1.0) 

16  
(4.0) 

12  
(3.0) 

5  
(1.3) 

7. I feel that I have the right to ask a patient and/or their carer for 
any information that is relevant to the patient’s learning disability 
where appropriate. (n=397) 

Whole 2  
(0.5) 

3  
(0.8) 

12  
(3.0) 

47  
(11.8) 

226 
(56.9) 

60  
(15.1) 

47  
(11.8) 

NLDG 2  
(0.5) 

3  
(0.8) 

12  
(3.0) 

47  
(11.8) 

215 
(54.2) 

47 
 (11.8) 

34  
(8.6) 

LDG 0 0 0 0 11  
(2.8) 

13  
(3.3) 

13 
 (3.3) 

20. Caring for people with learning disabilities is an important part 
of a general (adult) nurse’s role. (n=397) 

Whole 2 
 (0.5) 

2  
(0.5) 

5 
 (1.3) 

26  
(6.6) 

143 
(36.1) 

81  
(20.5) 

137  
(34.6) 

NLDG 2  
(0.5) 

2  
(0.5) 

5  
(1.3) 

24  
(6.1) 

139 
(35.1) 

72  
(18.2) 

116 
 (29.3) 

LDG 0 0 0 2  
(0.5) 

4  
(1.0) 

9  
(2.3) 

21  
(5.3) 
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Appendix 16 

Responses to Role Support Scale Items 

Statements 
 

Groups Strongly 
disagree 

n (%) 

Quite 
strongly 
disagree 

n (%) 

Disagree 
n (%) 

Neither 
agree 
nor 

disagree 
n (%) 

Agree 
n (%) 

Quite 
strongly 
agree 
n (%) 

Strongly 
agree 
n (%) 

8. If I felt the need when working with patients with learning 
disabilities I could easily find someone with whom I could discuss 
any personal difficulties I might encounter. (n=397) 

Whole 6  

(1.5) 

15  

(3.8) 

66  

(16.7) 

70  

(17.7) 

154 

 (38.9) 

59 

(14.9) 

26 

 (6.6) 

NLDG 6 

 (1.5) 

15  

(3.8) 

66  

(16.7) 

67  

(16.9) 

143 

 (36.1) 

44 

(11.1) 

19 

 (4.8) 

LDG 0 0 0 3  

(0.8) 

11 

(2.8) 

15 

 (3.8) 

7  

(1.8) 

9. If I felt the need when working with patients with learning 
disabilities I could easily find somebody who would help me 
clarify my professional difficulties. (n=397) 

Whole 3 

 (0.8) 

9  

(2.3) 

61 

 (15.4) 

72  

(18.1) 

162  

(40.8) 

68 

(17.1) 

22  

(5.5) 

NLDG 3  

(0.8) 

9  

(2.3) 

61 

 (15.4) 

72  

(18.1) 

152  

(38.3) 

50 

(12.6)  

13  

(3.3) 

LDG 0 0 0 0 10  

(2.5) 

18 

 (4.5) 

9  

(2.3) 

10. If I felt the need I could easily find someone who would be 
able to help me formulate the best approach to a patient with a 
learning disability. (n=397) 

Whole 1  

(0.3) 

14  

(3.5) 

61  

(15.4) 

66  

(16.7) 

161  

(40.7) 

64 

(16.2) 

29  

(7.3) 

NLDG 1  

(0.3) 

14  

(3.5) 

61  

(15.4) 

66  

(16.7) 

 152 

(38.4) 

47 

(11.9) 

18 

 (4.5) 

LDG 0 0 0 0 9  

(2.3) 

17 

 (4.3) 

11  

(2.8) 

26. When working with patients with learning disabilities I receive 
adequate supervision from a more experienced person. (n=397) 

Whole 12  

(3.0) 

20 

 (5.0) 

73  

(18.4) 

98 

 (24.7) 

124  

(31.2) 

42 

(10.6) 

28  

(7.1) 

NLDG 12  

(3.0) 

20  

(5.0) 

73  

(18.4) 

97  

(24.4) 

118  

(29.7) 

30  

(7.6) 

10  

(2.5) 

LDG 0 0 0 1  

(0.3) 

6  

(1.5) 

12 

 (3.0) 

18 

 (4.5) 

27. When working with patients with learning disabilities I receive 
adequate on-going support from colleagues. (n=397) 

Whole 8  

(2.0) 

16  

(4.0) 

72  

(18.2) 

102 

(25.8) 

131 

 (33.1) 

37  

(9.3) 

30  

(7.6) 

NLDG 8  

(2.0) 

16  

(4.0) 

72  

(18.2) 

101 

(25.5) 

126  

(31.8) 

24 

 (6.1)  

12  

(3.0) 

LDG 0 0 0 1  

(0.3) 

5  

(1.3) 

13  

(3.3) 

18  

(4.5) 
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ABSTRACT 

Introduction: Nurses should feel empowered and competent to provide person centred care 

to their patients. Establishing a therapeutic relationship is essential to delivering person 

centred care. A nurse’s ability to provide person-centred care, affects the patient’s outcome. 

Therapeutic commitment theoretical framework underpinned this study and is described as 

the therapeutic attitude and commitment that is influenced by practitioners’ concepts of role 

competency and role support. 

Study Aim: This study explored final year student nurses’ perceptions of therapeutic 

commitment towards people with learning disabilities. 

Methods: The Learning Disability Perceptions Questionnaire (LDPQ) was used to measure 

the constructs of therapeutic commitment, role competency and role support. SPSS version 

23 was employed to analyse data with descriptive and inferential statistics. 

Setting: Four higher education institutions in the United Kingdom. 

Participants: Final year adult, mental health and learning disability undergraduate student 

nurses (n=398). 

Findings: Overall, students perceived they were therapeutically committed. Learning 

disability student nurses were more therapeutically committed than their adult and mental 

health student nurses. They perceived that caring for patients with learning disabilities was a 

legitimate part of their role; they had the ability to fulfil it and could access support readily 

whereas many of their peers did not. Factors that significantly influenced therapeutic 

commitment were having previously worked with a person with a learning disability, having a 

personal experience or the opportunity to care for a patient with a learning disability whilst on 

clinical placement and having education of caring for people with learning disabilities.  

Conclusions: Nursing students had a positive perception of their willingness and ability to 

therapeutically engage. Contact with people with learning disability and education would 

change adult and mental health students’ perceptions. It is important to enable access to 

contact with people with learning disabilities through the undergraduate nursing 

programmes.  

 

KEY WORDS 

Therapeutic commitment; Student nurses; Learning disabilities; Competency; Support 
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INTRODUCTION 

Recognising and responding to the needs of people with learning disabilities is the role of all 

registered nurses (Nursing and Midwifery Council, 2010). However, recent independent 

inquiries report healthcare professionals’ lack of knowledge and skills to meet their needs 

contributed to people with learning disabilities receiving inequitable and poor quality care 

(Michael, 2008; Heslop et al. 2013), resulting in recommendations that education on learning 

disabilities should be mandated in all undergraduate programmes (Michael, 2008). Pre-

registration adult and mental health nursing curricula within UK universities greatly vary in 

learning disability content and experiential learning opportunities (Spinks, 2015) although the 

importance of educational attainment for all student nurses has been highlighted (Scottish 

Government, 2012).  

BACKGROUND/LITERATURE 

The health inequalities adults with learning disabilities experience accessing universal health 

services are well evidenced (Emerson et al. 2011). They are also more likely to experience 

premature death, some of which is preventable (Heslop et al. 2013). Life expectancy for this 

patient group at birth is 19.7 years less than those without a learning disability (Glover et al. 

2017). They have greater physical and mental health needs than the general population 

(Cooper et al. 2015), therefore frequently use services. This suggests that adult and mental 

health nurses will provide care at some time in their career and have an integral role to play 

reducing health inequalities. To prevent any further institutional discrimination, health care 

professionals must be competent to deliver safe and effective care. Nurses have reported 

feeling unprepared and have challenges effectively communicating with this patient group 

(Lewis et al. 2016) which may be due to the levels of learning opportunities in pre-

registration programmes. Student nurses have previously reported fewer positive attitudes 

towards people with learning disabilities than those with physical disabilities (Klooster et al. 

2009) which impacts on the quality of person centred care provided (Price, 2015). This paper 

examines final year adult, learning disability and mental health student nurses’ commitment 

to engage in a therapeutic relationship with people with learning disabilities. 

Nurses should have the disposition and ability to engage in therapeutic relations with people 

who have a learning disability. Therapeutic commitment is described as a therapeutic 

attitude that is influenced by the nurses’ perception of role competency and role support 

(Lauder et al. 2000). This pre-requisite to care is essential in establishing a therapeutic 

relationship which leads to nurses’ increased effectiveness, and results in improved 

outcomes for the patient (Lauder et al. 2000) (Figure 1). It is dependent on role competency 

and role support. Role competency is the nurse’s perception that working with people who 
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have a learning disability is part of their role and they have the skills and knowledge to fulfil 

it. Role support is the nurse’s perception that they can easily access support and advice 

when caring for someone with a learning disability. Therapeutic commitment is primarily a 

humanist view, similar to the work of Rodgers (1957) where in this case the nurse’s attitude, 

cognition and behaviour have an influence on the patient’s growth.  By the nurse displaying 

warmth, genuineness and empathy towards a patient, supports a trusting relationship 

between them and the patient, therefore creating a therapeutic relationship. This relationship 

requires trust, allowing the patient to feel secure and participate with the nurse in the 

relationship (Angus et al 2001; Lauder et al. 2000). People with learning disabilities have 

different levels of ability; this may affect their engagement in a therapeutic relationship 

(Jones and Donati 2009). Often families and carers are part of therapeutic alliance. 

  

METHODS 

This study utilised a quantitative approach. Data were collected by the administration of a 

self-administration questionnaire, the Learning Disability Perceptions Questionnaire (LDPQ). 

The study population comprised of adult, learning disability and mental health nursing 

students in year 3 of a diploma or degree programme or year 4 of an honours programme in 

four Scottish higher education institutions (n=1505). Child health student nurses were 

excluded as they would have limited opportunity to care for adults with learning disabilities. 

Full ethical approval was sought and obtained from the Faculty Research Ethics Committees 

of each higher education institute. An invitation e-message with a link to the participant 

information sheet was sent one week prior. Data were collected by self-administration of the 

LDPQ which were distributed in universities. Students were provided with a verbal 

explanation of the purpose of the study. Questionnaires and consent forms were offered to 

students who were advised participation was their individual choice. Completed and 

uncompleted questionnaires were returned to a box in the university.  

Aim and hypotheses 

The aim of this study was to measure student nurses’ willingness and ability to engage in a 

therapeutic relationship with people who have a learning disability. 

Hypotheses 

1. Final year student nurses are therapeutically committed to people with learning 

disabilities. 
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2. Learning disability student nurses will report higher levels of therapeutic commitment 

than their adult and mental health peers. 

 

Research questions 

1. Do final year student nurses perceive they are therapeutically committed to 

people with a learning disability? 

2. Is there a difference between specialist (learning disability student nurses) and 

non-specialist (adult and mental health student nurses) perceived levels of 

therapeutic commitment? 

 

Instrumentation 

LDPQ was adapted from the Mental Health Problems Perception Questionnaire (MHPPQ) 

with permissions (Angus et al. 2001) and utilises a Likert scale to measure a non-specialist 

perception of their disposition, competency and access to support to care for people with 

learning disabilities. The MHPPQ was developed to investigate adult nurses’ therapeutic 

commitment to people with mental ill health and is an adaption of the Alcohol and Alcohol 

Problems Perception Questionnaire (AAPPQ) developed by Shaw et al. (1978). In the 

MHPPQ, central concepts of therapeutic commitment, role competency and role support 

underpin the explicit theoretical framework are explored by 27 statements (Lauder et al. 

2000). Demographic questions were added and an expert panel from education and practice 

revised the changes. LDPQ was piloted with 2nd year student nurses and further changes 

made. As a result, the LDPQ used 29 statements adapted to include learning disabilities and 

responses were scored on a 7-point scale. The instrument contains three scales that 

measure therapeutic commitment with a possible score of 12-84, role competency of 12-84 

and role support of 5-35. Higher scores indicate greater perceived levels of therapeutic 

commitment, role competency and role support.  

Validity and reliability of the MHPPQ has previously been measured for use with non-

specialist nurses. Given a different population and changes to the instrument, Cronbach’s 

alpha co-efficient were calculated for each scale and were 0.91, 0.89 and 0.91 respectively 

evidencing validity. Pearson’s product moment correlations were used to calculate the 

construct validity of the instrument. The correlations between therapeutic commitment and 

role competency (r=0.76, P<0.01), therapeutic commitment and role support (r=0.43, 

P<0.01) and role competency and role support (r=0.55, P<0.01). These were all significant 

and positive, in the direction predicted by the theoretical model (Angus et al. 2001). 
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Data Analysis 

Data were analysed using Social Science (SPSS) Statistics Software (Version 23). A 

number of descriptive and inferential statistical tests were performed.  Normality and 

distribution tests were applied. Differences between the groups, demographic data and 

scales were tested with parametric independent t-tests. For all other tests one-way ANOVA 

was calculated. Post-hoc Tukey HSD test was performed to establish if the differences were 

statistically significant. 

DATA/RESULTS 

A total of 457 students were offered the opportunity to take part in the study. Some students 

(n=58) returned them uncompleted, mainly due to time constraints. Responses varied by 

programme of nursing and by university. A total of 398 completed questionnaires were 

returned; giving an overall response rate of 26.5%. Difficulties were experienced accessing 

the sample population via gate keepers. For the purposes of data analysis, the participants 

from the adult and mental health fields were joined to make a non-learning disability student 

nurse group (NLDG) (n=360) and learning disability nurses became the learning disability 

student nurse group (n=37) (LDG) after an outlier was removed. The mean age of NLDG 

was 27.4 (SD=8.92) and LDG was 30.2 (SD=10.12), there was no significant difference 

between the groups. 

Therapeutic Commitment 

The LDG had the highest mean therapeutic commitment score of 77.38 (SD 4.91) and 

NLDG had the lowest score of 61.47 (SD 9.13) with a 95%CI [-18.91, -12.91]. A significant 

difference between the groups was observed (t=-10.43, df=388, P=0.001 one tailed). As 

predicated the LDG showed a greater willingness to engage therapeutically with people with 

learning disabilities than their NLDG peers. Whilst asking students if they wanted to work 

with people who have learning disabilities, 14.9 % (n=59) disagreed with the statement, all 

responses were from the NLDG. Around one third of the students (n=132, 33.2%) indicated 

their indecision by neither agreeing nor disagreeing of which 131 were from the NLDG. 

Additionally, 44 students (11.2%) from the NLDG responded to asking if they often feel 

uncomfortable when working with this patient group and 56 (14.1%) were undecided on their 

views by neither agreeing nor disagreeing with the statement. Whilst examining the 

participants levels of self-esteem when working with people who have a learning disability, 

89 (22.4%) NLDG students stated they were not able to work as effectively as they do with 

other patients, plus 61 (15.3%) were undecided if they agreed or disagreed with this 

statement. 
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Role Competency 

Highest scores were found in the LDG who showed a mean of 71.11 (SD 4.78) and the 

NLDG with a lower score of 54.57 (SD 8.69) with 95% CI [-19.39, -13.68]. The differences 

between the groups was statistically significant and showed that LDG perceived working with 

people with a learning disability is a legitimate part of their role and they have the necessary 

skills and knowledge, greater than the NLDG. Participants were asked if they felt they could 

assess and identify the nursing needs of patients who have a learning disability. Just under 

half of the NLDG (n=183, 46.2%) felt they did, 96 (24.2%) specifying that they were 

undecided and remaining students (n=79, 20.0%) felt they did not, whereas all LDG students 

felt adequately skilled. When asked whether they had a clear idea of their responsibilities 

when caring for a person with a learning disability, 235 (59.4%) students from the NLDG 

agreed and 54 (13.6%) were either unclear or undecided, while all students from the LDG 

agreed. 

Role Support  

The role support scale aims to measure participants’ perceived ease of access to specialist 

support. There was a significant difference in the scores of the NLDG (M=22.04, SD=5.10) 

and LDG (M=30.28, SD=3.06) conditions; t (-9.51) =392, p=0.001, d=1.96. These results 

suggest that the LDG perceive they have access to support more than the NLDG. When 

asked if students felt they received adequate supervision from a more experienced person, 

105 (26.6%) students from the NLDG disagreed, 158 (39.8%) agreed and 97 (24.4%) were 

neutral whereas no students from the LDG disagreed. 

INFLUENCING FACTORS 

The factors that influenced the student nurses’ levels of therapeutic commitment, role 

competency and role support are summarised in Table 1.  

Work experience 

ANOVA showed experience working with people with learning disabilities had a significant 

effect on therapeutic commitment (F(2,387)=14.77, p=0.001), role competency 

(F(2,387)=15.01, p=0.001) and role support (F(2, 391)=4.66, p=0.010). A Tukey post-hoc 

test indicated the group with work experience (M=64.47, SD=10.04) was significantly 

different from those with no experience (M=58.86, SD=8.32) and the unsure (M=55.1, 

SD=7.74).  Similarly for role competency (F(2,387)=15.01, p=0.001), those with work 

experience (M=57.60, SD=9.72) significantly differed from those with no experience 

(M=52.08, SD=8.11). With role support, there was a statistically significant difference 
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between the groups (F(2, 391)=4.66, p=0.010), those who had experience (M=23.18, 

SD=5.70) and the group who were unsure (M=18.70, SD = 5.33).  

 

Personal experience 

Participants were asked to indicate if they had a family member or a personal friend who has 

a learning disability of which 31.7% (n=126) did and this was significant in influencing levels 

of therapeutic commitment (t(387)=5.06, p=0.001, one-tailed, d=0.54), role competency 

(t(387) =4.96, p = 0.001, one-tailed, d=0.54) and role support (t(391)=3.05, p=0.001, one-

tailed, d=0.32).  Students who had a personal experience scored higher when measuring 

levels of therapeutic commitment (M=66.66, SD=10.58), role competency (M=59.66, 

SD=9.71) and role support (M=24.03, SD=6.00), than those with no personal experience. 

 

Clinical placement 

Students were asked if they have had the opportunity to care for someone with a learning 

disability during a clinical placement. The majority said they had (n=336, 84.6%), leaving 

13.4% (n=53) answering no and 2.0% (n=8) not sure. Those who had presented the highest 

mean score for therapeutic commitment (M=63.87, SD=9.90), role competency (M=56.98, 

SD=9.48), and role support (M=23.14, SD=5.43). The effect of having a clinical placement 

was significant on therapeutic commitment (F(2,387)=9.27, p=0.001), role competency 

(F(2,387)=8.32, p=0.001) and role support F(2,391)=4.91, p=0.008). 

 

Education on learning disabilities 

In university 73.3% (n=291) of students received education on learning disabilities, 20.2% 

(n=80) said they had not and 6.5% (n=26) did not know. Students who received education 

on learning disabilities within their pre-registration curriculum reported highest mean scores 

for all three scales. There were no statistically significant differences between the means of 

these three groups. 

 

DISCUSSION 

Ryan et al. (2016) found the achievement of effective patient centred care is dependent on 

the quality of therapeutic relationship between nurse and patient. Werner and Grayzman 

(2011) found students wanted to work with people with learning disabilities if they believe it 

would be beneficial, challenging and enjoyable, whereas previous studies that have shown 

that nurses had a preference to care for people with physical disabilities rather than learning 

disabilities (Lewis and Stenfert-Kroese 2010; Mc Conkey and Truesdale 2000). 
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Providing care for people with learning disabilities is every nurse’s business (Scottish 

Government 2012, NMC 2010). Cognition requires to be given to the fact that student nurses 

are at pre-novice level (Dreyfus and Dreyfus 1986) and may not perceive a level of 

competence due to this.  Some adult and mental health student nurses did not perceive that 

caring for people with learning disabilities was a legitimate part of their role. This was not 

consistent with a previous Canadian study focusing on nursing students’ perception of 

people with learning disabilities, where nearly all of student nurses did perceived it was their 

responsibility (Temple and Murdoch 2012).  In the United Kingdom, as there are four fields of 

practice, there is often confusion about who is responsible for the care of adult with learning 

disabilities as they access universal services for physical and mental health needs. Role 

confusion can exist when registered learning disability nurses’ roles are not understood by 

their peers (Donner et al. 2010). This could account for the variance between the groups; 

nonetheless many adult and mental health students clearly recognised their professional 

role.  

 

To fully engage in a therapeutic relationship with a patient, the nurse must possess the 

necessary skills and knowledge (Crotty and Doody 2015). Many adult and mental health 

student nurses reported feeling incompetent; similar to some registered adult nurses (Lewis 

et al. 2016). Temple and Mordoch (2012) found students nurses saw themselves as 

competent, reporting they believed the participants did not fully comprehend the needs of 

this patient group due to lack of exposure. People with learning disability have poor care 

experiences when nurses lack the necessary knowledge and skills which can impact on their 

wellbeing, safety and health (Bradbury-Jones et al. 2013). Studies have shown adult nurses 

feel uncomfortable caring for people with learning disabilities (Sowney and Barr 2006; Lewis 

and Stenfert-Kroese 2010) which could lead to avoidance behaviours and that negatively 

impact on the nurse patient relationship and delivering certain aspects of care (Lewis and 

Stenfert-Kroese 2010). Flynn et al. (2015) report oncology nurses often experience stress 

which affects their ability to provide care due to difficulties in communication and developing 

a therapeutic relationship. To develop a therapeutic relationship, the nurse must understand 

the patients’ ability to take their part in it (Crotty and Doody 2015). Therefore, having the 

necessary communication skills is vital to effectively develop them (McCormack and 

McCance 2017). However, this will be dependent on the patients’ abilities (Jones and Donati 

2009). 

 

In this study, role support is the support the student perceives they can access to help to 

effectively care for a patient with learning disabilities.  This support could be from someone 
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they viewed as more experienced; a mentor, parent or carer or from the learning disabilities 

field. It would be expected that student nurses would report high levels of support given the 

mandatory supervision they receive whilst in clinical practice (NMC 2008) and support is 

crucial for a positive learning experience (Warne et al. 2010). LDG reported high levels of 

support; the reasons for this could be due to the fact that their mentors were more likely to 

be learning disability nurses and seen as experienced and competent practitioners in this 

field. However, NLDG reported moderate levels. In order to learn how to care for people with 

learning disabilities on clinical placement, students require effective support from a 

competent mentor in a quality learning environment (Willis 2012). As many adult registered 

nurses report a lack of confidence, knowledge and skills when caring for people with a 

learning disability (Lewis et al. 2016) the necessary support may not be accessible to 

students. Student nurses may also access support from specialists from the field of learning 

disabilities. Learning disability liaison services are seen as an effective model to provide 

support in acute general hospitals to prevent inadequate care (MacArthur et al. 2015; 

Castles et al. 2013), although are not established in all general hospitals. Link nurses from 

community learning disability teams are also viewed as beneficial (Cartlidge and Read 2010; 

Hastings 2007). Some families and carers perceive the expert knowledge and skills they 

hold are not recognised by healthcare staff (Mencap 2007), whereas others report they are 

often overly relied upon to assist in delivering care (Backer 2009).  Accessing families and 

carers for advice is another way of gaining role support. There is a need for student nurses 

to understand the role carers can have in developing a therapeutic relationship with their 

patient. 

 

Student nurses who reported having a personal experience reported higher levels of 

therapeutic commitment and role competency. Conversely, Klooster et al. (2009) reported 

having a family member with a learning disability did not improve student nurses’ attitudes. 

McConkey and Truesdale (2000) report nurses and therapists’ confidence in caring was 

increased if they had a personal experience out with their work situation. However, at the 

same time they report that having an experience in the workplace reduced nurses’ 

confidence. This contradicts the findings of this study where student nurses who had 

employment, educational or social contact perceived higher levels of therapeutic 

commitment and role competency than those who had no similar experience. Slevin (1995) 

found that having an experience with a person with a learning disability during a clinical 

placement improved a student nurse’s attitude towards this group. Often adult and mental 

health student nurses do not get the opportunity to meet and engage with someone with a 

learning disability as part of their programme (Spinks 2015). It is suggested that student 



224 
 

nurses should have the opportunity to interact and engage with people with learning 

disabilities when they are well, out with a clinical environment so they can experience 

developing a relationship with them when the person with a learning disability is not 

experiencing the stress of a hospital or clinical environment. 

 

Limitations 

The response rate in this study was low at 26.5%. This creates bias in the study due to the 

number of non-responders who may have had differing views; therefore consideration 

requires to be given to the representativeness of the sample. Student nurses could have 

reported on the future skills/knowledge they expected to have rather than their present 

perception, or perceived they were not competent due to their undergraduate status. Also, 

social desirability bias may have led participants to score themselves higher than they 

truthfully perceived, portraying a positive image of themselves.  

 

CONCLUSIONS 

Our study provides invaluable insights into the willingness and abilities of student nurses to 

engage in a therapeutic relationship with people with learning disabilities. Some adult and 

mental health student nurses believe they do not have the skills and knowledge to engage in 

a therapeutic relationship or that it is part of their role. They also believe they cannot access 

the necessary support. It can be concluded opportunities of having contact with a person 

with learning disability within their educational programme will improve student nurses’ 

willingness and ability to therapeutically commit. 
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Figure 1 – Lauder et al. (2000) Model of therapeutic commitment 
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Table 1 – Factors influencing therapeutic commitment, role competency and role support 

*p<0.05 

 
 
Variable  

 
Variable response 
categories 

Therapeutic 
Commitment 

Role  
competency 

Role 
support 

 
 M 

 
SD 

 
95%CI 

 
 M 

 
SD 

 
95%CI 

 
 M 

 
SD 

 
95%CI 

Work experience Yes 64.47 10.04 63.31-
65.62 

57.60 9.72 56.49-
58.72 

23.18 5.70 22.53-
23.84 

No 58.86 8.32 57.09-
60.03 

52.08 8.11 50.35-
53.81 

21.94 4.47 20.99-
22.89 

Unsure 55.10 7.74 49.56-
60.63 

48.60 8.93 42.21-
54.99 

18.70 5.33 14.88-
22.52 

ANOVA F(2,387)=14.77, p=0.001 
 

F(2,387)=15.01, p=0.001 F(2,391)=4.66, p=0.010 

Personal experience Yes 66.66 
 

10.58 3.27 -
7.43 
 

59.66 9.71 3.09 – 
7.14 

24.03 6.00 0.64 -
2.97 

No 61.31 
 

9.24 54.55 9.29 22.22 5.16 

t-test t(387)=5.06, p=0.001, one-tailed, 
d=0.54 

t(387) =4.96, p = 0.001, one-
tailed, d=0.54 

t(391)=3.05, p=0.001, one-
tailed, d=0.32 

Pre-registration education Yes 63.65 9.43 62.55-
64.74 

56.73 9.14 55.66-
57.79 

23.08 5.16 22.48-
23.68 

No 61.45 12.10 57.08-
60.63 

54.95 11.72 52.32-
57.57 

22.20 6.66 20.72-
23.68 

Unsure 60.04 7.83 56.81-
63.27 

53.38 8.40 49.99-
56.78 

21.42 4.88 19.45-
23.39 

ANOVA F(2,387)=2.67, p=0.070 
 

F(2,387)=2.18, p=0.115 F(2,391)=1.67, p=0.189 

Clinical placement Yes  63.87 9.90 62.80-
64.94 

56.85 9.75 55.80-
57.91 

23.14 5.43 22.55-
23.72 

No  57.76 9.03 55.22-
60.30 

51.60 9.87 48.85-
54.34 

21.13 5.39 19.63-
22.63 

Unsure 59.12 8.46 52.05-
66.20 

51.12 8.56 43.97-
58.28 

19.12 5.91 14.18-
24.07 

ANOVA 
 

F(2,387)=9.27, p=0.001 
 

F(2,387)=8.32, p=0.001 F(2,391)=4.91, p=0.008 


