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Foreword

Shelagh Brumfitt, in the introduction to this book, describes the necessity
for and purpose of this text. She also outlines the main themes and direc-
tions of each section, so what is left to write is a ‘Foreword’. May I fall back
on the personal perspective of a clinician, speech and language therapy
researcher and service manager who has strayed into the world of acade-
mia and education.

As a student many years ago, faced with learning primarily through the
‘being lectured at’ mode, I, along with many others, lost interest and
enthusiasm. In my case, this interest and enthusiasm was rekindled by
some productive placements, dampened by other placements, but reigni-
ted by my first job, where I quickly learned the difficulty of applying
remote theory to demanding, immediate practice, much of which seemed
to be unrelated to anything in any flow diagram.

The emphasis on ensuring that gained knowledge can be used in dif-
ferent ways to address new problems and applications is a theme running
through this book. There are no health or social care professions that I
know of where all the fundamental knowledge is unquestioned and can be
learned as a ‘truth’ to be applied in a prescribed and unrefutable manner.

While each discipline does have core elements, principles and facts,
there remains a great deal which relies on bringing knowledge together
in unique combinations to contribute to a unique situation. Evidence-
based care and guidelines to all clinical practice will probably only ever
give the defined and tested procedures for less than 20% of any human
care process. While it is essential that students are ‘taught’ these ‘truths’,
it is equally essential that they know how to proceed with the myriad of
unusual issues that need to be addressed on a daily basis in every clinic.

As a therapist and manager, I found it hard to understand why students
were not ‘taught how to treat’. It is only with passing years that one real-
izes that this would be an impossible ambition and that learning how to
identify and solve a range of clinical problems is a basic skill that is trans-
ferable and generalizable, thus equipping the student to develop
competency beyond that of a checklist of skills attained.
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There was a time when academia had an abreaction to the term ‘appli-
cation’, seeing this as an avenue that would lead to corruption of academic
purity where theories developed, argued and defended within the mind
were unsullied by practical considerations and demonstrable exceptions.
Fortunately, as several chapters in this book demonstrate, the practical clin-
ical world is now recognized as a rich learning resource, as long as it is
incorporated appropriately rather than it being a place to plant students
who may fortuitously learn something of value. The divide between the
university department and the workplace is less stark, with an appreciation
that clinicians are now more involved with the education of students, and
university departments recognizing that education and curriculum devel-
opment must incorporate an employer perspective and lead to student
experience that will result in a clinician who is ‘fit to practise’.

It is interesting that all of the chapters within this book draw on litera-
ture and experience related to the education of other healthcare
professions. These chapters will also contribute to the education of stu-
dents in professions other than speech and language therapy. The
interprofessional learning agenda has grown from the recognition that all
health professions share some core philosophies, principles, skills and
attitudes, and while each requires its own specific unique knowledge
there will be gains if commonalities are also recognized and respected.

One of the issues not addressed in this book and thus something I feel
I can add specifically, rather than simply regurgitating it in this Foreword,
is the importance of enthusing the student in his or her chosen topic. A
student who develops sufficient belief, as well as knowledge and love for
a subject, will continue to learn throughout the course of his or her
career.

Pam Enderby
July 2003
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Introduction
Perspectives in professional 
education, an overview

During the development of speech and language therapy as a profes-
sion, several core texts have been written about professional education
as a specific subject (Stengelhofen, 1993; McAllister et al., 1997). Each
of these texts has marked a milestone in the evolution of the subject of
teaching clinical skills relevant to the speech and language therapy con-
text. Yet, compared to the vast number of textbooks written on
theoretical aspects of communication impairment, the number of pro-
fessional education texts is extremely small. There is clearly an
important lesson to learn about how a profession develops. An example
of this can be seen in medical education, which reflects the same pat-
tern: the development of a substantial knowledge base about disease
without a parallel framework for the process of teaching about disease.
In medicine, the knowledge about teaching clinical education has
grown only relatively recently (Newble and Entwistle, 1986; Newble and
Cannon, 1994). 

Within the last decade, as with medicine, there has been an increased
interest in the ways in which an individual comes to have the appropriate
knowledge and skills to function as a qualified speech and language ther-
apist. As a professional subject, speech and language therapy has
developed substantially, drawing on other academic areas to bring toge-
ther the complete discipline. Linguistics, psychology and biomedical
sciences have formed the basis of the epistemology from which clinical
application has been derived, but this has been a complex route to the
unified subject of speech and language therapy. During this process, the
profession has been teaching its students to learn academic and profes-
sional material in a higher education context. However, although the
purer academic aspects of the degree can be taught from within the insti-
tution, higher education can only serve the needs of these students if the
professional experience modules are met from outside. Professional edu-
cation is a notably different process from that of higher education for a
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theoretical degree, and although the institution can provide teaching in
professional methods, the application has to be found within the actual
work context. This is what makes teaching a qualifying course in speech
and language therapy so administratively complex. Yet, in spite of the
huge challenges professional education brings, ‘there has been compara-
tively little written about professional education as a field of study distinct
from higher education’ (Taylor, 1997: 3).

We now recognize that the professional education we provide for our
students critically influences how well prepared they are for the work-
place. In the special case of professional subjects, the primary objective is
to prepare the student for professional practice, which is of critical impor-
tance for the clients awaiting help.

A range of educational frameworks exists to take the student through
the various stages of academic and professional development. Providing
education that covers both theoretical understanding and practical expe-
rience clearly needs differing educational contexts. Many years ago,
Polanyi (1958) recognized the major distinction to be made between
explicit and tacit knowledge. Explicit knowledge is about the objective,
public, theory-driven knowledge that students bring to the clinical setting,
whereas tacit knowledge is knowing about the professional role, based on
experience. How that has been taken forward in many professions has
been a cause for concern, with recognition that the explicit knowledge
may have, in the past, been given more emphasis than the tacit. 

Preparing to be ‘oven ready’? (The Times, 2002)

In a recently reported speech, the chair of the Committee of Vice
Chancellors and Principals (CVCP) described graduates of higher educa-
tion as needing to be ‘oven ready’ in order to be prepared for the
challenges of the workplace. Although some of this referred to the need
for graduates to have transferable skills, it is easy to see its relevance to
those entering the healthcare professions. The assumption is that the
newly qualified therapist can move smoothly into competent practice, the
preparation having all been done beforehand.

Until recently, traditional universities have held on to the belief that
the lecture is still the most effective way of teaching students. This has
its basis in a long history. Brown and Atkins (1990) discuss the develop-
ment of lecturing from the fifth century BC. In medieval times, the
lecture is reported as being used at both Christian and Muslim univer-
sities and the process of reading a text out loud was established at that
time. Although lecturing technique has developed since then, the con-
cept that lecturing is the best way to enable students to understand
difficult concepts is still very much with us. Indeed, the lecture can 
provide students with frameworks for understanding new concepts in
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all aspects of the course, but it is how the student makes the application
from knowledge and understanding to therapeutic skills and attitudes
which is critical in a professional degree. Integrating theory and practice
on university-based courses with the professional experiences on place-
ment can be difficult.

So, how can we help our own students to understand the complete
process of professional activity? We know that lecturing does not provide
the means for students to have a deep understanding of the work-based
context. As a response to this we have developed other approaches to
teaching, which are reflected in the educational techniques used today.
All speech and language therapy qualifying courses now include a mix of
lecture-based teaching, workshops, tutorials and seminars on the uni-
versity site, along with the learning and teaching acquired in the clinical
placement. A spiral curriculum is often used in order to return several
times to the same material, with increasing demands on the student in
terms of complexity. Yet, as Bines (1992) notes, although professional
education is central to the degree, it has proved to be the least well-
developed element of most courses. Although it is a formalized
experience, the amount of structure in speech and language therapy clin-
ical placements has been slow to increase and often this is difficult to
control because the work context can be a very unpredictable setting.
The placement can be influenced by variations in client behaviours,
changes to educational and healthcare routines, the general unpre-
dictability of working in an environment where one telephone call can
change the activities for a session – in fact, a myriad of unexpected fac-
tors. Originally, an apprenticeship model was used for the student
therapist on placement. We can be pleased that our professional learning
has now moved on to a model of an active learner who participates in all
aspects of the placement context. 

But what does the process involve? Professional learning on place-
ments is not small group teaching, neither is it just shadowing a
professional (unless that is the purpose of the placement). Professional
learning has to be able to provide the student with a developing set of
skills and understanding to be able to finally achieve clinical competence.
It is the key to the main purpose of the degree and provides the oppor-
tunity for all of the contributing disciplines to integrate. As McAllister et
al. (1997: 6) state, ‘Clinical education is about the real world of profes-
sional practice where learning is holistic and involves transfer,
reorganisation, application, synthesis and evaluation of previously
acquired knowledge.’

Eraut (1992) described the three strands which contribute to the kind
of knowledge essential for professional education. These have remained
a useful framework for understanding what we do. First, Eraut describes
propositional knowledge, that of the general principles and discipline-
based concepts which form the core understanding of the qualification
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and the determinants of professional action. Second, personal knowledge
and the interpretation of experience form the second strand. Eraut
emphasizes the importance of this aspect in professions where interper-
sonal skill is essential, although enabling personal knowledge to be used
in the development of a professional may have to be facilitated. Finally,
process knowledge is defined and refers to the knowledge about how to
conduct the processes involved in professional activity. Eraut defined five
types of process involved in this: 

• acquiring information – how the individual selects and implements
methods of enquiry

• skilled behaviour – the acquisition of routine behaviours in profes-
sional practice

• deliberative processes – involving planning, decision making and prob-
lem solving

• giving information – which includes being able to work out what is
needed

• controlling one’s own behaviour – using self-knowledge and self-
management to do so.

As Taylor (1997) comments, different professions will vary in what empha-
sis they put on these different aspects, but clearly the use of personal and
process knowledge has to be influential in developing the role of the
speech and language therapist. 

What is in the book?

All the subsequent chapters in this book attest to the major developments
that are taking place in professional education, not only in an increase of
the knowledge base but also an increase in the skill base.

The book includes material from clinical educators at many of the UK
speech and language therapy qualifying courses and from speech and lan-
guage therapists in service delivery. It represents the current issues and
initiatives in professional education and reveals a broad base, drawing on
expertise from specific subject areas, to wider aspects of higher education
learning and teaching. 

Each chapter has been written to stand alone. Although they are
grouped into themed sections, they can be read in any order. All of them
address aspects of professional education which have needed further con-
sideration and for which there is little already written. Each chapter sets
out its own theoretical framework. The book also responds to changes in
the client’s context; that is, recent developments in the educational set-
ting, the NHS setting and in information technology. The themed sections
are summarized below.
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Aspects of the process

In the first chapter, we are introduced to the concept of competence for
speech and language therapy practice. As with many of the terms used in
speech and language therapy education, competence is frequently used
as a general descriptor, but this chapter examines the theoretical under-
pinning of the concept of competence and relates it to the speech and
language therapy context. As will be evident from this, competence is nei-
ther unidimensional nor a universally agreed concept, but it takes us
through the various models of competence which are giving us a better
understanding of what it is a speech and language therapy student has to
be able to demonstrate to achieve a satisfactory standard. In addition, Jois
Stansfield provides us with a summary of work completed on asking stu-
dents, qualified speech and language therapists, and educators about
their perceptions of how competence is constructed.

One development in the area of professional and clinical education
relates to that of the problem-based learning approach. In Chapter 2, we
are introduced to the implementation of this approach at the University of
Newcastle. Problem-based learning approaches are well developed in
other professional areas and an example of this is medicine, where this is
still somewhat controversial. Educators have to be able to reconceptualize
the model of traditional education, which was a series of sequential 
courses giving the student theoretical knowledge before clinical knowl-
edge. As has been demonstrated in medicine, providing the student with a
problem-based approach, where learning is based around clinical/profes-
sional problems, allows students to be confronted with real-life contexts
immediately. This approach is based in learning theories which have
shown that knowledge is memorized and understood more efficiently if it
originates in a context that is going to be used and relevant in the future
(Newble and Cannon, 1994). Anne Whitworth, Sue Franklin and Barbara
Dodd provide an overview of the development of problem-based learning
and discuss the rationale for delivering this in the speech and language
therapy degree. An outline of the teaching process is provided, with exam-
ples of how it is organized in the educational setting. Evaluation of this
approach is also discussed. Many speech and language therapy courses in
the UK are turning to this approach, and this chapter provides a lead in this
area.

In Chapter 3, Kim Grundy discusses the use of peer placements in the
professional educational setting. This chapter focuses on an evaluation of
this approach with a discussion of its theoretical framework. Unlike many
other professional learning contexts, speech and language therapists have
provided clinical teaching in a setting which is usually one to one. Peer
placements, which have been shown to provide a quality learning envi-
ronment, are seen as innovations in this context. Grundy provides
practical material to encourage the reader new to this approach and
addresses many of the potential advantages and disadvantages. 



Shelagh Brumfitt and Kirsten Hoben examine a different aspect of pro-
fessional education in Chapter 4; that of the transition from university to
the workplace on qualification. Professional socialization has been dis-
cussed widely, but often not looked at in the context of other professional
groups. Here, the literature from many different professionals such as
teachers, doctors and social workers is used to highlight the issues which
face the newly qualified therapist. Major themes from a study of speech
and language therapy managers and newly qualified therapists identify
areas of concern which need further research. Although this is an area that
needs more investigation, the commonalities between the transitional
developments in speech and language therapy and other professions are
striking.

Specific educational contexts

In the subject-specific section of the book, two chapters look at the health
and educational context in order to examine approaches to teaching and
learning. To a certain extent, the professional learning experience has
been related to the type of placement or the topic as it occurs within the
degree syllabus. What these two chapters show is how the nature of the
professional activity is now influencing the content and organization of
the teaching. Dysphagia is a specific example of the profession taking on
this new discipline, so that qualifying courses have had to respond to the
requirements of the workplace in precise ways to meet the needs of the
clients.

In Chapter 5, Sue Pownall has written one of the first discussions on
the approach to the teaching of dysphagia. As many readers will know, the
compulsory requirement for basic-level competency in dysphagia has
meant that university courses are now required to incorporate this into
their degree programme. However, although there is a well-developed
structure for post-qualification levels, this has been less developed at the
pre-qualification level. Competency standards are discussed with refer-
ence to the Royal College of Speech and Language Therapists, American
Speech and Hearing Association and Speech Pathology; Australia. Specific
guidelines are given about methods for teaching this area, with a discus-
sion on ethics in this context. What is of particular interest here is that the
standards for dysphagia clinical teaching have been worked out in much
more detail than other communication impairment areas. Future devel-
opments may need to include competencies in each diagnostic category.

Sue Baxter’s evaluation of the placement-based learning in Chapter 6
provides a model for designing innovative clinical placements. The chap-
ter discusses traditional approaches to placements and builds on this
model to show how new ways of working with students and with the 
actual work contexts can bring about a modernized education. Each of
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three types of placements (mainstream school, nursery and acute hospi-
tal) is described with a discussion of the ways in which the students were
organized and provided with active learning experiences. It is demon-
strated that requiring students to take more responsibility for their own
learning and practice, enables them to mature and give something back
to the work placement.

Information technology: developments and 
applications

The progress in information technology has provided the educational set-
ting with a series of exciting opportunities for enabling students’
professional understanding. In Chapter 7, Margaret Freeman gives an
overview of the ways in which this can be used, with an evaluation of dif-
ferent aspects of the work. Students can make use of the World Wide Web,
computer simulations, computer-assisted learning, e-learning and net-
worked learning, all of which provide evidence for the huge educational
changes made in the last decade. The chapter gives examples of ways to
apply these technologies, with guidance on how to help students gain
expertise with different approaches.

In Chapter 8, Richard Cox and Carmel Lum describe their specialized
innovation – PATSy, a web-based multimedia system which provides stu-
dents with ‘virtual’ patients and opportunities for case-based learning and
clinical reasoning tasks (developed at Queen Margaret University College
and Edinburgh University). For those in the higher education setting, hav-
ing a resource where students can practise before coming face to face
with ‘live’ clients can be exceptionally advantageous. This chapter
addresses the theoretical rationale for the development of PATSy, with a
description of how it may be used. In addition, its use in understanding
clinical reasoning skills is reported. 

Who is this book for?

We all know what it is like to be a student and to learn how to become a
professional; learning eventually what enables or disables that process.
This book is for the reader who is aware of the complicated path to qual-
ification, who can appreciate the challenges and demands and who has
responsibility for ensuring others learn the appropriate skills. 

All the professional academic staff who work in university departments
on speech and language therapy courses may find the material in this
book stimulating. In addition, those clinical teachers who are in the work
context of schools, hospitals and communities will find information and
understanding to further their own skill base. Others from related health-
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care or education-based professions may find the material applicable to
their own area. Many of the approaches here have been influenced by
other professional practices and there are clearly common interests.
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PART I
ASPECTS OF THE PROCESS





Introduction

Why do speech and language therapists need to be competent? There are
answers at many levels. From a personal point of view, each speech and
language therapist might be expected to wish to do the best they can in
the interests of their clients and themselves, leading to an enhanced sense
of personal worth. Professionally, speech and language therapists have a
duty to provide a level of care that is appropriate and sufficient to meet
the communicative needs of clients. At a regulatory level, the professional
body (the Royal College of Speech and Language Therapists, RCSLT) has
a duty to protect the reputation of its members, and the statutory body
(the Health Professions Council) has a duty to protect the public.
Competent practice is essential if these duties are to be fulfilled, and
incompetent practice will be disciplined with the aim of assuring these
outcomes.

Competence has many identities, from ‘good enough’ to ‘excellent’.
This chapter explores differing approaches to competence and relates
them to the speech and language therapy experience of education for
practice through a study of the views of three groups of ‘stakeholders’
involved in speech and language therapy education. Drawn from this, the
chapter presents a model of the development of clinical competence in
speech and language therapy education. The chapter concludes with a
brief discussion of the complex nature of developing competence in
speech and language therapy education.

Theories of competence

A fundamental issue in defining competence is that the word is used to
represent significantly differing philosophies. At one end of the spect-
rum, competence is seen on a binary scale: a person either is or is not
competent, based on published itemized criteria. At the opposite end are

Chapter 1
Education for competent speech
and language therapy practice

JOIS STANSFIELD
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approaches with their roots in concepts of expert practice and educa-
tional and philosophical thinking. Here, judgements of competence
involve qualitative as well as quantitative aspects. They address capability
(identification of potential) as well as evidence of current performance
and usually include consideration of the mental processes involved in
using knowledge in decision making. 

Between these poles are Gonczi’s (1994) description of Australian
approaches to identifying competence and the attribute-based manage-
ment school approach to competence exemplified by the McBer
organization (Spencer and Spencer, 1993). 

The NVQ approach

National (and Scottish) Vocational Qualifications (NVQs) were introduced
into the UK as an attempt to provide a coherent single entity for voca-
tional qualifications, rather than the patchwork approach Jessup (1991)
suggested was available up to the mid-1980s. NVQs have an outcomes-
based assessment system, whereby each element of occupational activity
is identified and assessed, and once all elements have been completed
successfully the NVQ candidate is certificated as competent. 

NVQs are assigned at levels from 1 to 5 and have notional correspon-
dence to educational qualifications (see Table 1.1).

Innovations in Professional Education for Speech and Language Therapy4

Table 1.1 Notional correspondence of qualifications.

Higher degree N/SVQ 5

Degrees

N/SVQ 4

A level/AS level/ N/SVQ 3
Scottish Higher

N/SVQ 2

GCSE/Standard 
Grade N/SVQ 1

There are major criticisms of the NVQ system in relation to professional
competence (e.g. Gonczi, 1994; Hager and Hyland, 2002). First, learning
is separated from a syllabus or curriculum. The implication is that the
NVQ model, unlike most educational approaches, is not concerned with
the process of learning. Second, in the NVQ model all elements of 
competence are required to be assessed separately, but the system does
not allow for an assessment of the overall performance or capability of a



candidate. The implication is that the whole of competence, in NVQ
terms, is precisely and only the sum of its parts. Third, knowledge is not
addressed in a satisfactory manner. The place of knowledge in the NVQ
definition of competence is of particular relevance in the consideration of
learning at higher levels. Jessup (1991), the main author of the NVQ sys-
tem, was clear that skill could not exist without (unassessed)
underpinning knowledge and understanding required to achieve compe-
tent performance. Knowledge itself, however, is not to be assessed
directly: the existence of skill is deemed sufficient to prove the existence
of knowledge and understanding. NVQs therefore appear unsuited to
defining pre-qualifying professional competence.

The Australian approach

At around the same time as the NVQ framework was being developed in
the UK, work was taking place in Australia to develop ‘competency-based
standards’ for professional work (Gonczi et al., 1990; Gonczi, 1994).
Gonczi et al.’s outline of the competent practitioner is one who has the
capacity to use a complex interaction of knowledge, attitudes, values and
skills (‘attributes’ or ‘competencies’ in his terminology) in a range of con-
texts. In speech and language therapy for example, the knowledge base
would need to mesh with ethical standards and the ability to communi-
cate with clients. Gonczi defines competence as capacity, emphasizing
that the judgements of competence must incorporate the ‘holistic inte-
grated performances’ (1994: 35) in the person’s work. Poor performance
in one area of competence can be compensated by strengths elsewhere.
The emphasis is on the integration of skills and knowledge, with an abil-
ity to utilize these appropriately in context. 

There is little discussion of this model in the British literature, but it
appears to avoid the disadvantages of the NVQ approach (Hager and
Hyland, 2002). It takes account of the nature of professional practice, and
Australian professions appear to accept the model because they have been
involved in its development. 

An attributes view of professional competence

A number of business schools in the United States have approached the
development and definition of competence from a quite different angle
from those outlined above. McBer and colleagues (e.g. Spencer and
Spencer, 1993) modelled a system of identifying competence derived
from observing expert practitioners, which takes account predominantly
of personal attributes rather than on-task performance. Spencer and
Spencer talk of ‘competency’, but define a competency as: 

an underlying characteristic of an individual which is causally related to the
criterion-referenced performance in a variety of situations. (1993: 9) 
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This underlying characteristic is ‘a deep and enduring part of the per-
son’s personality’ (1993: 9) which will predict behaviour in a variety of
structures.

The underlying characteristics or competencies Spencer and Spencer
specify are the person’s motives, traits, self-concept, knowledge and skill.
In their definition, motives, traits and self-concept ‘competencies’ pro-
duce skill, and skill predicts outcomes. The competencies are, however,
deeply buried and, being central to the personality, they are far more dif-
ficult to develop or measure than knowledge or skills. 

Some notes of caution are needed in considering this approach. The
entire system is culturally embedded in the US and, specifically, has been
devised in business schools. Much of the work appears to assume that
there is one particular type of ‘good’ worker in any given field and there
are some dated stereotypes in the clusters of traits claimed to be neces-
sary, at least for the fields of education and healthcare. To an extent, the
argument appears to be not one of educating but of recruiting the right
people in the first place, begging the question: is the competent worker
born or made? If traits are taken to be central, those which are proposed
to be typical of superior performers appear largely to be within a mascu-
line frame of behaviour, a fact acknowledged in later work by the same
research group (Case and Thompson, 1995). 

This approach to identifying competence does, however, have strong
face validity, appearing to take account of complexity and variability 
and including the person and situation in the process of measuring 
competence.

Competence and subconscious knowledge

The cognitive tradition is discussed in the writings of philosophers such
as Polanyi, who explores concepts of knowledge and understanding. His
work addresses the concepts of tacit knowledge – the human ability to
recognize, understand and respond to features of a situation without
being aware of this ability (Polanyi, 1958, 1967). Polanyi believes that all
human knowledge has a tacit dimension which it is not possible to bring
to the level of conscious functioning, but which nevertheless underpins
much of an individual’s conscious action and thought. Embedded in his
theory is a concept of intuitive knowledge: the ability to know, without
being aware of the knowledge and to act because of this deep-seated
knowledge.

Schön (1991, 1993) applies Polanyi’s ideas to developing professional
competence. In particular, Schön asserts that competent professional
practitioners ‘exhibit a kind of knowing-in-practice which is tacit’ (1991:
viii) and demonstrate an ability to reflect on intuitive knowledge during
their practical actions. Schön contends that an instrumental ‘technical-
rationalist’ means–end approach is unable to encompass the initial need
for framing problems experienced by many professionals. It is, therefore,
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he argues, inadequate as an approach for identifying competence. He
proposes a model of professional practice which incorporates what he
calls ‘professional artistry’ (1991: 268) and reflection in action (online
decision making) during professional work. Professional artistry includes
the largely tacit framing of situations in order to create a definable (even
if ill-defined) problem to be addressed. His model encompasses uncon-
scious and conscious aspects of behaviour. 

There are a number of critiques of Schön’s work, of which the most
complete is that by Eraut (1994). Eraut suggests that Schön’s theory has a
number of defensible elements. He agrees that ill-defined situations
require creative thinking, professionals draw on practical experience in
an intuitive manner at the same time as reflecting on their actions, and
reflection in action is embedded in this process. Eraut is less convinced
by many of the cases used by Schön to exemplify his theory and suggests
that Schön’s work is best seen as contributing to theory of meta-cognition
in professional practice.

Competence on a continuum

Some models of professional competence have their roots in the field of
artificial intelligence and the development of expert systems which can
mirror human thinking and decision making. One influential example of
this is the work of Dreyfus and Dreyfus (1986). They present the concept
of competence as a point on a continuum of professional development.
They chart five steps in the progress from novice to expert, these being:
novice, advanced beginner, competent, proficient and expert. The
‘novice’ can recognize features of a task, so that he or she can follow the
rules, but is unable to go beyond them. This is typical of the student in
the first or early second year of a speech and language therapy course,
who rigidly applies a formula but does not know what to do if something
goes wrong. The ‘novice’ has no coherent overall sense of a task. The
‘advanced beginner’ uses experience as well as rules to allow slight vari-
ations in a task: the student still does not have an overview of what they
are looking for or trying to do and still sticks to the ‘rules’, but interprets
them a little. At the level of ‘competence’, there is a reducing reliance on
rules, and more reliance on integrating knowledge and skills. There is
the ability to analyse a situation, organize approaches to a problem and
vary behaviour in order to achieve not just one task, but overall success
(e.g. in client management). What is still missing is a sense of what is
important.

Dreyfus and Dreyfus consider competence to be the climax of rule-
guided learning, where behaviour has not yet become the semi-automatic
reflexive behaviour of the proficient practitioner. Beyond competence
come levels of ‘proficiency’ and ‘expertise’, by which time the entire
process is internalized with a development towards so-called ‘intuitive’
decision making. 
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Competence in speech and language therapy

Speech and language therapy, in common with many other professions,
has produced a number of publications considering aspects of profes-
sional competence, and despite the fact that they are not always referred
to explicitly, the theoretical approaches outlined above have had some
influence on these publications. 

Gailey (1988) presented a discussion on the nature and development
of clinical competence and expertise. RCSLT issued its first professional
standards guidelines in 1991. Stengelhofen (1984, 1993) investigated
therapists’ use of their theoretical bases in practice. van der Gaag and
Davies (1992a,b) and Kamhi (1995) published papers on the knowledge,
skills and attitudes of speech and language therapists. Roulstone (1995,
2001) presents a multi-modal approach to identifying speech and lan-
guage therapy expertise in diagnosis and evaluation of children’s
communication disorders, and Williamson is developing a ‘competencies
framework’ funded by RCSLT (Williamson, 2000, 2001, 2002). 

Gailey suggested that there was a working consensus on the nature of
professional competence in the speech and language therapy profession
which was only just at the point (1988) where this was being formalized.
The work of the professional body which she described resulted in the
first comprehensive professional standards guidelines for speech and lan-
guage therapists in the UK: Communicating Quality (CQ) (CSLT, 1991;
RCSLT, 1996a). While not addressing what ‘competence’ is explicitly, CQ
provides a code of ethics and guidance on client groups, the working con-
text, the responsibilities of the speech and language therapist, and the
service provider. 

Stengelhofen (1984, 1993) developed a model of professional practice
(see Figure 1.1) where each level influenced the others and all were influ-
enced by the professionals’ experience.

The model incorporates details of each of these levels, which could be
used as a basis for measuring surface output (performance) and knowl-
edge and attitude bases (competence, in her terms), although, as
presented, the model was still at a high level of abstraction. Drawing on
Schön’s work, Stengelhofen hypothesized that clinicians utilized much of
their theoretical knowledge tacitly, without drawing it to the forefront of
their cognitive and linguistic rationalizing in clinical practice.

van der Gaag and Davies’ work on competence (1992a,b; Davies and
van der Gaag 1992a,b) addressed the question of: 

whether the knowledge and skills base of existing professionals was neces-
sary and sufficient for the demands of contemporary health services.
(Davies and van der Gaag, 1992a: 210)

This work complements that of Stengelhofen, in that, while hers involved
direct observation and in-depth interviews with small numbers, van der
Gaag and Davies included a total of almost 700 speech and language 
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therapists at some point in their consultation process. van der Gaag and
Davies found a strong consensus about speech and language therapy
knowledge and skills base at a super-ordinate level, with additional
domain-specific knowledge requirements dependent on the contexts in
which therapists work (Table 1.2). They also noted that some skills called
for a complex integration of knowledge and practical application, con-
cluding that speech and language therapists needed to draw on their
knowledge base in order to work effectively with clients. 
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Surface level TECHNIQUES AND PROCEDURES:
Includes skills in interpersonal 
relationships

First deep level KNOWLEDGE AND 
UNDERSTANDING:
Speech and language pathology
Linguistic knowledge
Psychological knowledge
Child development knowledge
Sociological knowledge
Clinical medicine knowledge
KNOWLEDGE AWARENESS

Second deep level ATTITUDES TO:
(giving meaning Relationships with clients
to what is done Relationships with parents
and influencing use Relationships with other professionals
of knowledge and Relationships with employer
techniques and Planning and evaluation
procedures) Professional work and career future

MORAL VALUES

ALL LEVELS 
INFLUENCED BY:
Life experience
Undergraduate
learning
Work experience
Continuing education
Relationship with
employing authority
Working context (e.g.
school, clinic, etc.)

Table 1.2 Super-ordinate domains of knowledge and skill required by a competent
speech and language therapist.

Knowledge Speech and language
Psychology
Medicine
Education policy
Client and service management

Skill Therapeutic 
Teaching
Psychological
Client and service management

Figure 1.1 Stengelhofen’s model of professional practice. 



van der Gaag and Davies also investigated the attitude base considered
to be essential to competent practice in speech and language therapy.
They noted that attitudes are considerably more difficult to measure than
clinical skills, but they found a strong consensus on the core (Table 1.3),
although they were not able to separate out attitudes and attributes.
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Table 1.3 Core attitude base required by a competent speech and language therapist.

Desire to learn
Flexibility
Empathy
Positiveness
Professionalism
Self-awareness
Enthusiasm

van der Gaag and Davies’ work is supported by that of Kamhi (1995)
from the US. He identified four areas of ‘clinical expertise’ drawn from
samples of clinicians and students working in a variety of clinical settings.
Of these areas, knowledge, technical skills and interpersonal skills/atti-
tudes match those identified by Stengelhofen, and van der Gaag and
Davies very closely, while ‘clinical philosophies’ indicated an underlying
values base which would support practice. 

Roulstone’s (1995, 2001) work took concepts of developing speech
and language therapy competence and expertise a stage further. She
describes a study on clinical decision making in which she aimed to find
the answers to a number of questions about how practising speech and
language therapists worked. First, she used the Dreyfus brothers’ model
(Dreyfus and Dreyfus, 1986) to consider the clinicians’ levels of expertise.
Next, she discussed the structure of clinical tasks in terms of complexity
and ambiguity. She then identified aspects of the social and institutional
context in which a clinician works, such as the level of detail available in
referral information, availability of equipment and the amount of time
available for client contacts. Depending on the relative stability of the clin-
ician’s work she then applied Schön’s (1991) concepts of reflective
practice. Finally, she noted the influence of clinicians’ personal ideolo-
gies: their attitudes to their work. 

The outcome of the study was an algorithm for clinical reasoning in
work with paediatric cases, which could be used by students or clinicians.
A child’s presenting communication difficulties and clinical history are
balanced against his or her current context in order to decide the level of
priority to assign to the case. Roulstone stresses that the decision-making
process in clinical work is necessarily at a high level of complexity which
resists being broken down into easily identifiable chunks of skill. 

The UK speech and language therapy professional body, RCSLT, is cur-
rently funding a project designed to establish the ‘competencies’ needed
to practise as a speech and language therapist (Williamson, 2000, 2001).



The project has involved a wide range of consultation across the UK.
Williamson identifies super-ordinate categories of speech and language
therapy work (clinical work, research, training, management, supervision,
mentoring) and contextualizes these in terms of ‘core competencies’
(needed by all speech and language therapists) and ‘specific and differ-
entiating competencies’ needed in differing working roles and contexts. 

Williamson’s (2001) model appears to match closely the Australian
approach to competence, with ‘current competence’ directly related to
the speech and language therapist’s existing post, but embedded within a
broader area of ‘capacity’ (see Figure 1.2). In addition, ‘competencies’ are
identified at the levels of task, process and judgement, and decision mak-
ing (Figure 1.3), with the judgement and decision-making competencies
being identified as being the least visible, but most important and hardest
to measure. 
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Figure 1.2 Williamson’s competency framework model.
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These speech and language therapy publications on competence have
the common aim of attempting to make explicit the nature of competence
in the profession. The studies described all make an attempt to identify the
nature of competence and all identify similar super-ordinate structures of
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Professional 
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Self-knowledge and inter-personal skills

Values and beliefs



knowledge, skill and attitude as the component parts of competence. All
the authors found skill (and especially technical skill) the easiest aspect of
competence to identify, but also the least characteristic aspect of compe-
tence in itself. All of them considered a person’s attitude and/or attributes
to be a key to competent clinical practice. And all of the authors were in
agreement that competence is easier to recognize than it is to describe,
and this is a challenge for speech and language therapy education. 

Competence and speech and language therapy
education

Speech and language therapy is a graduate entry profession with courses
offered by 15 universities in the UK. Bines (1992) presents a set of three
models of professional education: pre-technocratic; technocratic; and
post-technocratic (Table 1.4). 

A pre-technocratic model is largely equated with apprenticeship. The
technocratic model is one where learning is incorporated within univer-
sities, with three strands to student learning: 

• acquisition of a knowledge base
• in-house application of this knowledge to practical issues within the

HEI
• supervised practice on placements. 

The third, post-technocratic, model emphasizes the development of com-
petences through experience of, and reflection on, practice, with the
placement being the central point of learning. 

Stengelhofen (1984) suggested that speech and language therapy edu-
cation in the mid-1980s fitted directly into Bines’ (1992) ‘technocratic’
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Figure 1.3 Cross-section of Williamson’s professional practice level.
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model, while her aspiration was a reduction of the reliance on a disci-
pline-based curriculum and a move towards a process-orientated
curriculum in line with Bines’ post-technocratic model. Over ten years
later, Eastwood (1995) concluded that speech and language therapy
courses still largely failed to present a coherent process-based approach
to the ‘theory of therapy’, or developing clinical competence (although
her analysis of the interview data she presents can be disputed). She, like
Stengelhofen, recommended changes to the curriculum, moving away
from a fact-based curriculum towards a learning-based one, again firmly
embedded in Bines’ (1992) post-technocratic model of professional 
education.

Speech and language therapy curriculum content as such has retained
the same broad discipline areas since formal accreditation of courses was
established (Segre, 1950; RCSLT, 2000). Current course documentation
held at RCSLT does, however, demonstrate a significant difference from
that reported by Stengelhofen and Eastwood. The focus and balance of
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Source: Bines (1992: 14–15).

Table 1.4 Bines’ models of professional education.

Model Characteristics

Pre-technocratic Practical routines
Mastery of facts and routines
Workplace learning.
Experienced practitioners act as instructors
Employer-dominated learning/ national curriculum

Technocratic Systematic knowledge base
Academic subject specialists plus former practitioners
deliver HEI-based curriculum
Interpretation of knowledge base and development 
of ‘principles and practice’
Supervised workplace practice
Experienced practitioners act as practice supervisors;
HEI controls academic course content
Tension between academic rigour and professional 
relevance

Post-technocratic Knowledge for practice
Acquisition of professional competences
Systematic reflection on practice
Practical dominates the curriculum
Professional practitioner-educators operate in HEI 
and practice setting
Subject specialists have negotiated role based on 
professional credibility or research
Partnership between HEI and employers through 
learning contracts



course content has changed considerably since (and probably at least in
part as a result of) the work of those authors. In many courses, the role
of disciplines has been substantially reduced and the focus of the cur-
riculum is increasingly applied to the process of speech and language
therapy, specifically in order to achieve the development of academic and
professional competence acknowledged in all stated course aims
(Stansfield, 2001). Speech and language therapy education appears, at
least as shown in course documentation, to be approaching Bines’ post-
technocratic model.

Education, competence, and the views of speech
and language therapists

How do today’s speech and language therapists identify competence in
the pre-qualifying student? In order to compare ‘real-life’ experiences
with the literature on competence and professional education, the fol-
lowing sections descibe a study by Stansfield (2001) of the views of three
groups of speech and language therapy ‘stakeholders’.

Clinicians, especially those close to educational establishments, are
often involved in course design and in the clinical education of the next
generation of their profession. Academics are involved in the design and
delivery of degree courses and may supervise students on placement, but
they rely on external clinical placements to deliver a major element of stu-
dent learning. Students have an immediate personal interest in the range
and quality of their courses as these influence not only their degree qual-
ification, but also their future professional lives. 

In Stansfield’s study, semi-structured interviews were used to ask three
groups of respondents with an interest in the field of student education
to reflect on that aspect of their work. Respondents were 12 clinicians
supervising students on placement, 12 academics lecturing on university
courses and 14 students. These respondents were drawn from regions
across England and Scotland and altogether had knowledge of 13 of the
15 universities offering speech and language therapy degrees.
Respondents were interviewed in their own work or study bases, either
individually or in groups of two or three. All interviews were audiotape-
recorded and each interview took between one and one and a half hours.
Following the interview, each tape was transcribed and typed.
Respondents were sent their own transcripts for amendment, approval
and permission to use the data. Once the transcripts were returned, 
data from the interviews were analysed using Glaser’s (1992) approach to
grounded theory. Each respondent was assigned a code of group-
identifier letters and two randomly derived digits (e.g. ST11, student;
CL26, clinician; AC03, academic) so that anonymity could be assured. The
resulting themes are reported below.
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Competence and clinical knowledge

Theory for practice

Clinical knowledge was a core concept of clinical competence for
respondents, who all described broad, holistic and integrative concepts
of knowledge. Theory from all the discipline areas identified by RCSLT
(2000) was identified as continuing to be essential for the education of
speech and language therapists. There was also a strong consensus that
discipline knowledge changes, and as theory moves forward there is a
need for the clinician to continue to learn and apply new theories.
Possibly as a result, there was a large amount of reference to models (for
example the PALPA model (Kay et al., 1992) and the Bloom and Lahey
model (Lahey, 1988)), to provide educational frameworks for developing
clinical knowledge and understanding of particular communication dis-
orders. In addition, academics explicitly mentioned models of learning
drawn from the educational literature and described how teaching was
structured to enable students to understand their personal approaches
to learning as well as to ground the theoretical aspects of their course. 

Students made strong pleas for the relevance of discipline-based
knowledge to clinical work to be made explicit. They could see the point
of studying aspects of their course (all respondents saw discipline knowl-
edge as necessary), but it was often only when it was applied in the
clinical situation that its relevance, and therefore educational value as a
part of competence, was acknowledged.

Theory in practice

Beyond the existence of discipline knowledge, there was a recognition
that students need to use this knowledge in practice, giving rise to
another form of ‘knowing’. Theory and practice were seen by all respon-
dents as key, interacting elements of competence, with practice enabling
theory to come to life for students, and also allowing them to generate
their own theories about practice. Clinicians initially appeared to see
‘theory’ as research- or discipline-based. They were, however, discrimi-
nating in their evaluation of theory, and in exploring the theories used
in clinical work many of the clinicians identified ways in which they
developed their own approaches, even if they were cautious about
referring to these as theories. 

In therapy you have people talking about convoluted theories, but when
you ask them what they would do, they say just what you would do your-
self. It’s linking theory that is important in working out what is going on
with a child. (CL94)

Clinical theorizing (for example establishing hypotheses, testing these
and involving the client in the decision-making process) was described
explicitly by academic respondents, possibly because of their need to
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relate their clinical thinking to formal lecturing. In addition, the develop-
ment of theory from practice was mentioned by a number of students as
a part of their clinical placements:

After my last placement I think I have got a theory of my own therapy. Until
I was asked why I had done things I was really unaware of it. ... The thera-
pist asked me what I got from that [session] – and she drew up this big chart
of things – and I thought, ‘wow, I observed all that!’ I’d been far more
organized about it than I thought I was. (ST97)

Students and academic respondents appeared most comfortable with the
vocabulary of hypothesis testing, but in their different ways, the clinicians
also demonstrated a firmly grounded understanding of how they devel-
oped their personal theories of practice. Unlike Eastwood’s (1995) claims,
respondents had a clear view of how their personal knowledge base
included a knowledge of the process of therapy and individual constructs
of clinical work, built on their personal interpretations of both discipline
and process knowledge. Education to develop clinical knowledge was,
therefore, seen as a complex construct, comprising theory for practice
and theory in practice.

Clinical skill

Technical skill

There was a high level of consensus on the basic skills required to prac-
tise as a speech and language therapist, although without context, many
skills (see Table 1.5) could be said to apply to almost any occupation
involving work with people.
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Table 1.5 Skills necessary for competent practice in speech and language therapy.

Ability to collect data
analyse data
problem solve
seek information
use knowledge
relate to people (especially clients) appropriately
assess client’s overall needs 
prepare for sessions
use that preparation during sessions
judge accurately how to proceed
make onward referrals
write well
be flexible
think on one’s feet
cope with new situations
incorporate new learning
do clinical research



Narrative from one student helped to identify the role of technical
skills on a placement: 

I was able to run the Reynell comprehension section, just after we had had
lectures on how to do it. You tend to remember things like ‘non-contingent
praise’. I found it really useful. I was petrified when I started doing it, as I
was warned the child wouldn’t cooperate. It was a big relief when he actu-
ally did it. I thought ‘Oh, I can do this; put the equipment out; I can record
the answers; I can score it’. It really built up my confidence. ... To a certain
extent it was intuitive, ... talking to children anyway, but we had actually had
the lectures on the type of praise to use and the way to encourage children,
so it was making sure that everything I said was along the same lines. I think
I had the technical skills to do the test. (ST11)

Some students had a view of skilled clinical action as a challenging goal.
ST71 stated that ‘on a personal level, you need to have personal skills up
to scratch’, implying an absolute measurable level of interpersonal skill,
while ST11 was clear that ‘flexibility is important, but also competence is
about being right’.

‘Competencies’ were mentioned by many of the respondents in rela-
tion to clinical skills. Course or clinic literature which had been prepared
to identify ‘competencies’ in students was found to be a helpful way of
identifying the necessary skills for students and clinicians at given points
in a course. Techniques and measurable competencies were on the
whole, however, seen as being necessary, but not sufficient for skilled
practice. Clinical skills were seen by all respondents as being more com-
plex than a straightforward list of ‘can do’ technical activities and the list
(Table 1.5) generated in the course of the interviews was heavily contex-
tualized. Several respondents echoed AC03 when she said, in discussing
skilled clinical action, that it ‘is more than just the sum of the parts. It is
not just a list of the parts’. Thus an NVQ approach to identifying compe-
tence in the speech and language therapy student is not seen as being the
way forward.

Flexibility

While all the skill areas listed in Table 1.5 were considered to be neces-
sary for competent clinical performance, an essential component
mentioned by every respondent was flexibility. It was identified as under-
pinning every successful session and its absence was usually seen to be a
part, if not all, of the cause of unsuccessful ones. One student reported
finding it especially difficult to be flexible enough to make rapid decisions
during a session. ‘It is difficult to think “on the hoof ”. I think this will
speed up with practice. It is a result of lack of practice and confidence’
(ST72). As part of their clinical education, most students described being
taught techniques to build flexibility into their sessions before this
became embedded in their practice. ST45, for example, said ‘As part of
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our placement preparation, in our session plan we are encouraged to
plan an easier and a harder task for each goal in case we need to adjust
an activity.’ Other students described situations where they had needed to
be flexible, together with the reasons why this was more or less easy, for
example:

It is hard not to be rigid. I had a session where a client broke down in tears.
At first I though ‘oh no, I’ve got all this work to get through’. It was a 
single-session evaluation [degree practical assessment] and it was important
to me, because there was a viva afterwards. Then I just thought – no, I was
there for that person so I needed to step back and look at what was going
on and be in tune with that time, and adapt to suit them and forget your
plan. What is important for that person at that time might not be their word-
finding or whatever. This lady was telling me about what had happened to
her in the past. We went with that and then discussed what she wanted to do
after she had disclosed her feelings. That was what she needed. (ST48)

In this session, flexibility was essential because of the behaviour of the
client, even though the situation and the student’s limited experience
made flexibility difficult. 

Clinical skill and knowledge

When discussing skilled clinical work, clinicians and academics tended to
describe principles of intervention, rather than actual events. They obvi-
ously possessed deep-seated clinical knowledge when they described how
they planned and then changed their own sessions, but such decision
making may be difficult to explain to students. Narrative from one clini-
cian gives an example of this:

In the waiting room I am looking at what they [child] look like: physical skills;
how they are interacting with mum; what they are like when they come
through to the [therapy] room. These give a really good starting point for the
rest of my session. It varies from child to child and depending on the mum. 

The more experience I have had, the quicker I make decisions.

I have a checklist in my head in order of sections I want to look at – pre-
linguistics or language, depending on the age of the child. I want an answer
in my head before I let them go at the end of the session. (CL26)

At first clinicians and academics variously described their decisions on
how to conduct sessions as on-the-spot decision making, gut instinct or
intuition. Once respondents reflected on this, however, intuition was not
seen to be a major part of skilled clinical decision making. The majority
of qualified speech and language therapists, while acknowledging that
online decision making was difficult to articulate, identified the impor-
tance of having learned from previous mistakes and an increasing ability
to notice things and integrate them into their existing knowledge base as
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core aspects of competent practice. They also recognized the need to help
students to achieve the same abilities to combine skill and knowledge. 

It was clear from respondents that knowledge and skill were not seen
in isolation. Templates of previous clients (depending on the length of
experience of the clinician) were complemented by such things as local
sociological knowledge (for example the typical performance on stan-
dardized assessments in given areas of a city) and theoretical
underpinnings (e.g. ages and stages of development; theories of
approach to different communication disorders), thus fitting the models
described by Dreyfus and Dreyfus (1986) and Roulstone (2001). In
acknowledging the difficulties of enabling students to achieve this level of
decision making most respondents agreed with CL26 when she said:

You start thinking it is all intuition but forget there is a theory behind it all
and you have forgotten what you have learned and where you are coming
from. (CL26) 

Confidence and clinical skill

Lack of confidence and fear were all mentioned by students as a part of
their clinical experience. On the whole, fear was exemplified by descrip-
tions of one-off events, but it was a strong theme and appeared to
interfere with students’ ability to use their knowledge and be flexible in
their clinical interactions:

It is terrifying going out and doing it. It’s worse when someone is breathing
down your neck and watching everything you do. (ST91) 

Academics and clinicians were all aware of the fear aspect of clinic for stu-
dents. For example, ‘Students perceive all new cases as a “physical jolt”
but that is fear!’ (AC7). Structured learning was seen to be a major con-
tributing factor in reducing fear. Academic staff provided an overview of
placement organization, indicating how the placement experience was
planned across speech and language therapy courses and integrated with
the university-based learning to facilitate development of confidence and
competence. Clinicians were also keen to demonstrate how they organ-
ized placement experience for the benefit of students. For example:

There is a ‘pathway’ used by all our clinicians who work with students. It
involves learning contracts, information about their past experience of
placements. We set up observation records, which the therapist carries out
at least three times with each student. Students set out their learning goals
with learning contracts. (CL96) 

All students valued support from therapists in developing their confi-
dence and it was not exclusively the ‘gentle’ approach that was identified
as being helpful. 
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I like clinicians who tell the truth rather than patronising – overloading with
praise for one small thing you have done right. You know there is a process
of first positive, then criticism of negative points. I like to be treated not
totally like a student, but as a fellow professional so you can exchange infor-
mation. (ST17)

A clinician needs to be more than nice and supportive. (ST49)

Clinicians also recognized the need for constructive criticism, although
they also acknowledged the difficulties in this. 

It is easy for a student to become really hurt and devastated by something
which is not really such a big issue. Things can get out of proportion. It is
hard giving them structured help and not destroying them. (CL35)

All groups of respondents identified one element of the supervisory
process which created tensions: that is, the need for clinicians to act not
only as facilitators of students’ learning and confidence, but also as asses-
sors of competence. Clinicians welcomed students who suggested their
own ideas: ‘If they want to disagree [with me] I think that is great, so long
as they can justify what they say’ (CL44). But students were acutely aware
of this dichotomy of roles and the consequent caution needed in their
willingness to accept or challenge clinicians’ judgements. 

Nevertheless, students’ clinical skill was seen to be facilitated by confi-
dence, and this is developed especially when a student and clinician are
able to ‘get along’ on a personal level. The relationship between student
and clinician was identified as being important in developing confidence.
Academics, clinicians and students all identified inter-personal relation-
ships as a foundation upon which other aspects of clinical learning and
the development of confidence and competence could build.

Personal characteristics

Respondents were clear that in order to be competent, a speech and lan-
guage therapist has to be a ‘people person’ and that the profession
appears to attract individuals with a basic interest in people. An initial list
of personal characteristics considered necessary for competent practice
was generated relatively easily (see Table 1.6). The majority of character-
istics deemed to be desirable were ‘gentle’ (van der Gaag and Davies,
1992b), people-based attitudes, values and attributes, although it was
acknowledged that there may be a change in the characteristics which
could be desirable as the work of the profession changed.

As with the skills listed earlier, the majority of these ‘desirable’ charac-
teristics exist in much work involving people. All were mentioned by a
number of respondents, with the key characteristics identified by the
majority being enthusiasm and motivation. From these, other characteris-
tics appeared to follow. One student spoke of a clinician who ‘was really
motivated herself. She really loved her work. I would like to be like her’
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(ST48). Another, while listing many positive aspects of a clinician, said
‘and especially she was enthusiastic’ (ST72). Clinicians and academics,
similarly, spoke of good students as being, for example, ‘interested,
aware, motivated’ (CL35). 

The identification of desirable and undesirable personal characteristics
listed in Table 1.6 was the beginning, but not the end of the story, as could
be seen when respondents were asked to describe their most memorable
clinician or student. About half of the memorable individuals were highly
commended, while the other half were criticized in strong terms. All the
descriptions focused predominantly on the attitudes and attributes of the
person in question, rather than what they knew or could do. It was not,
however, only the presence or absence of these characteristics but also
their amount and intensity. The qualifying vocabulary used by respon-
dents demonstrated the strength of feeling underlying these responses. 

Students spoke of positive experience of clinicians with ‘a genuine inter-
est in the person. ... A very good listener. ... An excellent role model’
(ST14); ‘the one who stands out was really motivated herself ’ (ST48); ‘she
gave brilliant feedback ...’ (ST97). Negative experience was also emphati-
cally described: ‘so disorganized’ (ST17); ‘rude and unprofessional’
(ST47); ‘aloof, unapproachable’ (ST71). Clinicians similarly saw intensity
as being an issue. Memorable students were ‘very interested ... they bring
a joy and enthusiasm’ (CL29); ‘very lively ... bright and bubbly ... would be
good at whatever she did’ (CL44). Negative experience was also a matter
of degree:

Partly it was personality, but also the amount she asked of the clinician and
the way she asked – demanding support. She was constantly there asking
questions ... but she completely ignored the answers she was given. (CL26)
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Table 1.6 Personal characteristics and competence.

Desirable Undesirable

Enthusiastic
Motivated
Positive
Flexible
Curious
(interested in 
learning)
Insightful
Having a good 
self-knowledge 
Conscientious
Having integrity
Reliable
Honest
Patient
Professional

Good communicator
Pleasant
Warm
Supportive
Able to instil confidence 
Empathetic
Able to read situations 
accurately
Genuinely interested in
the clients/students
Sensitive to clients’
needs
Accepting of clients’
views
Considerate
Encouraging

Poor communicator 
Uncaring
Disinterested
Cynical
Patronising
Aloof
Unapproachable
Critical without offering 
support
Lacking confidence
Disorganized
Lazy



... no insight and very little initiative or interest shown ... wouldn’t or 
couldn’t ask questions. She seemed to have no motivation. ... Always came
back with an excuse. (CL43)

Other respondents spoke of consideration which bordered on obse-
quiousness, enthusiasm and motivation which became intrusive over
time, and an interest in learning which led to unsustainable demands on
the clinical supervisor. In developing competence, therefore, it is clear
that students have a fine line to tread. They are expected to be enthusias-
tic but not to excess, proactive but not pushy, assertive but not aggressive,
knowledgeable but not a know-all, and confident and flexible (but not
overconfident or over-flexible). It is easy to see that learning to judge the
nuances of clinical behaviour is a challenging task and one which does
not easily lend itself to clear guidelines or measurement. A person’s over-
all stance is difficult to identify in behavioural terms, while still being
highly influential, and many aspects of competence (for example being
easy to talk to) are easier to recognize than to measure. 

Learnability 

It was clear from discussion with the respondents that enthusiasm and
motivation develop alongside academic and practical knowledge and are
reinforced by the level of confidence in this knowledge. These attitudes
are also variable, according to whether the speech and language therapy
student has confidence in his or her own abilities, the relationship with
the clinician and whether he or she enjoys working with a particular client
group, or in a particular clinical setting. As an example, a student may be
highly motivated in work with autistic clients, but afraid of working with
adults who stutter, or vice versa. In addition, it is the rare individual who
is unfailingly enthusiastic, motivated and confident. Arguably, those who
are may be demonstrating a lack of perception of situations, at least some
of the time.

Some respondents described clinicians and students whose overall
manner was seen as positive. Enthusiasm and empathy, for example, were
seen as being not purely related to specific contexts, but ‘of the person’
in a broader sense. Thus, there did appear to be a view that a student’s
overall approach to life would colour his or her approach to work and
influence his or her ability to become a competent clinician. 

Student confidence can, however, be increased or decreased through
subtle inter-personal interactions between student, client and/or clinician.
These can give rise to emotional reactions which are often difficult for stu-
dents to recognize in or admit to themselves, still less to others (clinicians
or tutors). The emotional impact of positive and negative experiences of
clinical placements can, however, have a significant effect on the student
speech and language therapist’s developing confidence and competence.
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When asked if a therapist was ‘born or made’, there was a range of
views on whether personal characteristics were innate attributes, as sug-
gested by Spencer and Spencer (1993), or attitudes and values which
could be learned and developed. Initially, the majority of respondents
suggested that some personal characteristics were innate character traits
but they were vague on which these might be. Once this concept of apti-
tude for the work was teased out a little, respondents agreed that most, if
not all, of the attitude and value base of the profession could be learned
by students, given an appropriate level of support and an appropriate per-
sonal attitude to learning. Learnability was seen to depend on students’
experiences across their course and clinicians’ approaches to the learning
environment in clinic. Learning to acquire the attitudes and values of
competent speech and language therapy practice was thus recognized as
being far less tangible than learning how to acquire knowledge and skill,
while being closely related to these aspects of competence.

Modelling the development of competence in
speech and language therapy education

Respondents’ views on developing clinical competence in the speech and
language therapy student appeared at first to fall into the relatively tradi-
tional subcategories of knowledge, skills and personal characteristics
(attributes, values and attitudes) identified by previous authors. On fur-
ther analysis, these simple categories were found to have considerable
depth of meaning for respondents. Competent clinical practice is seen as
being complex and determined by context. It is the result of an interac-
tion between discipline and process knowledge, practical and technical
skills, and a personal stance which values clients and professional learn-
ing. It depends on the situation, the individuals present and the degree of
confidence felt by the various participants in the clinical situation. As a
result, there can be seen to be several layers within these concepts as
shown in Model 1 (see Figure 1.4). 

Throughout the interviews with respondents there emerged a consensus
that students could become competent clinicians, given a basic level of
motivation towards working with clients and towards learning. Weaknesses
in some areas could usually be overcome by strengths in others and Model
1 suggests that the three super-ordinate aspects of competence – knowl-
edge, skills and personal characteristics – are intimately related to each
other and inter-dependent in the development of competence in students. 

The identification of competence in speech and language therapy stu-
dents is a complex process, made more complex by the fact that any
discussion of competence is in danger of using a single vocabulary which
means substantially different things to different people (e.g. Jessup, 1991;
Spencer and Spencer, 1993; Eastwood, 1995; Williamson, 2002). Because
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there are so many dimensions to competence in speech and language
therapy, and because it exists not in isolation, but in the context of the
profession’s continually changing working environment, there can be no
static identification of what competence is. The literature on developing
professional and clinical competence in speech and language therapy also
demonstrates a dichotomy between the need to identify aspects of com-
petence at particular points in a student’s career, and a broader, more
inclusive approach to competence, which involves continuing profes-
sional development. Communication between the various ‘stakeholders’
in speech and language therapy education is therefore an ongoing 
necessity. If students are to be educated successfully for practice, the 
various groups involved in that education need to communicate with
each other on a regular and frequent basis, in order to explore each 
other’s ideas, reach shared understandings and revisit older notions
about the nature and development of competence. 

Enhanced communication would have a number of benefits. First, it
would allow each group to explore and increase their understanding of
each other’s priorities, the reasons for these priorities and the impact they
have on speech and language therapists’ perceptions of student compe-
tence. Second, it would allow a sharing of views on the nature of speech
and language therapy professional competence itself and facilitate con-
sensus on how this can be identified and measured (in terms of
competencies (e.g. Williamson, 2001), if these are agreed). Third, it
would allow speech and language therapists to explore and share their
knowledge about the influences on the nature and development of com-
petence. Fourth, as a result of these shared understandings, it would
allow for decisions to be made on how best to facilitate the development
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of competence in pre-qualifying education. Flexibility, enthusiasm, moti-
vation and confidence were identified by respondents as key aspects of
competence in speech and language therapist work, but without context
these qualities are meaningless. Shared communication between speech
and language therapists can provide that professional context. It can help
to identify the ways in which students can be educated to use their knowl-
edge, skill and personal characteristics across a wide range of professional
situations, increasing their ability to work professionally as a result.

Communication must be at several levels. It should be multidirectional,
rather than involving simply one group or individual telling another what
they consider to be needed. It should be ongoing, not simply formal train-
ing or a one-off event, and there needs to be continuity and re-initiation
of communication on a regular and frequent basis if student learning is to
receive priority.  

The knowledge base will change, new approaches to therapy will
require new skills and techniques, and the changing working environ-
ment may well demand changing personal characteristics in the speech
and language therapy profession. Understandings will therefore also
change, and consequently there is a need for ongoing, regular and fre-
quent communication between academics, clinicians, students and others
involved in clinical work to maintain shared understandings of the nature
of competence in speech and language therapy, especially in the new
graduate, and the ways in which this can be developed and measured
throughout the course. 

Conclusion

The literature reviewed and interviews with speech and language therapy
respondents for this study highlighted the complexities inherent in
describing competence. The vocabulary of competence and competencies
was used frequently, but rarely defined. Respondents were, however, clear
that competence in speech and language therapy is a holistic concept. It
includes a defined, but rapidly changing knowledge base; a more broadly
defined and rapidly changing skill base; an attitudes and values base which
is apparently shared, but not explicit; and, possibly, predisposing innate
personal attributes. Despite the difficulties in defining the exact nature of
competence, it was agreed that it was possible to learn. Learning to
become competent involves university-based and clinic-based education
and support in order to achieve recognizable, competent, clinical practice. 

Speech and language therapists need to be rounded human beings.
Their education must allow them to develop their own critical faculties,
applying knowledge, skills, their personal characteristics, personal expe-
rience and understanding to the field of speech and language therapy. As
students, they will develop the intellectual capacity to engage with new
ideas in a field where there are no easy or straightforward answers.
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Speech and language therapy education must encompass linguistic, psy-
chological, social and medical aspects of communication disability, at the
same time as developing students’ ability to act to reduce the impact of
that disability for their clients. Speech and language therapy students
learn individually defined skills, but these need to be incorporated 
rapidly into a broader competence base, raising difficulties for those who
wish to quantify every aspect of a student’s clinical learning and be-
haviour. Measurement of observable skills alone runs the risk of
measuring only what can be easily quantified and disregarding the deeper
cognitive structures involved in competent clinical performance. Model 1
gives some insight into the complexities involved in developing clinical
competence. By the time a student graduates, many of the substructures
of competence have been buried deep in the subconscious. They are no
longer at the forefront of cognition and are not stored linguistically, but
are embedded in the individual’s tacit knowledge base. 

The mark of the competent speech and language therapy graduate is
the ability to use his or her capabilities in a wide range of contexts while
responding to novel situations involving communication disability.
Speech and language therapy education aims to enable the development
of a graduate who achieves basic competence, but who also has the tools
to continue to learn and change practice throughout his or her profes-
sional life.
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Chapter 2
Case-based problem solving for
speech and language therapy 
students

29

Introduction

The problem: the knowledge base of speech and language therapy is con-
tinually expanding and evolving as evidence develops, clinical
populations diversify and contexts change. How do we create clinicians
who will be able to respond actively to these changes throughout their
career, providing effective services to their clients and continually devel-
oping their own skills? The traditional approach to the education of
speech and language therapists does not encourage this kind of flexible
learning ability. Like many academic programmes, the focus of education
in this field has been one of acquiring knowledge via a predominantly 
lecture-based teaching strategy. However, the developments in reflective
learning and problem-based learning (PBL) over the past two decades
have shifted the focus of education to the learning process itself and aim
to equip students with lifelong learning skills. In response to these devel-
opments in educational theory, core changes were made to the speech
and language therapy curriculum at the University of Newcastle. 

This chapter describes the development and implementation of a
hybrid model of PBL for speech and language therapy students. Using a
case-based problem-solving (CBPS) approach, core language pathology
modules are taught using real-life cases, with students applying a system-
atic framework of problem solving to integrate theory and practice. A
reorganization of the entire curriculum has facilitated integration of infor-
mation from different disciplines in planning case management, and this
is reinforced through a parallel framework used in clinical placements.
While this approach has been introduced into both the four-year under-
graduate and two-year postgraduate programmes, only its integration into
the undergraduate programme will be outlined here. Measures are in
place to assist in evaluating this programme.
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A case-based problem-solving (CBPS) approach:
the theoretical background

The philosophy underpinning the CBPS approach in Newcastle draws
extensively on the literature and evidence emerging from PBL. While a
debate exists as to whether a curriculum can successfully draw on princi-
ples and yet not adopt PBL in a pure form (Margetson, 1999; Maudsley,
1999), the Newcastle course developed from a need to balance the desir-
ability of the educational philosophy with finite resources and as such is
considered to be a hybrid of pure PBL.

Pure problem-based learning

‘Problem-based learning is an approach to structuring the curriculum
which involves confronting students with problems from practice which
provide a stimulus for learning’ (Boud and Feletti, 1991: 21). Through the
process of solving real clinical problems, the problem-solving process
itself provides an explicit framework from which to solve immediate and
future problems, aiming to encourage self-directed learning where stu-
dents are both motivated to learn and actively engaged in their own
learning (see Boud and Feletti, 1991; Brandon and Majumdar, 1997, for
overviews of PBL). The use of real problems is motivated by a belief that
knowledge is best remembered in context. Real problems are also used to
reactivate prior learned information so that this can be reorganized when
integrating new information (Schmidt, 1993). Initially introduced into
medical curricula in the mid-1970s (Neufeld and Barrows, 1974; Neufeld
et al., 1989), PBL is now widely used throughout undergraduate medical
education (Smits et al., 2002) and has been adopted within other health
and non-health professional education. Health professions adopting PBL
curricula include nursing (e.g. Biley and Smith, 1999), clinical psychology
(e.g. Huey, 2001), occupational therapy (e.g. Sadlo, 1997), social work
(e.g. Sable et al., 2001), dietetics (e.g. Dalton, 1999), dentistry (e.g.
Fincham and Shuler, 2001), chiropractice (e.g. Bovee and Gran, 2000)
and healthcare management (e.g. de Virgilio, 1993). 

Courses adopting a pure PBL approach make exclusive use of a method
whereby small groups of students take a problem provided by the course
leader and seek to solve it through self-directed study and group discus-
sion. All aspects of the curriculum are integrated to allow this to take place.
The student groups meet under the supervision of a tutor, who enhances
the process of learning but does not contribute expert or specialist knowl-
edge. The degree to which courses have adopted pure PBL varies widely.

Does PBL work?

The effectiveness of PBL has been studied extensively with numerous
studies reporting anecdotal and empirical evidence of a largely positive
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nature. Dolmans and Schmidt (1996) report the benefits of PBL as a
greater retention of knowledge and information, enhanced integration of
theory to practice, the fostering of greater interest in the subject matter of
the course and the development of self-directed learning skills that equip
students with a sound basis for lifelong learning and the application of
new information. The learning approach allows for individuals’ different
learning needs and interests (Dolmans et al., 1993), and is also more
enjoyable as a method of learning (Albanese and Mitchell, 1993; Dolmans
and Schmidt, 1996; Bligh et al., 2000). Students, when asked to evaluate
PBL in an occupational therapy curriculum, have reported benefits in
managing information, critical reasoning, communication and team-
building (Hammel et al., 1999).

Empirical evidence as to whether academic performance improves
remains contentious. Verhoeven et al. (1998) compared the academic per-
formance from two Dutch medical curricula, one offering a PBL
programme and the other employing non-PBL methods. They found no
overall systematic differences between the two groups. Ozuah et al. (2001)
looked at the impact of PBL on medical residents’ self-directed learning
and found that, while the residents exposed to PBL engaged in signifi-
cantly higher levels of self-directed learning than residents in a
lecture-based course, the PBL group had returned to baseline levels of self-
directed learning at the three-month follow-up, and any significant
differences between the groups were no longer present. Colliver (2000)
conducted a review of the literature and found no persuasive evidence that
PBL improved either knowledge or clinical performance, and that effect
sizes were small given the extensive resources required by a PBL curricu-
lum. Similarly, Nandi et al. (2000) found that, while such areas as
interpersonal skills, psychosocial knowledge and attitudes were all at a
higher level following PBL, performance on science examinations was no
different. Fincham and Shuler (2001), on the other hand, reported that
dental students undertaking a pure PBL curriculum performed significan-
tly better than peers exposed to a traditional lecture-based curriculum.
These studies suggest that, while acquisition of the knowledge base may or
may not be enhanced by the approach, there appear to be numerous other
benefits for graduates from a PBL programme. The more positive learning
environment has also been considered a worthy benefit of PBL for students
and staff alike (Albanese, 2000). If, however, the importance of PBL is in
helping clinicians develop through their working lives, then the proof of
PBL’s efficacy will be found  in long-term follow-up. Many programmes are
currently involved in collecting these data.

Hybrid models of PBL

Proponents of pure PBL argue that the term has been applied loosely
with, for example, ‘PBL courses’ adopting PBL only within single subjects,
confounding the evidence base and blurring the essential elements of
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good practice in PBL (Maudsley, 1999). Nevertheless, hybrid programmes
have emerged and report varying degrees of success. Armstrong (1991)
strongly defends the hybrid curriculum established in the Harvard
Medical School as achieving its pedagogical objectives. Miller et al. (2000)
similarly defend an alternatively structured yet reportedly successful
model based around case studies and PBL principles, as do Dowd and
Davidhizar (1999), who stress the advantage of using real-world problems
while not adapting the curriculum extensively. Among the difficulties
experienced with hybrid courses are reported instances of ‘mini-
lecturing’, unsatisfactory group dynamics and student frustration with
non-expert tutors (Houlden et al., 2001). Consequently, hybrid pro-
grammes need to be continually monitored to evaluate their effectiveness.
The speech and language therapy programme in Newcastle considers
ongoing evaluation as an essential component of the curriculum revision
process. Our programme does, however, demonstrate that an adaptation
of a pure approach can offer an alternative where resources do not per-
mit a pure approach to be implemented.

The context for implementation: the course
review

The intention to reform the learning approach used in our curriculum
was in the context of a planned revision of the entire curriculum of the
speech and language therapy programme at the University of Newcastle.
This decision was driven by three major factors. Two were pragmatic.
First, the conversion to a modular structure, required by the University,
meant that credit values for subjects no longer matched content. Second,
student (and staff) contact hours were excessive, additional subjects hav-
ing been added over the years to cover new topics, wherever they fitted
in the timetable. The course had consequently lost the cohesion and
coherence of its original design. The third and primary reason, however,
was the students’ perception that theoretical knowledge and clinical prac-
tice were separate. Their clinical practice reflected what they had
experienced on clinical placement, irrespective of their grasp of theory
that they demonstrated in written assessment. 

The aims of the new curriculum were not unlike those of many other
speech and language therapy programmes. The graduates were to have: 

• an in-depth understanding of current knowledge of the causes, symp-
tomatology and consequences of the range of human communication
disorders and the clinical skills necessary for cost-effective intervention
practice

• research abilities that will allow them to build the knowledge base of a
relatively recent discipline and to meet employers’ need for graduates
able to validly evaluate clinical service provision
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• the conceptual tools to enable them to effectively adapt to advances in
theory and developments in clinical practice throughout their working
lives

• the necessary knowledge and skills to act as advocates for their profession
and the population they will serve as speech and language therapists.

The following process was adopted for the curriculum review. A meeting
of all departmental staff agreed the need to revise the curriculum.
Relevant data were assembled, both from other courses in the UK and
overseas, and from questionnaires completed by current and past stu-
dents of the Newcastle course, local clinical supervisors and employers. A
Course Review Consultative Committee (CRCC) was set up, comprising
members of the department of speech academic staff, student represen-
tatives, managers of speech and language therapy services, a
representative of the NHS Executive’s Northern and Yorkshire Office and
the dean of education. The role of the CRCC was to provide a framework
for the new undergraduate and postgraduate clinical courses. Specifically,
the CRCC determined: (a) a conceptual framework that would allow stu-
dents to organize the information presented; (b) the general learning
goals for each year of the courses; and (c) how the principles of PBL may
be applied to the course.

The key changes arising from the CRCC’s discussion were:

• Use of a behavioural rather than a medical model for presenting
information. Subjects were reorganized around aspects of
language/communication rather than diagnostic categories (with some
exceptions, e.g. cleft palate, dysfluency). Acquired and developmental
disorders were therefore integrated within, for example, core speech
and language pathology modules, and many of these modules were
then team-taught by specialists from both paediatric and adult fields.

• Research skills taught throughout the course. The ability to evaluate
clinical efficacy for individual cases, audit service provision and read
relevant research literature critically is encouraged by research skills
subjects in all four years of the course.

• Learning approaches that emphasized the link between theory and
practice. The CBPS approach was developed and introduced to all
speech and language pathology modules, which then became the cen-
tral focus of the course. Modules that did not adopt this approach
included, for example, anatomy, physiology and phonetics.

The final draft of the new curriculum, after scrutiny by staff and the CRCC,
was submitted to the University Teaching Committee and to The Royal
College of Speech and Language Therapists Academic Board for approval.
The first two years of the new curriculum were implemented in 1998 and
the second two years in 1999. The first cohort of students educated entirely
by the new curriculum graduated in 2002. 

Case-based problem solving for SLT students 33



Overall CBPS course structure

The CBPS components of the course were structured as follows, with dif-
ferent years of the course corresponding to stages 1 to 4.

• Stage 1: the concept of PBL is introduced in clinical education at the
beginning of the course. Two simple cases (one a phonetic articulation
disorder and one of dysarthria) are introduced in the second semester.

• Stage 2: the links between theory and practice (including application
of linguistic analysis skills) are made explicit by the CBPS teaching of
developmental and acquired disorders of phonology, sentence pro-
cessing and semantics throughout the second year. 

• Stage 3: the pragmatic module adopts a similar framework to the sec-
ond year modules, while specific diagnoses and disorders (dysfluency,
voice, laryngectomy, cleft palate, cerebral palsy, hearing impairment,
autism, intellectual impairment, dementia, head injury) are taught
intensively, using a range of learning approaches that include both
CBPS and lecture-based courses. 

• Stage 4: the final year focuses on professional competence. This
includes developing the ability to manage novel individual cases (with
minimal supervision) and to participate in service provision in a wider
context (service policy implementation, case conferences, clinic admin-
istration, quality assurance statistics). The course-work strand of stage
4 supports the acquisition of clinical competence by providing a course
focusing on professional issues (e.g. medico-legal requirements, serv-
ice provision policies of different providers in health and education)
and by presenting students with CBPS exercises of complex, novel
cases or caseloads. Table 2.1 sets out the broad goals for the academic
and clinical learning throughout the four years. 
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Table 2.1 Overall goals for each year of the course.

Stage Academic Clinical

Foundation knowledge
Integrators
Critical thinkers
Clinical scientists

1
2
3
4

Observers
Analysts
Clinicians
Professionals

What is a CBPS approach? 

There are two mechanisms in the approach. These involve, first, the deci-
sion process involved in solving a problem and, second, the case-based
problem framework. What we tell the students is this:

Every case that you assess is unique. Consequently there are no recipes that
can be generally applied to a particular diagnostic group or age of child.
Further clinical management involves more than simply planning a course



of therapy. Any case that is referred to a speech and language therapist for
assessment poses a problem that needs to be solved. To solve that problem,
the clinician needs to apply a systematic problem-solving approach. 

Decision process

Students are exposed to a model of problem solving involving eight steps.
These are loosely aligned with the pure PBL model. 

• Step 1: Explore and define the problem. The problem is defined, involv-
ing clarification of all terms, and clearly stated. If more than one
problem is identified, agreement is reached as to which problem will
be addressed. A problem may involve anything from a description of a
person’s current communication status to an analysis of a service deliv-
ery issue with a specific population.

• Step 2: Investigate and explore the issues relevant to the problem. The
problem is analysed and different reasons for the problem explored.
Students are encouraged to draw on past knowledge to understand the
problem and identify key themes/issues.

• Step 3: Identify a range of solutions to the problem. Solutions for
change are then generated. All possible solutions are put forward for
moving from the current state to the desired state, identifying the
advantages and disadvantages of each.

• Step 4: Identify areas of further investigation. Students are required to
identify the gaps in the knowledge available to them and what addi-
tional information is required in order to select between the different
options. The best solution is selected and the rationale for why the
choice was made is made explicit.

• Step 5: Agree areas for investigation and an action plan. As a group,
the students then agree a list of terminology, topics and issues to be
investigated; discuss how these investigations might be achieved; and
decide on an action plan, detailing methods to be used.

• Step 6: Independent investigation. The students seek the information
to meet the aims independently. This may take the form of further
group meetings or be undertaken individually.

• Step 7: Share outcomes of investigations. Results are then pooled and
information shared as to the sources of information used. The problem
is revisited in light of new information and any new gaps identified for
further investigation.

• Step 8: Choose a solution and justify. The best solution is selected and
the rationale for why the choice was made is made explicit. The stu-
dents are also encouraged to reflect on the learning achieved and
consider its relevance.

The decision process is involved at all stages of the course, starting with
a specified problem framework in the earlier years and then applied, in
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the later years, to a range of contexts that encourage adaptation and 
generalization.

Problem framework

The problem framework is unique to the case-based approach and
involves a seven-stage process (see Figure 2.1) applied to individual real-
life cases. Each stage is considered a problem to be solved, with the eight
decision steps applied. Core language pathology modules covering disor-
ders of articulation, phonology, semantics, sentence processing and
pragmatics are taught using two cases, a paediatric case and an adult case.
These are introduced towards the end of the first year with the articula-
tion cases, and delivered predominantly in the second year, with the
exception of the pragmatic cases that occur in the third year. An example
of the adult case in the sentence-processing module, Case AL (Webster
and Whitworth, 2003; Lum et al., 2002), is used to illustrate the frame-
work. Other modules, e.g. clinical education and audiology, apply the
decision process but adapt the problem framework to the subject matter.
An example of this is given in more detail later in the chapter. All work is
carried out in small groups of between six and eight students. Group
work is regularly reported back to the larger group to monitor decision
making and discuss differences that emerge.
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Figure 2.1 Problem framework based on Dodd (1995).

1 Is intervention indicated?

2 What is the client’s initial diagnosis?

3 What service delivery model should be chosen?

4 What are the goals of intervention?
– ultimate (prognosis) 
– long term (for episode of care)
– short term (session plans)

5 How will generalization be aided?

6 What discharge criteria will be set?

7 How should efficacy be assessed?



For the case of AL, students are provided with a short history (this
could also be in the form of a referral letter) (see Figure 2.2) and a nar-
rative sample.
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Figure 2.2 Initial information given on case AL in stage 2.

Case AL: adult sentence processing

AL (66 years) is a retired electrical safety officer. He received 11 years of
formal education, initially at school and then at various night
school/training courses. He lives with his wife. Their two children live
locally and visit regularly with their grandchildren. Hobbies include
indoor/outdoor bowls, gardening and caravanning. He enjoys quizzes
and bingo at the Speech after Stroke club, and has a very active social life. 

He suffered a CVA 10 years ago while on holiday, leaving him with
severe dysphasia and right hemiparesis (particularly in the lower limb).
He received a small amount of speech and language therapy during his
nine weeks in hospital, followed by community-based intervention for
two years on discharge from hospital. He was then referred to a Speech
after Stroke club, which he continues to attend. Although AL recognizes
that his speech has improved dramatically since his CVA, he remains
dissatisfied with the progress he has made.

Question 1. Is intervention indicated?

From this initial information and language sample, the group is required
to develop a response as to whether or not intervention is indicated. This
draws on the students’ knowledge of what constitutes ‘normal’ communi-
cation, requiring them to consider the relationship between impairment,
disability and social handicap, to reflect on potential for change and per-
ceptions of the problem, and then to form an early hypothesis as to a
possible diagnosis. In order to proceed to the next stage, the group is
required to indicate what further information they would need to confirm
or refute their tentative diagnosis. Requests for information must be spe-
cific (e.g. performance on a particular assessment).

Specifically, theoretical models of sentence processing, methods of
analysing spontaneous speech samples, and candidacy and prognostic
issues following neurological deficit are explored in an interactive teach-
ing session. Students are required wherever possible to recall previous
relevant knowledge and/or clinical experience to activate prior knowl-
edge, a central tenet of PBL (Schmidt, 1993). The interactive nature of the
classes and the constant drawing on past academic knowledge and clini-
cal experiences foster this. Group work then follows, where students
begin to formulate their hypotheses and identify areas for further investi-
gation. Early in the module, students are encouraged to draw on a



targeted reference list from which they are to input into group work. As
the module progresses, students are required to explore and present back
for class discussion complex issues in sentence processing that require
greater self-directed learning. Providing early direction to the literature is
supported by Dolmans and Schmidt (1996), who reported that students
develop self-directed learning skills despite being guided in their deci-
sions on what to read or explore further. 

Question 2. What is AL’s initial diagnosis?

In response to identifying areas where further information is needed, data
from AL’s initial assessment are given to each of the groups, and they then
proceed with diagnosis. Assessment tools and methods used with 
sentence-processing impairments are explored here, again within an
interactive teaching session, and linked with different theoretical posi-
tions. At this stage the students are required, within their groups, to
identify the nature of the communication problem, address issues of
severity, and highlight possible contributing causal and maintenance fac-
tors. Every decision must be supported by evidence or theoretical
positions taken in the literature.

Question 3. What service delivery model should be chosen?

Before embarking on content of intervention, service delivery issues are
explored for AL. Decisions as to who will be the agent of therapy (e.g. clin-
ician, a family member, other professionals), whether individual or group
therapy may be offered, the length and frequency of sessions (e.g.
daily/weekly/fortnightly/monthly), the location of therapy (e.g. his home,
clinic), the period of therapy contracted for, etc., are all considered here
and the students are again required to justify all decisions made.

Question 4. What are the goals of intervention?

The students are then required to determine what specific aspects of
communication should be targeted and plan an intervention programme
for AL. Aims are specified with respect to: (a) ultimate goals (prognosis);
and (b) long-term goals (for episode of care). Then, selecting one long-
term goal, the students are required to apply a further framework for
planning intervention. This involves setting short-term (sessional) goals
and specifying the prerequisites necessary for achieving the goal, the
underlying therapeutic approach, materials, hierarchies of difficulty,
feedback and intended outcomes. Preparation for the casework involves
both reviewing the literature for evidence-based interventions and plan-
ning therapy within a workshop session for a range of other
sentence-level impairments. Theories of therapy are teased out at this
stage as part of the group discussion. 
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Question 5. How will generalization be aided?

This approach assumes that generalization of target behaviour needs to
be facilitated and will not usually carry over spontaneously into functional
situations. The students are therefore required to propose explicitly how
they might go about maximizing AL’s potential for generalizing therapy
targets into real-life circumstances, drawing on social models of therapy,
and exploring issues of measurement and accountability. By this stage, the
time spent in the small groups is much greater than that spent in the large
group.

Question 6. What discharge criteria will be set?

Criteria for discharge are then set, considering possible reasons for dis-
charge (e.g. target behaviour reached, progress not attributed to therapy,
no progress or plateauing of progress), along with consideration given to
AL’s wishes, generalization, motivation, contextual factors and possibility
of continued monitoring. The process of discharge (e.g. shared expecta-
tions, counselling) is also revisited.

Question 7. How should efficacy be assessed?

The final area involving efficacy explores not only the reasons for meas-
uring the efficacy of therapy (e.g. accountability, revision of clinical
decisions, work satisfaction, validity of improvement), but also possible
experimental designs that will allow effectiveness to be measured in a
clinically valid and useful way. The relationships between efficacy and ear-
lier decisions of candidacy and goal setting are drawn out. This is carried
out within both an interactive teaching session to draw on existing knowl-
edge and within the groups.

The assessment of the module is based on a second case where the stu-
dents are presented, again, with brief historical information, a written
language sample and some selected assessment results. Each student is
required to provide an individual written discussion using the problem
framework for this case.

Evolution of the decision process

By the third year, students have established a firm grasp of the CBPS
framework and it is possible to embed particular aspects of the framework
within more varied teaching styles and to apply knowledge to more com-
plex cases.

An example of this is seen in the audiology module. Two cases are pre-
sented in class from the perspective of an audiologist who focuses on
diagnosis and treatment. One is an adult with acquired hearing impair-
ment, the other a child with a profound congenital loss. Students are
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required to read about specified topics and to solve particular problems,
in groups, outside class time, and there are lectures on specific tech-
niques. In addition to this case-based work, invited speakers present
two-hour seminars: a parent of a hearing impaired child; a teacher spe-
cializing in hearing impairment; a specialist speech and language
therapist; and a teacher of sign language. There is also a debate on a con-
troversial issue related to hearing impairment, e.g. ‘Should parents have
the right to consent to cochlear implantation of their young children?’, in
which students play roles (e.g. surgeon, representatives of the hearing-
impaired community, sign language supporter, teacher). The information
provided during the course is then assessed using a case-based approach.
An example of an assessment for this module is set out in Figure 2.3.
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Figure 2.3 Example of assessment for the audiology module in stage 3.

Assessment: audiology module

You are a newly appointed speech and language therapist (SLT). The
senior SLT has sent you the following letter. Your task is to respond to
her requests.

Dear Monica,
I enclose a photocopy of the ENT notes on Sophie Benton. I have had
several enquiries about Sophie in the last few weeks, concerning her
hearing and communication skills. It would be very useful if you would
compile a report that summarizes the results of her hearing assessments
(including relevance and interpretation of all tests), and whether the
hearing aids are likely to be benefiting her.

I also enclose a note from Mary Parsons, teacher of the deaf who vis-
its Sophie at Newmills School, asking for our opinion on whether
Sophie’s speech and language problems can be explained by her hear-
ing impairment, or whether she has an additional communication
impairment. Could you please follow this through. If this is not clear
from the notes, would you advise Mary which other investigations might
be needed.

Many thanks,
Judy Crozier, Senior Speech and Language Therapist

The photocopied ENT notes consist of reports and letters spanning three
years of Sophie’s care. Audiological test results are presented using a
range of different techniques.



The clinical curriculum 

The clinical curriculum is designed to complement the problem-based
approach in the academic modules, reinforcing the seven-stage case
framework in the early placements and promoting problem solving in
wider contexts as the student nears graduation. Specific developments
within the curriculum include the following.

Early campus-based placements

To ensure students have both a clear grasp of the approach and practice
at applying the framework in a clinical context, the first two placements,
offered in the second year of the course, take place on campus under the
supervision of university clinical staff. A paediatric clinic and an aphasia
clinic provide exposure to both child and adult cases, and the case-based
framework provides the key scaffold for approaching individual case man-
agement. This is reinforced by university clinicians focused on this
approach. With the move off campus in the final two years, a number of
other strategies are in place to facilitate the approach being used in clin-
ics within the broader community. 

Supervisory training in PBL and CBPS

While the broadest of strategies is the fostering of a partnership between
the higher education institution and service providers, where the educa-
tion of speech and language therapists is considered a joint responsibility,
ongoing targeted input into the community is essential. A key focus of this
strategy is the provision of regular supervisory training offered at intro-
ductory and advanced levels. This training is well attended; supervisors
who have not attended at least to the introductory level are the exception.
Training at introductory level includes an introduction to PBL and its
application to the clinical setting, including the case-based problem
framework, while advanced-level courses identify key components of the
process and expand on these. 

A reflective model of supervision (Mandy, 1989) is encouraged with
supervisors (on and off campus) and also introduced to the students. This
model aims to encourage a deep approach to learning and provides a
structured framework that engages the student in reflective learning with-
in the clinical setting. An essential part of this process is allowing both the
student and supervisor time to analyse and reflect on clinical experiences
prior to coming together to discuss the experience. The success of super-
visors adopting this approach is tied in closely to acknowledging the
changed role and focus of the clinical supervisor from ‘expert clinician’ to
‘facilitator’. This is addressed through such topics as direct and indirect
teaching styles, structuring feedback sessions to increase the focus on the
student reporting, and keeping educational philosophy at the forefront.
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Professional contexts clinical placement 

A further strategy has been the introduction of a professional contexts
placement for final year students. This placement can take place in either
a campus- or community-based clinic and involves the student focusing
on a service-delivery problem in addition to managing a small caseload.
The student is required to apply his or her problem-solving skills to an
issue of a service-delivery nature, and complete whatever research or
activity is required to solve the problem. This is then written up as a
report for a specified and real target audience and presented to the 
clinic involved. Examples of these clinics have included:

• an evaluation of discharge pathways for adult neurology services
• examination of the effectiveness of intensive speech and language ther-

apy as a service delivery model for people with aphasia
• evaluation of parental and professional satisfaction of early interven-

tion for children with pre-school special needs
• evaluation of phonological awareness groups
• comparison of home/clinic/school-based therapy for specific paediatric

cases
• evaluation of one method of delivering a signing system to staff work-

ing with adults with autism and hearing impairment
• evaluation of parental involvement and decision making in gastro-

stomy. 

Competency-based assessment framework

The development of a competency-based assessment format that is struc-
tured loosely around the case framework is the final strategy for
integrating our CBPS approach, allowing transparency between what is
required in clinic and how the student is assessed. This assessment format
remains the same throughout the course with the student moving along
a continuum from absence of competency to emerging competency to
acknowledged competency. Where necessary, the assessment is supple-
mented by additional specific competencies, e.g. as in the case of the
professional contexts placement, which may not fit specifically into the
case framework but expand on other problem-solving skills.

Issues in implementing the PBL approach

Making groups work

Effective group working is fundamental to good PBL. Where group work
constitutes a substantial part of students’ learning, and even assessment,
it is common for students to focus on issues such as ‘are the groups fair?’,
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‘does every group member take an equal share in the work?’, ‘do the
groups have students of equal ability?’ and ‘are there clashes of personal-
ity?’. For the group to work effectively, it is necessary for each of the
members to take responsibility for recognizing and solving potential diffi-
culties that may occur in the dynamics of the group. When this operates
successfully, it is a powerful learning experience for cooperative and
mature working.

Over time, we have developed a number of strategies to facilitate effec-
tive group working. As part of the admissions procedure, the applicants
are placed in groups and asked to solve a problem rather than being given
formal interviews. The intention is to select students who will both bene-
fit from our particular approach to teaching and learning and be willing
to engage in this learning style (good performance in the PBL task will
also reveal the kind of interpersonal skills that will make good clinicians).
In the first year, as part of the clinical education strand, students take part
in team-building workshops to enhance their ability to take an active role
in a group interaction while being encouraging to others.

There are also important practical considerations. The number of stu-
dents in each group should be large enough that there is a good spread
of experience and ability brought to bear in the work, but not so large that
individuals never get a chance to contribute. Groups of between six and
eight students have been found to work well. It has also been important
to both randomly assign groups and change the groups as often as possi-
ble (usually each semester). Students will often ask to self-select group
members, which, given the tendency for people of similar abilities and
enthusiasms to stay together, can result in skewed groups. Given the stu-
dents’ busy timetables, it has been important when randomly assigning
members that each group has time when it can work together outside
classes. In the second year, the same group of students is assigned to a
CBPS group as to a clinic placement group in order that they have the
same free time; this has increased satisfaction with group working.

Finally, there are rules about how each group session operates, 
namely that one person ‘scribes’ and one person ‘chairs’. The scribe is
responsible for writing down everything said on a flipchart. This is impor-
tant for the learning process in that the process of reaching a decision is
mapped as well as the decision itself, and the group can see and agree
that the process is being recorded accurately. The tutor will also have a
record of the group’s work. This is essential in a situation where we have
insufficient tutors for each groups to be observed at all times (usually two
tutors oversee six groups). The chair ensures that the group keeps on
course and that everyone contributes. While groups working partially
alone without a staff tutor have arisen predominantly from limited
resources, Steele et al. (2000) found no difference in student perform-
ance on objective examinations following working in groups that were
either peer- or staff-led. Steele et al. did report, however, that the students
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took more short cuts when working in a student-facilitated group, clearly
a factor that both students and staff need to remain aware of. Given the
essential role of the group in PBL, Hak and Maguire (2000) suggest that
the cognitive activities of the group and how they are managed warrant
more detailed description and analysis in future research.

Since the key principle of PBL is active learning, it is important that the
students should understand why they are participating in this method of
learning, and in particular, in our programme, why they are doing a hybrid
version. This is made explicit in both teaching and documentation and, as
far as possible, the same approach is encountered in their clinical practice.
It is also stressed that collaborative working (for example, the shared man-
agement of clients) is an important competency when working as a speech
and language therapist, and that group working gives them important clin-
ical skills. This is reinforced in their second-year adult placement where the
students collaborate to provide intensive treatment for clients with aphasia. 

The role of the tutor

The role of the tutor in PBL is quite different from that of the traditional
teacher and this is carried over to the CBPS groups. Tutors must not see
themselves as the expert who is there to tell the students ‘the answer’ at
the end of the process. This would undermine the active learning of the
students that must be seen as equal in value to that of the tutors. It is also
necessary for the tutor to suppress an often-natural desire to share his or
her (usually) greater experience with the students, keeping in mind the
limits of passive learning. The ways in which tutors intervene in sessions
and give feedback are, therefore, critical to the process. When a tutor is
observing a group session they should not intervene, except when asked
for clarification or perhaps where the group dynamic is a serious prob-
lem. Students may get feedback by presenting the outcome of sessions to
each other, and discussing any differences that arise. The tutor might sum-
marize outcomes across the different groups and give alternative
interpretations (although these should not be presented as ‘better’ out-
comes). Written summary feedback may also be given. The tutor, or staff
facilitator, must therefore believe in the efficacy of the process; groups
may appear to go in a very tangential direction in a session but almost
always work it out in the end. Dolmans et al. (2001) warn also of the ten-
dency for tutors, when their own satisfaction wanes, to revert back to
previous methods of delivery, such as teacher-directed models. Tutors,
when faced with groups that may not be operating effectively, ‘should
hold onto the philosophy of student-directed learning’ (Dolmans et al.,
2001: 885) and be guided constantly by this.

All group facilitators involved in the University of Newcastle speech and
language therapy programme have expert knowledge. It is not, however,
a requirement that this be the case in a pure PBL programme and the pos-
sibility of employing additional tutorial support may be explored in the

Innovations in Professional Education for Speech and Language Therapy44



future. There is some evidence to suggest that group facilitators who have
content knowledge, as opposed to no expert knowledge, do influence the
tutoring process in such a way that improves the performance of the
group and facilitates subsequent self-directed learning (Schmidt et al.,
1993; Hay and Katsikitis, 2001). De Grave et al. (1999), however, explored
students’ perceptions of tutor characteristics and found that, while stu-
dents perceive tutors to be most effective if they have both expert
knowledge and can focus on the learning process, it was more important
for the tutor to be able to guide the learning process than to be familiar
with the problem content.

Types of problem to be used

The majority of our problems revolve around real cases, a factor that has
been shown to enhance student satisfaction with PBL (Aspegren et al.,
1998; Dammers et al., 2001). While it would be possible to use manufac-
tured ‘pure’ cases, real-life cases have two primary advantages. First, from
early in their education, students deal with the complexities of imperfect
assessment data. Second, the students learn about the whole person, tak-
ing into consideration the communicative, social and psychological needs
of the individual in all treatment decisions. Each case presented has
undergone a management programme so that the students, after making
their own management decisions, can be informed of the real-life out-
come. Giving positive examples of efficacious treatment is highly
motivating for the students. 

Since students need to make use of the decision process and problem
framework when encountering all potential clients, they work on a range
of cases. The assessment cases are therefore not replications of the cases
worked on during the module. Using the tutor’s own cases is advanta-
geous, since the assessments carried out on the client will then map onto
the theoretical models used in teaching, and the relationship between
theory and practice will be highly explicit. The cases have been shown to
work best if the students are only given a minimal amount of information
about the clients’ communication and are required to think about and
request which assessments they would like completed. The students are
then making active decisions about how they would assess the client,
mimicking the clinical situation.

Evaluation of the CBPS approach at Newcastle
University

An important characteristic of the hybrid PBL model we use is the structure
given to the work the students do that revolves around the seven steps of
case management. This unusually structured approach has both 
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advantages and disadvantages. The benefits of the model are reflected in
the reasons for adopting the case management structure into our curricu-
lum. The first is a practical one. As students have a limited amount of time
to devote to the group working and self-study of the CBPS modules, we
need to direct this time and make it maximally useful. Second, the case
management steps give a structure that can be applied to every case,
whether it is in class or in clinic. It is therefore anticipated that theory and
practice will be integrated throughout the academic and clinical streams.
Third, the seven steps ensure that the language pathology modules give as
much time to learning about therapy as about assessment. In more tradi-
tional lecture courses, there has been a tendency to give greater emphasis
to assessment and diagnosis. Fourth, the CBPS approach gives students
experience of discussing cases together in a way which will enhance case
sharing and multiprofessional working as speech and language therapists.
Finally, the approach has many of the benefits of using a pure PBL
approach. The students take responsibility for aspects of their own and
their colleagues’ learning. They learn to apply knowledge they already
have and they develop an ability to find out information for themselves.

What are the drawbacks of the hybrid approach? Owing to the greater
number of constraints than are seen within pure PBL curricula, there is
necessarily a reduction in the amount of self-directed learning. Input is
higher than on pure PBL courses and the attention of the students is drawn
to targeted references. While a tension exists between allowing students to
find appropriate library material themselves (which may then be inaccessi-
ble to the other students) and giving them reading lists so material can be,
for example, put on short or reserved loan in the library, the latter decision
is often taken. The modules are also structured in such a way that the same
tutor gives lectures, conducts workshops and supervises group sessions
for an individual case; this can make it difficult for the tutor to lose their
role as ‘expert’ for the problem-based work. The way in which feedback
during the group sessions is handled by the tutor is therefore especially
important. Early in its implementation we also found that using the same
structure can be repetitive for the students, with aspects becoming less
challenging. To combat this, students in the second year are now encour-
aged to explore topics of their own interest for group discussion, and the
third-year work has a wholly more diverse structure. Dolmans et al.’s
(2001) earlier warning to tutors not to slip back into more traditional
habits has also remained a priority as we have realized that course leaders
need to work together to ensure that this does not happen. Team teaching,
regular planned discussions between staff and annual away-days with out-
side speakers are strategies in place to monitor this.

To date, the feedback from students obtained in annual written assess-
ments of all academic and clinical modules, and structured meetings to
focus on CBPS specifically, has been highly positive. Students report, for
example, strong links between theory and clinical practice, confidence in
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making diagnoses and planning appropriate intervention, and high moti-
vation levels with the group learning process. Their input expressing
dissatisfaction with CBPS has been heavily drawn on during the imple-
mentation of the approach, e.g. varying the format and assessment
approach as exposure to the framework increases, grouping students on
the basis of common clinical schedules, responding to unequal group
contributions through the introduction of team building and assertive-
ness training. Some persistent negative responses continue to present,
such as requests for more lecture time, less self-directed study and less
group working; these are dealt with through continual efforts to make the
pedagogical aims of the course explicit. 

Specific measures are clearly needed to evaluate our CBPS approach to
teaching the discipline of speech and language pathology. Previous
research from both pure and hybrid models indicates that the benefits of
PBL, as opposed to traditional teaching, include continued learning after
graduation, better retention of knowledge and greater patient satisfaction
from services received from healthcare professionals educated in a PBL
context (Lewis et al., 1992). The systematic evaluation of courses is, how-
ever, highly complex. While a small significant effect found in a review of
controlled evaluation studies did seem to demonstrate evidence of effec-
tiveness (Smits et al., 2002), identifying true outcome measures and
quantifying these remain a challenge. Although other speech and lan-
guage pathology courses have adopted a PBL approach to education (in
Australia, Hong Kong and Scandinavia), as yet there are no published
research reports evaluating the outcome of these courses. 

We are in the process of evaluating the PBL approach used in the edu-
cation of speech and language therapists at the University of Newcastle.
Four specific measures are being employed in this process.

1 Comparison of performance of students from the earlier non-PBL
course with students on the revised course at graduation by comparing
common assessments across the two courses (e.g. dissertation, speech
and language pathology examination papers).

2 Measurement of student and employer satisfaction for the last three
years of the old curricula to enable comparisons to be made with grad-
uates of the new course as they enter the workforce.

3 Structured interviews with all staff and a range of clinical supervisors to
evaluate the implementation of the course, to identify course revisions
needed, and to gauge their opinions of the process of implementation
and development of the new curricula. 

4 Comparison of student evaluations of subjects taught in the new cur-
riculum with evaluations of courses from the old curricula.

Until these data are collected and analysed, objective evaluation of our
hybrid case-based, problem-solving approach to educating speech and
language therapists cannot be provided. Anecdotal evidence to date, from
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both university and community clinicians, is highly supportive of qualita-
tive changes in the nature of the student speech and language therapist at
each stage of the course, and early analysis of clinical performance data
suggests higher numbers of students both achieving distinction in their
clinical placements and demonstrating greater attention to issues of self-
evaluation and broader clinical contexts during examinations. In addition
to evaluation, future issues for the course are the development of suitable
assessment methods for assessing student performance, taking forward
the areas of peer and self-assessment, and continuing to pursue the role
of professional competence both in the curriculum and in the methods
we use to teach it. And, finally, an ongoing feature of our activity will be
to continually remind ourselves of the underlying educational philosophy
we sought to adopt and avoid the path of least resistance by reverting
back to our ‘expert’ roles and more didactic teaching.
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Chapter 3
Peer placements

51

Introduction

Peer placements have been running at De Montfort University, Leicester,
since their effectiveness was evaluated through pilot studies in 1994
(Grundy, 1994). They were initially introduced as a potential solution to
the nationally experienced shortage of clinical placements – if two stu-
dents went on a placement normally allocated to one student, then only
half the number of placements would be needed. It was soon found that
providing a solution to the numbers problem was by no means the only
benefit of peer placements.

This chapter briefly outlines Kolb’s (1984) model of experiential learn-
ing and relates this to clinical placement learning. It goes on to outline a
model of peer placements and consider how the peering of students may
facilitate experiential learning. It then reports on feedback from students
and clinical teachers on the peer placement experience and discusses the
development of peer placements into peer tutoring placements.

Kolb’s theory of experiential learning 

Basing his work on that of John Dewey, Kurt Lewin and Jean Piaget, Kolb
(1984) put forward a detailed model of adult learning termed experien-
tial learning. Kolb offers a working definition of (experiential) learning
as ‘... the process whereby knowledge is created through the transforma-
tion of experience’ (Kolb, 1984: 38). He presents his model in the form
of a cycle (Figure 3.1). First the learner has an experience (experience)
during which he or she observes and then reflects (reflection), he or she
then reviews the experience in relation to his or her current knowledge
(conceptualization) and then acts on the basis of this reviewed knowledge
(experimentation). This final step provides the learner with a new expe-
rience and the cycle repeats. 
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Within the model it is important to appreciate that there is duality in
the meaning of the term ‘experience’. Experience is both subjective and
objective. Subjectively, experience includes personal feelings and
thoughts within the situation including those arising through previous
experience, beliefs and knowledge. Objectively, experience relates to the
reality of what is happening. Through this acknowledgement of the dual-
ity of experience it becomes clear that no learner enters a learning
situation as a ‘blank slate’. Each of us enters any experience having had
many previous experiences that leave us with beliefs, expectations and
modes of response in relation to the upcoming experience. 

To exemplify this in relation to clinical experience, we might consider
a student observing a clinician taking a case history. During this observa-
tion the student may simply be observing what is happening and taking
notes for later reflection. Alternatively, the student may be reflecting-in-
action (Schon, 1987), that is comparing what is observed with, for
example, previous experiences of the case-taking process or previous
knowledge/beliefs regarding that particular client group. After the event,
the student will engage in reflection-on-action (Schon, 1987), that is the
student will review the experience and consider how his or her previous
knowledge/beliefs/feelings fit with this new experience. The process of
accommodating previously held knowledge/beliefs/feelings to adapt to
this new experience is the stage of conceptualization in Kolb’s model.
After this, the student will have his or her own turn at taking a case his-
tory. His or her actions during this experience will derive from his or her
process of conceptualization and he or she will try out behaviours based
on the resultant knowledge/beliefs/feelings. As such, the student will have
a new experience and the cycle will begin again.

Now the cycle involves the student in direct experience. The student is
likely to observe and reflect during the experience (reflection-in-action).
For example, he or she may observe that the client is repeatedly respond-
ing with yes/no answers. Reflection may (or may not) cause the student to
identify that he or she is asking closed questions. At this point, the student
may move straight into active experimentation and begin to ask open ques-
tions. This will provide a new experience for reflection: the strategy will
work or it will not. After the event, the student may reflect-on-action and
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may then evaluate previously held views on open and closed questions (con-
ceptualization). The results of this evaluation will affect the way in which the
student asks questions of clients in future case-history taking sessions
(experimentation), providing a new experience for the cycle to repeat.

What is a peer placement?

Quite simply, a peer placement involves two students participating
together in a placement that would traditionally be allocated to one stu-
dent. Both students take part together in the activities that one student
would have engaged in, so there are no additional resources required in
terms of clinical teachers or clients.

What is the aim of a peer placement?

The aim of any clinical placement is for students to learn. The specifics of
what the students are intended to learn on any particular placement will
be agreed between the university and the host organization but, whatev-
er the specifics, students will be expected to develop their current
knowledge and skills and to acquire new knowledge and skills. The aim
of a peer placement is to facilitate this learning. 

How does a peer placement work?

Below is a model of how a peer placement can work in a community 
clinic, hospital outpatient department or other settings where clinicians
are working directly with clients. The roles of students and clinical teacher
change as students gain experience and become more independent in clin-
ical work. (Two fictitious students have been used for exemplification.)
There are three stages to the model, the first of which is the observation
stage, where both students are engaged in observation of their clinical
teacher. This is followed by the interim stage, where each student observes
the other with their clinical teacher present, and the final stage, where
each student observes the other without observation from their clinical
teacher. The length of each stage will depend on the nature and length of
the placement and the perceived abilities of the students. 

Observation period

It is generally accepted that students need an opportunity to observe 
clinicians in practice before being expected to intervene with clients
themselves. Some placements are purely observational and students
would not move beyond this stage if engaged on an observation 
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placement. It is important to recognize that students can continue to
learn from observation of experienced clinicians throughout (and
beyond) their student life and, even when they have moved on to the
interim and final stages of the model, will still benefit from opportunities
to observe their clinician.

Treatment session 1

• Martha and Rose observe their clinical teacher working with client 1. (If
this is not possible, Martha observes the clinical teacher working with
client 1 and Rose looks at case notes for client 2.)

Treatment session 2

• Martha and Rose observe their clinical teacher working with client 2. (If
this is not possible, Rose observes the clinical teacher working with
client 2 and Martha looks at case notes for client 1.)

Treatment session 3

• The clinical teacher works with client 3. 
• Martha and Rose discuss their observations of clients 1 and 2 together,

shape them for presentation to their clinical teacher and identify ques-
tions for their clinical teacher. Once they have enough experience they
will also formulate the next step for intervention for both clients.

Post-treatment session

• Students relay their discussions to their clinical teacher.

Interim period

At this stage the students are beginning to work with clients under the
close supervision of their clinical teacher. Again, the number of sessions
worked in this way will depend on the nature of the placement, the client
group and the students’ development of skills. 

Treatment session 1

• The clinical teacher and Rose observe Martha working with client 1.

Treatment session 2

• The clinical teacher and Martha observe Rose working with client 2.

Treatment session 3

• The clinical teacher works with client 3.
• Martha relays to Rose her experience of the treatment session with

client 1; Rose then gives Martha her observations of the session. 
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• Rose relays to Martha her experience of the treatment session with
client 2; Martha then gives Rose her observations of the session. 

• Both students formulate feedback and questions for their clinical
teacher and plan the next treatment sessions for their clients.

Post-treatment session

• Rose and Martha feed back to the clinical teacher.
• The clinical teacher feeds back to the students.

Final stage

At this stage the students are beginning to work more independently.
Instead of being observed by their clinical teacher, they work together,
observe one another and feed back their experiences to their clinical
teacher after the intervention sessions.

Treatment session 1

• Martha works with client 1, Rose observes.
• The clinical teacher works with another client, or carries out other

work.

Treatment session 2

• Rose works with client 2, Martha observes.
• The clinical teacher works with another client, or carries out other

work.

Treatment session 3

• Rose and Martha observe the clinical teacher working with client 3.

Post-treatment session

• Rose and Martha feed back their experiences and observations to one
another, and the clinical teacher facilitates discussion. 

• Rose and Martha plan the next sessions for their clients.

It is particularly in this final stage that a major benefit of peer placements
to the clinical teacher can be seen. The students are working independ-
ently, allowing the clinical teacher to see additional clients or catch up on
other work.

Peer placements and experiential learning theory

To state the obvious, at any stage in the model of peer placements there
are two students rather than one, which means that for any given 
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experience, two unique sets of knowledge/beliefs/feelings are brought to
bear. At the observation stage, students are expected to reflect on the
experience together. It is likely that their different prior conceptualiza-
tions will allow them to expand their observations, answer questions for
one another, identify mutual areas of confusion and facilitate the formu-
lation of clear and specific questions for their clinical teacher. 

At the interim stage, there are three people engaged in the learning
cycle: the active student, the observing student and the clinical teacher.
Each one brings to the experience his or her own unique conceptualiza-
tions. Following the experience, each one reflects. The active student has
reflection-in-action to bring to the discussion, whereas the observing stu-
dent perhaps has an additional perspective of more objective observation.
Their discussion may engender more enhanced conceptualization and
plans for future experimentation than the cogitations of one student
alone. The clinical teacher brings to the feedback session a greater wealth
of experience than either student and can further enhance conceptual-
ization and plans for experimentation.

At the final stage, the peer students’ discussion is likely to benefit from
their previous experiences of peer feedback sessions and they are likely to
be fully conversant with conceptualizing and planning for experimenta-
tion together. In addition, given that their clinical teacher has not
observed their sessions, they will need to develop strategies for effectively
feeding back their observations, interpretations and future plans.

Best and Rose (1996) consider Kolb’s learning theory in relation to
clinical education and suggest that the cycle allows for the thorough inte-
gration of theory and practice. These authors also discuss collaborative
learning (paired clinical placements) and suggest that the collaborative
model provides students with: ‘peer support in a new and stressful situa-
tion; peer review in a non-threatening relationship and opportunities to
develop relevant professional skills related to teamwork and communica-
tion and to promote learner independence’ (Best and Rose, 1996: 120).
Lincoln et al. (1996) hypothesize that peer learning may have the benefits
of broadening perspectives, developing professional interaction skills and
promoting professional socialization. 

The student experience of peer placements

Peer placements have proved to be very popular with students. The place-
ment mode for the pilot studies was block placement of four or five
weeks’ duration that often required students to move to an unknown part
of the country and live in ‘digs’ or nurses’ accommodation. Written feed-
back was obtained from the 16 students who participated in the pilot
studies, which asked them to compare the peer experience with their pre-
vious experience of singleton placements. They reported:
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• greater emotional and academic security resulting in increased confi-
dence, improved problem solving, less homesickness, less pressure
and reduced panic

• having attended lectures together they could ‘translate’ clinicians’ ter-
minology or ‘spark off ’ memories from lectures or reading for each
other

• having ‘checked out’ with each other that neither of them knew some-
thing they felt more confident to ask questions

• the observing student could note things the other might miss or forget
and could look for specific things, such as timing and attention

• they could help each other out in sessions – for example while getting
used to conducting assessments, one student could carry out the pro-
cedure while the other recorded the results

• their observation skills improved through peer observation
• their different perspectives broadened their knowledge
• they could learn from each other
• they could take on more clients between them than if they were alone,

resulting in a broader range of client experience
• two students provided opportunities for small group work
• their peer discussion resulted in more dynamic interaction with clini-

cians
• they found that feedback from their peer related specifically to what

they were aiming to achieve and was positive
• they found it easier to take criticism from their peer than their clinician
• feelings of competition could be motivating
• they felt less pressure to do everything correctly
• it was easier to talk to other professionals when with a peer
• their session plans were more thoroughly thought through
• they developed their team-working skills.

It would appear that the hypothesized benefits in relation to the experi-
ential learning model are supported by this feedback. Students’
acknowledgment of better problem solving and the broadening of knowl-
edge through their different perspectives suggests that the peer
experience did indeed facilitate conceptualization. They also indicated
more dynamic interactions with clinical teachers and more thoroughly
thought through session plans, which would seem to support the expec-
tation that conceptualization and experimentation would be improved in
a peer placement. As anticipated by Best and Rose (1996), students
reported stress reduction through attending placement with a peer.
Students’ statements that it was easier to talk to other professionals and
that their team-working skills improved would seem to support the
expectation of improvement in professional teamwork and communica-
tion skills (Best and Rose, 1996), and professional socialization and
interaction skills (Lincoln et al., 1996).
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McAllister (1996) points out that, increasingly, health professionals are
required to work as part of a team and that a key mode of learning for
those working in health-related professions is through peer learning. She
suggests that it should be a goal of clinical education to establish the
process of peer learning. McAllister also refers to research that establishes
the economic benefits of peer placements: ‘Ladyshewsky and Healey
(1990), in a Canadian study of physiotherapy students, reported greater
efficiency in the planning and orientation phases of students’ placements,
greater input into problem-solving and more time available for improving
the quality of client care. Perhaps more importantly for clinic administra-
tors ... two senior students were able to carry a caseload greater than that
of a solo clinician. This finding has recently been replicated with a study
by Ladyshewsky and Barrie (1996) with speech therapy students in
Australia’ (McAllister, 1996: 20).

The clinical teacher experience of peer 
placements

The feedback from clinical teachers on peer placements has also been
positive. Indeed, after experiencing a peer placement, some clinical teach-
ers will only take students in pairs. The 14 clinical teachers involved in the
pilot studies were also asked to provide written feedback on the peer
experience compared with the singleton experience. They reported:

• peer discussions away from the clinician allowed for brainstorming and
enabled students to clarify their thinking; questions resulting from
peer discussions were therefore clear and specific

• students were better at problem solving and less dependent on their
clinical teachers

• peer discussion with the clinician present enabled the clinician to join in
and take the students further; discussions were therefore more dynamic

• in one setting, the clients joined in the discussion and gave students
feedback. These clients were very positive about the peer placement

• students could be expected to find their own way around service loca-
tions and could take care of themselves during breaks

• there was a greatly reduced ‘pastoral care’ role for clinical teachers out-
side of clinic hours

• students could work more independently of their clinical teacher 
sooner than with singleton placements

• they felt more confident about leaving students with clients even early
on in the placement

• students did not need to be with their clinical teacher as much as sin-
gleton students so there was more time for the clinical teacher to get
on with other work

• they felt less pressure than when supervising one student.
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The feedback from clinical teachers that problem solving improved, that
peer discussion with the clinical teacher was more dynamic and that stu-
dents could work more independently of their clinical teacher would
seem to support the hypothesis that experiential learning is facilitated
through peer placements.

As stated in the introduction to this chapter, peer placements were ini-
tially introduced as a solution to the general shortage of clinical
placements. The pilot studies were carried out to establish whether or not
they offered a workable solution to the numbers problem. Overall, the
results of the pilot studies seemed to suggest that not only were peer
placements a workable mode of placement but, in fact, seemed to offer an
enhanced learning experience for students and a more satisfying teaching
experience for clinicians. This finding provided motivation to continue to
develop peer placements and seek solutions to those problems identified
by the participants in the pilot studies. 

Problems with peer placements identified by 
students, and their solutions

Below are the problems with peer placements identified by students who
participated in the pilot studies. Each problem is followed by potential
solutions that have evolved through subsequent experience.

• Problem: when at the final stage of observing each other without their
clinical teacher present they worried that, as students, they were less
likely to know (than their clinical teacher) if the methods that they
were using were acceptable. 

• Solutions: regular observation of students by the clinical teacher
throughout the placement; regular discussion time with the clinical
teacher before and after all intervention sessions.

• Problem: if students got different gradings (or marks) for their place-
ment, then this could be difficult to accept.

• Solutions: preparation of students before they start the placement can
help (see below). An alternative suggestion is to remove gradings or
marks from peer placements and use a satisfactory/unsatisfactory eval-
uation with a profile of skills and areas for development for each
student.

• Problem: some students felt that it was difficult to make an individual
impression on clinical teachers whom they did not see very often.
Efforts made by peers to make an individual impression occasionally
led to unhelpful vying for attention. (What needs to be recognized here
is that the students’ concern is, at least partly, to do with their assess-
ment. If they are unable to make an individual impression on their
clinical teacher, how will they get a fair assessment? The solutions
offered above are therefore relevant here.)
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• Solutions: ensure adequate time to observe each student working and
some individual feedback and discussion time for each student.

• Problem: students were concerned that they might not be getting
enough individual observation and feedback from their clinical teacher.

• Solutions: this may be the case if the model is run exactly as stated
above and in the final stage students only work together and report
back to their clinical teacher. To ensure that students continue to ben-
efit from clinical teacher feedback it is important that clinical teachers
observe students regularly throughout the placement. It is also helpful
to occasionally observe and feed back to each student without their
peer present.

• Problem: students were worried that they might develop some of the
less desirable practices of their peer.

• Solutions: as above, regular observation and feedback from the clinical
teacher will prevent this happening.

• Problem: it was possible to ‘clique’ together on placement and not
interact with other staff.

• Solutions: preparation of students before they embark on a peer place-
ment can help here. Clinical teachers can help by introducing both
peers to other staff members and arranging for students to work with,
or find out information from, their colleagues. 

Problems with peer placements identified by 
clinicians, and their solutions

Actual problems experienced by clinical teachers who participated in the
pilot studies were, in fact, very few. The main difficulty was the practical
one of finding physical space to accommodate two students. Again, solu-
tions that have evolved through subsequent experience are outlined.

• Problem: finding space for students to have their peer discussions so
that the clinical teacher could work with another client at the same
time.

• Solutions: students have successfully conducted their discussions in a
variety of locations, including staff rooms, resource centres, on-site
accommodation, staff canteens and even their own cars. It is, of course,
essential that they maintain client confidentiality but, providing this is
adhered to, they do not necessarily need a private clinic room for their
discussions.

• Problem: having rooms that are not big enough to accommodate clini-
cal teacher, carer, client and two students.

• Solutions: work with one student at a time and ensure adequate time
for students to feed back their experiences to each other.
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Potential problems envisaged by clinicians and
their solutions

As well as the problems identified by those involved in the pilot studies,
there are other potential problems envisaged by those considering trying
a peer placement (see also Best and Rose, 1996). Over the past few years,
clinical teachers and students have found creative solutions to most
potential problems.

• Problem: mismatch between students. This appears to be the primary
concern of clinicians considering taking a peer placement. What if the
two students do not get on? What if one has demonstrably better clin-
ical skills than the other? What if one student is much more
forthcoming than the other and dominates discussions?

• Solutions: actual experience has shown that there are far fewer of these
types of problem than might be anticipated. Allowing students to select
their own peers tends to mitigate against temperamental mismatch and
can reduce potential difficulties where there is a mismatch in skills. It is
unlikely that one student will be strong in every aspect of clinical work
while the other is weak in every aspect. The strengths of each peer can be
highlighted for the other to learn from. Where one student is more dom-
inant in discussion, this can be addressed directly and students directed
to facilitate each other’s comments. Ensuring there is some time for indi-
vidual feedback to the clinical teacher can also help with this problem.
Thorough preparation of students prior to the start of the placement is
very pertinent to these particular potential problems (see below).

• Problem: having to give each peer a different grade or mark.
• Solution: prior to the start of the placement, preparing students to

accept that it is unlikely that they will both have exactly the same pro-
file of skills can help in this eventuality (see below).

• Problem: not being able to differentiate between students.
• Solution: although feedback from the clinical teacher participating in

the first pilot study suggested that this may be a problem, subsequent
experience indicates that when two students are difficult to differenti-
ate they in fact have very similar profiles of ability. Ensuring adequate
opportunities to observe each peer working and some individual feed-
back/discussion time will facilitate differentiation of student profiles.

• Problem: an expectation that taking two students must create twice as
much work.

• Solution: there is more work involved in planning a peer placement
than planning a singleton placement (see below) and there is more
work at the end, in that the clinical teacher has to complete two assess-
ment forms rather than one. Clinician feedback indicates that during
the actual placement, however, a peer placement feels like less work
than a singleton placement.
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• Problem: there could be a greater demand on the clinical teacher if
both students are clinically weak.

• Solution: although logic suggests that having two weak students will be
more work than one weak student, experience has shown this not to
be the case. A student on a singleton placement who becomes aware
that he or she is not meeting the required standards can quickly lose
confidence and start to panic. Once this happens it becomes increas-
ingly hard work for the clinical teacher to ‘draw out’ the student to
establish what is known, in order to help the student build knowledge
and skills. Two weak students can at least take comfort in the fact that
they are not the only one! There will be less of an element of inade-
quacy and panic and so greater opportunity for the clinical teacher to
build on what is known. Two weak students can be set tasks to work
on together and can help each other to develop.

What is essential to ensure success of a peer
placement?

One essential factor to ensure that a peer placement does indeed provide
an effective and satisfying learning and teaching experience is thorough
preparation. The first steps in preparation are to ensure that all parties
have an understanding of the aim of a peer placement, familiarity with the
model and an appreciation of the many benefits of this mode of place-
ment. From this understanding and appreciation is likely to come a
willingness to engage in thorough preparation and to approach any diffi-
culties creatively.

The next step is to prepare students for the peer placement experi-
ence. As indicated in the section on problems and solutions above, many
potential problems can be avoided through ensuring that students have
anticipated them. A two-hour session that introduces students to the aim
and model of a peer placement, outlines the benefits and identifies poten-
tial problems, is likely to suffice. It is helpful if students have identified
their peers prior to the session so that potential problems can be dis-
cussed in peer pairs in the session. Any apparently insurmountable
difficulties can then be discussed with the tutor (see Figure 3.2 for sup-
porting handout).

Feedback from clinical teachers suggests that a similar induction to
peer placements is beneficial to them. In addition, they have also found it
helpful to have a clear indication of the planning necessary prior to the
start of the placement (see Figure 3.3 for supporting handout). If clear
written information is provided, however, clinical teachers can, of course,
induct one another. 

Another factor essential to the success of peer placements is flexibility.
Once students and clinical teachers have an understanding of the 

Innovations in Professional Education for Speech and Language Therapy62



Peer placements 63

Figure 3.2 Handout given to students to support preparation session.

Peer placements – notes for students

Why have peer placements?

Two heads are frequently better than one! Discussing your observations
and ideas with a peer who is sharing your experiences can be very bene-
ficial to your learning. Having the support of a colleague who is at a
similar stage in their learning can be very reassuring. Working with a col-
league on a peer placement gives you natural opportunities to develop
team-working skills.

Working together

Peer discussion

In the early stages of your training, peer discussion will focus on sharing
observations and discussing clients [caveat: CONFIDENTIALITY]. You
can also role-play taking case history information or practise administra-
tion of assessments with your peer. As you acquire theoretical knowledge
you can help each other to link theory with practice and later on you will
be able to plan therapy activities and/or sessions together.   

Peer feedback

When you have gained some experience and are starting to develop ideas
regarding therapeutic approaches or techniques, you will observe your
peer working and be able to give him or her feedback and/or suggestions
regarding the session. Prior to this stage, you can help your peer by mak-
ing observations for him or her, recording assessment results,
transcribing speech/language, keeping an eye on the timing of a session,
for example.

It is always a good idea when giving feedback to your peer to ask what
they thought of the session first. This will avoid potential friction caused
by you telling them things they know perfectly well for themselves!

How to choose a peer

On weekly placements you are likely to choose your closest friend on the
course and this may well work out fine. On block placements, however,
it is probably better to go with someone whom you like and respect but
not your best friend – it could be the end of a beautiful friendship! (see
Cautions below). A peer placement is unlikely to work out well if you
pair up with someone you dislike or feel intimidated by.

continues over
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Cautions

Weekly placements

Time for peer discussion

As you may not be sharing accommodation with your peer (as in the case
of block placements), you may not have the same opportunities to have
your peer discussions. Your clinical teacher will organize time for these
within the clinic session and university staff will ask you to sit with your
peer for lecture or seminar discussion. You will also have opportunities
to discuss your experiences with your peer in clinical tutorials. However,
you will need time additional to these opportunities to have peer dis-
cussion and you must ensure that you organize time for this each week.

Block placements

Getting on

On a block placement you are likely to be sharing accommodation with
your peer, and this has potential for problems. Anticipate that if you are
spending 24 hours a day with someone, however much you like them,
you are likely to get on each other’s nerves at some point! Each of you
may have different needs for personal space, so think about this before
you go on the placement. Be aware of your own needs and consider how
you can best prevent the build up of tension or how you will deal with it
if it arises. Discuss this with your peer before the placement starts.

Any peer placement – weekly or block

Assessment

Accept before you commence your peer placement that you and your
peer will have different skills and abilities. This means that you are likely
to get different feedback from your clinical teacher and/or university
tutor and you may get different marks at the end of the placement.
Consider that if you were on a singleton placement you would not nec-
essarily expect to get the same mark as your peer, so there is no reason
why you should just because it is a peer placement. Having accepted that
possibility, you need to consider how you will deal with the situation if
you do get a different grade to your peer. It can be equally hard if your
grade is higher or lower than your peer’s, but anticipation of the possi-
bility and consideration of how you will deal with it can make a
significant difference to how you feel in this event. Again, discuss this
possibility with your peer before you start the placement.
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Getting enough attention

Some students have reported that they found themselves competing for
their clinical teacher’s time and attention on a peer placement. Try to
remember that you are not in competition with one another, you are
both there to learn and to develop and practise skills. If you begin to feel
that your peer is receiving more time and/or attention than you, address
the issue directly with your peer and, if appropriate, discuss it with your
clinical teacher.

Planning for a peer placement

Peer placements can provide a more satisfying teaching experience for
clinical teachers and a more satisfactory learning experience for stu-
dents. Feedback from clinical teachers who have undertaken peer
placements indicates that careful planning, prior to the start of the peer
placement, is crucial to its success. Below are some guidelines, derived
from experience to date, to aid in your planning. We would welcome
feedback, which will contribute to the further development of these
guidelines.

Plan time for:

• students to observe you working – all through the placement
• students to reflect on their observations
• students to have peer feedback and discussion
• you to listen to students’ feedback and enhance discussion
• you to observe students working with clients
• you to feed back to students as peers and individually
• students to show you their session plans, ask questions, report back

on tasks you have requested they undertake, etc. (half an hour at the
beginning of each session (half-day) is ideal).

suggested model of peer placements and an appreciation that the aim is
to facilitate students’ learning, then confidence will develop to take a flex-
ible approach to the model. Through creative adaptation of the original
model, peer placements have operated successfully in schools, hospitals,
child development centres, elderly residences, nurseries, day centres and
many other clinical settings where clinicians work with groups of clients
or where intervention is indirect. 

Figure 3.3 Handout for clinical teachers to support preparation session.

Figure 3.2 Handout given to students to support preparation session.



Development of peer placements – peer-tutoring
placements

The consensus opinion of clinical placement providers consulted in 1994
was that the best placement experience for students was a combination of
weekly and block placements. In 1995, the speech and language therapy
course at De Montfort University was reviewed and the structure changed
to accommodate both types of placement. At the same time, all second-year
weekly placements were organized into peer placements. In 1998, when
the first cohort of students on the new course reached fourth year, the 
second-year first placement experience was changed into a peer-tutoring
placement. Instead of second-year students being peer-placed with each
other, each second year student was peer-placed with a fourth-year student.

Aims of peer-tutoring placements

Griffiths et al. (1995) undertook a pilot project to evaluate peer tutoring
in a range of undergraduate modules. They reported that 96% of the stu-
dents surveyed said that the peer-tutoring experience was enjoyable and
worthwhile. Students identified that of particular benefit to them was the
development of a complete range of personal transferable skills. The
researchers also stated that there was substantial evidence that students
had gained specific knowledge in their subject through peer tutoring. Fry
et al. (2000) reported on academic peer support between first- and 
second-year undergraduates. They reported that the less experienced
students benefit from an increase in confidence and self-esteem, resulting
in improved study and cognitive skills. For the more experienced students
they reported development of a range of skills, including transferable
team leadership and communication skills, and deeper understanding of
their own subject area. These benefits were anticipated to apply equally
well to clinical placement peer-tutoring experiences.

For second-year students, the aim of peer-tutoring placements is the
same as that for peer placements – to facilitate their learning. For fourth-
year students the aim is to facilitate their transition from student to
practising clinician by developing their confidence in their own knowl-
edge and skills. When a student can pass on his or her knowledge, or
teach another student to do something, he or she can be sure that he or
she has that knowledge or skill himself or herself. 

How do peer-tutoring placements work?

The aims and objectives for the second-year student are not changed
because the fourth-year student is peered with them. The broad view of
the roles of each participant in this placement is as follows:
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• Fourth-year student supervises the second-year student on the place-
ment. In large part, the fourth-year student adopts the previous role of
the clinical teacher for the second-year student. For example, he or she
helps them to identify areas for observation and discusses observations
with them; demonstrates and discusses case-history taking, and infor-
mal and formal assessment; observes the student and provides
feedback; discusses his or her own treatment with the second-year stu-
dent; provides general support for the second-year student.

• Second-year student: the role for the second-year student remains as
it was. The aims and objectives for second-year students are clearly
stated and the second-year student fulfils these while on placement.
The only difference for the second-year student is that they are
peered with a fourth-year student who has more experience than they
do themselves, rather than being peered with another second-year
student.

• Clinical teacher: the clinical teacher supervises the fourth-year stu-
dent’s supervision of the second-year student, making sure that the
fourth-year student knows what is expected of him or her and is confi-
dent to undertake the required tasks. The clinical teacher, of course,
retains responsibility for both students, and observes both students
working as well as observing the peer feedback sessions. It is the clini-
cal teacher’s role to complete each student’s assessment form, but this
may be done after consultation with each student regarding the other.
For example, the clinical teacher may want to discuss with the fourth-
year student the second-year student’s skills in observation before
completing that part of the assessment form.

(See Appendix 3.1 for a summary overview of the ten-week peer-tutoring
placement.)

In addition to the teaching and support role while actually in the 
clinic setting, fourth-year students induct the second-year students into
the placement prior to the start of it. They also plan and implement five
one-hour tutorials, outside clinic time, for the second-year student.
Fourth-year students are required to write a peer-tutoring report that out-
lines the plans and outcomes of these tutorials and reflects on their
experience of peer tutoring. Fourth-year students are inducted into peer
tutoring prior to their first meeting with their second-year peers (see
Appendix 3.2 for supporting handout).

Feedback on peer-tutoring placement experiences

Peer-tutoring placements have proved to be extremely popular with all
parties. Clinical teachers are very impressed with the fourth years’ ability
to nurture and guide the second-year students. They repeatedly report
their appreciation of the fourth-year student’s role in the development of
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the second-year student and state that the whole placement experience is
eased for them in peer-tutoring placements (see Figure 3.4). 
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‘Peer-tutoring has been a useful experience for all concerned. It has
meant that we have all been reflective in our approach to treatment. It
has given the fourth-year student confidence as she demonstrated
knowledge to the second-year student. Also, the second-year student
accepted advice more openly from the fourth-year student.’

‘The peer-tutoring placement has been most successful with the stu-
dents I’ve had. All three of us have found it enjoyable and have learned
a great deal. Occasionally there have been difficulties juggling the dif-
ferent requirements of each student when there have not been
sufficient or appropriate ward patients. I’ve found the peer process
makes my feedback easier knowing that tutorials will take place
between visits. The fourth-year student has supported the second-year
well.’

‘I felt the format is good, it enabled the fourth-year student to clarify
ideas when giving feedback to the peer. It enabled both students to dis-
cuss aims and objectives together and think things through rather than
having to make decisions alone. It helped take the pressure off me as
it was much less formal than a student–clinician relationship, it became
a joint effort.’

‘I feel that the peer placement mix worked well, it provided useful
experiences for both the second-year and final-year student. I also
found it helpful to have the support of the final-year student as an aid
to the second-year student.’

‘Peer-tutoring enabled the 3+ student to use her knowledge of the
course and material already covered to explain to the second-year stu-
dent any information she didn’t already have. The tutorials between
the fourth-years and second-years seemed to work well.’

Figure 3.4 Examples of feedback from clinical teachers on their peer-tutoring 
experiences.

The second-year students find the support of their fourth-year peers
invaluable. They unanimously express that they feel inspired through
working with their fourth-year student and encouraged to know that they
will be able to do that in 18 months’ time (see Figure 3.5). 

Fourth-year reflection indicates that most students feel some anticipa-
tory anxiety prior to the induction meeting with their second-year peers.
This anxiety is quickly dispelled in the meeting however, when the fourth-
years realize the level of anxiety of the second-years and the nature of the
questions that they ask. Fourth-years are reminded how little they knew



as second-years and how anxious they were before their first placement
experience. They consistently report that the peer-tutoring experience
does indeed facilitate the development of their confidence in their knowl-
edge and skills. An added bonus reported by some students is that
helping the second-year to fulfil the learning outcomes for their place-
ment causes them to revisit aspects of their own work that they would not
otherwise have done and affirm for themselves how much they know (see
Figure 3.6). 

Many fourth-years write in their reflective piece that having experi-
enced a peer-tutoring placement they look forward to taking students on
placement when they are practising clinicians. Feedback from second-year
students, clinical teachers and university tutors suggests that they will be
very competent to do so. Another way forward to solving the shortage of
clinical placements? 
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‘I felt having a fourth-year peer was a VERY beneficial experience. Not
only was it reassuring to know that any questions or queries could be
answered and the extra help and support was there, it was also inspir-
ing to think that ‘one day’ (maybe!) I too will be that knowledgeable
and able to cope as well as my peer did with the challenges of clinic.’

‘Very helpful to have a fourth-year peer. I don’t think I would have had
the experience I had if I had not had someone more experienced to
help me. She was very helpful in reassuring me and explaining any-
thing I wasn’t sure about. She talked me through everything I had to
do so I felt confident about it. I don’t think I would have been so calm
or gained so much if I had had to go on my own. She also helped me
with other things such as university work, e.g. neurology, and was very
reassuring that there is a light at the end of the tunnel and the course
can be done!’

‘The peer-tutoring arrangement worked very well for me. My peer was
extremely supportive, shared her knowledge and guided me thought-
fully and sensitively through all aspects of the placement and
associated assignments/tasks. A very valuable experience which I look
forward to in the fourth year myself.’

‘Unfortunately I didn’t have a peer-tutoring placement or a peer place-
ment and I feel that I would have felt more comfortable in clinic if that
had not been the case. Although my clinical teacher was excellent and
very approachable, I found it difficult to ask her questions. I realize this
was no one’s fault and understand that it could not be helped.’

Figure 3.5 Examples of feedback from second-year students on their peer-tutoring
experience.
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Week Level 2 student Level 3+ student Clinical teacher

Make contact with
3+S and CT

Observe CT with two

clients

Discuss observations
with 3+S 

Observe CT with one

client

Observe 3+S with

one client

Discuss observations
with 3+S

Observe CT with one

client

Observe 3+S with

one client

Discuss observations
with 3+S

0

1

2

3

Make contact with 2S and CT

Observe CT with two clients

Discuss observations with 2S

Identify observation areas for
2S for next week
Plan treatment for one client
for next week

Observe CT with one client

Treat one client
Discuss 2S’s observations and
identify observation areas for
next week
Plan treatment for client for
next week

Observe CT with one client

Treat one client
Discuss 2S’s observations and
identify observation areas for
next week
Plan treatment for client for
next week

Students and UCT will contact you

Demonstrate treatment or informal 
assessment with two clients, one of which
3+S will take over treatment of next week
After students have had opportunity to discuss
observations:
– check 3+S has appropriate ideas for therapy 
– check 2S has appropriate observation areas

Demonstrate treatment or informal 
assessment with one client for 2S and 3+S
to observe
After students have had chance to discuss, check
2S’s observations and 3+S’s session evaluation

Demonstrate treatment or informal 
assessment with one client for 2S and 3+S
to observe
After students have had chance to discuss, check
2S’s observations and 3+S’s session evaluation
Ensure 3+S is prepared for informal assessment
UCT will make telephone contact
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Week Level 2 student Level 3+ student Clinical teacher

Observe 3+S with

two clients

Present to CT 
observations on one
client

Conduct informal
assessment
Observe 3+S with

client

Discuss with 3+S

Conduct informal
assessment
Discuss with CT
Observe 3+S doing

formal assessment 

Discuss with 3+S

Conduct formal 
assessment
Observe 3+S

Discuss with 3+S

4

5

6

7

Treat one client
Demonstrate informal 
assessment with one client
Discuss with 2S and ensure 2S
is prepared for informal 
assessment next week

Observe 2S

Treat one client
Discuss with 2S

Treat one client
Demonstrate formal 
assessment with one client
Discuss with 2S; ensure 2S is
prepared for formal assessment
next week

Treat one client
Observe 2S conducting 

formal assessment

Discuss with 2S

Observe 3+S treating client

After students have had opportunities to 
discuss:
– 2S presents observations on one client
– 3+S feeds back outcome of informal assess-
ment and progress of treatment of own client
Complete appropriate sections of assessment
forms and discuss with students

Listen to peer feedback, guiding students as
appropriate

Observe 2S doing informal assessment, give
feedback and complete appropriate part of
assessment form in discussion with students
Observe 3+S treating client

Listen to peer feedback, guiding students as
appropriate
UCT will make telephone contact
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Week Level 2 student Level 3+ student Clinical teacher

Conduct formal 
assessment
Observe CT

Discuss with CT

Conduct case-history 
taking
Observe 3+S doing case 

history

Discuss with CT

Conduct case-history 
taking
Observe 3+S treating

client

Discuss with 3+S

8

9

10

Treat one client
Observe CT

Discuss with CT

Conduct case history
Observe 2S

Treat one client

Treat one client
Observe 2S

Discuss with 2S

Demonstrate case-history taking and discuss with 
students
Observe 2S

Give feedback and complete appropriate 
section on assessment form in discussion with students

Observe 3+S and 2S doing case histories

Discuss with students

Observe 3+S treating client

Observe 2S taking case history

Observe feedback session
Complete assessment forms and give to students to 
return to the university



Observation

Your peer will require quite specific guidance when observing in clinic. If
asked simply to ‘observe a session’ he or she will not know what to note
down and comment upon. You will recall that there is a list of functions,
which may be observed and commented on, in the level 2, semester 1
placement information. Your role is to identify two or (maximally) three
of these areas for your peer to focus on any time he or she is asked to
observe. (You may wish to confer with your clinical teacher to decide
appropriate areas.) For example, you might ask your peer to focus on a
child’s gross and fine motor skills and their concentration span; or you
might ask him or her to focus on an adult’s non-verbal communication
and self-esteem.

When your peer has had a chance to organize his or her notes, it is
important that he or she has the opportunity to feed back his or her
observations to you and/or your clinical teacher. In the early stages of the
placement we would anticipate that this feedback will be, broadly, a list of
general observations marshalled under the specific headings agreed. Your
role here is to teach your peer the significance of the observations he or
she has made. Towards the end of the placement, therefore, we would
expect your peer to be beginning to interpret his or her observations.

Caveats

It is very easy when asking a student for feedback to ask if he or she also
noticed X or Y – perhaps something particularly interesting that you had
just noticed yourself. If X or Y are not in the areas which you focused your
peer to look at, it is unlikely that he or she will have noticed and he or she
may well feel crestfallen. So, Handy hint no. 1: only probe your peer for
detail in the areas defined prior to the session. If there was something you
considered to be blatantly pertinent outside of the defined areas, give
appropriate feedback on your peer’s own observations and then use a gen-
eral question such as ‘Was there anything else of interest that you noticed?’

Appendix 3.2
Level 3+ professional 
development – handy hints for
peer tutoring
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You may find that your peer has made pertinent observations that
passed you by. This can be unnerving, since you would generally expect
to know more than your peer! Handy hint no. 2: it is helpful to remem-
ber that all your peer had to do in that session was to observe a small and
specifically defined area of functioning while you, on the other hand....
Anticipate that he or she will notice things that you don’t and, if it seems
appropriate, let him or her know when this is the case and give praise. 

Informal assessment

You will recall that your peer is required to conduct one receptive and
one expressive informal language assessment. Your clinical teacher will
have identified a client for whom these assessments will be beneficial and
may well indicate a specific area for assessment and some broad sugges-
tions for suitable types of activity. Your role will be to support your peer
in his or her collation of informal assessment materials and assessment
design. This may well be an appropriate area for one of your tutorials.

The purpose of this task is for your peer to learn about informal
assessment and, although it may be tempting, it will not help his or her
learning if you hand over your own informal assessments or design the
assessment yourself. Handy hint no. 3: give your peer examples of
informal assessments on areas that he or she is not being asked to assess
and then get him or her to generate ideas for the areas that he or she is
going to assess. You can then advise on the appropriacy of the sugges-
tions. For example, if he or she is going to evaluate an individual’s
comprehension of verbs you could demonstrate a method of evaluating
comprehension of nouns. Handy hint no. 4: we learn by our mistakes!
It is not necessary for your peer’s first attempt at informal assessment to
be perfect. If you anticipate that one aspect of the assessment is unlikely
to work, do not necessarily change it; your peer will learn more through
working out for himself or herself how to improve it after conducting the
assessment.

Formal assessment

As your peer is required to conduct one formal receptive language assess-
ment and one formal expressive language assessment, this could be
another topic for tutorial. You could ask your peer to familiarize himself
or herself with a formal assessment and then role-play the assessment,
with you as the client, in the tutorial.

Case-history taking

You and your peer should get the opportunity to observe your clinical
teacher conducting a case-history interview. It will be helpful to your peer
to discuss your observations together. Again, this may be an appropriate
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topic for a tutorial, and giving your peer the opportunity to role-play case-
history taking with you may well increase his or her confidence for the
actual task.

Feedback

After you have observed your peer undertaking the above tasks he or she
will expect you to provide feedback. He or she will benefit from clear and
direct feedback which is sensitively delivered – remember your assertive-
ness sessions in level 2 on giving and receiving criticism! 

Handy hint no. 5: always take notes when observing your peer work.
Give your peer some time to think about the task he or she has just under-
taken before you start the feedback session. While he or she is thinking,
organize your own notes. If you have several criticisms to make, try and
identify two or three key points and ignore the rest – this will avoid over-
whelming your peer, and the other points can be addressed at a later date.
Try and ensure that you always have at least two positive points to make.

Handy hint no. 6: always ask your peer how he or she thinks the ses-
sion went before you give your opinion – there is nothing worse than
being told that you made an error when you know perfectly well for your-
self that you did!

Handy hint no. 7: listen carefully to your peer’s evaluation of the task
and jot down notes rather than interrupting his or her flow if you want to
discuss points with him or her. 

Handy hint no. 8: you will probably find that your peer’s evaluation
is more negative than positive. It is very tempting to be reassuring and to
deny all the negative views that your peer has. It will be more helpful to
your peer if you lightly acknowledge where his or her evaluation is cor-
rect and then give reassurance. For example, you may say ‘yes you did
speak rather quickly, but you do well to be aware of it. I’m sure now that
you are aware of it you will remember to speak a little slower next time.’

Handy hint no. 9: when it is your turn to give feedback you may offer
your peer to have the good news or the bad news first ... not in those
words of course! Although it may seem most appropriate to give the posi-
tive points first, it has been found through experience that some students
prefer to have the negative points first as they do not listen to the positive
because they are waiting for the negative. So, it may be helpful to say some-
thing like ‘I have X things that I noticed that I thought were really good and
Y things that I think you could develop – where would you like to start?’.   

Handy hint no. 10: feel confident to give praise where you feel your
peer has done something well and remember that where things have not
been done so well, this is an opportunity for your peer to learn.

I hope you will find the above helpful in your peer-tutoring endeavours.
Please do let me have feedback on the usefulness of these suggestions and
if you have any handy hints to add, please let me have them!

Enjoy yourselves, Kim

Appendix 3.2
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Introduction

By the time a speech and language therapy student achieves a qualifica-
tion, he or she will have reached the required standards of competence in
knowledge, skills and attitudes. The newly qualified therapist will be
expected to take responsibility for the caseload, and to assess, intervene
and manage the client group. This includes professional autonomy,
demonstrating the ability to work effectively within a team and with other
professionals. In addition, the new clinician will be expected to work in a
variety of contexts, which are complex and change frequently. Thus, the
therapist needs to have generic skills (McAllister et al., 1997) that enable
him or her to function in a changing environment. Influences on change
may be political decisions, new decisions about the delivery of a service
and interpersonal factors, such as multiprofessional approaches to the
client, which require adaptation to different types of team working.

In consequence, the transition from student to professional may only
be the beginning of developing into a confident experienced clinician. As
Bray et al. (1999: p. 201) say, ‘your learning now begins’.

How that transition takes place and what factors affect the outcome of
the process of moving from a student to a qualified professional is some-
thing that still needs more research in the speech and language therapy
context. This chapter explores the literature and reports on a study that
has examined the process from a variety of perspectives. 

Professional transition

The process of becoming a professional has been referred to as ‘profes-
sional socialization’ (Ewan, 1988; White and Ewan, 1991). This describes
the transition between being a student and becoming a practitioner and
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having the necessary competence to do this. This concept covers not only
actual professional ‘skill’, but also the capacity to function successfully in
the work context, being able to communicate with other professionals,
deal with the administrative and organizational aspects of the professional
role, and make a comfortable ‘fit’ into the job. In effect, it refers to the
concept of ‘fit for purpose’ as defined by the Higher Education Quality
Council/National Health Service Executive (1996). That is, does the pro-
fessional fit the employer’s requirements? Fitness for purpose describes
the knowledge, skills, attitudes and attributes necessary for a specific job.
However, as Ilot and Murphy (1999) point out, within that description
there are core or key skills such as adaptability or flexibility which are
increasingly important in the workplace. These skills are less easy to
define and, of course, less easy to teach.

The education of a speech and language therapist

The speech and language therapy qualification is a three-year or four-year
undergraduate degree or a two-year master’s award. The qualifying
course has to be registered with and accredited by the Royal College of
Speech and Language Therapists and the Health Professions Council. The
content of the course is directed by the Royal College as the professional
body, and it provides the newly qualified speech and language therapist
with the capacity to work with all client groups that cover the scope of
practice in this profession. Importantly, the curriculum and professional
standards should be strongly related to the job requirements.

During the past 20 years the knowledge base about communication
impairment has continued to develop and expand so that the newly qual-
ified therapist has to be able to use a very wide range of competencies in
order to respond to the needs of this wide client group. There can be a
great deal of variation between the approaches to working with the full
spectrum of client groups. For example, working closely with voice
clients requires a knowledge base around: diseases of the ear, nose and
throat; classification of voice disorders; knowledge of and competence in
intervention approaches, which may include specific vocal techniques
and counselling. In addition, the therapist has to have an understanding
of head and neck surgery, dysphagic problems associated with this and
the ways in which communication might be facilitated following radical
surgery.

In complete contrast, the therapist who works closely with children
who have developmental language problems will require a theoretical
knowledge base around language processing, language development,
child development, evaluation of language impairment, intervention
approaches in language impairment, literacy, the implications of language
impairment on educational progress and parental counselling skills. 
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Although some of these competencies can be developed at a post-
qualification stage, the new therapist is still expected to have a
superordinate understanding of these areas and all the other client
groups, and in principle be able to respond to any type of client who is
referred. All speech and language therapists work independently and
autonomously and the responsibility for the caseload lies with the indi-
vidual therapist. We recognize that the development from dependent
student to independent practitioner is a highly vulnerable stage in a long-
term career in speech and language therapy.

A survey by the American Speech and Hearing Association (Rosenfield
and Kocher, 1998) explored the perceptions of educators, practitioners
and supervisors in terms of their understanding of the role of the speech
and language pathologist. Participants were asked to state where they
believed 53 clinical activities and 85 knowledge areas should be taught in
the curriculum – either at pre-qualification level in the university setting
or the clinical setting and/or the post-qualification work context setting.
Although general agreement was found, an area of common concern
related to the location of the clinical areas of teaching. The educators
(n = 160) appeared to be satisfied with the placing of individual subject
areas; 95% of clinical activities and 95% of the knowledge areas were
reported as being learned in the appropriate place. However, practition-
ers (n = 1013), clinical supervisors (n = 153) and clinic directors
(n = 176) perceived that many more clinical activities and knowledge
areas should be covered at the university stage. There was a major rec-
ommendation for there to be better dialogue between these groups so
that future improvements at pre-qualifying and post-qualification could
be made.

Making the transition to professional practice:
healthcare professions

Various professional groups have examined the ways in which the student
makes a successful transition into the work context. Jones et al. (2001)
examined the perceptions of medical house officers (graduating 3 months
earlier) and to supervisors of pre-registration house officers. The gradu-
ates (n = 256; response rate 66%) and the supervisors (n = 194;
response rate 76%) were sent questionnaires. The graduates were asked
‘How well did the course prepare you for ...?’ and were given a list of
broad areas of competence. They were also asked for their comments on
more specific skills. There was also space for for a fuller written comment.
The supervisors also received a questionnaire with similar questions:
‘Please rate the PRHOs on their competence in ...’.

Overall, the results from this study indicated that there were differences
between the perceptions of the house officers and the supervisors in terms
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of how well prepared they were for the professional context. The key aspects
brought out in the paper relate to the following (Jones et al., 2001: p. 2):

• ‘Pre-registration house officers (PRHOs) felt much better prepared for
the broad areas of competence, such as communication, than for spe-
cific skills such as suturing.’

• ‘Supervisors differed from graduates in their perceptions of graduates’
competence in understanding disease processes. Graduates rated
themselves more favourably.’

• ‘Awareness of legal and ethical issues and understanding the purpose
and practice of audit peer review and appraisal have been identified as
areas of competence where graduates felt less well prepared.’

• ‘The undergraduate course appeared to have only partly met its objec-
tive of preparing graduates for the PRHO year, although there may be
inappropriate expectations on the part of the respondents for the level
of competence expected in a new graduate.’ (p. 579)

The important aspect in relation to this study is its relevance to the speech
and language therapy profession in terms of the relationship between the
curriculum and the job. Some aspects were sufficiently well covered in
the medical course. However, there was evidence that others, such as eth-
ical issues and informatics, were not covered well. The authors comment,
however, that the expectations of both groups may well have been higher
than what it is reasonable for a student to achieve by the end of a degree
and again this may have relevance for us.

In a well publicized study, Goodfellow and Claydon (2001) examined
the experiences of 122 final-year medical students with reference to eight
clinical skills that are normally required of junior doctors. These skills
included:

• taking a sample of blood from a vein in an arm
• taking a sample of blood from the artery at the wrist to measure its oxy-

gen level
• rectal examinations 
• stitching wounds. 

A substantial number had little or no experience in some core skill.
Almost a third had never practised applying a urinary catheter and more
than half had ‘negligible’ experience in electrocardiography (in spite of
the fact that junior doctors in Sheffield hospitals were expected to do
between three and ten catheterizations and electrocardiograms a month).
Additionally, when the qualified junior doctors were questioned about
their experience over the first year, most did not recall receiving further
training in these selected core skills. From the results reported here it was
clear that these house officers did practise these skills during the first year
of work, but this was done with inadequate training and no monitoring of
whether the correct technique was being applied. Smith and Poplett
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(2002) also reported an assessment of knowledge of 188 trainee doctors
at six hospitals. This demonstrated significant gaps in the doctors’ knowl-
edge of signs of acute illness and life-saving techniques.

Other evidence from the literature shows us that preparation for the
workplace is often difficult to achieve. Ewens et al. (2001) examined the
experiences of newly qualified community nurses, one year on in prac-
tice. Although the nurses reported positive views about their roles, the
study demonstrated that the nurses felt inadequately prepared for the
work context, the pressures and the pace in the health service. 

In a survey on the experiences of newly qualified social workers and
supervisors totalling 700 students and 60 supervisors (Marsh and
Triseliotis, 1996), about three-quarters of all newly qualified staff
described themselves as ready for practice, but half suggested that work
was different from their expectations. In addition, around half indicated
that they had not felt well prepared for work by their course. Only 53%
believed that their courses were well taught, with identified gaps in
knowledge in certain areas, such as law, psychology and information tech-
nology. The survey also showed that too few staff were provided with
support and training in their first year of work. Although the newly qual-
ified staff received some induction, it was rarely perceived as relevant to
their individual needs. If supervision was provided, over half of the
respondents rated it as good, although there were differences in the views
about the regularity of the supervision, the newly qualified staff believing
it to take place far less frequently than the supervisors did. 

Williams et al. (2001) examined the more specific area of the doctor–
patient relationship and the transition from undergraduate to the pre-reg-
istration ‘reality’. This study looked at the views of 24 pre-registration
house officers with reference to the doctor–patient relationship and com-
pared it to their original undergraduate expectations. Some differences
were reported, the first of which were internal, where the house officer
had begun to change views about what constituted a good relationship
and what the definition of a ‘professional’ relationship meant. Others
views could be described as ‘external’, where they were influenced by the
views of their senior colleagues. For example, where the house officer
attempted to develop and maintain a good relationship with a patient,
this was often reported as being perceived as working too slowly. The
conclusion from this study was that in spite of receiving a strong educa-
tion in developing good doctor–patient relationships while on the
undergraduate degree, the hospital-based culture appeared to prevent
that knowledge and skill being used to its full potential. 

Jackson (2003) investigated senior managers’ views on the overall com-
petence of newly qualified therapeutic radiographers, recruiting
responses from 62 managers. The areas of competence assessed ranged
from skill with technical procedures (such as dose calculations) to pro-
fessional skill (such as giving information and instructions to patients).
The survey showed that three newly qualified staff gave cause for concern
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in some aspects of their work. Many of the newly qualified staff, however,
demonstrated higher-level skills associated with independent critical
thinking and adaptability. The therapeutic radiographer with a first class
degree is, according to the results from the survey, likely to be a positive
indicator for a high standard of performance.

Making the transition to professional practice:
teachers

There is a large literature on the first year of work for the newly qualified
teacher; a career phase which has been shown to affect job satisfaction,
career length and teaching effectiveness (Hebert and Worthy, 2001). It is
recognized that understanding this important first year can provide
insights and outcomes relating to lifelong learning in the teaching context
and also the overall quality of teacher education. Research in this area has
focused on a series of perspectives. 

First, socializing factors have been shown to be influential. These cover
aspects such as the type of teacher education and the impact of the cul-
tural ‘norm’ of the school, and how well the new teacher adjusts to that
new environment. Also, more recently, the way in which the teacher
engages with the school environment has been shown to be an influential
factor. A second area of research has focused on the actual problems and
difficulties experienced by teachers in their first post. Hebert and Worthy
(2001) describe these as difficulties associated with managing student
behaviour, time management and planning appropriate lessons.
Additional problems described include the new teacher being expected to
assume the same responsibilities as the more experienced teacher, being
given a heavy workload, and being given little support and mentoring.
Finally, how new teachers find a place for themselves in the political
organization of a school has been reported as another aspect that can
affect the success of the transition. 

Hebert and Worthy describe five issues which provide explanations for
the difficulties found in this first year of work. 

• Unrealistic expectations and beliefs about teaching the children/stu-
dents, the workplace and the difficulty of teaching in general.

• Limitations of teacher education programmes; this has been criticized
for failing to educate students in the real-life aspects of the work with
the children.

• Student teaching experiences, which are intended to link the higher
education training with the workplace. These have been criticized for
providing only a restricted experience for the student teacher; in that
the student is shielded from the more difficult aspects of teaching, and
experiences this without needing to be aware of the organizational
structure of the school and avoids administrative responsibilities.
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• Features in the school environment also appear to influence out-
come; the beginning teacher may be given difficult class assignments
with little support and be expected to function in a school which is
‘unable or unwilling to provide nurture and support’ (Deal and
Chapman, 1989).

• The personal characteristics of the teacher which may impede their
progress into professional life. These include poor interpersonal abili-
ties with both children and colleagues. (p. 899)

In contrast to these areas of difficulty, there are clearly new teachers who
do cope well with the first year and find it a positive experience. If no
teacher did so, then the attrition rate would be impossible to manage.
However, as Hebert and Worthy point out, there is comparatively little
work done in this area. 

Schmidt and Knowles (1995) discuss four cases of female novice teach-
ers who perceived themselves as ‘failures’. Although only one actually
failed the student teaching component, all four subsequently chose alter-
native careers. Schmidt and Knowle’s paper looks at the novice teachers’
explanations for why they perceived themselves as failing. The method-
ological approach included participant observation and regular
interviews with novice teachers, and each teacher keep a semi-structured
journal recording reactions to her experiences.

Four main clusters of factors emerged from the qualitative analysis of
all these data. First, ‘personal histories’ are reported as important influ-
ences in the teachers’ overall perceptions. Although the teachers were
described as coming from diverse backgrounds, all four reported poor or
negative experiences in their own school education. All four recalled feel-
ing shy and socially awkward and experienced the same feelings returning
when they began their teaching experience.

Second, the experience of ‘self as teacher’ was found to have an
impact. Three of the teachers had approached classroom teaching on the
basis that teaching in class was similar to being a ‘camp counsellor’ where
a ‘buddy’ relationship could develop. The fourth teacher had worked pre-
viously as a church missionary and reported having approached
classroom teaching in the same way as she would have worked with small
groups. Both of these strategies caused problems, and in spite of feedback
from supervisors, all felt changing to ‘being a teacher’ was difficult. 

Instructional and management concerns were also identified as prob-
lematic. In this category there was evidence for all four teachers finding it
difficult to respond to instruction and advice from mentors and supervi-
sors. Mentors reported that the teachers ‘had not heard’ the advice, were
‘unwilling to learn’ or had ‘no desire to improve themselves’, in spite of
all the teachers stating they wanted to be told what to do.

Finally, the actual teaching context appeared to be influential. There
was evidence that the teaching practice had been poorly matched with
their perceived needs and goals. None of the four teachers was given a
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place in her major subject area, they had a heavy schedule which allowed
little time for reflection or recreation, and the experience left them phys-
ically and emotionally weak. In addition, some of the mentors had poor
skills. The authors of this paper concluded that further work is needed to
explore the interactions between all of these identified factors.

The speech and language therapy context

In a recent study on the experiences of newly qualified speech and lan-
guage therapists and the perceptions of their employers (Brumfitt et al.,
2002), five key conclusions were drawn from the survey results. These
conclusions were reached by three studies:

• in-depth interviewing of senior managers
• questionnaire survey to newly qualified speech and language therapists 
• three focus groups created to follow up on the results from the first

two studies, in order to triangulate the process. 

Each of the conclusions will be considered below.

The role of core skills in the early stages of independent practice

Thirty-one newly qualified respondents completed the questionnaire, and
nearly 70% reported that they were not confident with their skills on start-
ing work. In terms of their specific difficulties in coping with the work
context, 58% reported that organizing their day-to-day workload had
proved extremely difficult. Additionally, the number of clients they were
expected to deal with had proved to be a shock (38% of respondents).
Other factors that newly qualified staff reported concerned the amount of
sudden responsibility they were expected to take on, the experience of
having to work in isolation and the lack of opportunities to plan their
work in advance. This same group of newly qualified therapists also
reported that their main concern on starting work had been their respon-
sibility for effective client management – that is, would their therapeutic
skills achieve the desired outcome?

All these questionnaire data are reflected in the focus group of newly
qualified therapists who completed this part of the study. The type of
comments that reflected their anxiety related to actual accuracy of inter-
vention and to other work-related skills, such as administrative ability. The
comments included:

• ‘Your ultimate nightmare is to miss something really.’
• ‘I mean in clinical placements, you get to see a few patients and that’s

about it; you don’t get to do any sort of admin, you don’t get to do the
day-to-day running of a clinic or your own caseload, you don’t get to
do any sort of caseload management or prioritization.’
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• ‘Non-clinical skills are down to your personality and your own skills as
well.’

• ‘I mean, I think some of my administrative skills came from things I’d
done before, you kind of pick things up from being in other environ-
ments don’t you?’

Although the newly qualified in this group recognized the need to be
organized and to be a fully independent professional, there were difficul-
ties associated with their perceived skill base. Many of the comments
reflected the view that they were relying on previous work experience
(including summer jobs) to cope with the organizational demands of the
job. These sorts of skills appeared to have been given limited time at the
pre-qualification stage, although it was stated that there was some varia-
tion between qualifying courses. Additionally, the experience in
prioritization and caseload management was enhanced if the student was
given a placement with a supervising therapist who was able to spend
time on this aspect. 

The senior managers’ focus group, which consisted of managers from
outside the region used in the study, reported concerns about lack of
preparation on the pre-qualifying courses in time management, organiza-
tion and liaison within the work context. Students were seen as having
few opportunities for real-life report writing and case note maintenance.

The managers from the original interviews also commented on the
need for more generic workplace skills and reflected an awareness that
this was often difficult to provide in the university setting.

Therapeutic intervention skills

In the interviews with 13 managers of speech and language therapy serv-
ices (Brumfitt et al., 2002) a key concern related to the newly qualified
therapists’ clinical competence. A strong view was expressed that students
needed a wide range of clinical experiences and clinical teaching before
qualifying and working in independent practice. It was noted that there
were some areas that were not covered as thoroughly as others at the pre-
qualification level, such as learning disabilities. 

These concerns have often been expressed in the speech and language
therapy context. Comments about ‘being too academic’ are heard fre-
quently. Qualifying courses in universities are often accused of focusing
too strongly on the classification and fine description of speech and lan-
guage therapy impairment while paying limited attention to the
intervention process. Comments were also made around the universities’
focus on developing research skills at the expense of developing practical
skills. In the higher education field, there is often discussion about where
the teaching of clinical skills should occur. For example, should it be
before the theoretical teaching or afterwards? A further debate centres
around the issue of whether it is even the universities’ responsibility to
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teach this or whether it should be done externally by the clinicians. As the
ASHA study (Rosenfield and Kocher, 1998) demonstrated, there is some-
thing of an unresolved dispute about whether the responsibility lies with
the university at the pre-qualification stage or whether the development
of clinical skills should only take place post-qualification. In the ASHA
study, four groups were surveyed: educators, practitioners, clinical fel-
lowship supervisors and clinic directors, totalling 1502 actual
respondents to an extensive questionnaire. One part of the survey inves-
tigated views on the relevance of clinical activities and knowledge areas to
the job. Strong agreement was found between the groups. However,
when asked to state where the clinical activities and knowledge areas
should be learned, there was much less agreement. Educators perceived
that 95% of the clinical activities and 95% of the knowledge areas were
being learnt in the appropriate place. The views of the other three groups
focused on the need for more clinical activities being at the university
stage.

Brumfitt et al.’s 2002 study found that the majority of managers repor-
ted that it was the universities’ responsibility to develop further
professional competence by teaching skills before the therapist arrived in
the workplace, but recognized the difficulty of making this a reality:

If we are going to have a training course which trains therapists to work in
any kind of environment, then hoping that therapists are going to feel 
totally proficient in everything when they come out is probably not realistic.
(managers’ focus group)

This comment represents the noted tension between preparing the newly
qualified speech and language therapist to face any aspect of professional
work versus the practical impossibility of doing this. This theme was
repeated throughout the interviews and focus groups with all managers. 

In addition, during the interview process with managers, they were
asked to state how they made the judgement about the newly qualified’s
clinical competence after starting work. Twenty-five percent of managers
reported that they used the appraisal after the first six months of employ-
ment to make a judgement, but that they also took into account feedback
from others (31%), peer review (31%) and case note audit (13%). The fac-
tors that the managers reported as creating an increase in clinical
competence after starting work, were the level of support the therapist
received (85%), the personal qualities of the therapist (46%) and their
previous real-life experiences (46%). The difficulty of accommodating
those factors into the pre-qualification course needs further debate, and
may influence decisions at the selection stage. 

When a focus group of newly qualified therapists discussed the issue of
their therapeutic intervention skills there was a strong recognition of how
unskilled they felt in their first few weeks at work, but that they found that
these skills did develop over time. Specific examples were discussed in
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this group, such as the therapist who failed to notice and assess an aspect
of the child’s behaviour which was critical to the diagnosis. There was also
the therapist who had to see a child in a classroom but found the teacher
would not listen to advice or even acknowledge that the child had a spe-
cial problem. Another therapist discussed the difficulty of arriving in a
challenging post in learning disabilities having only done a one-week
placement in that context before qualifying. 

Support for the newly qualified in the work context

The newly qualified speech and language therapists reported a lack of
adequate support in their work context owing to limited opportunities
for peer support, made worse by a lack of a shared base. Also, infrastruc-
ture in the service to support supervision and mentoring of the newly
qualified was rare. Of the 31 therapists who returned the questionnaire,
only 23% reported that they received a monthly formalized supervision
session. Twenty-three percent reported that they had received no 
formally organized supervision at all. 

Sixty-eight percent of the therapists who returned the questionnaire
reported peer support as being a critical factor in increasing professional
competence after qualification. In a subsequent focus group, other newly
qualified speech and language therapists reported the need for the
increased responsibility on the part of the employer to create opportuni-
ties for supervision, peer support and mentoring, with time being allowed
for this within the expectations of the daily workload. Comments about
this need included:

• ‘My experience of mentoring and supervision has been really good, but
I’ve been the one that’s had to ask for it.’

• ‘I have a sort of mentor, she’s there for me you know, but she’s a kind
of equal to me. Well I’ve met her once actually.’

• ‘I think it depends on your set up. Because I was stuck in a clinic on
my own, so that makes a difference because actually you’re not meet-
ing anybody else in the day.’

The experience of physical isolation by speech and language therapists
was frequently referred to and is something other professional groups
may not share. For example, as stated earlier, many speech and language
therapists play a peripatetic role by visiting children and teaching staff in
schools, or working in acute settings in hospitals. For the newly qualified
therapist this can be extremely challenging. Comments from the focus
groups highlight this special circumstance:

• ‘It’s because I feel a complete idiot going into the classroom, I just feel
inferior to the teachers. In clinic I’m fine.’

• ‘It’s like working in a hospital, you’re on a ward and it’s like someone
else’s “territory”.’
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The influence of the past placement experience was also considered in
relation to the need for support in the first post. Several members of the
focus group believed that confidence gained in the clinical placement pre-
qualification could affect how much support was needed in the first work
context:

• ‘I think if you’ve had positive, encouraging clinicians on your most
recent clinical placements who’ve built you up and said, “you know
with support you can do this”, I think that gives you the encourage-
ment to make that first step, if you’ve had really good placements.’

The need for support was recognized by the managers in the interview
study (Brumfitt et al., 2002), with 85% reporting support as being a factor
leading to an increase in clinical competence after starting work. The dif-
ficulty with this situation appears to be partly a resourcing issue; that is,
is there ‘free’ time in the working week to provide opportunities for cre-
ating a supervision system for the newly qualified? Additionally, there is
the issue of the culture in the profession. That is, many senior therapists
had to develop their clinical competence and confidence without the ben-
efit of supervision and mentoring and so see less need for this than the
new therapists do. 

The quality of clinical placements and supervisors

The project reported by Brumfitt et al. (2002) confirmed many of the
beliefs about the importance of clinical placements and the increasing
emphasis on quality assurance of placements. All respondents in this
study stated their concern about, and belief in, the importance of the
placement experience (groups of managers interviewed, newly qualified
therapists questioned and focus groups). Eighty-five percent of the inter-
view group of managers stated their belief that block placements were the
preferred approach to clinical learning. Eighty-one percent of the newly
qualified group rated their clinical placements as being critical in their
capacity to cope in the first post. When asked to state their most useful
clinical learning experiences, 61% of the newly qualified therapists stated
that being observed while implementing a session was most important.
The process of clinical supervision and feedback was rated by 51% as
being very important. 

In the following focus group with newly qualified therapists, again sup-
port for the block placement experience was expressed. The success of
the placement experience appeared to be related to the personal experi-
ence of the student in working with the clinical teacher or supervising
therapist. Some new therapists reported difficult experiences which had
subsequently influenced the way they felt about themselves:

• ‘For my last two placements I had really different clinicians, one of
whom was like just not supportive at all and one who was really 
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supportive and you know, if I’d had them the other way round then I’d
be a wreck now but luckily I had them the better way round.’

• ‘One of the reasons I don’t want to work with [client group X] is
because I had a really bad clinician in one of my placements and she
knocked all the confidence out of me when working with [client group
X]’.

• ‘I got an absolute torrent of abuse throughout the ten weeks.’
• ‘She wasn’t like, “oh you should be knowing that by now”; she was like

you know, “I’ve done it too”. It made me feel like ... great, it didn’t
make me feel pushed out.’ 

• ‘I think that universities have a responsibility to make sure that the
placements we get are positive learning experiences, not confidence-
knocking experiences.’

From the above quotations it can be seen that there are some strong views
on the quality of clinical placements and the responsibilities associated
with providing these placements. Senior managers from outside the
region who formed a focus group, recognized the great importance of the
clinical placement but expressed concern that it represented the ‘real’
working context. One factor that appeared to have influenced the experi-
ence for students related to NHS governance on ‘risk’ and how much (or
how little) responsibility could be given to someone of student status.
This was perceived as limiting the pre-qualification experience. This focus
group suggested that the last six months of a qualifying degree should be
devoted to placement-only experience, or if this could not be provided,
then an intern year post-qualification should be mandatory. 

Access to speech and language therapy qualifying courses

This project identified concerns about the narrow entry into the profes-
sional courses. Increasingly, speech and language therapy students had
been selected because of strong academic profiles. There were several
reasons for this. The courses were of an academically high standard and
it was important to select students who had the intellectual ability to deal
with this. Several of the courses were postgraduate and selected candi-
dates on the basis of a good first degree, because the courses were two
years in length and students required high-level learning skills to cope
with the intensity of the learning experience. The project found that man-
agers were particularly concerned that the entry routes for mature
candidates, those from ethnic minority groups and those with non-
standard academic backgrounds were extremely limited. A strong
recommendation was for therapists at managerial level to be involved in
the selection process of candidates.

Concern was expressed in the managers’ focus groups about the need
for appropriate social skills, given that some newly qualified therapists
were viewed as being ‘poor’ with people. 
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It’s all very well to say you choose someone that likes being with people,
but you also need to choose someone that people like being with. (man-
agers’ focus group)

Comments were also made about the need for selecting people with
‘common sense’, such as having the ability to apply the academic 
material to the practical situation and not (example given from group) of
going to a home visit where a child is being sick and demanding to do an
assessment.

Additional concerns were expressed about the route for qualifying and
the impact this had on speech and language therapy assistants who had
proved themselves to be very able. Part-time routes were discussed, but
there was some concern about the length of time needed to qualify on a
part-time route (which could be as much as seven years). A suggestion
was made for developing a modular route so that speech and language
therapy assistants could gain some specialist qualifications to work in
their particular context without needing to obtain the whole qualification. 

Conclusions

All the research referred to here, in all the different professions, confirms
the fact that the process of becoming a competent and comfortable pro-
fessional takes time. Learning to use technical skill, whether it be taking
blood, organizing a room of children for a whole day or diagnosing a
developmental communication problem, takes up a huge amount of the
student’s and then the newly qualified therapist’s attention. This has to be
married with the development of sound interpersonal skills, which are
context specific; a knowledge of the professional service; and a capacity
to deal with the unexpected. There is plenty of evidence in the literature
to show that newly qualified therapists have emerging skills which need
time and a safe work experience to develop more fully. Their develop-
ment may be based on a ‘pure’ academic ability – that is, those with the
highest IQs do best in the long term. Or it may be based on a range of
other factors:

• Personal factors, which are not about IQ but about attitude to learning.
• Factors related to the higher education experience, whether the stu-

dent has a good or bad set of learning experiences. 
• The context in which the newly qualified therapist first takes up a post.

This may be critical to the future outcome.

What is important for our future understanding is to find a way of identi-
fying ‘markers’ which would allow us to recognize when a newly qualified
therapist is ‘vulnerable’. Although we may recognize this through experi-
ence, it still needs establishing more rigorously through research.
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As Ewan (1988) suggests, professional socialization develops through
the interactions students have with colleagues, which become more
focused over time and enable them to have a fuller understanding of what
is required. This process appears to continue into post-qualification work-
ing life, but we need further evidence to identify the critical factors in this
process. This has been identified by Lincoln and McAllister (1993) and
also by Grundy; that peer learning may enable students to develop pro-
fessional identity and may contribute to that developing understanding of
how to function as a professional in the workplace.

To conclude, professional transition and successful socialization are
complex and multifaceted. Brumfitt et al. (2002) found that only 29% of
the newly qualified speech and language therapists in their survey
believed they had fully understood the nature of what ‘being a therapist’
meant. Nearly 40% believed it was an ongoing process. 
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PART II
SPECIFIC EDUCATIONAL CONTEXTS





Introduction

Dysphagia is an abnormality of swallowing fluids or food. It can result
from a wide range of neurological and structural disorders, for example
after a head injury, in individuals with degenerative conditions such as
motor neurone disease or Parkinson’s disease, as a symptom of some
cognitive disorders and in some psychiatric disorders. Dysphagia is
reported to occur in approximately 45% of patients with stroke, and var-
ious studies also suggest that between 50 and 75% of nursing home
residents have some difficulty with swallowing (O’Loughlin and Shanley,
1998). It is likely also that as the percentage of people over 70 years old
increases, the incidence of dysphagia will increase accordingly as a symp-
tom of advanced age. This will have direct implications for services
providing care to older people. Dysphagia is a complex disorder that can
lead to many other medical complications, including dehydration, mal-
nutrition, airway obstruction, aspiration, life-threatening pneumonia and
death. Sixty percent of deaths due to pneumonia are secondary to dys-
phagia-related aspiration (Kohler, 1991).

In addition to the medical factors, dysphagia impacts on a person’s qual-
ity of life and psychological wellbeing. Social activities and routines may be
disrupted, which can result in the person feeling increasingly isolated and
socially excluded. The psychological impact also often spreads across the
whole family as the dysphagia’s effects extend beyond mealtimes and the
dysphagic individual him- or herself. Often the spouse or carer’s social
activities, such as meals out with friends or a drink in the pub, are curtailed
because of his or her partner’s inability to join in the activity.

Over the past decade, speech and language therapy services have expe-
rienced a dramatic increase in the number and rate of dysphagic referrals
and the field of dysphagia assessment and management is commonly
thought to be the largest growth area for the speech and language 
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therapy profession. Giles and Davison (1996) quoted an increase in refer-
rals to the Newcastle General Hospital and Newcastle Royal Infirmary of
71% and 68% respectively in the preceding two years. This rate of increase
has been mirrored for speech and language therapy departments on a
national basis, and for many has continued on an upward trend since that
time. This sharp increase in referrals appears to reflect the increase in
awareness of and concern about the associated risks by medical and other
healthcare professionals.

It is well recognized in the literature that early recognition of dyspha-
gia can minimize or prevent complications including malnutrition,
improve patient outcomes and reduce the cost of hospital care. Patients
with aspiration pneumonia have been shown to stay in hospital on aver-
age 5.5 days longer than other patients, and the incidence of aspiration
pneumonia due to dysphagia has been shown to be reduced from 6.7% to
0% through effective management (Odderson et al., 1995). Effective man-
agement depends on careful assessment of each patient’s swallowing
abilities and the presence of specific conditions or behaviours observed
before, during and after feeding. Hence more and more pressure is being
placed on speech and language therapy services to provide timely input
to patients.

In November 1997, the Scottish Intercollegiate Guidelines Network
produced a pilot edition of guidelines for the identification and manage-
ment of dysphagia in stroke patients. They recommended that: ‘All stroke
patients should be screened before being given food or drink, to identify
those patients with dysphagia.’ Should any abnormalities of swallowing
be identified then there should be an ‘immediate referral to a speech and
language therapist ... for a more detailed functional examination of swal-
lowing’.

Most speech and language therapy services work to the standards set
out by their professional body, the Royal College of Speech and Language
Therapists (RCSLT), which states that ‘In-patient referrals will be seen
within two working days of receipt of referral, out-patient referrals with-
in two weeks.’ However, speech and language therapy services are finding
these standards increasingly difficult to meet in many areas, even though
most patients, carers and referrers would see this standard as too long
already. In reality, two working days for inpatients may often mean a wait
of four days over a weekend or longer over bank holiday periods.

This situation has already resulted in several cases being highlighted in
the press. In 1997, Martin Bright, a journalist, wrote an article in the
Observer entitled ‘She was dying for a cuppa. Literally.’ This article was
about his grandmother, who had been admitted to hospital on a Friday
night but was unable to have a drink until she had had her swallowing
abilities assessed by a speech and language therapist. Unfortunately, the
therapist was unable to carry out the assessment until the following week.
This situation is partly, but not wholly, a consequence of speech therapists
being funded to work only Monday to Friday 9am to 5pm. In 1998, the
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Health Advisory Service in its document Not Because They’re Old, recom-
mended that swallowing assessments carried out by appropriately trained
personnel should be available seven days a week. 

Speech and language therapy involvement in 
dysphagia

The involvement of speech and language therapists in the assessment and
management of patients presenting with dysphagia has a long history, and
is often described as having developed from their work with children with
physical and learning disabilities who have feeding difficulties. In 1990, a
working party from the RCSLT produced a position paper, which aimed to
clarify the role of speech and language therapists in the management of dys-
phagia and made recommendations regarding good clinical practice. Two
years later, in 1992, the RCSLT held its first policy review forum in order to
provide an arena in which to respond to issues affecting the profession. The
topic of dysphagia was chosen as at that time concerns were already being
raised by some members around the issue of the involvement of the pro-
fession with the treatment of dysphagia in people presenting with
neurological disorders (O’Leary 1991; Dobinson and Parr, 1991).

At the forum a number of major concerns were expressed in relation to
the rapid increase in dysphagia referrals and the escalating demand for
dysphagia services. The concerns were published in the College of Speech
and Language Therapists Bulletin in 1993 in an article by White et al. and
included:

• Adequate training and experience of therapists carrying out dysphagia
services.

• The role of speech and language therapists with this client group in
relation to other healthcare professionals.

The article highlighted some of the views of the delegates at that time,
including the idea that ‘work with dysphagic patients enhanced profes-
sional status and provided a vehicle for improving services for all people
with communication disorders’. It is often easier to demonstrate the suc-
cessful endpoint in dysphagia management in a client with an acquired
disorder than it is to show the same progress in a client with a communi-
cation disorder. 

During the forum concerns were expressed about ‘the level of compe-
tence expected of newly qualified therapists working in this area and the
support they receive’. The question was also raised as to whether the
position of making dysphagia a post-qualification training requirement
was tenable. It was reported that ‘grave concerns were expressed about
the adequacy of the undergraduate curriculum on dysphagia and the dif-
ficulty in obtaining adequate practical experience during training’.
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Recommendations made to the RCSLT following the forum included one
for the College to ‘consider urgently the level of undergraduate training
in dysphagia and to promote the more rapid development of post-
qualification courses and advanced courses in dysphagia’.

Until recently, the clinical area of dysphagia and the requirement to
achieve dysphagia competencies have not been specific requirements of
the pre-registration speech and language curriculum, resulting in a mis-
match between the knowledge base and practical skill of new clinicians
and what is now required of them in their working practice. Although
some qualifying speech and language courses offered some dysphagia
theory and hence gave the students a basic knowledge base, the content
of these components varied widely. Communicating Quality 2 (RCSLT,
1996) states that ‘the speech and language therapist with specific respon-
sibilities for dysphagia must have attended post-graduate education
training at a post-basic level which includes consideration of:

• normal eating behaviour
• sensorimotor processes involved in self-feeding
• neurophysiological mechanisms of swallowing
• characteristic symptoms of the common causes of dysphagia and asso-

ciated eating disorders.’

The post-qualification courses were required to be equivalent to at least
one week’s full-time tuition and to include a period of experiential learn-
ing, where clinical practice is supervised by an experienced colleague.
Many therapists who had been qualified for many years felt that they had
developed these dysphagia skills over time within their working practice
and as such were expected to be able to demonstrate competence com-
parable to that provided by available courses. Over more recent years, the
RCSLT has been registering short courses which enable participants to
acquire these skills in a structured and supervised manner, and a small
number of these courses have also become credit rated via universities in
order to give participants credits towards a higher level or masters quali-
fication.

This situation where postgraduate training is required to work within
the specialism resulted in the question being raised by service managers
as to whether newly qualified speech and language therapists were seen
as ‘fit-for-purpose’. If the majority of the workload within the adult patient
service involves assessment and management of patients presenting with
dysphagia, it is surely unacceptable that newly qualified therapists are
unable to work within this clinical area. This situation also restricts the
number of speech and language therapy vacancies that newly qualified
therapists can apply for because many posts require the therapist to be
trained in the field of dysphagia. Many departments which are already
stretched to the limit in terms of maintaining their standards for seeing
referrals often have little time or energy to support newly qualified 
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therapists to a satisfactory level and thus need colleagues to be able to
work independently with clients.

The professional requirement

In a response to this dilemma and to the issues raised by the Dysphagia
Policy Review Forum (1999), the RCSLT Advanced Studies Committee
produced a paper which made recommendations for pre- and post-regis-
tration dysphagia education and training. Their recommendation was that
course providers introduce dysphagia into the curriculum as soon as pos-
sible, with the aim that students admitted for the academic year
1999–2000 would achieve the required competencies during their course.
The committee felt that ‘making the dysphagia content of pre-registration
courses more explicit would enable newly qualified therapists to
approach this clinical area with greater confidence’. Courses would be
required to give students the necessary knowledge and skills to enable
them to enter the profession with the basic competences to work within
this clinical field under the supervision of an appropriately experienced
practitioner. To achieve this recommendation it was expected that the cur-
riculum would include the following knowledge base:

• anatomy and physiology of the head and neck
• neurology and neurophysiology, including the neurology of swallow-

ing and the coordination of respiration, swallowing and phonation
• the normal swallow
• the aetiology of dysphagia
• key terms in dysphagia
• the referral process and case history
• associated legal issues and the ethics of decision making
• risk management, including health and safety
• awareness of the needs of clients with complex conditions, including

tracheostomy, ventilator dependents and rare conditions.

Some of these areas would easily be incorporated into existing course
components. For example, the anatomy and physiology of the head and
neck is already included in many pre-registration curricula and is usually
taught during the first year. The relevance and importance of this area
could easily be flagged up as a pre-requisite for acquiring dysphagia com-
petencies. Students often regard anatomy and physiology as dry and
uninspiring. However, in relation to the teaching of the swallowing mech-
anism, the use of anatomical three-dimensional models can make these
concepts become more meaningful. There are also excellent interactive
CD-ROMs of the anatomy and physiology of normal swallowing available
which can be used by individual students or small groups to aid learning
and enhance the more traditional ‘chalk-and-talk’ style of learning.
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Other aspects of the required knowledge base, such as the neurology
of swallowing and the developmental influences on the swallowing mech-
anism across the life span, could also be incorporated into existing
curricula without too many changes and again could be flagged up as pre-
requisite knowledge for working within the specialism.

Students would also be expected to have knowledge of the assessment
and management of dysphagia including:

• oropharyngeal assessment, including manual assessment of the pha-
ryngeal swallow

• commonly used assessments, which will include trial of food consis-
tencies

• the role of instrumental assessment, e.g. videofluoroscopy, fibreoptic
endoscopic examination of swallowing

• management strategies, including compensatory techniques, position-
ing and food consistencies

• service delivery, including multidisciplinary working and caseload man-
agement issues

• prognostic indicators
• consideration of environmental factors and the role of carers
• awareness of non-oral feeding options.

Depending on the structure of the pre-registration course, this knowl-
edge base could be incorporated via either a problem-based approach or
a client-based approach. For example in a problem-based approach where
you take a presenting disorder such as dysphasia or in this scenario dys-
phagia, the key terms, presenting features and factors to consider in the
assessment and management of the disorder can be presented. Teaching
methods in this approach may include video presentations of dysphagic
individuals or workshops involving role-play of assessments aimed at
increasing the student’s observational and decision-making skills, as well
as enhancing self-awareness. Oropharyngeal assessments, for example,
could be taught in workshops involving role-play. This component would
also sit easily within the motor speech disorders module.

In a client-based approach, the focus will be on a particular client
group such as stroke or neurodegenerative conditions. In this scenario,
dysphagia can be incorporated by including case studies, for example of
a client presenting with a stroke and dysphagia. This can allow explo-
ration of taking a case history, identifying indicative features of dysphagia
in this client group, and consideration of a plan of appropriate assess-
ment techniques and management strategies.

In practice, the most successful way of adding the dysphagia knowl-
edge base into the curricula is to integrate the two models. 

The RCSLT document also states that graduates from a speech and lan-
guage therapy qualifying course will have the practical competencies to
be able to:
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• carry out an assessment on a client with a non-complex condition to
detect the presence or absence of dysphagia; this may include oropha-
ryngeal examination, assessment of a dry swallow and trial of food
consistencies

• make recommendations for management of a client with a non-
complex condition

• consult and liaise with other members of the multidisciplinary team,
including their speech and language therapist supervisor.

These skills can be taught in the pre-registration curriculum using a variety
of methods. Simulation and role-play is one method. Simulation is a 
student-centred activity that aims to increase the students’ understanding
of others. It creates a safe environment where students may practise and
improve on existing skills. The weakness of this method is the ‘unreal’ sit-
uation and absence of real dysphagic symptoms in the simulation activity.

Another method is that of demonstration. This is a teacher-centred
activity which can utilize the students’ previous experience in a safe envi-
ronment. For example, the lecturer can demonstrate an oromotor
assessment, the student can then practise the components while being
supervised and the student can then go on to demonstrate the whole
examination.

A difficulty that can become apparent in both these methods, however,
is when the student lacks either the confidence or the interpersonal and
social skills to practise the activity.

By the end of the pre-registration course the student is required to
demonstrate the acquisition of these recommended skills. However, the
RCSLT document accepts that there are variations in the practical clinical
placements that individual students experience and it was not envisaged
that every student would have a specialized dysphagia placement. The
recommendation was clear that students should be given the opportunity
to ‘observe assessment procedures and a variety of treatment techniques,
practise developing skills with normal subjects and assist with assess-
ments/treatments where appropriate’.

In contrast, when the American Speech and Hearing Association pro-
posed a curriculum for meeting the educational and workplace needs of
graduate students, it suggested 4 hours of lecture time each week plus lab
and clinical observations of 1–2 hours per week. Clinical observations
were suggested as three cases, and observations were to include at least
one instrumental evaluation, one non-instrumental evaluation and one
treatment session and dysphagia team intervention. The graduate-level
practical component is then suggested as 60 hours, which is to include
diagnostic and treatment activities with an experienced clinician in a med-
ical setting, nursing, special education or rehabilitation programme.
Hence the US curriculum places a much greater emphasis on acquiring
the practical competencies alongside the knowledge base. 
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Teaching competence

It can be argued that passing an examination in dysphagia does not give
sufficient indication of practical competence. So how can training 
courses develop the practical skills of their students? How much learning
gets transferred into clinical practice? Course attendance is surely not
enough. Some learning theories are based on the concept that for learn-
ing to take place the individual has to engage actively in the experience
and derive some meaning from it. Fish et al. (1991) argue that individu-
als need to know how to observe, analyse and consider critically what has
been seen of an event or learning and refining will not occur. An indi-
vidual needs to be able to reflect on what he or she has done or will do
as a result. Observation and analysis skills can be acquired by using video
recordings of patient assessment and treatment activities during teaching
sessions. This method of teaching is an invaluable precursor to the stu-
dent taking part in the activity with a live patient. The student can
critically appraise the activity and discuss components of good and bad
dysphagia practice, and can plan the next stages of the activity in a safe
and controlled environment.

Eraut (1994) maintained, however, that the development of compe-
tence and expertise is inextricably linked to the context of practice. Using
the formal pre-registration education programmes for student speech and
language therapists to develop dysphagia knowledge and understanding
undoubtedly has benefits for both the student and the speech and lan-
guage therapy services that will be the future employers. The future
employer would gain from not having to fund new therapists to attend fur-
ther training courses soon after the start of their employment and would
hope to be employing newly qualified therapists who have some skills in
the area of dysphagia. However, the development of practical skills and
competencies tends to be more effective if gained in the workplace and is
related to individual patient needs. Therefore the acquisition of dysphagia
skills and competencies would probably sit better in the therapists’ devel-
opment post-qualification and once they are within the working
environment. This leads one then to ask whether there appears to be some
discord between current university policy and the requirements of the
employers, particularly with reference to the final examination system
which satisfies academic standards rather than meeting employers’ needs.

In Australia, competency-based occupational standards have been
developed that include competencies within the field of dysphagia which
entry level speech pathologists are expected to be able to demonstrate.
These competencies include those for dysphagia in both developmental
and acquired pathology disorders. Students tend to have a placement that
is either specific to or has a large proportion of the time spent in acquir-
ing the practical competency standards for dysphagia. Students are
supervised by an experienced clinician and are assessed in the workplace
by their supervisor in the acquisition of the practical competency 
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standards, for example carrying out a bedside assessment of a patient.
This is in contrast to the RCSLT document, which states that not all speech
and language therapy students in Britain would have a placement spe-
cializing in dysphagia. 

In comparison to the speech and language therapy student education
the nursing profession in Britain focuses much more on practical ward-
based learning opportunities. When student nurses are required to
develop practical competencies in areas such as identifying tachycardia as
opposed to the presence of a normal heart rate, they are taught the 
theory in the classroom environment but the practical competencies are
achieved while on placement in the ward environment. Students observe
an assessment, carry out the assessment under supervision and are then
assessed carrying out the procedure themselves. To show competence,
the student nurse is required to submit evidence of his or her ability to
perform the assessment. This evidence may be in a learning log, shown
through observed practice, demonstrated by being able to contextualize
practice in reflective discussion or in the form of the supervisor obtaining
the opinion of other assessors who have worked alongside the student.
Hence the focus of student nurse training is much more embedded in the
workplace and on learning in the real-life situation than traditional
speech and language therapy pre-registration learning, which continues
to have a greater focus on academic and classroom-based teaching. 

The RCSLT paper recognizes that the objective of pre-registration dys-
phagia education and training should be to provide students with a basic
level of competence to allow them to work in the field of dysphagia under
the supervision of a more experienced clinician. However, in reality, many
newly qualified clinicians experience difficulty accessing quality or even
adequate on-site supervision, and the value of long-distance supervision,
often over the telephone, is questionable. This may then lead to the newly
qualified therapist and the client being exposed to an unacceptable level
of risk.

The clinician working in the field of dysphagia is frequently required
to make rapid decisions regarding a person’s ability to eat and drink 
safely. Thomas Murry recognizes that ‘both training and clinical experi-
ence often guide decision making’ (Murry and Carrau, 2001). For newly
qualified therapists, although these decisions may have a sound theoret-
ical basis, they will not be made by clinicians with experience.
Experience means having the ability to make the right use of knowledge.
Alsop (1995) suggests that ‘experience is a meaningful encounter, not
just an observation. It is not passive, but an active engagement with the
environment’ and that ‘experience stems from participation and not just
from observation’.

Dysphagia is a complex problem, thus dealing with patients is a com-
plex matter. There are numerous variables to consider and the balance of
these may change for an individual over time as health status changes.
Knowledge alone is not enough to deal effectively with these situations;
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clinical reasoning and informed professional judgements are crucial. In
moving this clinical field into the pre-registration arena and designing the
dysphagia modules in the speech and language courses, how well was the
question as to how these programmes would support the students’ devel-
opment of the required practical competencies necessary for working in
such a complex and life-threatening area addressed and answered?
Practising a new language assessment after gaining the theoretical knowl-
edge can be both confusing and tricky, but does not carry the same risks
as practising feeding techniques on a patient presenting with swallowing
problems. In community settings, it is frequently difficult to access differ-
ent members of the multidisciplinary team and gain timely support. How
are pre-qualification courses addressing this risk issue with their students
and how are they ensuring students have the required confidence and
skills to minimize risk to their clients in these situations? In the document
Delivering Quality Care (NHS Executive, 1998), it states that ‘classroom
and simulation based activities, whilst effective for developing knowledge
and basic skills, are unlikely to develop true competence’. The real world
of healthcare is dynamic and unpredictable, and healthcare professionals
need to be competent to make careful risk assessments and to act on
these appropriately without putting the client at further risk.

Placements for dysphagia

It is common knowledge that university pre-registration training courses
are facing difficulties in finding enough suitable placements for their stu-
dents, and clinical placement tutors are having to work with practising
clinicians to find novel ways of approaching placements. It has been rec-
ognized that the main limiting factor in meeting the government’s aim to
increase student numbers is the lack of clinical placements offered by the
profession as a whole (Rossiter, 2001). Therefore, adding dysphagia to the
numerous practical requirements it is necessary for the student to expe-
rience is surely not sensible. It was argued by some clinicians at the time
that once dysphagia was accepted onto the curriculum, placements in
acute hospitals, which had been lost to students because of the focus on
dysphagia, would then become open to them again. 

In reality, however, can a student gain enough practical dysphagia com-
petencies in such a short period of time to make them ‘fit-for-purpose’ to
the employer? Pre-requisite skills to the hands-on assessment and man-
agement of dysphagia can, however, be successfully gained during the
current clinical placement periods. For example, the skills in assessing a
patient’s cognitive and linguistic status, which it is necessary for the 
clinician to know before deciding on and implementing an effective 
management plan for dysphagia; also, some of the skills required to assess
a patient’s physical and emotional status. Skills in gaining team awareness
and professional networks are also fundamental, as are those of 
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inter-personal communication between the student, client, carer and the
rest of the team. Students need to be able to develop rapport with an indi-
vidual in order to respond to and discuss the issues of dysphagia in a
sensitive and empathic manner. They need to develop the skills of reflec-
tive questioning so they can elicit a case history and they need to be able
to respond to both verbal and non-verbal indicators using appropriate
communication techniques. If one focuses only on the component parts
of performance there is a danger that the complexity and subtlety of the
speech and language therapist’s work may be lost. It is only with the inte-
gration and application of the knowledge base, practical skills and
attitudes that professional performance becomes competent (Speech
Pathology Association of Australia, 2001).

A further concern highlighted by clinicians is that by adding specific
dysphagia competencies to those already expected to be gained in the
clinical placements there must surely be a reduction in the exposure to
communication-impaired patients. If components are added to the
required knowledge base and skills without adding extra time to the aca-
demic year in which to gain these skills, then something else must be
dropped from the curriculum or the issue becomes one of breadth of
competency acquired versus depth of the competency. Placement time is
already short and some educators and practising clinicians think the cur-
riculum content is already overstretched.

Eraut (1994) suggested that the initial period in which novice profes-
sionals develop their proficiency in the general professional role
continues well beyond their initial qualification, with the first two or three
years post-qualification being the most influential. Clinical reasoning,
with its reliance on experience, analogy and extrapolation, must be
applied in the assessment and management of a client with dysphagia. At
times, a decision may be contrary to evidence of effectiveness from the lit-
erature but may provide a more desirable outcome for the client. Are
speech and language therapy students and newly qualified therapists
equipped to deal with these dilemmas? This raises the issue as to where
and even whether dysphagia knowledge and skills fit within the pre-
registration course. The knowledge base sits comfortably within the 
curriculum, probably from year 1, when normal anatomy, physiology and
neurology are incorporated. The dysphagia knowledge base does not
need to be a separate module; it can be flagged or marked in some way
by the individual lecturers as a component of the original course topic
areas. It may also be useful for students to have at least a few hours dur-
ing their final year to pull the component parts together in order to
consider and raise the complex issues which are omnipresent when
assessing and managing clients with dysphagia. It is the acquisition of the
practical competencies and the components of clinical reasoning and
judgement that appear to fit less clearly.  

As in most fields of work of the practising speech and language therapist,
there are no rigid directives or cookbook fixes in the field of dysphagia. It
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is hoped that clinicians will make ‘recommendations that suit the safety
needs of the patient tempered with a healthy respect for the innumerable
combinations of health status elements, including quality of life, that can
affect positive and negative outcomes’ (Murray, 1999). Successful manage-
ment of dysphagic patients requires knowledge of a range of technological
developments, such as artificial nutrition and hydration, which prolong life
but do not in themselves reverse a patient’s disease. Hence patients with
deteriorating conditions such as motor neurone disease may have their
lives extended with artificial nutrition but their irreversible medical condi-
tion will eventually result in their death. Even the most experienced health
professionals are known to feel anxiety and have emotional debates about
when to offer treatments in life and death situations.

The ethical implications

Barnitt (1993), an educator in occupational therapy, asked both students
and clinicians from occupational and physiotherapy ‘what gives you sleep-
less nights?’ Many of the responses revolved around issues to do with
ethics and morals. Both the students and their clinical colleagues revealed
feelings of inadequacy when faced with moral problems. The area of dys-
phagia is fraught with ethical and moral dilemmas, for example research
suggests that the clinical bedside assessment misses 40% of patients who
aspirate. However, many services have limited access to more objective
assessments for their patients. A further example is when a patient is
assessed and determined as having a swallow mechanism that is unable to
cope safely with oral food and drink; however, it is not always the case
that the patient should be fed by alternative feeding methods. The
patient’s quality of life is paramount. Eating and drinking are fundamen-
tal biological processes and being denied this simple and basic drive to
satisfy thirst and hunger can be both demeaning and demoralizing for the
patient (Murray, 1999). A high level of skill is required to deal holistically
with these dilemmas. 

There is often no single correct answer to an ethical or moral dilemma
and the individual therapist has to carry out a thorough reasoning process
to arrive at the best possible outcome. Students could be taught the gen-
eral ethical principles involved in dysphagia care alongside medical
ethics. Case scenarios could be presented for small group discussion so
that issues are well debated and thus equip students with some of the
moral arguments. The case scenarios could, for example, be used to
address the issue of feeding a patient even though he or she is at risk of
aspiration, or the issue of feeding a patient by alternative means when he
or she is in the terminal stages of a disease process.

Moral decision making is thought of as a developmental process by
which a therapist learns to reason about a topic. Barnitt recognizes that
‘ethics is not a subject that can be taught like anatomy ... it requires a
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process of careful deliberation. While the end product may be unknown
and cannot be gauged in terms of correctness, the reasoning task that has
been used to arrive at the end point is the important skill.’ This raises the
question as to whether pre-registration courses are able to address suc-
cessfully the issue of day-to-day ethics practised by the therapist.

Barnitt’s study found that the therapists interviewed were ‘on the
whole very clear about their moral rules and skilled at supporting their
beliefs. Problems for the therapists usually arose where their moral rule
was challenged by the client or other members of the treatment team.’
This scenario is not uncommon in the field of dysphagia working. The
ethics around dysphagia and its management are known to be particularly
challenging even for the most experienced clinicians because they con-
trast scientific approaches with health and wellbeing. Therefore again it is
necessary to ask the question, whether we are expecting too much of
newly qualified therapists in the profession if we require them to have the
knowledge and skills to work with this life-threatening condition so early
on in their career development.

Learning about competence: legal implications

One component of professional competence that could become critical
relates to the scope of practice for newly qualified speech and language
therapists. The RCSLT Code of Ethics and Professional Conduct states that
speech and language therapists should ‘operate within the parameters of
their own competence’ and clinicians are expected to offer interventions
that maximize benefit and minimize harm to their clients (Alsop, 1997).
Extending the scope of practice of newly trained speech and language
therapists should be considered carefully and be the subject of prudent
scrutiny and robust research, particularly as dysphagia is considered to be
one of the most stressful and contentious conditions managed by speech
and language therapists (Dawson et al., 1996).

Their article published in the Australian Communication Quarterly
describes a process where newly qualified speech and language therapists
were interviewed to determine incidents that they found particularly
unsuccessful or stressful. Out of 46 incidents, 32% concerned the man-
agement of dysphagia. Examples were given where, for instance, ‘a typical
stressful situation involving dysphagia was one where the speech pathol-
ogist, who was in a locum position, was asked to assess the swallowing of
a tracheotomized client on an intensive care ward’. Other examples cited
include situations where the new speech pathologist’s authority was chal-
lenged by staff or relatives, for example: ‘A speech pathologist had made
a recommendation that a client be nil-by-mouth and be fed by a naso-
gastric tube because of clearly observable aspiration. However, the client
pulled the naso-gastric tube out, which led to the speech pathologist’s
recommendations being questioned.’
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Up to now it has been extremely rare for speech and language thera-
pists to be sued for negligence, but in an increasingly litigious society it
is surely only a matter of time (Horner, 1999). It must be remembered
that the clinician needs to sleep at night and frequent recounting of the
day’s decisions and recommendations to his or her clients and carers is
not conducive to a good night’s sleep. The person suing will remember
the events very clearly because it has been central to his or her life. The
clinician, on the other hand, may struggle to recall the precise words
used and recommendations given. The judge will decide the case on the
balance of probabilities and who has produced the best evidence.
However, if the clinician has acted professionally and recorded these
actions accordingly, then he or she is not at risk. Speech and language
therapists ‘must work without fear or favour, in the best interests of the
client, acting on behalf of the employer, striving to uphold professional
standards and maintaining the trust that society has placed in them. That
way they have nothing to fear. The responsibility, however, is nobody’s
but theirs’ (Andrews and Wheeler, 1996). Are we therefore expecting too
much from novice speech and language therapists, who are already grap-
pling with the challenges of working life, and are they suitably equipped
to manage a client with a life-threatening condition at this stage of their
careers and professional development? One of the important responsi-
bilities of newly qualified speech and language therapists is for them to
recognize when they do not know something and when to ask for help
and support. Experienced clinicians may find it easy to ask for help, but
often for new clinicians, asking for help or admitting lack of knowledge
may exacerbate any feelings of inadequacy or of not being seen to suc-
cessfully cope and manage their clients.

Current educational theory accepts that, with the explosion in informa-
tion, it is impossible to include all relevant information in a crowded
curriculum. Recently, newly qualified therapists have been encouraged to
think of their speech and language therapy qualification as a first step in the
process of lifelong learning and professional development. For clinical edu-
cators and service managers it may require a reconsideration of whether
dysphagia competencies are realistic skills for newly qualified therapists or
whether they are better acquired later in the clinician’s professional devel-
opment. Successful management of a dysphagic client requires not only the
ability to draw from knowledge and practical skills, but also the ability to
draw from ethical knowledge and the ability to take a holistic view of the
client and the prognostic variables. Although these areas begin to be
addressed at a pre-registration level are they developed sufficiently to equip
the newly registered therapist to deal with a dysphagic caseload?

This leads one to ask what criteria would result in the judgement of a
student ‘failing’ in dysphagia competence. In my experience of training
post-qualification therapists, it is often not the ability to perform the task,
for example carrying out an oropharyngeal swallowing assessment, that is
the problem, but the clinician’s inability to develop rationale or use 
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adequate clinical reasoning. Often it is the clinician’s lack of ability to
reflect and make sound clinical judgements based on clear and effective
reasoning that results in him or her being deemed incompetent. Some stu-
dents do not find this an easy process to carry through into practice and
only develop the skill through further ongoing well-supervised practice in
the workplace, and this can, in some cases, take many hours to achieve.

New initiatives: an alternative approach

An alternative approach to training pre-registration speech and language
therapy students in the competencies of dysphagia assessment and man-
agement can be drawn from the new initiatives in the NHS, which demand
more partnership and collaborative working to develop services that are
integrated at the point of delivery and which have at their centre the needs
of the patient. The NHS Plan (DoH, 2000a) and the National Service
Framework (NSF) for Older People (DoH, 2001) have key implications for
the roles of professionals and the need for sharing of specialist skills with
their nursing colleagues. The Comprehensive Critical Care document
(DoH, 2000b) stresses the importance of sharing critical care skills such as
dysphagia across the team, particularly as critical care is a 24-hours-a-day,
seven-days-a-week service. The document Critical to Success (Audit
Commission, 2001), states that it is imperative for training to be rolled out
to ward staff to help prevent admissions to critical care beds. It is now
becoming increasingly obvious to many speech and language therapists
that total reliance on our service to provide assessments of the safety of
patients’ swallowing puts enormous strain on both individual therapists
and resources and does not provide the best service to the patients.

One answer is to move away from the traditional pattern of only speech
and language therapists being trained and responsible for providing dys-
phagia assessment and management, and moving towards a more
responsive and flexible service where selected nurses are trained in the
theoretical and practical competencies to allow them to work alongside
their local speech and language therapy colleagues. This vision requires
new thinking about the delivery of dysphagia services and is based on:

• interdisciplinary working and skill sharing while still recognizing dif-
ferent professional needs and boundaries

• providing readily accessible, responsive and flexible services
• providing appropriate education, training and support across profes-

sions
• putting the patient at the centre of care.

According to the Royal College of Nursing (RCN, 1996), ‘Nurses have tra-
ditionally played a key, practical role in meeting the nutritional needs of
hospital patients.’ The RCN states that the responsibilities of nurses
should be to ensure that:
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• patients’ nutritional needs are met
• patients’ preferences for particular foods are identified, especially

where this is influenced by religious, cultural or ethnic reasons
• patients are sitting or lying in a position so that they can reach drinks

and eat their food
• patients do not have dental problems, in particular that dentures fit

properly and are in use
• where necessary, patients have special equipment to help them eat
• patients have no problems eating, for example, whether or not they are

finding it difficult to swallow or have any mouth infections which
would affect their ability to eat.

The RCSLT (1999) states that:

• Speech and language therapists possess a sound knowledge of the
structure and function of the vocal tract. They are skilled in the assess-
ment and remediation of voice and speech disorders arising from
neurological, structural and psychological aetiologies.

• Knowledge and skills developed in this area have been extended and
applied to assessment, intervention and management of clients with
dysphagia.

• The College supports the principle that speech and language therapists
as a professional group are ideally equipped to take a central role with-
in the multidisciplinary team in the assessment and remediation of
swallowing disorders.

• The aims of a dysphagia service are to:
– provide a comprehensive and responsive service to clients present-

ing with eating and swallowing disorders
– facilitate intervention as part of the multidisciplinary team 
– become engaged in the planning of services to potential clients pre-

senting with eating and swallowing disorders.

The two professional groups need to consider their individual roles and
‘blur’ the boundaries while still recognizing each other’s unique contri-
bution. They need to reassess and remodel traditional roles, with the aim
of nurses working in partnership with their speech and language therapy
colleagues and thus creating a multiskilled workforce trained to deliver
better and more cost-effective patient services.

The complex nature of dysphagia means patients should be managed
on a team basis, where the team is working in partnership, thus ensuring
that the dysphagic patient receives careful, in-depth assessment and treat-
ment of the swallowing disorder and its underlying aetiology. Team
members need to respect each other’s expertise and communicate 
quickly and easily with each other. The method of communication is less
important than the quality of the communication. The quality of the
patient experience, as well as the clinical result, is a fundamental compo-
nent of better care, that is quality should be measured in terms not only
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of prompt access but also good relationships and communication
between the healthcare team and the client. A therapist needs to be con-
fident in his or her own knowledge and skills in order to work as a full
team player and to be able to share skills successfully. Newly qualified
therapists need time to consolidate their own identity and role as profes-
sionals before they are able to work effectively in dysphagia partnerships.

The Department of Health publication Future Staffing Requirements
(DoH, 1999) states that: ‘the Government recognises the importance of
multidisciplinary education and training as a means of developing and
promoting effective team working and integrated care. The research has
shown that:

• there is a perception that multidisciplinary education fosters and
enhances collaborative working practices

• integrated workforce planning is a significant driver for the develop-
ment of multidisciplinary education

• multidisciplinary education supports changes in patterns of service
delivery and

• it is perceived to be more effective at post registration level than at pre-
registration level.’

Within the field of dysphagia we should therefore be exploring opportu-
nities for shared learning at both pre-registration and post-registration
levels. For example at pre-registration level, it is not uncommon for first-
year speech and language therapy students to have their anatomy and
physiology lectures alongside medical students. This concept of joint
learning could be expanded later on in the course and would then begin
to break down professional boundaries and establish shared values. For
example, at pre-registration level, it would be valuable for students to
attend joint medical ethic workshops with medical, nursing and other
allied health professional students. This would widen the debate and
identify and share cross-professional views and perspectives before the
speech and language therapy students and their future colleagues are
expected to work in the real context.

Learning in the workplace as part of a multidisciplinary team, across pro-
fessional and service boundaries is becoming increasingly important and is
where approaches to teaching dysphagia should be heading in the future.

At a post-registration level, joint learning in workshops would allow
dysphagia to be explored as a part of many professional roles rather than
seeing it as a task that is within the remit of the speech and language ther-
apy profession only. For instance, exploring the complex issues which
affect dysphagic patients on a ward or in a nursing home with all the pro-
fessional groups involved may lead to greater compliance with
recommendations for dietary changes or postural changes to enhance
safe swallowing or to increase the patient’s nutritional intake. 

Developing better quality and more responsive services for dysphagic
patients means developing new approaches to healthcare and the training
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and education of healthcare staff. Successful partnerships at local and
national level will be essential if these innovative approaches are to suc-
ceed. This will need to include individual professionals and their
managers, professional associations, and educational providers and com-
missioners. The expertise of the professional bodies will need to support
the approach to the sharing of the role within the context of clinical gov-
ernance. Service and education partnerships will need to be created in
order to design and deliver flexible, modular education and training in
the dysphagia knowledge base, and the practical competencies of assess-
ment and management of dysphagia. Uniprofessional training should
continue to play an important part in the establishment of each profes-
sion’s unique and core skills, perhaps at the pre-registration level.
However, there is equally a need to build a culture of shared values to
allow the development of shared knowledge, skills and competencies,
perhaps at a post-registration level. This will result in more effective part-
nership working across traditional professional boundaries and should
result in a more responsive and better quality service for the dysphagic
client. However, until the speech and language therapy profession is able
to determine the competencies required along the dysphagia continuum
for clinicians at different stages of their professional and career develop-
ment, the provision by educational establishments of appropriate
theoretical knowledge and practical competencies will remain unclear
and ambiguous.
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Chapter 6
Fit for practice: new models for
clinical placements

116

Introduction

This chapter discusses the necessity for clinical education to revisit the
traditional workplace placement models that have educated students
since the professions began. As education has shifted its emphasis from
being teacher-centred to being learner-centred, and as adult education
has been recognized as a distinct field from education in schools, there
has been a huge growth in the literature available to inform clinical edu-
cation. There is a need for the education of professionals to further
develop as an area of study, building on the work in adult and higher edu-
cation, to become a recognized field in its own right. 

The education of professionals to work in clinical environments has
undergone a huge shift, following the change in funding of health pro-
fessional training in the UK, from the local authority to National Health
Service bursaries. The education providers are now not only in a rela-
tionship with the professional bodies, but also with the workforce
confederations who decide number of students in training and issue con-
tracts, while maintaining their position within the university institutions.
These changes in funding have caused professional education to become
increasingly under the spotlight, with workplace experience being given
more recognition than simply the place where theory is applied. Changes
in the working practices of the professions and the need to prepare stu-
dents to practise in an ever-changing working environment have also
meant a re-examinination of clinical education. The time is therefore nigh
for an examination of current clinical teaching methods, to use the avail-
able literature to inform and extend best practice. 

SUE BAXTER



Traditional placement models

For students, the clinical placement aspects of a course tend to be the
most remembered and influential experiences of their training. Ask any
professional, and he or she will be able to recount tales of his or her clin-
ical placements – both good and not so good. It is often these
remembered experiences that shape how a professional responds to the
challenge of taking students on clinical placement. The models that have
traditionally been used can make several assumptions. 

• That theory should be taught by the training institute and precede
practice.

• That learners should observe an experienced practitioner for some
time before trying it out themselves.

• That learners should either be observed by the practitioner at all times
or alternatively should be ‘left to get on with it’. 

• That one student should be placed with one practitioner. 
• That students are given whichever placements are available.
• That placement hours are spent with practising clinicians from their

chosen discipline.

These assumptions are discussed below, and the literature on profes-
sional education is used to inform these areas, suggesting new models for
clinical placements. The chapter concludes with an outline of three mod-
els of placement provision that have been developed, which draw on the
literature and offer the possibility of new ways forward.

Theory and practice

In the field of higher education, ‘applied’ courses have traditionally been
accorded lower status than those that are ‘pure’ knowledge based. For
this reason it has seemed that clinical courses have worked hard to ensure
the ‘theory’ components of the course have been given primary recogni-
tion over ‘practice’. In the curriculum of most courses there was the
expectation that students would spend the initial phases absorbing them-
selves in the theoretical aspects, for example learning anatomy and
physiology, linguistics, psychology, and sociology. Once the students were
grounded in these disciplines they would then go out to the workplace
and naturally ‘apply’ their learning. In recent years, many courses have
recognized the rather artificial distinction created by learning via this
route and have begun to adopt approaches that have attempted to
encourage transferability in learning between knowledge from different
disciplines. Problem-based learning (see, for example, Boud and Feletti,
1991) is one such method, where the focus is in on a clinical problem and
possible solutions using all available information. A second option 
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adopted by some training courses is to revise the curriculum to create
learning ‘tracks’ covering information relevant to a topic from all fields.

An important model for looking at clinical education has been the
knowledge, skills, attitude paradigm (see, for example, Stenglehoffen,
1993) drawing on the behaviour dimensions of cognitive, motor and
affective. This framework has been an extremely useful one in profes-
sional training, helping to identify exactly what areas need to be acquired
to become a competent practitioner. It has been used successfully to form
the basis of assessment tools. However, the difficulty lies in making some
of the aspects observable and measurable, particularly when it comes to
attitude. The model continues to be widely used, but can be criticized for
failing to take sufficient account of the interplay between factors, and
although its strength is in its clarity and simplicity, the real situation in
clinical training tends to be more interwoven and complex.

Some writers have highlighted what they see as the artificial gap
between knowledge, skills and attitude or ‘theory’ and ‘practice’. Carr
and Kemmis (1986: 112) drew attention to the fact that ‘theory’ is a
notion that can be used in a variety of ways. It can refer to causal expla-
nations used in disciplines, or it can refer to general frameworks that are
used in practice. Thus theory is not distinct from practice as ‘all theories
are the product of some practical activity, so all practical activities are
guided by some theory’ (Carr and Kemmis 1986: 113). Dreyfus and
Dreyfus (1986: 17) also integrate theory and practice into a distinction
between ‘knowing how’ and ‘knowing that’. The ‘knowing that’ can refer
to facts and rules, but the ‘knowing how’ is acquired from practice. They
believed it was possible to identify five stages in the process of moving
from a novice to an expert, from ‘knowing that’ to ‘knowing how’. These
stages record the development of a professional from being able to deal
in an analytical way with structured problems, to being able to deal with
unstructured problems in an almost intuitive way.

This view of knowledge and practice being bound up together has been
further explored through the work of Schon (1983) and Argyris and Schon
(1991). They drew attention to the difference between ‘espoused theory’
and ‘theory-in-use’. ‘Espoused theories’ are the initially learned theories,
the theories within disciplines. The ‘theories-in-use’, however, are governed
by an individual’s attitudes, values and beliefs. The individual receiving
information will adapt and amend the ‘received wisdom’, incorporating it
into his or her own ‘theory-in-use’, which governs practice. Michael Eraut
(1994) further extended this work into his proposal of professional knowl-
edge as consisting of three different elements (see Introduction, page xv).
First, there is process knowledge, which refers to knowing how to conduct
practice. Second, there is personal knowledge, which refers to the individ-
ual’s beliefs and attitudes. Finally, there is propositional knowledge, which
is the discipline-based knowledge; this is the aspect usually perceived to be
the ‘theory’ element of a course. Eraut reminds us, however, that even in
this aspect, propositional knowledge ‘cannot be characterised in a manner
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that is independent of how it is learned and how it is used’ (Eraut 1994: 45).
It is not accurate to think of theory learned and then applied to practice, as
the knowledge changes in its use.

So how should this work inform clinical training and clinical placement
models? First, it seems that the divide between ‘theory’ and ‘practice’
should be seen as an artificial one; there is a need for the ‘theories-in-use’
that students are exposed to by being with practising clinicians to be ver-
balized in order to be understood by the student. It is important that
clinicians do not view themselves as simply the provider of the ‘practice
component’, but recognize the dynamic interaction between knowledge
and practice. Clinicians should recognize their wealth of ‘theory-in-use’
knowledge. Clinicians often say ‘I don’t really use any theory in my day-
to-day working’; their theory has become so implicit that they have lost
the awareness of it. They have reached Dreyfus and Dreyfus’s level of
‘expert’, using clinical intuition (the area of practice Schon (1983) called
‘professional artistry’). By clinicians attempting to make visible these
areas of practice through discussion of clinical decision making and rea-
soning behind actions, students can begin to construct their own
‘knowledge-in-use’.

By removing the old theory/practice divisions and looking at knowl-
edge acquisition in different ways, the old model of students being given
all the theory before they learn to ‘apply it’, seems out of step with real-
ity. Newer models of clinical education are incorporating clinical work
much earlier into training, and encouraging students to access the knowl-
edge required to support clinical learning, rather than clinical learning
being used to apply knowledge. The recognition that in the modern
world, factual knowledge has only a limited ‘shelf life’ has also encour-
aged a shift from learning ‘what’ to learning ‘how to find out’. Students
need to develop process knowledge of learning how to manage informa-
tion, how to update knowledge and how to access literature databases.
The propositional knowledge of today may be outdated in a few years
time. Clinical placements need to foster that process of information gath-
ering and updating, encouraging students to find out information for
themselves, and debate the merits of current theory, offering alternative
perspectives rather than ‘pure facts’. This need for clinical placements to
offer active seeking of information will be further explored as an aspect of
independent learning.

Observation and practice

Traditional models of clinical placement have offered students ‘observa-
tion’ placements in the early stages of training, before they were ready
and able to take on ‘hands-on’ experience. This often meant students sit-
ting in the corner of a clinic watching the session and, if there was time
afterwards, the clinician talking through what was going on. Most 
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practising clinicians today will have experienced these passive observa-
tion sessions, clearly remembering the desperate struggle to stay awake
and look interested. This learning experience is described by one of my
colleagues as the ‘sitting next to Nellie’ approach. The student enters the
learning environment, sits in the presence of the therapist and by some
process akin to osmosis is able to perform in the same way as the clinician
when that stage of the course arrives. It is hoped that this model is a rare
occurrence nowadays, but the likelihood is that it still exists.

The literature on adult learning has encouraged a move away from this
passive learning experience into a more self-directed active model. The
need to involve learners more in their learning grew originally from the
humanist movement, particularly the work of Carl Rogers in the 1970s.
Mezirow (1983) emphasized the importance of critical reflection in the
learning process; in order to maximize learning from the experience. This
was further explored and extended by Boud et al. (1993), who recognized
the importance of students taking the responsibility for their own learn-
ing in a self-directed learning approach. Boud (1988) suggested a
continuum of dependence, from independence to interdependence, as a
student becomes less reliant on a practitioner. He emphasized that a stu-
dent being presented with a learning experience does not automatically
ensure learning takes place, he felt that it was a process of reflection dur-
ing or after the learning experience that led to learning. 

In the literature, terms such as ‘self-directed learning’, ‘independent
learning’ and ‘active learning’ seem to be used almost interchangeably.
Taylor (1997) feels that ‘independent learning’ is the most appropriate
term in professional education, as students are required to be able to
operate both independently and interdependently in practice. ‘Self-
directed learning’ implies little interaction between a student and other
learners, or a learner and more experienced colleagues. It is important
that students learn to work collaboratively with colleagues and seek help
and guidance when required, working independently but also interde-
pendently. Taylor (1997) offers an important reminder that students need
orientation to this method of learning, as it can challenge many of a learn-
er’s assumptions about teaching and learning. It should not be assumed
that students are immediately able to utilize this learning approach with-
out guidance.

As mentioned above, along with the notion of students taking respon-
sibility for their own learning, the place of reflection in the learning cycle
has also assumed increasing importance. Lincoln et al. (1997a: 101) state
that ‘reflective practice helps students make sense of their experiences,
and become competent practitioners. It is the responsibility of educators
therefore to provide students with strategies to facilitate reflective prac-
tice.’ They go on to outline useful methods of fostering reflection through
journal writing, video feedback and conferences.

So what principles should be taken to inform clinical placement provi-
sion? First, placements should recognize the importance of students
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being actively involved in the learning. Many training establishments are
questioning the value of ‘observational’ placements, particularly early on
in the course when the students have no experience to inform their
observations. The literature emphasizes the importance of experience
being the key to learning, but without a reflective component in the learn-
ing the value is lessened.

The role of the supervisor

For some students the first time they have worked with a patient without
a supervising clinician present is their first day as a qualified practitioner.
Morris (2001) explored access to learning for speech and language ther-
apy students in terms of risk management. In the study, clinicians reported
their concerns regarding the wellbeing of clients and students, as well as
the risks posed to the service by students being allowed access to clients
without qualified staff present. So what should a clinical teacher do? Parsell
and Bligh (2001) refer to effective clinical teaching as being ‘complex and
multidimensional’. They identify four main roles of a clinical teacher, as:
physician (clinical expert), teacher, supervisor and supporter. They empha-
size that these roles change as the student becomes more independent,
proficient and skilled. The importance of students becoming independent
and interdependent is a key concept again here. 

As students will be working in a rapidly changing world, in their role
as ‘a professional’ they will be expected to have a degree of autonomy. It
is vital that students develop to be reflective assessors of their own prac-
tice and able to operate independently. To achieve this it is essential that
students experience some autonomy during the latter stages of training
and view themselves as ‘professionals in training’ rather than ‘a student’.
Few of us behave naturally when we know that we are under observation
and every wrong word will be fed back following the session. Who would
not look to a supervising clinician for help, if one were present, when
they got stuck? It is not easy for clinicians to see a student making an error
without ‘leaping in’ to correct it. The process of students moving from
student to practitioner is poorly documented. Ewan (1988) refers to the
process of becoming a professional as ‘professional socialization’, believ-
ing it to be part of a hidden curriculum in most courses. It seems that
students become professionals at some point before graduation, but it is
not specified when or how. Lincoln et al. (1997b) also emphasize the
importance of professionalism, asserting that students ‘do not become
professionals simply by learning theory or completing clinical experience’
(Lincoln et al., 1997b: 76). They identify four elements of professional-
ism: technical competence, professional interpersonal skills, knowledge
of professional standards of conduct and ethical competence. 

It is important to recognize that the role of the supervisor is not fixed.
It can change from student to student and between situations. The 
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student should be allowed the chance to be an independent learner,
appropriate for his or her stage of training and taking risk factors into
account. For students to become practising professionals, the issues of
becoming a professional need to become transparent and students need
to be given the opportunity to develop these skills. Clearly a supervisor
who is permanently absent is providing ample opportunity for the stu-
dent to learn professional responsibility, but is giving little feedback on
learning or chance for the student to seek support and guidance when
required. However, the student who never experiences working without
the supervisor present and never has to ‘think on their feet’ risks remain-
ing dependent and experiencing a traumatic launch into practice.

Individual versus peer learning

As this has been covered in depth in Chapter 3, this chapter will only
briefly echo the importance and benefits of this approach. Students learn-
ing on placement with other students offer considerable support and the
opportunity to seek clarification between themselves regarding any
uncertainties. Students benefit considerably from their early clinical expe-
rience being with other students, as they are able to compare their
abilities to their peers, rather than to an experienced, practising clinician.
As will be discussed further, there is now a considerable demand to train
practitioners who are capable of working in multidisciplinary teams.
There is evidence emerging from the literature that learning to work in
unidisciplinary groups could be an important precursor to being able to
work with other professionals (Barr et al., 2000; Smith et al., 1996).
Teamworking skills, whether unidisciplinary or multidisciplinary, are an
essential requirement for today’s practitioners. Students need to learn to
work cooperatively and collaboratively with peers, and small group work-
ing is now a regular part of university-based work. It is important,
however, that these principles are extended into the clinical practice ele-
ments of a course and learning in pairs and groups needs to be part of the
placement experience. As Barr (2000) states, ‘work-based interprofes-
sional education is much more likely than university-based education to
result directly in changes in practice’.

Equity of experience

The clinical placement element of courses is usually provided in work-
place settings, away from the training establishment. The requirement for
the student in terms of hours of placement and client groups is usually
stipulated, together with aims and objectives for the placement. The 
actual experience that the student receives is determined by the place-
ment provider, and in these days of extreme shortages of placements, any
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offers received by a training establishment to take a student on placement
are usually welcomed with open arms. Where students are placed for
periods of weeks, on blocks, it is harder for training institutions and the
placement providers themselves to guarantee in advance exactly what
experiences the student will receive. With the formation of individual
trusts, there is increasing local control over health service provision, and
growing variation between service policies and provision across the coun-
try. Students therefore can experience very different learning
opportunities and be exposed to different views of ‘best practice’. This
can provide for rich discussion when the students return to the training
establishment, but can also raise issues for the course provider and NHS
as placement provider if students are unhappy with the experience they
have received.

As the student’s rights as a ‘consumer’ come to the fore, with the
prospects of litigation becoming less distant, equity of experience has
become a real issue for the training providers. One way that can alleviate
this difficulty is for the training establishments to work with local services
to provide pre-determined, ‘packaged’ placement experiences, which are
available to all students. There is also a need to reconsider whether place-
ment hours are a sufficient measure of students’ learning during a course.
As education has shifted from an emphasis on what has been taught to
what has been learned, it is surely time for professional bodies to look
again at the requirement for registration to practice. The present measure
of placement hours completed surely is an insufficient measure, and
needs to be replaced by a log of experience and learning, or recognition
of what skills/knowledge/personal qualities are required. In the UK, the
RCSLT is engaged in a considerable task of establishing professional com-
petencies, which needs to feed through as a continuum from initial
education to continuing professional education.

Interprofessional learning

Currently, student placement hours in speech and language therapy are
required to be under the supervision of a qualified speech and language
therapist. With the increasing trend towards interprofessional course
designs this may prove to be a challenging issue. Recent government pol-
icy documents have all emphasized the drive towards interprofessional
learning and working. The NHS Plan (DoH, 2000a) emphasizes the need
to promote multiprofessional working, and Meeting the Challenge: A
Strategy for the Allied Health Professionals (DoH, 2000b) emphasizes
that ‘learning together can deliver added value for practitioners through
developing an understanding of the roles of other professionals and
building team working skills’. According to Barr et al. (2000), interpro-
fessional education is reputed to: enhance motivation to collaborate,
change attitudes and perception, cultivate interpersonal and group 
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relations, and establish common values and knowledge bases. The ulti-
mate aim, however, which sometimes seem to be forgotten in the general
enthusiasm for interprofessional learning, is that interprofessional educa-
tion should ‘facilitate collaborative practice to improve the quality of
patient care’ (Barr, 2000). As Lowry et al. (2000) remind us, the client
should always be the focus.

In the general government-led push towards interprofessional educa-
tion, there is a growing literature with the aim of evaluating whether or
not this offers the best way forward for professional education, and what
exactly is achieved by educating professionals together. The area is not
helped by the considerable confusion in terminology, between multipro-
fessional, interprofessional, multidisciplinary, interdisciplinary and
shared learning, a confusion called a ‘terminological quagmire’ by
Leathard (1994). It is vital that this terminology is clarified in order to
compare the work of different authors, and as Finch (2000) pleads, ‘with-
out a clear definition of the desired interprofessional working practices,
higher education cannot develop the pedagogical approaches which
underpin it’. Finch feels there are four possible interpretations of what
the NHS requires students to do. First, that they should know about the
roles of other professional groups; second, that they should be able to
work with other professionals as part of a team; third, that they should be
able to substitute for other professionals, ending the old demarcation
lines of role responsibility; and finally, that there should be flexibility in
career routes, so that students can move between training courses.

It is not possible here to provide a complete and in-depth discussion
of the work being carried out in this area. See Barr et al. (2000) for a com-
prehensive summary of the area, and Miller et al. (2001) for insightful
discussions of the area and the way forward. For the purposes of this
exploration of clinical placements it is sufficient to recognize the influ-
ence of work in the area and the growing importance of students
graduating with the ability to work in teams with other professional
groups. Miller et al. (2001) offer a useful summary of their proposals for
the future of initial education of practitioners. First, they emphasize the
difference between ‘shared learning’ and ‘common learning’. ‘Shared
learning’ refers to experiences where students learn with and from each
other, which is very different from a ‘common learning’ agenda, where
groups of students are taught together, giving a common knowledge base.
This is a crucial distinction to draw, as many people’s view of interprofes-
sional learning is of common learning, which the literature suggests is of
limited value. Miller et al. argue strongly that it is shared learning that
maximizes the ‘value added’ by students learning together.

The second of Miller et al.’s proposals for interprofessional learning is
that teamwork is the vital element to the delivery of health and social care,
and that learning programmes need to provide experiences that build
these skills. Third, they emphasize that interprofessional learning should
be patient/client-focused, and recognize the changing status of patients
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and carers, who should be valued and included in care offered. Fourth,
they advocate that interprofessional learning should be interactive and
active, case-based or scenario-based. Finally, they advocate that interpro-
fessional learning needs to take account of the students’ level of
development and be a thread throughout the course.

These sections have outlined the main themes that run through the lit-
erature and offer insight into the future needs for clinical placement
experience. Having recognized these needs, the following sections out-
line three placement frameworks that have been used with speech and
language therapy students on undergraduate and postgraduate qualifying
courses, and discuss how the placements can address some of the issues
highlighted. The placement formats are outlined in detail, considering
them in the order they were first devised and implemented:

• mainstream school placement
• nursery placement
• acute hospital placement.

Mainstream school placement

Purpose and background

Paediatric speech and language therapy services have an increasingly large
role to play in a school setting. Services to children in mainstream schools
vary across the country, but the demand for the service usually outstrips
the supply. The role of the therapist is most commonly that of collabora-
tion/consultation. The child’s communication abilities are assessed and
the therapist gives advice to the class teacher or teaching assistant; if
ongoing support for the child is available, the therapist leaves a pro-
gramme and activities to be carried out until the next visit. Visits may be
half-termly or termly. 

The skills required of a qualified practitioner have therefore extended
with this new consultative role. He or she is expected to have the skills of
summarizing assessment results in a format accessible to teaching staff,
and be able to interpret the results in the context of the client’s need in
an education setting. This requires knowledge of how the education set-
ting operates and knowledge of classroom practice. It also requires
negotiating skills and appreciation of another professional’s role and
pressures. Clinicians also need to have skills of therapeutic intervention
with children, even though they will not be carrying out the programmes.
In order to leave a suitable programme for a classroom assistant to carry
out, they need to be able to predict how the child might respond, how
quickly the programme might progress, what supports or cues the child
might need, what sort of activities might be of interest and how to incor-
porate the programme into the curriculum. A student on placement with
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a busy therapist covering a number of mainstream schools may find it dif-
ficult to absorb all these skills, and may have little opportunity to work
with a child on an ongoing basis. There may be limited opportunity for
the student to talk to teaching staff, as the clinician will usually have far
greater knowledge of the child under discussion, nor is there often time
to spend in learning how the classroom functions. How might a place-
ment be designed in order to offer the student a guaranteed opportunity
for practising all these skills? What does the placement need to offer in
order for students to develop the necessary skills to be fit for practice to
work in schools?

Principles addressed by the placement

Many things were taken into consideration in the design of the new
schools placement. First, from the literature outlined earlier, a main
objective of the placement was to allow the students to develop some
sense of themselves as a trainee practising professional. The placement
was designed to encourage independent learning while maintaining sup-
port and supervision, encouraging the students to use staff as resources
and recognizing when they needed guidance. 

Second, the placement was designed to enable students to develop
skills of working in an education setting and to give them time for liaison
with teaching staff, learning to exchange information and work collabora-
tively in designing intervention programmes. Students would spend time
in the classroom learning about the role of the teacher and pressures they
are under. To reduce risk, but also to encourage collaborative working
with peers, the students were placed in pairs in the schools, and given
clients to work with, but it was left to the students to negotiate between
them how they would arrange the sessions. 

Third, to address the issue of experience alone not automatically lead-
ing to learning, the students were encouraged to keep reflective logs,
which were handed in to a tutor each week. These proved to be an excel-
lent way of keeping up with what the students were doing, and were used
by the students to seek information, clarify their thinking and reflect on
what they were doing. 

The importance of students developing knowledge of evidence-based
practice was addressed in sessions during the workshops. These were
designed to give students the necessary skills to establish baseline meas-
ures and develop clear objectives for therapy which would be re-tested at
the end of the block of intervention to give outcomes. 

The placement was therefore designed to fulfil the aims of:

• developing theory in practice
• developing independent and interdependent learning
• increasing peer learning/teamworking skills
• developing interprofessional working, liaising with education staff
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• promoting reflective learning
• providing a standardized experience
• increasing clinical skills of assessment and therapy
• increasing knowledge of an education setting and the place of com-

munication skills in the curriculum
• developing knowledge of evidence-based practice.

Placement design

All students in the third year of the four-year undergraduate course
undertook the placement. Students were paired up and assigned two chil-
dren in a local school. The children were provided by the local service,
and were children without statements who were known to the service but
had no regular help in school. The requirements were that the clients
should be non-complex, and that there should be potential for progress.
The stipulation made to the schools was that there had to be a room avail-
able for the students to work in.

The placement model

Figure 6.1 outlines the placement model.
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Figure 6.1 The mainstream school placement model.

1 Students
attend series of
workshops in
the university

2 Clinician takes
students in to
school on first
day

3 Students visit
school on two
afternoons each
week for eight
weeks

4 Students receive two
support visits from 
project clinician

5 Supervision is via
reflective log, and meet-
ings with university tutor

6 Students are assessed by 
clinician report and tutor 
assessment visit at the end of the 
placement. Students have individ-
ual tutorial to discuss assessments



Preparation for placement

The students received six half-day workshops prior to the placement,
using the clients as case studies to discuss theory, preparing them for
working in an education setting, covering issues of health and safety and
behaviour management. A large proportion of the time was spent work-
ing with the case notes, giving students time to absorb all the information
in them and to begin to make plans for further investigation or possible
areas of intervention. This was done with support from tutors, and stu-
dents were encouraged to begin to think about how to establish
baselines, which could then be evaluated following the intervention. It
was important to be mindful of the need to orientate the students to the
learning experience, spending time outlining the learning principles that
were being incorporated, explaining the approach and what the expecta-
tions were. During the workshops the students met the clinician whose
child they would be seeing to discuss the case, and to arrange to meet at
the school on the first day. Towards the end of the placement, the stu-
dents were also required to prepare a short presentation on one of the
children they had been working with in their pairs. The students gave the
presentations in pairs, and they were watched by the other students,
together with some members of staff. The students received feedback on
their presentation skills, although it was not a formally assessed compo-
nent of the placement.

Health and safety

Risk factors were reduced by the students working in pairs in a school
with staff easily available, being made aware of health and safety require-
ments in the workshops, and checking and countersigning of case notes
each week. The students could also seek advice from or raise concerns
with their university tutors.

Outcomes

Students were asked to complete evaluation questionnaires following the
placement, and these were compared with feedback from the standard
placements offered to students the previous year. These questionnaires
were designed for the project, however they have since been incorpor-
ated into routine placement evaluation of all placements on the course. 

• 100% of students rated the placement as ‘good’ or ‘excellent’, com-
pared with 84% of those who had traditional placements.

• 94% of students reported that they had gained ‘a lot of insight’ or
‘excellent insight’, compared with 63% who had  traditional place-
ments.

• 81% of students felt there had been ‘good’ or ‘excellent’ support, an
almost identical pattern to the traditional placements. 
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The student feedback about the support received was extremely positive,
as it offered a very different learning experience to being with a clinician.
It was interesting therefore to see that the students’ comments regarding
the placement, via the feedback form, the reflective logs and discussion,
were extremely positive, with the students reporting that they enjoyed the
opportunity to learn independently. Typical comments were ‘the place-
ment allowed me to try things out for myself and learn by experience’, ‘it
was an opportunity to build up confidence and realize that with practice
and experience I would become a competent speech and language thera-
pist’, ‘I will learn a lot from having to think for myself ’.

• Students commented that they had been pleasantly surprised that they
had been seen as colleagues by the teaching staff. Some of them found
it amazing that they were listened to, as having information to impart
to another professional. 

• Students reported that they had found doing the presentations nerve-
wracking, but had found it very helpful to hear about what other
students were doing with their clients, and begin to explore similarities
and differences. Tutors were initially surprised by this comment as it
had been assumed – wrongly – that there had been discussion between
students. It seemed that this was not the case, and in subsequent
groups undertaking the placement there was specific effort to encour-
age the students to swap resources or ideas with other pairs, and even
build up a resource bank for all to use.

From the university tutor perspective:

• The model provided a high number of standardized quality placements
and there was no difficulty finding schools to participate. In feedback
following the project they all wanted to participate again and would
like increased numbers of students. 

• The students all did well in their clinical assessments. When this group
of students entered their final year, their reports from clinicians were
positive. They reported that they had a good understanding of the edu-
cational setting and were independent learners. It will be interesting to
look at the feedback forms from these students sought after a year in
practice to see if their learning has indeed stood them in good stead for
practice.

• The presentations, as well as giving the opportunity to swap ideas,
were also useful in developing the skills of oral delivery of a case sum-
mary. Presentation of information to a group is a growing aspect of
practising therapists’ work, and an important skill to possess. 

• The placement established a close working relationship between the
university and the local service. The notion of a joint responsibility for
providing training for the future workforce was a reality. Having a lead
clinician within the local service during the project was extremely 
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valuable, and is a model similar to that of clinical teacher – a post 
jointly funded by a local service and a university to have a clinician in
post with special responsibility and dedicated time for student training.
Although common in medicine, this seems to be an underused model
in speech and language therapy.

From the local clinicians perspective:

• The opportunity to supervise intensive intervention for children on
their caseload proved to be extremely valuable. The project clinician
called it ‘an emptying of the guilt box’, providing a service to those who
haven’t made progress through normal service delivery. 

• Through the students setting clear baselines and measurable objec-
tives with their clients, local clinicians developed skills themselves in
this area. 

• The project used students in a similar way to the way the service used
assistants, but the clinicians were not required to provide the support
and supervision, freeing up their time for other clients. 

• The project was initially funded via confederation money, which paid
the clinician and tutor for time to devise, implement and evaluate the
initiative. The success of the project in terms of clinical placements
(Baxter and Gray, 2001) and client outcome (Baxter and Merrils, 2001)
has meant that the project has continued beyond the funding, and
become incorporated into the local service’s normal clinical placement
provision. Clinicians are increasingly seeing students as a valuable
resource.

Conclusions

The placement was developed in partnership with the local service and
was extremely well received. It enabled students to gain valuable hands-
on experience, and provided intervention to schoolchildren with high
levels of need. The schools were extremely welcoming, valuing the stu-
dent contribution highly. Students gained the opportunity to develop
hands-on skills with clients that will stand them in good stead when they
are enskilling others. They developed an understanding of a professional
role, and of the education environment, developing independent learn-
ing strategies and the ability to work with others. The placement enables
the university to provide a standardized experience for all students. The
model has shown that by rethinking traditional models and looking at
placement objectives more broadly, new methods of placement provision
can be introduced successfully. By training providers and local services
collaborating to develop new models, each can benefit.
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Nursery placement

Purpose and background

This placement originated from work already in progress (Locke and Beech,
1991) looking at language levels of children in nursery schools within areas
of high need. The study looked at language development as preparation for
literacy, researching whether nursery teacher training in language work
with children would boost impoverished language levels. A few students
were originally recruited to work on the project as an addition to their clin-
ical placements. They reported that they found the experience very
worthwhile, so the possibility of extending it into a placement experience
was pursued. As discussed in relation to the school project, the role of the
speech and language therapist in education has increased considerably over
the years, and there seem to be three main reasons for this. First, as thera-
pists have become aware of the limitations of clinic-based work, they have
looked to provide intervention in the child’s communication environment.
Second, as children have entered nursery education at a younger age, liai-
son with the education setting has needed to start earlier. And finally, as the
importance of communication in the curriculum has been recognized,
therapists have sought to integrate speech and language therapy into the
child’s school learning. Speech and language therapy graduates now need
to enter the profession with the ability to work with colleagues from edu-
cation, to assess children’s communication levels, and plan joint goals and
intervention. Hopefully, the days of therapists assessing children in clinic
and posting a programme to a teacher have all but disappeared.
Understanding each other’s role, responsibilities and pressures is vital in
order to provide effective client care.

As in the school placement, the main target was for students to 
develop the skills and knowledge that would enable them to be fit for
practice in the field of education. The aim was for the students to begin
to think of themselves as trainee professionals, and to be able to operate
independently, although recognizing when they needed guidance. They
would be working in an education setting, developing working relation-
ships with teaching colleagues and learning to work together to assess
and carry out intervention programmes. This placement was providing
intervention to children who were not identified as having communica-
tion impairments, but impoverished language levels. In this aspect,
students were learning to work within frameworks similar to government
initiatives such as Sure Start, which aim to work with families from areas
of high deprivation to provide support and intervention at an early stage.
Speech and language therapy services are becoming increasingly involved
with initiatives such as these, which increases the range of situations that
graduates are expected to be able to operate within. The particular aims
identified for this placement were similar to the school placement:
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• develop skills of working interprofessionally with teachers
• incorporate theory in practice
• develop knowledge of nursery settings and communication in this con-

text
• develop knowledge of relating communication goals to educational

goals
• encourage independent and interdependent practice
• offer a standardized placement for the year group
• develop peer working skills
• develop skills of working with therapy groups
• develop evidence-based practice by establishing baselines and evaluat-

ing outcome
• reflect on practice.

Placement design

The placement was provided for students on the postgraduate course, in
the final year of the two-year programme. 

The placement model

The placement model is shown in Figure 6.2.
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1 Students receive pre-placement workshops

2 Students visit nurseries in pairs to run two
language groups for eight weeks. One mem-
ber of the nursery staff observes the group
and repeats the session later in the week

3 Student support is via weekly group meeting
with tutor and reflective logs. Students are
visited once by their tutor mid-placement

4 Students are assessed by tutor visit at the
end of their placement. Students have individ-
ual tutorial to discuss assessment

Figure 6.2 The nursery placement model.



Preparation for placement

The pre-placement workshops consisted of sessions including reminders
of relevant theory, clinical methods, management of children, health and
safety, sources of information and the important aspect of orientation to
the learning, including how to work successfully with peers and what the
expectations of the placement were. Following the placement, in addition
to the individual feedback on the assessment, there was a group feedback
and reflection session to swap experiences and discuss issues that arose.

Outcome

Student satisfaction with the placement, reported via placement feedback
forms, has been high. 

• Students have liked the independence and the chance to work in nurs-
eries, feeling that they are colleagues and have a contribution to make. 

• They have enjoyed the opportunity to work in groups, as much of their
experience has been with individual therapy sessions, and the oppor-
tunity to work with children over a period of weeks to see change. 

• They have also valued the opportunity to work on language rather than
phonology, as much of their experience has been with children who
have intelligibility difficulties, rather than working on skills of listening,
understanding and using words and sentences in conversation. 

• The reports from the nursery teachers have been extremely positive;
they have found having the students working with them to be extre-
mely valuable, and have appreciated the effort that the students have
put into preparing the sessions and materials each week. 

• Bearing in mind the feedback from the students on the school place-
ment, a weekly informal meeting to swap ideas between students had
been incorporated into the placement model, but this was received with
a lack of enthusiasm, seeing it as extra time out of the week. It seemed
that the students were happier swapping ideas informally with other
students they knew, rather than having a formal session, and using the
session instead as ‘checking in’ time for students needing advice.

From the university tutor perspective:

• It has been valuable to link the placement experience with ongoing
research, to give the students the important message that research is
not divorced from practice. 

• The postgraduate students are particularly suitable for this type of
independent placement experience as they enter the course with skills
of adult learners. 

• As with the school project, the placement provided a number of stan-
dardized, high-quality placements. 

• The increasing emphasis on early years and preventative initiatives
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requires graduating practitioners to be able to operate in new work-
ing environments; this placement encouraged students to consider
these aspects.

• By working closely with nursery staff in planning sessions, students
gained valuable insight into language in education and working with
other professionals.

Discussion

This placement was originally developed from research data-gathering
work, and reminds us of the close link between practice and research. The
students enjoyed being part of the data gathering, and it was possible to
use a different year group of students to gather data for the controls. Thus
a second group of placements resulted from this project, providing valu-
able experience for those students in practising assessments and the
establishment and re-evaluation of baselines. It is hoped in the future to
link in with initiatives by local services to continue this pilot project in sim-
ilar form. The funding for the support visits was provided by education
action zone monies, which recognized the benefits to the nurseries and
children involved. The demand for intervention in the early years of edu-
cation and the numbers of children entering nursery with impoverished
language levels, particularly in the inner cities, is huge. With a little creative
thinking in placement design, the potential for students to gain valuable
clinical experience while providing much-needed intervention pro-
grammes to this population need not be an untapped resource. 

Acute hospital placement

Purpose and background

This placement was initially a means to alleviate a crisis in placement pro-
vision in the area of adult neurology, but has become a model of practice
for promoting interprofessional working with patients following strokes.
Finding sufficient placements for students in the area of adult neurology
seems to have become increasingly difficult. There may be many reasons
for this, including:

• the increasing proportion of working time that therapists spend with
dysphagic clients, with whom students, having only done basic train-
ing, are not competent to work 

• more senior staff are working with dysphagic clients, which leaves the
junior staff to work with clients with communication difficulties. These
junior staff may be too recently qualified to take students

• there are recruitment difficulties for more senior staff in the area of
adult work. 
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These factors may contribute to a real difficulty in securing sufficient
experience with adults for students. It is a worrying trend, as students
who feel more confident working in paediatrics will tend to take jobs in
this area, reducing the pool of future workers in the adult field, leading
to less placement experience being provided. 

This placement was developed, with funding provided by the local work-
force confederation, to provide much-needed experience for students
working with adults who have communication difficulties following strokes.
It was offered at a local acute hospital and was designed to give students the
opportunity to learn with, and from, students and professionals from other
disciplines in client-centred workshops. The aims were to: 

• give students experience of doing screening assessments on clients
with communication difficulties following strokes

• develop understanding of other team members’ roles with clients
• develop skills of exchanging information with professionals from other

disciplines
• integrate theory and practice in case-based learning
• develop skills of joint care aim planning.

Design of placement

The placement was designed with a colleague from the local service, who
is working in an acute hospital setting. The funding of the project via the
workforce confederation paid for both clinician time and university tutor
time to develop, carry out and evaluate the initiative. Students and pro-
fessionals working within the hospital were invited along to the sessions,
to observe the session and take part in the discussion that followed. There
were at least two non-speech and language therapy participants at the ses-
sions; they included physiotherapy students, occupational therapy
students, nurse students, physiotherapists, occupational therapists or
stroke nurses. 

Placement model

1 In the clinic room, two speech and language therapy students carry out
a screening assessment on a client with communication difficulties fol-
lowing a stroke (45 minutes). The clinician, other speech and language
therapy students and the non-speech and language therapy partici-
pants monitor the proceedings from an observation room, via a one-
way mirror and audio link.

2 The two students working with the client receive feedback from the cli-
nician (15 minutes) and the observing group leave for a coffee break
and informal discussion.

3 All participants meet in a larger discussion room, sitting in a semi-
circle (1.5 hours).
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4 The speech and language therapy participants explore the findings of
the communication assessment under subheadings of areas of impair-
ment. Each student in the group reports back on an area to the group,
translating profession-specific terminology for other participants.

5 The non-speech and language therapy participants report back infor-
mation about the patient from their professional perspective.

6 The participants discuss care aim priorities.
7 The two speech and language therapy students carrying out the session

write up a care plan.

Outcome

All participants were asked to complete a feedback form following the ses-
sions, with information in qualitative and quantitative form. Participants
were asked what they had liked about the sessions and what they had not
liked; they were also asked to respond to five questions about the sessions
on a five-point ‘strongly disagree’ to ‘strongly agree’ scale. 

All participants received the placement experience very positively.

• The most commonly quoted ‘like’ about the sessions by the speech and
language therapy students was in relation to the discussion after the
client had been seen. They had gained from the opportunity to apply
their theory to the clients. 

• The speech and language therapy students also reported satisfaction
with the hands-on nature of the placement. As mentioned previously,
placements with adult clients with neurological impairments are
becoming increasingly difficult to find, particularly in acute hospital
settings. Students had particularly appreciated the chance to try out
and enhance hands-on skills, which will stand them in good stead for
their further placements and exams. A particular strength of this
model of placement provision was that it was experiential, not just
observational.

• The speech and language therapy students had found the involvement
of the other professions helpful, nine mentioning it specifically as
something they had liked about the sessions. One student had a nega-
tive impression of this, however, feeling that it had reduced time
available to discuss the communication aspects of the case. The non-
speech and language therapy students had found the opportunity to
learn about speech and language therapy assessment valuable, with lit-
tle reported that had not been liked about the sessions.

From the university tutor perspective the sessions had been particularly
valuable for the following reasons:

• They provided a standardized student placement experience, with the
clinician able to prepare and select a range of clients for students to
learn from.
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• As the speech and language therapy students’ knowledge and under-
standing of the communication abilities of the clients was at a deeper
level than the qualified professionals and the students from the other
professions, they had been forced to learn to ‘decode’ profession-
specific knowledge and report their findings avoiding terminology.
This enabled them to check and refine their own understanding, but
also to practise clear communication, a vital skill for working with
clients and other professionals. 

• In clinical education, it is well recognized that it is not only the time
spent with a client but the reflection and discussion following it that is
of paramount importance. By discussion and interaction with clients,
students were able to develop not only espoused theory but also 
theory in use. Students did not report that they felt that one client had
been insufficient in a session, some felt that a longer session or even
two sessions could have been devoted to a single client to give depth
of learning. It is suggested that in-depth learning about a few clients
can be preferable to students seeing a greater quantity of clients but
with less discussion time.

• The students reported that a particularly valuable aspect of the place-
ment was giving them the opportunity to discuss real clients and
consider the theoretical considerations. This placement was designed
to allow for in-depth discussion of clients, which is not often possible
for clinicians in a busy clinic. By specifically paying attention to this dis-
cussion of theory, the students are developing their ability to use theory
and make their own theory in use. 

From the local service perspective, because clinician time is being paid for
through the project funding, there is no constraint regarding small client
numbers seen in these sessions. The attendance of qualified staff from the
hospital has offered a useful opportunity for in-service training for these
team members, and has given them valuable insight into communication
difficulties in the clients they are working with. There is also the oppor-
tunity to use these sessions for staff development, for example returners
to practice or newly qualified staff.

Discussion

The placement has been an excellent example of the university and local
service working together to provide a learning opportunity, which would
not otherwise have been available. At the first placement session, the
speech and language therapy students were asked how many had talked
to or observed a physiotherapist or occupational therapist working, or
discussed an adult neurology case with another professional. Out of the
group of 26, very few had ever had contact with another professional;
where they had, it was usually through knowing another student or pro-
fessional personally. It seems that many ‘normal’ placements provided in
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services are not able to provide this experience in addition to the hands-
on practice with clients that students require. It would seem important
that the method of working that is modelled to students by practising pro-
fessionals is clearly that of working in interprofessional teams. If students
are able to experience and see the benefits of this on placement, it will
encourage them to adopt similar practices when they graduate. In addi-
tion to the placement feedback forms, the project has also gathered data
regarding their views on interprofessional working and their attitude to
interprofessional learning, which will be reported in the future.

As the sessions were led by speech and language therapists, there was
inevitable bias towards this area. It would be interesting to extend this
placement, with sessions being led in turn by professionals from different
disciplines. As speech and language therapy accreditation requirements
currently stand, however, sessions can only count towards professional
practice hours if they are under the supervision of a qualified speech and
language therapist. This clearly needs to be considered in the light of the
drive towards interprofessional education.

Conclusions

The three placement models described in this chapter are examples of
how rethinking a traditional model can yield benefits. By starting from the
point of the learning objectives that the student needs to meet, rather
than the placement experience offered, it is possible to consider change.
The placements outlined here are offered to students as part of their
training programme, and have been carefully planned into the curriculum
to ensure that students are at the right level of ability to maximize their
learning from them. Placements such as those described here are used in
conjunction with other learning experiences, including the traditional
one therapist to one student placement. This chapter has not argued that
these traditional placements are obsolete, but rather that they offer the
student particular learning experiences, which, as part of a package, pro-
vide valuable contributions. But the key seems to be that they are part of
a package and combined with other experiences, which are able to
achieve different objectives. Most student feedback is positive about tra-
ditional placements and it is important that this is not forgotten in a rush
to introduce innovations. The principles of good clinical learning, such as
the importance of students being given feedback on their performance
and the need for clear learning objectives together with a transparent
assessment process, are key aspects for traditional as well as new place-
ment models.

The needs of practising professionals today seem to have expanded:
there is now a requirement to be able to work in teams, to work collabo-
ratively with other professionals and the client themselves, to have the
ability to enskill others and to provide information in a clear, jargon-free
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way. The ability to manage caseloads, to provide outcome data, and to
operate in a world of audit and clinical governance all provide challenges
to the students who are graduating, to say nothing of the rapid changes in
knowledge and information technology. In order to keep up to date, 
professionals are required to continue their professional development
throughout their working lives; their training course before practice is now
referred to in the literature as ‘initial professional education’, implying the
ongoing nature of learning. It is important that students are encouraged to
think in this way from their initial clinical placements, and to become
active learners who can reflect on their own practice. What a challenge to
educators to produce students who can cope with this demanding world.

The models presented in this chapter have gone a long way towards
changing the impression that many practising clinicians have of students
in training as being a burden that only take up their time. Instead, stu-
dents are now being given credit for the skills and knowledge they
possess, recognizing that they are not of course at the level required for
practice. However, they can make useful contributions to the workforce,
even during training, and providing they are given the necessary support
and means to gain from experience, can operate as valuable ‘free’ labour.
In the school project, clinicians thought of the students as speech and lan-
guage therapy assistants, and because the support and supervision was
being provided by the university and a project clinician, the students pro-
vided a valuable service in taking children off the clinicians’ caseload for
a while. Through joint placement design between local services and the
university, it is possible to implement new models of placement, rather
than just assuming that the way it has been done will always be the way it
should be done. With the advent of health professional students receiving
bursaries from the NHS, rather than student grants, the joint responsibil-
ity between training establishments and local services to train the future
workforce has been brought sharply into focus. These placement models
have shown that by universities and local services working together to
design placements, high-quality student learning opportunities can be
created.

Summary 

This chapter has endeavoured to consider current literature relating to
the area of clinical education and inform practice in the provision of clin-
ical placements. It has considered assumptions that are made by the
traditional form of placement and examined these assumptions with ref-
erence to available literature. It has then gone on to give examples of how
rethinking the traditional model can offer new learning opportunities for
students by services working in partnership with training establishments.
At a time when training institutions are being asked to take more students
onto their programmes to increase the workforce, and services are under
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intense pressure, the provision of adequate numbers of high-quality
placements is becoming critical. 

Clearly, decisions regarding the responsibility for the funding of clini-
cal placements need to be considered. At present, placements are
expected to be provided by clinicians working within the NHS, and there
is little or no specific funding for speech and language therapy student
workplace training. With the current shortage of clinicians in post and the
pressures of maintaining client contacts, however, student placement
considerations can often be considered a low priority by services. It has
already been mentioned that the clinical teacher model, where clinicians
are employed within services with special responsibility and dedicated
time for student teaching, is an approach that could be utilized more fully.
The models described in this chapter have all received funding in order
to be devised and implemented, and can be maintained with relatively
small amounts of funding, providing large amounts of student learning
time cost-effectively. 

Clinical education is becoming recognized as an area of learning in its
own right, and there is an increasing literature to inform it, although con-
siderably more remains to be done. However, there is a need for clinical
education be recognized, to reward clinicians who excel in the area of
teaching students, not just in clinical work, and to properly consider the
provision of clinical placement experience in terms of content and qual-
ity rather than hours. In order to ensure that the students who are
graduating are fit to practise in an ever-changing world, it is vital that their
training prepares them adequately for this. Therefore the time for con-
sidering new models of clinical placements is here.
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PART III
INFORMATION TECHNOLOGY:
DEVELOPMENTS AND APPLICATIONS





Introduction

The last few years have seen major developments in the use of computers
and networked technologies, in almost every aspect of daily life. In fact, the
Internet, the World Wide Web and email have been described as ‘transfor-
mational’, because of their wide-ranging impact on the ways that people
and organizations throughout the industrial world communicate and
interact with each other (Salmon, 2000). This impact has certainly been felt
throughout the education and healthcare sectors, as the possibilities for
using networked communications in research, education and practice
have been recognized and exploited for various aspects of our work
(Pickering and McAllister, 1997; COT/CSP, 1999; Harden and Hart, 2002). 

Like colleagues in other disciplines, health practitioners and those
involved in pre-qualification professional education have recognized that
we need to increase our understanding and use of computer-mediated
technologies (Pickering and McAllister, 1997; Miller et al., 1997; Horton,
2001). However, it seems that action to adopt these technologies within
the allied health professions has been generally slow and rather patchy, at
least in the UK (COT/CSP, 2000; Hughes and Dewhurst, 2002). A survey of
schools of therapy and professional bodies identified some of the reasons
for this (Anthony, 2001). The majority of respondents stated that they had
limited access to the appropriate resources, including the technical sup-
port and expertise to create and deliver online learning. In addition, these
educators also questioned whether clinical learning, with its emphasis on
interpersonal and interactive skills, could be delivered effectively in an
online environment. 

Despite this, some interesting and useful clinical applications of learn-
ing technologies have been designed and used for teaching in the
therapies (Freeman et al., 1996; Lum and Cox, 1998; Oates and Russell,
1998; Boucher et al., 1999; Howard et al., 2001). The evaluations of these
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and similar resources from cognate disciplines such as medicine
(Bearman et al., 2001; Kneebone and ApSimon, 2001) show that well-
designed computer simulations or video-based demonstrations can
support effective and efficient learning for clinical practice. Indeed, it has
been suggested that clinical simulations may be viewed as a ‘marvellous
medical education machine’, which can overcome many of the problems
of traditional clinical education (Friedman, 2000).

Of course, the role and functions of information and communication
technologies (ICT) extend much further than these specific clinical appli-
cations. Like students in all other disciplines in the tertiary education
sector, students in all professional disciplines should have opportunities
to develop their understanding and use of ICT and networked learning as
part of their general education (Dearing, 1997). Similarly, all students
need to be equipped with the skills of information literacy and knowledge
management, so that they can cope with the ‘information explosion’
which has been stimulated by web-based publishing in the past few years
(Candy, 2000; McAvinia and Oliver, 2002). In professional courses, stu-
dents also need to be equipped to respond to the increased use of ICT in
all aspects of professional activity (Pickering and McAllister, 1997;
COT/CSP, 2000; Grimson et al., 2000), especially in the UK health services,
as the NHS Information Strategy becomes a reality (Milburn, 2001; DoH,
2001).

The recognition of the need for change is, of course, only the first step
in the process of incorporating information technologies in our teaching
and learning. It is widely acknowledged that the next stages, which
involve making decisions about how to implement ICT – and then actu-
ally doing it – are the times when educators need the most support
(Conole and Oliver, 1998; Bonk et al., 1999; McAvinia and Oliver, 2002).
This includes opportunities to gain ideas about potential resources, to see
them in action, to evaluate their usefulness and to gain advice about ways
to adopt or adapt these resources to meet our own needs (Bonk et al.,
1999; Anthony, 2001; Hughes and Dewhurst, 2002). The aim of this chap-
ter is therefore to draw on the experiences of those who have already
adopted information and learning technologies, in the hope that we can
learn from examples of good practice and reflect on their relevance to
pre-professional education. 

Computer-mediated and networked technologies
in teaching and learning

Ideas about the uses of ICT in education have evolved rapidly in the past
ten years, partly as a result of technological development, but also because
of the experiences gained in using the technologies. Even as the first gen-
erations of computer-assisted learning (CAL) resources were being
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evaluated (Timms et al., 1997), new opportunities were opened up by the
capabilities of faster computers with multimedia facilities (Davies and
Crowther, 1995). All of these developments were overtaken by the emer-
gence of electronic networks. These have not only proved a major tool for
educational delivery, but have also fostered global debate and research
into the role of technology in the learning process, and about the proce-
sses of learning and teaching per se (Laurillard, 1993; Bonk et al., 1999;
Phipps and Merisotis, 1999; Laurillard and McAndrew, 2002). 

Although there is considerable overlap, we can identify several main
themes in the literature about learning technologies, each of which has
applications in clinical and professional education:

• learning and training courseware (or CAL), which is typically delivered
as CD-ROMs or free-standing web-based study modules (Greenhalgh,
2001)

• computer simulations, including their uses for clinical training
• accessing and using the World Wide Web as an information resource

and the implications for information literacy and knowledge manage-
ment

• using networked learning in the curriculum
• informal e-learning, often used in workplace learning or continuing

professional development, to support communication via web pages,
video-conferencing and email discussion groups.

CAL and other learning and training resources

Computer assisted learning packages are perhaps the most well-known
form of learning technology. They are often presented in CD-ROM format
and use multimedia combinations of sound, graphics, text and moving
images to present information and tasks in an attractive and user-friendly
way (Vogel and Wood, 2002). CAL approaches have been used to promote
self-help and self-study for a wide range of purposes.

Because they have a comparatively long history and have been used so
widely, the experiences of using CAL resources provide useful insights
into the benefits and limitations of using these – and to some extent,
other – forms of computer technology. 

One of the most obvious uses of CAL is to facilitate ‘deliberate practice’
(Ericsson et al., 1993), which can be defined as: 

repetitive performance of intended cognitive or psychomotor skills in a
focused domain, joined by rigorous skills assessment that provides the
learners with specific, informative feedback, that results in increasingly bet-
ter skills performance, in a controlled setting. (Issenberg et al., 2001)

Although this type of ‘training’ function has sometimes been assigned low
status by some educators (Drew, 1998; McAvinia and Oliver, 2002), the
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mastery of most core skills and basic knowledge requires opportunities to
build up levels of competency through repeated practice (Treadwell et al.,
2002). As Schön (1987) pointed out, just as learning to play scales and
arpeggios is a prerequisite for skilled performance with a musical instru-
ment, the mastery of basic skills and knowledge provides the foundation
stones of reflective professional practice. Multimedia packages have been
shown to be effective and efficient for promoting skill-based learning.
This is particularly the case when the packages offer graded learning activ-
ities, presented with interesting graphics and interactive exercises, with
the opportunities for repeated practice and feedback on performance.
The European Computer Driving Licence, which aims to promote basic
computer competencies through self-study supported by intermittent
class contact, is one example of this type of approach. The ‘packaged’
materials available for teaching and therapy (such as Earobics, Widgit soft-
ware and SpeechViewer used in speech and language therapy), which use
video game formats to promote basic skills are other examples of this type
of application.

In tertiary education, CAL is typically used to complement and extend
the learning opportunities provided by other modes of teaching (Davies
and Crowther, 1995; Hughes and Dewhurst, 2002). The aim is to enable
learners to build up their understanding and/or skills in ‘a rich environ-
ment for active learning’ (Grabinger and Dunlap, 2000). According to
Vogel and Wood (2002: 214) multimedia and CAL have ‘several advan-
tages over paper and the spoken word, namely interactivity, the
immediacy of graphics and the moving image, instantaneous navigation
and searchability’. This makes them particularly useful for subjects which
are ‘visually intensive, detail oriented and difficult to conceptualise’
(Greenhalgh, 2001: 42) such as biomedical science topics (Issenberg et
al., 2001; Hughes and Dewhurst, 2002; Steele et al., 2002). According to
Issenberg et al. (2001), there are now hundreds of CD-ROM programs
available for learners at all levels, which teach anatomy and physiology,
radiology, advanced cardiac life support, skills and procedures, and phys-
ical diagnostic techniques.

Promoting effective use of CAL 

Although there are indications that well-designed CAL packages can pro-
mote deep, retentive learning (Vogel and Wood, 2002), there is also
strong evidence that the way these packages are introduced and used can
strongly influence their effectiveness (Davies and Crowther, 1995; Timms
et al., 1997; Greenhalgh, 2001; Hughes and Dewhurst, 2002). Greenhalgh
(2001) states that recognized barriers include inadequate planning, poor
integration with other forms of learning and cultural resistance of staff.
Hughes and Dewhurst (2002) add that educators need to provide time
and support if students are to accept and use the resources appropriately.
This includes making sure that the students are comfortable with 
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computer technology in general, which means we need to provide them
with opportunities to become familiar with the specific ‘mechanics’ of any
new program before they are expected to use it for independent 
computer-based learning (Salmon, 2000). This has been emphasized in a
number of studies: the evidence is mounting that students who lack con-
fidence and competence with ICT are at a disadvantage when using CAL
programs (Russell, 1995; Watson, 2001). 

Computer simulations for professional teaching
and learning

Educators in many healthcare disciplines have recognized that multime-
dia technology offers new possibilities for teaching and learning.
Although the designs vary, there is strong emphasis on the use of experi-
ential learning, through simulations or videos of real patients. Typically,
the objective is to promote clinical reasoning and clinical skills, prior to
the students’ contact with ‘real’ clients (Christie et al., 2000). 

Although the design and development of computer simulations tends to
require a considerable amount of time and expertise (Koller, 2000), this
can be balanced against the practical and educational benefits for the
teachers, learners and patients. Henderson (1998), for example, observes
that multimedia overcomes many of the practical constraints of a real-life
clinic, while enabling the educator to design learning activities to match
the needs of the students. An additional advantage is that ‘virtual’ patients
are always available, which means that the programme of clinical learning
activities can be planned with the certain knowledge that all students have
equal opportunities for observation and interaction with appropriate
clients, in a specific time frame (Bryce et al., 1998; Lum and Cox, 1998).
Several educators have also noted that the time span can be optimized in
virtual tutorials. Watson (2001) reports that students can work through up
to 12 computer simulations in one hour, whereas in the ‘real’ laboratory,
one of these experiments may take up to six weeks. In a similar vein, Bryce
et al. (1998) note that students can obtain a more comprehensive picture
of the diagnostic work-up of a patient when the real-time waiting for labo-
ratory and other investigations is removed by the use of virtual tutorials.

Students value simulations because they provide working examples of
clients’ problems, with opportunities to learn how to carry out tests and
procedures without fear of upsetting the client. Multimedia simulations
also allow students to pause to check information, or to discuss their find-
ings while working through the problem, and return to the same
unchanging patient as often as they wish, in their own time, and to prac-
tise their skills at their own pace (Bryce et al., 1998). This means that ‘real’
patients benefit, because the students have already mastered the proce-
dural aspects of the tasks being undertaken and thus are more able to give
their attention to their interaction with the client. 
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The uses of computer simulations and virtual tutorials

The designs of virtual simulations tend to fall into two broad categories:
those based on a problem-solving approach (DxR Development Group,
2001; DxRNursing, 2002; Nursing; Lum and Cox, 1998) and those which
use a tutorial, or guided learning approach, often based on a specific
topic (Freeman et al., 1996; Henderson, 1998). Although there are differ-
ences in the way the materials are presented and used, all of the tutorials
aim to engage the student in active learning through case studies or clin-
ical scenarios, with tutorial guidance and feedback. All of them also
provide opportunities for learning about practice in the context of ‘a vir-
tual world, relatively free from the pressures, distractions and risks of the
real one, to which, nevertheless, it refers’ (Schön, 1987).

The problem-solving approach

DxR (2001), DxR Nursing (2002) and PATSy (PATSy, 2003) are examples
of this type of learning resource. Essentially, they are databases for case
studies of patients, each with a detailed case history and comprehensive
battery of assessments. The task for the student is to gather the appro-
priate data in order to make a diagnosis and, in some cases, to plan the
appropriate care. The value of this type of learning resource is that it pro-
vides students with opportunities to learn by doing, as they undertake
assessments (Lum and Cox, 1998) and develop clinical understanding
and reasoning through the process of synthesizing and integrating the
information.

From their experience of using this approach with medical students,
Bryce et al. (1998) report that it allows students to work through a real-
istic clinical situation, in which the patient may present with minimal
information (‘I have a pain in my chest’) after which the data gathering
is dependent on the clinician’s actions in obtaining information from
the patient, defining the problem, undertaking tests and interpreting
the results. Unlike a ‘real’ clinic, where they rarely see one patient
through a complete diagnostic regime, the simulation provided by DxR
provides the opportunity to explore all aspects of each case in detail, to
see the results of all tests and procedures, and to obtain feedback
throughout. The PATSy system offers an additional benefit because most
of the data are stored as short digitized video clips of patients with
communication impairments, which also enables students to develop
skills such as observation, test administration and interpretation of test
results (Lum and Cox, 1998). The opportunity to elaborate their knowl-
edge of communication impairments (Coles and Holm, 1993) through
comparisons of data from different clients is also possible (see Chapter
8 for more details). 
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Virtual tutorials and guided learning with simulations

Whereas the designs described above aim to promote active learning
through problem solving, other types of design have a number of similar-
ities with what Wang and Bonk (2001) describe as ‘electronic cognitive
apprenticeship’. These authors suggest that this ‘draws its inspiration
from traditional apprenticeship and creates a meaningful social context in
which learners are given many opportunities to observe and learn expert
practices ... [by] ... solving real world problems under expert guidance
that fosters cognitive and meta-cognitive skills and processes’ (Wang and
Bonk, 2001: 132). 

All of the tutorials described below have been designed to support the
development of the domain-specific skills which are essential compo-
nents of professional competence. Thus, the designs include the overt
guidance of an expert practitioner/clinical educator and the use of
‘instructional methods’ such as modelling, coaching, scaffolding, articula-
tion, reflection and exploration (Collins et al., 1989) and/or questioning,
task structuring, performance feedback or management, and direct
instruction where appropriate (Wang and Bonk, 2001). In their model of
cognitive apprenticeship, Wang and Bonk (2001) suggest that these
instructional methods are effective when combined with real-life prob-
lems, learner involvement, and active application of knowledge and skills.

Teaching domain-specific skills

Although the need to achieve appropriate levels of expertise is empha-
sized in education for all professions, in reality the opportunities for
developing these skills can be limited, as Kneebone and ApSimon (2001)
highlight in their discussion of surgical skills. Despite the pre-qualification
opportunities for knowledge acquisition and deliberate rehearsal of the
basic techniques, these authors note that practice with simulated tissue
‘in isolated skills workshops’ without ‘the cognitive context’ does not pro-
vide the appropriate conditions required to master and maintain these
skills at appropriate level.

Their solution has therefore been to develop a programme of ‘focused
practice within a framework of structured information to develop surgical
skills’ (Kneebone and ApSimon, 2001: 911). This framework includes a
CD-ROM which ‘presents the key components of a skill by progressing
logically from explanation (using animation) to clinical demonstration
(using video) to technical demonstration (on a model), thereby paving
the way for supervised practice’. The CD-ROM is used by an expert 
surgeon-tutor, who ‘talks through’ the procedures with small groups
(around 24 trainees) prior to more intensive one-to-one supervision and
training. At the request of the trainees, Kneebone and ApSimon have
made the CD-ROM available for further independent study and rehearsal.
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Although the example of surgery per se is not directly relevant to stu-
dents in the allied health professions, this model of providing
opportunities for a variety of managed learning experiences can readily
translate into other clinical scenarios. Howard et al. (2001), for example,
have developed an integrated, multidisciplinary multimedia CD-ROM
package (ViSuAL CLIP) for student speech and language therapists. The
tutorial, based on digitized video and audio data from a four-and-a-half-
year-old girl with specific language impairment, offers students the
opportunity to analyse the data from different disciplinary perspectives,
including linguistics, phonetics, speech and language pathology, and
clinical management, each at different levels of complexity. The tutorial
is designed with modular architecture, so that each module is free-
standing, but can be linked to others. The modules are grouped into
three sections:

• observation (including observation of assessment procedures for lan-
guage and speech)

• teaching modules, which enable the student to engage in deliberate
practice of phonetic transcription and to compare their results with
those of the tutor

• reference modules, which provide extensive background material,
including case history material, bibliographic references, normative
data for speech and language acquisition, and relevant guidance notes
for phonetic and phonological description. 

Like Kneebone and ApSimon (2001), Howard et al. (2001) aim to ensure
that the guided experiential learning enables the students to deepen their
understanding and strengthen the skills already learned, in an applied
clinical context. Oates and Russell (1998) have used a similar approach to
promote the skills of perceptual analysis of clients with voice disorder and
to link these to the physiology of the larynx. This package presents a num-
ber of clients with different degrees of vocal impairment, using
video-recorded interview, case history and endoscopic data, acoustic data
and animations of the larynx. The students undertake evaluations of each
client, and these can be compared with the findings of a panel of expert
clinicians for feedback. 

Interviewing and communication skills

Although teaching communication skills via a computer may sound like a
contradiction, a small number of studies have demonstrated that interac-
tive tutorials can be used effectively to raise awareness and use of
appropriate questioning styles (Bearman et al., 2001) to increase the skills
of interpreting and responding to non-verbal communication and to pro-
mote the skills required for interviewing (Hulsman et al., 1999, 2002;
Liaw et al., 2000).
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In a slightly different context, Freeman et al. (1996) developed a tuto-
rial based on a real-time interview with a real-life patient with a voice
disorder. Like others, these clinical educators had used both video and
expert demonstrations of the initial diagnostic interview, but had recog-
nized that both of these methods had limitations. A particular concern
was that both of these presentation modes place a heavy demand on stu-
dents’ cognitive processing, especially when a complex interaction is
observed in real time. As well as the demand on memory and recall, it was
recognized that novice observers can feel unsure of their understanding
and doubt their ability to judge the salience of the information gained
during these observations. The aim was therefore to provide tutorial guid-
ance, commentary and questions for students as they worked through
one example of an interview, so that the process and content were made
explicit.

The tutorial, written by the expert therapist and the course tutor, is
interwoven with the full 45-minute video-recorded interview and prelim-
inary assessment. The digitized video pauses at intervals so that tutorial
questions, commentary or other signposts for learning can mark signifi-
cant events; model answers and further commentary are also provided. A
recent revision of the tutorial (Freeman, 2001) includes hotlinks to rele-
vant websites and additional commentary to emphasize the theoretical
issues raised in the interview. 

Used within the formal teaching programme, the tutorial allows all stu-
dents to engage in active learning, to test and develop their
understanding of both theory and process, and to undertake some rating
or scoring of assessment results. The data from the case history are then
used in class to discuss care planning (Malcomess, 2001) and therapy
approaches, using the specific case as an exemplar. Also, students who are
assigned to clinical placements in voice clinics can elect to revisit the tuto-
rial to rehearse the domain-specific skills of interviewing, demonstration
and explanation.

The virtual practicum

Henderson’s (1998) virtual practicum centres on the diagnosis and long-
term management of a simulated patient attending the virtual HIV/AIDS
clinic and is intended for use by the multidisciplinary team. The whole
tutorial is constructed as a series of rooms, which give access to the inter-
views, tests and treatment that occurred during the various stages of the
patient’s story. Interviews with actual patients, mini-lectures, case discus-
sions with master clinicians and problem-solving activities are also
included. Although this was a major project that required extensive time
and funding, Henderson (1998) asserts that it demonstrated that simula-
tion offers the necessary conditions for effective and efficient learning,
which ‘can at least supplement, and perhaps greatly improve on, real-life
clinical education’. 
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Evaluations of simulations and multimedia learning resources

The evaluations of multimedia simulations have demonstrated that they
can be effective and powerful learning tools which provide valid oppor-
tunities for experiential learning (Liaw et al., 2000; Issenberg et al., 2001).
The simulations are valued by the students because they make explicit
links between campus-based and work-based learning, enabling them to
develop their understanding and use of theory-in-action at their own pace
(Schön, 1987), and to develop some of the cognitive, motor and percep-
tual skills in preparation for work with ‘real’ clients. 

There is no doubt that virtual tutorials are relatively expensive to pro-
duce, in terms of the time and expertise required for the design and
production. However, these costs are at least partially offset by the fact
that the resources are reusable and provide equal opportunities for expe-
riential learning for large numbers of students. They also provide a
controlled, student-centred learning experience, which overcomes some
of the problems associated with live clinical experience, where access to
appropriate clients is not guaranteed and the time available for learning
tends to be limited by the service demands (Friedman, 2000; Ziv et al.,
2000). According to Issenberg et al. (2001: 21) ‘simulations and virtual
reality hold out the promise of unlimited access to deliberate practice as
part of skills training. As the skills required for practice ... become more
numerous and more complex, such access to practice and rehearsal will
become more essential.’

Accessing the Web and promoting 
information literacy

The two functions of the World Wide Web

The World Wide Web can be viewed as having two main functions in
education: information provision and education provision (Bonk et al.,
1999). Its first, general, function as an information provider, offers
opportunities for almost everything from promoting products (which
includes information about departmental and institutional achieve-
ments) to discovery learning (Laurillard, 1993) about almost any
subject, from different perspectives and with different levels of com-
plexity (Tait 1997). 

Bonk et al. (1999) state that the Web offers almost endless opportuni-
ties for teaching, but they also suggest that it is possible to start using it
as an information provider, with only minor adaptations to one’s teach-
ing. They outline a ten-level continuum of integration for Web-based
learning, which begins with promoting the Web as an information
resource and moves gradually to using it to develop different types of
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learning activities. This type of approach has a number of advantages,
because it not only starts with the networking resources which are already
available within the higher education institute, but also helps to raise
awareness about the value and importance of computer technology in
both the educational and working/experiential context. 

Decisions about how far to progress with Web-based teaching will
depend on the resources available and the ‘comfort level’ of the teachers
and the students. It can also be argued, however, that educators need to
move out of their ‘comfort zone’, if they are to optimize their own and
their students’ use of electronic resources (McVay Lynch, 2002)

Enabling students to use computers and networked resources

Koschman (1995) suggests that most of us go through three phases in our
use of computer technology: learning about computers, as a precursor to
learning through computers (i.e. using computers as tools for study and
coursework) and learning with computers, as part of the day-to-day learn-
ing process. Although most of our students now enter higher educataion
with basic competencies in ICT (the first of Koschman’s phases), the evi-
dence from various sources indicates that they still tend to require
support to use the technology effectively for independent learning
(OFSTED, 2002). 

Even if only the most basic Web access is available, it is essential that
all students in higher education can access and use electronic resources
competently, if they are to make the transition to learning through and
with the Internet and the Web. According to Reingold (1995): ‘Fear is an
important element in every novice computer user’s first attempts to use
a new machine or new software; fear of destroying data, fear of hurting
the machine, fear of seeming stupid in comparison to others, or even to
the machine itself ’. There is strong evidence that fear or lack of famil-
iarity with the technology can limit students’ conceptual gains when
using learning technology, whereas students who use the Web regularly
seem to be able to adapt to using other new technologies (Watson,
2001).

Three factors tend to facilitate the transition from computer illiteracy
to computer competence. The first is that the technology is available –
which certainly should be the case in higher education institutes
(Dearing, 1997). The second is that it is used and accepted within the
educational culture, for coursework, general communication and infor-
mation sharing (Bonk et al., 1999; Hughes and Dewhurst, 2002). The
third is that time, support and opportunities to become familiar with the
institution’s procedures, such as logging on, sending and receiving
emails, and navigating networks, are provided as part of the general
induction to the degree course or in a study skills module (Bonk et al.,
1999; McAvinia and Oliver, 2002). 
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Using the Web as an information resource

According to Bonk et al. (1999), the first phase of using the Web as an
information resource begins with the general type of information about
the department, the course and course modules which is usually made
available via publicly accessible websites to prospective and current stu-
dents, in most higher education institutes. The departmental website can
also include a section with hotlinks to recommended websites. This step,
of course, still requires that teacher or technician skills to convert docu-
ments into HTML format are available. However, the effort is worthwhile
if the relatively low demands on the educator are viewed as a way of set-
ting the students on the path towards exploring ‘the vast stores of
knowledge in which a field is based’ (Bonk et al., 1999: 2). As the com-
petencies and confidence of staff and students increase, decisions about
further use of Web-based learning can be made.

Establishing competence and confidence with ICT

There is no doubt that induction and guidance from an enthusiastic and
sympathetic educator or other experienced person is essential when any
new form of electronic media is introduced (Draper et al., 1994).
Therefore, even a brief introductory session to provide hands-on experi-
ence of logging on and undertaking small navigation tasks can be useful
as part of the induction programme for new groups of students.
Identifying the students who are computer confident and pairing them
with their less confident peers is a useful strategy, so that peer support
can be encouraged and established as part of the learning process.

In our own experience, introductory sessions run collaboratively by a
course tutor and subject liaison librarian have proved a useful way of pro-
viding basic support for the ‘mechanics’ of the network, while also
encouraging the students to consider the relevance of ICT for their cur-
rent learning and future professional activity. This is provided via a
‘hands-on’ session in a computer suite, where students are first encour-
aged to log on and become familiar with procedures such as using their
university network passwords. Following this, they are encouraged to
locate key sites, including the departmental website, library pages, read-
ing lists and the library catalogue (in accordance with Bonk et al.’s (1999)
recommendations above). 

The brief introduction is followed by an introduction to a general Web
search engine (such as Google) on any topic relating to speech and lan-
guage therapy. Because the students are encouraged to ask questions as
they search, discussions arise about various issues, from how to copy,
paste, store and print information, to questions about the differences
between popular general search engines and specialist databases. This
exercise also allows helps to encourage the use of effective strategies for
the choice of search terms. For example, using a broad search term such
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as ‘speech and language’ produces almost two million citations from
Google, which clearly demonstrates the need to narrow the search field.
This session also provides the opportunity to guide students to the uses of
other, perhaps more appropriate sources of information, such as the texts,
journals and electronic sources identified on the course reading lists.

Encouraging students to email useful information to the study group’s
email list at this stage ensures that they have mastered skills such as using
attachments and, if nothing else, should be more able to communicate
with each other and respond to departmental email bulletins. This can be
taken a step further, however, if resources are available to collate all the
information in a course website or bulletin board, so that all students can
see the value of pooling resources – Stage 2 on the continuum described
by Bonk et al. (above).

Reinforcing learning through use

As with all new skills, it is important that the learning is maintained and
extended by further use. The example above is reinforced by the tutor,
who emails the group after the session to ask for feedback and also to
encourage them to reply with a summary of their learning from the ses-
sion. The problems identified within the group of students are then
addressed in the next session of the study skills and professional learning
module. Students are also encouraged to visit some of the introductory
websites for computer-related skills (Cooper, 2002; NMAP, 2002) to check
out their understanding and competency. Occasional problem-solving
sessions, scheduled by the tutor and/or a supportive computer technician
help to reduce anxieties and provide opportunities for trouble shooting.
Although these sessions may become redundant, because members of the
student group quickly begin to pool their expertise, it still remains impor-
tant to provide time for orientation for any new type of
computer-mediated learning program (Draper et al., 1994).

Developing information skills 

As students progress through the course, they should be offered oppor-
tunities to extend their ICT and generic learning skills. Building in formal
times to revisit these skills throughout the course can, according to
McAvinia and Oliver (2002), enable students to reflect on their learning
needs in terms of ‘changes in ability and the identification of the next
areas for learning ... [which] ... sets in motion the habits that will enable
a student to become a lifelong learner (cf. Kolb, 1984)’. 

When they are led by the specialist subject/liaison librarian, these ses-
sions encourage awareness and use of relevant resources. Speech and
language therapy students, for example, need to know how to access
and use databases for a wide range of subjects and, as each of the data-
base systems operates differently, it is useful to ensure that students are
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aware of these and can use appropriate search procedures. However, all
clinical students should be introduced to concepts of medical informat-
ics so that they can access the increasingly vast range of sources of
medical and health-related information sources (Brandt et al., 1996;
Hasman, 1998; Grimson et al., 2000; Staggers et al., 2000) through their
own targeted searches and the use of specific healthcare sites and sub-
ject gateways (NELH, 2002; NMAP, 2002). Similarly, an introduction to
the core information systems used in the NHS should be included, espe-
cially as the NHSNet is becoming more widely used in clinical practice
(COT/CSP, 2000). 

Students value the opportunity to review and replenish their informa-
tion skills at different stages in the course. As well as the obvious need to
include search skills and referencing systems as part of research design and
methodology courses, in the later stages of the course they should be
familiar with professional resources. In the context of speech and language
therapy, for example, this includes the RCSLT (RCSLT, 2002) and American
Speech-Language-Hearing Association (ASHA, 2002) websites, sites main-
tained by individuals (Bowen, 2002; Kuster, 2002) and organizations
(RNID, 2002; MENCAP, 2002). The value of email, mailing and discussion
lists in supporting continuing professional development through informal
learning may also be addressed in these sessions (Allan, 2002).

Evaluating accuracy of websites

Pickering and McAllister (1997: 275) have observed that educators in the
healthcare professions have an obligation to enable students to ‘make
critical judgements about the authority of information’ available on the
Web. As the next sections suggest, this not only has implications for the
students’ ‘academic’ learning, but can also have direct implications for
professional practice. 

Many websites now provide support for direct work with patients and
carers, including ideas and examples of therapy materials and techniques
(Wilson, 2001; Bowen, 2002; Hooper, 2002; Kuster, 2002) or information
and advice literature for carers (ASHA, 2002; MENCAP, 2002; NINDS,
2002; RCSLT, 2002; RNID, 2002). While most of these sites, especially
those produced by informed professionals and organizations, contain
excellent information, wide variations have been identified in the quality
of the information available on the Internet (Grimson et al., 2000;
Gagliardi and Jadad, 2002; Purcell et al., 2002).

Students therefore need to know how to evaluate the accuracy, com-
pleteness and consistency of the material they access for their own use
(Pickering and McAllister, 1997) and in preparation for potential discus-
sions with clients and their carers (Roberts and Copeland, 2001; Purcell
et al., 2002). This should include consideration of good and poor practice
and codes of conduct in web design, including indications such as the
identification of the author of the web page, acknowledgements of 
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organizational (for example commercial) affiliations, indications of when
the material was last updated, use of references, and the appropriateness
of the language and content of the website (Bader and Braude, 1998;
Kunst et al., 2002). 

Citing sources and combating plagiarism

One of the downsides of the increased use of the Web is that plagiarism
has become increasingly common. Because the facilities for cutting and
pasting are readily available, students (and others) can easily ‘lift’ infor-
mation from a Web-based source and, either accidentally or deliberately,
insert it into their own work – and even into their websites (Anonymous,
2001; Stubley, 2002). As well as emphasizing the reasons to avoid, and the
consequences of, plagiarism, all educators and librarians need to ensure
that good practice in using and recording referenced material and cita-
tions is engrained into students’ learning behaviours and demonstrated in
all our own work. A comprehensive guide to good practice is available on
the Joint Information Systems Committee website (JISC, 2002). The con-
ventions for citing websites as references in academic writing (JISC,
2002), as well as the need for recording all sources of information used
in any form of study, should be emphasized routinely. 

Clients and patients as information seekers

Users of healthcare services make up one of the largest groups searching
the Web for information (Ball and Lillis, 2001; Wilson, 2002). If they have
the time and expertise, patients and their carers can access the full range
of electronic resources, from personal accounts and user discussion
groups to peer-reviewed articles and clinical decision support tools,
before they seek a professional consultation. There are certainly anecdo-
tal reports of patients having more current information than their doctor
or healthcare worker (Grimson et al., 2000; Purcell et al., 2002) and of
doctors telling their patients ‘Whatever you do, don’t go on the Internet’
(Ferguson, 2002a: 555). 

Ferguson’s view is that accurate information can empower patients and
their carers if it enables them to take an active part in the decision-
making process about treatment options and management strategies. Ball
and Lillis (2001) also point out that good consumer information is essen-
tial for disease prevention and management, as well as for the promotion
of wellbeing. In support of this, Ferguson (2002b) has published guide-
lines on the Web to support effective information seeking by patients,
which can also be of use to students and healthcare workers. As Leydon
et al. (2000) point out, however, we also need to recognize the need for
sensitivity about the timing and amount of information provided, because
patients’ information needs may vary at different times during any illness
or episode of healthcare. 
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Using networked learning technologies 
in the curriculum

To a degree, some of the activities described above can be incorporated
into an existing course without too much additional work on the part of
educators or the students. It could be argued, for example, that enabling
students to use the Web effectively and efficiently for independent study
may save them time, as well as extending their use of resources. From a
purely practical viewpoint, however, it is apparent that we cannot expect
to keep adding extra elements into a curriculum that is already demand-
ing. In addition, there is strong evidence that students do not use
electronic resources optimally (if at all) when they are an optional extra.
Students are more motivated to use the resources if they are perceived as
an integral and relevant part of the course and/or the use of the resources
contributes to assessment (Hughes and Dewhurst, 2002). 

Integrating Web-based learning 

One of the most obvious ways to promote integration of Web-based learn-
ing into the course is to reallocate some of the time from the face-to-face
teaching programme so that the students can use relevant electronic
resources, with the educator available for tutorial guidance and support.
Alternatively, students could be assigned a case from a database (e.g.
PATSy) to discuss in a tutorial. 

One excellent example of an assignment which demonstrates the value
of making the Web relevant for students is Celia Hooper’s (Hooper, 2002)
course website. This has been regularly updated with information on a
wide range of topics related to the subject (voice disorder and voice ther-
apy). The website is managed by Hooper, but contains a substantial section
for information researched by the students as part of their coursework. By
mounting this resource on a site that has open access, Hooper enables the
students to see the value of their own work and to gain from the contri-
butions of their peers. These students, and others, can also continue to use
the site in the future to update their knowledge for continuing profes-
sional development. Hooper has ensured that students recognize the value
of their contributions by: (a) inviting visitors to the site to send feedback
by email; and (b) publicizing the site via the SID3 Voice email discussion
forum. This type of approach is very similar to some of the suggested activ-
ities in Bonk et al.’s (1999) ten-stage continuum.

Virtual learning environments 

Sometimes described as ‘a course in box’ (Anthony, 2001), virtual learn-
ing environments (VLEs) such as Blackboard, WebCT or First Class have
been adopted by many higher education institutes. Essentially, a VLE is a
package of integrated Web-mounted ‘tools’, which can be used to support
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online study through distance learning or campus-based teaching
(O’Leary, 2002). The tools can be used quite flexibly to provide course
support materials such as handouts, supplementary materials, graphics,
links to other Web resources, and digitized video and audio-recordings.
They also provide bulletin boards for asynchronous discussions and live
chat rooms. The RCSLT website provides a useful demonstration of some
of these features, which are being used by an increasing number of clini-
cians and students for information sharing and informal continuing
professional development activities. 

As a learning resource, VLEs can support a wide range of different
approaches to teaching and learning. They could, for example, be used
with first-year students to present fairly didactic, teacher-led complements
to conventional face-to-face teaching, with the email tool providing indi-
vidual students with the chance to contact the course leader with specific
individual queries. As the degree course progresses and the students (and
educators) become more familiar with the VLE tools, the amount of 
student-led activity may be increased. This may begin with encouraging
the students to use the bulletin board facility for small group tutorial dis-
cussions of topics suggested by the tutor or to solve problems and answer
queries raised by the students. 

Because students can leave and read messages on the bulletin board at
any time, this can be used between formal periods of class contact. The
use of the bulletin board, and indeed any form of electronic discussion,
tends to take some time to establish and needs quite a lot of support and
encouragement from the discussion leader (Duggleby, 2000; Salmon,
2000). This may change, of course, because at least a proportion of stu-
dents already have experience of socializing in chat rooms. However, it is
recognized that students respond to both synchronous (chat) and asyn-
chronous (bulletin board) tutorials in different ways. As in any other
tutorial discussion, some students tend to take a more passive (‘lurking’)
role in the discussions. Others may prefer asynchronous discussions to
face-to-face tutorials because they have time to reflect and consider as
they write a contribution to a bulletin board. The written transcript on the
bulletin board also provides a record of the tutorial discussion, to which
students can return for further reflection. 

As more NHS clinics are provided with network connections, students
should be able to access the course resources in the VLE which are rele-
vant to their current clinical population. They could also use the chat
room and bulletin board for discussions of current cases and clinical
issues among themselves and/or between students and tutors, which
could help to strengthen the links between the clinical and the campus-
based components of the course.

A further possibility, if student-led discussion can be supported and
developed through ongoing experience of using networked discussion, is
that it may eventually be feasible to use computer-mediated communica-
tion (Salmon, 2000) as the main mode of learning and teaching in the
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latter stages of the degree course. This would enable the students to
develop their concepts of collaborative and independent learning, as well
as supporting a more flexible programme of study. If this were planned as
a natural extension of their previous use of networked learning, it could
also be a useful transition to their use of the Web for continuing profes-
sional development. The literature on networked learning (Bonk et al.
1999; McConnell, 2000; Salmon, 2000; McAteer and Harris, 2002; McVay
Lynch, 2002) is replete with discussions about how to carry this forward. 

Informal learning and continuing professional
development

The electronic network has the potential to support continuing profes-
sional development by linking clinicians who have common areas of
specialism via email, professional discussion groups and online confer-
encing. In fact, some UK professionals are beginning to use various
discussion forums to share ideas and information. Over 150 people have
joined the RCSLT bulletin board (The Coffee Shop) since it opened in late
2001, with contributions ranging from clinical queries to information
about employment and pay scales. The number of email discussion lists
has also increased in the last year; each has a sizeable membership and,
in some cases, very active and lively discussions of topical issues. 

This indicates that at least some members of each profession are already
able to use e-communications for informal, workplace learning and raises
interesting possibilities for future developments. One obvious example is
that the activities of special interest groups and specialist advisors could be
extended by the use of discussion lists. The potential for using more
online conferencing for formal activities to support continuing profes-
sional development has already been recognized by some universities,
such as the University of Greenwich, which offers an online, part-time MSc
course in Continuing Professional Development (Health). Similar devel-
opments, including modular programmes for continuing professional
development are planned by the NHS University (DoH, 2002)

Conclusion

It is apparent from the information reviewed for this chapter that com-
puters and networked technologies can be used to support and extend
professional education in a number of different ways. It has also been
emphasized here that confident and competent use of ICT and informa-
tion management has already become a prerequisite for effective learning
and, with the implementation of the NHS Information Strategy, will also
be essential for professional practice in the NHS. Although this chapter
has focused predominantly on the first steps in the process of promoting
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effective use of the technology, there is no doubt that clinical educators,
and the healthcare professions as a whole, need to take action to incor-
porate ICT into professional culture. In fact, because higher education
institutes have a comparatively long history of using learning technolo-
gies, educators could make a valuable contribution by using the resources
available to us to promote and support the use of ICT within the health-
care professions. 

It has been suggested here that the first steps in promoting the use of
these technologies, such as promoting the Web as an information
resource, can be made with relatively few adaptations to our teaching
(Bonk et al., 1999), but can have very positive outcomes. The evidence
from various sources also indicates that specific action to promote and
support the development of competence in ICT is the foundation for all
future development (Duggleby, 2000; McAvinia and Oliver, 2002; McVay
Lynch, 2002). In a similar vein, we have seen that action to incorporate ICT
into the existing curriculum can be successfully achieved in stages (Bonk
et al., 1999), and that there is growing emphasis on blending computer
technologies with traditional face-to-face teaching methods to support
flexible learning (Harden and Hart, 2002). In our planning for students, it
is feasible to consider that course websites, study packages and/or virtual
learning environments could increase the opportunities for flexible learn-
ing, especially if this means that more time is made available for
face-to-face learning and group discussions when students are on campus.

In many ways, the current uses of multimedia in clinical education are
examples of blended learning, because the technology is used as a stimulus
for further development of knowledge and skills, through both independ-
ent study and class-based discussions. Although relatively few of these
multimedia resources are available at present, the evaluations of these
(Freeman et al., 1996; Oates and Russell, 1998; Lum and Cox in Chapter 8
of this book) and similar resources by medical educators (Issenberg et al.,
2001; Kneebone and ApSimon, 2001) indicate that they can be a valuable
complement to traditional approaches to professional and experiential
learning. It is feasible to assume that the use of this type of multimedia
resource could have a wider role in professional education, especially as
changes in the patterns of healthcare delivery are limiting the opportunities
for work with some client groups (Friedman, 2000; Kneebone and
ApSimon, 2001). This is certainly an area that requires further investigation
and possible development in the healthcare professions, as a whole.

This chapter has developed from the recognition that ‘the new tech-
nologies represent a major societal change, to which clinical educators
must respond’ (Pickering and McAllister, 1997: 275). As we have seen, there
is little doubt that these technologies will play an increasingly important
role in professional education and post-qualification activity in the immedi-
ate and foreseeable future. Although we are only just beginning to explore
how to use these resources, it is clear that our professions and our clients
can benefit from further action to harness the technology appropriately.
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Chapter 8
Case-based teaching and clinical
reasoning: seeing how students
think with PATSy

169

Introduction

This chapter introduces PATSy (www.patsy.ac.uk) – a web-based multime-
dia database shell that has been designed to accept data from any
discipline that has cases. PATSy makes ‘virtual patients’ available to
trainees, educators and researchers in various clinical professions and
cognate academic disciplines. The systems contain 61 data-rich and exten-
sively described cases of adults and children with disorders that can be
accessed under four domain headings: speech and language, dyslexia,
medical rehabilitation and neuropsychology. PATSy functions as both an
archive for research and clinical cases and a community resource.

The chapter includes a brief history on the development of PATSy,
together with a description of a typical student user session. The roles
that PATSy can play in speech and language therapy education are also dis-
cussed. Different methods of teaching with PATSy and examples of how
PATSy supports didactic, case-based and problem-based methods of teach-
ing and learning in speech and language therapy are provided. The use of
PATSy as a research tool for studying clinical reasoning and problem solv-
ing is described and illustrated with examples from an investigation of
student reasoning. It is argued that PATSy can act as a bridge between
research and education and between research and clinical practice.

Trends in professional education

Professional education is turning increasingly towards case-based teach-
ing where knowledge of the subject is represented in the form of many
example cases that embody the relevant principles (e.g. Irby, 1994). This
method and variants of it are advocated in the teaching of knowledge-
intensive domains such as medicine and law. In those domains it is
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difficult to give the student a set of rules that they may use to make infer-
ences or deductions (Williams, 1993; Jonassen, 1996). In case-based
reasoning, students acquire a mental library of cases from which to rea-
son (Riesbeck and Schank, 1991; Kolodner, 1993). A case that has features
analogous to those of the current problem is retrieved and used as a basis
for reasoning about the new situation – in other words, old solutions are
adapted and applied to new problems. A related approach is termed
‘problem-based learning’, in which several individual students study the
same case and then engage in educational activities such as group discus-
sions with a facilitator (Barrows, 1985; Jonassen, 1996). Hmelo (1995)
has shown that medical students taught using problem-based learning
produce more accurate diagnostic hypotheses than non-problem-based
learning students.

In recent years, there has been a theoretical shift in some speech and
language courses – from a ‘medical model’ in which the purpose of
assessment was to derive taxonomic classification, to a new approach
based on information-processing (IP) accounts of language processing
(Ellis and Young, 1996; Stackhouse and Wells, 1997). IP accounts of lan-
guage are based on normal experimental and cognitive
neuropsychological evidence in which language disorders are seen in
terms of an impairment to normal representations and processes.
Language assessment is based on a cognitive neuropsychological model
and is motivated by hypotheses developed through a knowledge of psy-
cholinguistic theories of language and cognition.

Cognitive neuropsychological analysis of language disorders is one
example of a theory-driven or rule-based approach in which models of
normal language, abnormal language and cognition are used to guide
assessment, diagnosis and treatment.

The traditional approach (i.e. categorization of patients according to
syndromes) can be thought of as one that entails inductive reasoning –
looking for patterns among the test scores by which to classify patients. In
contrast, the IP-based approach requires hypothesis-driven, deductive rea-
soning.

In learning to diagnose deductively, students are encouraged to learn
rules (theory) and apply these in their selection of suitable tests for the
patient and how to utilize the results of a pre-existing test to inform the
selection of subsequent tests – all in the pursuit of verifying an initial
hypothesis. Novices, despite the absence of clinical experience and mas-
tery of the domain, can achieve success in a rule-based approach.

Later, when the student has attained greater levels of competence and
experience, he or she may find himself or herself better able to reason and
make sense of large amounts of data. Inductive reasoning is more intu-
itive for most people than deduction and it tends to predominate in
everyday thinking (Robertson, 1999). However, in a clinical context, a
novice presented with an amassed collection of information about a
patient lacks the background knowledge and clinical experience required
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to reason validly in an inductive mode. Consequently PATSy offers a
means by which to develop rule-based, deductive approaches to test
selection by allowing the controlled and systematic revelation of informa-
tion as testing proceeds. This potential of computer-based systems in
case-based teaching is becoming increasingly recognized (Schank, 1991;
Edelson, 1996; Jonassen, 1996).

PATSy in professional education: what challenges does PATSy
address?

• Changes in educational teaching methods: education in the health
professions is turning increasingly towards case-based teaching where
subject knowledge is represented in the form of many example cases.

• Provision of access to people with speech and language disorders
for clinical training: clinical science students traditionally receive
clinical skills training during placements in hospitals and community
centres. This, of course, is an important and vital part of their training.
However, there are often problems with access to suitable training
experiences. Even where people with disorders are available, the qual-
ity of a student’s experience in acquiring clinical assessment
knowledge depends on the type and variety of patients available dur-
ing their placement period. For these reasons, some students’
assessment experiences, knowledge of various speech disorders, etc.,
may be acquired on a somewhat ad hoc basis. It is, of course, desirable
for students to have access to patient cases prior to clinical placement
– this is where PATSy is invaluable.

• Pre-clinical training and rehearsal opportunities: under current
regimes of clinical training, students usually do not have any interac-
tions with people with communication disorders until they are on
clinical placement. It would, of course, be more desirable for students
to have access to patient cases prior to this time. They would then: (a)
be familiar with an adequate range of speech disorders, and (b) have
more technical knowledge of assessment before meeting ‘live’ patients.
Students also need to practise and hone their diagnostic skills, but eth-
ical considerations often prevent them from practising assessments
repeatedly on the same patient. Furthermore, even in clinics, patients
may not always be available, as medical care takes priority over train-
ing. A further point is that students have little control over when and
where they can practise assessment procedures because traditional
training is bound to the clinic schedule.

• Providing opportunity for private and extended practice (‘learn-
ing by doing’): students need to learn about assessment tests and to
practise diagnosis. However, ethical considerations often deprive them
of opportunities for practising assessments repeatedly on the same
patient. PATSy allows them to practise as much as they want – virtual
patients do not complain or tire!
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• Access to rare cases: PATSy contains some rare cases.
• Interprofessionality: PATSy attempts to bridge the chasms between

disciplines by providing access to cases in other disciplines (for exam-
ple medicine, psychology and special education).

• Assessment: with traditional clinic-based training placements, educa-
tors cannot assume that their students have seen similar patient cases.
With PATSy, though, a whole class can experience and discuss the same
cases and can be set a ‘virtual’ patient to diagnose under exam condi-
tions.

• Internet access: PATSy is accessible via the Internet (Web) and hence
is available to a wide range of users whenever needed.

• Support for various approaches to teaching including case-based
teaching, problem-based learning, student-based guided exploratory
learning and traditional lectures.

• Provision of a standardized corpus of cases against which each stu-
dent’s performance may be appraised, allows students to engage in
assessment training independently of the clinic setting and at times
convenient to the student.

• Researchers’ facility for publishing material supplementary to that
included in journal articles; space limitations can be overcome when
researchers place extensive data on PATSy (19 out of 21 cases in PATSy
speech and language therapy have featured in published research
papers).

An introduction to PATSy and a brief history of its
development

PATSy (www.patsy.ac.uk; Lum and Cox, 1998; Lum et al., 1999) is an
Internet-based multimedia database system that provides ‘virtual’ patient
cases for students in the clinical sciences such as clinical psychology,
speech and language therapy, medicine and related fields. This chapter
focuses on PATSy’s speech and language domain content, but the system
is a generic database shell that has been designed to accept multimedia
and data from any discipline that has cases.

PATSy originated as the result of a collaboration between the two
authors in the mid-1990s. The aim was to re-purpose or re-use a collec-
tion of research-grade (i.e. extensively tested patients) case data which
existed in the form of video and audio tapes, and paper-based records.
This PATSy ‘seed’ data had been collected in the course of research on
non-propositional (‘automatic’) aphasic speech by the second author at
the University of York (Lum and Ellis, 1999). The initial plan was to pro-
duce interactive CD-ROMs and a prototype was developed. However,
following the rapid development of the World Wide Web and viable 
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PC-based hypermedia browsers, it quickly became clear that the Web
offered a feasible and better alternative. A Web-based approach offers
many advantages over CD-ROM for a system such as PATSy, such as the
ability to centrally update the system for all users simultaneously, platform
independence for users (i.e. usable on PCs, Macintoshes, etc.), ability to
control and manage access, variety of multimedia formats, etc. Although
video and other large multimedia files make high demands on computer
networks, it was realized that the (immediate) potential users of PATSy
were based in UK tertiary institutions, and would therefore have
Janet/SuperJanet (fast broadband) access to the Internet. (The clinical sec-
tor is also beginning to enjoy broadband Internet access with the recent
advent of NHSNet; www.nhsia.nhs.uk)

A successful proposal to the Nuffield Foundation (a UK charitable
foundation) allowed the first PATSy project to begin 1998 as a collabo-
ration between the universities of Edinburgh, York,
Newcastle-upon-Tyne and Queen Margaret University College. The first
development project produced a multimedia collection of test and case
data from adults and children with speech and language disorders. A
second round of funding by the Nuffield Foundation followed, and the
second PATSy project saw a collaboration between the universities of
Sussex, York and Cambridge, and the Astley Ainslie Rehabilitation
Hospital (Edinburgh) which resulted in three further domains being
added to the system – dyslexia, neuropsychology and medical rehabili-
tation (in April 2002). Currently, the system contains 61 cases and 556
tests, many including digital video and audio recordings, International
Phonetic Alphabet (IPA) transcriptions of patient responses and other
rich multimedia representations. Twenty-one of the cases are catego-
rized as speech and language (Table 8.1). A further domain (audiology)
is in the process of being developed.

PATSY is designed to be a raw data archive of case data from either
research or demonstration cases and may include clinical and non-clinical
participants. It is useful as a resource for storing ‘rare’ case data, as well
as a means of illustrating typical cases. Specifically, PATSy is intended to be
an archive that interfaces research with education and practice. The sys-
tem was developed to provide a useful resource for clinicians and
researchers and an interactive learning environment in which students
can develop their clinical reasoning skills.

The system is presently in use by over 20 UK university departments
(speech and language therapy, psychology, medicine). Eighty percent of
UK speech and language therapy departments use the system. It offers
educators and researchers a facility for disseminating material to students
and supports the dissemination of research by offering researchers a facil-
ity for storing interactive multimedia representations of their data (i.e.
serving as a rich appendix to published journal papers).

Seeing how students think with PATSy 173



Reports and focus group evaluations (see www.patsy.ac.uk/speech/
reports.html) indicate that students and tutors find the system useful.
Feedback comments include:

• ‘Helps in placement with patients – particularly in clinics where it gives
the student more confidence.’

• ‘Could help in planning patient assessment.’
• ‘Helps in developing hypotheses.’
• ‘Helps you feel more confident – doing a test in PATSy rather than with

a real patient. Can repeat the test.’
• ‘Having the references is extremely useful.’
• ‘It allows you to test your hypotheses quickly, rather than waiting for

the next appointment with a patient!’
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Table 8.1 PATSy speech and language cases.

Patient Description Disability Case type

AER Sentence-processing intervention Syntax Research
AL Syntactic problems Syntax Research
AZ Child language Semantic, Demonstration

syntax
BK Lexical access problems in speech production Lexical Research
BS Surface dyslexia Reading Research
CB Word-sound deafness with syntactic problems Auditory Demonstration
CC Right-hemisphere discourse problems Discourse Demonstration
DB Lexical access and syntactic problems Lexical, Research

in speech production syntax
DBL Lexical access problems in speech production Lexical Research

with recurrent speech
DrO Word-meaning deafness Auditory Research
EA Parkinson’s – prosodic comprehension Auditory Research

problems
IB Speech-processing and reading problems Lexical, Research

(deep dyslexia) auditory, 
syntax,
reading

JG Sentence processing, reading and anomia Syntax, Research
reading

JS Word-sound deafness with other language Auditory Research
problems

JW Auditory memory problem Auditory Research
LY Dysarthria – Wilson’s disease Motor Demonstration

speech
MSL Severe form of lexical problems in speech 

production Lexical Research
NH Lexical access problems in speech Lexical, Research

production and auditory processing deficits auditory
NM Lexical access problems in speech Lexical Demonstration

production with foreign accent syndrome
RN Child phonology Auditory Demonstration
TB Parkinson’s – prosodic comprehension Auditory Research

problems



• ‘It familiarizes students with tests, and clinicians with tests they may
not see within their clinic, e.g. new tests, research tests, etc. This may
be especially useful for students if they are in a placement where they
are not seeing many tests.’

PATSy is indexed in numerous reviewed Internet directories and portals
(see www.patsy.ac.uk/plinks.html) including the UK government’s
‘National Grid for Learning’.

Educators may ‘personalize’ PATSy content by submitting their own
references, demonstration cases, tutorial questions and comments about
any of the cases on the system. These kinds of contribution can be shared
with other users nationally or reserved for local use. Researchers may also
submit case data and multimedia material to support their reports of
cases in journal publications (as a kind of online appendix). PATSy also
provides a research tool for investigating student diagnostic reasoning –
this use of PATSy will be discussed further below.

PATSy patient case categorization

Of the 21 speech and language therapy cases on PATSy, 15 are ‘research’
cases and six are ‘demonstration’ cases (Table 8.1). It is recognized that the
requirements for rigour and detail in research and education respectively
do vary in some contexts and the categorization of PATSy cases into
demonstration and research cases is intended to capture these differences.

Demonstration case-type 

This category is intended to refer to contributions that demonstrate one
or any of a behavioural event, a clinical procedure or an assessment. The
material may be too sparse to serve research but offers educators exam-
ples for illustrative or demonstration purposes.

Some uses of a demonstration case might be to illustrate: 

• how to administer and interpret a particular test 
• the difference between flaccid and spastic dysarthria
• how to conduct a clinical interview with a depressed patient.

Research case-type 

The participant’s material may be categorized as a research case accord-
ing to some or all of these criteria:

• The participant’s disorder has been comprehensively described by
normed tests or tasks such that other researchers may reanalyse the
data (i.e. useful for data extraction by users accessing PATSy in data
mode).

• The quality of the data is good, i.e. the data are clear and intelligible.
Rigorous methods of data collection are employed.
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• The participant is reported in a published journal paper as a single case
study, case series or a group study.

Research cases serve to archive data, which is especially useful to the speech
and language therapy community if the participant represents a rare or
unusual case but is useful too for ‘typical’ cases. This kind of case can also
supplement a journal publication by storing the participant’s raw data on
PATSy as an extended appendix for journal readers to consult. Research
cases can, of course, be used as demonstration cases, but not vice versa.

Sustainability, ethics and security

The ethos of PATSy is that of a shared resource which is used, maintained
and contributed to by members of the speech and language therapy com-
munity. The project aims to provide a high-quality, secure (password-
protected, etc.) facility for communicating and sharing information
among and between educators and researchers.

In the UK, PATSy’s longer-term sustainability is based on a non-profit
subscription model. Users pay an annual subscription fee (note that a
PATSY ‘user’ is an academic or teaching hospital department, not an indi-
vidual). Subscription revenue pays for programming, support,
hardware/software updates and for subsidizing workshop attendance.
Workshops are held periodically to introduce PATSy to new users or pro-
vide user training for specific functions such as data installation.

Neurological test results, medical and case histories are available for all
cases on the system. The medical histories are actual medical histories
except that the names of the patient, medical personnel and relatives, and
any private information are concealed or altered.

Informed patient consent for the use of data in PATSy has been obtained.
Authorization for use of copyright test material has also been obtained.
Numerous precautions have been undertaken to protect patients’ privacy
and to comply with the terms of the consent provided by the patient. The
PATSy website is secure and accessible only by username and password and
by users accessing the system from academic Internet domains. Access
codes are allocated to users by designated local administrators in each sub-
scribing department. All users are required to read and agree to be bound
by PATSy’s conditions of use when they first access the system.

What PATSy is not

It might be useful to point out how PATSy differs from other kinds of 
computer-based educational resource. PATSy is not designed as an infor-
mation resource for consultation by the public, nor is PATSy a
computer-based tutor that teaches via direct instruction according to
some internally represented curriculum. No particular educational
approach is embodied in the system. It is designed to be a flexible
resource for use in a variety of educational and research situations.
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Interacting with the system – a sample student
session

The system contains data from numerous speech and language-
disordered patients (Table 8.1). Each case is represented using multime-
dia, which typically includes digitized video clip(s) of the patient speaking
with the therapist, recordings of the patient undergoing a range of assess-
ment tests, and interactive multimedia clips showing test items and
patient responses to test stimuli.

A typical student interaction with PATSy might proceed as follows: using
a web browser such as Microsoft’s Internet Explorer or Netscape Navigator,
the student logs onto PATSy with a personal password (Figure 8.1).
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Figure 8.1 The PATSy welcome page.

The student then selects the ‘Speech & Language’ domain (Figure 8.1).
Clicking on ‘Student’, the student goes to the PATSy speech and language
home page (Figure 8.2) and selects the kind of cases needed (Figure 8.3)
on the basis of ‘Age Group’ – options ‘adult’, ‘child’, ‘either’; ‘Time’ – ‘sin-
gle assessment’, ‘longitudinal’, ‘therapy’; and ‘Case Type’ – ‘research’,
‘demonstration’, ‘either’, using drop-down menus. The student can also set
‘Logging’ to ‘on’ or ‘off ’. ‘Assessment Practice’ and ‘Information Only’
modes are described in the ‘Other modes of accessing PATSy’ section below.
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Figure 8.2 PATSy Speech & Language domain home page.

Figure 8.3 Selecting required case type in Student mode.
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Figure 8.4 List of cases selected.

Figure 8.5 Options for case ‘DBL’.

The student would then typically go on to select a patient from a menu
of cases returned by the search (Figure 8.4).

Selecting case ‘DBL’, the user is presented with a list of options (Figure
8.5). At this point students typically observe video clips of the patient
speaking or read the medical history. The student may then be required
to formulate a clinical hypothesis based on initial observations.

Next, the student would typically go to the test list for the patient (DBL
in this case). Tests can then be ‘administered’ to the patient by selecting
the desired test from a structured menu (Figure 8.6).
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Figure 8.6 Test list for case ‘DBL’ (NB as seen by Research users – the score 
summary table is not provided to Student users – they see a list of test names only).

Figure 8.7 Example of student reflective comments interleaved with PATSy-generated
log data.
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Figure 8.8 Example of IPA transcription of patient response to ADA test items.

Throughout a PATSy training session students are encouraged to state
their model-derived hypotheses in advance, to reflect on their conclu-
sions and to state explicitly what they plan to do next based on those
conclusions (Figure 8.7). If the student set logging to ‘on’ at the case
selection stage (Figure 8.3), then the student will be periodically promp-
ted to type in responses to reflective questions: ‘Conclusions so far?’,
‘Where next?’ and ‘Why?’. Where appropriate, PATSy displays IPA tran-
scriptions of patient utterances (Figure 8.8).

When accessed in student assessment mode, each case consists of a
medical history, video clip(s) and assessment data. A wide range of test
data is available for each patient. On average, each case on PATSy Speech
& Language contains 27 tests. This represents rich ‘research-grade’ data for
each case on the system. Students can step through any test item by item.
For example, in a test where the clinician presents auditory stimuli, the stu-
dent can listen to a digitized audio clip of a clinician presenting the items
to the patient, followed by digitized audio clips of the patient’s 
actual responses to those items. The student records the patient’s test
results on the test score sheet, as if the student were actually in a clinic. In
light of the test data, the student may revise his or her initial clinical
hypothesis, with the process continuing until the student is satisfied that
sufficient information to diagnose the source of the patient’s speech and
language problem has been acquired. An example is provided by ‘TROG’
test item 67 (Figure 8.9). In the case of the representation of the TROG on
PATSy, the student can play a sound file of the (spoken) stimulus (in this
case the sentence ‘Not only the girl, but also the cat, is sitting’) and then
click on a second button to reveal the picture that the patient pointed to
in response to the stimulus (depicted by an animated arrow; Figure 8.9).



Diary feature

As mentioned above, PATSy records the sequence of clinical testing by the
student. A note-taking facility for users is also provided. The notepad fea-
ture is invoked by pressing the ‘Add to log’ button (this button can be seen
in Figures 8.5, 8.6, 8.8 and 8.9). Following a PATSy session, the student can
save or print out the test log. This can later act as a stimulus for discussions
between the tutor and his or her student in a problem-based learning ses-
sion. Text typed into the prompt fields by the student is interleaved with
machine-generated log data and stored for later retrieval. The student’s
notes are automatically interleaved with machine-generated user-system
information as shown in Figure 8.7. Prompting occurs at fixed time inter-
vals or on moving from one test to another. Alternatively, students can
record their reflections at any time by clicking on the ‘Add to log’ button.

Other modes of accessing PATSy

The example above illustrated one use of PATSy by a student in ‘student
information only’ mode. PATSy offers numerous other modes of access:

Innovations in Professional Education for Speech and Language Therapy182

Figure 8.9 Item from the test of reception of grammar (TROG; Bishop, 1989). The
user can click the ‘Listen to stimulus’ button and hear the spoken stimulus (‘Not only
the girl, but also the cat, is sitting’), and can then reveal which picture the patient
pointed to by pressing the ‘Show patient response’ button – an arrow is then revealed
alongside one of the stimuli as shown in the lower left picture (NB the patient made
an error on this item).



• guest
• student (sub-modes = ‘assessment’ and ‘information only’)
• examination
• researcher/clinician
• data mode
• administrator.

Extensive educational support material is provided on PATSY but it is sep-
arated from case content and made available to users via ‘educational
support’ links. Examples of educational support material include tutorial
questions for students and reference material on tests prepared by tutors
for their students to refer to. Examples of links to educational support
material can be seen in Figure 8.6. The induction guide for students
(www.patsy.ac.uk/speech/induction.html) is another example.

Student assessment practice mode 

This is the mode in which the illustrative student–PATSy interaction
described above took place. It is typically used by students in clinical
training. It is one of two student modes and provides an opportunity for
fine-grained, item-by-item administration of tests to patients. Students can
‘administer’ tests to the patient then score and interpret patient perform-
ance. This mode is particularly useful for practising the administration of
unfamiliar tests before meeting ‘live’ patients.

By design, this mode provides a relatively minimal amount of patient
information to the student. The aim is to maintain the student’s focus on
test administration, interpretation of results and generating hypotheses.

Student information mode 

In student information mode, the user can progress through test items on
an item-by-item basis (as in student assessment mode). However, the fol-
lowing additional information is also provided:

• the patient data contributor’s contact details
• publications relevant to the patient/disorder
• interesting features about the patient’s disorder.

A search facility is available to student information and researcher-level
users which enables searches for particular tests, types of patient, partic-
ular responses or stimuli, etc.

Exam mode 

Cases can be held back by tutors for use as unseen patients for purposes
of student assessment. Exam mode provides similar information to stu-
dent information mode, but is intended to involve assessment of a patient
the student has not previously seen on PATSy.
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Researcher mode 

This is the ‘deluxe’ level of access to PATSy’s database and is typically used
by researchers and clinicians rather than students. It presents the user
with test summary tables (total scores for all the tests a given patient has
undertaken, as shown in Figure 8.6).

The researcher mode is suited to users who come with considerable
background knowledge and experience that guides their interpretation of
such a mass of data. However, those educators who prefer a traditional
(taxonomic) approach to diagnostics would probably be more inclined to
offer their students researcher mode than student mode. Researcher
mode encompasses all the levels of performance description available in
both types of student mode. A search facility allows searches to be made
for particular tests, types of patient, particular responses or stimuli, etc.

Users in researcher mode can select cases on a different basis than that
provided in student modes, i.e. that of disorder type (compare Figures 8.3
and 8.10).

Other modes 

‘Guest’ mode is a restricted mode of access designed to allow potential
PATSy subscribers and other interested parties to explore PATSy in a way
that avoids the need for formal conditions-of-use-agreements to be
signed. In guest mode, information is presented as for student informa-
tion mode, but only one patient is available. In addition, a non-patient
video clip is substituted for the patient video to comply with PATSy’s
terms and conditions of use. Another type of access (data mode) provides
a facility for exporting raw test data in a form suitable for use in a spread-
sheet or as input to a statistical package such as SPSS.
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Figure 8.10 Selecting required case type in Researcher mode.



In ‘data’ mode, when a test list for a PATSy case is accessed (as in Figure
8.6), each test has an ‘extract’ button to the left of its name. Clicking an
extract button causes a data file consisting of rows/columns of test item
names, scores, etc., to be downloaded to the user’s PC. This facility was
developed in response to requests by PATSy users interested in using
PATSy data as training set input for computational models, and for use in
training students in statistical analysis.

Finally, ‘administrator’ mode allows local administrators in subscribing
departments to perform housekeeping functions, such as issuing student
accounts (singly or in groups), selecting which patients local users can
access, holding back patients for use in student examinations, specifying
their local users’ modes of access, setting which tests their local users ‘see’
for each case, etc. Administrators can also monitor their local users’ inter-
action logs to ensure appropriate use of the system. A facility for PATSy
users to contribute new patient and test content of their own is also avail-
able from within this mode.

PATSy and research in professional education

PATSy has numerous potential roles in research:

• as a tool for collecting data on student reasoning
• making it easier for patient data to be re-examined by different

researchers
• allowing existing data to be reconsidered in light of new theoretical

developments
• allowing researchers to relate their research patients to similar patients

reported in the literature
• allowing researchers to test new hypotheses on the data presented by

PATSy patients.

These are quite general research roles, but PATSy can be used to conduct
research on clinical reasoning that would be quite difficult to do in tradi-
tional contexts. An example of this is provided by a recent study of clinical
reasoning (Cox and Lum, 2003), described below. PATSy’s research 
features include a student–system interaction recording and student diary
facility and the ‘data mode’ described above.

PATSy is also gaining emerging roles in the area of modelling – both as
a source of data for models of language production (for example) and as
a ‘level playing field’ for evaluating competing models.

Studying clinical reasoning with PATSy

PATSy was used in an investigation of clinical reasoning by speech and lan-
guage pathology students (Cox and Lum, 2003). Students used PATSy in
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a cognitive neuropsychology course in aphasia. The course adopted an
information-processing approach to normal and pathological language
production.

The task of diagnosis is relatively ill-structured and requires a large
amount of domain knowledge. Often there are no ‘prototypical’ cases to
guide the novice and a considerable amount of prior knowledge is
required.

Test data on PATSy are interpretable at various levels of granularity
(item-by-item, overall test scores, error patterns). The absolute scores and
the error patterns are both of theoretical significance. Interpretation (at
least in experts) may also be moderated by more global factors such as the
‘severity’ of the patient’s condition and/or the patient’s social and educa-
tional background. Confronted with a large menu of tests, students must
plan and adopt an orderly approach to their enquiries. They must be
capable of isolating and controlling particular factors and must recognize
that some factors may be confounded with others.

The nature of clinical reasoning expertise

The acquisition of clinical reasoning skills therefore imposes an enormous
cognitive load on students and entails a large range of speech and lan-
guage therapy-specific (SLT) and general reasoning (G) skills, including:

• extensive knowledge of the information-processing model of language
comprehension and production (SLT)

• fluent knowledge of a wide range of neuropsychological tests – their
purpose and format, together with an ability to quickly identify tests by
name in terms of input/output modalities employed and aspects of cog-
nition that they test (SLT)

• an ability to think of tests in abstract terms (i.e. a description language
level mental representation) rather than assuming a test can measure
only what its title implies that it can measure (G)

• an ability to think of patient performance in terms of a degraded nor-
mal model – this involves considerations of modalities of information
processing (auditory, visual) and also level (input, central or output
processing) (SLT)

• an ability to select the right level or granularity of information in a test,
i.e. phoneme, word or sentence for a particular test of patient func-
tioning (SLT) 

• vigilance for particular error patterns and awareness of relevant
pyscholinguistic parameters of verbal stimuli, e.g. spotting a patient’s
tendency to fail on words low in imageability or words that have low
frequency of occurrence (G)

• general psychometric knowledge – in order to avoid simplistic inter-
pretations or misinterpretations of errors made by the patient (G)

• hypothesis generation – an ability to focus on a question derived from
theory (G)
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• an ability to judge the extent to which evidence supports a hypothesis
(G)

• deductive reasoning ability (as opposed to inductive ‘template match-
ing’ and score profiling) (G).

As expertise develops, knowledge becomes increasingly compiled,
automatic and implicit. Experts are often poor in communicating their
expertise. For this reason, ‘knowledge elicitation’ methods have been
developed by knowledge engineers in order to extract and (re)repre-
sent expert knowledge in artificial systems. Lyon et al. (1992) point
out:

Too often the teacher is unable to make clear and explicit to the medical
student the path his or her mind has taken in diagnostic decision making ...
there is an ever-growing discrepency between the continuously increasing
multitude of facts and the low level of understanding of how to use them.

Calls for professional educators to externalize and make explicit their
clinical reasoning (to ‘model critical thinking’) in teaching have been
made (Facione and Facione, 1996). Munroe (1996) identified the use
of ‘coded meanings’ or ‘encryption’ as a major barrier to the clear artic-
ulation of reasoning by occupational therapists to their students. This
coding was found to take the form of commonly used and personal
adages, e.g. ‘keeping the door open’, ‘keeping the client in the pic-
ture’. Munroe (1996) does not suggest that students interpret such
adages literally, but that students have difficulty appreciating the full
richness, diversity and complexity of the clinician’s underlying mean-
ing.

Biases of various kinds also abound in clinical reasoning, as they do in
‘everyday’ thinking. These include a tendency to overconfidence resulting
from the overemphasis of positive test findings and the downplaying of
negative ones (Lyon et al., 1992). Using simulated medical diagnosis
tasks, McKenzie (1997) has demonstrated a tendency of subjects to under-
weight evidence for alternative hypotheses and that this is a sufficient
condition for the development of overconfidence in evidence for the sub-
ject’s focal hypothesis. Other common reasoning biases include base-rate
and ‘gamblers’ fallacies (e.g. Robertson, 1999).

Such biases are difficult to override instructionally and must be taken
into account in the design of professional education programmes. It has
been shown that the training of abstract principles (rules of logic) is
much more effective when the rules are illustrated with examples that
‘fit’ with students’ preconceptions; for example, problem solving with a
real-life situation compared to manipulating abstract symbols. Such pre-
conceptions include societal rules or ‘permissions schemas’, such as
‘consumers of alchohol must be over 18’ as opposed to abstract repre-
sentations such as ‘given “if P then Q” and observing not-Q, what
follows?’ (Cheng et al., 1986).
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Three factors have been argued to account for clinicians’ diagnostic
skill (Lyon et al., 1992): 

• experience, which results in the distillation of increasingly abstract cog-
nitive constructs

• induction or pattern recognition (e.g. seeing trends, syndromes, etc.,
in sets of test scores)

• hypothetico-deductive reasoning (i.e. systematic generation and testing
of hypotheses derived from theory or models). 

Which of the factors is more important is still a source of debate, despite
extensive clinical reasoning research. Parallel debates are taking place in
the domain of education, especially science education. Can ‘rules for rea-
soning’ be taught? Are they effective? Is it better to teach them in
domain-specific contexts across the curriculum, or separately in the form
of domain-independent ‘critical thinking’ courses? Lum (2002), in her
book Scientific Thinking in Speech and Language Therapy, opts to model
critical thinking with examples drawn from speech and language therapy
practice. Other authors have chosen domain-independent approaches
(Nisbett, 1993; Halpern, 1996; Marzano et al., 1988).

A recent review of experts’ and novices’ differences in diagnostic rea-
soning is provided by Cuthbert et al. (1999). Some of the ways in which
expert diagnosis can be differentiated from that of trainees include:

• the selection of more relevant and critical cues from a case history
• better organization of domain knowledge
• longer chains of reasoning.

Novices lack experience and possess a limited number of (mentally)
stored cases. Compared to experts, a novice’s attempts at induction
(which is a naturalistic mode of reasoning) will be unproductive. Hence
the education of trainees should include training which aims to: (a) con-
fine them (at least initially) to deductive rather than inductive modes of
reasoning where the rules are explicit and theoretically driven, and (b)
equip them with a rational structure for enquiring about unknown cases
or disorders in the future. In the context of a case-based approach using
PATSy, clinical placements, etc., they will, over time, also expand their
case-base store to a point where induction can complement deduction
productively. It must be stressed, however, that this transition to more
heterogeneous modes cannot be rushed.

As the studies reviewed above indicate, most clinical reasoning work to
date has been conducted in scientific and medical education contexts,
with some activity in occupational therapy (reflected in two special issues
of the British Journal of Occupational Therapy; e.g. Lyon et al., 1992).
However, few if any formal studies of clinical reasoning in speech and lan-
guage therapy have been conducted to date.
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An SLT study of student reasoning using PATSy

The aims of the study (Cox and Lum, 2003) were to investigate questions
such as: ‘How does the clinical reasoning of better students differ from
that of poorer students?’ and ‘What implications might the results have for
improving the design of SLT educational programmes?’ Another aim was
to test a prediction, from the literature on expertise, that better students
would outperform poorer students in terms of both general reasoning
skills and speech and language therapy-specific knowledge. Thirty-eight
third-year speech and language therapy students participated in the study.
Of these, three students were excluded due to failure to complete the pre-
and post-tests and (in one case) personal difficulties that interfered with
performance.

PATSy was closely integrated into a cognitive neuropsychology course
on acquired language disorders. Students were referred to numerous
PATSy cases in lectures during the semester and were expected to use
PATSy as a course requirement. Participants were also pre-tested on a
range of general and speech and language therapy-specific tests of knowl-
edge and reasoning.

The general reasoning pre-tests included the Broadbent and Berry
(1987) ‘River pollution’ computer-based task in which the goal is to diag-
nose which of 16 factories is responsible for polluting a river by
performing chemical tests efficiently. This task yielded three scores for
each subject – number of chemical tests performed to identify polluter,
number of attempts required to identify the guilty factory, time taken to
solution. This task was chosen as it seems to require search heuristics of
a kind also required in clinical diagnosis.

The well-known Wason (1966) four-card deductive reasoning task was
also used as a general reasoning pre-test, together with a Graduate Record
Examination (GRE) test. In the Wason task, a row of four cards is pre-
sented. The cards are labelled ‘A’, ‘K’, ‘4’ and ‘7’. Subjects are informed of
the rule ‘If there is a vowel on one side of the card, then there is an even
number on the other side of the card’. They are asked ‘What card or cards
do you have to turn over to test the rule?’ Two versions were used, the
original ‘abstract’ version described above, and an equivalent ‘realistic’
version based on the rule ‘If a person is drinking beer, then the person
must be over 18 years old’. These versions were scored in a manner that
yielded a score range of –2 to +2.

The GRE test consisted of two types of item – analytical reasoning puzzles
(constraint-satisfaction problems) and verbal reasoning items. GRE items
have a multiple-choice response format and pose problems which often
entail constraint-satisfaction reasoning (e.g. assigning people to offices
under various constraints such as who smokes or not, adjacency require-
ments, a particular person to be assigned the room with a large window, etc.;
see Cox and Brna (1995) for further details about this kind of test).
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Two pre-tests of SLT-specific knowledge were also used. The first was a
‘Test of test knowledge’ (TOT) (developed by Dr Julie Morris at the
University of Newcastle) and the second was a test of knowledge of the IP
model (TOM). Sample TOT items are shown in Table 8.2.
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Table 8.2 Sample items from the ‘Test of test knowledge’.

The ADA minimal pairs test tests: In the ADA minimal pairs test, the person:

(a) semantics (a) sees two written stimuli
(b) phonological discrimination (b) hears two rhyming words
(c) hearing (c) hears two words or non-words
(d) word recognition (d) hears two phonemes

The TOM test required participants to draw a ‘box and arrow’ diagram
of the Patterson and Shewell (1987) model of language processing.

The diagrams were scored in terms of the number of correct compo-
nents (maximum score 20). The TOT and TOM were administered on day
1 of the course and at the end of the semester. Another source of data
consisted of detailed records of students’ use of PATSy during the semes-
ter-long course (recorded via the system’s logging facility). The students
conducted a diagnosis of a previously unseen case on PATSy (DBL – a case
of ‘word-finding’ difficulties in speech production) at the end of the
semester. They used PATSy in examination mode and the system logged
the tests which were ‘administered’ to DBL by each student. These
records were similar to the one shown in Figure 8.7.

The main outcome measure for the study was students’ marks on a 2000-
word written assignment based on the PATSy exam case. The assignment
required students to analyse and interpret the data from the unseen case
and to give an account of his speech-production problems in accordance
with a cognitive neuropsychological perspective. A major component of the
assignment mark was based on the lecturer’s assessment of how well the
student presented arguments couched within a cognitive neuropsycholog-
ical perspective. Argumentation and comprehensive consideration of
relevant cognitive subsystems were positively weighted in marking. The stu-
dents also underwent a repeat administration of the TOT and TOM tests.

Test description language (TDL) 

To interpret the user–PATSy interaction protocols for the assessment case
(DBL), a more abstract representation of tests in the form of a ‘test descrip-
tion language’ (TDL) was devised. This is because differently named tests
can be similar in terms of the cognitive processes that they measure
(Howard and Franklin 100 picture reading test and the ADA L2Wr reading-
of-words test, for example). TDL representation also makes students’
reasoning patterns more salient (Table 8.3). The TDL metadata tagging of



test information in PATSy is in the process of being extended to allow
PATSy content to be searched in more detail – in terms of the ‘level’ of a
test (sub-word, word, sentence), for example. The TDL represents a test in
terms of the cognitive modalities it assesses and the mode of response
required from the patient. An example of the scheme in use is shown in in
Table 8.3 – the TROG (Figure 8.9) is coded APSSy(Pt). Detailed analyses of
the students’ log data are presented in Cox and Lum (2003).

Two subgroups of student were identified on the basis of assignment
marks – better scoring (equal or above median assignment mark) and
poorer scoring (lower than median). The groups consisted of 15 ‘low’
and 20 ‘high’ students and the median assignment mark for all students
was 15 (range 0–25).

Speech and language therapy-specific knowledge 

On the test of test knowledge, both groups of students performed 
equally well at post-test, although poorer students started off with lower
and more variable scores at the beginning of semester pre-test. Both
groups showed equally poor knowledge of the IP model at pre-test,
although by the end of the course they had improved considerably.
Students who went on to do well on the assignment showed greater
improvement in their knowledge of the IP model.
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Table 8.3 Examples of TDL representations of subjects’ testing sequence for case
DBL in the course of diagnosis. Participants S6, S10 and S30 were third-year speech
and language therapy students (NB shorter-than-average student test sequence
examples chosen to save space – mean test sequence length for students = 20.6,
s.d. = 9.2). Key to coding scheme: capital letters indicate stimulus modality(ies) of
test; letter in parentheses indicates mode in which patient responds. Test stimulus
modality codes: A = auditory, V = visual (e.g. written word), P = picture, S =
semantic, Sy = syntax. Patient response modalities (in brackets): In = indicate 
(e.g. raise finger), Sp = spoken, Pt = point.

Subjects S6 S10 S30
Sequence TDL Test TDL Test TDL Test

1 AMPSSy(Pt) TROG AMPSSy(Pt) TROG A(In) ADA L1
2 A(In) ADA L1 A(Sp) ADA R AMPSSy(Pt) TROG
3 A(In) ADA P1 A(In) ADA L1 A(In) ADA P1
4 PS(Pt) P&P Trees PP V(In) ADA L1Wr A(In) ADA P2
5 AS(In) PALPA 49 V(Sp) ADA RWr A(In) ADA L1
6 A(Sp) ADA R V(Sp) ADA L2Wr AS(In) PALPA 49
7 SP(Sp) H&Fl00 PN VPS(Pt) P&P Trees PW PS(Pt) P&P Tree PP
8 V(In) ADA L1WR PS(Pt) P&P Trees PP V(Sp) ADA RWr
9 SP(Sp) H&F 100 PN A(Sp) ADA R
10 VM(In) STM MS vis V(Sp) ADA L2Wr
11 VM(Sp) ST digit rec V(Sp) ADA RWr
12 AM(In) STM MS aud V(Sp) H&F 100 Rdg
13 V(In) ADA L1Wr



General reasoning 

Students who performed above the median on the assignment also tended
to perform better on the river pollution task. They demonstrated more effi-
cient search strategies in the course of identifying the guilty factory (i.e.
fewer chemical tests administered), as well as faster times to solution.

The GRE test results showed a different pattern, however. Students who
did less well on the assignment tended to perform better on the GRE than
students whose assignment scores were above the median. The higher GRE
(analytical reasoning) scores observed in students scoring below the medi-
an on the assignment was interesting. Clearly, the students who did less
well on the assignment were not intellectually lacking. One conclusion
would seem to be that constraint-satisfaction puzzle solving is a skill that
can be orthogonal to those required in diagnostic reasoning. Analytical rea-
soning problems are generally of the constraint-satisfaction puzzle variety in
which there are a few, well-defined dimensions (six people to be assigned
to six offices, for example) and well-defined constraints (one person must
have the room with the large window, two are noisy, one needs quiet, etc.).
Clinical reasoning is much more complex, ill-structured and varied in terms
of the modes of reasoning required. Another possibility is that students who
did less well on the written essay assignment perform better when given
multiple choice response formats (as in the GRE) and vice versa.

Wason deductive reasoning performance was not correlated with assign-
ment performance. Performance on the abstract version of the Wason
four-card task by students was very similar to that typically reported in the
literature (e.g. Wason, 1966; Cheng and Holyoak, 1985). On the abstract
version of the task, no student made the logically correct card selection
(fewer than 10% typically do so in reported studies), and ‘affirming the
consequent’ (selection of card ‘A’ and card ‘4’ instead of the correct
response ‘A’ and ‘7’) was the pattern shown by 68% of subjects. This rep-
resents a tendency to seek confirmation of a rule rather than disconfirming
evidence, i.e. a ‘confirmation bias’. In contrast, 66% of students chose the
logically correct cards on a ‘realistic’ (age rule and alchohol drinking) ver-
sion of the task, showing the usual dramatic effect of making the rule
context more ‘concrete’ (Cheng and Holyoak, 1985).

Of the three kinds of domain-independent test (constraint-satisfac-
tion/analytical reasoning, deductive reasoning and heuristic search), only
performance on the river pollution (heuristic search) exercise correlated
with assignment mark.

The failure of the Wason tasks to differentiate between better and 
poorer students in terms of assignment marks may have been because
‘rule affirmation’, rather than ‘rule disconfirmation’, tends to underlie the
type of conditional reasoning practised clinically. Clinicians tend to reason
validly about what follows when an antecedent condition is true (if P then
Q), but, like most people, they reason much less validly when asked for
valid conclusions given ‘not q’ (‘not p’ is a valid conclusion given ‘not q’).
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Experience with PATSy 

The results suggested that online interactions with the PATSy system dur-
ing the semester were positively associated with end-of-term assignment
scores. Specifically, 70% of students scoring above the median on the
essay assignment had seen between four and six cases on PATSy during
the semester. In contrast, only 53% of students scoring below the median
had done so. Further analyses (Cox and Lum, 2003) suggested that the
number of cases seen on PATSy during the semester was (positively) asso-
ciated with students’ exam performance to a greater extent than it was
with essay assignment performance. Compared to the exam, the assign-
ment required more knowledge of hypothesis testing and knowledge of a
theoretical model of language processing.

Clinical reasoning study – discussion

The prediction that skilled clinical reasoning requires both domain-
specific and domain-independent knowledge was supported to some
extent. Efficient search heuristics and good knowledge of the IP model
seem to be particularly important and there are implications of the results
for student training. Students usually receive direct instruction on lan-
guage processing theory but do not receive training in search heuristics –
a key component of diagnostic reasoning. An interesting question, there-
fore, concerns the extent to which training on simulations such as the river
pollution task might improve students’ ability to apply useful strategies for
efficiently ‘homing in’ on solutions. If improvements transferred to diag-
nostic reasoning contexts then there may be a case for the introduction of
such domain-general skills training into health science curricula.

Conclusion

PATSy is an online, interactive multimedia case database for educators, cli-
nicians and researchers. The system has been developed to provide
students, clinicians and researchers with ‘on-demand’ access to people
with speech and language disorders for pre- and in-service clinical train-
ing. Interactive learning environments such as PATSy offer numerous
benefits, including unlimited opportunity for rehearsing skills such as
diagnostic reasoning and test administration – a ‘flight simulator’ for
speech and language therapy seems like a somewhat apt analogy.

PATSy provides an interactive environment in which students can be
supported during the difficult transition from novice (mainly deductive)
to expert (more heterogeneous) modes of reasoning. Interaction with
cases on PATSy allows students to develop rule-based, deductive
approaches to test selection, at the same time preventing cognitive over-
load and permitting repetition and rehearsal.
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PATSy is also proving to be useful as a tool for collecting data on stu-
dent reasoning and as a source of data and dissemination for researchers.
The ethos of PATSy is that of a shared resource which is used, maintained
and contributed to by members of the speech and language therapy
community and other clinical and research communities. Further infor-
mation is available on the website at www.patsy.ac.uk, including access to
password-free ‘walkthroughs’ of the system. Interested readers are
encouraged to contact the authors if they would like to be issued with a
guest account.
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