
CADEMIC AND ADMINISTRATIVE
staff in institutions of higher educa-
tion tend to pay little attention to the

medical histories of their students unless
they have some ongoing condition that
specifically interferes with their capacity for
studying or with their academic attainment.
(In this situation, of course, the obligations
of institutions of higher education in the UK
are prescribed by the 2001 Special Educa-
tional Needs and Disability Act. In other
countries, there may exist similar legislation,
such as the Americans with Disabilities Act.)
They will in any case find little in the way of
support in published material about partic-
ular medical conditions, because this sort of
material tends to provide general advice
about the impact that those conditions have
on the general public, and it offers little
guidance that is specific to people with those
conditions who are studying in higher
education. 

An exception to this trend is the litera-
ture that has accumulated in the last 20 years
on the consequences of head injuries
sustained during childhood or adolescence.
In this article, I will review this body of liter-
ature and argue that it has important impli-
cations for academic, administrative, and
counselling staff working in institutions of
higher education. I will aim to show, in
particular:

● that a history of a clinically significant
head injury is relatively common;

● that these injuries do not appear to lead
to any long-term intellectual deficits; but 

● that many head-injured students report a
high level of emotional distress. 

The relevant literature is contained in
specialist journals in neurology and
neuropsychology, but I will endeavour to
make the main findings intelligible to a
general academic readership. 

The incidence, consequences and
prevalence of head injuries
Head injuries are a common outcome of
vehicular, occupational, domestic, and recre-
ational accidents. Each year in Britain, more
than 600,000 people sustain a head injury
sufficiently serious to lead them to seek
medical treatment at a hospital. The number
of people who are hospitalised following
head injuries has fluctuated in recent years
as the result of changes in public behaviour,
admissions policies, and clinical practices.
Even so, at least 120,000 people are admitted
to British hospitals each year for treatment
after head injuries. More than half of all
head-injured patients treated in hospital are
children or adolescents. A very similar
picture is found in the US and other indus-
trialised countries (Richardson, 2000,
pp.16–24). 
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Roughly 20 per cent of all students in higher education have sustained clinically significant head injuries
during childhood or adolescence. Although these injuries typically do not seem to lead to any long-term
intellectual deficits, little is known about their possible impact upon the students’ academic attainment.
Nevertheless, many head-injured students report a wide range of cognitive and emotional symptoms.
Helping students to deal with this distress is a major challenge for academic, administrative and support
staff in higher education. 

A



Clinicians classify head injuries as being
‘severe’ or ‘mild’ based on a variety of
criteria: the duration of coma (the state of
unconsciousness that results); the depth of
coma on admission to hospital; the duration
of post-traumatic amnesia (i.e. the state of
confusion that occurs on recovery from
coma); the duration of hospitalisation; or
the quality of the eventual outcome. Severe
head injuries often give rise to pronounced
and persistent impairments of memory and
other intellectual functions, as well as distur-
bances of personality and behaviour
(Richardson, 2000, pp.6–16, 207–216). In
children and adolescents, these problems
often lead to poor educational attainment
(Heiskanen & Kaste, 1974; Kinsella et al.,
1997; Rivara et al., 1994). 

Nevertheless, the vast majority of head
injuries are classified as ‘mild’ (see Kraus,
1993). For instance, in both the UK and the
US, only 20 per cent of all people who seek
treatment after head injuries are subse-
quently admitted to hospital (Richardson,
2000, pp.18–20). Even so, provided they are
associated with a loss of consciousness,
however brief, mild head injuries can give
rise to brain damage. This was originally
shown in post-mortem studies of head-
injured patients who had died from unre-
lated causes, and it has been confirmed
using modern brain imaging techniques
(Richardson, 2000, pp.39–40, 54–55).
However, the resulting lesions rarely require
any kind of surgical intervention, and they
often resolve within a few months following
the accident (Levin et al., 1987). 

In children, mild head injuries tend not
to give rise to any obvious persistent deficits
(Bijur, Haslum & Golding, 1990; Levin,
Ewing-Cobbs & Fletcher, 1989). Indeed, one
review has concluded that any effects of mild
injuries typically resolved within six months
and were not associated with long-term
changes in either academic attainment or
behavioural functioning (Satz et al., 1997).
However, this conclusion was based on the
results of studies carried out with groups of
children and does not rule out the possibility

that individual children within those groups
might exhibit persistent and clinically signif-
icant deficits. Indeed, a proportion of
children with mild head injuries do report
persistent postconcussional symptoms. It is
not clear whether these are associated with
intellectual deficits (Ponsford et al., 1999;
Yeates et al., 1999), but they do seem to affect
educational attainment in primary (elemen-
tary) school (Rosen & Gerring, 1986). 

The figures given above for the annual
incidence of head injuries (i.e. the number of
people who have a head injury in each year)
are cumulative over the life span, so that the
prevalence of head injuries (i.e. the number of
people who have had head injuries) is much
higher. One Swedish survey suggested that
the prevalence of head injuries in male adults
from the general population was around 21 to
26 per cent (Carlsson, Svardsudd & Welin,
1987), and Canadian surveys involving people
of all ages and both sexes produced estimates
as high as 30 per cent (Segalowitz, Lawson &
Berge, 1993). The chances of having had a
head injury are fairly high even during
adolescence: two different surveys of students
at Canadian high schools found that 19 per
cent of the boys and 11 per cent of the girls
reported that they had previously sustained a
head injury that had caused loss of conscious-
ness (Segalowitz & Brown, 1991; Segalowitz &
Lawson, 1995). 

In short, a substantial proportion of the
population will have sustained head injuries
by the time that they are eligible to partici-
pate in higher education. Those who have
suffered more severe injuries are likely to
have profound residual disabilities that may
preclude access to higher education. Even
so, the Special Educational Needs and
Disability Act in the UK and the Americans
with Disabilities Act in the US oblige institu-
tions of higher education to make adjust-
ments to their programmes and facilities to
enable students with such disabilities to
achieve the same access as students without
disabilities, and Ruoff (2001) provided prac-
tical suggestions aimed at supporting such
people in higher education. 
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In contrast, there are many more
children and adolescents who sustain mild
head injuries. In the mass systems of higher
education that now prevail in most industri-
alised countries, they may be just as likely to
proceed to higher education as their non-
injured peers. Many of these people may be
entirely free from residual forms of impair-
ment or persistent symptoms. However,
others may continue to suffer from subtle
intellectual deficits and to experience a
variety of postconcussional symptoms. In
principle, these might disrupt their
academic achievement in higher education
and detract from their experience of the
educational process as a whole. 

The prevalence of head injuries among
students in higher education
Virtually all estimates of the prevalence of
head injuries in higher education are based
upon students’ self-reported medical histo-
ries. Apart from the practical convenience of
being able to obtain the relevant informa-
tion through students’ self-reports, access to
medical records is often precluded by either
practical or ethical considerations. Crovitz,
Horn and Daniel (1983) also claimed that
the records held by institutional medical
centres typically did not provide an accurate
account of students’ medical histories, at
least with regard to previous head injuries. In
principle, self-reported medical histories
may be vulnerable to distortion or fabrica-
tion, but most researchers consider that self-
reports do provide accurate accounts of
patients’ histories. 

The majority of research into the preva-
lence and consequences of head injuries in
higher education has involved students who
were taking courses in psychology, which
means that they are likely to include dispro-
portionate numbers of women. This is rele-
vant, because men are more likely to sustain
head injuries than women, a trend that is
especially pronounced in young adults
(Richardson, 2000, pp.23–24). Otherwise,
however, there is no obvious reason why
similar findings would not be obtained in

students taking courses in other academic
disciplines (Segalowitz & Lawson, 1995). A
more important reservation is that none of
the surveys provided any information on
response rates: students who respond to
surveys are known to differ from non-
respondents in their attainment and many
other characteristics (Astin, 1970; Nielsen,
Moos & Lee, 1978), so any survey that falls
short of a 100 per cent response rate may be
vulnerable to sampling bias. 

Crovitz et al. (1983) surveyed 1000
students at two institutions in the US. They
found that 24 per cent of the men and 16
per cent of the women reported having been
‘knocked out by a head injury’ at some point
in their lives. Crovitz and Daniel (1987)
assessed 2496 students taking introductory
psychology courses at one institution of
higher education and found that 24 per cent
of the men and 12 per cent of the women
reported having had a head injury. In
another survey of 420 students at the same
institution, Crovitz, Diaco and Apter (1992)
obtained almost identical figures of 23 per
cent and 12 per cent, respectively. Segalowitz
and Lawson (1995) surveyed three succes-
sive cohorts (totalling 2321 students) at one
Canadian institution, and they found that
16.6 per cent of the men and 7.3 per cent of
the women reported having had a head
injury causing loss of consciousness. Finally,
Ryan et al. (1996) carried out a study of 800
students at a university in the US, and they
found that 188 (or 23 per cent) of the
students reported having sustained a head
injury that had resulted in at least a momen-
tary loss of consciousness. 

The exact findings of these surveys
clearly vary from one study to another, partly
depending upon the student population
being surveyed, and partly depending upon
how their self-reports were obtained. Never-
theless, one can infer that the prevalence of
clinically significant head injuries (in other
words, those associated with some loss of
consciousness) among students in higher
education is between 12 per cent and 23 per
cent. In studies that reported their findings
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by gender, the corresponding estimates have
varied between 16 per cent and 24 per cent
in men and between seven per cent and 16
per cent in women. These figures are
comparable with estimates obtained both
from high-school students and from the
general adult population (Segalowitz &
Lawson, 1995). This provides indirect
evidence that a history of head injury during
childhood or adolescence is apparently not
incompatible with participation in higher
education. However, are head-injured
students able to cope with the academic
demands of their courses?

Intellectual functioning in head-injured
students 
As mentioned earlier, mild head injuries
tend not to give rise to persistent intellectual
deficits in children, and the same is true in
adults (see Binder, Rohling & Larrabee,
1997). One might, therefore, expect many
students who have suffered head injuries in
childhood, adolescence, or early adulthood
to produce intact performance on objective
tests of intellectual functioning. 

In an experiment carried out in New
Zealand, Ewing et al. (1980) identified 10
students who had sustained head injuries
between one and three years earlier but
whose performance on psychological tests
had returned to normal levels. The students
were assessed on a battery of cognitive tests
under conditions of mild oxygen deficiency
that were induced in a hypobaric chamber.
They showed a statistically significant impair-
ment in comparison with 10 non-injured
students who were tested under the same
conditions. Ewing et al. concluded that head
injuries gave rise to persistent deficits in intel-
lectual functioning, but that these might be
relatively subtle and might emerge only
under conditions of relative stress. It should,
however, be noted that the effects which they
observed were relatively slight and were
probably due to the inclusion of three
students with somewhat more severe injuries. 

Hayes, Martin and Gouvier (1995) gave a
battery of psychological tests to 42 head-

injured students and 45 non-injured
students. They also administered a question-
naire that measured the students’ prior
knowledge about the effects of head injuries.
Within each of the groups, roughly half the
students were asked to do their best on the
relevant tests, but the rest of the students
were asked to simulate impaired functioning
in order to check whether any apparent
deficits might actually be a result of malin-
gering. Not surprisingly, the students who
had been instructed to malinger produced
poorer performance than the students who
had been told to do their best, but their
performance was unrelated to their level of
prior knowledge about the effects of head
injuries. In addition, there was no statistically
significant difference between the perform-
ance of the head-injured students and the
non-injured students on any of the tests. 

Bernstein and de Ruiter (2000) similarly
administered a battery of psychological tests
to 40 head-injured students and 31 non-
injured students. In each group, roughly half
the students were not given any special
instructions, and in these circumstances
there were no statistically significant differ-
ences between the scores obtained by the
head-injured students and those obtained by
the non-injured students. To increase their
motivation, the rest of the students were told
that their performance was an indicator of
how well they could expect to do at univer-
sity. These instructions tended to enhance
the performance of the non-injured students
on some of the tasks (though not all);
however, they had little or no effect on the
performance of the head-injured students.
As a result, under conditions of enhanced
motivation, the head-injured students
tended to perform less well than the non-
injured students. This pattern could suggest
that people with a history of head injury are
able to perform adequately in normal
circumstances but are unable to deploy addi-
tional resources in more demanding condi-
tions. One proviso, however, is that it was
mainly due to the relatively poor perform-
ance on just one test of a small number of
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students who had a history of more than one
head injury. 

Cudmore, Segalowitz and Dywan (2000)
tested students with and without a history of
mild head injury on a task that required audi-
tory vigilance. The students carried out both
easy and hard versions of the task, either on
their own or while they were simultaneously
carrying out a separate test of short-term
memory. The head-injured students and the
non-injured students produced similar levels
of performance under all of the experi-
mental conditions. While they were carrying
out these different tasks, their brain activity
was being monitored by means of an elec-
troencephalogram (EEG). The addition of
the secondary task had little effect upon the
EEG data obtained from the non-injured
students. In the head-injured students,
however, it led to a statistically significant
increase in the amount of synchrony among
the EEG patterns in different brain regions.
Cudmore et al. took this to mean that the
head-injured students had subtle intellectual
deficits, and that they had been forced to
recruit additional resources from different
regions of the brain to cope with the
demands of the additional secondary task. 

Marschark et al. (2000) administered a
battery of psychological tests to 79 students
with a history of head injury and to two
comparison groups: 75 students with a
history of having undergone general anaes-
thesia for a major medical or dental proce-
dure and 93 students with no history of
either head injury or general anaesthesia.
They found no statistically significant differ-
ences among the three groups across a
variety of tasks tapping verbal and non-verbal
aspects of memory and intellectual func-
tioning. Indeed, on several of the tests, the
head-injured students tended to produce
somewhat higher scores than either of the
two comparison groups. 

All these findings are consistent with the
idea that students with a history of mild head
injury do not show persistent intellectual
deficits, although there are two contrary
suggestions. One is that head-injured

students have residual brain damage but are
able to compensate for this by recruiting
additional resources from intact brain
regions (Cudmore et al., 2000). The other is
that head-injured students are impaired
under conditions of high stress (Ewing et al.,
1980) or high motivation (Bernstein & de
Ruiter, 2000). The latter conditions would
presumably include classroom testing,
formal examinations, and other forms of
academic assessment, and it would clearly be
interesting to examine the academic attain-
ment of head-injured students. 

Unfortunately, the only published data are
contained in the study by Marschark et al.
(2000). Their three groups (students with a
history of head injury, a history of general
anaesthesia or no history of either head
injury or general anaesthesia) had not been
deliberately matched on the basis of their
academic qualifications, but Marschark et al.
(2000) were able to obtain the scores which
the students had achieved on the Scholastic
Aptitude Test (SAT) before admission to
university. There was in fact no sign of any
difference among the three groups on either
their verbal SAT scores or their quantitative
SAT scores. Marschark et al. (2000) concluded
that students with a history of mild head
injury achieved normal scores on the SAT.
Ewing et al. (1980) also remarked that the 10
head-injured students in their experiment
had all returned to their studies and had
academic records that were consistent with
their level of attainment before their acci-
dents. Of course, to the extent that head-
injured students tend to produce normal
scores on indicators of academic attainment,
academics, administrators, and other staff will
be less likely to notice any effects of mild head
injury on other aspects of their behaviour. 

Emotional functioning in head-injured
students
Some people who have sustained mild head
injuries (whether as children or adults)
continue to complain of a variety of
emotional symptoms, particularly depres-
sion, irritability, hostility, anxiety, and
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distractibility. It would seem that roughly 10
to 25 per cent of all people with a history of
mild head injury experience persistent post-
concussional symptoms of this nature
(Brown, Fann & Grant, 1994; Mittenberg,
Wittner & Miller, 1997; Rutherford, 1989).
Modern brain imaging techniques have
shown that these people may have significant
residual brain damage (Kant et al., 1997;
Varney et al., 1995). They also tend to
produce poorer performance on tests of
memory, attention, and other intellectual
functions (Gass & Apple, 1997; Leininger et
al., 1990). 

The first problem in evaluating these
findings is that, although the relevant symp-
toms tend to be more common in people
who have a history of head injury, they may
also be reported by people with other
medical conditions or by people (including
students) who apparently have no medical
conditions at all (e.g. Fox et al., 1995;
Gouvier, Uddo-Crane & Brown, 1988).
Gouvier et al. (1992) administered two
symptom checklists to 47 head-injured
students and 50 non-injured students. The
head-injured students reported more symp-
toms than the non-injured students, and they
reported that their symptoms occurred more
often. In a second study, Gouvier et al. (1992)
found that symptoms were more likely to be
reported by head-injured and non-injured
students on more stressful days than on less
stressful days. When the two groups were
compared on their most and least stressful
days, there were no significant differences
between them in their symptom reports. 

Ryan et al. (1996) similarly administered
a symptom checklist to 151 head-injured
students and 221 non-injured students. The
head-injured students were asked to rate the
frequency of their symptoms both before
and after their injuries, while the non-
injured students were asked to rate the
frequency of their symptoms before and
after their admission to higher education.
The reports of the head-injured students
showed a significant increase in the
frequency of all the symptoms in the check-

list following their injuries. However, the
reports of the non-injured students also
showed a significant increase in the
frequency of some of the symptoms after
their admission. There were no statistically
significant differences between the post-
injury ratings of the head-injured students
and the post-admission ratings of the non-
injured students, though the head-injured
students produced higher ratings of the
frequency of every symptom. 

Santa Maria et al. (2001) recruited 98
participants from a sample of 2326 students
who had received a questionnaire that
included a symptom checklist. These partici-
pants represented men and women with or
without a history of a head injury who had
produced relatively high or low total scores
on the symptom checklist. They were asked
to complete the questionnaire for a second
time between three and 90 days after its
initial administration. Students with low
symptom scores were more consistent in
their responses between the two administra-
tions than those with high symptom scores,
and men were more consistent than women.
However, the consistency of their symptom
scores was essentially unrelated to whether
or not the participants had actually sustained
a head injury. 

A second problem is that people who
have sustained a mild head injury may
complain of a wide variety of problems in
social and behavioural functioning that are
not confined to some identifiable
‘syndrome’. Segalowitz and Lawson (1995)
asked the students in two of the three
cohorts in their survey to rate how much
difficulty they had had in different situations
at school. The head-injured students
reported significantly more difficulty than
the non-injured students with arguing,
fighting, daydreaming, feeling anxious, over-
sensitivity, getting started on assignments
and finishing assignments, feeling restless,
depression, crying, apathy, falling asleep,
and getting along with their teachers and
peers. In addition, the head-injured students
were more likely to report sleeping disorders
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and having been professionally diagnosed as
having attention-deficit disorder, depression,
and developmental speech or language
disorders. The impact of such symptoms may
be particularly severe in higher education,
where students may be living away from
home and on their own for the first time. 

Bernstein and de Ruiter (2000) found no
difference between head-injured and non-
injured students in the incidence of intellec-
tual or emotional symptoms. However, their
head-injured students were more likely to
complain of physical symptoms (such as
fatigue, sleep problems, and nausea) and
were more likely to report a medical
problem (such as reading disability, depres-
sion or migraine). Marschark et al. (2000)
asked the students in their investigation to
report on their experience of symptoms in
several different domains of social or
emotional functioning using the Symptom
Checklist 90 – Revised (SCL–90R) (Dero-
gatis, Rickels & Rock, 1976). There were
statistically significant differences among the
three groups in all nine domains such that
the head-injured students reported a higher
level of symptomatology than either of the
two comparison groups. Indeed, 56 per cent
of the head-injured students fell at or
beyond the cutoff representing a clinically
significant level of symptomatology. 

The SCL–90R was intended for use with
populations of psychiatric or medical
patients, but several of the scales contain
symptoms that are characteristically
reported by patients with a history of mild
head injury. It follows that increased scores
on these particular dimensions could be
construed as reflecting a normal response to
head injury rather than any pathological
abnormality (Leathern & Babbage, 2000;
O’Donnell, de Soto & Reynolds, 1984;
Woessner & Caplan, 1995). Nevertheless,
Marschark et al. (2000) found that students
with a history of mild head injury exhibited
a pattern of general elevation on all nine
dimensions of the SCL–90R rather than a
selective elevation on the dimensions that
contained symptoms characteristic of head

injury. Head-injured students are also more
sensitive to being addressed in ‘motherese’,
speech with high-pitched, exaggerated
prosodic variations that professionals often
use in talking to their clients (Gouvier et al.,
1992; Johnson et al., 2002). 

Finally, a number of studies have been
carried out to differentiate between a history
of head injury and reports of ‘postconcus-
sional’ symptoms as predictors of intellectual
functioning. Hanna-Pladdy et al. (2001)
selected 88 students according to their
responses to a questionnaire regarding their
medical history and their current symptoms.
The students represented people with or
without a history of head injury who were
classified as being either symptomatic or
asymptomatic with regard to postconcus-
sional symptoms. The symptomatic students
obtained poorer scores than the asympto-
matic students on a number of psychological
tests. Although there were no statistically
significant differences between the overall
scores of the head-injured students and the
non-injured students, the performance of
the head-injured students was more vulner-
able to disruption under conditions of high
stress. 

Pinkston, Gouvier and Santa Maria
(2000) administered a battery of psycholog-
ical tests to four groups each of 18 students
selected to represent people with or without
a history of mild head injury who either
reported or did not report ‘postconcus-
sional’ symptoms. There were no statistically
significant differences between the head-
injured students and the non-injured
students on any of the tests. The asympto-
matic students produced higher scores than
the symptomatic students, but only on one of
the tests. These studies confirm that a
history of head injury per se is not associated
with impaired intellectual functioning in
students. There is some evidence that ‘post-
concussional’ symptomatology is linked to
impaired functioning, regardless of whether
or not the symptoms in question have actu-
ally resulted from a previous head injury. It
is, once again, unfortunate that none of the
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studies provided data on academic attain-
ment, though the results obtained by
Marschark et al. (2000) indicate that higher
levels of postconcussional symptomatology
are not associated with poorer scores on 
the SAT. 

Conclusions and implications
The prevalence of head injuries among
students in higher education is of the order
of 20 per cent (and is typically higher in men
than in women). On the one hand, as
mentioned earlier, this figure suggests that a
history of head injury is not incompatible
with participation in higher education. On
the other hand, it suggests that a substantial
number of students are vulnerable to the
consequences of head injuries. The results of
research studies carried out with students
are consistent with those of studies involving
patients drawn from the general population
in suggesting that mild head injuries do not
typically lead to any long-term intellectual
deficits. Nevertheless, this does not rule out
the idea that some individuals do suffer from
persistent but quite subtle forms of impair-
ment that may well affect their academic
performance. There is certainly an urgent
need for comparative information about the
attainment of head-injured and non-injured
students on courses of study in higher educa-
tion. At present, we simply do not know
whether head-injured students perform as
well as their non-injured peers. 

Those students who have a history of
mild head injury complain of a wide range of
persistent symptoms. These include charac-
teristic emotional symptoms, but they also
include physical symptoms and medical
conditions. Similar patterns of symptoms are
seen in students who have not sustained
head injuries, and it may be that these symp-
toms, rather than any specific history of head
injury, are responsible for persistent intellec-
tual impairment (which may or may not be
apparent in poor academic attainment).
Nevertheless, these symptoms are more
common in students with a history of head
injury, and in one recent study more than 50

per cent of all head-injured students showed
clinically significant elevations on a widely
used symptom checklist (Marschark et al.,
2000). In short, as many as 10 per cent (i.e.
50 per cent of 20 per cent) of the student
population could be suffering from a clini-
cally significant level of emotional distress
following mild head injuries sustained
during childhood or adolescence that is
likely to disrupt their interpersonal func-
tioning and their psychological well-being. 

Whether this emotional distress actually
results from the head injuries is an empirical
issue, and it should be recognised that all of
the evidence on head-injured students that
has been reviewed in this article is correla-
tional in nature. Strictly speaking, no infer-
ences can be drawn concerning either the
existence or the direction of any causal rela-
tionship between a history of head injury in
students and their current symptomatology.
However, this research issue is largely irrele-
vant to the more practical matter of
supporting these students in higher educa-
tion. Dealing with this level of emotional
distress will constitute a major challenge for
anyone involved in higher education: for
academics, administrators, support staff,
and, not least, for the students themselves.

Under the prevailing legislation in both
the UK and the US, it is unclear whether
these students would qualify as being
‘disabled’, since it would need to be demon-
strated that their symptoms had a substantial
effect upon their ability to carry out daily
activities. Moreover, in the US, institutions
are under no obligation to identify any
disabilities in their students (McGuire,
1998). The onus is upon individual students
to provide formal documentation of the
nature and the extent of their disabilities; to
show that they need specific adjustments or
accommodations; and (if they wish to invoke
the relevant legislation) to show that an insti-
tution has discriminated against them
(Gordon & Keiser, 1998). 

In the UK, it used to be similarly assumed
that lack of knowledge about a student’s
disability would provide a reasonable defence
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to the claim that an institution had treated
the student unfavourably (Doyle & Robson,
2002, p.2). However, in 2000 a company was
held to be liable under the Disability Discrim-
ination Act (DDA) for treating an employee
unfavourably without checking whether that
employee’s poor performance was the result
of a disability (see Incomes Data Services,
2000, p.14). Under the Special Educational
Needs and Disability Act (SENDA, which
extended the DDA to include higher educa-
tion), this decision would suggest that institu-
tions of higher education need to take
reasonable steps to establish whether or not
their students are disabled (Knox, 2002). 

Indeed, the SENDA imposes a legal obli-
gation upon institutions to make adjust-
ments to their programmes and their
facilities in anticipation of admitting
students with disabilities, rather than just
trying to accommodate the disabilities of
particular students after they have arrived.
One would hope that, of all disciplines,

teachers of psychology would appreciate the
importance of creating a climate in which
students felt secure in disclosing post-
concussional symptoms and would be proac-
tive in ensuring that the impact of such
symptoms on students’ performance was
duly understood and taken into account in
both teaching and assessment. 
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