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Chairman’s overview 
 
This review undertaken by agreement between unions representing RMHN’s and employers 
represented by the HSEA has presented the opportunity for all parties to detail issues of concern to 
their respective members regarding the future role of the RMHN and the service contexts in which 
they work.   
 
In approaching this review the staff side clearly respects the individual ethos and models of care of 
service providers and it is not their intention to redefine such models of service.  The intention is to 
enhance nursing structures in services where they currently exist leading to an improved quality of life 
for clients and to more fully recognise the role of the RMHN in these services. 
 
The evolution of new professions with their own self regulatory roles are creating an ethos of 
uncertainty in the expression of the RMHN role that will require very proactive and constructive 
engagement by all parties in their respective workplaces to ensure that there is mutuality of respect 
for all roles and that each role is appreciated and recognised for is own unique knowledge base and 
professional accountability standards. 
 
The fact that there are over 100 service providers presented information, logistical and 
communications issues over the course of the review.  Developing mechanisms that address these 
issues for all parties emerged clearly as an unintended by-product of the review.   
 
The breadth of the RMHN role is clearly outlined from the information considered by the Special 
Working Group from Ireland, Scotland, England, New Zealand and Australia and it is this breadth of 
role that uniquely represents the competencies and capacities of the RMHN in service delivery.  The 
capacity of the RMHN to adapt fluidly to changing service user needs was amply demonstrated across 
all site visits.  The role of the RMHN is and will be subject to ongoing change – as will those of other 
professions – hence the necessity for ongoing proactive discussions at all relevant levels based on 
client led needs. 
 
The negative differentiation in remuneration between qualified RMHNs and those who do not 
necessarily hold a professional qualification and who report to RMHNs was emphatically and 
consistently articulated across all site visits and discussions as a matter of deepest concern that is 
causing distress, disquiet and questioning of the status accorded to the profession.  Strategies to 
address the salary levels of RMHNs subsequent to the implementation of the revised social care 
professional pay levels could not be agreed as part of this review and I therefore propose that this 
matter should be immediately referred to the Labour Relations Commission. 
 
Agreement could not be reached on whether or not the RNMH qualification should be an essential 
requirement to access promotional posts within the ID sector, therefore I propose that within services 
where nursing structures exist, that the RMHN be the essential qualification for nursing management 
positions, subject to those qualified as RMHNs meeting all the required competencies of the position.  
However, it is recognised that difficulties will be experienced with the full implementation of this action 
due to the shortage of numbers actually qualified as an RMHN.  As an interim measure I propose that 
any nurse with five years experience working in the intellectual disability services will be eligible to 
apply for such nurse management positions that may arise within the sector and this should be 
reviewed within three years. 
 
In the course of the review, the issue of the pay of persons being employed as houseparents who 
were also qualified as RMHN’s was considered.  It was not possible to reach agreement on the issue. 
The issues raised are the same as those considered in LCR 16280 which recommendation I do not 
propose to amend.  Insofar as issues may arise in a work context, that may be informed by a person’s 
training that is not required for the actual position they hold, I am satisfied that employers do 
recognise that they must have adequate arrangements for consultation with staff regarding service 
delivery issues.  
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There is a shortage of nurses qualified as RMHNs to fill available posts and some very constructive 
actions have been agreed to redress this issue.  It is in my view essential to concretise as quickly as 
possible a dynamic career – both clinical and managerial – through which the RMHN can progress, 
having regard to service need and agreed principles to strengthen retention of RMHNs within the 
profession. 
 
As the parties could not agree on the allocation of CNM1 posts within services where there is a nursing 
structure I propose, following consideration of the positions adopted by both parties, the following two 
stage process which will be subject to review by the Implementation Group by March 2004: 
 

1. On a phased basis and subject to funding, a first tranche of posts to be made available in 
2003, by increasing the number of CNM1 posts in units where CNM1 posts already exist or 
otherwise by local agreement. Posts will be filled on the basis of up-gradings within the 
existing staff complement. 

 
2. The second phase (2004) will involve a further examination regarding the possibility of a 

further expansion of CNM1 posts within the same services, subject to funding and local 
agreement. 

 
All efforts should be made to implement the agreed action points in accordance with service 
requirements. 
 
The Education for Persons with Disabilities Bill 2003 was published as our group was concluding its 
work and did not have the time to assess the implications, if any, for the RHMN.  Undoubtedly, over 
the period of consultation with the membership of the nursing unions any such concerns will be 
identified. 
 
I am extremely appreciative of all the contributions made by all whom I met and worked with in the 
course of this review. 
 
 
Michael Bruton 
Chair
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Actions agreed between the parties 
 

1. Overall there are approximately 100 service providers for persons with intellectual disability in 
Ireland.  The individual philosophies of service providers is acknowledged as is the focus of all 
services and staff to a client centred and needs assessment based service.  This can be best 
achieved by the RMHN remaining central in providing a bio social model of care.  It is agreed 
that within the range of service philosophies all service providers will develop clarity of the 
respective roles of all professionals that respects their unique professional accountability 
mechanisms in their professional role contribution to the overall person centred care plan. 

 
2. In recognition of the skills and competencies of RMHN’s it is agreed that an RMHN should be 

present and a key provider of educational and related services in all classes for individuals with 
a severe and profound intellectual disability where their responsible family /carer / those 
appointed in loco parentis so decide.  This would have to be done with the cooperation of the 
Department of Education and Science.  Where this occurs service providers should:- 

 
 Ensure that the RMHN’s skills and knowledge base is used to enable the client to 

derive the maximum benefit from their education 
 Ensure that the role of the RMHN in the education and development of the person 

with an intellectual disability will be recognised and fully utilised in the context of the 
provision of a quality service 

 Ensure early intervention nursing services are formally linked with education services 
 
3. A range of respite services need to be further developed so carers (i.e. families or those 

appointed in a loco parentis in relation to the client) may access these facilities on a regular 
basis.  Assessment, crisis intervention and other specialist services such as those for the older 
person, dual diagnosis, behavioural support, activation and employment services need to be 
developed. These developments need to occur as a central component of a community based 
nursing service which operates over a 24hr period.  In this context therefore:- 

 
 The range of competencies deriving from the training provided to an RMHN provides a 

cost effective professional service that supports their service delivery role and where 
appropriate their management role 

 Full nursing care by RMHN’s is best provided as is dictated by client need 
 That service providers, as a matter of urgency, take appropriate actions to fully meet 

the future needs for respite and other care requirements as identified by the NIDD 
 

4. It is acknowledged that the RMHN at Clinical Nurse Specialist level has the competencies to 
provide a higher level of professional support systems to clients, health care practitioners and 
other services professionals.  

 
5. Collaborative partnerships with other healthcare professionals in primary health care are 

essential in order to develop a shared understanding of each other’s role and ensure 
integrated service delivery with each service user and their family /carer / those appointed in 
loco parentis. 

 
6. By functioning as a resource person for the primary health care team, the RMHN can, when 

the need arises, use their knowledge of local facilities and services to ensure that people with 
intellectual disability access those appropriate to need.  A comprehensive support network 
comprising multi-disciplinary specialist services should support this domiciliary, community 
based respite or residential services.  It has been agreed that an RMHN will be appointed as 
coordinator of multi-disciplinary teams, where appropriate.  This role will include liaison with 
all other services.  The precise grade applicable to the role will be determined at service level. 

 
7. A Community RMHN should be placed in each community area on a needs basis 
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8. Accurate information on the numbers of persons with a RMHN qualification were difficult to 
ascertain and necessitated a special survey of all agencies as the available data maintained by 
the statutory registration body and the employers did not correlate.  Accurate, consistent and 
cogent information is a prerequisite for manpower planning and development at national and 
local level.  This will necessitate the completion of a national survey by an appropriate agency 
that, inter alia, ascertains the actual RMHN numbers at work, the reasons why people are not 
currently using their professional training as an RMHN, opportunities for re-entering the 
workforce and the title of jobs undertaken by those qualified but not practicing as an RMHN.  

 
9. It is agreed that immediate steps should be taken to pursue an aggressive back to work 

campaign to target those RMHN’s currently registered but not practising in the field.  This 
represents a value for money measure.   

 
10. It is agreed that the RMHN qualification is the preferred requirement for entry into a nursing 

post in the ID sector.  This will be further considered in the Strategic Review of the ID Sector 
provided for in Sustaining Progress. 

 
11. Subsequent to initial registration, opportunities for further nursing education in areas such as 

communication and language skills, behaviour modification, palliative care, dementia related 
care, and others as listed by the Commission on Nursing and the proposed Framework 
Document provide opportunities that can be developed and made available by the Centres for 
Nurse Education in consultation with key partners. 

 
12. It is essential that the educational capacity to deliver and/or facilitate the delivery of post-

registration educational courses to RMHN’s is put in place within an agreed time frame and 
this requires the development of accredited modules that are delivered to validated national 
standards through e learning, distance learning and flexible modular options before the end of 
2004. 

 
13. The lack of CNS posts within the ID sector has been stated as an inhibiting factor in fully 

expanding the clinical career ladder available to the RMHN as envisaged by the Commission on 
Nursing.  In this context it is also agreed, to recommend to the National Council for 
Professional Development of Nursing and Midwifery, that a review of the criteria, leading to 
the designation of CNS posts, should be immediately undertaken having regard to the role of 
the experienced RMHN.    

 
The necessary work to complete this review and to enable full roll out of the implications of 
the process must be finalised by the end of 2004. 

 
14. CNS posts are approved on the basis, inter alia, they have a dedicated research remit.  It is a 

corollary therefore that CNS post holders will be facilitated in working time to carry out the 
research remit that formed part of the agreed original management submission for the post 
and its subsequent approval by the independent National Council of Professional Development 
and Midwifery.  The paucity of currently published research is of concern – with less than 
twelve publications identified as part of this review.  A Research Strategy for Nursing and 
Midwifery in Ireland was launched in January 2003.  The proposed recommendations are a 
powerful mechanism to develop the core knowledge necessary to drive and support nursing 
and midwifery practice into the future.  The strategy has the potential to contribute to the 
development and maintenance of a culture of excellence in nursing and midwifery practice, 
management, research and education. 

 
15. Employers’ service plans must contain proposals for the development of ANP posts as 

identified in the “Proposed Framework for the development of Clinical Specialism and 
Advanced Practice in Mental Handicap Nursing DoH&C 2002” by 2004. 

 
16. Additional competencies required of the post registration RMHN for specialist and advanced 

nurse practice were identified as being in the areas of:- 
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 Sensory development 
 Management of behaviour 
 Multiple and complex disabilities 
 Assistive technology 
 Health promotion/screening 
 Respite assessment and intervention 
 Training and employment 
 Community nursing 
 Palliative care 
 Mental health and intellectual disability 
 Advocacy and activation 
 Communication, speech and language 
 Developmental education 
 Care of the older person 
 Interpersonal relationships and counselling  
 Early intervention. 
 Primary Care 
 Multiculturalism  

 
RMHNs may access any of the above modules to enhance their skills. 

 
17. Opportunities for the RMHN to acquire other nursing qualifications e.g. RPN or RGN are few 

and difficult to access – the potential for additional programmes to acquire such skills or vice 
versa presents opportunities to the developing third level schools of nursing.  This process also 
presents opportunities to interest other third level graduates to enter the profession.  It is 
agreed that early discussions should take place between the parties to bring this action to 
fruition.   

 
18. It is agreed that accredited post-registration education should be developed as a matter of 

urgency to allow other nursing disciplines working in ID services to acquire an RMHN 
qualification.  It is agreed that early discussions should take place between the parties to bring 
this action to fruition 

 
19. Implementing the role of the RMHN in tangible service provision within the community and 

primary care settings remains to be achieved and should form part of the future service 
 

20. Drawing on the information contained in this Report an agreed vision of the role of the RMHN 
will be developed and clearly articulated within and without the profession to all parties and is 
an essential element of ensuring the collaborative partnerships work to the benefit of the 
service user, their families and all service providers. 

 
21. It is agreed that a DVD/Video should be commissioned to give an in-depth insight into the role 

of the mental handicap nurse and the opportunities within the profession to both professionals 
and the wider community in an effort to both attract people into the profession and enhance 
its profile. 

 
22. Unlike the RGN qualification the RMHN qualification is not widely recognised at international 

level as a distinct discipline of nursing.  The Nursing Policy Division of the Department will 
continue with their efforts and where opportunity affords to lead international opinion.  The 
staff representatives will continue to take significant steps to enhance the profile of the RMHN 
at international level by liaising with international nursing bodies both professional and 
statutory to achieve wider recognition of the grade.    

 
23. It is agreed that there is a requirement for a continuous supply of RMHN student places and 

these must be maintained at a minimum of 240 places.  The current sponsorship programme 
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will be subject to review by all the parties if there is insufficient demand for the student 
places. 

 
24. Development of manpower analyses and profiles to support the promotion of the RMHN as a 

career option - supported by involvement with second level students, site visits, the synergies 
deriving from the Special Olympics are significant promotional avenues for the profession.  It 
is also agreed that in order to promote the RMHN as a career of choice the following will be 
undertaken jointly by the Nursing Careers centre, DOHC, Institutes of Higher Education and 
Service providers: 

 Open days and road shows involving second level schools. 
 Target second level schools to attract transition year work placements. 
 Develop links with national career guidance teacher network. 
 Develop strategies to capitalise on the synergies derived from the Special Olympic 

Games. 
 

25. Providing a dynamic career structure – both clinical and managerial – through which the 
RMHN can progress, having regard to service need and agreed principles presents 
opportunities to strengthen the retention of RMHNs’ within the profession. 

 
26. It is agreed that the RMHN syllabus and curriculum of education is unique in its application to 

meeting the needs of people with intellectual disability. 
 
27. It is agreed that all RMHNs must have a formalised professional relationship with a senior 

nurse.  Where this may not be practicably possible the NMPDU / ABA will be responsible for 
facilitating such a professional relationship.  In clinical situations where clarity of best practice 
is required, the individual nurses judgement on his/her scope of practice shall determine 
practice pending a joint review of the situation and the development of an agreed policy on 
the issue. 

 
28. It is agreed that an implementation group with an independent chair and a nominee from 

unions and management should be established to monitor and report on the implementation 
of the actions 
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Introduction 
 
The establishment of the Special Working Group on the Registered Mental Handicap Nurse (RMHN) 
arose from agreement between the HSEA and unions representing this grade of staff – INO, PNA and 
SIPTU to complete this review as part of a claims resolution process related to salary levels of the 
grade.  An agreed set of terms of reference were developed as follows:- 
 
In recognition of the rapid and continuous changes which are occurring in the way services are 
provided to persons with a learning disability it is necessary, in that context, that the role of the RMHN 
should be examined. It is agreed that a Special Working Group will be established to examine and 
report on the following:  
 

 

 

 

 

 

1. How to ensure, in the context of the recommendations of the Commission on Nursing and the 
undergraduate degree programme, the skills of the RMHN are fully utilised in the delivery and 
management of services to persons with a learning disability in a wide variety of locations. 

2. Initiatives to promote the RMHN as a career of choice. 

3. The range of any additional competencies/skills now required and how they can be recognised 
and fully utilised. 

The review will also have regard to relevant reports/reviews relating to the role of RMHN in the 
education of persons with a learning disability. 

The group will complete its work within three months.  

An agreed chair was appointed to facilitate progression of the work encompassed within the terms of 
reference and all the members of the Special Working Group agreed to complete the work involved in 
the agreed terms of reference by June 18th 2003. 
 
Membership of the Special Working Group comprised the following persons :- 
 

Michael Bruton – Chairman 
Marie Gilligan – Assistant to Chair 
Catriona McConnellogue – 
Secretary to Group 
 

Brendan Mulligan – HSEA 
Gerry Bellew – HSEA 
Kieren Feely – Dept of Health & Children  
Eugene Lennon – Dept of Health & Children 
Mary McCarthy– Dept of Health & Children 
Mary McArdle – Dept of Health & Children  
John Pepper – St. John of God 
Michele Opperman – Daughters of Charity 
Maria Walls – National Federation of Voluntary 
Bodies 
Sean Abbott – Cope Foundation 
Mary Gorry – SWAHB 

Liam Doran INO 
Des Kavanagh PNA 
Oliver McDonagh    SIPTU 
Aine Enright           INO 
Eddie Matthews INO 
Jimmy Connolly PNA 
Mary Conneely PNA 
Gerry Reynolds SIPTU 
Jimmy Stenson SIPTU 
 

 
This papers details the agreed position of the members of the working group arising from their  
discussions, explorations and assessments of the broader contextual environment within which 
professionalisation is evolving; the extent and needs of those with an intellectual disability as well as 
those issues pertinent to the origins of the RMHN in Ireland including its evolution, educational 
syllabus, responsibilities, accountabilities, roles and functions, and recruitment and retention matters 
that emerged in the performance of the RMHN.   
 
Other models of care in which the RMHN or equivalent titles / nursing grades has or had a role in the 
model of care – including nursing care – to persons with intellectual disability are overviewed to 
provide a comparative current context of the roles and functions within learning disability services 
undertaken by the range of staff employed in these services.   
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Progressing the work 
 
The Special Working Group met on 12 occasions between its first meeting on 2nd April 2003 and 
completion of its work on 9th July 2003.  Members undertook their work in subgroups addressing the 
details of the terms of reference and in plenary sessions.  The Chair undertook site visits to a range of 
service centres to acquire an understanding of the roles performed by the RMHN and other care 
providers in a variety of service contexts.  At each visit the Chair was accompanied by members of the 
management and trades union membership of the Special Working Group.  The sites visited are listed 
in Appendix 1. 

Service context 
 
The Review Group on Mental Handicap Services – Needs and Abilities (1991) had as its underlying 
philosophy “the right of every person with an intellectual disability to as fulfilling and normal a life as 
possible.” 
 
 “A substantial proportion of the mental handicap services are delivered by voluntary agencies serving 
catchment areas. Traditionally funding for these voluntary agencies was provided directly by the 
Department of Health. However, in line with Shaping a Healthier Future (1994), the Department of 
Health and Children published Enhancing the Partnership (1997) which provides for a new framework 
for the funding of voluntary mental handicap agencies. All voluntary mental handicap agencies are 
funded through the health board in which they are based.”1 
 
The annual report of the National Intellectual Disability Database Committee (NIDD) (Mulvany, 2001) 
indicates that in April 2000 there were 26,760 people registered with the database, with a prevalence 
rate of 7.38/1,000 total population. Of this population, 55 per cent were assessed as having moderate, 
severe or profound intellectual disability.  
 
The data illustrates that there is a clear relationship between level of disability, age and use of 
services.  Day services tend to be accessed by younger individuals of higher ability, whilst primarily 
older people with moderate, severe and profound levels of intellectual disability use residential 
services. These patterns can inform future service developments. The patterns are also crucial in 
informing workforce needs, with particular reference to nursing requirements for intellectual disability 
services in the future. 
 
Three distinct categories of need were identified from NIDD projections for the years 2001 – 2005 as 
follows:- 
 

• Unmet need: people who have no service whatever  
• Service change: those people who already have an intellectual disability service but will require 

that service to be changed or upgraded  
• Persons accommodated in psychiatric hospitals: those who need to transfer out of the 

psychiatric services for both residential and day services. 
 
In addition the key demographics pertinent to the overall ID service outlined in the Assessment of 
Need 2001-2005 (Department of Health and Children, (1997) are:- 
 

1. There is decrease in the numbers of children in the more severe categories of intellectual 
disability, reflecting the decline in the birth rate during the 1980s and early 1990s and 
improved obstetric care. However, it should be noted that a number of children born in the 
late 1990s are presenting with more severe management difficulties and associated medical 
fragility including pervasive developmental disorders. 

 

                                                
1 Commission on Nursing para 8.10 
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2. There is an increase in the size of the ageing population in the more severe range of 
intellectual disability. The high incidence rate of intellectual disability in the 1960s is now 
reflected in the relatively large numbers of adults now requiring services.  

 
An outline of the health specific needs of persons with an intellectual disability are detailed in Appendix 
4 
 
The implications of these data for the intellectual disability services are:- 
 

 An increased demand for residential placements 
 Fewer places becoming free because of increased life-expectancy; hence the potential for the 

role of the mental handicap nurse in the community to develop and expand to meet the needs 
of individuals and their family in their own home 

 An increased need for therapeutic support services for people who continue to live with their 
families in order to enable this caring arrangement to continue, e.g. Facility independent 
community mental handicap nursing teams 

 An increased demand for more intensive services such as assessment and respite, 
developmental education centres, behavioural support, mental health services etc  

 An increased demand for services designed specifically to meet the needs of the older person 
with an intellectual disability 
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Current Vision and Strategy for the intellectual disability sector  
 
Intellectual disability services are in the main directly provided by health boards or by voluntary 
agencies on their behalf.  They are committed to promoting the equalisation of opportunities for 
people with intellectual disability through the provision of world class, high quality and appropriate 
service systems. This objective is being achieved through information sharing, adoption of 
international best practice and consultation with key stakeholders.  It is noted that Sustaining Progress 
contains a commitment to carry out a review of the Intellectual Disability Sector.2

 
ACTION POINT 
 
Overall there are approximately 100 service providers for persons with intellectual 
disability in Ireland.  The individual philosophies of service providers is acknowledged as 
is the focus of all services and staff to a client centred and needs assessment based 
service.  This can be best achieved by the RMHN remaining central in providing a bio social 
model of care.  It is agreed that within the range of service philosophies all service 
providers will develop clarity of the respective roles of all professionals that respects their 
unique professional accountability mechanisms in their professional role contribution to 
the overall person centred care plan. 
 
The provision of services to people with intellectual disabilities has moved substantially from 
institutional to community-based care over the last 50 years. In 1869 Stewart’s Hospital was the first 
institution established in Ireland to care for people with intellectual disabilities. Religious orders 
established services throughout the country principally in the first half of the last century.  The late 
1940’s and 1950’s saw the establishment of a number of lay voluntary organisations, founded by 
parents and families of people with intellectual disabilities, as service providers whose initial focus was 
on the provision of day services. The 1994 carers’ report (Walsh, Birbeck, & Conliffe) identified that 80 
per cent of people with disabilities live at home. 
 
In 1965, the report of the Commission of Inquiry on Mental Handicap marked a watershed in the 
development of services in Ireland. The Commission determined that large numbers of highly 
dependent intellectually disabled persons should not be placed in one location. New residential 
provision should be in small clusters of three or four houses at a number of locations. This led to the 
building of a number of ‘village’ or ‘cluster’ developments consisting of a number of purpose built 
houses on dedicated sites with day care and other support facilities generally catering for clients with 
high support needs.  A further evolution was the development whereby people with intellectual 
disabilities live in domestic houses, in the streets of local neighbourhoods. The aim of this shift from 
an institutional service model to a community based one has been to see “mentally handicapped 
people in the mainstream of life, living in ordinary houses, in ordinary streets, with the same range of 
choices as any citizen and mixing as equals with other, and mostly non-handicapped members of their 
own community.” (King’s Fund Centre, London, 1980). 
 
In these houses, small groups of people live together, some independently but in the main with the 
support of residence staff. By virtue of being located in the residential living areas of the community, 
the new houses were physically integrated, unlike the old institutions.  Service providers reported a 
link between living in the houses and increased personal growth and development for residents. The 
risks associated with living in the community-based residences were likely to be different. (Home 
Together, Kelleher, Kavanagh & McCarthy, 1990.) 
 
In the government green paper, Towards a Full Life (1984), and in the Report of the Review Group on 
Mental Handicap Services, Needs and Abilities (1990), the need for society to work harder in making 
integration in the community a reality for disabled people, was strongly reiterated. The report of the 
Review Group on Mental Handicap Services Needs and Abilities (1990), in Section 9.5, states: “If an 

                                                
2 Sustaining Progress – Social Partnership Agreement 2003 - 2005 
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intellectually disabled person has to leave the family home either permanently or for a period of time, 
the substitute home should have all the characteristics of a good family home.”  
 
Thus over the past 30 years expectations of residential services have changed significantly.  Supported 
living services are increasingly provided to people who have had some life experience of living in a 
family. Changing expectations arise in part as a result of one or more of the following:- 
 

1. The improved understanding of the potential of people with disabilities for development 
and growth through the opportunity of living in an ordinary environment 

2. Integration “to secure the opportunities, wealth, benefits, acceptance and valued status of 
citizens of dignity and worth.” (Wolfensberger, 1972) 

3. Increased awareness of the right of people with intellectual disability to live full and active 
lives, which includes the right to leave home as adults 

4. Recognition that needs are best met in individualised community based services 
 
Alongside the development in supported living arrangements, changes were also taking place in the 
wider principles of direct service provision. The central principle of normalisation was introduced to the 
area of disability in the 1970’s (Wolfensberger 1972.) Such principles were disseminated in Ireland 
through the Pass Programme in the late 1970’s and 1980’s. The programme focused on lifestyle and 
five service accomplishments of promoting dignity, choice, relationships, ordinary places and 
contribution. More recently O'Brien and Lyle O’Brien (1989) have further developed this course called 
Framework for Accomplishment.   This framework introduced a strong focus on community, the person 
and on service. It was widely introduced in Ireland in the 1990’s. It developed the concept of vision for 
the individual service consumer and service to dramatically impact on consultation with people with 
disabilities about their needs and how these could best be met. The intellectual disability individual 
programme plan was developed as a result. These principles were widely implemented through out the 
intellectual disability sector through the ‘Framework for Accomplishment’ and courses like ‘Values to 
Practice’ (St Michael’s House and Open Training College 1990). These concepts have been further 
developed in Ireland through the development of person centered planning, a central process of 
working in partnership with service users through which services are delivered. An essential principle 
that permeates all intellectual disability services is the focus on age appropriate activities, by 
respecting adults with disability as adults. 
 
Best practice has determined that the most appropriate way for people to work together in intellectual 
disability agencies has been through interdisciplinary working.  Well-developed systems in 
interdisciplinary working have been developed in intellectual disability services on the evidence based 
process that this is the most appropriate manner to fulfil the needs assessment based care planning 
for persons with an intellectual disability.  Such systems focus on the needs of the person and how 
individual team members’ skills and competencies can meet those needs, as distinct from a 
requirement to have a specific or unique qualification.  In reality this translates into a broad skill mix of 
staff being employed in intellectual disability agencies based on the needs of service users and within 
which the respective appropriate professional accountability structures are acknowledged.  It is noted 
that substantive work is in progress under auspices of the National Disability Authority to develop 
national care framework standards for persons with a disability.  
 
Within the Commission on Nursing it states “There is a continuum of care from residential centres to 
high support hostels to day centres to support in the home of a client. The Commission envisages 
mental handicap services in the home of a client continuing to be provided under the aegis of a mental 
handicap service provider. Services radiate out from a residential centre and meet the entire range of 
mental handicap service needs, from institutional care to support in the home, as appropriate.”3    
 
The statement in the Commission on Nursing report that services radiate to intellectual disability 
clients from a residential centre does not accord with the national intellectual disability policy context 
and care philosophy of service providers. 
 

                                                
3 Commission on Nursing para 8.39 
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In 1996 the Commission on the Status of People with Disability in their report Strategy for Equality 
advocated the development of a charter of rights for residents of residential centres with the following 
essential elements: 
 

• Specific provisions setting out the detailed services provided by the institution 
• Quality standards of services to which the person is entitled 
• The right to information and the manner in which that will be provided 
• The manner in which records will be maintained and the right of access to records 
• The right of access to complaint procedures and the manner in which the complaint 

procedures will operate 
• The right to an independent appeal 
• The right to advocacy and representation 
• The right to participate in management and monitoring, and 
• A system of review and amendment of the charter taking into account the views of service 

users 
 
The Commission on the Status of People with Disability determined that people living in community 
residences must have equal standing with the service needs of people with disabilities living in the 
community. Consequently, the commission proposed that the person with a disability in residential 
services should have appropriate access of the local disability support service and a personal support 
co-ordinator. 
 
The Department of Health document Enhancing the Partnership (1996) sets out the framework which 
supports the relationship between the health boards and voluntary service providers in the field of 
intellectual disability. Intellectual disability organisations are involved in introducing quality systems 
that have a radical impact on the delivery of service.  A survey is currently underway, which will set 
out the quality systems to which intellectual disability agencies are complying. They include “Personal 
Outcomes System, ISO 9000, Excellence Model,” and variations of these approaches. Two 
organisations in Ireland have received accreditation from the Council of Quality and Leadership in 
Supports for People with Disabilities in 2002 on “Introducing Personal Outcomes.” Personal outcomes 
are challenging for service delivery as they are about quality of results for service users from the 
service user perspective. 
 
There have been significant developments in equality and disability legislation over the past four years 
with further developments in the pipeline. Quality and Fairness, the current government health 
strategy, sets out expected predicted growth in Intellectual Disability services over the next ten years. 
It determines the further development of quality standards for service delivery and human resource 
development.  The role of the Social Services Inspectorate has been extended to include residential 
services for children with disabilities. The Children Act, 2001 extends its role to include such services 
for adults with disabilities.  The Mental Health Commission will also have a part to play in safeguarding 
the rights of some persons with an intellectual disability.  Under the auspices of the National Disability 
Authority, a Disability Legislation Consultation Group in their formal report to Government “Equal 
Citizens – Proposals for Core Elements of Disability Legislation" detailed the future centrality of the 
person with a disability in determining their personal service provision structures and mechanisms. 
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Educational model 
 
Child Development Education Centres were established in 1986 following the publication of the Blue 
Report in 1985. The purpose of these centres was to provide education for school going children with 
severe and profound intellectual disability, between the ages of five and eighteen years. The primary 
focus of the learning activities in the CDECs is awareness of self and the environment, and the 
development of independence in life skills rather than the traditional three ‘r’s. 
 
The report recommended that special education teachers be employed in these centres with a 12:1 
pupil teacher ratio. This sparked a national debate around the role of the RMHN in CDECs.  Many 
RMHNs’ do not consider their skills are recognised by the special education model.  This debate was 
highlighted once more following the judgements of Justices O’ Hanlon and Keane in 1993 and 2001 
respectively, which copper-fastened the right of the child with a severe or profound intellectual 
disability to formal education.  
 
In addition, the High Court, supported by the Supreme Court, ruled that there should be a 6:1 pupil 
special education teacher ratio and a 3:1 pupil special needs assistant ratio. The responsibility for the 
provision of this education was clearly placed with the Department of Education and Science.  
Teaching and care assistant staff are funded fully by the Department of Education and Science.  
 
ACTION POINT 
 
In recognition of the skills and competencies of RMHN’s it is agreed that an RMHN should 
be present and a key provider of educational and related services in all classes for 
individuals with a severe and profound intellectual disability where their responsible 
family/carer/those appointed in loco parentis so decide.  Where this occurs service 
providers should:- 
 

1. Ensure that the RMHN’s skills and knowledge base is used to enable the client to 
derive the maximum benefit from their education 

2. Ensure that the role of the RMHN in the education and development of the person 
with an intellectual disability will be recognised and fully utilised in the context of 
the provision of a quality service 

3. Early intervention nursing services are formally linked with education services 

August 2003 15



Final Report of the Special Working Group on the Registered Mental Handicap Nurse  

Philosophy of Nursing 
 
The philosophy of nursing services for people with intellectual disability has been influenced by the 
shifting paradigms within the wider services for people with disabilities. During the 1970’s 
normalisation, as described by Wolfensburger (1972), was the main guiding philosophy in all services. 
Normalisation was the philosophy upon which much service planning and evaluation was based, from 
the 1970s through to the 1990s.  Residential and support services gradually developed to reflect the 
principles of normalisation, social and community integration and social role valorisation.   
 
An example of normalisation is provided by O’Brien, (1992) to draw out the implications in terms of 
what services should try to achieve or accomplish for users. He identifies five major service 
accomplishments as follows: 
 

1. Ensuring that service users are present in the community by supporting their actual presence 
in the same neighbourhoods, schools, work places and other areas as ordinary citizens 

2. Ensuring that service users are supported in making choices about their lives by encouraging 
people to understand their situation, the options they face and to act in their own interest 
both in small everyday matters and in such important issues as who to live with and what type 
of work to do 

3. Developing the competence of the service users by developing skills and attributes that are 
functional and meaningful in natural community environments and relationships, i.e. skills and 
attributes which significantly decrease a person’s dependency or develop personal 
characteristics that other people value 

4. Enhancing the respect afforded to service users by developing and maintaining positive 
reputation for people who use the service by ensuring that the choice of activities, locations, 
forms of dress and use of language promote the perception of people with disabilities as 
developing citizens 

5. Ensuring that service users participate in the life of the community by supporting people’s 
natural relationships with their families, neighbours and co-workers and, when necessary, 
widening each individual’s network of personal relationships to include n increasing number of 
people 

 
ACTION POINT 
 
A range of respite services need to be further developed so carers (i.e. families or those 
appointed in loco parentis in relation to the client) may access these facilities on a regular 
basis.  Assessment, crisis intervention and other specialist services such as those for the 
older person, dual diagnosis, behavioural support, activation and employment services 
need to be developed. These developments need to occur as a central component of a 
community based nursing service which operates over a 24hr period.  In this context 
therefore:- 
 
1. The range of competencies deriving from the training provided to an RMHN provides a 

cost effective professional service that supports their service delivery role and where 
appropriate their management role 

2. Full nursing care by RMHN’s is best provided as is dictated by client need 
3. That service providers, as a matter of urgency, take appropriate actions to fully meet 

the future needs for respite and other care requirements as identified by the NIDD 
 
ACTION POINT 
  
It is acknowledged that the RMHN at Clinical Nurse Specialist level has the competencies 
to provide higher level of professional support systems to clients, health care practitioners 
and other services professionals.  
 
ACTION POINT 
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Collaborative partnerships with other healthcare professionals in primary health care are 
essential in order to develop a shared understanding of each other’s role and ensure 
integrated service delivery with each service user and their family/carer or those 
appointed in loco parentis. 
 
ACTION POINT 
 
By functioning as a resource person for the primary health care team, the RMHN can, 
when the need arises, use their knowledge of local facilities and services to ensure that 
people with intellectual disability access those appropriate to need.  A comprehensive 
support network comprising multi-disciplinary specialist services should support this 
domiciliary, community based respite or residential service.  It has been agreed that an 
RMHN will be appointed as coordinator of multi-disciplinary teams, where appropriate.  
This role will include liaison with all other services.  The precise grade applicable to the 
role will be determined at service level. 
 
ACTION POINT 
 
A Community RMHN should be placed in each community area on a needs basis 
  
It is noted that in the USA the definition of intellectual disability involves “The system bringing into 
play a wide range of factors that include intellectual functioning and adaptive abilities, but place the 
person to a greater extent than in the past in an environmental context. This results in considerable 
attention to the person’s profile and intensity of support needs with reference to “intermittent”, 
“limited”, “extensive” and “pervasive” support.(AAMR 2002)  The implications of this approach for 
service architecture and delivery remains to unfold in an Irish context. 
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The RMHN Qualification 
 
The Nurses Act 1985 defines in s2 a "nurse" means a woman or a man whose name is entered in the 
register and includes a midwife and "nursing" includes "midwifery" and in s28 (1) “The Board shall, in 
accordance with rules, register in the register every person who satisfies the Board that he complies 
with the prescribed conditions for registration.”  This definition is restated in the Mental Health Act 
2001 where in s2 (1) "registered nurse" means a person whose name is entered in the register of 
nurses maintained by An Board Altranais under section 27 of the Nurses Act, 1985.  In the legislative 
context the Mental Health Act 2001 defines in s3 (2) "significant intellectual disability means a state of 
arrested or incomplete development of mind of a person which includes significant impairment of 
intelligence and social functioning and abnormally aggressive or seriously irresponsible conduct on the 
part of the person.” 
 
 
ACTION POINT 
 
Accurate information on the numbers of persons with a RMHN qualification were difficult 
to ascertain and necessitated a special survey of all agencies as the available data 
maintained by the statutory registration body and the employers did not correlate.  
Accurate, consistent and cogent information is a prerequisite for manpower planning and 
development at national and local level.  This will necessitate the completion of a national 
survey by an appropriate agency that, inter alia, ascertains the actual RMHN numbers at 
work, the reasons why people are not currently using their professional training as an 
RMHN, opportunities for re-entering the workforce and the title of jobs undertaken by 
those qualified but not practicing as an RMHN. 
 
ACTION POINT 
 
It is agreed that immediate steps should be taken to pursue an aggressive back to work 
campaign to target those RMHN’s currently registered but not practising in the field.  This 
represents a value for money measure. 
 
The first course in RMHN was established in 1959 and the original syllabus “originated from a medical 
and general nurse model.”4  Revision of this syllabus initiated by An Bord Altranais began in 1965 but 
was not completed until 1972 and when presented to the Mental Handicap Nursing Committee of An 
Bord Altranais, it was rejected.  A new committee established in 1973 followed through on the review 
and a revised syllabus was introduced in 1978.  A further revision of the syllabus began in 1989 and a 
revised syllabus was introduced in 1992.  An update and review in the syllabus for intellectual disability 
nurse training which was completed in November 2000, as part of the requirements and standards for 
nurse educational programmes based on third level institutes.  
 
Information on a career as an RMHN detailed by the An Bord Altranais web site identifies that the 
programme in mental handicap nursing equips the student to provide stimulation, emotional support, 
and nursing care for persons with a mental handicap, of all ages and abilities, in all settings - 
residential and community. It emphasises the importance of working with other professionals, as well 
as family members, in planning and implementing the therapeutic programme of care, to ensure that 
each person receives appropriate assistance and direction in providing for needs that cannot be met 
independently and in developing greater independence.  
 
The programme of nurse education and training within the field of mental handicap is based on a 
philosophy that recognises and accepts that persons with a mental handicap have the same rights and 
human values as anyone else in society. It contains the essential elements that facilitate the 
development of professional knowledge, skills and attitudes that are necessary to meet the specific 
needs of all groups of people with a mental handicap.  
                                                
4 Submission from Nurse Teachers Group to Working Group on the role of the RMHN 1995 P31 
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The theoretical instruction component devotes two-thirds of the time to Nursing Studies, one-sixth to 
Biological Sciences and one-sixth to Social Sciences.  Clinical Instruction comprises a variety of 
placements including:- 
 

• Education and Development of the Child (including a balance of caring and developmental 
experiences across a variety of generic and specialist settings)  

• Education and Development of the Adult (including a balance of experiences e.g. training, 
work, activation and living areas)  

• Disorders of Human Behaviour (including a balance of settings specialising in the care of 
persons with disorders of human behaviour including those with mental handicap)  

• Acute Nursing (including a balance of settings specialising in the care of persons with acute 
nursing needs including those with mental handicap who have physical handicap/illness)  

• Specialist Areas (including a balance of experiences in specialist areas e.g. physiotherapy, 
communication, speech and language, and physical education)   

 
Training to acquire the RMHN is now based in the following higher education centres:- 
 

Dublin City University  Dundalk Institute of Technology 
University College Cork Letterkenny Institute of Technology 
Trinity College Dublin St Angela's College NUI Sligo 
University of Limerick Waterford Institute of Technology 

 
ACTION POINT 
 
It is agreed that the RMHN qualification is the preferred requirement for entry into a 
nursing post in the ID sector.  This will be further considered in the Strategic Review of 
the ID Sector provided for in Sustaining Progress. 
 
ACTION POINT  
 
Subsequent to initial registration, opportunities for further nursing education in areas 
such as communication and language skills, behaviour modification, palliative care, 
dementia related care, and others as listed by the Commission on Nursing and the 
proposed Framework Document provide opportunities that can be developed and made 
available by the Centres for Nurse Education in consultation with key partners. 
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Current RMHN syllabus 
 
The current Syllabus/Indicative Content for the Mental Handicap Nurse Registration Education 
Programme (5) is founded on “The philosophy of care of a person with a mental handicap (intellectual 
disability) contains a number of implicit principles, which embrace the concept that they have the 
same rights and, in so far as possible, the same responsibilities as other members of society. They 
have a right and a need to live within the community like other people and they have a right to receive 
those services necessary to meet their specialised and changing needs. They should receive, if and 
when necessary, professional assistance and services which will allow recognition, development and 
expression of the individuality of each person.  
 
The syllabus allows scope for the continuing development of subject matter and for the extension of 
new knowledge to accommodate emerging trends in intellectual disability. It is divided into four areas: 
nursing and professional development; person-centred care; health sciences and applied nursing 
principles; and nursing, sociology, law and the environment. Information technology, life-course 
planning, disability, society and barriers to inclusion, assistive technology, and research-based nursing 
practice are all new aspects of the syllabus of intellectual disability nursing in the new millennium. 
These are detailed more fully in Appendix 2. 
 
Analysis and assessment of the philosophical base underpinning the RMHN syllabus and 
its implications for the future role of the RMHN support the views expressed by the 
Commission on Nursing which noted that the role of the mental handicap nurse needed to 
be increasingly defined and specialised to respond to the changes taking place within the 
services and the client population.   
 
The development of specialist and advanced nursing practice is outlined in the Proposed Framework 
for the Development of Clinical Specialism and Advanced Practice in Mental Handicap Nursing.  The 
urgency of demand for specialist posts and services requires that a cohort of appropriately placed and 
qualified specialist nurses are introduced to the system. This is necessary to attract and retain a 
sufficient supply of competent practitioners both now and into the future.   
 
A clinical nurse specialist works in a speciality which is a defined higher level of professional clinical 
support in an area of nursing or midwifery practice that requires application of specially focused 
knowledge and skills, which are both in demand and required to improve the quality of client/patient 
care. The core concepts of the role encompass Clinical focus; Client advocate; Education and training; 
Audit and research; and Consultancy. 
 
A survey of all those in Clinical Nurse Specialist posts noted that 102 such posts were in existence and 
no posts at Advanced Nurse Practitioner level were established.  (Details are outlined in Appendix?) 
 
Percentage of RMHN CNS posts in place at May 2003 
 

Health 
Board 

% 

NAHB 19.6 
SWAHB 15.7 
MWHB 13.7 
MHB 2.9 
NEHB 7.8 
NWHB 3.9 
SEHB 2.9 
SHB 24.5 
WHB 8.8 
Total 100.0 

                                                
5 Nursing a Career for you CAO website 
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ACTION POINT 
 
The lack of CNS posts within the ID sector has been stated as an inhibiting factor in fully 
expanding the clinical career ladder available to the RMHN as envisaged by the 
Commission on Nursing.  In this context it is also agreed, to recommend to the National 
Council for the Professional Development of Nursing and Midwifery, that a review of the 
criteria, leading to the designation of CNS posts, should be immediately undertaken 
having regard to the role of the experienced RMHN.    
 
Completion of this review to enable full roll out of the implications of the process must be 
completed by the end of 2004. 
 
In 2001, the Nursing Policy Division of the Department of Health and Children initiated a nationwide 
consultative process with mental handicap nurses to determine both the specialist and advanced 
nursing roles undertaken. The report6 published in 2002 proposed the following areas for initial 
development of clinical specialisms:- 
 

1. Sensory development 
2. Management of behaviour 
3. Multiple/complex disabilities 
4. Assistive technology 
5. Health promotion 
6. Respite, crisis intervention and 

assessment 
7. Training and employment 
8. Community nurse 
9. Advocacy and activation 

1. Mental health and intellectual 
disability (dual diagnosis) 

2. Communication, speech and 
language development 

3. Developmental education and play 
therapy  

4. Care of the older person 
5. Interpersonal relationships and 

counselling 
6. Palliative care 

 
The National Council for the Professional Development of Nursing and Midwifery noted in their 
definition and core concepts of the clinical nurse or midwife specialist that “Audit of current nursing 
practice and evaluation of improvements in the quality of patient care are essential.  The CNS/CMS 
must keep up to date with current relevant research to ensure evidence based practice and research 
utilisation.  The CNS/CMS must contribute to nursing research, which is relevant to his/her area of 
practice.”7

 
ACTION POINT 
 
CNS posts are approved on the basis, inter alia, they have a dedicated research remit.  It is 
a corollary therefore that CNS post holders will be facilitated in working time to carry out 
the research remit that formed part of the agreed original management submission for the 
post and its subsequent approval by the independent National Council of Professional 
Development and Midwifery.  The paucity of currently published research is of concern – 
with less than twelve publications identified as part of this review.  A Research Strategy 
for Nursing and Midwifery in Ireland was launched in January 2003.  The proposed 
recommendations are a powerful mechanism to develop the core knowledge necessary to 
drive and support nursing and midwifery practice into the future.  The strategy has the 
potential to contribute to the development and maintenance of a culture of excellence in 
nursing and midwifery practice, management, research and education. 
 

                                                
6 Proposed Framework for the development of Clinical Specialism and Advanced Practice in Mental Handicap 
Nursing  DoH&C 2002 
7 Proposed Framework for the development of Clinical Specialism and Advanced Practice in Mental Handicap 
Nursing  DoH&C 2002 
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Advance nurse practitioners are autonomous, experienced practitioners who are competent, 
accountable, and responsible for their own practice. As with the clinical nurse specialist posts the 
Council has developed core concepts related to the role of advanced nurse practitioner. 
 
They are as follows:- 
 

• Autonomy in clinical practice; 
• Professional and clinical leadership; 
• Expert practitioner; and 
• Researcher. 

 
They are experienced in clinical practice and are educated to masters degree level or higher. The post-
graduate programme must be in nursing or an area which is highly relevant to the specialist field of 
practice. Four proposed roles for an Advanced Nurse Practitioner were identified in the Proposed 
Framework for the development of Clinical Specialism and Advanced Practice in Mental Handicap as follows:- 
 

• Care of the Child 
• Care of the Adolescent 
• Care of the Adult 
• Care of the Older Person 

 
It is noted that no approval for any Advanced Nurse Practitioner post existed and indeed no service 
was identified as having an active agenda for such a development.   
 
ACTION POINT 
 
Employers’ service plans must contain proposals for the development of ANP posts as 
identified in the “Proposed Framework for the development of Clinical Specialism and 
Advanced Practice in Mental Handicap Nursing  DoH&C 2002” by 2004 
 
Considerable opportunities exist for the development of the specialisms at CNS and ANP levels as was 
identified in the Commission on Nursing viz  
 

1. “There is a need to develop educational programmes to underpin the role of clinical nurse 
specialists in mental handicap services. Mental handicap will have a distinct identity within 
third-level institutes following the transition to the degree programme. Third-level institutes 
working in close collaboration with health service providers and the National Council should 
develop courses to underpin the enhancement of mental handicap services in the community” 

8 
 

2. “The Commission also sees the potential for the development of advanced nurse practitioners 
in mental handicap nursing which will greatly enhance the delivery of services in the 
community and in residential care. These advanced practitioners would be educated to 
masters degree level, would practice an expanded nursing role, making professionally 
autonomous decisions and taking sole responsibility within agreed protocols.” 9 

 
The RMHN is considered to be particularly well placed through their qualification to provide and further 
develop these services to enable people with an intellectual disability to achieve their full potential.   
 
ACTION POINT 
 
Additional competencies required of the post registration RMHN for specialist and 
advanced nurse practice were identified as being in the areas of:- 
 

1. Sensory development 

                                                
8 Commission on Nursing para 8.41 
9 Commission on Nursing para 8.42 
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2. Management of behaviour 
3. Multiple and complex disabilities 
4. Assistive technology 
5. Health promotion/screening 
6. Respite assessment and intervention 
7. Training and employment 
8. Community nursing 
9. Palliative care 
10. Mental health and intellectual disability 
11. Advocacy and activation 
12. Communication, speech and language 
13. Developmental education 
14. Care of the older person 
15. Interpersonal relationships and counselling  
16. Early intervention. 
17. Primary Care 
18. Multiculturalism  

 
RMHNs may access any of the above modules to enhance their skills. 

 
ACTION POINT 
 
It is essential that the educational capacity to deliver and/or facilitate the delivery of 
post-registration educational courses to RMHN’s is put in place within an agreed time 
frame and this requires the development of accredited modules that are delivered to 
validated national standards through e learning, distance learning and flexible modular 
options before the end of 2004. 
 
ACTION POINT 
 
Opportunities for the RMHN to acquire other nursing qualifications e.g. RPN or RGN are 
few and difficult to access – the potential for additional programmes to acquire such skills 
or vice versa presents opportunities to the developing third level schools of nursing.  This 
process also presents opportunities to interest other third level graduates to enter the 
profession.  It is agreed that early discussions should take place between the parties to 
bring this action to fruition.   
 
ACTION POINT 
 
It is agreed that accredited post-registration education should be developed as a matter 
of urgency to allow other nursing disciplines working in ID services to acquire an RMHN 
qualification.  It is further agreed that early discussions should take place between the 
parties to bring this action to fruition.   
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The RMHN role in a service context 
 
In the international context the ICN definition of nursing is that “Nursing encompasses autonomous 
and collaborative care of individuals of all ages, families, groups and communities, sick or well and in 
all settings. Nursing includes the promotion of health, prevention of illness, and the care of ill, disabled 
and dying people. Advocacy, promotion of a safe environment, research, participation in shaping 
health policy and in patient and health systems management, and education are also key nursing 
roles.” 
 
The Commission on Nursing also noted the age span, diversity of location and settings within which 
the RMHN role was undertaken and/or delivered “Services for people with a mental handicap (also 
referred to as intellectual disability) have evolved in recent years with a greater emphasis on 
integration at school, work and in the community. The mental handicap nurse works with all age 
ranges and all levels of handicap including persons with mild, moderate, severe, profound and multiple 
handicaps. The age range includes an increasing population of senior citizens. A wide range of 
services, are provided, such as:- 
 

1. Day care including assessments, early intervention services, pre-school, special education 
2. Development 
3. Residential and respite care, which is inclusive of community group houses and local centres;  
4. Vocational training, sheltered and supported employment” 10 

Ireland 
 
 “The emphasis of care in the mental handicap services is helping each client attain her or his potential 
as outlined in the report Needs and Abilities (1991). Nurses in this discipline have a diversity of roles, 
on a continuum ranging from intensive physical nursing of persons with a severe degree of handicap, 
to supportive guidance in the management of children, adults and the elderly. Client centred nursing 
services are provided in many settings including developmental day units, respite care, special 
education and development centres, vocational training, adult special care units, long-term training 
units, residential services, including community-based group homes and community support services. 
Mental handicap nurses wish to see an expansion of the range of community services they provide 
with greater emphasis on the delivery of specialist mental handicap nursing care in the family 
home.”11   
 
Two official Irish reports published over the past eight years have considered the role and function of 
the RMHN – these are the Report of the Working Group on the Role of the Mental Handicap Nurse and 
the Commission on Nursing. 
 
“The Working Group considers the definition of Mental Handicap to include “assisting the person with a 
mental handicap and their family to acquire and maintain the necessary skills that would enable the 
person with a mental handicap to lead a life that is as normal as possible, given the persons ability, 
and to do this in a skilful way in an environment that maintains the quality of that would be acceptable 
to all persons.”12  In addition “a prime characteristic of the role is a commitment to working on a 
hands on basis, often for long periods, with clients who may present with complex medical needs and 
personal and social difficulties”13  The span of the role was expressed thus “Nurses who work with 
persons with a mental handicap have a diversity of roles, on a continuum from intensive physical 
nursing of persons with a severe degree of handicap to supportive guidance in the management and 
habilitation of children, adolescents, adults and elderly.  The care of persons with a mental handicap 
forms part of the nursing profession as a whole, yet it is specialised and very different from other 
forms of nursing.”14  The multidisciplinary role was also specifically noted “The Working Group 

                                                
10 Commission on Nursing para 10.2 
11 Commission on Nursing para 8.11 
12 Report of the Working Group on the Role of the Mental Handicap Nurse p9 
13 Report of the Working Group on the Role of the Mental Handicap Nurse p9 
14 Report of the Working Group on the Role of the Mental Handicap Nurse p10 para 4.3 
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considers the RMHN to be an essential and integral element of the multi disciplinary team required to 
deliver the services which persons with a mental handicap require.”15   
 
The Report also noted that “Overall the majority of agencies said the principal reason why a RMHN 
was preferred over other qualified staff was either the holistic approach which they offered in the care 
of persons with a mental handicap or the special training which they had received.”16 
 
 “The Commission, having reflected on the service needs in the mental handicap services, in particular 
as identified in the Annual Report of the National Intellectual Disability Database Committee (1996) 
considered that there was a need to stress the crucial importance of mental handicap nurses to the 
service. Nurses from this discipline provide a range of services across a wide variety of locations to 
meet the particular, complex and difficult needs of their clients. Meeting these needs requires a high 
level of intuitive and perceptual skills which can only be acquired through experience and a dedicated 
education programme. The quality of the service provided to this most vulnerable group of clients, 
who will remain in need of support and care from infancy to late adulthood, is primarily determined by 
the quality of the nursing care. The Commission recognises that mental handicap nurses require 
particular skills and personal qualities distinct from those in other disciplines of nursing.”17 
 
The National Career Centre website states that “Nurses who work with persons with an intellectual 
disability have a diversity of roles, from intensive physical nursing of profoundly handicapped 
individuals to supportive guidance in the management and habilitation of children, adolescents and 
adults. The care of persons with an intellectual disability forms part of the nursing profession as a 
whole, yet it is specialised and very different from other disciplines of nursing.”18 
 
The Commission on Nursing noted that “However, it appears from the consultative process that there 
is a need to further develop mental handicap nursing services to support clients in their home. The 
organisation and management of an enhanced community mental handicap nursing service should be 
encompassed within the existing management structures for the mental handicap services. There is a 
need to enhance the community service; the development of the clinical nurse specialist role within 
mental handicap will offer opportunities for the enhancement of community mental handicap services. 
Working titles for clinical nurse specialist in mental handicap nursing can be agreed between the 
National Council and health service providers when the posts are created.” 19

 
ACTION POINT 
 
Implementing the role of the RMHN in tangible service provision within the community 
and primary care settings remains to be achieved and should form part of the future 
services. 
 
A range of groups have also identified key role characteristics of the RMHN and these key aspects are 
summarised in the following table. 
 

Source Key role characteristics 
Nurse teachers Group  
Mental Handicap (1995) 
 

Working with families. 
Managing and organisation of resources. 
Education and social skills training 
Research, Health Promotion 
Quality Assurance 

An Board Altranais (1996) Control and management of epilepsy. 
Promoting personal safety, prevention of injury. 
Management of persons with superimposed mental disorders. 
Monitoring the effects of medication. 
Alleviating challenging behaviours. 
Promoting health through programmes of personal hygiene and dental care 

Baldwin and Birchenall UK 1993 Clinician, Helper, Counsellor, Advocate, Adviser, Manager, Leader, Teacher, Educator, 

                                                
15 Report of the Working Group on the Role of the Mental Handicap Nurse p11 para 5 
16 Report of the Working Group on the Role of the Mental Handicap Nurse p19 para 7 
17 Commission on Nursing para 10.5 
18 Nursing a Career for you CAO website 
19 Commission on Nursing para 8.40 
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Therapist.  
Rose and Kay (1995) Assessment of Needs/Health Surveillance. 

Enhanced Therapeutic Skills 
Developing personal competence 
Management, Leadership, 
Enhancement of quality service 
Ennoblement and empowerment 
Co-ordination of services 

Scotland 
 
In Scotland the distinct attributes of Learning Disability Nurses were detailed in the “Review of the 
contribution all nurses and midwives make to the care and support of people with learning disabilities” 
was made in Caring for Scotland - The Strategy for Nursing and Midwifery in Scotland (2001). This 
built on the work carried out in “The Same as You? A review of services for people with learning 
disabilities” published a year earlier.  
 
These attributes were detailed as follows:- 
 

1. Have the same core nursing skills as other branches of nursing, obtained during the Common 
Foundation Programmes; 

2. Opt to work and specialise in the area; 
3. Focus on the health and care needs of children and adults with learning disabilities; 
4. Acquire specific knowledge and theory on the needs of children and adults across the whole 

learning disability spectrum; 
5. Have the knowledge and experience to assess and identify needs and plan care for those with 

the most complex health needs; 
6. Have knowledge or the special health needs of people with learning disabilities; 
7. Have the knowledge and skills to work individually or with groups across the learning disability 

spectrum to improve health and wellbeing; 
8. Actively engage people with learning disabilities, their families and care workers in promoting 

health and planning and delivering health care; 
9. Co-ordinate care pathways for people with learning disabilities through the health and social 

care systems; 
10. Advise, educate and support others about the health and nursing needs of children and adults 

with learning disabilities; 
11. Act as advocates for people with learning disabilities, and encourage their own self-advocacy; 
12. Meet the requirements for Fitness for Practice and are professionally accountable and 

responsible for their nursing practice; 
13. Have flexible, transferable and portable skills that can be used in a range of settings. 

 
They practice within a health and nursing model, as opposed to a medical model, with the focus on 
promoting and improving health in its widest sense. They are health promoters and health enablers, 
drawing on their knowledge and skills of the needs of children and adults with learning disabilities to 
promote wellbeing and enable and support social inclusion.  They are playing an increasing role in the 
education and support of primary and secondary care colleagues and care workers in meeting the 
everyday health needs of people with learning disabilities, however some children and adults have 
health needs beyond those which can be met by generalist services. Learning Disability Nurses are 
supporting, coordinating and providing specialist health services for those with the most complex 
needs, most commonly within the context of Community Learning Disability Teams (CLDTs). 
Community Learning Disability Teams CLDTs are multi-professional, and usually consist of community 
learning disability nurses, social workers, clinical psychologists, psychiatrists and therapists. They have 
been developed in many areas of Scotland. The teams are focused at present on providing specialist 
services. They are most commonly part of primary care trusts, but different structural models are used 
throughout Scotland.  Learning Disability Nurses in community settings tend to work within the CLDT 
structure, but alternative models of care delivery are developing. The future focus will be on 
determining the most appropriate models that meet the defined needs of local populations and make 
the most effective use of resources and skills. 
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England  
 
Research commissioned by the English National Board for Nursing, Midwifery and Health Visiting (ENB) 
from July 1998 until July 2000 designed to:- 
 

1. Analyse the discrete role of the learning disability nurse within the multi-professional and 
multi-agency team in a range of care settings; 

2. Assess the effectiveness of educational outcomes in professional practice in relationship to the 
perceived needs of service users and carers and the roles and activities of nurses within multi-
professional, multi-agency teams 

 
provides a service based perspective on the role and function as operated within a multidisciplinary 
environment.20   
 
The main findings were:- 
 
The changing role of learning disability nurses.  In which nurses accepted that there has been a major 
reconceptualisation and restructuring of their field of practice in recent years. These included changes 
in terminology and values to take account of what service users wanted – people with learning 
disabilities had more choice, more rights, more  dignity and more privacy; policy changes, principally in 
government policy, especially the shift from custodial care within institutions to more personalised care 
in the community; roles with most respondents acknowledging that the changes in policy and location 
of care had entailed a major impact on the nature of learning disability nursing. Nurses identified two 
contradictory trends: a greater emphasis on the learning disability nurse as a manager and at the 
same time a greater diversity of roles performed by learning disability nurses providing specialist 
support for people with learning disabilities and their families.  
 
The authors concluded that “Our study of nursing practice in multi-disciplinary teams indicated that 
nurses and other professional members of the MDT appeared willing and able to acknowledge each 
other’s standing and skill. Four distinctive components of the nurses’ role were acknowledged:- 
 

• Direct care – Learning disability nurses were acknowledged to have unique knowledge and 
skills in providing care and support for people with learning disabilities; 

• Management and administration – While other professionals acknowledged the contribution 
that nurses made to management of services, nurses themselves made little reference to the 
contribution they could make to the management of services; 

• Liaison work – Learning disability nurses accepted that other professionals had specialist 
knowledge about aspects of learning disability but emphasised their overall and integrated 
knowledge; 

• Education – A source of expertise All multidisciplinary team members considered that the 
knowledge and expertise learning disability nurses had developed about people with learning 
disabilities enabled them to provide advice to other professionals.   

New Zealand 
 
The New Zealand Report of the Ministerial Taskforce on Nursing in 1998 described the profession as 
“Nursing is a combination of many elements: knowledge, styles and models of care, professional 
codes, clinical skills and attitude. Central to nursing is the client relationship which emphasises 
continuity of services and care, and provides monitoring and evaluation of all health-care components 
for that client. Nurses are a continuing presence across the whole spectrum of a client’s care, whereas 
other more specialist health professionals may deal with only specific aspects of that person’s care.  In 

                                                
20Research  Highlights, 47, April 2001 Andy Alaszewski, Professor of Health Studies, Bob Gates, Senior Lecturer 
in Learning Disabilities and Director of the East Yorkshire Learning  Disability Institute, Elaine Motherby, Research 
Assistant, Jill Manthorpe, Senior Lecturer in Community Care, Sam Ayer, Senior Tutor in Learning Disabilities 
University of Hull  
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everyday practice, nurses provide a unique contribution to care outcomes through their presence and 
thoughtful assessment, planning, implementation and evaluation activities which are focused on the 24 
hour experience of patients and their families.  Nurses work in collaboration with medical practitioners 
and other health professionals as part of health-care teams, and they also offer services and skills that 
complement these other professionals. While nursing is most frequently practised as a collaborative 
activity, it is a separate profession with its own body of knowledge.” 

Australia 
 
While those with the Mental Retardation Nursing and Degree qualifications have been shown to be 
critical to the disability and generic service system, the reduction of their numbers and concurrent 
“deprofessionalisation” of workers in the disability sector has resulted in a significant loss of 
opportunities for people with an intellectual disability.21

 
ACTION POINT 
 
Drawing on the information contained in this Report an agreed vision of the role of the 
RMHN will be developed and clearly articulated within and without the profession to all 
parties and is an essential element of ensuring the collaborative partnerships work to 
benefit of the service user, their families and all service providers 
 
ACTION POINT 
 
It is agreed that a DVD/Video should be commissioned to give an in-depth insight into the 
role of the mental handicap nurse and the opportunities within the profession to both 
professionals and the wider community in an effort to both attract people into the 
profession and enhance its profile. 

                                                
21 Paper prepared for Scottish Nursing and Midwifery Review Service delivery to people with an intellectual 
disability in Victoria and AustraliaPrepared By:Associate Professor Robert Davis, MBBS, FRACGP, GDEB, Centre 
for Developmental Disability Health Victoria, Monash University s Alex Phillips, RMRN, B.App.Sci.(Intellectual 
Disability), B.App.Sci.(Disability) (Hons), Centre for Developmental Disability Health Victoria, Monash University Dr 
Karen Nankervis, RMRN, RPN, B.Ed, PhD, Department of Psychology and Disability Studies, RMIT University 
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Developments within other professions 
 
In the broader context, the Labour Court issued Recommendation 15515 in which it recommended the 
establishment of an Expert Review Group to examine and report on issues affecting ten professional 
groups in the health and social care sector including that of child care worker, i.e. the grades 
previously referred to as Houseparent, Assistant Houseparent and Trainee Houseparent.  This expert 
group concluded that the roles of Houseparent, Assistant Houseparent and Trainee Houseparent 
should be developed to professional status. 
 
This in turn led to the establishment of the Joint Committee on Social Care Professionals which, inter 
alia, having examined the matter agreed the following working definition of the Social Care 
profession:- 
 
‘Social Care is the professional provision of care, protection, support, welfare and advocacy for 
vulnerable or dependent clients, individually or in groups. This is achieved through the planning and 
evaluation of individualised and group programmes of care, which are based on needs, identified in 
consultation with the client and delivered through day-to-day shared life experiences. All interventions 
are based on established best practice and in-depth knowledge of life-span development’. 
 

                                               

Significant work is in progress to bring forward a Bill in the latter part of 2003 that will introduce 
statutory registration for initially for some thirteen professions, including the Social Care Professional 
and the Special Working Group understands that it will be the function of the Statutory Body, under 
the future statutory registration provisions, to determine the definition/role/qualifications of the Social 
Care profession. 
 
In the context of the effective utilisation of the professional skills of Nurses and Midwives, a Working 
Group, representative of health service employers and nursing unions, was established to address the 
two recommendations of the Commission on Nursing relating to (a) the effective use of the 
professional skills of nurses and midwives and (b) the development of appropriate systems for 
determining nursing staffing levels.  A report documenting the Working Group’s deliberations in 
relation to its first term of reference was published and widely circulated during 2001. The main 
recommendation of the Working Group was that the grade of Health Care Assistant/Maternity Health 
Care Assistant be introduced as a member of the healthcare team to assist, support and report to the 
nursing and midwifery function. The Working Group’s report has been endorsed by the Monitoring 
Committee. 
 
A separate Review Group on Health Service Care Staff was convened during 2001 to establish 
standard criteria for the education and training of care assistants, as recommended by the Commission 
on Nursing. This Review Group has been informed by the work of the Working Group, including its 
recommendations relating to the education and training of health care assistants. The National Council 
for Vocational Awards (NCVA) training programme for health care assistants commenced on a pilot 
basis at a number of sites throughout the country in Autumn 2001.22   This pilot is the subject of an 
external evaluation that is currently in progress. 
 
Notwithstanding these identified contextual issues the Working Party notes that they do not detract 
from the Commission on Nursing (para 5.21) view clearly detailing the wish to retain the distinct 
identity of the three disciplines to ensure the competence of nurses to work in these areas on 
registration, particularly in the areas of mental handicap and mental health. The Commission was of 
the view that retaining the distinct identity of mental handicap and psychiatric nursing was essential, in 
order to continue to attract student nurses to these crucial areas of the health service. 
 
Thus, it is clear there is a strong nation wide evolutionary process occurring that reflects the 
broadening scope of professionalisation across the health and social care professions that will impinge 
on all professions providing professional services to persons with an intellectual disability. 

 
22 Second Annual Progress Report of Monitoring Committee 2001 para 3.8 

August 2003 29



Final Report of the Special Working Group on the Registered Mental Handicap Nurse  

Making the RMHN the Career of Choice 
 
An Bord Altranais Annual Reports 1990-1999 illustrates the number of entrants to mental handicap 
nursing over the last decade and shows that the age distribution is similar to that reflected in other 
divisions of the Register.23   
 
ACTION POINT  
 
Unlike the RGN qualification, the RMHN qualification is not widely recognised at 
international level as a distinct discipline of nursing – the Nursing Policy Division of the 
Department will continue with their efforts and where opportunity affords to lead 
international opinion.  It is agreed that the DOH&C, Nurse Policy Division and staff 
representatives will take immediate and significant steps to enhance the profile of the 
RMHN at international level by liaising with international nursing bodies both professional 
and statutory to achieve wider recognition of the grade.    
 
In 1999, the Government, following consultation between the Department of Health and Children and 
the Nursing Alliance of Trade Unions, agreed to increase the number of pre-registration nurse training 
places to 1,500 for the years 2000, 2001, and 2002.  In 2003 the number of training places is 1,640. 
 
 “The Commission considers that there is a need to promote the distinct identity and unique working 
environment of mental handicap nursing and recommends that the Board develop a strategy, in 
consultation with nurse educators, mental handicap nurses and service providers, to promote mental 
handicap nursing as a career.”24 
 
A second consideration in relation to recruitment is prompted by the Report of the Commission on 
Nursing recommendation in relation pre-registration nurse education. The Commission recommended 
the establishment of a four-year undergraduate programme with students remaining supernumerary to 
the health service agency for the first three years. This represents a profound change in the nursing 
educational system.”25 
 
The National Study of Turnover in Nursing and Midwifery identified a mean total turnover rate of 11% 
for RMHN’s.26  A series of recommendations were made related to the recruitment and retention 
issues based on the findings that “from both qualitative and quantitative data relating to reasons for 
leaving that: significant numbers may have been retained if retention strategies promoting greater 
autonomy, professional development, managerial support, or improved professional practice 
environment had been introduced.”27  The “Intent to leave or stay has been identified in both the 
literature and in the present study as the best predictor of turnover behaviour.”28  
 
“Understanding nursing shortages has always been difficult, principally due to the multiplicity of factors 
contributing to the phenomenon. The literature indicates that staff turnover is a complex multistage 
phenomenon involving attitudinal, decisional, and behavioural components. Despite many decades of 
research involving a number of different disciplines, complex statistical modelling and much replication 
of studies, the turnover process still remains incompletely understood. Furthermore, there is sparse 
information on turnover in nursing in Ireland…..”29 
ACTION POINT 
 

                                                
23 An Bord Altranais Proceedings Current Issues in Mental Handicap Nursing Thursday, 14 September 2000 SKILL 
MIX By Siobhan O’Halloran 
24 Commission on Nursing para 10.6 
25 An Bord Altranais Proceedings Current Issues in Mental Handicap Nursing Thursday, 14 September 2000 SKILL 
MIX By Siobhan O’Halloran 
26 The National Study of Turnover in Nursing and Midwifery July 2002 p58 
27 The National Study of Turnover in Nursing and Midwifery July 2002 para 6.3 
28 The National Study of Turnover in Nursing and Midwifery July 2002 para 6.3 
29 The National Study of Turnover in Nursing and Midwifery July 2002 para 1.5 
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It is agreed that there is a requirement for a continuous supply of RMHN student places 
and these must be maintained at a minimum of 240 places.  The current sponsorship 
programme will be subject to review, by all the parties, if there is insufficient demand for 
the student places. 
 
ACTION POINT 
 
Development of manpower analyses and profiles to support the promotion of the RMHN as 
a career option - supported by involvement with second level students, site visits, the 
synergies deriving from the Special Olympics are significant promotional avenues for the 
profession.  It is also agreed that in order to promote the RMHN as a career of choice the 
following will be undertaken jointly by the Nursing Careers centre, DOHC, Institutes of 
Higher Education and Service providers:- 
 

 Open days and road shows involving second level schools. 
 Target second level schools to attract transition year work placements. 
 Develop links with national career guidance teacher network. 
 Develop strategies to capitalise on the synergies deriving from the Special 

Olympic Games. 
 
“While pay has consistently featured in the turnover literature, relationships with actual turnover have 
been inconclusive. Moreover, Bloom et al., (1992) point out that while extrinsic rewards such as pay 
feature strongly in models of turnover in the economics literature, professional incentives and 
structures were more likely to be considered in models that involve the social organisation of work.  
Related to the concept of pay in the turnover arena is the issue of distributive justice. Price and 
Mueller (1981p.17), cite Homans’ (1961) definition of distributive justice as ‘‘the degree to which 
rewards and punishments are related to performance inputs into the organisation’’. The authors 
suggest that when distributive justice is high, nurses who work hardest receive greater rewards and 
conversely, nurses who ‘‘only put in their time’’ receive fewer rewards (p. 17). According to Price and 
Mueller (1990) and Blegen (1993), salary alone is less significant in the formation of nurses attitudes 
towards their work than is their perceptions as to whether or not they are receiving a fair level of pay 
for their efforts.”  It is noted that all RMHNs’ do not consider that they are receiving a fair level of pay 
for their efforts and the responsibilities they believe are unique to their roles, accountabilities and 
professional regulation compared to other staff who are not currently subject to statutory registration.” 
30 
 
“A number of aspects concerning the work environment have also been implicated in various ways in 
the turnover process. These include instrumental communication, professional latitude and autonomy, 
quality of work-life, relationship with one’s supervisor, routine, perceived status and job content. For 
example, Price and Muller (1981) demonstrated that increased instrumental communication results in 
higher job satisfaction, which in turn increases the likelihood that the employee will stay in their 
current employment. Other writers have shown how variables such as lack of autonomy and 
professional latitude, autocratic leadership style, worker’s non-involvement in decision making and lack 
of managerial support, are related to poor job satisfaction, often culminating in turnover (Hemingway 
and Smith, 1999; Irvine and Evans, 1995; Helmer and McKnight, 1989; Price and Mueller, 1981).”  
Indeed, research consistently demonstrates that significant numbers of nurses leave their jobs 
because they are dissatisfied with some aspect of their work and not because they are attracted by 
some alternative employment (Audit Commission, 1997).  The Action Plan for People Management, 
which was launched in November 2002, is a detailed action plan for people management in the health 
service to provide a clear roadmap for action in the area of Human Resources over the next 5 to 7 
years.” 31 
 
ACTION POINT 
 

                                                
30 The National Study of Turnover in Nursing and Midwifery July 2002  
31 The National Study of Turnover in Nursing and Midwifery July 2002  
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Providing a dynamic career structure – both clinical and managerial – through which the 
RMHN can progress, having regard to service need and agreed principles presents 
opportunities to strengthen retention of RMHN’s within the profession. 
 
“Indeed, job dissatisfaction is perhaps the most significant reason why nurses leave employment (Lum 
et al., 1998). The authors point to a number of turnover studies which propose that turnover is a 
psychological response to one’s work situation and that job satisfaction is the most frequently studied 
psychological variable in this ‘‘satisfaction-turnover relationship’’ (p. 308). This view is supported by 
other research including Tovey and Adams (1999), who from an analysis of the reported sources of 
job satisfaction experienced by nurses (n?130) in acute NHS hospital wards during the early 1990’s, 
found that the key sources of dissatisfaction for nurses relate to organisational issues at both local and 
national levels. These included dissatisfaction with some working relationships (particularly those with 
management), lack of staff, professional concerns about poor standards of care and most of all, 
external work pressure.  It is notable that in the education services provided to those age between 4/6 
and 18 years of age that the teaching model as operated by the Dept of Education and Science 
excludes the nursing role per se and in so doing has occasioned some very trenchant parent led 
disputes with service providers in which the health needs of the service users have been strongly 
promoted.” 32 
 
“Perhaps the single most reliable predictor of actual turnover however, is the employees behavioural 
intention to stay or to leave the organisation. This is the individual’s own appraisal of the probability 
that they will permanently leave their employment in the near future (Vandenberg and Nelson, 1999).  
Repeated studies have demonstrated that behavioural intent is the most direct and immediate 
antecedent of overt behaviour (Price and Mueller, 1981; Hom, Katerberg and Hulin, 1979; Mobley, 
Horner and Hollingsworth, 1978; Fishbein and Azgen, 1975).” 33  
 
In recognition of the issues that are pertinent to the career retention issues for the RMHN grade the 
following action points were agreed. 
 
ACTION POINT 
 
It is agreed that the RMHN syllabus and curriculum of education is unique in its 
application to meeting the needs of people with intellectual disability. 
 
ACTION POINT 
 
It is agreed that all RMHNs must have a formalised professional relationship with a senior 
nurse.  Where this may not be practicably possible the NMPDU/ABA will be responsible for 
facilitating such a professional relationship.  In clinical situations where clarity of best 
practice is required, the individual nurses judgement on his/her scope of practice shall 
determine practice pending a joint review of the situation and the development of an 
agreed policy on the issue. 
 

                                                
32 The National Study of Turnover in Nursing and Midwifery July 2002  
33 The National Study of Turnover in Nursing and Midwifery July 2002 para 1.5 
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General issues 
 
Within the Commission on Nursing noted that “There was a need to respond to changes taking place 
within the service such as the increasing age profile and increasingly complex range of disabilities of 
those with a mental handicap. Submissions referred to the need for nurses to be at the centre of the 
service, responding to these changing needs and suggested that the skills of the mental handicap 
nurse needed to be retained and developed to ensure the on-going development of a quality and 
responsive service. Some mental handicap nurses expressed concern in relation to a lack of 
appreciation of their specialist skills with the increasing employment of general nurses, teachers and 
non-nursing personnel in these services.”34 
 
It is clear that “The past decade has witnessed an upsurge in the number and type of health 
professionals working alongside mental handicap nurses. The relationship between skill mix and 
quality of care requires further exploration.”35  This however has not been undertaken in any 
systematic or sustained manner.  A process outlined by O’Halloran was not found to be in place across 
the service spectrum – “Ideally skill mix should be governed by research based evidence 
demonstrating how skills may best be distributed among health professionals in order to optimise the 
cost effectiveness of health service delivery.  
 
High quality needs assessment based knowledge must underpin the skills and competencies required 
across the skill mix spectrum required by service users. 
  
It is agreed that an implementation group with an independent chair and a nominee from unions and 
management should be established to monitor and report on the implementation of the actions 
 

 

 
 
 
 
 

                                                
34 Commission on Nursing para 10.3 
35 An Bord Altranais Proceedings Current Issues in Mental Handicap Nursing Thursday, 14 September 2000 SKILL 
MIX By Siobhan O’ Halloran 

August 2003 33



Final Report of the Special Working Group on the Registered Mental Handicap Nurse  

Appendix 1 – Site Visits 
 

Location RMHN in role qua RMHN House Parent Care Assistant RMHN 
employed in 

HP role 
Sister`s of La 
Sagesse 
Services, 
Cregg House, 
Sligo. 
 

School Nurse only - 
RMHN 

Only 1 employed 
in centre are 

employed in the 
community 

houses 

In centre No 

St. Vincent`s 
Centre, 
Lisnagry, 
Limerick. 

School Nurse only in 
centre Use RGN and have 

Philipine nurses 

Use in community 
houses 

In centre No 

John Paul 2 
Centre, 
Ballybane, 
Galway. 

Former School of Nursing Use in community 
houses 

In centre No 

Rosedale and 
Fairlands DEC, 
Galway. 

RMHN seen as educator Use in community 
houses 

In centre Yes 

Brother’s of 
Charity 
Services, 
Bawnmore, 
Limerick. 

Nurse school Use in community 
houses 

In centre  

Cope 
Foundation, 
Cork. 

School of Nursing in 
centre Use RGN and have 

Philipine nurses 

Yes No No 

St. Josephs 
Intellectual 
Disability 
Service, St. 
Ita`s Hospital, 
Portrane, Co. 
Dublin. 

Yes No Yes No 

St. Michael`s 
House 
Services, 
Ballymun, 
Dublin. 

Yes Yes Yes Yes 

Stewart`s 
Hospital, 
Palmerstown, 
Dublin. 

Yes No Yes  

Brother`s of 
Charity 
Services, Lota, 
Cork. 

Yes Yes Yes Yes 

Kare, 
Newbridge, Co. 
Kildare. 

No Yes Yes Yes 

Cheeverstown 
House 
Services, 
Templeogue, 

Yes Yes Yes Yes 
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Dublin. 
ERHA 
Conference, 
Maynooth. 

N/A N/A N/A N/A 
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Appendix 2 –  RMHN Syllabus 
 
Foundations of Contemporary Nursing  
Historical development of nursing.  
The evolution of the role of the nurse in 
intellectual disability.  
Demographic profile and changing trends in 
care.  
Role of the statutory, regulatory and 
professional nursing bodies.  
 
Nursing Science and Professionalism  
Philosophical and theoretical foundations of 
caring.  
The process of applying a systematic approach 
to nursing care.  
Ethics.  
Conceptual and theoretical models for nursing 
practice.  
Contribution of theorists to nursing.  
Concept of nursing diagnosis.  
Professionalism and the development of 
nursing.  
Professional conduct in relation to 
accountability, confidentiality and personal 
health and safety.  
 
Intellectual Disability Nursing Practice  
The evolution of care for people with learning 
disabilities.  
Philosophy and ethos of caring for people with 
an intellectual disability.  
The scope of practice in intellectual disability 
nursing.  
The relationship between nursing and trans-
disciplinary agencies.  
Process of supporting the family as a primary 
care giver to the person with an intellectual 
disability.  
Principles of supporting, teaching and learning 
for clients and colleagues.  
Specialist and advanced practice within 
intellectual disability nursing.  
 
Evaluation of service provision. 
Nursing Research  
The research process.  
Statistics and analysis.  
The relevance and application of evidence-
based research to nursing practice.  
 
Organisational Management for Nursing 
Practice  
Theories of organisation, management and 
change.  
Organisational structures and management in 
clinical practice.  

Leadership theories, styles and implications for 
nursing practice.  
Personnel issues, including performance 
appraisals, job application and interviews.  
Resource and financial management, including 
quality issues, audits, budgeting and duty 
rosters.  
The process of maintaining health and safety in 
the practice setting.  
Legislation and how it informs nursing 
management and practice.  
Organising and managing mentorship, 
preceptorship and clinical supervision.  
Interpersonal dynamics and workplace 
management.  
Information Technology and the Concept of 
Learning  
Theories of learning and the concept of the 
adult as a lifelong learner.  
Developing nursing knowledge and practice 
through review and reflection.  
Information technology, and its theory and 
application to nursing practice.  
The use of assisted technology and 
innovations to support physical, psychological 
and social independence.  
 
Person - Centred Care  
Person-centred nursing care is based upon the 
principles of equality, maximum participation 
and choice for the individual.  
 
Nursing Individuals with Intellectual 
Disability across the Life-span  
The concept of disability, handicap and 
impairment.  
The epidemiology, aetiology and management 
of associated clinical conditions in intellectual 
disability.  
Growth and developmental patterns of the 
individual across the life-span.  
Meeting the needs of the individual across the 
life-span.  
Activities of daily living and nursing priorities 
and planning across the life-span.  
 
The family and the person with disability 
Family reactions and adaptations, and the 
provision of adequate support systems.  
Advocacy and self-advocacy.  
Speech and language development and modes 
of communication.  
Motor movement management, including 
physiotherapy, physical education, aquatics, 
swimming, remedial movement, occupational 
therapy and rehabilitation.  
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Play as a developmental process and 
therapeutic activity 
Socialisation, social and self help skill 
acquisition.  
Sensory deprivations, their consequence and 
management.  
Working positively with individuals who present 
with behaviours that challenge.  
Developing relationships and issues of 
sexuality.  
Facilitating transition and life course planning 
Occupational and vocational skills, training, 
development and work.  
Leisure and recreational activities which 
facilitate the development and expression 
through the medium of art, craft-work, drama, 
dance, mime, music, puppetry and sporting 
activities.  
The principles, uses and benefits of 
complementary therapies 
 
Intellectual Disability and Mental Health  
Normal versus abnormal behavioural 
responses to life experience and related to 
individuals with learning disabilities.  
Legislation and mental health.  
Nature of mental health problems across the 
life-span and modes of intervention.  
Nursing diagnosis and management specific to 
the mental health needs of individuals across 
the life-span.  
Cognitive, affective and behavioural models of 
intervention.  
Current trends in mental health research and 
legislation applicable to intellectual disability.  
Communication, Interpersonal Skills and 
Therapeutic Relationships  
 
Nursing as a therapeutic-interpersonal 
process 
Interpersonal communication skills.  
Self-awareness exploring the impact of 
personal feelings and values on interactions.  
Pastoral care, the philosophical foundations of 
spiritual well-being, loss and grief, 
bereavement, death and dying.  
Conflict management and group dynamics.  
Communicating with persons with an 
intellectual disability, families, colleagues.  
Communication within the health care 
environment.  
The use and the application of counselling 
skills.  
 
Health Sciences and Applied Nursing 
Principles  
 
Every person with an intellectual disability is 
regarded as an individual whose particular 

physical, psychological and social needs are 
carefully considered.  
 
Nursing Knowledge and Practice  
The principles of practical nursing.  
Management of acute and chronic diseases 
and disorders and associated pathological 
processes.  
Theoretical and practical application of first-aid 
and emergency principles.  
Infection control in nursing practice.  
 
Health and Illness Continuum  
Concepts of health and models and 
approaches to health promotion.  
Personal, environmental, economic, cultural, 
political, social, educational and gender 
influences on health.  
National and international influences on health 
promotion.  
Health promotion, education and teaching in 
nursing practice.  
Using health promotion materials for persons 
with an intellectual disability and their families.  
Trends and predictors of mortality and 
morbidity in persons with intellectual disability 
across the life-span.  
Identifying health needs of individual service 
users and associated groups.  
Public health care from a life-span perspective.  
Management and maintenance of health.  
 
Foundation and Biological Sciences  
Anatomy, physiology and pathophysiology, 
including the structure and function of the body, 
the nature of disease, pathological processes 
and altered body function.  
Applied biology and biochemistry.  
The principles of genetic inheritance.  
Pharmacology as applied to nursing practice.  
Immunology and microbiology.  
 
Nursing, Sociology, Law and Environment  
The person with an intellectual disability 
possesses a unique dignity and potential and 
has a right to take his or her place in society 
and to develop creative and spiritual attributes.  
 
Social Science  
Nature and concept of sociology as a science 
and its application to nursing.  
The inter-relationship between the individual, 
the family and social structures.  
The influence of society on the evolution of 
nursing.  
Disability and society, and barriers to inclusion.  
The sociology of human interaction within 
family and society.  
Psychology of human development and 
behaviour through the stages of life.  
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Concepts of philosophy.  Politics and nursing.  
  
Intellectual Disability, Government Policy 
and Service Delivery  

Intellectual Disability, Society and the Law  
Concept of law and its development.  
Law modalities including common, civil, 
criminal, constitutional, property, tort.  

The Irish health care system.  
The historical development of services for 
people with intellectual disability in Ireland.  Administration of the justice system in Ireland.  

Current legislation within the context of 
intellectual disability.  

National and international models of care.  
The organisation of voluntary and statutory 
service provision incorporating structure, 
function, responsibilities and funding.  

Nursing profession and the law.  
Freedom of information.  
Child protection, society and family support.  The health and social services available to the 

client and family.  Data protection.  
The rights of the individual.  Education for the person with an intellectual 

disability.  Ethical issues and the health care 
environment.  Social role valorisation and normalisation.  
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Appendix 3 – CNS Approved posts 
 
 

Adults with Autistic Spectrum Disorder 1 0.98 
Autistic Spectrum Disorder 1 0.98 
Pre School Disability & Autism 1 0.98 
Early Intervention in Autism 1 0.98 
Mental Health Promotion & Integration 1 0.98 
Assistive Technology 1 0.98 
Mobility & Therapy Programmes 1 0.98 
Challenging Behaviour Nurse  2 1.96 
Behaviour Management 2 1.96 
Behaviour Therapy 15 14.71 
Alternative & Augmentive 
Communications 

2 1.96 

Challenging Behaviour 1 0.98 
School Child With Special needs 1 0.98 
Sensory Integration & Therapeutic 
Programmes 

1 0.98 

Older Person  Learning Disability 1 0.98 
Care of Elderly 1 0.98 
Community Mental Handicap 20 19.61 
Community Mental Health 2 1.96 
Continence Promotion 2 1.96 
Health Promotion & Intervention 2 1.96 
Palliative Care 1 0.98 
Supported Living 1 0.98 
Early Intervention 15 14.71 
Nutrition 1 0.98 
Epilepsy & Health Promotion 1 0.98 
Complementary Therapies 2 1.96 
Creative/Diversional/Recreational Act 10 9.80 
H Promotion & Intervention 2 1.96 
Infection Control 1 0.98 
Personal Development Programmes 3 2.94 
Physical Disability 1 0.98 
Therapeutic Programmes 2 1.96 
Vocational Rehabilitation 2 1.96 
Social & Vocational Rehabilitation 1 0.98 
Total 102 100 
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Appendix 4 – Health Targets for People with an intellectual disability  
 
1999 Health Targets Developed by Physical Health Special Interest Research Group of IASSID 
 

 

• Dental Health should be assessed ideally every six months, or at least annually.  
• Assess hearing and vision at regular intervals throughout life, especially in childhood and older 

age. 
• Assess nutritional status regularly by weighing and measuring height. 
• Prevent and treat chronic constipation. 
• Epilepsy treatment should be kept up to date, with frequent review of anticonvulsant drugs by a 

specialist trained in epilepsy management. 
• Screen for thyroid disease at original assessment and at reasonable intervals thereafter, 

especially in people with Down syndrome. 
• Identify and treat mental health problems. 
• Identify and treat Gastro-oesophageal reflux disease and helico-bacter pyelori infection.  
• Identify and treat osteoporosis, prevent if possible. 
• Review medication at frequent intervals, ideally every three months  
• Ensure full immunisation status, including influenza and pneumococcus for the frail.  
• Provide exercise opportunities.  Ensure moderate exercise for at least 30 minutes per day. 
• Organise and offer regular comprehensive physical assessment and review by a medical 

practitioner. 
• Refer to a genetic clinic any patient without a definitive aetiological diagnosis, and arrange review 

at intervals until diagnosis emerges. 
• Arrange Mammography and Papanicolaou smears as for the general population. 
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Appendix 5 – Research Articles Submitted  

Research Profile of Cope Foundation 1970 – 2000 
1. “Evaluation of Home Support Pilot Scheme for Pre-School Attendees” Daly, M., Jan. 2000 – 

Jan. 2001 
2. “Violence and Aggression – A descriptive study of the effectiveness of a Training Programme 

for Care staff” Drummond, E., May 1996 
3. “Family involvement in Hollyhill” Murphy, R. 
4. “Reduction of Obsessional  Behaviour (using Behavioural Techniques) in an Adolescent Boy 

with Mental Handicap” Mc Carthy, M. Sept. 1988 
5. “Continuing the integration of preschool children with a mild and moderate intellectual 

disability into community pre-schools: Support and Resource requirements.” Burns, D., July 
2001 

6. “Setting up a Hostel in the community for moderately mentally handicapped adolescents, and 
the progress made in the first six months” Student nurses, Cork. 

7. “Parents` Perceptions and experiences of the Early Intervention Services (Birth – 3yrs.) Within 
Cope Foundation” Mc Sweeney, M., August 2002” 

8. “A survey of Problem Behaviour Among the Client Population of Cope Foundation” Desmond, 
M., Fitzgerald, M., Smith, M., Tierney, E. 

9. “A study of changes in Quality of Life following a move from a residential unit to a community 
home for people with a severe learning disability” Casey, L., 23 – 10 - `02. 

10. “A study of changes in the Quality of Life of Adults with a moderate learning disability who 
move from an institutional care setting to a community care setting” Kelly, P., April 1999. 

11. “An evaluation of the quality of life of clients with severe learning disabilities in small group 
homes”. Williams, J., Dalton, C. 

12. “Evaluation of early intervention service provided by a community nurse for children with an 
intellectual disability 0-3yrs.: Consumer and trans-disciplinary team perspectives” Daly, M., 
May 1996. 

13. “Evaluation of the impact of the Certificate in Behaviour Therapy (UCC) on clinical practice 
amongst nurses working in Cope Foundation” Fitzgerald, M. 
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Appendix 6 – Documents Reviewed by Chair 
 

1. The Role of the Registered Mental Handicap Nurse as described by practitioners themselves. 
(Unpublished dissertation April 2001) Declan Patrick Courell. 

2. Report of the Working Group on the Role of the Mental Handicap Nurse 1996 
3. The Role and Function of the Nurse in Mental Handicap Services 
4. A submission from the Nurse Teachers Group, to the Working Group, Nov. 1995. 
5. Submission to the Special Working Group in the Dept. of Health to examine the Role of the 

Registered Mental Handicap Nurse. R.N.M.H. Section, I.N.O. Sept. 1995. 
6. National Study on Turnover in Nursing and Midwifery  July 2002 
7. Professor Geraldine Mc Carthy, Mr Mark P. Tyrrell, Ms. Camille Cronin. 
8. The Nursing and Midwifery Resource.  The Final Report of the Steering Group Towards 

Workforce Planning  July 2002 Dept. of Health and Children. 
9. Quality and Fairness  A Health System for You. Dept. of Health and Children. 
10. Report of the Staffing and Skill mix Review. St. Mary’s, Drumcar.  Nov. 2002 
11. Investigations of Dispute at Day Education Centre, St. Vincent’s Centre, Navan Road. 
12. Report and Recommendations  Phil Flynn  26-11-`02. 
13. National Disability Authority  Overview of the National Standards for Disability Services Pilot.   

January 2003. 
14. Nursing a Career for You. CAO. Web site. 
15. Commission on Nursing.    A Blue Print for the Future  1998 
16. An Bord Altranais  Current issues in Mental Handicap Nursing  Conference 2002 
17. Skill Mix, Siobhan O Halloran. Alzheimer’s Dementia and Downs Syndrome, Mary Mc Carron. 
18. An Bord Altranais  Requirements and Standards for Nurse Registration Education Programmes  

2000 
19. An Bord Altranais  Recording Clinical Practice. Guidance to Nurses and Midwives 
20. An Bord Altranais  The Nurse in the Millennium  1999 
21. Second Annual Report of the Monitoring Committee  2001. 
22. Research Highlights, Forty-Seven, April 2001, Andy Alaszeuski, Prof. Of Health Studies. Bob 

Gates, Senior Lecturer in Learning Disabilities, Director of the East Yorkshire Learning 
Disability Institute. Elaine Motherby, Research Assistant. Jill Monthrope, Senior Lecturer in 
Community Care. Sam Ayer, Senior Tutor in Learning Disabilities, University of Hull. 

23. “Review of the Contribution all Nurses and Midwives make to the care and support of people 
with Learning Disabilities.” Caring for Scotland. The Strategy for Nursing and Midwifery in 
Scotland (2001). 

24. “The same as You?  A review of services for people with learning disabilities “ 2000. 
25. Paper prepared for the Scottish Nursing and Midwifery Review, Service delivery to people with 

an intellectual disability n Victoria and Australia. Prepared by: Associate Professor Robert 
Davis, MBBS, FRACGP,GDEB. Centre for Developmental Disability Health Victoria, Monash 
University Alex Phillips,RMRN, B. App. Sci. (Intellectual Disability), B.App.Sci. 
(Disability)(Hons.), Centre for Developmental Disability Health Victoria, Monash University Dr. 
Karen Nankervis, RNRM, RPN, B.Ed., Phd. Dept. of Psychology and Disability Studies, RMIT 
University. 

26. Standards of Care for Service Providers. Namhi. 
27. Changes in the Professional Role of Nurses in Ireland: 1980-1997  Sarah Ccndel 1998. 
28. Learning Disability Nursing: reflections on history.  D. Mitchell. 1997. 
29. The Specialist Nurse in Mental Handicap  David Sines, 1991. 
30. Continuing the Commitment.  The report of the Learning Disability Nursing Project (UK.) 

Prepared by: Brian Kay, Steven Rose, John Turnbull. 
31. Report of the Joint Committee on Social Care Professionals and I.D. Sector Report July 2000. 
32. Review of the Role of the Nurse in St. Michael’s House.  August,2001. 
33. Report on Nursing Competencies.  Office of Health Management. February 2000. 
34. Sustaining Progress – Social Partnership Agreement 2003 – 2005. 
35. Home Together  Kelleher, Kavanagh & Mc Carthy, 1990. 
36. Towards a Full Life – Government Green Paper, 1984. 
37. Report of the Review Group on Mental Handicap Services, Needs and Abilities, 1990. 
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38. Strategy for Equality – Commission on the Status of People with Disability, 1996. 
39. Enhancing the Partnership,  Department of Health, 1996. 
40. Proposed Framework for the development of Clinical Specialism and Advanced Practice in 

Mental Handicap Nursing  Dept. of Health and Children 2002. 
41. “Assessment of Need” Report on the survey of Parents of Children attending the DEC (St. 

Vincent’s Centre, Navan Road, April 2002). 
42. E.R.H.A. Conference Literature (May 2003): “Where to from Here?” Owen Barr, Practice 

Development, Who’s role is it? The benefits of Specialisation to a service Provider, Liz Mc 
Guinness. Promoting Health, Supporting Inclusion, Michael Brown. Looking into the Future. 
Proposed Framework for the Development of Clinical Specialism and Advanced Practice in 
Mental Handicap Nursing, Mary Mc Ardle & Anna Plunket. 

43. Workshop: The Future Role / Required Competencies RMHN.  May 2003. 
44. New Analysis Confirms Direct Link Between Nurse Staffing and Patient Complications and 

Deaths in Hospitals  May2002, Agency for Healthcare Research and Quality, Rockville, MD. 
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Appendix 7 – Submissions received by the R.M.H.N. Working Group 
 

1. R.M.H.N. Focus Group, N.W.H.B., Cloonamahon, Sligo. 
2. R.M.H.N. Group, St. Vincent’s, Lisnagry, Limerick. 
3. R.M.H.N. Group, Cregg House, Sligo. 
4. Dawn Stewart, R.M.H.N., St. Michael’s House, Dublin. 
5. Siobhan Brennan, C.N.S., St. Michael’s House, Dublin. 
6. Mrs Geraldine Phair and Ms Teresa O’Malley, North Western Health Board. 
7. Cheeverstown House. 
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Appendix 8 – Abbreviations 
 

ABA An Bord Altranais 
ANP Advanced Nurse Practitioner 
CLDT Community Learning Disability Teams 
CNS Clinical Nurse Specialist 
CON Commission on Nursing 
DOHC   Dept. of Health and Children 
HSEA   Health Service Employers Agency 
INO Irish Nurses Organisation 
ID Intellectual Disability 
MDT Multi Disciplinary Team 
NIDD National Intellectual Disability Database 
NMPDU Nursing & Midwifery Planning and Development Unit 
PNA Psychiatric Nurses Association 
RGN Registered General Nurse 
RMHN Registered Mental Handicap Nurse 
RPN Registered Psychiatric Nurse 
SIPTU Service Industrial Professional Trade Union 
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