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Abstract

The ongoing development of generic intellectual disability services in Ireland, driven by a policy of inclusion and normalisation, has posed significant challenges to the interdisciplinary team, with the creation of new frontline carer roles not linked to any particular profession. It is within this context that attention has been focused on the appropriateness of nursing to frontline caring in intellectual disability service provision. The separation of caring and nursing posts that is now evident within many residential services suggests that decisions have already been made regarding the appropriateness of nursing within particular settings. These decisions have, however, been made in the absence of any real attempt to delineate the contribution of nursing to frontline caring in Ireland. This study is the first of its type in Ireland and seeks to set out the unique interventional contribution of nursing and non-nurse caring within frontline intellectual disability services.
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Introduction

For much of its history, service provision to people with intellectual disability in Ireland has been met by state-sponsored voluntary organisations. Whilst many of the longer-established services, in keeping with the practice of segregation, were located away from urban centres, newer services have tended to be driven by a philosophy of inclusion, and have consequently developed in urban areas, with community group home models predominating (Eastern Regional Health Authority 2003).

Despite these developments, the National Intellectual Disability Database (NIDD) indicates that only 7833 (30.7%) people with intellectual disability in Ireland avail of such services, with 3625 (46.3%) of those living in community group homes and 3301 (42.1%) living in residential centres. The remaining 907 people live in other full-time residential settings (Barron and Kelly 2006).

The NIDD further indicates that residential need will increase significantly over the period 2007-2011, with the greatest increase arising in community group home placements (n=1656). In contrast, it is estimated that only 288 further residential centre places will be required over the same period. It is in these residential centres that the majority of intellectual disability nurses appear to be located (Sheerin 2005).
In the light of such developments, the discipline of intellectual disability nursing has come under close examination in the Republic of Ireland. One key question that is being posed is whether or not it is appropriate for a nurse to be the primary care-giver for persons with an intellectual disability within the context of a normalised and holistic model of service (Sheerin 2004). 
Since its inception in the 1960s, the registered intellectual disability nurse (RNID) has been at the front-line of care provision, assisted by non-nursing care staff who typically did not have specialist qualifications. Recent redevelopments in the role of such care staff have, however, resulted in the emergence of a new front-line carer within community residential service provision - the social care worker (Department of Health and Children 2004, Sheerin 2005). These developments have arguably not been met by similar refocusing of intellectual disability nursing on normative community living. Thus, whereas there is a proliferation of front-line carers with non-nursing qualifications within community-based residences, the opposite is now seen in institutional and village-type residences (Sheerin 2005), where the minority of persons with intellectual disability are located (Barron and Kelly 2006). In these settings, nursing remains predominant (Sheerin 2005).

The centralisation of nursing around these residential services, where the service users with the most marked physical, intellectual and behavioural issues tend to be located, challenges intellectual disability nursing to examine the uniqueness of its contribution to front-line care. The nursing diagnosis/intervention/outcome approach that has developed in the USA over the past few decades may provide a structure within which to explore this contribution. This structure is based on the premise that nurses make diagnostic decisions to identify foci for nursing interventions and to achieve outcomes that are related to the employment of those interventions. Any diagnosis, intervention or outcome can be represented as a standardised label which may form the basis for a taxonomy of nursing terms.
Background and Literature Review
The dilemma which Irish intellectual disability nursing has been facing is not a unique one, for it was similarly encountered by British nurses in the 1970s and 1980s, following the release of the Report of the Committee of Enquiry into Mental Handicap Nursing and Care (Jay 1979). This report, which Mitchell (2003) describes as ‘prophetic’, made many recommendations, amongst which was the proposal that learning disability nurse training be discontinued and that all those involved in the provision of residential care be amalgamated into one generic, commonly trained residential care staff. The effect of the report was to stimulate learning disability nurses to examine what their role was so as to be able to argue for the retention of what they considered to be their unique input into the care of people with intellectual disabilities. This was to lead again to a point whereby learning disability nursing was to be restructured as a post-registration course. The decision to retain pre-registration nurse education was made finally in 1994 by the Department of Health, but with the implied caveat that courses of preparation be responsive to the changing service requirements (Department of Health 1994). As a result of this process, the face and direction of learning disability nursing in the United Kingdom was radically changed, with greater emphasis on developing the role of the nurse working in the community setting (Barr 1996). Although this was initially grounded in a revised 1982 syllabus, it was also a reflection of the realisation that, whereas the majority of nurses were working in residential centres, the majority of people with learning disability were located outside of them. It was also a response to the changing character of service provision, which the Report of the Learning Disability Nursing Project (Department of Health 1995) identified as being “now based on the belief that people with learning disabilities should lead an ordinary life in community settings” (p.7).

The Learning Disability Nursing Project attempted to provide some insight into the role of the nurse in this discipline. In doing so, it examined it in relation to the needs of people with learning disability and concluded the learning disability nurses’ role to relate to:

· Assessment of need

· Health surveillance and health promotion

· Developing personal competence

· The use of enhanced therapeutic skills

· Managing and leading teams of staff

· Enhancing quality of support

· Enablement and empowerment

· Co-ordinating services.

Whilst these give some basic direction as to what the role of the nurse in UK learning disability services is seen to be, it must be noted that the report has been criticised for its lack of guidance regarding how this role could be maintained and developed within present and future service provision (Connor 1995 cited in Barr 1996). Further light has been cast on explicating the role of learning disability nurses by, among others, Alaszewski et al (2001), Northway and Jenkins (2003) and Llewellyn and Northway (2007).
This experience of intellectual disability nursing being at a crucial juncture in its history reflects similar experiences with the discipline in yet other countries. In the Netherlands, a distinct discipline of intellectual disability nursing disappeared following the enactment of the Individual Health Care Professions Act (European Commission 2000). Similarly, in Australia, entrance to intellectual disability nursing ceased in 1992, with the Nurses Board of Victoria being the last state board to close the specialist register. The opposite appears to be occurring in the USA, where, in 1995, the Developmental Disabilities Nurses Association commenced providing certification for nurses in developmental disabilities nursing based on experience and examination, and, in 1997, the specialty received recognition by the American Nurses Association (Nehring 2004).

Despite these international developments, however, it has been suggested that the RNID occupies a central, and indeed essential, position in the provision of services to people with intellectual disability in Ireland (Department of Health 1997, Bruton 2003, ERHA 2003). Furthermore, it has been suggested that there is a distinct identity and unique skill complement associated with this nursing specialty such that it must be preserved and promoted (Mitchell 2004, Government of Ireland 1998). Curiously, it has also been noted that the evidence regarding utilisation of nursing skills in Irish intellectual disability services is inadequate (ERHA 2003). 

A search of the professional literature was carried to explore the interventional foci of nursing within intellectual disability care. The CINAHL, Medline and PsycInfo databases were accessed, spanning the period 1982-2005, using the keywords ‘developmental disabilities’, ‘intellectual disabilities’, ‘mental retardation’ and ‘learning disability’ in combination with the term ‘nursing diagnosis’ This yielded only eight relevant papers (Miller et al 1987, Hochberger 1993, Brown and Roth 1994, Gabriel 1994, Mann 1994, Chambers 1998, McCloskey et al 1998, Chambers 2003 and Sheerin 2004). An expanded review of the literature on nursing interventions, however, yielded a wealth of information. It was noted though, that while the nursing literature reveals much data regarding the activities that nurses carry out in respect of the problems and issues that intellectually disabled people present with, the majority of these are associated with physiological, behavioural and safety issues (Sheerin 2005). This is supported by the diagnostic findings of Sheerin (2004) as well as by a survey of organisations representing specialty nursing groups in the U.S.A. (McCloskey et al 1998) in which the Developmental Disabilities Nurses Association identified 30 core interventions that are suggested to define the nature of the specialty. Despite this, however, it is not possible to identify a definitive core of interventions in the professional literature that are unique to intellectual disability nursing. The interventions identified in the literature were employed in the development of the data collection tool.
Research Problem

The absence of any concerted effort to systematically outline the contribution of intellectual disability nursing has led to a situation whereby it may be perceived to have no unique contribution and find itself supplanted by social care workers whose described roles largely match those of existing RNIDs (Department of Health 2004). The question arises: does intellectual disability nursing actually have a unique interventional role? In view of the apparent cross-over between the two groups, it seems prudent to examine the interventional contribution of both nurses and social care staff to front-line caring.

This study, in setting out to answer that question, aims therefore, to describe the contribution of nursing and social care staff to the provision of front-line care in Irish residential services for people with intellectual disability. More specifically, it seeks to identify the care interventions that are uniquely/conjointly employed by either or both groups.

Method
The research question was addressed through the employment of a self-completed survey questionnaire administered across front-line staff in Irish residential intellectual disability services.

A two-stage sampling process was employed in order to obtain a sample that represented the variety of residential intellectual disability services in Ireland, and reflected the breakdown of the two main front-line staff groupings within those services. Inclusion criteria were set that sought to attract the input of nursing staff working in residential settings (label ‘nurses’) as well as that of other staff who are employed for the performance of duties that overlap with those of the registered nurse (label ‘non-nurse care staff’) . 

A structured questionnaire was developed from the analysis of the aforementioned published research, categorising the data to be collected into two main sections: 1) staff variables – gender, age, length of service, qualifications and employment role; and 2) care interventions (Table 1). The care interventions were further categorised in accordance with Alaszewski et al (2001). The questionnaire, which was subjected to a pre-test as well as being examined by three nurse experts for face validity, was administered anonymously.  For each care intervention, the respondents were requested to identify the frequency with which they carried each one.   This was measured using a five-point Likert-type scale, where 1= ‘daily’, 2= ‘weekly’, 3= ‘monthly’, 4= ‘occasionally’ and 5= ‘never’.
Table 1: Care interventions included on questionnaire

	Direct Care Interventions
	

	Planning care

Managing seizures

Managing physical illness

Managing mental illness

Enhancing safety

Assisting clients to control their anger

Managing clients’ behaviour

Providing mental health assistance

Promoting exercise

Administering medications

Keeping medications safe

Assisting in maintaining the home environment

Enhancing communication

Providing spiritual support

Assisting clients with self-care: toileting

Assisting clients with self-care: bathing/hygiene
	Promoting good oral health 

Managing nutritional intake 

Controlling infection spread

Preventing infection

Suctioning clients’ airways

Enhancing sleep

Tube feeding clients

Surveying clients’ skin 

Providing recreation

Enhancing socialisation

Providing humour

Being present to clients

Emotional support

Assisting clients with self-care: dressing/grooming Assisting clients with self-care: feeding

	Management & Administration Interventions
	

	Giving verbal shift report
	Documenting care

	Managing staff - general
	Attending meetings

	Managing staff rosters
	Managing unit/house finances

	Liaison Interventions

	Liaising with multidisciplinary team
	Liaising with external intellectual disability agencies

	Liaising with other external agencies
	Advocating for clients

	Educational Interventions

	Developing personal competencies
	Training staff

	Teaching students
	


A total of 2301 self-completed questionnaires were administered across nursing and non-nurse care staff in 18 residential services, including residential centres and community group homes. The administration of questionnaires was achieved via a management-designated ‘gate-keeper’ within each service. This process, whilst unavoidable, may have affected the potential for maximising response rates. Of the questionnaires distributed, 455 (19.8%) were returned; 292 (64.2%) from nurses and 137 (30.1%) from non-nurse care staff. The remaining 26 (6.4%) did not identify their profession. This reflected a response rate of 19.3% for nursing and 17.5% for non-nursing. 

Of those who responded three staff cohorts were created: 48.6% (n=221) were nurses working in institutional residential units, while 15.6% (n=71) were nurses working in community residential residences and 30.1% (n=137) were non-nursing care staff working, almost entirely, within community residential services. The remaining 5.7% (n=26) of participants did not identify their working location, and were, therefore, excluded from the analysis.

Data collected were input into the Statistical Package for the Social Sciences (SPSS Version 11.0), with descriptive and non-parametric techniques were employed in its analysis. Differences between staff groups’ employment of interventions were analysed through use of the Kruskal-Wallis ANOVA by ranks test with post hoc analysis using the Mann-Whitney test and Holms Stepdown Procedure (Pett 1997). 

Exploratory factor analysis was then employed in order to develop a proposed interventional model of caring in residential intellectual disability. By drawing out the relationships between the employment of particular items, and organising the related items into a number of relatively discreet factors, this provided a basis for further examination of those interventional items and their usage across staff groupings and care settings. This was achieved through the use of the aforementioned non-parametric analyses to explore any differences between the three staff groups in relation to the frequency with which the items within the interventional factors were employed. 

Ethical Considerations

None of the services referred the research proposal to an ethics committee. The reason for this was that such committees were not commonplace within intellectual disability services in the Republic of Ireland until very recently. Decisions on the acceptability and appropriateness of proposed studies were, rather, made by either the Service Director or the Board of Management. All of the participating services agreed that their staff were free to participate or not, and that such participation implied consent.  All data was given anonymously. 
Findings

Conceptualisation of Care Interventions

Data from all three groups was subjected to factor analysis, with Varimax rotation, using SPSS FACTOR on 44 interventional items rated for frequency of use. This allowed for content and construct validity of the interventional component of the questionnaire to be established. A loading of >.55 was applied for items on each factor, a cut-off point that is considered to be appropriate (Comrey and Lee 1992). Suitability of the set of items for analysis was established by computing the Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO). The KMO value of 0.873 confirmed that the correlations were sufficiently large to make factor analysis suitable (De Vaus 2002).
As initial analyses produced a large number of factors with low interventional loadings and little obvious relationship between interventional items within factors.  The analysis was forced into five factors, a decision that was guided by the fact that the five factors accounted for greater than 50% of the variance.  Eleven of the 44 interventions did not load on any factor and none of the items were shown to be complex (loading on more than one factor) at this cut-off point of 0.55. The pattern matrix for the five-factor solution is displayed in Table 2, with interventional items of the factors ordered and grouped according to size of loading. Each factor was subsequently named from the items that loaded most highly onto that factor.

Physical Health Maintenance Factor

The first factor to emerge was termed the Physical Health Maintenance factor, with nine high-loading items. This accounted for nearly 30% of the variance. The first six items, with loadings of greater than .60 related to self-care, and health maintenance. Two of the interventions related to medication management and may also be considered to be associated with health maintenance. The final item related to the shift report, which enables information to be passed on to the staff on the next shift. Whilst this is not an intervention that impinges directly on the client, it does facilitate continuity of care and so may be seen to promote consistency of health management as well as being part of the evaluation role of the nurse.

Psycho-Social Health Maintenance Factor

The second factor, the Psycho-Social Health Maintenance factor, brought together interventions associated with communication, emotional support and psychological integrity, and accounted for 11% of the variance. Whilst the first five of these items were overtly supportive, the last two were interpreted within the context of psycho-social development through social and physical involvement. 

Table 2: The factor matrix for caring roles in intellectual disability services (n=455)
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Management Factor

This third factor described the key interventions that were related to wider management functions and accounted for 7% of the variance. Seven interventions loaded onto this factor and of these six rated greater than .60. The final item that loaded on this factor, attending meetings, is closely related to management, being a forum within which liaisons take place. 

Technical Health Factor

The fourth interventional factor, the Technical Health factor, brought together interventions that related to the employment of specific clinical skills in the management or particular client/environmental issues, and accounted for 5% of the variance. 

Mental Health Maintenance Factor

The final interventional factor addressed two somewhat related foci: mental illness and challenging behaviour. It was difficult to identify an acceptable label for this factor, but, as both could be associated with mental health (Department of Health and Human Services 2001), the label ‘Mental Health Maintenance’ was chosen. This accounted for only 4% of the variance. 

Employment of Care Interventions

Having reduced the number of interventions and restructured them within the factor matrix, it was possible, based on the frequency or employment rating, to count for each respondent the number of interventions within a factor that they undertook on a daily basis.  This gave an indication of the extent to which a set of interventions were employed. For example, a score of 9 on physical health maintenance would indicate that all nine interventions were performed on a daily basis whereas a score of 0 indicated that none were.  This count was repeated for each of the five factors although the maximum score on each varied due to the different number of items on each factor. These are shown in Table 3 along with the median and range scores for each factor, broken down by the three subgroups. 

Table 3: Daily employment of factorial interventions by each of the three staff groups, with median and range scores for each item, and significance of differences between groups.

	
	
	Physical Health 

(n=9)
	Psycho-Social Health

(n=6)
	Management

(n=7)
	Technical Health

(n=5)
	Mental Health

(n=4)

	Nurse (instutution)
	N
	221
	221
	221
	221
	221

	
	Median
	9.00
	6.00
	1.00
	3.00
	3.00

	
	Range
	0.00-9.00
	0.00-6.00
	0.00-7.00
	0.00-5.00
	0.00-4.00

	Nurse (community)
	N
	71
	71
	71
	71
	71

	
	Median
	9.00
	6.00
	1.00
	2.00
	2.00

	
	Range
	0.00-9.00
	0.00-6.00
	0.00-7.00
	0.00-5.00
	0.00-4.00

	Non-Nurse (community)
	N
	137
	137
	137
	137
	137

	
	Median
	8.00
	6.00
	0.00
	1.00
	3.00

	
	Range
	0.00-9.00
	0.00-6.00
	0.00-7.00
	0.00-4.00
	0.00-4.00


Non-parametric analyses of this data indicated significant differences between institution-based nurses and their non-nursing colleagues in the community in all factors apart from mental health. With the exception of the management factor, the same pattern was noted between nurses and non-nurses in the community. Whilst nurses in both settings reported more frequent employment of physical health maintenance and technical health factors than did non-nurses, this was reversed for the psycho-social health maintenance factor, which was more frequently employed by non-nurses 
No significant difference was noted between the two nursing groups in respect of any of the factors. This suggested that there may be a core nursing set of interventions transcending settings, and involving, in particular, physical health and technical health activities. Any demarcation between nursing and non-nursing staff in the community in relation to management and mental health interventions appeared to have disappeared, with similar employment of such interventions reported by both groups. 

Discussion

This study aims to fill an important gap in knowledge regarding nursing practice, by providing evidence regarding the uniqueness, or otherwise, of care interventions in Irish residential intellectual disability services. 
Whilst the findings of this study point to the existence of a nursing skill complement, focused around physical health maintenance and technical interventions, it is clear that many of care interventions are not unique to nursing and are more often shared by nurses and non-nursing care staff. Nonetheless, it is the interpretation and contextualisation of the foci that forms a basis for the practice decisions which determine outcomes and interventions, and this might distinguish nurses from other staff, a point which may form the basis for further study.

Analyses revealed that nurses are more significantly involved with two of the domains - the employment of physical health maintenance and technical health interventions - than are non-nursing care staff; the opposite being true in respect of psycho-social care interventions. This outcome bears some similarities to McCloskey et al’s (1998) listing of developmental disability core interventions (Table 3).

This is the first time that such a study has been performed in respect of intellectual disability nursing in Ireland. The focus on physical and technical issues that has emerged, when considered alongside suggestions that nursing may, in the future, take on more of a coordination role (Sheerin 2005) suggests a potential deviation from the holistic perspective that is grounded in the nurse-client relationship and which has been identified as being central to nursing care in other areas of nursing, such as care of the older person (Berg et al 2005), palliative care (Richardson 2002) and parish nursing (Tuck 2001).

This study represents a significant contribution to the debate on whether or not such specialist nursing should be retained, for it suggests that the unique interventions of the specialist intellectual disability nurse are not dissimilar from those of other nurses in, for example, acute general nursing. Thus, it could be argued that nursing in intellectual disability services is only defined as specialist due to it being associated with a ‘special’ group of people. Such a suggestion is incongruent with the philosophy of inclusion and individualisation that is permeating modern service provision, appearing to confirm the de-individualising classification of people with intellectual disability. The similarity of focus between intellectual disability nursing and other disciplines of nursing also leads to the question as to whether or not a specialism is actually required, or whether generic front-line caring is more appropriate, with the support of generic nurses to support health-care needs. 

It is acknowledged that, whilst every attempt has been made to maintain the rigor of the study, there have been a number of limitations. The employment of a non-probability, convenience sampling approach may be associated with inherent selection biases. The non-availability of a reliable database of front-line carers working in residential intellectual disability services, and the inability of the researcher to obtain direct access to the target population, resulted in the population having to be accessed via a third party. Furthermore, the staff who responded were self-selected. This limited the ability of the findings to be generalised. The findings do, however, provide the basis for further studies to be carried out for the purpose of exploring the uniqueness or shared contribution of front-line staff in intellectual disability care.
This research comes at a time of great change in intellectual disability service provision and of potential change in the structure of Irish nursing itself. The findings of this study may be of importance in providing a basis for understanding the contribution of specialist branches of nursing, such as intellectual disability nursing.

Conclusion

Overall then, it can be concluded on the basis of this study, that interventional caring in intellectual disability services may be a generic entity which transcends professional boundaries and overlaps greatly with the tasks undertaken by non-nursing care staff. Thus, it could be argued that specialised nursing has, with very few exceptions, no specialist interventional complement to add to such caring in residential settings for this population, and that it is no longer relevant to the needs of people with intellectual disability. However, this may need to be tempered by the limitations of the study and by the fact that the interventional items incorporated on the survey tool may have been or such an empiric nature that they did not capture the qualitative nature inherent in the performance of those items. 
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