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Abstract: Aims: A discussion of the treatment of people with an intellectual disability across healthcare and the 
modernisation of learning disability nursing.  

Background: Health inequalities are at the forefront of the collective mind of healthcare professionals and politicians, this 
paper explores why people with an intellectual disability have more health issues, die earlier and sometimes receive poor 
care, leading to unnecessary suffering and importantly, how this may change. Learning disability nursing has long been 
viewed as different and less valued, probably due to dual stigmatisation, or lack of understanding of specialist knowledge 
and skills required. This essential field of nursing is becoming a rare resource in our battle against health inequalities, yet 
internationally it is becoming recognised as crucial.  

Design: Discussion Paper. 

Data Sources: Literature and policy (1971 – 2012). 

Implications for Nursing: All nurses need to recognise their role in meeting the health care needs of people with an 
intellectual disability. Health care managers and commissioners should value the unique contribution of learning 
disability nurse in addressing health inequalities. 

Conclusion: Learning disabled people, their carers and professionals view the role of the learning disability nurse as 
central for effectively identifying and meeting health needs, reducing inequalities and barriers, supporting decisions 
around capacity, consent, best interests and advising and educating professionals. Recommendations for 
commissioning, nursing and services are made. 

Summary Statement: 

Why is this discussion paper needed? 

People with an intellectual disability have shorter life-spans and receive poor healthcare because of the barriers to good 
health developed in societies constructed by and for people without a disability. 

Internationally, the need for learning disability nurses, with their specific knowledge and skills, is being recognised in the 
battle against early and unnecessary deaths because of discrimination and health inequalities. 

Learning disability nurses and ‘Strengthening the Commitment’ lead on improving healthcare for learning disabled 
people and this paper raises the profile of this important health issue. 

What are the key findings? 

This discussion paper explores how most of the poor health experienced by people with an intellectual disability is about 
discriminating healthcare provision and crucially, not because the person has a disability.  

People with an intellectual disability have greater health needs than others and despite this, nonspecific health 
professionals often have scant understanding of their disability and health needs. 

Learning disability nursing as a vital resource has in recent years seen posts reducing in the NHS, with actual and 
commissioned numbers of registered learning disability nurses dropping. 

How should the findings be used to influence policy/practice/education/research? 

People with an intellectual disability and nonspecific staff often feel they are inadequately educated and lack appropriate 
skills for quality healthcare provision for learning disabled people; this has to change. 

Sir Johnathon Michael (2008) recommendation 1 advises that all health professionals be competent in supporting 
learning disabled people in a non-discriminatory way - universities and employers urgently need to adhere to this 
recommendation. 

Professionals, learning disabled people and carers state learning disability nurses are vital to acquiring human rights - 
increased international commissioning for learning disability nurses to enable quality healthcare, education and advice to 
professionals is pressing. 
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INTRODUCTION 

In Britain there are 1.5 million people who have an 
intellectual disability [1]; and this is predicted to 
increase by 14% over the next decade [2]. This is 
about as many people over the age of 40 that have 
Type 2 diabetes, therefore, constitutes a substantial 
health issue [3]. Often people with an intellectual 
disability do not have access to essential aspects of life 
such as relationships, housing, timely appropriate 
healthcare, treatment and information. Crucially most of 
the problems regarding accessibility are not because of 
the persons impairment, but because society does not 
enable equal access to services for people that have 
particular difficulties. In fact, whilst the life span in the 
general population is increasing, the learning disabled 
population are more likely to die before the age of 50 
and causes differ from the rest of the population [4]. 

In Britain we have learning disability nursing as a 
distinct field (RNLD); the only health professionals 
(HP’s) world-wide that are educated specifically to work 
with people with an intellectual disability [1]. 
Unfortunately, this vital resource has been drained from 
the National Health Service (NHS), with commissioning 
dropping [5]. 

Internationally there had been moves from medical 
type care for people with an intellectual disability 
towards more social aspects. Learning disability 
nursing includes aspects of both, as we have a 
philosophy of care that is holistic, and the false 
divergence created by the health and social care 
funding is not useful to us. We cannot ensure good 
health without good housing, benefits, access to 
information and quality relationships. Physical and 
mental health does not exist or improve in a vacuum. 
Therefore learning disability nurses: 

Continue to play a crucial role in moving 
the care of people with learning 
disabilities... to communities, in 
championing health improvement and 
working to tackle the health inequalities 
experienced by those they work for (1 p. 
7). 

World -wide, there is a dawning recognition for 
specific fields of nursing for this purpose [6]. Nearer to 
home, the Nursing and Midwifery Council (NMC) 
retained all four fields after a major consultation [7] and 
the four UK Health Departments has recently produced 
its excellent report on the modernisation of learning 

disability nursing entitled ‘Strengthening the 
Commitment’ (STC) [1] both of which endorse the 
specific skills and vital contribution of the RNLD. 

Yet people with an intellectual disability have poorer 
health than the rest of the population, are suffering 
more and are even dying unnecessarily in our hospitals 
and care facilities [8]; 

‘there is also evidence of a significant level 
of avoidable suffering due to untreated ill 
health, and a high likelihood that avoidable 
deaths are occurring.’ (9 p. 21). 

We have a limited number of RNLD’s, evidence of 
unmet need and increased susceptibility to 
discrimination and violation of Human Rights as needs 
are misunderstood by other HP’s.  

Therefore, this discussion paper will review ways in 
which people with an intellectual disability have poorer 
health, the role of the RNLD, the importance of this 
resource and the need for a knowledge based and 
philosophical shift among HP’s world-wide, to 
effectively care for people with an intellectual disability. 
A considerable task as the World Health Organisation 
[10] reports there are 650 million people world-wide 
with a disability (probably an underestimation due to 
non-detection, misdiagnoses, diagnostic 
overshadowing, as well as isolation and social stigma). 

SOCIETAL CONTEXT 

Next the paper explores how society views people 
negatively and how this effects their quality of life and 
subsequent health care. Philosophically, it questions 
whether an intellectual disability is viewed as an 
individual issue or as being fashioned out of a society 
developed for people without an intellectual disability – 
therefore disadvantaging them. Clearly, this is an 
important issue which may be contextualised through 
re-visiting the historical aspects effecting this 
population.  

Historically, people with learning disability have 
been labelled in many negative ways and with more 
positive markers such as the Irish ‘Duine Le Dia’, 
literally meaning ‘someone with God’; someone 
special. Whether viewed negatively or positively; 
people with an intellectual disability have been literally 
set apart from the rest of society, and this segregation 
takes several forms that effect many aspects of their 
lives. 
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One of the ways in which we may set people apart 
is through a notion called the Personal Tragedy Model 
viewing disability as a tragedy, and enabling 
sympathetic treatment [11], leading to oppressive ways 
of viewing people as unable to self-care or make good 
decisions.  

If nurses accept this view of learning disability then 
this can negatively effect the way in which they deliver 
health care. Investigators such as Nellie Bly (Reporter 
in 1887) and Erving Goffman (1968) studied the 
treatment of people in long stay institutions and found 
that the pitiable ways in which people were treated 
were not merely because of poor staff attitude and 
overcrowding, but through lack of knowledge and skills, 
and false beliefs about people with an intellectual 
disability. Additionally the presence of such institutions 
ensured that other HP’s could almost abdicate their 
responsibility in this area. 

The current poor experiences of people with an 
intellectual disability are systemic, as well as related to 
a lack of knowledge and skill and are highlighted in 
reports such as ‘Death by Indifference’ and 
recommendations by an Independent Inquiry, 
proposing we must educate all HP’s to deliver excellent 
care to people with an intellectual disability [9].  

New ideas began to emerge mid-century, together 
with adverse reports from the institutions and pluralist 
groups [12]. In 1958, Jaques Tizard showed that 
providing a more ordinary and stimulating environment 
for children brought improvements in their cognitive 
ability and behaviour. Giving the first glimpse of 
evidence that it was the ways in which people were 
treated that created poor physical, intellectual and 
emotional health; not purely their learning impairment.  

It was a combination of Nations Declaration of 
Rights of the Disabled [13] (1971 and 1975), and Better 
Services for The Mentally Handicapped (1971) [14], 
which began the reduction of the number of people 
institutionalised and put an end to automatic 
hospitalisation (The National Development Group, 
1977) [15]. 

The medical model is similar to the personal tragedy 
model as it sees difference as being within the person, 
and as something that is likened to a sickness or 
disease. Often learning disability nursing is associated 
with the medical model and it is presumed that part of 
our role is to somehow ‘treat’ the learning disability, but 
of course this is not so.  

The roles of RNLD’s include working in partnership 
with people with an intellectual disability, other HP’s, 
stakeholders and families to empower people with an 
intellectual disability to live healthier and happier lives. 

During the 1970’s Wolf Wolfensberger proposed 
that people with an intellectual disability should be 
offered a life as close to normal as possible (named, 
normalisation) [12]. These ideas were based upon 
human rights and role theory but unfortunately its 
claims to be scientific are questionable [16]. 
Importantly, this message is about changing the 
behaviour of people with learning disability in order to 
be accepted by society, not about changing society, 
perse. It postulates that disabled people can be 
elevated in the eyes of society, through normalising 
themselves. Generating potential pressures to achieve 
upon learning disabled people, without evidence of 
increased acceptance [17-19]. 

What is important about this brief history above is to 
note that people with an intellectual disability 
historically had little say over the ideologies effecting 
them, as they emerged from and were developed by 
academics and professionals - that is until the 
emergence of the social model of disability. 

Challenges to our beliefs about disability primarily 
began with The Union of the Physically Impaired 
Against Segregation [20] that produced ‘Fundamental 
Principles’ to liberate people with impairments. This 
document was significant in the development of the 
social model that proposes that disability itself has 
been constructed as a form of a social problem.  

Whilst most people may now accept the social 
model of disability, it may be difficult to contemplate 
that learning disability is not about the intellectual 
impairment but about how we as a society construct 
learning disability. 

Whether ‘learning disability’ is an absolute at all is 
debatable [21] as in 1969 the American Association on 
Mental Deficiency placed the Intelligence Quotient (IQ) 
threshold for learning disability at 85 - this is one 
standard deviation away from the normal score of 100. 
Consequently, 16% of the American population were 
diagnosed learning disabled [22]. In 1973 this was 
adjusted to two standard deviations from 100 - a score 
of 70 or below (the present threshold for learning 
disability), and only 2.25% of the population was then 
categorised as having an intellectual disability [22]. 
This means that almost overnight nearly 14% of 
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Americans were cured of learning disability and 
constitutes an attractive argument for the social 
construction of learning disability.  

It is through societal problems ranging from poor 
attitude and low expectations through to more practical 
things like accessing health care that disables people, 
not their learning impairment. For the first time 
disablement moved from the individuals’ problem to a 
social problem. 

Negative ideologies are challenged by the social 
model, that shows they can lead perfectly happy and 
fulfilled lives. Even requiring 24-hour support does not 
mean that their lives are unfulfilled - but a value 
judgement based on someone else’s experience. Lives 
may be different and still be rewarding and important. 

Finally The Community Care Act (1990) ensured 
that people would have to be cared for within the 
community, rather than institutions.  

Around the turn of the century the Affirmation Model 
[23] emerged from views of disabled people to reflect 
the beliefs that people who are disabled do not have to 
change. Society should re-frame their experience in a 
more positive way as having impairments can have 
benefits. Indeed some disabled people have received 
better education and escaped poor backgrounds 
because of their disability. The 2012 Paralympics 
showcased trailers featuring athletes proclaiming a 
wish not to be other than disabled - at peak viewing 
time on an international stage - demonstrating exactly 
what the affirmation model postulates. Disabled people 
do not need to change; but their experiences with 
services can change with a shift in attitudes, beliefs 
and practices by services and professionals.  

In 2001 the Government released - Valuing People: 
A New Strategy for Learning Disability for the 21st 
Century which was fashioned in consultation with 
people with learning disability and looks at the current 
problems and challenges; health, ageing, housing, 
employment services, quality, supporting carers and 
delivering change for the better. It remains updated and 
forms part of the future strategy for healthcare for 
people with an intellectual disability.  

Professor Dan Goodley worked with a self advocacy 
group of people with an intellectual disability that argue 
that self-advocacy offers important collective 
opportunities for the development of confidence and 
challenging oppression. One of the main ways in which 
this is done is through challenging the negative views 

surrounding people with learning disability through 
‘accentuation of the positive’ [24 p. 12] overturning 
notions of dependency and emphasising abilities and 
attributes. At last people with an intellectual disability 
have opportunities to shape future services. 

Intrinsically interlinked with the changing views are 
evolving services and the developing role of the RNLD. 
The shift from institutional to community based care 
reduced the apparent demand for learning disability 
nurses as a specialism and the current workforce is 
smaller and more widely distributed across the health 
and social care sector than ever before; reducing focus 
and direction for learning disability nursing and 
consequently, a loss of specialist nursing skills - at a 
time where health needs are increasing and not being 
met [1]. 

The crux of the disabled movements’ arguments 
and one that can run deep in and across society; and 
of course, nursing philosophy – is that disabled people 
are not just healthy, ill, Paralympians and/or impaired, 
but are disabled by society. The barriers that disabled 
people have to good quality health care are commonly 
created by lack of resource, knowledge and skills, as 
well as inflexible services and practitioner attitude. 

HEALTH INEQUALITIES 

One of the main barriers to good health for people 
with an intellectual disability is related to beliefs held by 
HP’s - the Michaels report (9 p. 18) states: 

Sometimes... treatment is not offered to 
people with a learning disability because a 
judgement, albeit an inaccurate one, is 
made about its value. Such judgements 
imply that a life lived with learning 
disability is a life less valued. In other 
cases, symptoms occurring in patients 
with a learning disability are misjudged.  

Symptoms which they display may be 
overshadowed by the diagnosis of their learning 
impairment.  

‘Witnesses reported that the phenomenon 
is widespread, and is particularly 
problematic in palliative care or when 
someone with a learning disability is in 
pain and can only communicate distress 
through behaviour (such as screaming or 
biting) that staff find challenging and/or 
difficult to interpret’ Michaels Report (9 p. 
18).  
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Often referred to as ‘diagnostic overshadowing’; 
HP’s mistakenly believe that symptoms are features of 
the learning disability, rather than physical or mental ill 
health – therefore the diagnosis of learning disability 
overshadows any other reasonable diagnosis. 
Consequently, people with an intellectual disability are 
suffering needlessly and dying unnecessarily [9]. Poor 
health care appears more clearly related to the lack of 
accessible materials, health care they receive, and 
practitioner beliefs, rather than their impairment.  

Next the paper will describe the ways in that heath 
care is effected by such issues, and discusses its 
implications for nursing. 

People with an intellectual disability have greater 
health needs than the rest of the population, as non-
learning disability specialists often have a scant 
understanding of their needs [9]. We know this through 
adverse reports [4, 25] meaning that people with an 
intellectual disability are at higher risk of: 

• coronary heart disease and cardiac anomalies 
including those associated with specific 
syndromes 

• gastrointestinal cancer and stomach disorders  

• respiratory disorders from which they are three 
times more likely to die  

• sensory impairments 

• weight anomalies 

• dementia and mental health issues [4-6, 9, 26-
29]. 

Additionally, approximately 2 out of every 3 
carers/family members are required to stay in hospital 
to support patients with an intellectual disability, 
and some people and their family report poor 
experiences of care.  

However, by small and humane changes to hospital 
and ward policies their experiences can easily be 
improved. Using reasonable adjustments and hospital 
passports or utilising Liaison Nurses can help improve 
the care experience for example: 

• arranging for carers to come to the recovery area 
as soon as the patient recovers consciousness 
to help reduce anxiety  

• or rehearsal visits to a department can be made 
before admission. 

The Michaels Report, valuing people and STC 
come together there and form a very strong message 
to all health care professionals: People with an 
intellectual disability have the same rights as everyone 
else under the Human Rights Act (1998) [30], and 
Equality Act (2010) [31] and it is our moral and 
professional responsibility to understand their needs 
and make fair and reasonable adjustments – meaning 
skills, knowledge and attitudes of health professionals 
and services will have to change.  

The social issues effecting people with an 
intellectual disability include; a lack of choice and a 
reliance on others to create healthy opportunities, little 
access to relevant health promotion information, which 
is not always in accessible forms. Essentially this may 
be viewed as a form of oppression and discrimination 
by health promotion providers. Often they have poor 
experiences in using services which encourage low 
attendance. Generally, they are considered more 
vulnerable and more likely to have suffered sexual and 
physical abuse and bullying [32]. 

They are often living in poverty (as they may not 
have access to employment), which includes poor 
housing, have few resources (such as friends and 
colleagues) to call upon; have a poor diet, social 
restrictions and isolation. Commonly they may be put 
off visiting HP’s because of difficulty in accessing 
information about screening, nutrition, immunisation, 
contraception, exercise and life style factors – such as 
smoking cessation [9].  

Following a public Inquiry into early and 
unnecessary deaths of six people with an intellectual 
disability in England Sir Jonathan Michael talked to 
many people; professionals, families, carers and 
people with an intellectual disability and concluded that 
there were many faults with our current health care 
system.  

It made ten recommendations the first of which was 
about the education of professionals to work with 
people with an intellectual disability in a non-
discriminatory way. This education must include the 
authentic involvement of people with an intellectual 
disability and obviously it has implications for pre and 
post registration nursing [9]. Internationally, this may 
only change if Learning disability nursing is 
commissioned outside as well as inside the UK. 

REVIEW OF LEARNING DISABILITY NURSING 

In 2011 the UK review of learning disability nursing 
was commissioned and led by the Chief Nursing Officer 
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for Scotland on behalf of the Chief Nursing Officers 
across the UK. It reflected a UK commitment to 
gathering and considering evidence on the future 
contribution of RNLD’s. The processes included 
literature reviews, the collection of positive practice 
examples and visits to practice and education settings. 
Nurses and students were involved through workshops, 
conferences, focus groups and social media and two 
UK wide events were held for educationalists and 
professionals working in the independent/voluntary 
sector. 

Each country had a steering group with a wide 
range of stakeholders including people with learning 
disabilities and their family. In addition to hosting the 
UK co-production steering group, the Scottish 
Consortium for learning disabilities held focus groups 
for children, young people, people receiving support 
from forensic services and parents and carers of 
people with complex needs living in remote and rural 
areas. 

It found that RNLD’s remain important in the eyes of 
people with an intellectual disability, their family and 
other professionals. Learning disabled people told the 
review that RNLD’s respect and listen to them and help 
them to manage their health, families told the review 
that without RNLD’s their son or daughter would not be 
receiving the health care they need and deserve. 
Additionally, other professionals reported that they 
could not do their job without the support of RNLD’s; 
liaison nurse roles were particularly valued. The value 
base of RNLD’s was cited as strong and a vital 
element; which may be instilled across all HP’s. 

RNLD’s are seen as responding in a creative, 
flexible and effective manner, based on clear values 
that include placing people at the centre of care and 
acknowledging the critical contribution of family/ carers 
– they are just too thin on the ground [1].  

The review resulted in the report Strengthening the 
Commitment [1] based on the themes of strengthening 
capacity, capability, quality and the profession. The 
report makes 17 recommendations that aim to support 
the development of new roles, ensure that the skills 
and competence of RNLD’s are available across the 
lifespan, develop sophisticated workforce planning, 
develop collaborations across sectors and ensure that 
education provides high quality and flexible support 
across the career framework. 

A UK steering group has been set up and each 
country has developed their national implementation 

groups and action plans, these will ensure that people 
who have an intellectual disability rightly receive person 
centred, safe, and effective everyday and specialist 
healthcare services.  

Primary legislation states that services and 
organisations must be adjusted to fulfil their 
requirements under the Equality Act [31] (although this 
replaces most of the Disability Discrimination Act, 1995 
[33] (DDA) the equality duty in the DDA still applies) 
and must offer people with an intellectual disability:  

• accessible information  

• longer and accessible appointments  

• timely identification of learning disability 

• appropriate treatment 

• screening programmes 

• alleviation of health inequalities 

• reduction in the gap in life expectancy 

Unfortunately, the latest report on unnecessary 
deaths of people with an intellectual disability states 
that there are currently 74 avoidable deaths identified. 
This number is expected to grow, as is the immediate 
need for change and redress [4].  

IMPLICATIONS FOR NURSING 

The strengths of RNLD’s alluded to earlier provide a 
solid foundation for the development of good 
healthcare within the current demographic and policy 
context. There is a lot to celebrate but it is right that as 
an accountable and forward thinking profession 
RNLD’s set the direction of travel and ensure that 
people with an intellectual disability get the learning 
disability nurses they want, need and deserve. 

Meanwhile there are modifications that individual 
practitioners, organisations or policy developers might 
utilise to improve health outcomes of this population. 
Generally, what will be helpful to people with an 
intellectual disability would be that everyone 
remembers that people with an intellectual disability: 

• have a legal and moral right to good quality 
health care 

• are not always able to communicate symptoms  

• utilise different communication 
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• require information - jargon-free, clear and brief. 

There are lots of ways in which people with an 
intellectual disability can gain access to quality health 
services, and this can be successful across many 
levels. For example, policy and law makers ensuring 
statutory provision is in place and adhered to at the 
level of commissioning for adequate numbers of 
RNLD’s and recognition of their unique contribution; 
offering incentives to GP’s, to deliver annual health 
checks; and through people with an intellectual 
disability taking part in local health boards and 
committees with influence. They should be Included in 
all health improvement initiatives and they also have 
legal protection and lawful recourse available when 
things go wrong.  

In working at advanced level of practice, individuals 
are required to have a high level of awareness of their 
own values and beliefs. Care is negotiated with service 
user/carers as an equal partner. Working in a positive 
and constructive way with difference and diversity and 
putting the values, views and understanding of 
individual service users and carers at the centre of 
everything is essential to all advanced nursing roles 
(Scottish Government Health Departments 2008; ICN 
2001) [34]. 

Moreover, every practicable step should be taken to 
ensure that systems are available in formats that are 
accessible. Equality and diversity are best served by 
Investing in the workforce to provide support, training, 
education and of course, commitment to continuing 
professional development, therefore quality education 
is paramount. 

But what is most important for this section, is what 
can be achieved on an individual level practicing with a 
person who has an intellectual disability. Firstly, and 
what may be very beneficial to the individual and their 
family, is seeing the individual and not just the disability 
whilst ensuring that the person with an intellectual 
disability has access to specialist services when 
required. This can be done through contacting your 
local learning disability community nursing team to help 
with aspects of physical and mental health through 
things like, assessments, monitoring, clinical 
interventions and referral to specialist teams. They may 
help with simple changes to care that can make a 
positive difference to their experiences, just by listening 
carefully and making small adjustments; for example; 

Sally was admitted to a Day Surgery Unit, 
she has Rett Syndrome, a 

neurodevelopmental disorder and will hold 
her breath as part of her condition, this is 
important to know when caring for her post 
general anaesthetic, this information was 
in her hospital passport, to which the 
liaison nurse directed staff. Her parents 
expressed anxieties about challenges 
linked to her condition and treatment, such 
as their the potential risk of an epileptic 
seizure in a public area, or how she might 
manage with her toileting needs. In 
response to this Sally was offered a 
private bed space, with a disabled toilet. 
Sally loved to listen to music, so it was 
arranged that her favourite music was 
played in the anaesthetic room and that 
she could be accompanied by her mum to 
minimise her anxieties. 

In addition specialist knowledge, referrals, health 
facilitation nurses and basic tools are useful, such as: 

• Passports are used to enable non-specialist staff 
to quickly access vital information about patients 
such as preferred forms of communication.  

• Individual HP’s can developing interesting and 
fun ways of enabling people with an intellectual 
disability to access health promotion materials, 
through e.g. rehearsal and pictures  

• Share good practice and reflect upon the 
mistakes of the past learning from them [35]. 

• RNLD’s may help to ensure that patients have 
good access to quality healthcare and as HP’s 
can access such experts. 

• Health facilitation nurses offer important access 
to acute and primary health care, health action 
planning and annual health checks.  

Health action plans offer individual opportunity for 
comprehensive assessment and planning for physical 
health needs, are reviewed annually and offer guidance 
for HP’s in primary care, and information for the 
individual, their carers and family, aiding in good 
access to healthcare. 

Importantly, learning disability nursing has a crucial 
part to play in health improvement and working to 
tackle health inequalities experienced by people with 
learning disabilities. Strengthening the Commitment (1 
p. 9) outlines the central roles of learning disability 
nurses as: 
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• Effectively identifying and meeting health needs 

• Reducing health inequalities through promotion 
and implementation of reasonable adjustments 

• Promoting improved health outcomes and 
increasing access to (and understanding of) 
general health services, consequently enabling 
social inclusion 

The increasingly important role of supporting 
decision making around capacity, consent and best 
interests and in helping keep people safe is also 
recognised. There are currently 21,123 nurses 
registered as learning disability nurses with the NMC 
and this number will decrease soon due to retirement 
and a lack of commissioning from across the British 
Isles. 

Yet learning disability nurses are essential to 
effectively contribute to the health care of people with 
an intellectual disability. This is carried out directly with 
the people we serve. But more importantly as we 
become rarer, to help other HP’s and nurses effectively 
care for people with an intellectual disability.  

Given the relatively small numbers of RNLD’s it is 
important that we focus the skills, knowledge and 
competence to supporting access to generic health 
services and supporting people, with the most complex 
health needs - this is where RNLD’s can have the 
biggest impact.  

Internationally, education needs to also ensure they 
are preparing and developing RNLD’s to fulfil their role 
and be skilled in assessing and delivering clinical, 
behavioural and psychological interventions and 
supporting other HP’s wherever possible. 

There is also a role for education to ensure all HP’s 
have sufficient input within their programme to prepare 
them to support people with learning disabilities as they 
access the same services as everyone else which is 
their right and the true direction of policy. 

CONCLUSION 

How we describe people is very important – as it 
can lead to differential and often negative treatment. 
Additionally, despite the difficulties that they may 
encounter, some people with an intellectual disability 
may not be unhappy about having an intellectual 
disability, but may dislike the way that they are treated 
because of having an intellectual disability. Therefore, 

whilst not ignoring the disadvantages people suffer, be 
aware that is often more to do with ideologies and 
service design, that are the origins of their health 
issues - not their learning impairment. It is essential 
that professional education encompass’ this as there is 
evidence to suggest that poor health is more to do with 
the social aspects effecting people with an intellectual 
disability, rather than physical aspects of associated 
syndromes.  

Most of the issues about accessing good services, 
relationships and employment are not because of their 
having an intellectual disability, but because our society 
is designed in such a way as to develop barriers for 
them - even concerning something as basic as health 
care: 

• They are more likely to have mental and physical 
health care issues than the general population  

• Health staff often feel that they are inadequately 
trained and lack the knowledge and skills, to deal 
with the needs of people with an intellectual 
disability appropriately and require education in 
this area  

• people responsible for ensuring that they have 
access to good quality services, treatment etc, 
do not understand what it means to have an 
intellectual disability 

• diagnostic overshadowing and misdiagnosis may 
lead to poor health care and pain and suffering, 
even death  

• Specialist nurses called Registered Nurses for 
Learning Disability (RNLD) have specialist 
training and can aid patients and other HP’s 

• There are specialist services available for people 
with an intellectual disability 

• Individual HP’s can make a real difference 
utilising listening and creative skills and making 
small adjustments 

Strengthening the Commitment [1], recommends 
that those who commission, develop or deliver 
education should ensure that all nurses (not just 
learning disability) develop the core knowledge and 
skills necessary to work safely and appropriately with 
people with an intellectual disability who are accessing 
general health services.  
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At Northumbia University we have developed a 
successful and unique way to enable this to happen by 
engaging actors with an intellectual disability to deliver 
specialised sessions to all undergraduate health 
professionals (Lord Willis, 2015) [37]. 

STC also recommends that there are sufficient 
number of appropriately prepared and supported 
RNLD’s, that commissioners and service planners 
should have a clear vision for how they ensure the 
knowledge and skills of RNLD’s are provided to the 
right people, in the right place, and at the right time and 
that they are able to collaborate effectively with general 
health services to address barriers and support the 
development of liaison and health facilitation roles. 
Countries outside of the UK should consider 
commissioning specialist learning disability nursing 
education as soon as possible. 

There has been some good early success in 
relation to this policy. Student commissions have risen 
in Scotland and Wales, the UK Academic Network 
(developed as a result of Strengthening the 
Commitment) has developed a database that will hold 
data on student commissions, starts, completions and 
first job destinations. Accurate data will help identify 
trends and support workforce planning. The Network is 
also working closely with the Council of Deans to 
explore the education of other nursing fields in relation 
to the needs of people with an intellectual disability. A 
survey is being completed to identify current practice, 
examples of good practice and challenges. However it 
is important that progress continues and that we 
continue to strengthen the commitment to ensuring a 
well prepared and skilled nursing workforce that 
effectively identify and meet health needs, and reduce 
health inequalities for people with an intellectual 
disability. 
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