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" . 1Fthe sealp is not damaged over the site of the fracturs this is a closed injury.® (Purchese, .
1977:190) , :

"« continuity of the soalp and mucous membranes,.. is maintained." (Davis & Mason, 1979:

102) | ‘ }f' v o
COMA ‘ E

. inability to obey commands, to utter recognisable words, ur to open the syes.” (Jennett,

i i 11 i i ’

,

GLOSSARY o

Terms are defined as used In this study. | _ ’;i :
BRAIN DAMAGE e
“ ... characterised cliniéally by reduced responsivencss, amounting to coma when sufficiently L : v‘ o ‘
severe,  Responsiveness has three components ~ arousal, activity and awateness," (Tennett, T et
1979 197) g
CLOSED HEAD INJURY B e

et al., 1977: 292)

COMPREHENSIVE. CARE ' AR R o
Comprehensive core refers 5o the management of the patient from time of injury until ultimate
recovery or peaceful death and includes praventive, promotive, curative and rehiabilitative heaith L

eare, based on a multidisciplinary approach to the patient, . ’ p

CRITERION : | ot

"A gritorion is the namie of a value-free variable believed or known 1o be a relevant indicator of
the quality of cars," (Bloch, 1977: 22)

P ) i
KN ) ,/[{
§ X L
EVALUATION R ’
A process by which information is gathered as a bass for improvement.” (Wandelt & Stowart, /
1975: 97) '
"HEvaluation must be objeattve, subjective judgement must be eliminated," (Wandelt & Agor,
1974: 43)
(vi)
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EXTENT OF CARKE

e relative Intensity of peformance of activities as measured against pre-set criteria,” (Lloyd,
1984; 10) '

The oxtent of cre refers to the range of activities that should be performed por preseribed care

modality, An examination of the extent to which the prescribed intervention expressed as 'YES'
(undertaken) and 'NO' (not underaken).is pexformed.

FREQUENCY OF CARE
Tho "number of repetitions in given ime ..." (Sykes, 1982: 393)

Frequency of care refers (o the regularity with which modalities of prescribed nursing
intervention are underiaken. An examination of the frequency of performance, the occurrence,

recuirrence or omission of preseribed actions (Loyd, 1984: 52).

MEASUREMENT

"4 somiparison of 4 single phenomenon with a standacd of measurement, the recorded numbaer or
symbol that represents the magnitude of the phenomenon in terms of magnitude of the standard
of measurement," (Wandelt, Wandelt ‘& Stowart, 1975: 97)

The aciual objective score abtained (Schmadl, 1979),

MINOR HEAD INJURY .

" . history of unconsciousnoss of 20 minutos or less, a Glasgow CQoma Scale score of 13 1o
15, and hospitalisation not exceeding 48 hours,"

"... laceration of the scalp and face that cloarly do not affect the brain," (Rimel, et al,, 1981a;
1)

Post traumatic amnosia of loss than 24 hours (Jonnott, ot al,; 1977),

MODALITY OF CARE

The torm used for the vatious aspeots of comprehensive aire (such as assessment of LEVEL OF
CONSCIOUSNESS, BRONCHIAL TOILET and COMMUNICATION-1) that are described
throughout the research,

(vil)
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o MODERATE HEAD INJURY
. o Glasgow Coma Scale score of 9-12 out of 18, (Rhmel, et al,, nd.: 2)
o NORM OF CARE
: '_‘f‘ o 3" The norm of care refers to the level with which current practice relates to pre-set criterla, An
o P (‘ ° assogsment of the degree to which normative practice equates with standards of practice on a
o soale of 5 ~»0 (Block, 1977: 26; Schmadl, 1979: 464),
5 OPEN HEAD INJURY -
;“‘ » . i 3 «.4. i ] ‘
Tl "« Opon if brain 1s exposed, Le. the scalp, the skull and the dura have been breached at one !
o point." . (Porchese, 1977 190) i
i : Yy . l i
PRI e PATIENT CARE STANDARDS el L
AR . ‘ ' The pationt care standards refer to the modalities and freqw: s10y of care that should be prescribed L .
ek : in order to ensure safe, therapoutic nursing oxcollengs, They are patient specific and ara based oM o o K ;
b RO ' on the individual needs of the patient. ‘ ‘ E T e
o , "Standards of caroe sot as a minfmuem Lasetine for professional practico and protet the public 'f
N\w& against loss-than~quality care." (Ditschel, 1986: 27 s
e POST TRAUMATIC AMNESTA j
S
2R L :.‘
" the time from injury to rccovery of full orientation to time, place, and person," L
(Habermann, 1982: 220) .
ﬁ".
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QUALITY CARE

Quality cexe rofers to oxcellence of sare (Lloyd, 1984; 14/274), Sound, good practice based on '
scientifically bused criteria, standards and norms of practice. The quality of care refers to the
cliseacier, type aad nature of the care (Lloyd, 1984). For the purpise of this résearch it is the
sim of the proseription, the frequency, the oxtent, the norm and the. weighted norm of care
recelved by the moderate and severoly head injured patient.

REHABILITATION
"Rehabilitation is & compendiom of many components - mdical ireatment, physical (réatment,

funotlonal assessment, retraining and resottlement” (Nioholy, 1975: 541) allowing thq disabled

person " .. to nohieve the greatest possible efficlency in kds physical, emotional, social and
ceonomic functions," (Brunnor & Suddarth, 1974: 3)

RESEARCH MODULE

A solof research instcumonts dosigned to assess the quality of caro received by the moderars and
severoly head injured pationt, -

SEVERE HEAD INJURY

"Glasgow Coma Scale score of 8 or loss following non-surgical resuscitation or deteriovation to
a scoro of 8 or logs within 48 hours after head injury.," (Marshall, ot oL, 1983: 276)
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NURSING EXCELLENCE IS A PRIORITY FOR PATIENT CARE

The nurge is the one member of the health team who has the most coniact and therefore
the yrentest opportunity to work with (he patient and the family, throughout all phases
of recovery,

Quality cate is the aim of nursing servioe and education, Therefore in a comprohensive
caro setting, nurses individually and collectively, must ensure that the duality of
nursing maximises recovery, The quality of caro recelved by the moderate and sevetely
hoead injured pationt may be described in torms of direct nursing injervontion that
ingludes analysis of tho proscription, froquency, extent and norm of carg recelved

Tho role of tho nurse in the comprehonsive care of the head injured patient is
independent, interdependont and dopendent (Scarle, 1982), Tt Is necesséry to differontiate
those aspects of comprehonsive care that relate to direct nursing intervention
(independant function) sich as pationt assessmeat and the maintenatice of patient
hygieno; those that relato to medical intervention (dependent) such as the administeation
of medioations; and those that rolate to paramedical or wider team intervention
(interdependent) such as communication with the patient and farnily, mability, exercise
therapy, motivation and stimulation of the pationt and promsotion of Independence,
There are many varables that may intorvene and influence the final outcome and
ultimaie recovery of the moderaie and soverely head injured patlent, Itis thus difficult
to prove or evaluate he direct offect that the Initinl quality of the nursing service has on
final pationt outvome (vido pé4), '
In the opinion of tho researsher, the nurse is not always aware of the significance of her
rolo throughout the recovary of the patient who has sullered o hoad injury, particularly
rogarding provontive rehnbilitation and reality orientation, It appears that insufflciont
omphasts has beon placed on the effeot of nursing on:

2.1 Tho physical, psychological, emotlonal, social and economic well-belng of the

padent, the family and tlio community,
22  Maorbidity and mortality throughout the path to recovory,

THYE BSSENCE OF NURSING EXCELLENCE IS IN THE

APPLICATION OF KNOWLEDGE

The 'body of knowledge' that constitutes nursing practico coables the professionial nuvse
to provide quality nursing to the bead injured patient, A broad knowledge buse in tho
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scientific and social sciences allows the nurse (o aceept her rightful role in the
cormprehensive care seting, The responsibility for ensuring that riurses acquire the ‘ Lo ’
kriowledje, clinical expertise and the ability to correlate theory and practice ln order to A Cow e o
attain and maintain exeellense in neurosurgical nursing, is vested in registered nurses a4 3 S e S k
practitioners, life long leamers and tegchers, , o,
The nurse, as peor in the health team involved i the comprehensive cars including the Bt :
rehabilitation of head Injured persbns. needs an oxtensive foundation of knowledge - e (
“based on scientific prineiples that can be applied to achieve excollence, ‘ e R S
THE USE OF THE NURSING PROCESS (SCIENTIFIC. APPROACH S B
IN NURSING) ‘ ‘ e
S ' The nursing procoss, throngh a systematic approach, cnables the nurse to utilizo :
r “5 ‘ nursing knowledge in the putsuit of excellonce, in the care of ihe head Injured patient, f ‘ o ‘ S
S 4.1 ‘The goientific approach in nursing inaludes the following: :
' 4,1,1  The recognition, assessment and evaluation of the physical, psychological, cmotional, EREREER -
T & social, cconomic, educational and spiritual needs, be the needs overt or covert, of the v Sl
M e patient and/or signiticant others, ' o ‘
M'T“«‘\,‘\ : 412 Tho cstablishment of nursing dingnoses in order to plan interventjon, This SN '
e S incorporates the selting of immediate, Intormediate and long term goals,
L 4,13 - The itplementation of the preseribed, Individunlised nursing care plan,
4,14  The evaluation of he effectiveness of care in terms of}
a, Patient outeome, ' »
b The individual programme, S ;
§ f 41,5  The documontation of the intervention required, (he findings and the outcame of caro ‘ o
L : xecelved, -
;‘... . ~ 42 Tho nurse in order to provide quality ntirsing must utilizo the nursing procoss during all '
I ¢ stagos of comprehiansive care of the hoad Infired patient:
T L 4.2.0 . Tor the provention of hond injurles withizing epidemiologienl dotn,
‘% .;.‘J , 4,22 Wlien providing preventive rehabiiliation simultancously with curative care, )
AR 4,23 - During the recovery phase, o
‘:\ o , 4,24 For dischargo planning aud follow-up caro, i ;“ {"’ﬁi')‘
e : 425  As ameans of ovaluating outcome, C
; 0
\ . v ®
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« ‘ - '
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6.

QUALITY HEALTH CARE IS THE AIM OF THE HEALTH TEAM

It is the right of every patient to expect excellance from those health professionals
dolivering the care (Searle, 1986), The comprehensive cars of the head injured paticnt
is proventive, curative and rehabilitative in nature and is part of a quality health service,
Quality care inchidas the availability of facilitios and resourges for the rehabilitation and
maxiium recovery of the moderaie or severely head injured patlent,

Tn the best interests of the head: injurced patient the siaff establiskment should be
nmltﬁlisciplixmry. Fuch health professional needs to take cognizauoo of hisfher
responsibility and role in relation to the patient and together with other health
professionals must be involved from the outset of the rehabilitative process, In the
opinion of the researchor, valuable nursing time should be nsed to provide direct and
indireot care to the head injured patient, In consultation with the famify and other healtly
professionals and not In seeking out health professionals who should be readily
available for the co-ordinated care of the head injured patient,

The nurse as co-ordinator of the health team, ln a professtonal and individuak capucity,
is regponsible and accountable for the guality of nursing care provided for the patient
and should make a menningful conteibution to the health tonm, The eniphasis in the
rohabilitation setting is placed on the rolo of the physician, physiatist and the altied
health personnel, For woo long the contribution of the nurse to the rohabilitation team
has been minimised, This situation hag resulted, in part, in the nurse in the
rehabilitation sotting being regaeded more as houso mother' than & professional porson
with responsibility and accountability for nursing oxcellence, The resenrchor belioves
that this custodial appronch to rehabilitation nursing is one of the reasons for fow
registered nurses in South Africn bolng active in this speclalised field,

FOUNDATIONS TOR REMABILITATION

- 'The foundation for tho rebabitifation towards maximum recovery of the patlent who is

suffering from a moderate or severo head injury is based on co-ordinated, comprohiensive
cure that includes preventive and eurative rehabilitation, Rehabilitation commencos as
soon after Injury as possible and ocenrs simulianeously, not following other aspects of
health care, The role of the nuxse in preventive and curative rehabilitation must ba
omphasied,
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o “ 1 Nuising based-on seiontifle principles of practice is involved in the promotion of health, the

; prevention of discaso, the care and the rehabilitation of the head Injured patient, Félscher (1974 e L B
SR 75) exprogses the mportance ol the cate received by the head injured patient T S

", die astd en standaard van dle behandoling wat die pasidnt met hooftieserings direk na besering Sl

sowel ag gedurende die verioop van sy sickte ontvang, bepalend kan wees van sy prognose, o N

Ly insidonsie en grand van komplikasics wat mag intreo on sy uiteindellke rehabilitasic," (Fresly B T R i

vl translated as .. the nature and quality of care which the patient with head injurics roceives . R ¥

S direotly after tho Injury and during the gourso of the illness may determine his prognosis, the !
"o incidence and extent of complications that may avlse and his uttimate rehabilitation,)

s :“ o Thus the main concern of the thesis focuges on the evaluation of the quatity of comprehensive 5
_ cure receivoed by the moderate and severcly head injured patient in terms of j o W
e "f : 1, The availability of facilitios and resources for effective care and rehabilitation of :
il ~ S moderate and severely head injured pationts,

i "“" , 2 Epidemiologieal data for the primary. prevention of head injuries,

' ‘ 3, The progross and racovory of the patient at three months , six months, 12 months and

g two years after injury, v
S 4, The quality of comprehensive oaro received by the head Injured patient, in torms of: , :
o, . 4.1 Proventive and curative reliabilitation, T S (\
: . Az The presoription, frequency, extent, norm and woighted norm of eare reccived by the ‘ co o

f'l " o patient, irrespective of who delivered the care to the patient,

' LA *\% 4.3 The establishment of standards of quality care on which to base future nursing practice,
AU In ovdor to nssist the patlent in his/her progress and rocovery towards maximum

S SRR functional capacity. ’ = SR A
44 Knowledgo with rogard to the management of the head Injuted pationt, ' R

i The rescarch 1s founded on the promiso that the researchor, & Registored Nurse, has the
' knowledge base to investigate the comprehensive cars received by the head injured patlent from
the time of agmission witil tvo yoars after injury,

The researchor has always hind a special intorest in nourosurgical nursing, In 1978 as there was
1o suoh course avaitable in Sonth Africa, The Rotary Club of Johanuesbury South awarded the
i rosoarcher & scholarship to underiake n postgraduiite ¢ourse in nourosargical nursing in the
\ United Kingdom, While studying in the United Kingdom the rescaroher was fmpressed by the
- A rate and extont of recovery of the head injured patients with whom she came in contact, yet
PR puzzled as to why the majority of hoad injured patients that sho had provicusly nursad had
* o remained in a porsistent vogelativo stato or with a savere disabillly (Jennett & Bond, 1975), A R

Wi 3 fundaniental betlof of the researcher pergisiently reourrad;
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L MAN MUST BE GIVEN EVERY OPPORTUNITY TO FUNCTION AT o
TR I B MAXIMUM CAPACITY R S (e

Closer examination of the patients' recovery revealed the fact that these patients had been

subjected to & comprehensive, co-ordinated care and rehabilitation programme, The rosearcher
was ever conseious of the positive approach to the patient as u total being and the fact that
el o maximum recovery (whether complete or partial) was possible if the patient was exposed to the
; [N right circnmstances. It was the fact that the head injured patients had done so well that inspired :
w 4 the reseaccher, on her return, to undertake this study into the comprehensive care of the head A S .

e P CE injured patient i this environment (S,A.). The researcher wonderad. "Why had the patients T had . : s
R nusged not achioved similar levels of recovery?

The alm of tho research was to investigate the elrcumstances of the head injured patients In an . . R S

their quality of life, The rescnrcher reatised it was an area that had not been fully investigated

7 /‘ endeavour to assist them to fimction at maximum capacity, achieve independence and improve IR
i
H

‘ and now was the time (or her to prove her commitment in the interest of the head injured

patient, ~ L o '.‘,:
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CHAPTER 2

STATEMENTS

The iftle of the research "The comprehensive care of tho moderate and soverely head injured
patient” is broad. Thig is intentional, as it is important to reatise that comprehensive care is-a
fandamentat coneept, commencing on the day of injury and continulng until maximum recovery

has beon achioved,

Tho principles underlying the compreticnsive caro of the moderate and severely head injured

patient that are under investigation in the study inctudo:

10

1l
1.2

3

4,

4,1

4.2

FACILITIES FOR THE COMPREHENSIVE CARE OF HEAD
INJURED PATIENTS IN SOUTH AFRICA SHOULD BE ADEQUATE.

Houd jnjured pationts recetve care in a specific head Injury nnit,
Co-ordinated rohabiliintion units for head injured patients exist,

RESPONSIBILITY FOR THE COMPREHENSIVE CARE OF THE
MODERATE AND SEVERELY HEAD XNJURER PATIENT IS
EVENLY DISTRIBUTED AMONGST THE HOSPITAL SERVICES,
THE FAMILY AND THE COMMUNITY.

THE EPIDEMIOLOGY OF HEAD INJURED PERSONS IN SOUTH

AFRICA FOLLOWS THE SAME PATTERN AS THOSE XN THE .

UNIVED KINGDOM AND UNITED STATES OF AMERICA.

The rolo of the nurse rogarding proventive rehabilitadon is enhanced by knowledge of
epidemiological data,

THE COMPREHENSIVE CARE OF THE HEAD INJURED PATIENT
IS BASED ON CO-QORDINATED TEAM EFFORT,

Team ihyolvement i woll planned and co-ordinated to moel the needs of the head
injured paticnt,
Fanily involyemoent in the management of the patient is maximal,
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REHABILITATION I8 CO-ORDINATED, PLANNED,

PROGRAMMED AND INDIVIDUALISED.

THE CARE AND REHABILITATION RECEIVED BY THE HEAD
INJURED PATIENT CONTRIBUTES TO THE PATIENT
FUNCTIONING AT MAXIMUM CAPACITY.

THE PATIENT HAS A RIGHT TO QUALITY CARE.

Quality is the essence of compreliznsive patient care, therefore the foundations must be
based on scientifically formulated criteria,

Quality eare depends on a multidisciplinacy approaoh,

Care received by head injured patients is constant. Irrospective of who delivers the care
a high degree of competence is maintained at afl times,

The knowledge of the care-givers is adequate to maintain competency,

The care received by moderate or severely head injured pationts forms part of the
preventive rehabilitation for the individual patient, '

The quality of care received by head injured patients, pacticularly fz areas such as

communication, motivation and stimulation promotes the rehabilitatios process.

PQSING THE RESEARCH PROBLEMS

After making the afore-mentioned statements the researcher asked the following questions:

What Facilities are available for the comprehensive care and rehabilitation of head
injured persons? l

Are there co-ordinated head injury and rehabilitation units/programmes for head injured
persons?

Whete rze head injured patients managed?

Is a specific head injury imit nccessary?

What are the epidemiological findings with regard (o head injurics?

What is the level of recovery of the head injured patients three months ., six months, 12
months and two years after injury?

What is the quality of care received by head injured patienis?

What preventive rehabilitation is received by persons who have suffered moderate or
severe head injuries,

What is the staffing level for care?

What is the educational level of the care-givers?

g -

T S g



The study is vast and focuses on the head injured patient from time of injury until two years
thereafter and covers many aspects of comprehensive care, Although all aspecis are of
jmportance the comprehensive nature of the study is itself a limitation, therefore in gs far as the
research is concerned the areas of major import are those concerned with patient recovery,

preventive rehabilitation, the quality of care and rehabilitation,

“The study attempts to highliglit aspects of cars that are of concen to health practitioneis, the

patient and the family, It is an endeavour to assess the resources available for the

comprehensive care of moderats and severely head njured patietits,

In terms of comprehensivenoess and content the thesis is a major undertaking but the reseascher

believes: o ,

@) In order to assess récovery in its correct perspecti‘}e one needs o be aware of the
facilities and resources dvailable to the patient and family that promote recovery.,

{if) The epidemiologioal survcy to-discover the origin of head injured patients is nacessary.
This study could be régzu‘ded as an independent study but in this instance forms the
basis for further patient selection,

(i)  That when one is examining the comprehensive care and tecovery of head injured
patients it Is not pos&ible:

@ To examine the quality of care without completing a situational analysis.

{0)] To examine recovery unless-one has a knowledge of the patient's history.

The researcher on comploting the investigation and in the light of the findings will attempt to

0

discuss the statements and answer the above questious,
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CHAPTER 3

LITERATURE REVIEW

The study incorporates the comprehensive care of the moderate and severely head injured patient,
extending from the time of injury and includes preventive, curative and rehabilitative aspects of
head injury management throughout recovery.

There is an abundance of literature pertaining to certain aspects of the research such as the
medisal management of a patient with a severe head injury and a dearth of literature in of:her
spheres such as-quality assurance programimes relating to neurosurgical nursing, The literature
review extends over a period of 26 years (1960-1986) and is extensive as the detailed content is
required 1o establish fundamental prinuiples of comprehensive care ¢hat are applicable to the
thiesis, - Much time has been spent on the literature review to provide as brief but comprehensive
an introduction as possible,

The Titerature review is presented as follows:

1. Epidemiology of head injuries {vide p10),
2. Quality of comprehensive care (vide p16),

3, 'The multidisciplitiary team approach to comprehensive health care (vide p18),
4, The medical management of head injurles (vide p23). .

5. Nursing (vide p39). ’

6.  Assuring nursing quality (vide p57).

7. Sequalac of brain trauma (vide p76),

8, Rdcovery (vide p79),
9. Relabilitation (vide p85),

1. EPIDEMIOLOGY OF HEAD INJURIES

Epidemiology is defined as

“the study of the distribution and the determingnts of disease and problems of health, disezse ut
injuries in human populations," (Barker, 1982:1)
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There is no universal means of classifying epidemiological data, Therefore the comparison of
epidemiological findings in different countries or different studies may be inadcurate, lead to
false impressions and/or incorrect data interpretation because!
0] Various factors may influence the findings:
~ ‘The socio-economic, cultural and educational heliefs and values of the population
being studied,
- Qccupational, climatic and environmental fastors.
« Statutory laws that are in operation e.g, the mandatory use of safety belts and speed
limits,
(i) The grouping or range of variables may not be constant,
e.g. the grouping of mechanism of injury and age distribution in the studies of Jennelt,
et al, (1977), Fischer, et al, (1981), Marshall, ct al. (1983) differ, These include or
preclude certain persons in the study thus affecting outtome and making comparisons
difficult.

1.1 THE NURSE AND EPIDEMIOLOGICAL DATA

Knowledge of the epidemiology of head injuries enablos the nurse to identify common
denominators and allows the nurse, as a member of the licalth team, o plan strategies
of primary prevention that are community and hospital based and within the scope of
nursing practice (Government Gazette No, R.2598 of 30 November 1984), The
neurosiegical nurse plays a vital role in the prevention of head injurles, health
education and counselling of the pnﬁenis snd familios of head injured victims (Rimel,

1981, 1982), .

11,1 Epidemiological data is necessary for the offective planuing and organisatioh of
services,

The provision of 4 quality health service and the need for proventive measures in the
enrly stages of medical care and throughout all phases of recovery of the head injured
patient must be recognised (Hawthorne, Symposium on head injuries, 1977).

112 Relovant epidemiotogieal data, that enables the nurse to offer an excellent promotive
and preventive nursing servics must be considered when planning for a primary
provention programme and health intervention and should includie:

a, Age, sox and racial distribation of head Injured patients are important considerations
when deciding the target audience of the praventive programme, Marshall, et al, (1983)
In the United Swtes of Amoriea (U.S.A.) found that 28 percent of the toial sample
stuclied were whites, in the ago range 15-29 years, wha wers victims of motor vehicle
necidonts and 76 peroent wore male,

&
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Predisposition to head injury (Maitra; 19815 Rimel, 1981),
The mechanism of injury.
The use of safely belis in motor vehicles (Trunkey, 1983),

12

The comptilsory wearing of safety belts in motor cars eame into effect on 16
November, 1977 in South Africa (Road Traffic Ordinance No. 21 of 1966 as amended),

The use of motorcycle helmets (Trunkey, 1983),

The abuse of alcohol,
Health education must include the avoidance of alcohol comsumption (Patel,

Symposium on head injuries, 1977).

Community education,

AGE DISTRIBUTION

Age is an important vadable in relation to the recovery of the head injured patient, 1€

ago alone is congidered, the younger the patlent, the betier the outconie; the older the

patient, the poorer the ontcome, Steadman and Graham (1970) found a predisposition

to head injuries in the younger age group. - Motor vehicle accidents occurrad

predominantly in the 15-30 year ago group and road taffic accidents accounted for half

the injorics between o ages of 15-64 years (Hawthorne, Symposium on head injuries,

1977),

TABLE 31

Age distribution of head injured patlents in varlous studies (exprogsed

as percentnges)

Sludy Counlty N | Moanago Ago rango Porcontagy
{yoara) {yonrs of ag) ol aarrplo
Jornal, ot al, (1077) 700
Glaggaw . o4 2040 ]
Notharlanga 29 <ho 7
Lon Angolos 468
Jannott, ol als {1070) UK 766 S8 25
16.04 05
265 10
Flsehor, ot af; {1961) UsA 099 Tha majorty i ihe
tungo 10:20
thon 20-20
o049
Maltta (1991) [ o Maorlty I rango 18460
Rimol, o al, (18010) USA 630 o7
Marahall, of al, (1087) USA 61 si6 10
' 1620 )
20:69 a0
00+ 10
\\
{ ;
? !
i
, [ oo

L
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Study Gotniry Nué?gg;ln Ratlo Percenlage
Male Famale | Male | Fomalo
Steadman and UK | 404 admitted 26 i - .
Graham (1970 casey
) t al ] 69/ - . 8 20
.( 10517!179;(, ol al K 4 1
1 Maifra (1981) UK. | 221 naceldent 1 2 1 . .
¥ 0 4 admilted
PR R O b
imal, ot al, USA -1 638 " » €6 84
A
ol U 68 « . 6 2
M%{)ﬂé\)ﬂ“. ol 4l SA | 581 7 4
Jagder, of al, us 36 20 i . »
(%w)r.o al | A |7 q

13

Age distribution vardes according to the study but the commonest ago range is less than
50 years,
SEX DISTRIBUTION

TABLE - 342

Sex disteibution of head injured patients in various studies (expressed
ag & ratio or percentage of sample)

Sex digtribution varies acconding 1o the study,
MECHANISM OF INJURY

Tho mechanisms of hoad injury in westernised society show similarity In causative
fnctors; rond tralfie aceidonts being the most provalent, Annegors, et al. (1980) noted a
seasonal occurrence of hoad injury-highest in suramer and fall-and lowoest in spring and
winler, Motor vehlolo neeldonts and intorporsonal violenco as a cause of hoad Injury are
highest in the summer, 414 percant of head injuries ocour on woek-onds, Falls ocour
most commonly betwean 12h00-17059, motor vehiole aceidents between 18000-20h59
and {nterpersonal violence botwaon 21000 » 23159 (Tagger, ot al,, 1984), 75 porcent of
those Injured in sport activitles are male, although in 'horse riding' Injutles females
have a bighor incidenco (Lindsay, ot al,, 1980).
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TABLE 313

The mechanism of head injury in various studies (expressed as
percentages®)

Study

Nombar ol casos | RTA | MVA | MDA | PVA {  Fdf Assault | Sport | Weik Home | Ot | Unknown

Styndman & Geaham (1070) 404 45 7 3 ] 14
Jotwat, ot &, (1977) | en4 L 20 | (2ilys) 1 (atyR) {xi0ye)

424 Glnsgow 53 24| 47 10 0 ’

171 Nothorlands ] 19 i 1 ]

90 Los Angoles A7 1 17 {7 2
Steagyg, of ol,, 1070 #4000 11
{Lindsay, of #h, 1980}
Jdarnwlt, et &l {1679) 708 a7 (n&w)
Lidsay, ot o, ;1050) 1000 2
Mala (1901) 22

37 wdmitted 13 14 18

184 not ndimited 8 53 10 2
Rirwal (1601) 13 51 o8] &1 B 0 12 1 :
Rimwa), ot al, {10010) 550 40 . 20 10 18 ]
Murshad, otal, (1000) 601 o 16 [ [} 1

REY:  RTAw Roud tnallie neeldent, MVA u Motor vahikol ascidont, MBA » Motoreyeh ueeldont, PVA « Padostrlun vohicta aceldunt

. Tiwen figures tird as blaked in the partiowlar study,

Minor head injuries outnumber severe head dnjuries many-fold (Rimel, o¢ al,, 1981a;
Marshall, ot al,, 1983). . This strengthens the bollef of tie researcher that primary
provention of head injuries must be included in the scope of nursing practice, Symonds

"It is questionable whethoer the effects of concussion, however slight, are evor

Patients with minor hend Injury may suffer from deficits of memory, thought
procoessing, concenteition and judgement (Marshall, of al,, 1983). Repeated houd injury
hns o cumulative effect (Purchese, 1977: 191) and leads to traumatio encophalopathy
(Lowin, 1976}, Injurlcs thal catse n fow minutes of post-raurnatic amnosia may £anse

1.5 SEVERITY OF INJURY
(Rimel, ot al,, 1981a ; 227) states
completely reversible,"
microscopic structural damage,
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PREDISPOSITION

Tho existence of recognised prodispostiion to head injury Is debatable, Maitea (1981)
indicatos that patlents with a predisposition to sustaining a head injury aee those who
have had & previous hiead injury. Thig is snpported by Annegers, ot al, (1980), Rime,
et al, (19811) and Rimol (1981), Ker, ot al, and Jonnett found an excess of maladjusted
patients among the hend injured. although Klonoff, Thompson, ot al, and Craft, ot al,
fouad no suok evidenge (Maitra, 1981).

USE OF ALCOUHOL

According to the Insurance Instituio for Highway Safety in-the U.S.4A,, 50-60 porcent
of futal motor vehicle acoldents are caused by drunken drivers (Trunkey, 1983),

Alcohol as a conirlbutory factor ia the causation, extont and soverity of head injury

musy yot be underestimated Jennett, 1976b; Jonnatt & Teasdalo, 1977; Maltea, 19813
Rimol, 19815 Rimel, &t al,, 1981a ).

TABLE 3:4

The legal Umit for sevam alcohol

Country | Legal limit
8.A, <0,08 ug/d‘
UK 0,08 g/
USia, - | 3030 407

(Lewla & Colller, 1963)

HEAD INJURY MORTALITY

Joennatt (19766) statos that since thie mid-sixtics there has been a dectine in the numbor
of suvere head injuries,
TABLE 3:5

The wumber of head injury deaths that occur per 105 population per
AnDWm

Country Yoar

1072 1974 § 1076
Walos and Englond 108 0.8 8.2
Sootland 10.6 10.6 0.8

(Jonnott & MaaMlllan, 1861: 102)
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Head injurics account tor nine deaths per 10% population in the UK, per annum ¢,
foss than 1 percent of sl deaths, 15 percent of these deaths are In the age group 15-24
yoars (Jotnelt & MacMillan, 19812 102), Jennett and MacMillan (1981) add that in
1972, 60 percent of the doaths of hoead injured patients oceurred bofore tlno‘pml‘cms
reached hosplial (40 percent at the site of the aceldont and 20 percenty before the patient
sould be admitted to hospital), According o Klanber, ot al. (1985), 65 percent of head
injury doaths oocur boefore admission (San Diego),

Jonnett and Carlin (Klauber, et al,, 1985; 531) ascribe most avoidable head injury
doaths to "inappropprinte managoment of patients wito reach hospltal alive."

In San Disgo in 1976 and 1982 the death rawe was 21,3 and 17,5 par 100 000
population per annum respectively (Gunshot wounds excluded) (Klauber, ot al,, 1985),
According Lo Rimel (1981) and Trunkey (1983), trawma {s the leading canse of death tn
persons under 45 years of age in the U.8.A, and craniocorebral injuries dcoount for
most of these, Motor veliielo aceidonts account for 40 parcent. of the deaths in young
whites in the U.S.A, (Trunkey, 1983), 'The morlaily rate for severe head injured
patlonts in the UK, and W.8.A, is 1 50 percant (Jennott, of ali, 1977: 297; Editorlal,
1978: 589), According i Minteer-Convary (1985: 215), the mortality rate has dropped
to 3G percont,

In summary, in the opinlon of the researcher, no study is complele without an
epldemiologioal survey,

2. QUALITY OF COMPREHENSIVE CARE

* Kron ¢1976) states that the primary objective of n hospital is caring Cor patlonts directly (patient

vate) and indireolly- (tenching and researel), The quality of care received by head Infured pationts
from tho time of admisston untll ultimate recovery affects the pationts' finnl outcome, morbidity
and mortality (Folseher, 1974),

Quality Is defined by Woody (it 33) ag "having the echaraotoristics of excellence,!

Zimmer (DiVingend, 1977 139) defines quality care as

"wthe wlse use of kuowledge, skill, and compassion to meet the needs of the pationt,”

R S s > e N it
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Waoinstein (1976) and Schmad? (1979) state that there is no absolute for quality of cate, Quallty
care is care that is adapted to thoe social, cutiural, geographic environmenit and professional level
of a particular population (Wictorson & Ojerinark, 1981). The delivery of quality care involves
the optimal organisation of services (Wictorson & Ojermark, 1981), manpowsr supply,
fnoilities, resources, equipment, space and appropeiate cast (Rowland & Rowland, 1980),
According to Lanbam (1981) nnd Lambertsen (1965), the hospital is obliged to ensure that
health professionals provide safe, cost effoctive, high quality care as it remaing accountable
profogsionally, legally and othically for the care provided, Physiclang, nuysing and allied health
personnel, within the seopo of their practice, individually and collectively, are responsible aud
acvountable 10 the patients (Sehmadl, 1979), the hospital boards, governing badies, accrediting
agenclos (Lanham, 1981) and the community for the services they provide, According to
Rui’nw (1973}, tho degree of oxpertise of the professionals in the institution, the expectaiions of
the community and the financlal resources availablo to the nursing service all huve sorlous
implications for the standards of care that prevail in an institution,

The concept of quality cars Is viewed hy the patlent and community as & right not a privilege
(Lewis, (ed,) 1981), An ungpolon soeial contract exists bstween society and the profossionnls
involved in the hiealth service (Phancuf, 1976). Porsons receiving care have high oxpectations
(Phaneuf, 1964), and all costs must be justified (DIVineontd, 1977)

Irrespeotive of tho sotting, excellonce of care must bo ensured (Rowlind & Rowland, 1980), In
mediclne, quality assurance must be a priority (Smeltzor, ot al,, 1983) and is imperative
(Andrews, 1981; Buckloy, 1981; DeVries, 1981; Dubbelboer, 1981), Woody (nal) suggosts
that to ensuee trentmont produces magimum care and recovery there should Lo objective
eviluation of medicol caro,

fn the opinion of the researcher, hospitals should have. quallty assurance commitices and quality
assurance programmes (hat cover all aspects of care (Androws, 1981), Porsons must be
appointed to co-otdinate and maintaln the quality assuranes programmes, BExpott cliniclans and
the nursing faculty must be actlve contelbutors on the quality assurance commiitee, According
to DiVinconti (1977), quality assurunca programmes must be doveloped to svaluaie care in totms
of the contomparary model of nursing practlce,

Planned comprohensive co-ordinated health care, that ensures a quality-service is bolng delivored
to the patient and signilleant others and results in cconomy of stalf, resourcos and time 19 the
goal of the health servics,  The comprohenslve health sare systom includos preventlve
rehabilitation that commences at the & ne of the aceidont and continues untll ultimgte recovery
(Tysan, et al,, 1978; Rimel, 1982), Tt s important that an individuatised holistic approach to
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the head injured paticnt be adopted, The patient must be considered as a total human being, not
only as a ‘head jury’ per o,

The conprohensive care of the head injured patient is directed towatds assessment of tho patient's
nceds, appropriate modical, nursing, paramodical Intervention and client teaching
(Conway-Rutkowski, 1982), The contribution of both the medienl and nursing conceptual
framework to patont cate will enhance the quality of the healtl caro system and that of the caro
delivored to the pationt,

The researchoer bellevos that it i3 the right of the head injured pationt to receive comprehonsive,
co-ordinated quality care from the time of injury until ulimate regovery or death,

3. THE MULTIDISCIPLINARY TEAM AI’PROACH
TO COMPREHENSIVE HEALTH CARE

According to Jennett (Dinning & Counclley, 1981: 2), the needs of the head injuréd patlent are
misunderstood and inndoguately met as thers are so many diseiplines involved in the care of the
pationt and tho patient does not bolong exclusively to any one discipline, In order to meot the
neods of tho head tnjured patient adequately, beter co-ordination of patient management by a
multidisciplinary toam will load to one co~ordinator diregting net necossarily supervising many
diseiplines,

The most offectlve means of achicving high qunlity care for the hoad injured patient with
maltiple disabitities is through & multidigeiplinary toam approach from the outset (Vanhogan,
1979; Evans, 1981) until ultimate recovory (Long, ot al,, 1984), The team functlons well as a
complimenting group of individuals capabla of carying out specific (asks (Elirschiborg, ot al,,
1976). Yach profogsional is a collaborator, consuliant, teacher and rogource person (Fanghinwe,
1981). All of whom fungtion as peers n decigion making (Arndt, et al,, 1978), Bash team
momber within tho scopo of practice of his/her profession lias indopendent, dependent, and
interdependent functlons and Is responsible and acgountable for the preseribed. thorspoutic
Intorvention, Fanshaws (1981 194) while reforring to the occupational theraplst's role in
rehabilitation states  "..he quality of servico will depend a groat deal on the individual
thorapist," Tho rosearcher endorses Lhis statomont and believes it to bo applicable to all
members of the team. ‘

Rimel (1981} suggests that tho primary nurse because of the ramifiention 6f her
communication, the wse of the nursing procoss and after toam consultation is bost able to
co-ordinate, design and organise the planned Intorvontion into a comprolicasive progeamme, i
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such a way s to be mest beneficial to the patient, maximise patient ability and staff l‘casibillty.
Although the nwrso may bo the team ¢o-ordinaior the medical pragtitioner rémains the team
lsador, giving dircction for health Intervention (vide p21), In actual fact, ailizing the holistie
approach tho patient is said to bo the team leader (Searle, 1982), Although in tho cose of the
head Injured patient this may not be possible as the patient may Inok the mentation, intolleot
and insight required,

The aim of the myltdisoiplinary team Is to provide comprahensive, co-ordinated cars in ordor to
promote maximum recovery, The metmbers of the health team that may bo favolved in the care
and rehabilitation of the head injured pationt inolude:

Family
.
slgnifleant others

sychologlst/
Nogroypaycﬁgloglst

Nutrlionel thorapist

Ocaupational thoraplst -4 Radlographer

Pharmaolst A 5 Sodlal workar

Physlotheraplist/
Ran¥or;:a gyn?naat

Spanch thof:(plst

PATIENT

Daclar Communlty

b

Flg, 3:1  The multidiseiplinary toam

The roles of the various team mombors aro described in tho listed reforences (Brunnor &
Suddarth, 1974; Nichols, 1975; Iirgehberg, ot al,, 1976; Bond, 1977; Clarke, 1977; Cross,
1977; Bdmonds-Fill, 1977; Jonnoty, 1978; Ougn, 1978; Evans, 1981; Fanshawe, 1981; Howard,
1981; Tumin, 1981; Cuplun, 1982; Prigatano, ol al,, 1984; Purchose & Allan, 1984). Due to
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~the limited space only the role of the patient, the family, the physician and the nurse will be

described in greater detail,
THE PATIENT

Rehabilitation is a patient centred process (Bddy & Westhrook, 1975)., According to Bisdee and
Hipkens (1981), the patient raust participate actively in the rehabilitation process as he is the
primary source that will affect rehabilitation.

FAMILY '

As care-and rehabilitation of the head injured patient is a lengthy process it is vital.that from the
outset the family be included in the management, involved i goal setting, degision making and
programme planning (Jacus, 1981}, It is important to obtain the family's co-operation for they
remain with the major responsibility for the patient (Evans, 1981), According to Bisdce and
Hipkens (1981), if a holjsiic approtch to the patient is not adopted and the family is not
involved in the rehabilitation process, then the change that occurs because of rehabilitative

intervention is superficial, - Thus, for effective family relationships and. rehabilitation,
: p : ;

comrunication with the patient and family is essential,

The role of the multidisciplinary team with regatd to the family includes:

3.1 Recognising the needs of the family in order to promote recovery.

3.0.1°  Family therapy, individual and group therapy is an essential element of rehabititation
(Jacus, 1981), .

312 Counselling and emotional support of the family must occur as early as possible, in
order to prepare tho family for changes in the patient's behaviour and to. avert
inappropriaie reactions that complicate the rehabilitation process, All team members
must offer support (o the patient and family at set intervals and keep them fully
informed (Edmonds-Hill, 1977), A support gronp ‘The Family Huddle' as suggested by
Elliott and Smith (1985) may be developoed espécially in the acute care sotting,

31,3 Assisting the family through the grieving process (Yones, 1981),

3,14  Allowing the family to expross foars, anxieties and feelings as they may be devastated.

Stress is highest in the months fotlowing the socident and plateaus at six to twelve

months after injury, 'The anxiety level of the family is related to the degres of eventual

recovery,

Proparing the relatives regarding the patient's reoovery, interim and long torm goals (De

Villiers, 1981; Jennott & Teasdale, 1981), The attitude of the family towards the

patient, the rehabilitation programme and rocovery will affect the patient's
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rohabilitation outcome. A positive realistic attitude to the patient and recovery will aid
the rehabilitation process,

Giving complete, honest answers (Jones, 1981) and sensible advice to the family
(Jennett & Teasdale, 1981). !

3.3 Encouraging notmal family relationships (Bisdee & Hipkens, 1981).

34
341

321

Preparing and involving the relatives in the rehabilitation programmne,

Allowing and encouraging the family t¢ work in and: with the programme (Fdlscher,
1974).

Using the family as a resource, a supportive tool in the preventive rehabilitation
programme and for reality orientation (Jones, 19813, In the opinion of the researcher,
motivation and étimulation of the head injured patient, from admission until ultimate
recovery, is inctuded in the responsibility of the family aud should bs promoted by all
team members,

The role of the nurse with regard to the family is that of coungalling, support, teaching
and refertal (Elabermann, 1982),

3.5

It is important to explain the emphasis on independence and self-care in the rehabilitation
programme so that the family does not ragard it as neglect (Jacus, 1981), nor spoil the patent
(Folscher, 1974). A barrier to the patient's progress towards independence can be caused by
others who utilize the patient's dependence as a prop for their own existence (De Villiers, 1981),

THE PHYSICIAN

The question of which medical practitioner should have final accountability for the patient's
management remains debatable (Steadman & Graham, 1970; Jennett, et al., 1977; Riwmel, 1981;
Jonnett, 1983). The head injured patient is primarily the responsibility of the neurosurgeon, but
if all head injured patients were admitted under the neurosurgeons they would need two and & half
dmes the present number of available neurosurgical beds (Jennett, et al,, 1979), In the acute
phase most head injured pationts are cared for by doctors whose speciality is not the brain and
who do not have the skills and training in the management of brain trauma (Jennett & Tensdale,
1981: 344), Therefore there is much confusion abous ihe patient's manageracnt (Jennett, 1983),
Jennett, et al, (1979) state that medical practitioners should becomes more self-sufficiont, must
e awate of the medical protocol of management for the patient and that a patient siands a better
chancs of survival if managed by a-team of doetors and nurses who are used to caring for head
injuted paticnts, ‘

Accpe iy 1o Hirschberg, ot al, (1976), rebabilitation should be earried out as a continuing
programme with general medical cate, The physician is legally responsible for the general carc
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and direction of the rehabilitation efforts (Bvans, 1981 15). Arnd, et al, (1978) state that the
team is under the control and co-ordination of the physician, ‘The rohabilitation team is usnally
headed by the physiatrist (a medical praclitioner trained in rehabilitation medicine) who is
responsible for the evaluation of the patient as well ag supervising the patient's rehabilitation
programme (Bruitner & Suddarthy, 1574),

THE NURSE

According to Rélscher (1974), rehabilitation commences as soon as the patient is admitted and
olearly needs more nursing input from the acute treatment until the patient hes assumed a
positive rols in sogiety, The role of the neurosurgical nurse in the pre-hospial, cmergency
unit, ward situation, physical and psychological rehabilitation from the outset must not be
underestimated (Rimel, 1982). According to Evans (1981), if nurses are o be allowed to play a
full role in the mulﬂdisciplinary rehabilitation effort, then the nursing establishment must be
altered to allow for more time with patients: '

The nurse's attitude and approach may aff~6t the entire therapeutic milieu (Folschier, 1974;
Riman, 1979). In the acute phase the nurse is the one member of the health team who is with
the patient constantly and has most contact with the patient, significant others, medical and
allied health personnel, " According to Government Gazette No, R,2598 of 30 November 1984
(:14), tho scope of practice of the nurse includes

“the co-ordination of the health care regimens provided for the patient by other categories of
health personnely, "

Quality nursing care is snpported when the nursing department functions on an equal and
integrated basls with all other departments and is strengthened when effective collaborative
relationships exist between nurses and physicians (Evanston Hospital Corporation, 1979), Tho
nurse is a full merber of the team with responsibility for comprehensive care to patients and g
contribution to the total nursing effort. The primary nurse, clinical nurse speoialist and
xehabilitation liaison officor must be included in the multidisciplinary team and must make a
conlﬂbution to the therapautic programme (Evans, 1981: 134), It is essentin! that the nurse
support the work of the team,

The stalf involved in the caro of the head injured patient, in order to make management decisions
rely on the nurge's assessment of the patient via verbal or writien feedback,
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Co-ordinated care programmes as suggested by Riley and Moses (1977: 22) utllizing the
specialists in the field of head injury as consultants would ensure that institurions are able

", to provide humane, thoughtful, and expert care for the pationt as soon as hie has been

admitied {o any primary treatment unit.

Toam csmmunication is essential. Multidiseiplinary mectings improve staff interpersonal

rejationships with the resultant indirect improvement of care (Azad, ot al,, 1978). Elliott and

Smith (1985) add that multidisciplinary team meetings to review care must be held weekly,
The agenda must be itemised to include discussion by all therapists of short and long term goals
and discharge planning. As many of the modalities of carc of the head injured pationt

. incorporate more than one therapist (Nichols, 1975; Purchese, 1977), Rotkoviteh ((ed.) 1976)

suggests tho use of 'therapy communication sheets' to ald communication between the team

members,

Purchese (1977) siates Jat for the patient (o reesive the best, good neurosurgioal care is based
on team offort, Active co-operation to promote physical, psyshologleal and sacial welibelny
and inaximisc the rehabilitation of the patient is essontlal, According io Rimel (1981), a
multidisciptinary comprehensive care plan witl result in deercased morbidity of head. injured
patients, Cross (1977) states that from admission, vigorous treatment by all members of the
health toam is required to decrease the physical and mental disability after severa head injury,
Eauh member of the health team has an important contribution to make (o the patient's care and

 yécovery (Jennett, 1978; Vanhegan, 1979), ‘The researcher believes the above to be of

paramoxat importange to compraionsive patient management, ‘

4. THE MEDICAL MANAGEMENT OF HEAD
INJURIES

‘The purpose of this saction of the literature review is not Lo eriticize, evaluate or present n naw
protocol of management for head injured patients, for this is boyond the scope of a nurse
practiloner, It is to review some aspests of the medical management of head injursd patients
tht form an integral part of comprohensive quality patient care, rehabilitation and recovery of
head injured patients,

Ilippoorates said about head injurles "No Injury is too triviol to ignore nor toe serious to dospair
of," (Jennolt & Teasdnls, 1981: 341)

Lo
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PR Y S The medical management of head injured patients remains @ contentious issue, Uniformity in
o : treatment of head injured patients has still to be achieved nationally and internationally (Jennett
LN & Teasdale, 1981). Given the variation in the availability of resources for the pra-hospital,
B ‘x i ‘ L ; hospital and post-hospital management of the head injured patient in the various countries one
& wonders whether this is feasible? Optimal‘ cate is likely to nome from a compromise between
the systems of care most prevalent in the U.S.A, and Europe (Jennett & Teasdale, 1981),
Prompt management of the head infured patient in a hospital that has a co-ordinated trauma
o i health cars facility that provides quality care, offers the patient a better chance of survival
AR (Trunkoy, 1983).

The head injured patient is managed both consorvatively and aggressively (Cotway-Rutkowski,
3 o 1982), Medical intervention is essentially supportive, aimed at contrelling intracranial pressure
";} . and preventing medical complications (Nikas, (ed.) 1982). The 50 percent mottality rate with
; serious head injury qan be reduced by accurate diagnosis and agaressive treatment (Rose, et al,,
1977

' THE AYMS OF COMPREHMENSIVE CARE OF THE HEAD INJURED
P VATIENT INCLUDE: '

1, To maintain life and sustain the highest level of wollbeing (Conway-Rutkowski,
‘ 1982), :

N \ 2, To detect, minimise and prevent secondary brain damage (Nikas, (ed.) 1982; Jonnett,
1983),

A 5 To maintain and/or preserve function and avold permancnt damago,

] 4, To achieve maximal physical, psychological, emotional, soctal, educational and
s economic recovery (Headway, 1983).,

i f 7 Cortain fssaes regacding the medlical managemont of the head injured patient, that have direct
o f‘g‘“ Dearing on the nursing interveation réguired by the patient, will be discussed.
St -
Nk 41 PROTOCOLS OF MANAGEMENT
Vot
SRR Set protocols of management of the head injured pationt that sllow for comprehensive
f ‘ ! co-ordinated quality patlant care, with minimum cost and maximum utiization of tewm
R o : o offort must bo available (Webster, 1984), The protocols of care must:
e ¢ 1, Bo designod for use by medienl practitioners, nurgos, sllicd tiealth personnel and
o " ¢ ?\J \-' cmergoncy personinel nceording to thely individual scope of pragticy (Rimel, ¢, al,,
L “4;“\% ; 1978 Rimeit & Langlht, 1980),
A | i
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e A
I’i‘ i 2. Allow for intolligent assessment of individual patient needs and adjustmons; of the
o “‘ o roglmen as required (Jonnett & Teasdate, 1981 211 Nikas, (ed.) 1982; Trunkey,
e 1983). |
toa “’ ] 41,1 Prolocols should be available for the following aspectr of head injury patient
s ‘ : management:
\ﬂ' . ““:O; S ' hR According to the severity of the injury.
“ﬂ, ) b, According to the site or location!
T e G Al the site of the ineident,
Ao ()  Pre-hospital freaument,
S e \ Data suggests that advanced pre-hospital eniergeney medical services ean substantially
; < reduce mortality ratos of head injured patlents as experimental ovidence has shown that
’fj‘- o apnoca and hypertension followed by hypotension characterise the immedlate impact
. S after head injury (Klavber, et al,, 1985; 531), \
v (iif) Transfer of the patient to the nourosurgical centre.
- G According ta the phase of recovery:
, ) Manngement of the geute phase.
' S ()  Proventive rehabilitation,
N o (i)  Long torm manggoment,
. "‘:,‘ & . {iv)  Rehabilitaion,
% - ( Jennett, 1978; Rimel, ef al,, 1978; Jennett, et al,, 1979; Comnolly & Zewe, 19813
Jonnett & Teasdaly, 1981; Nikas, (od.) 1982; Marshall, et al., 1983; Trunkey, 1983;
Shapiro, Webstoy, 1984),
4,12 Tho goreral principles of wanagement incorporated in the protacols, irtespeetive of
locality and stage of recovery ate similar and aist include
f A multidisciplinary approach,
b, The provision of an environment thiat is condueive Lo reogvery,
¢ The ssessmont of the needs of the patient:

0} Bmergsney assessmont,
(ii) General assessmont;
Assoss all systems and assoclated injuries (Kunkel, 1981),
@)  Neurologleal assessment:
Assoss the primury injury and secondary cffeats (Kunkel, 1981),
iv) The provisien of n means of continuous observation,

e Ensurlng adequate oxygengtion, ventilation and malnienance of a clear airway,
e, Pationt resuseitation,
f, The maintairance of hastnodynamle status, eardiae output and teatment of shock,

Malntain mean arterial blood prossure 280 mum Hy (FHolse, 1983: 202),
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o i 8 The matntenance of Intracranial pressure within normal limits,
e W b h, T'he maintenance of body homeostasis,

; 1. The maintenance of fluid, slectrolyte balance and nutrition,

: k'., H I8 Treatment of open injuries.

o k. Maintenance of mobility.

1 Provision of i means of elimination,

' o, Documentation of the therppentic plan and the findings,

| e | 4,2  ADMISSION OF HEAD INJURED PATIENTS

LR . In South' Afrlea there Is no uniformly gceepted policy regarding the admission of head
. ‘ injured patients, in particular tho loss severe head injury., According to Vanhogan
* 3 h (1979), 100 000 head injury pationts ate scen In aecldent and emergency departmonts in
: the UK, per annum, Totten and Buxton (1979) found that for every one patient
X ‘ admitted, four or flve are sont home, Patel's figures (Sympostum on liead injurtes,
S W % 1977} shows ono In six, Maltra-(1981) and Jennelt and MoMillan (1981) state that
0 “ ' head Injury patients account for 10 percent and 11 percent of all patients seen in
nccldent and emergency dopartments respoctively, According 10 Totien and Buxton
O (1979), hiend injurles account for 25 percent of neute surgieal admisslons to an average
: general hospltal, Trunkoy (1983) adds that head injurles account for 0.2 percent of ail
. hospital adwmissions In the U.S,A. Fischer, ot al, (1981) state that head injurics
comprise s 20-30 percent of trauma admissions and ara regarded as the singlo most
common cause of admission, 10 - 15 petcont of the chses admitted have 4 severe head
injury roquiring extensive observation and trentment, In the U.8,A., six aud & half
n o . million head injured patients are admitted per yoar, one mitlion of these aro serlous
s R (Connolly & Zowe, 1981), Groen's fignres (Wulf, 1985) concerning head injury
';'sj ;g admissions to the Johannesburg Hospital, South Afvica, for June, July, and August,
7 1984 are 72,73 and 51 out of & total of 122, 116 and 99 cases admitier] to.a goneral
{ranmn unil respectively,

As the use of avallable resources s congidevable (Totton & Buxton, 1979), it is

important to dofine a low risk group of patlents wha could safely be diseharged from

tho nceldent and emergency department, The criterla that have beon debated by many

‘ ! nuthors rogarding admission policy inelude:

v g 1. Loss of consclonsness

| C Admit for 24 hours if any ovidunce of loss of censclousness (Purchase, 1977

e ; Nikas, (ed.) 1982),

‘ ,‘“\v‘ ; 2. The presence or absence of a skull fructure (Tennett, 1976a/b, 1983; Fischor, ot al,,
o 1981).
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Hospitalise for 24 hours if a skull fracture is present (Bailey, 1980),
3. 'thé fear of a patient with a minor head injury daveloping a subdural or exteadural
hinemorthage (Green, 1984),
According to Tolten and Buxton (1979), Rischer, ot al, (1981), Weston (1981) and
Jennett (1983}, if thero is nio ampesia, fracture or neurologlcai signs the patient:
1. May bo sent home in the company of a responsible adult,
2, Must be given adequate written instruction régarding the ocourrence of drowsiness,
confusion and severe headnche,
Since tho publication of an artiole by Jennott, ot al, (1984) & uniform policy for the
admigsion of head injured patients in the United Kingdom does exist. According to the
rosearcher, stafling lovels will bo affected by the admission policy and pationt
dependsncy amongst other factors, ‘
THE MANAGEMENT OF INTRACRANIAL PRESSURE

In the gpinton of the researcher, the role of the nurse in shoe cotnlrol of intracranial
pressure must not be underestimated, The ntrse because of hor constant contact with
the pationt is the one most likely. to dotect oarly changes in intacraninl pressure,
Medlgat and nursing intervention incorporated in the plan of management of tho head
injurdd patient who is sufforing from raised intencranial profsuce (detected by infracraniat
pressure monitoring, fundoscopy or assessment of (he pationt's clinical status), as
stated by Connolly and Zewe (1981), Jennett and Teasdale (1981), Nikas ((cd.)1982),
Tucker, ot al, (1984) Include the following: '

Minimise noxions stimulation

\

When planning the therapeutic programme the, multidisciplinary team must consider
the 't‘actors that affect intzacranial prossure dircctly or indirectly. Always maintain the
cerebral perfusion pressuce (CRP.) above 50 mm, Ky,

Patlont intervention must be cardod out as tincously and quietly as possible,

Factors knowa to affect intracranlal pressure tnclude:

Bronchial suettonlng (Parsons & Shogan, 1984),

Tnhibit the cough roflex with LV, Hdocaine prior to suctioning (Webster, 1984), Note
the rtso in Inteacrantal pressure aud stop suetiondng i€ it s more than 30 mm.Jg
(Uravnak, Webster, 1984), '

Emotionally disturbing conversations,

Booutz « Marx (1985) found (hat there was no change in response to talking, kissing,
touching and noise of bottles and cotsldes, Parsons and Wilson (1984) suggest
talking to thoe pationt decreases tho startle rellex.

T
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FA @iy Nursing intervention, , Eod f.
o Byo cate, shaving (Boortz « Mar, 1985), oral hyglene, urogenital care and bathing ' é
cuuse an lnerease in intracranial prossure, Return to baseline occurs within one minute g 3 g
. of the procadura provided P, 2 50 mim g, therolors it s sale (o porform nutsing . . ‘5
Intervention (Patsons, et al,, 1985), i . EREE '
Gv)  Paln. ‘ - ‘ 4
: ) Position of the bed (Parsons & Wilson, 1984), ; ,
oo o (vi)  Positioning and turning the pationt, °
ST (vIl)  Positive ond expiratory prossure, B
; R (vill)  Rostraining the patient,
et (x)  Taking artorial blood gasos. -
Y A : (9] The combination of soveral activitdes such as turaing and suetioning in successtor,
. o ‘ e Activities that are performed by the patient that are associated with inercases In
RO intracranial pressuro incliudo:
A @  Clowing.
,,'/ @ Coughing. : o i
o S @) - Isometrle mussle contractions, k ‘ B ‘ ‘
(v1)  Passive range of motlon exorclses: 7 ‘
PR M - Perlodic breathing, ‘ v » : \ 3
W (vi)  REM sleep, : : :
! ‘ (vi)  Rostlossnoss.
N (vill)  Stralning during olimination, :
o vy Uso of tho bedpan,
AR x) The valsalva manocuvre, ' ' !
i A4.3.2° Assess patient status
W .
& K;gf | Assossmont of tho patient and establishing dingnoses form the initlal phase of ‘ B
. ' management and thoxely commences the patient's rohabilitation towaeds ultimate { -
o L - recavery,
i g Astuto observation and recording of nonrologleal status, inteacranial prossurs, PP,
.'{E < and vital signg to detoet shangoes In the patlont's status mus( be undortaken (Abelson,
L 1982), (Vide pd2 for further discussion concorning patient assessmeont), The physisian
' ‘* ' ‘ urtist bo notlfied I changos In the pationt's nowrologlenl status, intrasranial prossure
S recordings and vilad signs acour ‘
;.
; il
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Nursing interventon,

Hyo care, shaving (Boortz « Murx, 1925), oral hygions, urogenital care and bathing
cause an {rierense in intracranial prossure, Return to basetine occtns within one minnte
of the procequre provided CP.I, & 50 mm, g, thorefors it is salo Lo porform nursing
intervontion (Parsons, et al,, 1985),

Paln,

Poslilon of the bed (Parsong & Wilson, 1984),

Positioning and tuming the pationt,

Positlve ond oxpiratory pressure,

Resteaining the patlont,

Taking arteriel biood gases,

Tho combination of several activities such as turning and suctloning in succosston,
Activitios that are performad by the patient that are associatod with increases in
inteoranial prossure ineldo;

Chewing,

Coughing,

Jsometric mpscle contractions,

Passive rango of motlon exerciics,

Poriodic breathing,

- REM sleop,

Restlossness,

Straining during eliminatlon,
Use of tho bedpan,

The valsalva manoouvre,

Assess patlent statug

Assassmont of the putient and establishing dlagnoses form the Initlal phase of
managontent and theroby comm:-ucos tho patient's rehabilitation towards uliimato
1egovery,

Astute obsorvation ané recording of neurologlenl staws, fnieacranial prossure, G.P.P,
and vital slgns to dotect changes {u the patlent's stals must be undeetaken (Abolson,
1982}, (Vide p42 for Turthor diseussion concorning pationt nssassment), The physleian
must be notifled i changoes in the patient's nonrological staws, mitracranial progsure
recordings and vital sigus oceur.
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4.3,3 Maintain. adequate oxygenation and ventilation

“Respiratory dysfunction should be suspeeted In all unconseious hoad injury paticnts.”
(Jonnelt & Teasdale, 1981: 218)

Acuie respitatory insufficiency is a common initial fnding In head injured patients and
cauges hypoxacemia, cylotoxic corebital ocdoma and vasodilatation tha result in further
vasenlar congestion, Hypoxia affects the quality of recovery adversely (Lewin, 1976
1235), Hypercarbla also resulis i vossel dilation and (hus increases. intracranial
pressure (Nikas, (ed.) 1982), According to Lewin ¢(1976), the primary cause of death in
the head lnjured patient is not cardine fatlure but respiratory arrest,

Malntenance of a cleat airway,

There is no dispute about the importance of maintaining o clear airway;

Maintaln Paly above 80 mm.Hg and PaC0y at 25-30 mm.Hg (Tucker, ot al., 1984),

According to Jonnott and Teasdale (1981), it is often when the pationt reachos hospital

that insufficlont sttentlon is pald to the alrway, In the opinion of the researcher, the

oral alrway should never be steapped fnto the patient's mouth ag;

«Tho nirway fnterferes with normal swallowing,

- Incrotsed salivation oteurs,

~ In the avent of vomlting tho alrway Is open allowing for aspiration and further
ventilatory compromise,

Vontilation,

Tho use of the vontlator in the managsment of the head Injurad patient may be elthor:

T nssist the patlent's ventllation and oxygenation by means of intermittont mangatory

ventilation,

To control the padoent's ventilation by means of contlnuous mandatory ventlintion by

the. use of hypervantilation and/or newromuseunlar locking agonts. There s still

consldarable dabate about the nsofulaess of controlled hypervontilation (McDowall,

Symposium on head Injurles, 1977), Intubation i not in Mself an indication for

controlled ventilation (Jonnolt & Teasdale, 1981 222),

Spontanoous hypervonttintlon and hypoeapnia are comimnon In sevarely hoad Injured
patlonts, - Jennott and Teasdalo (1981: 225) supggost that 1t i bottor to elestlvaly
{ntubate ond ventilate all patients -with a specitied dogree of impairment of
consclousnoss rathor than to walt for the development of abnormalltes, Jonnoeit and
Toasdnlo (1981) add that intubation and meehanical ventilation are accoplod practicos of
managomont of tha severs hoad Injured patlent and may be used in conjunction with
Intracranial prossure monitoring (Melowall, Symposium on head {njurles, 1977 and
burbluwate therapy,
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?;‘5‘” o : : 9 ,
Eé\ ‘?» 4 ! i, According to Tensdale (Symposium on head Injuties, 1977), Davis and Mason (1979), :
{" r( v Jonnett and Tonsdale (1981 130) and Nikas ((ed.) 1982), the continuous monitoring of - e
& P Intrncriinial prossure in the severa liead injured pationt can prova to be of value and Is :
W { L ‘ indicated n: i
;«;Z} 4 ! 0 Alding the diagnosis,
Q X }; * (1)) Evalunting intcacranial dynamics,
ﬁ ¥(23 ; Gl  Managing tho patients -
hf. 7, o = Possibly thoso patients who do not oboy commands,
Bt \ Lo « Cerebral engorgement,
‘;' 1; « After tho evacuation of a clot,
T § L - A patient with o ‘silent’ Intracranial hacmatoma to declde i surgary 18 necessary,
f’,uk 3"3?"‘" ' « Lowin (1976) states thit when intermittent positive prassure ventilation and/or
e § “,‘/ hypothermin ave used relinnce on ¢lindeal monitaring alone is unwise, In Leeds, all
“ ; ; / ,‘ I patients who recolve controlted ventilation have continuous intragranial prossure
e monitaring (MeDowall, Symposhun on head injurics, 1977).
L (tv)  Alding the prognosis.
(v) Asregslng the patlont's responso o troatment (Lewin, 1976), ‘ : ' ' .
Actording to Ricet (Nikae, (ed.) 1982), direct mensurement of intraceanial pressure iy

the only clinlcatly yellable and valld way to dotect Insracranial hypertension, Snyder
and Jacklo (1981) ndd that. observations of the patient are indirect evidonce of altoration
in Intrnaranial prossure that 6re only observed after some pathological changes have : >
occurred, Flolscher, ot al, (Jennett & Teasdnle, 19813 131) congider that there may bo :
10 roison to monttor Inteacraninl prossura 1€ there Is no evidence of u space accupyling L
lesion on computorised soann'ag, Monitoring of intéacranial prassure ofton shows that
patlonts with severe brain stem dysfunetion do not have raised inteacranial prossure, but
on the other hand it may bo clear that prossuroe is high or rising aud that tntervention is
required (Jonnett, 1978; Nikas, (ed.) 1982). Jennott and Tensdale (1981: 128) add that
in-padents who have sufferar! diffuso brain damago the tnereased inteacranial prossuro
may b a reflection of the doegres of brain damage; both tho ineidence and the leval of
Intracrandal prossure correlating with tho patlont's elinjeal symptoms. Jennett and
Tensclale (1981) and Nikas (¢ed.) 1982) also stato that dopending on the typoe of injury,
high levels of intracranial progsure may oecur with Hitle evidonos of ralsod Intracianial i
prossure durdng clinieal monttoving,

RO




Intracranial pressure can be-monitored by various routes. According to- Ricei
(Nikas,(ed.) 1982 37), the intraventricular cannula is the most reliable and mos

accurate method of intracranial pressure monitoring,

Connolly and Zewe (1981 and Marshall, et al. (1983) state that an intracranial
pressure of = 20 mm.Hg must be treated.  Budassi and Barber (1984: 367y add that if

the intractanial pressure is = 50 mm.Hg for over 20 niinutes, then the patient has a -

. POor prognosis,

In many neurosurgical vnits, the measuring of inizacranial pressure has become soutine
treatment for severely affected patients (Jennett, 1978). ~According to Tuasdale
(Symposium on head injuries, 1977) and Jennett and Teasdale (1981; 132}, the
procedure of intracranjal pressure monitoring and the ihterpretation of the results
requires a degree of &ffort and expertise. The use of intraoranial pressure monitoring
should be restricted to a constant neurosurgical service where neurosurgical expertise is
available around the clock, as the difficulties and complications of intracranial pressure
monitoring must not be underestimated (Connolly & Zewe, 1981; Snyder & Jackle,
1981 184; Tuoker, et al,, 1984: 250), For this reason intracranjal pressure mo'niloring

is not undertaken in The Hospital (Lipschitz):

The use of chemotherapeutic agents to treat raised - intraeranial
pressure

Drugs are prescribed by the physician and administered by the nusse,

Stexoids.

The use of steriods for the treatment of head irjured patients remains debatable.
According to Nikas and Tolley (Nikas, (ed.) 1982: 90), the efficacy of glucocorticoids
in the treatment of head rjaries is not woll documented, There is evidence suggesting

’ that glucocorticolds do not influence the outcome in severe head injury (Webster, 1984:

48/49), Jennett and Teusdale (1981: 241) add that the value of steroids in head injury
raghagement remaing uncertain, According to Tyson, et al, (1978: 23) and Connolly
and Zewe (1981), steroid therapy should begin as soon s possible after the arrival of
the patient in the emergency department, as the effeot of steroid therapy is known to be

diminished if initiation of therapy is delayed.

Mifohel] (Nikas, (ed,) 1982: 42) and Tucker, ot al, (1984: 249) advocate the use of high
doses of steroids for patients witli a Glasgow Coma Scale £ 12/15. Other authors who
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support the use of stexoids in the management of head injured patients include anﬁer
and Suddarth (1974), McDowall (Symposium on head injuries, 1977) and Davis and
Mason (1978), Various regimens for the use of steroids exist. Points to note with the
use of steroids include:

Att-acids/Cimetidine must be used to prevent gastric irritation (Webster, 1984),
Careful fluid and electrolyte management is imperative (Connolly & Zewe, 1981),
Steroids may mask a developing operable lesion (Vanhegan, 1979).

Steroids may mask infection (Webster, 1984).

If the drug is used on a long term basis it taust be withdrawn gradually (Vanhegan,
1979).

The use of diuretic agents.

Manniiol is used as a temporary-life saving measure to trezit increased intracranial
pressure, only after other therapentic modalities haye failed to halt progressive
neurological deterioration (Tyson, et al., 1978).- According to McDowall (Symposium
oi head injuries, 1977), dehydration therapy is used if more than 25 percent of the
intcacranial pressure readings in any 30 minute period exceed 30 mm.Hg. McDowall
(Symposium on head injuriés, 1977) adds that later on in management a high

intracranial pressure doesnot respond, except temporarily to dehydration therapy.

The use of Mannitol fog the treatment of raised intracranial pressure is advocated by
Vanhegan (1979), Jennett and Teasdale (1981)and Nikas ((ed.) 1982), 1-2 gm/kg body
weight of Mannitol 20 percent as a bolus dose is infused over 10-20 minutes and when
necessary (Vanhegan, i‘979; Connolly & Zewe, 198 1), When using Mannitoi it is
impbrtant to check serim osmelality (<320 m osmol/L) (Vanhegan, 1979), Other
dintetic agents such as Furosemide (Lasix) may be used to decrcasé intracranial pressure
(Webster, 1984),

The w42 of barbiturates to induce barbiturate coma,

A coyientious issue is that of the use of barbiturate therapy. Marshall and Shapiro
(Syxﬁposium on head injuries, 1977) state thut in severe head injured patients the use of
induced batliturate coma with or without hypothermia has shown promise. -According
to Connolly and Zewe (1981), barbilurate therapy has shown encouraging results in
decreasing cerebral metabolism and intracranial pressure when other therapy has failed.
Webster (1984: 50) adds

"... no study has conclusively demonstrated that barbiturates are effective in reducing
patient mortality." ,

TR




<H

: 4-3&6

4.3.7

#,

c.
d,

€.

4.3.8

When utilizing barbiturate therapy the effects of noxious stimulation are reduced

(Studebakor & Dykstra, 1984), The general effects of barbiturates must be incorporated
in the therapeutic plan for the patient (Kunk;f:l, 1981; Mitchell, Nikas, (ed.) 1982).
Pentobarbital 5-15 mg/kg body Weight may be administered intravenously over 5-30
minutes (Connolly & Zewe, 1981). Serum barbiturate levels must be monitored in

order to adjust the dosage per patient (Therapeutic range 2-4 mg/dL) (Quandt, -

Studebaker & Dykstra, 1984: 78).

When intracranial pressure is 15 mm.Hg for more than two hours, barbiturate therapy
iz discontinued slowly and anti-convulsants should be administered (Connolly & Zewe,

1981), Jennett and Teasdale (1981: 244) advise against the use of barbiturate therapy in

ordinary olinigl practice where there is no continuous surveillance or availability of a
neurosurgeon, Barbiturate therapy is not utilized in the unit under review.
The use of Pancurgtium (Pavulon) to decrease the effect of erivironmental stimulation,

The use of stool softeners to avoid constipation (Johanson, et al,; 1981),
Drainage of cerebrospinal fluid via sn infraveniricular cannula

Maintenance of fluid and e’lecytrolyte balance and nutritional state

Prescribe fluid, electrolyte and kilojoule intake en a daily basis (Tucker, et al,, 1984:
249), ' .

Restriot fluid intake to 1200 - 1500 mls. per 24 hours.

Keep the patient nil per os.

Measure and chart fluid intake and output.

Catheterise the patient for acourate fluid assessment,

(Vide p34 for further discussion of fluid, eleotrolyte ard nutritional status).

Mobility and positioning of the patient

The patient is at bed rest.,

Maintain body position in normal alignment (Nikas, (ed.) 1982; Tucker, ct al,, 1984),
Elevate the head of the bed to-an angle of 300 (Tucker, et al,, 1984: 249),

Avoid:

- -Semi-prone or prone position,

Flexion of tho nock and rotation of the head (Parsons & Wilson; 1984),

1

t

Compression of the neck veins,

-~ Extreme flexion of the hip,

)
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FLUID, ELECTROLYTE BALANCE AND NUTRITION

The prescription of fluid, electrolyte and kilojoule intake is the responsibility of tha
physician and is supervised by the nurse. Severe brain damage may increase the
metabolic response to trauma, Catabolism after injury is associated with a glucose
intolerange that results in hyperglycaemia and glucosuria (Insulin may be necessary),
In the patient who has only a head injury, the increased metabolic demand may be
offset by the energy-sparing effects of starvation and bedrest, so that total energy
requirements may be little different from normal, A fast of two to three days may
therefore be of little clinical significance (Jennett & Teasdale, 1981; 232),

The recommended kilojoule intake for-an adult who has sustained a severe head injury
is 1 500-2 000 cals. (Minteer-Convery, 1985) /2.000 - 3 000 cals./24 hours, with a
calorie: nitrogen ratio of 1801 (Jennett & Teasdale, 1981; 233; Conway-Rutkowski,
1982: 208). This value appears to be rather low as the daily recommiended calorie
intake for a healthy male 19-22 years is 2 500-3 300 cals, and fora fomale is 1 70 -

2500 cals, (Nationial Research Counoil, Food and Nutrition Boatd, Lewis & Collier,
1983: 909). In saverely catabolic patients, or patients with infection daily requisements
may be 4 000 - 5 000 cals,/24 hours,

Nutrition must be provided by the third to the fourth day after injury (Yennett &
Teasdale, 1981: 232), A protocol for the nutritional support of the patient that is well
balanced and eontains all the nuteients essential to maintain body homeostasts, mustbe
established (Jennett & Teasdals, 1981: 232; Lewis & Collier, 1983: 807-909;
Anderson, 19f34;"I‘ucker, at al., 1984; 249). '

The route used to administer the patient's intake will be determined by the level of
consciousness and condition of the patient, The head injured patieiit may require the
ingertion of an intravenous cannula for the purpose of fluid, nutritional replacerment and
drug administration, Jennott and Teasdale (1981) and Tucker, et al. (1984) recommend
that wherever possible foeding e carried out via the alimentary tract as this ensures
berter nutrition than intravenous feeding (Brunner & Suddarth, 1974), Oral feeds must
not be glven to undonscious patients. Onee the patient has a cough, gag and swallow
reflex ol fluids may be commenced. If no paralytic ileus is present enteral nutrition
can be commenged and maintained by a nasogastric or nasoduodenal tube (Andorson,
1984: 50), If the patient is unconscious for more than four weeks a gastrostomy may
be performed (Minteer-Convery, 1985), Intravenous hyperalimentation may be used
when ol or entecal feeding is contra-indleated or not toleratad,

34
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