
Rehabilitative techniques used for stimulating the patient include:

(Cross, 1977; Snyder & Jackie, 1981; Sherry, 1982; Tucker et al., 1984),
- Subject the patienl to a  conducive environment,

- Sw itch (Jio lights o ff  at night,
» A void  sedation unless absolutely necessary,
- E m ploy reality orientation,

According to Evans (1981), the presence o f  relatives around the bed helps the new ly  

injured to establish contact w ith  reality, FOlscher (19 74 ) su ggests  that visitors  

should be strictly lim ited  and perhaps even only  v iew  the patient from a distance. 

The researcher supports the b e lie f  o f  Evans (1981) and agrees that relatives m ust be  

incorporated in the re-orientation o f  the patient.
Methods em ployed tbr reality orientation Include:

B egin  reorientation and re-association as soon as possible'.

Talk about familiar topics.
Re-orientate to time, p lace and person,

Orientate to body signals,
- Interaction with others.
- Talk to the patient,
- M obilise tlie patient as soon as possible;

G et the patient out o f  bed.
Com m ence sitting programme,

W alk the patient,
- Sensory stimulation:

A s soon as the cerebral oedem a has subsided all five senses must be utilised,

- Lot the patient feed him self/herself,
- Play gam es with the patient.

As recovery is a dynamic process aspects o f  recovery plateau at different times (Jennett, 
e ta l , ,  1981), M otivation is an Important aspect in physical, psychosooial, om otional 

and vocational rehabilitation,

"A patient is said to be motivated towards rehabilitation if  lie show s a strong desire to 
becom e Independent.,, I f  he fa ils  to do th is, ho is said to lack m otivation,"  
(Hirschboi’g , e ta l , ,  197(5: 55)

T ills  is not alw ays true o f  the head injured patient w ho duo to the injury may lack 

m otivation and insight.



Rehabilitation techniques em ployed to maintain motivation;
- Frequent encouragem ent and praise, It is important to maintain the patient's hope 

system s and to encourage a positive attitude,

■ Positive re-inforcoment,

- Feedback o f  progress.
According to Hirschberg, e t al. (1976), it is the physician’s responsibility to disouss 

the patient's prognosis and progress with the patient and fam ily. T he paramedical 
and nursing team m ust com m unicate the patient's fears and an xieties to the 

physician.
- A ccording to A llen and M oschak (19 81 ;, it is  important to record the patient's 

progress on a chart so  that the patient can visualise im provem ent experienced over 

days, w eeks, or months, Charts suggested include:

A  daily  ambulation c lia tt
Individual (over one month) and group cumulative records (for com parison).

- A chievem ent in itse lf is a fisotivational force.

The use o f  gam es as part, o f  the rehabilitation program m e m ay provide positive  
rc-inforcement, rewards and pleasure and tints bo a m otivating factor for progressive 

rehabilitation (Evans, 1981), Scries and Lincoln (1978) su ggest the use o f  graphic 

representation as a positive rc-inforcer to aid motivation,

A lthough for  su ccessfu l rehabilitation , stim ulation  and m otivation  are essen tia l  
program m e com ponents Snyder and Jackie (1981) warn against the p ossib ility  o f  

over-stimulation and fatigue,
Im provement o f  physical fitness (H irsoh lw g, et al,, 1976), i 
According to N ichols (1975), active rehabilitation encourages people to overcom e the 

disability by increasing physical attributes suoli as strength, range o f  m ovem ent and by  
changing techniques to accom plish  activities such as d ressing  and w alking, The 

purpose being to restore maxim um  function to all parts by using graded activities that 
promote recovery (Jennett &  Teasdale, 1981),

Rehabilitation techniques used to Improve physical fitness include:
- Active and passive oxercises, breathing and swallow ing exercises,
- Physiotherapy,

- Rem edial gym nastics,
■ Occupational therapy,
- M obilisation, development o f  sitting, standing and balance,
- Sport and recreational activities.



Training in self-care activities,
The patient m ust be trained for m aximum Independence (H irschberg, ot ol., 1976; 

O rem , 1980). It is important to help the patient to com pensate for the lim itations 

im posed on self-cam  activities.

M ethods used to restore self-care include:
- Physical conditioning to increase strength and range c f  motion.

-  Training/Instruction in relf-care techniques;
Bathing/W ashing.

Eating.
Dressing,
T o ilet activities,

M iscellaneous hand activities.

- U se  o f  assistance devices,
- U se  o f  adaptive equipment and modifications o f  Nothing and liv ing  arrangements, 
Training in activities o f  daily liv ing  (A .D .L ,).
A ss is t the patient to aohieve m axim um  Independence in A .D .L , (H irschberg, ot nl„ 

1976). .
Ensuring maximum psychological functioning,
A ccording to Rotkoviloh ((ed .) 1976), Kuhbler R oss's stages o f  the grieving process 
mark the m ilestones in the patient's journey to recovery, A ccording to the researcher, 

the head injured patient proceeds through these Stage® within the scope o f  tho remaining 
m ental faculties, The use o f  the "grief frame" helps the patient to realise his potential 

and lim itations, to ach ieve tho goa ls sot and to toad a fuller life  (R otkoviloh, (ed,) 

1976), '

It is Important for tho health team to offer em otional support to the patient and 

sig n ifican t others and m ost im portant to understand their actions and reactions, 

R otkoviloh  ((ed,) 1976) adds that tho patient experiences a loss and therefore does not 

fee l w hole, thus it is important for the rehabilitation team to adopt a positive holistic  

approach to the patient, A ccording to R iley  and M oses (19 77 ), long after tho acute 

plmso o f  care has started patients still have fears and anxieties, R ose (unkown) adds 

that bohavlour problems occur conv.^Hily, In the early stages or on adm ission to tho 

rehabilitation unit,

Strategies employed to lesson the psycho-em otional effects o f  head injury include:
« Tho Intervention o f  tho nouropsyohologist early in patient m anagem ent m ust be 

stressed (Long, ot al., 1984), N europsychological assessm ent to assoss higher level



fun ction in g  and co g n itiv e  a b ilit ies  (O zga , 1.978; CRplan, 1982) and for  
p sy c h o th era p eu tic  in ter v e n tio n  Is e s s e n t ia l,  I n te n s iv e  co -o rd in a ted  

neuropsychological rehabilitation is imperative (Prlgatano , et al„ 1984).

- Maintain an environment conducive to psycho-em otional w oll being:
B ecause the mental com ponent o f  disability 1? to the fore irftor inju: y the creation 

o f  an environment, that is understanding, stim ulating avKtW:5l structured is 

nccessary (Jennett «Sc Teasdalo, 1981; H tef.hberg, c t al,, 1976),
AH those dealing with the patient must be pleasant, attentive, caring, and must bo 

guided by die follow ing maxim;

'To do n o  harm and no matter what the patient's sta le  o f  con sciou sn ess is , to 
believe tliut ho understands what is said,'

T he s ta ff  m ust b e  aw are o f  a ction s, reaction s, verb al and non-verbal 

communication.
Everything that is  done for the patient m ust bo done w ith the m inim um  o f  
unpleasant reaction.

- The nurse must listen to tho patient and allow  the patient to  verbalise fears and 

anxieties,
- Early m obilisation o f  the head injured patient encouragos early Independence, 

maintains sch-cstecm  and hastens psychological rehabilitation (Rimort, 1979),
C ognitive retraining,
M em ory retraining is advocated in tho m anagem ent o f  the head Injured patient, 
M ahoney (1980) end Lovin, ct al. (1982) suggest that physical therapy and cognitive  

stim ulation should bo instituted at tho earllost possib le  tim e. C ogn itive retraining  

Involves higher lovol functions relating to perception, concentration and mem ory. 
Lovin, ot al, (1982) assert that an impairment o f  mem ory m akes rehabilitation difficult. 
Hlrscherg, ot al. (1976) add that tho typos o f  brain dam age ch iefly  responsible for 

failure o f  rehabilitation are those that cau se disturbances o f  porcoption, processing, 

orientation, mem ory and integrated thinking, A ccording to R o se  (n,d,), d eficits  o f  

mem ory and data processing m ay bo sm all but make a  major dlfforonco to planning o f  

and response to tho rehabilitation programme,

Trcaunont modal itios for cognitive deficits Includoi
- R elieving anxiety and fears,

Talk to the patient (Evans, 1981:210);
Liston to and alleviate fears and anxieties whore possible;
U ffer emotional support;



Provide adequate exp lanations o f  program m es, activ ities and procedures that 
involve tho patient,

• C ounselling,

■ Com prehensive neuropsychological assessm ent (Long, c t  al„ 1984),
- C ognitive remediation (Rimseen, 1985),
- Individual psychotherapy (L evin , ot a l„  1982) titree to f iv e  tim es por w eek  

(Prigatano, ct al„ 1984),
« Group psychotherapy.
» Behaviour modification.
« Improve body imago, self-concept, fooling o f  worth, solf-confldence and self-esteem ,

- Speech therapy,
- Rem edial reading, writing and arithmetic.

Techniques for improving mem ory Include;
• E ffective interpersonal relationships and com munication,

- Expect that the patient lias learning potential.
- Incorporate a ll flvo sensos,
-  B ase  tho fovol o f  information on tho patient's background,
“ M ako the in Urination to bo learned meaningful:

(Show how teaching/learning relates to tho life  situation,
Comblno demonstration and explanation.
A llow  tim e for response,

- Proceed from the sim ple to tho com plox.
■ Present tho information in sm all log ical slops, ,
- Introduce graded series o f  perceptual motor tasks,

- Tcach components separately rnlhor than collectively.
- U se  overlearning in tho past to benefit tho patient's present situation,

- Provide repetition and rehearsal:

Clear Instructions.
Daily routine,
Frequent practise, ,

- U se cues and memory aids:

Schedule o f  daily notlvlties,

Clocks, calendars and cards,
Printed ohocklists or tape recording o f  stops for com m on activities,

- Provide positive feedback:
Sot short term gouts,
Positive ro-lnforcomont and/or reward system,



Provklo rewards for oonoontration. M ayo (1978) states iliat therapists must glvo  

moro attention to ach ievem ent Hum to tho need for assistance, U tilize  Skinner's 

operant c o n d itio n in g  in v o lv in g  p ra ise, p r iv ile g e s , en cou ra gem en t and  

ro-lnforcemcnt.
End earli session on a successful note,

Rocognlso achievement,
» U se gam es requiring short periods o f  m enial awareness and concentration.
- T liep o i 'tuial role o f  nowopham m cologlcnl agonts and electronic devicos to im prove  

memory warrant further study.

(M ahoney, 1980; Evans, 1981; L evin , ot ill., 1982),
M axlm iso education and training (Jolllnok & H arvey,1982).

Education is Important for the future independence o f  tho handicapped person (Tum ln, 
1981), A ccording (o Jcnnott (1.983), a head Injury may a ffect tho education and career 

o lio ice o f  an individual and m ay moan a lifetim e o f  disability; thoroforo preventive  

rehabilitation and prevention o f  soconclary brain dam age to m axim ise recovery is 
imperative.

S in ce rehabilitation is  essentia lly  teaching, education and learning, tho brain injured 

person in order to m ako u se  o f  a rehabilitation program m e, m ust h a v e  som e  
com m unication skills (not necessarily verbal) as w ell as an ability to learn now tasks, 
A s perception, momory, speech and motor ability affect learning, the capability o f  tho 

persorj to loam  Is quallflod by tho oxtont o f  tho brain Injury (M ahoney, 1980), Tho 

Adult D evelopm ent Contro may bo utilized to maxlmiso education (Colo, et a l„ 1985), 
In rehabilitation planned teaching is essential (Gloso & D avis , 1981), Tho educational 
needs o f  tho patient, tho patient's educational ability and tho courso to be undorsaken 

should bo evaluated in order lo  establish an educational plan (Edm otids-HIll, 1977; 

Blyth, i9 8 1 ), Courses may bo undertaken at normal educational Institutions or special 
centres, Should tho patlont not bo capable o f  further formal education, facilities such as 

day-conlfos, adult training contros and workshops must bo available (Tumln, 1981),

Educational stvatogios Include:
- Tho Introduction o f  tho clin ica l nurso specia list/lia ison  nurso to teach, plan and 

ovaluato pailent education (Edmonds-HIll, 1977),

* Educational therapists should bo nvallablo to assess and treat those patients with  
sovoro Intellectual deficits,

- Teaching strategies, using special approaches to facilitate L im in g , must bo adapted 
to tho alteration in cognitive functioning that, accom panies head Injury (M ahoney, 
198!)),



- Tho availability o f  educational facilities:
Classroom s, equipment and resources.

Facilities foe self-study and programmed learning must bo available,
Teaching m ay bo done on a one to one basis or in group work (Evans, 1981),

- M em ory and perception training is an important aspect o f  odueation,
- Tho u se  o f  touching m anuals and v isu a l a ids to teach patients and fam ilies  

(Edmoiuls-I-lill, 1977).

M axim ise vocational training.

Tho first goal o f  tho treatment programmo is to help tho patient develop skills that are 

indircctly related to holding a jo b  (L evin, ct a l., 1982), Tho patient must be aware o f  

the true diagnosis in order to accept the socia l and occupational lim itations (Trethowan, 
1970),

There, should be a vocational rehabilitation serv ice . A ccording  to L ow enstein 's  

programmo, vocational rehabilitation com m ences with tho assignm ent o f  tho patient to 
a workshop (Levin, ct al., 1 9 8 2 :2 1 0 ). V ocational resettlem ent Is the responsibility o f  

tho resettlem ent officer (N ichols, 1980), socia l worker and occupational therapist, The 

rehabilitation liaison officer m a n g e s  for em ploym ent and re-inlroduccs the patient to 

tho natural work onvironmom gradually (O zga, 1978). A ccording to N ichols (1975), 
expectations o f  the vocational staff may load to com mensurate performance by clients.

In order to ensure adequate job  placem ent, tho follow ing  principles must bo applied in 
the vocational rehabilitation programmo (Levin, ot al., 1982):
- Early contact and assessm ent o f  the patient is imperative. ,
- C ognitive skills must, be improved.
- Esteem  as woll as independence must bo increased,
» Early job  assessm ent Is essential.
- Early contact w ith tho em ployer must bo established.

According to Titmin (1981), handicapped people faco discrimination from employers, 

T hey can cope in the work situation provided there Is ndequflto support and accoss 
and use is made o f  die correct aids to Independence,

- Corroot piacemcmt o f  tho patient, at the appropriate tlmo in the rehabilitation  

programmo, is ossentlal.
- U se a system  o f  token rewards to stim ulate production and promote appropriate 

behaviour

- The follow ing vocational facilities must bo available:
Vocational assessm ent centres,
Rehabilitation workshops.



An industrial schem e o fficer  ensures steady flow  o f  w ork (M inistry o f  H ealth, 

1958). Sim ple hospital job s may be allocated.

Industrial work centres (Cam pbell & D illon, 1982).

Sheltered (Protected) workshops (M ayo, 1978).

A ccording to D e  V illiers (1981: 8 48 ), "The opportunities for d isab led  workers are 
lim ited  in this country." (S .A .)

M axim ise socia l integration.
Rehabilitation is a behavioural process concerned with behaviour, socia l and econom ic  
recovery. Physical, psychosocial, em otional and econom ic factors affect resettlement. 
P t  ined resettlem ent o f  the patient in the m ost appropriate situation m ust start a s soon  

as defin itive treatment is  underway, The aim is to return the patient to his/her previous 

w ay  o f  life  and work (N ichols, 1980). T he Centre for L iv in g , throtigh a series o f  

organ ised  program m es, a ssists  the patient with re-integrat.ion into the fam ily , 
com m unity  and job  situation (Epperson - Seboiir & R ifkin , 1 98 5). A ccording to 

Edm onds-H ill (1977), a re-socialisation program me helps the d isabled  person to gain  
\ con fid en ce  and security. T he patient'm ust. be re-integrated into the fam ily  and 

com m unity w ith great care. Bond (Sym posium  on head injuries, 1977) states that after 
head injury the disruption o f  the fam ily is greatest where there is  a personality change, 
aggression , disinhibitiou, urinary incontinence and gross physical over-activity.

Jennett, et al. (1981) add that k  is important for the therapists to realise that many  
people, prior to head injury, were maladjusted; therefore the socia lly  deviant behaviour 

may not always be ascribed to the brain damage. •

Techniques for achieving social integration include:
- Positive re-inforcement,

U se  a system  o f  token eoonom y for re-inforcem ent o f  behaviour (Eames & W ood, 
1985b),

- Behaviour modification.

* Individual/Group therapy involv ing the patient and family,
- Support group for the patient and family.
- Prior to full integration the re-introduction o f  the patient to the hom e environm ent 

may be done on a day, week-end or half-week basis (Jonnett, 1979; Jacus, 1981).

- Day programmes should be established so that the patient can maintain ties with the 
fam ily, hom e and com m unity (B isd ee & H ipkens, 1981), W right (i-iirschberg, et 

al., 1 97 6:46 ) adds that generally the public has a negative attitude to the disabled.



- House/W ard duties should be allocated.
- Rem edial gymnastics/Physiotherapy.
- Recreation and hobbies (Tumin, 1981),
- Sport.

- The introduction o f  a walk-a-day club (A llen & M oschak, 1981).

Scheduling ‘ the programme

A ccord ing  to H irschberg, et al, (1 9 7 6 ), sch ed u ling  e f  the program m e to avo id  

confusion  and exhaustion o f  the patient is important. T he program m e, detailing the 

am ou n t o f  tim e to b e  spent in  each  departm ent, m u st b e  d iscu ssed  by a 

m ultidisciplinary team (Evans, 1981), According to N ich o ls  (19 80 ), shtirt intensive  

periods o f  therapy have more e ffec t than prolonged interm ittent attendance. A  daily  

sch ed u le , that can be adjusted w eek ly , according to the patient's needs m ust be  

estab lished . T he sch ed u le o f  a ctiv ities  m ust c o m b in e  b a sic  m aintenance and  

rehabilitation and must be interspersed with a special exercise and training programme. 
Included in the schedule there should be times reserved for:

R est and sleep,

M aintenance o f  vital functions.
Diagnostic and therapeutic measures:

Prescribed exercises must b e  com pleted frequently and long  enough to achieve 
quick results.

Self-care activities:
T oilet training, bathing and hygiene,

Food intake.
A ctivities o f  daily living,
O ne period for recreation.
One free period.

Therapy should be biased to the practical and pragmatic, W here ever possib le all tasks 

within the therapy sessions must be integrated (Hirschberg, et a l„ 1976).

D is c h a r g e  p la n n in g

D isch arge planning is considered part o f  the rehabilitation program m e and is 
interw oven with psychological support arid counselling, A ccording to Hirschberg, et 
al, (1976), discharge planning starts immediately after the initial evaluation, A t the



original evaluation an approxim ate time o f  discharge must be determined. D ischarge 

planning continues throughout the patient's rehabilitation and terminates w ith the 

discharge o f  the patient w ho has achieved maximum hospital benefit and may go home 

or to another facility, In general, the tim e for discharge is when the patient needs no 

assistance with vital functions and has becom e independent in activities o f  daily living. 
It is  not a lw ays p ossib le  to m eet these tw o factors prior to discharge from the 
rehabilitation facility. W hen discharging a patient, it is important to introduce him/her 

to the new  setting gradually (B isd ee  & H ipkens 1981). O nce discharge planning is 
com pleted  a discharge con ference m ust be held  to d iscuss the plan with the patient, 
fam ily  and attending therapists. Early discharge planning ach ieves effic iency  o f  bed  

usage (Edmonds-Hill 1977).

F o llo w -u p  ca re

Follow -up care as w ell as regularly scheduled out-patient or hom e visits are essential: 

T o  ascertain whether the patient maintains the abilities.

T o  assist the patient with any physical, psychological or socia l problem s.

T o  ensure continued use o f  appliances.
T o ensure rton-interference in self-care activities,

T o  assess the level o f  independence o f  the patient.
T o  evaluate the level o f rehabilitation achieved.

T o  assist with crisis management.
For tile purpose o f  evaluation.

T he w eakest link in m ost rehabilitation program mes is follow -up care, Failure in tills 

respect is responsible for much (egression and developm ent o f  preventable disability, 
M ailed  questionnaires m ay b e  utilized  to a ss is t  w ith e ffe c tiv e  fo llow -u p  care in 
out-patient departments (D avis & Jellinek, 1982). According to N ichols (1975), when  

evaluating the effect o f  rehabilitation one must consider the clin ical, behavioural and 

psychological response.

"The ultim ate test o f  a rehabilitation endeavour is the dem onstrated ability o f  the 
indiv idual to maintain what he has ach ieved  and to use his potential capacities  
effectively  for the duration o f  his life," (I-Iirschberg, et ul„ 197 6:18 5)

2  O O C U M E N tA T I O N

A ccurate documentation is essentia l to record responses, progress o f  the patient, to 
a llow  for adjustm ent o f  the program m e, for patient fo llo w -u p  and program me



eva lu ation  (H irschberg, et a l,, 1 97 6 ). E d m on d s-H tll (1 9 7 7 ) su g g e sts  that 

docum entation  should be by m eans o f  standardised nursing care p lans, The 

problem-orientated record may be used as a means Of m aintaining the continuity o f  

care, for recording and evaluating the quality o f  care. W hereas Q uigley (1981) suggests 

the u se  o f  die rehabilitation patient progress note as a m eans o f  docum entation. 
Hirschberg, e t  at, (1976) suggest the use o f  graphic charts to record information such as 

activity, activities o f  daily liv ing, m obility, m uscle strength and treatment,

FACILITIES FOR THE REHABILITATION OF HEAD 
INJURED PATIENTS (Vide p87)

R E H A B IL IT A T IO N  M A Y  B E  C A R R IE D  O U T  IN  O N E  O F  F O U R  
P L A G E S (Hirschberg, e t a l., 1976)

M E D IC A L  O R  S U R G IC A L  W A R D

According to Tobis, et al. (19 82 ), the rehabilitation program me should be part o f  the 

acute hospital where all services are available, C ole, et al, (1985) state that the daily  

cost o f  an acute hospital based rehabilitation program me is  $ 50 0 .00 . N o  local figures 

are available.

C O N V A L E S C E N T  H O S P IT A L S

N u rsin g  h o m es (Hirschberg, et al„ 1976),
Y o u n g  e lir o n ie  sick  u n its  ( L ew in , 1 970’, Clarke, 1977). ■

Anwar (1979) states that after the acute phase there is a lack o f  special centres required 
for the caro o f  the head injured patient and therefore tile patient m ay be placed in other 

centres such as a  geriatric unit or units for the chronically sick . L ew in (1970) states 
that ordinary convalescent units are not satisfactory facilities for rehabilitation as they  

do not provide suitable stim uli and that there are gaps in the health scrvioes between  

the acute sUtge and the industrial rehabilitation unit,

H O M E  C A R E  (Gersten, ot a!„ 1968; H irschberg, et a l., 1976)

The aim o f  rehabilitation is independent living and this can best be carried out at homo, 
G ianville (n,d,) suggests the need for a m obile rehabilitation facility, M ultidisciplinary 

domicllliary rehabilitation services are advocated by Clarke (1977),



REHABILITATION FACILITIES (Hirschbcrg, et al„ 1976)

I f patients arc to benefit lo the fu llw t extent ordered planning and organisation o f  the 

use o f  tho hospital's rehabilitation facilities is essential (M inistry o f  Health, 1958: 1), 
B isd ee  and I-Iipkens (1981) state that a difference ex ists in the environm ent o f  a 

rehabilitation hospital and an acute care setting, The environment o f  the rehabilitation 

hospital must bo conducive to rehabilitation rather than to the form ality o f  the acute 

care sotting, A ccording to E dm onds-H ill (1977), on e cannot m ix acute care patients 

and rehabilitation patients in the sam e sotting as the acute cases take priority, Jennett 

(1 9 8 3 ) adds that d ifficu lties arise in general rehabilitation fac ilities  when patients 

exh ibit em otional and personality problems, lmve difficulty in com m unicating or have 

ep ilepsy. N ichols (1975) states that a rehabilitation centre is a therapeutic com munity  

where the patients are able to re-establish seU-esteom in (lie face o f  severe disability,

According lo N ichols (1980), tho rehabilitation centre should:

- Provide co-ordinated facilities.
- C o-ordinate and correlate a ll serv ices with available govern m ent, private and 

voluntary com munity rehabilitation services,
~ B o an advisory service in problems o f  rehabilitation and resettlement.
- Direct referrals, in particular clin ical and work referrals.
- Provide teaching and research into rehabilitation.

In»pnticut rehabilitation service

A n in-patient rehabilitation service is defined as a separate unit, specifically  dedicated  

and designed tor tho rehabilitation o f  severely disabled patients, Therefore, i f  the 
patient requires Intensive rehabilitation, he m ust be p laced in  such a rehabilitation  

cen tre  (R ansean, 1985), Tho results o f  T ob ls, ot al. (1 9 8 2 )  sh ow  that early  

rehabilitative intervention is m edically and therapeutically desirable,

Tho in-patient rehabilitation centre is directed by a physician, consultant or physialrist 

(N ich ols , 1980; T obls, ot al., 1982) and may treat m ultiple or selec tiv e  disabilities, 
N ich ols (1980) suggests that special head injury rehabilitation centres be organised on a 

regional basis, L ew in (1970) suggests that thore should be a specia l unit for tho 

rehabilitation o f  head injured patients as llieir needs and the tem po o f  tho unit are 

different to that o f  a general rehabilitation unit. Failing this, n special area within the 
general unit must bo designated for these patients. Although Evans (1981) suggests 

that a m ixed centre, rather than ono which sp ecia lises in earing for one particular



handicap, probably provides the tnost e ffec tiv e  rehabilitation, The rehabilitation  

service may bo established in  a general hospital com p lex , or as a separate facility. 

W herever it is established, there m ust be an affiliation to a hospital with therapeutic, 
diagnostic , m edical, neurological and psychiatric serv ices  (L ew in , 1970), Clarke 

(1977) suggests that the rehabilitation unit should sim ulate a house although full 

integration may not bo possible,

Out-patient rehabilitation

M ost rehabilitation centres have out-patient and follow -up care for patients w ho have 

been rehabilitated. This a llow s the patient to live at h om e or in a facility nearby and 
be transported to the out-patient facility for rehabilitative care, M any hospitals that do 

not have im patient rehabilitation servicos have out-patient rehabilitation facilities. 

Independent out-patient facilities do exist,

Vocational rehabilitation facilities

The Adult D ovelopm ont Center as suggested by C ole, et al. CIP85) m axim ises work 

and study habits, cognitive and academ ic skills, social and behavioural awareness and 

bridijes tlio gap between the acute care setting and final work or academ ic placement. 
As work is important in  soc ie ty , plans m ust bo made for vocational rehabilitation  

(O zga, 1978). According to Clarice (1977), progressive rehabilitation necessitates tho 

establishm ent of:
Protected workshops (Lew in, 1970; M ayo, 1978), ,

Industrial work centres (Cam pbell &  D illon , 1982)
L ew in (1970) states that it is important not to send tho patient to an industrial 

centre too oarly.

Epporson-Sobour and Rlfkln (1985) suggest that die current trend in m anagem ent Is 

toward a continuum  o f  caro w ith treatment starting a l tho scen e o f  tho accidont, 
continu ing through acute m edical and rehabilitation settings and con cluding in a 

com munity based programme.

d e s ig n in g  r e h a b il it a t io n  f a c iu t iib s

Considerable lima and resources are spent in establishing rehabilitation facilities, The 
function o f  tho architect is to design a rehabilitation facility that meets tho statutory,
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patient. Com prehensive co-ordinated care o f  tho head injured patient necessitates know ledge in 

relation to associated  injuries and the sequalae o f  brain trauma. Tho section  dealing with the 

m anagem ent o f  the patient and rehabilitation is vast, This is  intentional as there is  a certain 

amount o f  cross referencing in Chapter 9  when discussing recom mendations in this regard (vide 

p406).



CHAPTER 4 

RESEARCH METHODS

111

1. INTRODUCTION

T he purpose o f  the study was to investigate the com prehensive care o f  the moderate and 

sovorcly head injured pationt extending from the tim e o f  injury, until ultimate recovery  

w ith a v iew  to preventive and onrativo rehabilitation,

T he fo llow in g  aspects o f  tile com prehensive caro o f  the modorate and severely head 

injured patient have beon investigated!

1, C om prehensive fa c i lJ o s  and resourcos for the caro o f  the head Injured patient, 

internationally and nationally.
2 , Tho epidem iology o f  head injuries.

3, Recovory after hood injury.
4 , Quality assurance.

A  modulo for assessing tho quality o f  com prehensive caro o f  head injured patients,

4 .1  Staffing for quality caro, '
4 .2  Staff knowledge,

For tliis essentially dosorlptivo study o f  ordinal data a non-experlm ental research design  

w as em ployed, In order to e lic it  the information required, tho operationalization o f  

variables involved many research techniques,

\
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DATA COLLECTION

T he m ethods em ployed to c o lle c t  daw for (lie various aspects o f  tho study aro slated  

according to tho research design ( v i d o p l l 2 ),
Personnel Involved In data collection  included;

1, Research assistants,

Funding for research assistants was not available, T he research assistants, except for 
one (secretarial), were voluntary registered nurses. (O ne retired registered nurse assisted  

throughout tho study. N in e  post-basic nursing students o f  tho Department o f  Nursing  

Education, University o f  tho Witwatorsrand, assisted part-time for four weeks on ly ,)

Dam collected by research assistants Included!
(i) Rotrospeotlvo review o f  the 'Patient Adm ission Register' for tho opidem iological survey 

(Students),
(li) T he issuing and collecting o f  educational questionnaires (Students),
(ill) T he issu ing  o f  questionnaires rotating to Sioad Injury facilities (Retired R egistered  

Nurse),
(iv) The tracing o f  cases for post-injury follow-up (Retired Registered Nurse),
2 . Tho researcher,

A ll other aspects o f  the research wore undertaken by tho researcher personally.

DATA ANALYSIS .

Data analysis was done by moans of:

A  computer.
M anual sorting,

A s com puter analysis was extrem ely costly  and funding w as not available, manuai 
sorting o f  datu was undertaken whoro possible,

DATA STORAGE

A ll data is strictly t  jnfkiontiul and was stored in the com puter and patient files that 

A'ore undor lock  and koy, Tho on ly  people with access to tho data were tho rosoarchor, 

computer programmer Arid statistician,



GAINING ACCESS TO THE RESEARCH SITE/S

tho research s ltc /s  (A PPE N D IX  A ) by moans o f  loiters, interview s, formal m eetings
1,02,1

DIREOTOR OF HOSPITAL SERVICES

NURSING SERVICE MANAGER
(Lotloi, dlwusslon, mnotlno)

CHIEF PROFESSIONAL NUBS®  
(Group discussion)

(Lollor, n w o lta  Individual, 
group discussion)

CHIEFSUPERINTENDENT 
(Lollor, discussion)

SUPERINTENDENTS 
(Mooting, discussion)

DEPARTMENTAL HEADS

RESEARCHER

(Lollor, Individual discussion)
I in..JtMWMA h""

PATIENT/SIGNIFICANT OTHEIIS 
(Lollor, discussion, Inlorvlow)

ALLIED HEALTH PERSONNEL 
(Lollor)

MEDICAL CONSULTANTS 
(Lollor, niMllftg)

REGISTRARS 
(Individual discussion)

J  H W S E  OFFICERS 
(individual discussion) 

....

P f f i W i A L  HOSPITALS:

SUPuRlNTENDSNr '

N U M iM l SERVICE MANAGERS

8E N I0R TO 0F B W N A L  NURSES 
(Lollor, dlMucslon)...... miMswy-i

Fig. 4:1 Gaining acccss to t h e  research sltc/s



EVALUATIO N OF FA C ILITIES FO R TftE. 
COMPREHENSIVE CARE AND REHABILITATION 
OF HEAD INJURED PATIENTS

LEGISLATION CONCERNING THE COMPREHEN­
SIVE CAR’S OF HEAD INJURED PATIENTS

P U R P O S E

The information requested from p olicy  making insitutions and/or authorities w as needed  

to establish;
W ho is responsible for rehabilitation in South Africa.
T he specific  legislation relating to tile com prehensive care and rehabilitation o f  head 

injured patients.
T he availability o f  specific facilities for the rehabilitation o f  the head injured patien t  

R E S E A R C H  T E C H N IQ U E  

Letter (A PPEN D IX  C l . l ,  C 1.2).

VISITS TO SPECIAL CENTRES

V isits  to head injury units and rehabilitation facilities, internationally and nationally, 
w ere undertaken in 1979 - 1982 and 1983 - 1985 respectively (A PPE N D IX  C 2). Other 

centres were consulted by correspondence (vide p 116),

P U R P O S E  O F  T H E  V IS IT S

T o assess:
T he facilities available for the com prehensive care and rehabilitation o f  head injured 

patients.
The resources available for com prehensive care,
The com prehensive management o f  head injured patients,

R E S E A R C H  T E C H N IQ U E

Observation
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T A B L E  4 :2

N a m e  an d  lo c a tio n  o f  in s t itu t io n s  v is ite d

International visits (7) National visits (4)

Addenbrookes Hospital, Cambridge, 
United Kingdom. (1979/1982)

Birmingham Accldont Hospital, 
Birmingham, United Kingdom. (1979/1982)

Midland Centre for Neurosurgery 
and Neurology, Birmingham,
United Kingdom. (1979)

Western General Hospital,
Edinburgh, Scotland, (1979)

Institute of Neurological Sclenoes, 
Glasgow, Scotland, (1982)

Rlvermead Rehabilitation Centre,
Oxford United Kingdom, (1982)

Wolfson Rehabilitation Centre,
Wimbledon, United Kingdom. (1982)

Avalon Rehabilitation Centre, 
Johannesburg, South Afrloa, 
(1984)

Edenvale Hospital, Johannesburg, 
South Afrloa. (1984)

Military Hospital, 
Voortrekkerhoogte,
Pretoria, South Africa.
(1984)

The Johannesburg Hospital, 
Johannesburg, South Africa.
(1985)

3.3  THE ASSESSMENT OF HEAD INJURY FACILITIES

P U R P O S E

T o assess:
The availability o f  care and rehabilitation facilities, 
S ta ff establishm ent for the units,
Patient management,
Discharge planning,
Financial im plications,

R E S E A R C H  T E C H N IQ U E

M ailed questionnaires,

In v iew  o f  the distribution and distance o f  respondents the questionnaire technique was 

used to obtain data, Interview s were undertaken whore perm ission  to subm it the 

questionnaire to local hospitals could not bo obtained or respondents did not. agree to 
com pleting tho questionnaire,



INSTRUM ENT DESIGN

Three questionnaires were compiled:

Q UESTIONNAIRE I - H EA D INJURY UN IT (APPEN DIX C3) 
Q U ESTIO N NA IR E IIA  - C O M PR E H E N SIV E  R E H A B IL IT A T IO N  FA C ILIT Y  

A V AILA BLE (APPENDIX C4)
QUESTIO NNAIRE DB - N O  C O M P R E H E N S IV E  R E H A B I L IT A T IO N  

FACILITY A V A ILA BLE (A PPEN D IX  C5)

T he questionnaires were multidisciplinary. Therefore, for com pletion , the co-operation  

o f  the medical, allied health personnel and nursing services w as needed, A ll questions 

included in the questionnaire pertained to the facilities, available resources, care and 

rehabilitation o f  tile head injured patient.

A s  the design  and structure o f  the three questionnaires is  sim ilar they are presented  

concurrently. TA B LE  4:3 must be read in conjunction with A P PE N D IX  C3, C 4, C 5. 
A ll items are self-explanatory.

T A B L E  4 :3

T h e  d e s ig n  a n d  s tr u c tu r e  o f  th e  q u e s t io n n a ir e s  r e la t in g  to  th e  H E A D  
INJURY U N IT  (I) and  REHABILITATION FACILITIES (H A/B)

Questionnaire
number

I IIA IIB

Heading HEAD INJURY 
UNIT

COMPREHENSIVE
REHABILITATE

FACILITY

NO COMPREHENSIVE 
REHABILITATION 
. FACILITY

Question Question Question Question
sequence number number number

Struoture of unlt/faolllty 1 1 1*3
Bed ocoupancy 2 2 N/A
Staffing 3 3 4*5
Unit teaching 4 4 N/A
Patient managemnnt 5 5-6 6-9
Family Involvement 6 7 N/A
Discharge of patient 7 8 10
Financial Implications 8 9 ■
Miscellaneous 9 10 11-12
Total number of questions 49 S9 12



IN STITUTIO NS SAMPLED

Selection of snniple

N am es anti addresses o f  institutions concom od with the caro and rehabilitation o f  head 
injured persons wore obtained by the follow ing means:
a, International facilities:

(1) By coviewing journal articles and books concerning head injuries.

(ii) From the Am erican (Pekkanen, 1979; T hom as & R uffner, 1982) and British 
Consulates in Johannesburg, South Africa.

(Hi) From personal contacts with nursing and neurosurgical colleagues.
b, South African facilities:

Private and provincial institutions, locally  and nationally , cited  in the H ospital 
Y ear B ook  (Engelhardt, (ed .) 1984), concerned w ith m edical and/or surgical 
patients and rehabilitation.

Size of sample 

TABLE 4:4

The number of institutions who received questionnaires

Country Questionnaire

r DA h b

South Afrloa 25 25 25
United Kingdom 15 15 5
United States of America 10 10 10

TOTAL 50 GO 40

Tho number o f  questionnaires issued to each institution included in the sample varied.
a, International facilities,

A ll facilities selected  for inclusion in the study had either/or both head Injury units 

and rehabilitation  cen tres, therefore each  fa c ility  rcco lved  one or two  

questionnaires. Q UESTIO NNAIRE IIB w as subm itted to those Institutions that 
were known to have head injury units but no rehabilitation facilities,

b. South African facilities,

A s details relating to tho oxistonce o f  sp e c if ic  head injured facilities wore 
unobtainable, all throe questionnaires wore issued to each institution,



DISTRIBUTION OP QUESTIONNAIRES

Questionnaires w ere mailed to all respondents. A  covering letter accom panied the 

questionnaires (A PPE N D IX  C 6, C 7, C 8). International currency regulations 

prohibited stamped self-addressed envelopes from being enclosed, but the researcher 

stated that on notification any costs incurred would be re-imbursed,

THE SURVEY OF EPIDEMIOLOGICAL DATA

P U R P O S E

T o assess the epidem iology o f  a ll head injured patients admitted to the trauma unit 

o f  The H ospital (APPEN DIX A ).

T IM E  S P A N

The survey w as conducted over a period o f  18 months (N ovem ber, 1982 - April, 

1984).

P A T IE N T  P O P U L A T IO N

A ll patients admitted to tho M inna un'i o f Tho H ospital during this period.

R E S E A R C H  T E C H N IQ U E  ’

Retrospective audit o f  the 'Patient Adm ission Register’ and patient m icrofiches by  

means o f  a survey (APPENDIX D), The information audited and recorded included: 

(Read in conjunction with A PPEN D IX  D).
The total number o f  patients admitted to the trauma unit, per month,
Tho total number o f  head injured patients admitted to tho trauma unit, per mouth, 

Patient details.
Adm ission details,
Medical diagnosis/diagnoses.
M echanism  o f  Injury.
Tho consum ption o f  a lcohol,
Doiails o f  discharge/transfer, etc,
Length o f  stay in hospital.



DE SCR IPTIO N O F TERM S SPECIFIC TO  THIS ST U D Y  

T A B L E  4 :5

Mechanism of head id,jury

Torm Meaning

MVA Moiotvfthlolo accident

MBA Motoroyclo accldont.

PVA Podoatrlnn vohNo accldont.

B Bloyclo ncoldont

Assault Injury as a result of Intoi personal vlolonco,

Fall Any accldont as a result of slipping, Jumping, 
or falling,

Gunshot Ammunition Injury (wholhor of an Intentional 
or accidental nature),

Sport Injury causod by sports aotlv!;'os,

Othor Any causo of Injury not previously stated.

Not recorded No causo of Injury s fe d  olthor In tho admission 
record or patient microfiche,

TABLE 4:6'

S e v e r ity  o f  in ju r y

Severity oatogory Definition

fe*’
&If f

| !

Concussion Concussion, ' 
Transient loss of consciousness of ^2  mlns, 
Glasgow Coma Soalo score fa -M /IS , 
W lioro both oonousslon and laooratlon 
are prosant tho patient Is classified 
as "Concussion".

Laceration of 
scalp

Laooratlon of scalp, excluding facial 
lacerations,
No associated concussion

01
§
ft
&
§

intracranial
blood

Suspected or confirmed Intraoranlal 
bleoc'lng Irroapootlvo of tho prosonco of 
a fraoturo or gorw allaod lioad Injury.

Qonoral lioad 
Injury

A yonoral hood Injury, oorobrtal oedema, 
oxoludlng tho prosonco of a blood or fraoturo,

Fractured baao 
of skull

Proaonoo of a fractured baso of skull.

Fraoturo of vault Preaenco of a fraoturo of tho vault,

o tho r
..................... .......

Proaonoo of oonousslon anti signs of a 
nourologlaal loss or solzura aotlvlty,



Outcome alter head injury

Outcom e category Definition ,
Refused hospital 
treatment (RHT)

Patient who signs own dlsoharge, without 
the con sen t of the phys|olan-ln-oharge,

Dlreot discharge Patient discharged to hom e and/or care of 
significant others.

Intrahospltal Transferred to another ward within The Hospital.

&
Interhoapltal Transferred to another hospital,

Peripheral
unit

Transferred to a peripheral hospital that h as a 
rehabilitation facility,

Organ donor Head Injured patient certified a s  brain dead  
on or after admission, Time of death a s  recorded 
In operating theatre,

Death Head Injured patient who dies and w hose  
organs are not donated,

Not stated No data available.

THE SELECTION OF THE PATIENT GROUP FOR 
INCLUSION IN THE SECTION OF THE STUDY  
CONCERNED WITH PATIENT RECOVERY AND 
THE QUALITY OF CARE RECEIVED BY THE 
MODERATE AND SEVERELY HEAD INJURED  
PATIENT ,

A s n result o f  tho oxtonslvo provincial, private and governm ent health sorvlcos in South 

Africa not nil head injured patients in the vicinity wore admitted to The Hospital, Thus 

tho findings uro not representative o f  tho total head injury population but o f  the head  

injured patients admitted, to (lie trauma unit o f Tho Hospital,

Thoro is  no specific  head injury unit at Tlio Hospital, Tho practice is that hond Injured 

patients are admitted to either o f  tw o un Its; '
1, T he trauma unit under tho care o f  tho general surgoons. N eurosu rg ica l 

consultation la available on request,

2 , The surgical Intensive caro unit.

Tho one is n trauma unit (gonoral surgical unit) ami tho olhor an intensive caro unit, 
Tho stu ff establishm ent o f  (lie tw o units varied considerably, therefore it w as not



feasib le to com pare llie tw o units, In an omlcavour to obtain a measure o f  con sistency  

and to reduce variables, only patients admitted to the trauma unit o f  Tlic H ospital were 

included in the study.

CRITERIA FOR SELECTION OP PATIENTS

, 1 I n c lu s io n  c r ite r ia

T he pationt's m edical diagnosis must be docum ented as m oderate or severe head injury 

(whether in words 01* using the G lasgow  Coma Scale (G .C .S,)).
A  G .C.S, score on admission:
9  -  12/15(mocleratc head injury);

£58/15 (sevens head injury),
, A  lo ss  o f  consciousness since lim e o f  accident: 

twenty minutes (moderate head injury); 
fe six  hours (severe head injury),

T he patient had to bo admitted, dircctly or as a  hospital transfer to the trauma unit at any  
stage after injury.

T ho age range for inclusion in the study w as 13 - 55  years, A s the rehabilitation  
process for tho ages selected  is  sim ilar it w as unnocossary to oxclude patients o f  13 
years.
A ssocia ted  Injuries, except nti stated below  wore not a reason for excluding patients, 
W here no neurological loss occurred as a result o f  a sp inal injury the patient wits 
inoludcd.

,2 Exclusion criteria

Patiotus over 55  years, Re-organisation and re-education after head injury In patients 

older than 55 years is frequently inhibited by other factors therefore those patients woro 
excluded,
Self-inflicted  gun shot wounds.

M ultiple control nervous systom injury whore neurological deficit occurred as a result o f 
a spinal Injury.

A ssociated injury such as traumatic amputation o f  a limb or a  brachial palsy injury that 
m ay affect rehabilitation.

A n y  pre-existing d isease such as existing carcinom a, grade four chronic obstructive 

pulm onary d isease and diabetes mollitus that may preclude, hamper, or a ffect tho 
rehabilitation process,



Drug and/or alcohol dependence, 
A  stay In the unit o f  £  12 hours,

SIZE OF THE PATIENT GROUP

A  review  o f  tho 'Patient A d m ission  Register' over a period o f  s ix  m onths prior to 

com m encing the epidem iological survey in Novem ber, 1982 revealed tho following,*

±  4 0  head Injured patients were admitted per month:

Eight severe head injuries;

S ix  moderate head injuries;
2 6  minor head injuries,

T herefore, over a period o f  tw elve  months ±  1<>8 m ore severe head injured patients 

w ould  b e  adm itted. In a s ix  month period 8 4  patients w ou ld  bo admitted, W ith  
exclusion  criteria tho researcher believed it  would bo p ossib le  to conduct Uie research 

over a  period o f  six  months, B ecause o f  tho nature o f  the study 2 0  cases, over a s ix  
months period i,c, 23.81 percent would bo selected for tho study,

After the epidem iological survey from N ovem ber, 1982 - O ctober, 1983 the researcher 

reconsidered tlin s iz e  o f  tho sam ple in order to base tho s iz e  o f  tho sam ple on  the 
number o f  head injured patients admitted to tho unit during this 'period,

Calculation of the size of the sample

T A B L E  4 :8  '

Average number of head Injured patients admitted to the trauma unit 
(November* 1J>82 - October, 1983)

Tlmo period No, of hoad Injured oases

A clm litod o v o r a 12 m o n th  pot'lod 4 3 0

Suffering from:
Minor boat! Injury 180
Mora oovoro Hood Injury . . 240
A d m itte d  ovor a olx m o n th  podo d 8 1 0

sullorlnn tram:
Minor hood Iniuiv , 00
Moro oovoro hond Injury 180
A d m ltto d  per m onth 3S

Suffering from:
Minor hoad inlury 16
Mold oovara hoad Injury 20
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Tho use o f  dm documented epidem iological dam to decide on the number o f  cases to be. 

Included In tho study provod d ifficu lt. T hoso w ith  a G .S .C . score o f  >  12/15  

irrespective o f  the associated head Injury w ho woro c la ssified  in the category 'more 

severe head injury' (vide p l2 0 )  did not m eet die inclusion criteria,

In terms o f  Hie epidem iological findings 20  cases represents one sixth (16,67 percent) 

o f  tho total number o f  cases with more sovere head injuries admitted over a six  month 

period. Therefore as sam ple s iz e  m ust b e  equal to, or m ore than 10 percent o f  the 

population, die size o f  the sam ple remained us 20  oases. 20  oases over a period o f  six  

m onths was regarded by tho statistician as an adequate sam ple, The researcher being  
guilty o f  oversampling rathor titan vmdersmmpllng.

SAMPLING TECHNIQUE

C onsccutivo sam pling, until such tim e as 20  cases had been selected  was to bo used, 
T he patients selected retained dio same case numbor throughout the study,

TIME SPAN OF THE STUDY

Tho quality assurance study w as conducted over a period o f  six  months, com m encing  

on tho 1st Novem ber, 1983. Tho first p a ten t w as selected  on the 2nd Novem ber, 1983 

and the last on llio 26th April, 1984. Thereafter each patient w as follow ed  up for two  
years alter injury,

RESEARCH METHODOLOGIES EMPLOYED TO 
GATHER INFORMATION PERTAINING TO THE 
PATIENTS INCLUDED IN THE STUDY 

ASSESSMENT OF PATIENT - DAY OF 
ADMISSION

PURPOSE

Information regarding tho patient's status on admission was required!
T o obtain a com prehensive overview  o f iho patients condition on admission,

T o describe tho management o f  the head injured patient on admission,
For comparative purposes,

\
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R E S E A R C H  T E C H N IQ U E

Retrospective review o f  llic m edical and nursing records was used to obtain as competes 

an assessm ent as possible (A PPEN D IX  E l) ,

IN S T R U M E N T  D E S IG N

Tho data sheet Is a descriptive tool designed to record all information relevant to tho 
status o f  the patient, after tho Injury, Data recorded:
1, The extont o f  the head injury,
2 , Hue G lasgow  Coma Scale score aftor injury,

3 , Tho general condition o f  tiio patient,

4 , Tiio presence o f  associated injuries,
5, Tho patient's management and rehabilitation programme,

T he data sheet contains 29 item s to be noted.

TABLE 4:9

The design of the data sheet:
Assessment of patient - Day of admission

Horn number Information recorded

Flret page Identifying data.
1 Diagnosis,
2 * 7 History oi injury.
8 vital signs.
9 - 1 G Neurological status,
17 Associated Injurlon,
18 Previous history,
10 Resuscitation,
20 Managomont,

6,2 ASSESSMENT OF PATIENT - DAY OF 
OBSERVATION

P U R P O S E

Information regarding the status o f  tiio patient on the day o f  observation was required! 

T o obtain  a com prehensive o verv iew  o f  the patient's condition  on the day o f  
observation.



To describe the management o f  (lie bead injured patient.
To calculate the patient dopondepjy rating (vide p l27 ).
T o establish patient care standards for the individual patient (vide p l55 ),
For com parative purposes,

R E S E A R C H  T E C H N IQ U E

Concurrent chart review,

Non-participant observation.

INSTRUMENT DESIGN

Tho data sh eet is a descriptive tool and contains 3(5 item s relating to tho management, 

current p h ysica l and psych o log ica l status o f  the patient on tho day o f  observation  
(A PPEN D IX  E2),

TABLE 4:10

The design of tho data shoot;
Assessment of patient « Day of observation

Item number Information recorded

First page Identifying data,
1 Time pool Injury.
2 - 3 Patient environment,
4 - 9 Nourologloal status,

A spects of patient m anagement:
10 Airway,
11 Sedation.
1 8 - 1 4 Fluid balanco, nutrition and elimination,
IS Integumentary systsm ,
10 Mobility,
17 Use ol restrained,
18 Pormlsslbla stimulation,



.3 PATIENT DEPENDENCY RATING

P U R P O S E  O F  C A L C U L A T I N G  T H E  I N D I V I D U A L  P A T I E N T  
D E P E N D E N C Y  R A T IN G

T o assessp atien t status, progress and needs,
To establish patient care standards,

IN S T R U M E N T  D E S IG N

T he individual patient dependency rating (A PPE N D IX  E 3.1 , J33.5J) applies to the 20  

patients selected  for inolusion in the study, The patient dependency rating is based on 

the patient dependency classification  suggested by G eorgette (1970), There are four 
patient dependency categories:
I SELF-CA RE,
H M INIM A L CARE.

E l INTERM EDIATE CARE.

IV M ODIFIED INTENSIVE CARE,

This particular classification c la s s i f y  patients as grades I - IV  and has been m odified  
by the researcher for use with head injured patients,

4 LETTER OF INTRODUCTION. (A PPE N D IX  E4),
(V ide p l8 0 )

5 CONSENT FORM. ( A p p e n d i x e s ) ,

A s the study included aspects o f  the com prehensive care o f  the moderate and severely  

head injured patient from tim e o f  injury until recovery tw o years after injury, the 

oo-operation o f  tho family and patient throughout the study was needed. A lthough The 

Hospital is  an academic hospital and all patients admitted may be Included in teaching  

or research, the researcher believed that in a study o f  this nature where follow -up and 

consultation w as needed, tho consent o f  those invo lved  should  bo obtained, A ll 
fam ilies granted permission for tJte patients to be included in the study.



ASSESSMENT OF THE PRE-INJURY STATUS OF 
THE PATIENT AND FAMILY KNOWLEDGE

PURPOSE

To assess the. premorbid physical, psychosocial, emotional, spiritual, educational and 
economic predisposition of the patient.
To establish a baseline patient status for the purpose of monitoring the extent and 
quality of recovery.

RESEARCH TECHNIQUE

Standardised interview (APPENDIX E6).
To avoid bias and interviewer variability, only after examining the quality of caro 
received by the particular patient the researcher arranged and conducted all interviews,

INSTRUMENT DESIGN

Tho structured interview schedule served a dual role as:

1. An interview schedule,
2. A mailed questionnaire, if circumstances precluded an interview (APPENDIX E7).

Tho interview schedule contained both 'open-ended' and 'closed' questions relating 
specifically to pre-morbid conditions such as physical, psychosocial, emotional, 
economic and spiritual well-being that may affeot tho care and recovery of the moderate 
or severely head injured patient.

Tho 74 items of tho interview schedule are arranged in nine sections (APPENDIX E6). 
All headings and items are self-explanatory,
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7.2 POST-INJURY ASSESSMENT OF THE PATIENT

POST-INJURY ASSESSMENT

PURPOSE

To compare the patient's pre-injury status and post-injury recovery.
To elicit information regarding the physical, psychological, emotional, social and 
economic recovery of the patient at three, six and 12 months after injury in order to 
assess the patient's recovery.
To assess the use of rehabilitation resources throughout recovery.
To examine the role of the multidisciplinary team in the p uicnt's rehabilitation.

RESEARCH TECHNIQUES

The mailed questionnaire consisted of two parts.

PART I - THE QUESTIONNAIRE (APPENDIX E9)

The questionnaire technique was seleotcd as a means of collecting data concerning tho 
recovery of the patient as!
1, The place of residence of tho head injured patients included in Uio study precluded 

the use of interviews, Tho furthest patient residing 292 kilometres and the closest 
10 kilometres from The Hospital, ■ '

2, Detailed information was required therefore sufficient lime for completing the 
questionnaire (eight weeks) had to bo allowed.

3, The respondents needed to consult the patient/others in order to complete the 
questionnaire.

INSTRUMENT DESIGN

Tho questionnaire was designed in such a way as to bo completed by the family in 
consultation with the patient. Descriptive information regarding tho patient's status 
after injury was required. Both 'open-ended' and 'closed1 type questions were asked, 63 
questions wore arranged in nine sections.



TABLE 4:12 

Definition of terms

Term Meaning

Primary placement Tho place to which the patient was 
discharged or transferred from The 
Hospital,

Secondary placement The place to which the,patient was 
discharged from the primary 
placement.

TABLE 4:13

The design of the questionnaire:
The post-injury assessment of the patient

Question number Information requested

First page Identifying data.
1 -7 Rehabilitative management of patient,
8 Patient response,
9 Motivation arid stimulation of patient,
10 Homo advlce/oare,
11-13 Attitude/Knowledge.
14-16 Level of functioning,
17 Medications,
10 Future plans,
19 Transport,
20-22 Miscellaneous,

All other headings and Items are self-explanatory,

PART II - THE CHECKLIST (APPENDIX E10)

PURPOSE

Tho chocklisi was used for recording data relevant to the physical, emotional, 
psychosocial, educational add economic recovery of the moderate and sovorcly hoad 
injured pationt,



RESEARCH TECHNIQUE

The checklist is a simple, offcctive method of recording comprehensive detailed data. 

INSTRUMENT DESIGN

Tho checklist contains 147 items arranged in 16 sections. It was devised to assess head 
injury recovery at three, six and 12 months after injury, The checklist was to be 
completed by Hie family in consultation with tho patient and/or others.

AH instructions, headings and items are self-explanatory.

TABLE 4:14

The design of PART I I  » THE CHECKLIST

Aspoot of recovery Title on nhackllst
(N-18) ,

Number 
of lloms

Self-care activities Personal oaro,
Dressing,
Feeding,

1
g

Independence 10
12

Psyoho-emotlonal factors Peiaonallty and mood assessment, 
sfeop r0^ ons^P8, 10

4
Cognitive skills General cognitive skills, 

Reading.
Writing,

12
8
G

Social Integration Social assessment, , 
Home aotlv ties.
Leisure activities,

7

1*
Economic assessment Economic assessment. g
Occupational assessment Job/Sohool assessment, 15

TOTAL. 147

DISTRIBUTION OP THE QUESTIONNAIRE AND CHECKLIST

Prior to distribution, the families of the 13 patients alivo 12 months after injury wore 
contacted tolophomcally and tho purpose of the questionnaire and checklist was 
explained. A covering letter and stumped self-addressed envelope were Included 
(APPENDIX E ll),
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Patient recovery lias been calculated using the responses of the patient/family on the 
checklist (APPENDIX E10), Because of the nature of the information requested not all 
items on the checklist could be included when calculating patient recovery.

TABLE 4:15

CALCULATION OP PATIENT RECOVERY

Items not included in flic calculation of patient recovery

Aspect of recovery Horn
number

Detail of itom

Personal cara 6 Pallont Is able to l<eop hlmsalf/horsoll dean and dry.
8 Patlont has a urlnaiy cotliator/condom In situ,

Footling 21 Pallont Is able lo oat with help of another.
28 Patient has maintained body wolght,
27 Patient's eating ImbUs Imve chenged

Mobility 20 Patient Is conllned to bed,
28 Pallont Is conllnod to chair.
32 Patient Is only ablo to walk with help ol: 

One poison 
Two people,

Communication <10 Patient Is able to communicate by signals, signs, writing only.
49 Patient speaks at slow speed,

Personality and mood assessment 65 Patient's personality has changed,

Family relationships 63 Mono time Is spent with tho patient since the Injury,

Qonoral cognitive skills 72 Pallont's short term momoiy Is ailoclcd,
73 Patient's long term memory Is allotted,
76 Pallont has short atlonllon span,
77 Patient has dlillculty concentrating,
02 Pallont has undergone formal psychological assessment,

Homo actlvltlos 109 Patient has boon formally assessed on activities related lo 
tho household,

Lntsuro ncllvltlos 111 Patlont gels bored,
122 Patient's lavourllo programmes,
123 Pallont wotdies TV lor....

Economic assessment 132 Who! Is tho monthly Income ol tho patient?

Employment 142 Patient t o  undergone formal work/sohool assossmonl,
148 Patient's concentration Is a problem at Job/school,
147 Patient's memory Is n problem al Job/sclwol,

A total of 122 items are inoludod in tho discussion on patient recovery, In order to 
describe patient recovery as comprehensively ns possible, tho items relating to the
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particular aspects of recovery mentioned on the olieoklist namely personal care, feeding, 
dressing, mobility, eta. have been grouped, According to tho number of items relating 

to the specific aspect of recovery, an arbilary scale of 1 -•> lias been used to calculate 
the percentage of recovery that 1ms taken place at three, six and 12 months after injury, 
Items not applicable to tho particular patient have been excluded from die calculations.

Feeding 3 months 
alter Injury

e months 
alter Injury

12 months 
alter Injuty

Comment

You No Yos No Yos No

19, PaHonHsmoHvalodlooat. 4 4 4
20, Fallout b abb to oat by hM/horeoll. 4 4 4
21, Patient Is able lo oal witlt help o( nnothor, 4 4
22, Patient iwlds knllo ooitoclly, 4 4 4
23, Palionl holds fetfc corroolly. 4 4 4
24, Ratal holds spoon conwtly, 4 4 4
26, Pallont onfoya food. 4 4 4
20, Pallont has malnlalnod body wolght, 4 4 4
27, Patient's oafeg habits changed, 4 4 4

Fig 4:2 Ah example of n completed section of THE CHECKLIST: 
FEED IN G  to illustrate the calculation! of the percentage 
recovery of the patient

Total number of items« 9
Total number of items not applicable to calculation » 3 (Items 21,26,27)
Number of applicable items» 6

Calculation of pemmtnge recovery up until three months)

SUM OP YES ATTAINED FOR APPLICABLE ITEMS ATTHRBE MONTHS v 100 
NUMDER OP APPLICABLE ITEMS j "
PERCENT RECOVERY UNTIL THREE MONTHS AFTER IN JURY

J! x IP Jl .  o PERCENT RECOVERY UNTIL THREE MONTHS AFTER INJURY 6 I



Calculation of percentage' recovery between three and six months;

SUM OP YES ATTAINED TOR APi'LiCAHLB ITEMS AT SIX MONTHS NOT ADDBD TOVIOUSIA’  „  100 
NUMBER OP APPLICABLE ITBMS *  T a

PERCENTAGE RECOVERY BETWEEN THREE AND SIX MONTHS AFTER INJURY

f-X  ^“ -33.33 PERCENTAGE RECOVERY BETWEEN THREE AND SIX MONTHS AFTER INJURY

Calculation of percentage recovery between six and 12. months:

SUM OP YES ATTAINED FOR Al'l’UCABLBITliMS AT I?, MONTHS NOT ADDED PREVIOUSLY y  100 „
NUMBER OF APPLICABLE QMS “  A T
PERCENTAGE RECOVERY BETWEEN SIX AND 12 MONTHS AFTER INJURY

j- X  i p «  66,60 PERCENTAGE RECOVERY BETWEEN SIX AND 12 MONTHS AFTER INJURY

Calculation of wcontngo recovery at 12 months after Injury!

Add tho percentage recovery for tho three time Intervals i.o, until throo months, between 
three to six months and six to 12 months to obtain the ovorall percentage of recovery 
achloved by tho patient.

Example: ,
Until threo months: 0 percent 
Thrco to six months: 33 percent 
Six to 12 months: 67 percent
i,e, after 12 months tho patient had achieved 100 percent, recovery related to feeding,

All aspects of recovery, are calculated in this manner,

ASSESSMENT OF PRESENT STATUS OF PATIENT

PlIRPOSIC

Information was required In order:
To assess tho comprehensive caro and recovery or tho moderates and severely head injured 
patient two years after injury,
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To discuss current problems experienced by tho patient and family,
To advise tlio families regarding further care and/or rehabilitation of the patient,

RESEARCH TECHNIQUE

Observation,
The visil/consultatlon was unstructured, During the visit the rcsearchor noted tho 
family circumstances and tho extent of recovery of tho patient in terms of physical, 
psychosocial, emotional and behavioural recovery (APPENDIX E12),
Whore It was not possible to visit the family (two patients) the researcher telephoned 
the family to obtain the relevant information.

INSTRUMENT DESIGN

Tho data sheet contains nine items.

TA BLE 4! 1(5

The design of the (lata sheet; Assessment of present status of patient

Item number Information requested

1 ■ Accommodation,
2 bally adtlvltlQS,
3 Patient's problems,
4 Klo¥oatlon.
S Remarks.

7, THE STUDY OF QUALITY ASSURANCE AND THE 
COMPREHENSIVE CARE OF THE HEAD INJURED 
PATIENT

P U R P O S E

To evaluate tho comprehensive caro of tho moderate and severely head injured patient in 
terms of tho proscription, tho frequency, tho extent, norm and weighted norm of caro 
received by the patient, irrespective of who delivered! tho caro,



RESEARCH TECHNIQUE

Concurrent aui-ltlng Involving tlio technique of non-partlclpant observation was 
omployod to cvnluato the euro recoivod by tlic modomto and severely head injured 
patient,

SITUATIONAL ANALYSIS

The environment in which tho head injurod patient roooives caro must bo conducive to 
nursing excollenco, A situational analysis was complotcd on oommonoomont of tho 
observation period.

PURPOSE

To document factors relating to tho environment that may have a direct or indirect offcot 
on the comprehensive caro of tho moderate and severely licad injured patient. Those 
included tho assessment of;
Staffing;
Bod occupancy;
Overall patient dependency,
Thereafter to correlate the situational analysis and tho quality of caro received by 
moderate and severely hoad Injured patients,

RESEARCH TECHNIQUE

Concurrent auditing (APPENDIX FI),
After tho patient assignment for the shift had been allocated tho observer obtained tho 
relevant Information from tlio professional nurso-ln*cliargo,

INSTRUMENT DESIGN

Tho instrument consists of six Itoms divided Into throe sections, Tho items require 
factual information as to tlio day, shift, staff on duty, bed occupancy and overall patient 
dependency,



Tho design of tho situational analysis data sheet

TABLE 4:17

Item Information sought

1
2
3

Staffing,
Bod ocoupanoy,, , 
Overall patient dopondanoy,

Staffing

Tho observer was required to record:
The rank of tho professional nursc-in-charge of die shift;
The number and rank of nursing personnel on duty during tho poriod of observation, 
irrespective of thoir work assignment;
The number and rank of nursing pcrsonnol allocated to work in tho specific cubicle in 
whioh tiio observation was to bo undertaken;
The length of time for whioh nursing personnol were allocated to the spooifio ottblole,

DEFINITION OF TERMS SPECIFIC TO THIS STUDY

TABLE 4:18 

Explanation of terms

Term Definition

Full shift Six hours, ■| Part shift Loss than six hours,

& Gonoral allocation No apodflo staff aro allooatod to that partloular 
oublcio lor tho shift. Caro Is provided by various 
personnol on a  functional or ialssoz l a t r a  basis,

Number of bads open Tho unit Ims 30 bod spaces, but hospital polloy 
permits tho uso of SB beds only,

BE
D 

O
CC

UP
AN

CY

Numbor of occupied bods Total numbor of bods occupied during tho poriod of 
observation,

(/)
i

Trauma Bods ocouplod by patients who have sufforod 
general trauma,

1

i
**2

Hoad Infurioa Bods pcouplocf by patients who havo suffered a head 
Injury, In tho ovont that tho patlont Is a victim of a 
head Injury and gonoral trauma tho patlont Is 
classlllod In tho category 'Hoad Injuries',
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Bed occupancy

Bed occupancy is divided according to die medical diagnosis or *•> patients.

Overall patient dependency

The dependency of all patients in the unit was calculated by the professional 
nurse-in-charge of liic shift, As the researcher did not believe it to be necessary to 
calculate detailed patient dependency for all patients in the unit, a simple means of 
classifying overall patient dependency was compiled by the researcher (APPENDIX 
F2). Overall patient dependency was classified according to the level of independence of 
tho patient namely total care, intermediate care and mobile patients, Overall patient 
dependency was caloulated for;
1, Tho total unit,
2. The cubicle in which (?•/?. observation was being undertaken,

7.2 METHODOLOGY FOR CONCURRENT AUDITING

7.2.1 SELECTION OF TOPIC

Evaluating the quality of care received by moderate and severely head injured patients in 
terms of the prescription for care, the frequency of care, the patient care standards, the 
extent, norm and weighted norm ol‘ care received, irrespective of who delivered the care.

7.2.2 THE SELECTION OF ASPECTS RELEVANT TO 
THE COMPREHENSIVE CARE ' OF THE 
MODERATE AND SEVERELY HEAD INJURED 
PATIENT

a . THE ASPECTS OF COMPREHENSIVE CARE

Those aspects selected for inclusion in the study are referred to as modalities of care and 
are evaluated in terms of the quality of care reoeived by moderate and severely head 
injured patients,
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DEFINITION OF TERMS SPECIFIC TO THIS STUDY 

NURSING INTERVENTION

AH schedules relating to the extent, norm and weighted norm of care received by 
moderate and severely head Injured patients that are included in the provision of direct 
nursing care, namely:

PATIENT ASSESSMENT

All sohedules relating to the assessment of the patient's clinical status. This is further 
sub-divided into:

NEUROLOGICAL ASSESSMENT:

Those aspects of care received dial are related to the assessment of the patient's
neurological status, namely:
LEVEL OF CONSCIOUSNESS (L,0,C,);
PUPILS (PI);
LIMBS (Li);
CEREBROSPINAL FLUID LEAK (C.S.F );
SEIZURE ACTIVITY (S.A.);
HEADACHE (H);
NAUSEA AND VOMITING (N&V);
VISUAL DISTURBANCES (V.D.).

VITAL SIGNS: .

Those aspects of care received that are related to the assessment of the patient's vital
signs, namely:
BLOOD PRESSURE (BP);
PULSE (P);
RESPIRATION (R);
TEMPERATURE (T),

PATIENT CARE

Those aspccts of care received that are related lo patient hygiene and position, namely: 
EYE CARE (E);
OROPHARYNGEAL CARE (0)i 
BRONCHIAL TOILET (B);
UROGENITAL CARE (U);
CHANGE OF POSITION (C.o.P.),



PATIENT INDEPENDENCE

Those aspects of care that relate directly to patient independence, namely: 
COMMUNICATION I - PATIENT (Com I/CI);
COMMUNICATION II - FAMILY (Com II/CH);

MOBILITY (Mob);
EXERCISE THERAPY (Ex);

MOTIVATION AND STIMULATION OF THE PATIENT (M & S): 
GENERAL (G);
ACTIVITY (A);
THERAPEUTIC USE OF RADIO (K);
THERAPEUTIC USE OF TAPE RECORDER (I);
THERAPEUTIC USE OF TELEVISION (TV).

PROMOTION OF INDEPENDENCE (P.o.I.).

CATEGORIES OF PERSONNEL:

COMBINED (Comb)

T lose aspects of care, mainly in relation to As performance of BRONCHIAL TOILET 
and CHANGE OF POSITION, undertaken by a combination of various categories of 
nursing personnel and/or the physiotherapist in the unit

M ULTID ISC IPLINARY (Multi)

Those aspects of care received that relate directly to the mulddisciplinary team.

TABLE 4:19

Modalities of care included in the study as part of comprehensive 
management of the head injured patient ■

Patient assessment 
(I'M 2) pi i t sf 0

Patient |ido^endence

Neurological observations; 
Level orconsclousnoss 
Pupils 
.Irnbs
Gorols’osplnal fluid loak 
Sefeufo aolivlty 
Headache
Nausea and yomltlna 
visual disturbances
Vital signs:
Blood pressuro 

1 EuI« j 
Respiration 

| Temporaturo

Eyo caro ,
M B S ' * '
Urogenital care. 
Change of position

Communication:
Patient
Family
Mobility
Exercise therapy
Motivation and stimulation: 
General

tlstf of tho tapo recorder 
Uso of television
Promotfon of (ndoponcionco



TABLE 4:20

Modalities of enre that are examined in terms of the prescription, 
patient care standards) the frequency, extent, norm and weighted norm 
of care received

Modality of carem Quality of care .

Prescription Pallentcare
standards

Frequency Extent Noun and weighted 
no/ii)

0
C0♦3 Level a! consciousness i 4 4 4 4
t Pupfls 4 4 i 4 iq(0 Umbs 4 i 4 4t0 130 Cerebrospinal fluid leak 4 4 4 4 4E$ 1 Seizure actlvily 4 i 4 4 4w

8
0 Headache 4 4 4 4 4wft 0
8 Nausea and voting i 4 4 4■Mc 30 Visual disturbances 4 4 4 4 4©'tl 2

IfCL cl Blood pressure i { i 4 {CTO Pulse 4 i i 4w
3 Respiration i i 4 4 4•w> Temperature 4 4 4 4 4

2 Eye care i i 4 4
1 Oroplifwyngoal caro i 4 4 4 4
c Bronchial toltot 4 i 4 , 4 4©
’<d Uropltal caro 4 i 4 ' 4 4Q. Chango of position 4 4 i 1 i

KGY j V « applicablo



TABLE 4:21

Modalities of care that me evaluated in terms of extent, norm and 
weighted norm of care received

Modality of caro 
(N * 10)

Quality of oare

Extent Norm and 
weighted norm

8Cl Communication (2) V V
?32
'B Mobility V V
Q.CD Exorcise therapy V <
tc Motivation and stimulation (5) V V
a

030-
Promotion of Independent V

K E Y : ^ ■« applicable

PLEASE NOTE:

This does not mean that aspects of caro such as intracranial pressure monitoring, 
hydration, nutrition, elimination and drug administration aro not Important, merely that 
for tho purpose of this study measuromont of those aspects of caro was not undertaken,

THE RELATIONSHIP OF THE MODALITIES OF HEAD IN JURY 
P A T I E N T  M A N A G E M E N T  TO N U R S IN G ,  T H E  
MULTIDISCIPLINARY APPROACH AND REHABILITATION

All 27 modalities of caro have some direct or indirect bearing on nursing, team 
intervention, recovery and rehabilitation, 15 modalities of caro received by tho patient 
are as a result of direct nursing intervention, BRONCHIAL TOILET and CHANGE OF 
POSITION may bo contributed to by other members of tile team. 10 modalities 
measure (ho caro received by the patient as a result of team intervention.



TABLE 4;22

The relevance of nursing, the multidisciplinary ieam 
rehabilitation to the modalities of care under study

Modality al caro

£

Lovol of consolousnass
Pupils
Limbs
Corobroapinal fluid leak 
Solzuro aollvlty 
Hoaduclio
Nausoa and vomiting 
Visual dlnturtMmcoa

Blood prosauro 
Pulso
Rosplratlon
Tomporaturo

Bya onro
Oi'opharyrtooal onro 
BroncltM tollot 
Uroflonltnl tollot 
Chango of position

Communication I • pattont 
Communication II»family

Mobility
Exurslso thorapy

Motivation and stimulations
General
Activity
Uso of racJic.
UBooltapof«ordor
Uso of tolovision

Promotion of Indgpondonco

K EY : 
N «
M ««

RD « 
Rl «

RD Rl

Nursing (Spoclflo nursing caro) 
Multidisciplinary town 
(Gorioml considerations to lionltli caro). 
Affoct rehabilitation dlroatly,
Affect rehabilitation Indlrcotly,

appllcablo

X *  appllcablo 
0 • applicable 
« u appllcablo



EVALUATING THE QUALITY OF CARE 
RECEIVED

A brief Introduction to die prescription, frequency, extent, norm and weighted norni of 
care received is presented,

EVALUATING THE PRESCRIPTION AND 
FREQUENCY OF CARE RECEIVED

In order to provide a quality nursing service for moderate and severely head injured 
patients modalities of care must be prescribed by tho registered nurse or doctor-ln-chargc 
of tho patient. The care must be proscribed and performed according to the needs of the 
indi vidual patient, as established by means of the nursing process and the standards of 
practice for moderate and severely head injured patients, Tho care modalities examines 
in terms of tho proscription and frequency of care received arc mentioned in TABLE 
4:20,

PURPOSE

To examine tho quality of care received by head Injured patients in terms of both tho 
prescription ami frequency of performance of cjinj.
To determine, the relationship between the care prescription, tho prescribed frequency, 
line frequency of performance of care and established patient cam standards (vide pl55),

INSTRUMENT DESIGN

Tim instrument for recording tho informatior. .s n data sheet.
Explanation of the Instrument designed (o record (lie prescription and frequency of care 
received (APPHNDIXtS).



D EFIN IT IO N  OP TERM S SPEC IF IC  TO THIS STU D Y  

TAW LIS 4! 23

Explanation of terms

Totm Definition and/or Instruction

Modality of caro 14 aspects of care are listed,

Proscription

Caro The modalities of cars prescribed by tho registered nurse 
or dootor-ln*charge,

Froquanoy The frequency of care corresponding to the modality of care 
proscribed by tho registered nurse or doctoMn-charge,

Froquanoy rocnlvod
The frequonoy of actual delivery of care as received by the 
patlont during the observation period.

Patlont caro 
standards

Caro The established modalities of caro that should bo proscribed 
for tho individual patient, based on tho patient dependency 
rating and patient caro standards,

Frequency Tho frequonoy of caro corresponding to the modalities that 
should be prescribed for the individual patient, based on 
tho patient dopondonoy rating and patient care standards,

Inappropriate recording* Caro that Is recorded but not actually performed,

0 Wlion Inappropriate recording of caro took place the lick 
corresponding to the time of tho Inappropriate recording 
was encircled,

*For an uxplanatlon of Inappropriate recording of care vldo p 28X

IMPLEMENTATION

The observer to elicit the proscribed caro modalities and tho frequency of proscription of 
cure must review tho ourrcnt nursing and medical record, The proscribed modalities and 
frequency of care must bo recorded on tho FREQUENCY OF CARE DATA SHEET 
(APPENDIX G),



r:
V u

. i . , 1 /■*. ■ ,
.. /•'

/

v  IV. ,v-,,v , . * ,*

■ -f .** :■ ■ * *

- v  ' ‘

■ ; ^  ■: v
>%V-

T A B L E  4:24

Modality d  caro Proscription Froquonoy rocolvod (to tho nearest hour) Pallont caro standarda

Oaro Frequency 7 8 g 10 1 1 12 13 Total Caro Frequency

Level ol consciousness 0 SI-1 V V V , a 0 1H

Lltnba X X 0 III

Pupils 0 2H V 'i 0 0 1H

Solzurei activity
Cerebrospinal (luld lonk X X 0 1H

Hoadncho
Nausea and vomiting
Visual disturbances
Blood prosauro O' ” an D V 2 1 0 1H

Pulao 0 an * 'i -J a 0 1H

Respiration X X 0 1H

Tamporatufo 0 2H "'I 2 0 1H

Eyo oaro 0 , SH * V i 0 2H

Oroptmrynooal caro 0 an * 1 1 0 2I-I

Bronchial tollot 0 ai-i < V 4 3 0 an
Urogenital enro 0 OH V 1 0 OH
Chanoo ol position 0 2H T V a 0 f  2H

KEYs oTproecritod V «• Rocolvod • * Not rocolvod X « Hot proscribed



SCORING OF CARE (vido pl<54)

(ii) PATIENT CARE STANDARDS

Tho patient cure standards havo been campilad by the resenclier for use with putionts 
suffering from moderate or severe head injuries (APPENDIX K). (Vido p 155 for further 
discussion),

(iii) EVALUATING THE .EXTENT, NORM AND 
WEIGHTED NORM OF CARE RECEIVED

PURPO SE

To establish tho quality of care recoived by Iwad injured putionts in terms of!

The extent of enro recoived

Evaluating tho extent of enro recoived by hond injured patients was 
undertaken hi order to assess whether pro-set criteria were/were not 
being performcd/tuuScK'lukon.

This involvod a YES/NO/NOT APPLICABLE answer and tho itom weighings of 6, 
3,2,1 and 0 (vido pldl).

Evaluating the extent of care assessed whether the cure was undertaken 
but not tho lovol of the enre received,

In ti,? opinion of the rosearoltor tho knowledge font tlto task is or is not completed Is 
InsuffloionU Tim lovol of porformanco must bo specified,

The norm of care received

Evaluating the norm of cure recoived was undertaken in order to assess 
the standard <»** level of tho eare received by tho head Injured patlont,

Tho norm of care was compared with preset standards of practice that relate to tho 
stated criteria (vido p<57/149/153). Tho novm of care was bused on an arbitrary chosen 

ordinal settle represented by tho vnlttos of S -> 0 for BEST CAR1I, BBTW8BN, 
AVERAGE CARE, BETWEEN, POOREST CARE and NO CARE given,

\\ '«

V

«MW4su»u3i-i j- «*.



The weighted norm of care received

Evaluating tho weighted norm of care received assessed the standard or 
level of practice when each criterion was weighted according to its 
significance in the particular schedule,

The weighted norm of oaro was compared with tho pre-sot standards of practice that 
related to tho slated criteria. Tho weighted norm of care was bused on tho arbitrary scalo 

of 5->0 (that is used for norm of caro) as well as tho valuo assigned to each criterion 
(i.e, tho item weighting <)f 6,3,2,1,0), (Vido pN51 for further discussion),

IMPLEMENTATION

For a description of tho instrument usod to moasuro tho extent, norm and weighted 
norm of caro vldo pl5(5.

SCORING OF CARE (Vido pl68),

.2.3 ESTABLISHING CRITERIA FOR MEASURING 
THE EXTENT, NORM AND WEIGHTED NORM OF 
CARE RECEIVED BY THE MODERATE AND 
SEVERELY HEAD INJURED PATIENT

The study Included tho compilation of a sot of critorla that measured the extent, norm 
and wolghtod norm of care rocoived by modoratc and severely head injured patients for 
comparative proposes, For oriterla dotall por modality of caro refer to APPENDIX t l « 
27,

As head injured patients wore nursed by registered and non-rogistorod nursing personnel, 
explicit objective criteria to evaluate tho extent, norm and weighted norm of caro 
rocolvid by head injured patients ht-dopth, were needed. No quality assurance modulo of 
this nature was available in Tho Hospital, thoreforo detailed criteria to validate the 
research findings were required, Vague, broad statements regarding tho criteria for 
quality yore would neither bo acceptable nor suffice, as those would speak onco again in 
principle and not in detail, Criteria included in tho study needed to be porllncnt to Tho 
Hospital, Measuring the quality of care against criteria of quality care not familiar to, 
practised or acceptable to Tho Hospital would Jia >o been meaningless,
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THE RELATIONSHIP 01? THE QUALITY ASSURANCE STUDY TO 
THE STRUCTURE, PROCESS AND OUTCOME CRITERIA

Tltu principles of excollonco In enre arc incorporated in the schedules. Crltoria in 
respect of structure, process mtd outcome were isolated and where possible combined 
within tho specific schedules.

a. The study overall

TABLE 4:25

The relationship of the overall study to the three approaches to 
quality assurance

Structure Process Outcome

Situational analysis;
Stalf allooatlon.
Bed ooouDanov,
General patient dependency,
Patient dependenoy rating, 
Patient oare standards, 
Prescription for oare.
Unit personnel questionnaires,

Retrospective audit, 
Concurrent nursing audit,

Multidisciplinary audit, 
Pat ont Interview,
Pat ent questionnaire, 
Vlslt/Consultatlon,

’ \: I Struoturo is assessed in terms of tho situational analysts, patient dopondoncy rating,
**/ ,l ! proscription for care, patlont care standards, education and clinical expertise of staff,

. Procoss is oxamlnod in terms of tN> multidisciplinary and nursing audit, Oiilcomo is
examined in terms of tiio multidisciplinary audit and patient recovery,



The modalities of comprehensive care that are examined in terms of 
structure, process and outcome

TABLE 4:26

Schedules that contain a component of all three aspects of quality 
assessment

Modality of care (N*=15)

Pa
ti

en
t

ca
re

Eye care 
Bronchial toilet 
Urogenital care 
Change of position

P
at

ie
nt

in
de

pe
nd

en
ce

Communication (2)
Mobility
Exercise therapy 
Motivation and stimulation (5) 
Promotion of independence

TABLE 4:27 .

Schedules relating to patient management that measure process alone

Modality of care (N=12)

Level of consciousness
Pupils
Limbs
Cerebrospinal fluid leak 
Seizure activity 
Headache 
NauseaS vomiting 
Visual disturbances

Blood pressure 
Pulse' 
Respiration 
Tenfperature

Al! schedules measure outcome indireolly due to the fact that tlio quality of care received 
by moderate and severely head injured patients affects morbidity and mortality 
(FOlsciier, 1974),



Prior to commencing tile study in order to prevent bias discussion regarding (lie criteria 
selected to measure the quality of care was limited, as it was important that those 
concerned with the study were not aware of die aspects of care diat were actually 
evaluated, The researcher, at this stage, did not consult nursing experts in the field to 
establish criteria for measuring the extent, norm and weighted norm of care as 
standardised methods of performing some of die care modalities were available in The 
Hospital, Pre-determined criteria, according to the procedures, as set out by the Internal 
Hospital Policy and Clinical Teaching Department's protocols, were utilized to compile 
the set of criteria for the study,

According to the Chief Matron of Education (APPENDIX HI, H2), procedure protocols 
were available for the following modalities of care:

Beds and backs. Pulse.
Blood pressure. Respiration,
Catheter care. Temperature.
Mouth care. Tracheostomy care.

Where no existing protocol for care was available die researcher compiled criteria by:
1. Using textbooks.
2. Discussion widi the Professors of Nursing and Neurosurgery of The University of 

the Witwatersnmd.
3. Drawing on clinical experience in neurosurgical nursing. ,

The establishment of criteria allowed the researcher to measure the extent, norm and 
weighted norm of care received by moderate and severely head injured patients. A total 
of 27 schedules comprising 983 criteria were compiled to form die quality assurance 
module for evaluating the care received by die head injured patients in die unit.



TABLE 4:28

Summary of the number of quality assurance criteria included in the 
study

Modality bare Number ol Title o l schedule Number ol Total number
schedules (namod per Intervention) criteria pii? 

s i iM u ib Schedules Criteria

P a tlo n t o s s o s s m o n t! 12 3 7 7

N o tlro lo g lc n l o b s e rv a tio n ! 8 2 7 6
1 Level o l consciousness ' 60
1 Pupils 38
1 Limbs 64
1 Cerebrospinal lluld leak 28
t Seizure activity ,  32

Headache r  15
1 N ausea and vomiting 21
1 Visual disturbances 18

V ita l s ig n s 4 1 0 6
1 Blood pressure 35
1 Pulse 17
1 Respiration 17
1 Temperature 37

P a tlo n t onro S 2 6 2
E yecare 34

1 Oiophaiyngoalcare 43
t t)io,'»hlat toilet 57
1 Urogenital care 56
1 Change o( position 62

P a llo n t In d e p e n d e n c e 10 9 4 9
1 Communication I-P a tie n t 21
1 Communication I I ‘ Family 15
1 Mobility 31
1 Exercise therapy 43

Motivation and stimulation:
1 General 45
1 Activity 15
1 Use ol radio 26  ■
1 U se ol tape recorder 42
1 U se ol television 40
1 Promotion ol Independence 71

TOTAL 983 27 983

.4 COMPILING STANDARDS OF PRACTICE 

COMPILING STANDARDS OF PRACTICE TO 
MEASURE THE NORM AND WEIGHTED NORM 
OF CARE

Once care criteria wore established standards of oare against which the norm of care 
received could be measured, needed to bo established. The staff establishment for the 
unit included registered and non-rcgistercd nursing personnel, ail of whom deliver care



to the head injured patients, dierefore to state that die standard of measurement "...is die 
quality of care a first level staff nurse is expected to provide" (Wandell & Ager, 1974; 
33) would not suffice. To avoid bias and subjective judgement it was necessary to 
compile standards of pracdce applicable to the care received by tha head injured patient 
Ulat maintained excellence in health care, irrespective of which category of personnel 
delivered the care.

Internal Hospital Policy, clinical department protocols, textbooks and the nursing 
process were used to establishing standards of practice against which the actual care 
recei ved could be measured (APPENDIX J1 - 27). The standards of practice that were 
compiled are guides to fundamental, effective, safe, dierapeutic nursing practice and the 
delivery of a quality nursing service (vide p6'8)> They must be read in conjunction with 
tho schedules (APPENDIX I I  - 27). For each criterion diere are set standards of 
practice with which die norm of care received by the head injured patient can be 
compared. 1 3 932 standards of practice have been established for use with the 27 
schedules i.e. ± four standards per criterion. The standard practice guides are hereafter 
referred to as pracdce guides.

DESCRIPTION OF PRACTICE GUIDjES
(As an example: APPENDIX ,T 10 Read in conjunction with APPENDIX 110))

Topic heading - Right hand corner,
ITEM NUMBER - The Hem number corresponds with die criterion on die schedule, 
Standards of practice are stated per ITEM NUMBER Sir 'BEST CARE', 'AVERAGE 
CARE1, 'POOREST CARE' and care that is 'NOT APPLICABLE1, No column is 
allocated to 'NO CARE'.

UTILIZING THE PRACTICE GUIDES

The practice guides must be studied prior to die observer/s undertaking die prescribed 
observation. The observer/s rated the care received according to the set standard of 
practice. The observer/s judged and recorded the action received in terms of BEST 
CARE, BETWEEN, AVERAGE CARE, BETWEEN, POOREST CARE, NO CARE 
and NOT APPLICABLE care, Where a criterion should have been undertaken but was 
omitted (i,c the answer to the criterion was 'NO'), or no care was performed in relation 
to tho criterion the observer rated NO CARE, In die event of an action or reaction 
occurring that was not stated in the practice guide the obsorver/s rated the activity 
according to what was bolleved to be safe, effective, therapeutic practice,



COMPILING INDIVIDUAL PATIENT CARE 
STANDARDS

The researcher on completion of tlio literature review compiled a set of patient care 
standards specific to the moderate and severely head injured patient (APPENDIX IC). 
Tho putî nt caro standards based on the individual needs of the particular patient equate 
with that level of carc that is regarded as safe, effective, therapeutic nursing 
intervention. The patient care standards are patient specific and refer to the modalities 
and frequency of care that should be prescribed, on a daily basis, by the primary nurse, 
within the framework of nursing excellence, according to the needs of the individual 
patient,

PURPOSE OF ESTABLISHING PATIENT CARE STANDARDS

To evaluate the quality of care received by moderate or severely head injured patients 
Utilizing accepted standards of practice for these patients.
To assess the effectiveness of tile prescription for care in terms of tlio modalities and 
frequency of caro prescribed and established standards of practice,

IMPLEM ENTATION

Prior to establishing patient cure standards for the individual patient tho observer 
completed the following data sheets?
1, Patient assessment on;

- The day of admission (APPENDIX E 1),
- Tho day of observation (APPENDIX E 2).

Noting in particular:
Tho length of time after injury.
The Glasgow Coma Scale score.
The condition of tho patient,
Other injuries.

2, Tlio patient dependency rating (APPENDIX E3:1)

Then tho observer, utilizing the above information and tlio patient caro standards 
established tlio standards of practice for tlio individual patient. In general all patients 
with a Glasgow Coma Score of £ 8/15 require tho same modalities and froquoncy of



Patient care standards in terms of the modality and frequency of care that should be 

prescribed must bo noted in the appropriate columns by means of a tick (V) on THE 
FREQUENCY OF CARE DATA SI-IEF’ ' (APPENDIX G). Vide p 146/147 or 
explanation of terms relating to pationt care standards and for an example of a 
completed frequency of caro data sheet,

7.2.5.CONSTRUCTION OF THE TOOLS FOR USE IN 
THE QUALITY ASSURANCE STUDY

The compilation of criteria and standards for care of the moderate and severely head 
injured patient is meaningless, unless there is a tool with which to measure (he quality 
of oare (vide p68). Thus, the next step was to compile a tool with which to check tho 
extent, norm ant! weighted norm of care received, In the literature (he researcher has not 
found a module specifically designed for (ho measurement of care received by moderate 
and severely head Injured patients, The following steps were taken in order to compile 
the tool for measurement!

a, REV IEW  OF PREVIOUS METHODOLOGIES AND RESEARCH

Qualpaos (Wandclt &  Ager, 1974), The Slater Nursing Competencies Rating Scale 
(Wandeft & Stewart, 1975) and the HEW Scfile (felinek, 1975) are the most relevant 
quality assessment scales, Although certain sections have been adapted for the purpose 
of this particular study they could not bo used in their entirety. The lack of suitability 
of tho afore-mcntloned research methodologies stems from tho fact that;
(i) Tho criteria stated are in broad terms (vide p 149).
(IS) Tho standard of caro staled by Wandelt and Ager (1974) and Wandelt and Stewart 

(1975) is that of a first level staff nurse. Therefore for this study as both 
registered and non-registered nursing personnel wore involved these m jlhodolopiles 
were not acceptable,

(iil) This study examines process sis described by Donebedian (I960) in greatoi* detail 
Uian either Wandelt and Agor (1974) or Wandelt and Stowart (1975),

b, CRITERIA W ERE IDENTIFIED FOR INCLUSION IN THE TOOL 
(Vide p65/149).



DESIGN Otf INSTRUMENT

An example of the actual instrument of measurement is introduced in order to 
familiarise the reader,, with the. format of tho instrument, prior to the discussion on 
designing (lie tool (vide pl58).

The basic design of the research instrument is that of a checklist, hereafter referred to as 
a schedule, 27 schedules, based on the same format, were used in (lie study,

TABLE 4:29

Explanation of identifying data on the schedule

Term Definition

Identifying data Patient particulars.

Procedure number Each time the same procedure Is performed 
consecutive numbers are placed In this space, 
The number of times the procedure Is performed 
Is required to check the sequence and frequency 
of oare received.

Rank and name of 
care glver/s

Both the rank and name of the oare glver/s must 
be recorded,

Time observation Note the time tho observation Is commenced 
and completed,

In the study, rank is correlated with tho quality of care received and the name of the 
care-giver with neurosurgical knowledge, For the purpose of dam storage no name, but 
codes appear on the computer, thus preserving anonymity,
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Fig, 4:3 An example of the schedule: PULSE
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HEADINGS RELATED TO EXTENT AND NORM OF CARE

Tho topic of tho particular schedule is stated In the large block on the {yft hand side of 
the Instrument abovo tho list of criteria,
Mendings of columns:
These appoar above the columns on the right half of tho InRtnsiMM.
Column numbers are not slated on tho instruments, '
The headings are divided into four sections by a darker black line.
All headings are silf-oxplanatory,

TABLE 4:30

Explanation of tlic schedule designed to measure the extent) norm and 
weighted norm (if care received

Column
number

Hoadng Explanation

1 ITEM NUMBER Each criterion Is Itemised,
Tho Item number applies throughout tho study and la used (or 
the practice guides and computer coding,

2 WEIGHTING* For the purpoao ol tho presentation the weightings have bean 
Includod,
Tho weighting Is not stated on Ihe schedules used by the 
obsoivers,

3
4
5

Y ES
NO
NOT APPLICABLE

L Those aro sell-explanatoty rotating to the extent ol c m  
| Answering Ihe question Is  tho oaro undertaken?1

6
7
8 
0 

10 
11 
1!*

BESTCARE 
BETWEEN 
AVERAGE CARE 
BETWEEN 
POOREST CARE 
NO CARE 
NOT APPLICABLE

These aro sell-explanatory rotating to ihe norm ol practice, 
* Answering the question 'What Is the lovol ol tho care 

undertaken?1

13 REMARKS Any additional action, reaction maybe recorded,

'Vido p 161 tor luitlior discussion regarding tho weighting ol Itoms,

DESCRIPTION OF THE CONTENTS OF THE SCHEDULES

For the purpose of assessing the 27 modalities relating to the quality of care of 
moderate and severely head Injured patients in torms of the extent, norm and weighted 
norm of care tho criteria havo boon Itemised (vido ;>66/M 9/APPENDIX I), The number 
of Items vary according to the particular schedule, Tho total number of items Is 983,



Placement of items

To decrease confusion and repetition Itoms wore placed in rank order (i,o, tho sequence 
of the procedure Is followed) or group order (l.o. an aspect of the procedure is 
completed).

TABLE 4:31

Extracts from the schedules LEVEL OF CONSCIOUSNESS and BLOOD 
PRESSURE to illustrate the placement of Hems In rank order

Schedule Criterion Item
number

LEVEL OF Assesses level of consciousness according to Glasgow
CONSCIOUSNESS Coma Scale; 9

EYE OPENING. 10
Assesses patient's ability to open eyes;
SPONTANEOUS, 4 11
TO SPEECH. 3 12
TO PAIN. 2 13
NIL. 1 14

BEST MOTOR RESPONSE, 15
Assosses patient's nullity to:
OBEY COMMANDS, e 16
LOCALISES PAIN. s 17
WITHDRAWS FROM PAIN. 4 13
ABNORMAL FLEXION, 3 19
EXTENSOR RESPONSE, 2 20
NIL. 1 21

BEST VERBAL RESPONSE. 22
Assesses patient's vorbal ability:
ORIENTATED, 5 23
To lime, 24
To place. 25
Toporson. 20
CONFUSED CONVERSATION. 4 2?
INAPPROPRIATE WORDS, 3 28
INCOMPREHENSIVE SOUNDS, 2 29
NIL. 1 30

BLOOD PRESSURE Fools radial pulse, 13
Blows up cult to just above obliteration of radial pulso, 14
Releases bulb, 15
Feels for brnalilal pulso, 16
Pumps up bulb to 30 mm.l-lg moro than obliteration of 17
radial pulso to obtain systolic pressure,
Places stethoscope In ears. 13
Plncos head of stethoscope on brachial pulso, 19
Releases mercury slowly, 20
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