Fluid homeostasis in the head injured patient js imperative, The age, sex, height, body
mags, intake, output, vital signs, hyperthermia and other metabolic conditions will
ir;ﬁuénce the fluid and electrolyte needs of the patient.  After head injury there s
retention of sodium and water and a mild hyponatraemia may oceur (Sodium 130 - 135
mEq/L)‘ Drug therapy such as steroids and osmotic diuretic agents may fead to an
electrolyte imbalance (Nikas, (ed,) 1982), 40 percent of head injured patients have
damage in the region of the h?r&otlmlmnus; diabetes insipidus being the most common
clinical anifestation (Jennett & ‘Teasdale, 1981: 230). Fluid and electrolyte
requirements must be assessed on a daily basis and given in physiological proportions
(Brunner & Suddarih, 1974: 723). In the acute phase haematological investigations
(APPENDIX T), ceniral venous pressure recordings and tadial artery cannulation may
be required,

Fluids used for intravenous administration include doxtrose/saline, Blood, plasma and
blood products are used when indicated (Nikas, (ed) 1982). Rimel (1981), Sherry
(1982) anil Bowers (Webster, 1984) do not advosats the use of 5 percent dextrose watet
as it tnay aggravate cerebral oedema, In the acute phase of the head injury fluid intake
is limited to 1 500 « 2 000 m1/24 hours to prevent overhydration and cérebral oedema
(Brunner & Suddarth, 1974: Jennett & Tensdale, 1981)/ 60-80m! per hour (Webster,
1984), - Thereafier fluid intake may be increased to 2 500 - 3 000 mi/24 hours
- (Conway-Rutkowksi, 1982; 208),

Aoourate agsessment and documentation of all intake gnd oulput is esseatial, The
\‘frequency of measurement will be datermiried by the patient's condition and the presence
or absence of fluid and electrolyte disturbances, In the scute head Injury intake and
output should be monitored one o two hourly, A urine output of 30 - 50 mls, per
hour should be maintained (Sherry, 1982), It may: be nceessary 1o insert a urinary
cathetor or use a penile devics systom, Routing urinanalysis must be undertaken on atl
speciinens, Speeific gravily is of importance if diabetes insipidus s suspected or
dehiydrating agents are used,

Other ouput that requires noting inctudes:

Voniltus,

Vomiting is more common in those with less severe trauma and ocours in 20 parcent
of head injured patients (Nikas & Tolley, Nikas, (ed,) 1982; 90),

Nasogastrio dralnage, ‘

The insartion of a nasogastric tube assists with gasteic decompression.

Intraventrlenlar drainage,
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As straining increases intracranial pressure constipation must be avoided (Purchesde,

1977). It is importan} to check daily for bowel movements and to initiate a bowel ) ; Y

programme, Head injured paticnts are ofien constipated as a result of inactivity and g W D
decreased intake of roughage. Mild cathartics or an enema may be ordered, To avoid e .
fluid and olectrolyte disturbances and skin excoriation diarrhoca must be controlled, . R

Codeine Phosphate 30 mg six hourly may be ulilized (Anderson, 1984), In th

opinion of the researcher, rectal intubation is hazardous in the restless hoad injured R
patient and should not bs undertaken, .

CONTROL OF BODY TEMPERATURE

Normothermia (37°C) has been recommended ag part of the protocol of munagement of B _ '!‘1‘ i
the head injured patient (Nikas, (cd.) 1982; Sherry, 1982), S

Aécording to Lewin (1976), the cerebral oxygen consumption falls by 25 peroent at o L EAR IR

therapeutic levels of hypothermia (320C). Although hypothermia doos decrease
cerebral metabolic needs it is used infrequently as a means of therapeutic intervention.

If used to control intracranial hypertension it is used in combination with other forms
of therapy (Nikas & Tolley, Wikas, (ed.) 1982).

Hyperthermia increases the metabolic needs of the brain and must be vigorously
combated in the head injurcd patient, For each 19C increase in temperature the body s - olf
oxygen requirements increase by 7 percent, The body temiperature may inoroase to e :
380¢: for 24-36 hours afier head injury (Tyson, et al,, 1978; Connolly & Zewe, 1981), e
Oceasionally pyrexia occurs because of damage to the hypothalamus, but more

commanly it oceurs as a result of infection, An cxamination of the head injured
patient (o locate tho cause of the pyrexia is essentlal. Corrective intervention must be
instituted as soon as possible (Jennett & Teasdale, 1981; Viok & Lochner, 1983), [

4.6 THE USE OF ANALGHSICS : i N ,

T According to Tyson, ot al, (1978), narcotic nnulgcsics and sedatives should not be used , ’f
3 v"Jvk.,‘,,,’ \ as they obscuro the post-trpumatic elinlcal coutse by depressing the lovel of /
* consclousness, altering pupillary size and reactivity and they may suppross respiration J
3 (Budnssi & Barbor, 1984: 348), Connolly and Zewe (1981) and Rudass! and Barber /
(1984: 348) advacalo the use of aspirin and/or acetaminophen for analgesia, :
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Prior tp performing palnful procedures on the unconscious head injured patient adequate
analgesia must be provided, in order to avoid the hypertension that may result in

periodst of high intracranial pressur¢ because of noxious stimulation (McDowall,
Symposium on head injuries, 1977), '

THE USE OF ANTI-CONVULSANTS

Anti-convulsants are not used routinely in the treatment of the head injured patient,

The indications for the use of anti-convulsants are stated by Tyson, et al, (1978) and
Connolly and Zewe (1981) as:

Peneteating head injury,

472 Depressed fiacture of the skull located near-the motor cottex,
413 A patient who has had  seizure and shows signs of deteripration,
474 Multiplo solzures,

475 G.CS. < 8/15,

Various regimens of antl-convulsant therapy exist. Anti-convulsants may be prescribed
for those at risk, The assumption, onoe a late fit has oceurred, Is that a continued risk
exists, oven thongh 20 percent of patients enjoy long periods between soizures or
appear o go into periods of remission. Patients at risk from epilopsy are advised not
to deive in the first year after injury (Jonnett, 1983; 1421),

4.8  THE USE OF ANTIMICROBIAL AGENTS

.

The uso of antibioticy for open and pencteating injuries.of the oranial vault is advocated
by Purcheise (1977), Vanhogan (1979) and Connolly and Zewo (1981), Tie uso of
prophylactic antibiotics for patients with a fractured base of skutl and/or cerabrospinal
[luid leak is common practice (Jennett, 1983; Budnssi & Barber, 1984; 359), althongh
their proven value is uncertain, Moningitls followlny o fractured base of skull ig

usually due to pneumococcus and thus prophylactic regimens wre employed (Tyson, et
aly 1978),

4.9  MANAGEMENT OF CEREBROSPINAL FLUID LEAK

Clinical examinaton of the patient io doteot a possible corebrospinal fluid leak is

esseritlal, ospecially if a fractured base of skull, fracture of the nir sinuses or open head
injury is suspeclod,

y
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Cerebrospinal fluid leaks can be ldentified by one of the fohowing;

The specimen does not clot,

1L spreads when dropped onto filter paper (Vanhegan, 1979),

The 'ring' sign (Budassi & Barber, 1984: 359),

Positive dexirostix result (Gazzaniga, etal, (ed.) 1982: 284),

Hull and Muwrrow (Nikas, (ed.) 1982: 93) refute the use of glucose tost strips for
differentiating cerebrospinat fluld from mucous, R IR .

If a cercbrogpinal fluid leak is present;
It must be permitted to flow freely and must not be packed or plugged (Vanhegan, | ‘ L T o
1979; Nikas & Tolley, Nikas, (cd.) 1982 92), L o
It must he covered with a sterile pad that is changed whon necessary and handled R L
aseptically (Gazzanigs, et al, (ed) 1982; Budassi & Barbor, 1984), o
The rescarcher advocates that in order 1o avoid unnecessary complications the above tvo ' ; .
principlos he adhered to strictly, et BT : <?
L . The use of prophylactic antibioties for cerebrospinal fluid leak is advocated by Jennett ' Gt T ‘\\
R and Teasdale (1981: 236) and Nikas and Tolley (Nikas, (ed.) 1982 92) amongst other o Era
*“SX& ' authors (vide p37). : e LN o ‘.

A | 4.10 'TREATMENT OF OPEN YNYURLES

! : Scalp lacerations are present in 40 porcent of patients attending accident and emergoency » R N CE
departments soon after injury and may require suturing or debridement (Jennott & 1 ‘ o ‘
Teasdale, 1981: 213), Uncontaminated bony fragments can be replaced if the operation
Ny is lesg than 24 hours alter injury, otherwise al a later stage it may be necessary to ;
v perform a eranioplasty. ‘ 'k

% 411 ASSOCIATED INJURIES ¥

.{ L It s important to exelude; recognise and (roat extracranial injuries, ‘White the patient is Pl ;‘ A
L ' in the accident and emergancy departmont a comprohiensive assessment, including base : ‘
"\“; o line and subsequent observations to locate other injurics and avoid misdiagnosts, is
T essential (Ledingham, Symposium on head injuries, 1977; Groen, 1984). Hypoxia, :‘ : . !
o ; ‘ hypotension, rosplratory embarrassment and hacworthage aggravate hoad injury 1 :
0 problems. Hypolension Is nsually not duo to the head injury per se, but may be cavsed ; oL
A by sealp lucorations, prolonged resuscitation, sopsis, gastro-intostinal hacmorrhage vl k
v , and/or abdominal injuries (Ledingham, Symposium on hend injuries, 1977). The R P
performanca of an abdominal lavags or gastroscopy may bo necossary (Cireon, 1984), . B R
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According to Jennett (1978: 104) and Tyson, et al, (1978), one thixd of all patients who
aro admitied with o head Injuty have anothor injury. Rimel (1981) in a study on central

1

nervous system trauma states that 82 percent of the cases included tn the shady had one * ‘ ) L o S
or more extracranial injurles. 9 percent-of the head injured patients had an associatedl 4 SR :
spinal injury, In studies undertaken by Jennett, et al, (1977) and Rimel, ot al, (1981a) p
oxteperanial injurios cccurred in 34 percent and: 15 percent of the patients regpectivoly, i
According to Hide (Symposwnn on head injuries, 1977), Rimel and Langfitt (,19893,““ * .
Nikas ((od.) 1982), Rlmol (1982), Jonnott (1983) and Trunkey (1985, cotimun ‘ T
assoolated injuries include Injuries of the face, chest, abdome; pelvls, splnw, lribs and o)
lncerations, L

o

Jennolt (1983) emphasises that assoslated injurics are partioularly common in road ¢
traffic acoidonts and ave often overlooked, Sub-optimal management of extracrantal
Incidents is regarded by Rose, ct al, (1977) as avoidable factors that contribute to the ‘ ;
death of head injured victims, ' ? S BT

5.  NURSING

Nursing is defined in torms of the depth, scope and quality of nursing practice that embracos the , Sl K
mapagement of the head Injured pationt through all phases of health ¢are and recovery (vide '
p40/79). L

“Mursing practice is  direct sorvice, goal divested and adaptable to tho needs of the individual,
family and community during henlth and illness. Professional practitioners of nursing bear - , «
primary responsibility and accountability for the nursing care clients/pationts. rageive," f ' B 3
(Amorican Nurses' Assoclation, 19731 n,8.) ' . ‘ a0 :

‘Nuwrsing is a humanistic sclonce dedicated to compassionate concern for maintaining and :
promoting health, proventing {lness, and caving for and rehabilitating the siek and digabled,"
(Rogers, 1971; vil) e

Nursing: a South African approach o ,

",is an area of study in which an objective, systematle approneh to problem identification and
problem solving should be applied in alf health csre stuations with record keoping us the
instrument with which and through which tho nurse acoounts for hor aciions as being i « .
systematie, solenefic and within the framework of tho law," (Dircetive for thy course leading to Lo T
regisiention as a nurse (genoral, psychintrie and community) and midwite: 2) ‘ '

Nursing is based on a seicntific theoretical framework and pragtical expertise, Nursing embraces
the holistic approach to n human being, from primary prevention, throughout rehabititation
until ultimate recovery,




Basic to the dolivery of a guality nursing setviee is the conaept of the nursing process (Yuea &
Walsh, 1973), In South Africe the nursing process is referred to as the "scientific approach in
tursing" and includes the reporting and recording of activities In the light of the nurse's personal
acoountability (Directive for the course leading Lo registration as a nurse (general, psychiatric

Jand community) and midwife: 2), Many authors (Davis & Mason, 1979; Johanson, ot al,,
10813 Suyder & Jackle, 1981; Conway-Rutkowski, 1982; Purchese & Allan, 1984) refor to the

valug of - the nursing procoss, but few use the mothodology to present the comprehensive
management of the head injured patient, In the opinion.of the rescarcher, the implementation of
tho sclentific approach in nursing londs itself to more effcctive correldtion of theory and practice
and improved understanding, thus maintaining the quality of care of hiead injured patients, ‘The
use of the scientific approach in pursing establishos the basis for independent nursing practice,
greator rosponsibility and docountability, '

Acvording to Purchese (1977: 194),

"The braln damage atieibutable 1o the hend injury occurs at (he time of the necident and provided
thoro aro io complications the course is one of recovary, This i3 trus regardiess of the soverity
of nenrological Impairment or the duration of ungonsstousness, Therefore the management and
nugsing oare is 1o keep the patient allve during tho period of coma and to maintain a careful
watch for deterioration in what shauld be an imiproving station,”

Nursing management is- directed ot nonoving a good outcome (Rimel, 1981), Curing for the
cornatosed head injured pationt and gignificant vthers s one of the greaiest chatlenges innursing
(Conway-Rutkowskl, 1982),

"Tho immedinte goal tn the cars of the unconscious cliont is o sustain the highoss level of
well-being possible, to-malutain Life, and to avoid permanent damage," (Conway-Rutkowski,
1982: 205)

Nurses, doctors and tho health team working in emergency departments oftert have 0 more
significant lmpaot on the outcome of the head Injured patlent than is reallsed (Tyson, ot al.,
1978). ‘According to Jahanson, ot al, (19812 204), many head injured patlonts who recelve

"wproper nuesing and medieal manegement/interventions, can recover fully or achleve tho
highost possible dogreo of recovery within the inltanlons of thelr residual deflelt,

The researcher would like to omphastze the fnet that aithough miusing the head Injured pationt
Involves some sophistioneid apparatus, the Importatce of tho fundamental components of basle
nursing cato as suggosted by Hondergon (1964) and Ropar (1980) must not bo avorlooked, The
head injurcd patlent's very exisience and satisfaction of hiser noeds is depondent on the nurse's
knowledge and exportise, 'The care the head Injured patlont receives from the tme of Injury
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(Trunkey, 1983) directly affects the recovery and future quality of the individual's life (Purchese,
1977; Snyder & Jackie, 1981; Conway-Rutkowski, 1982), This is supporied by the findings of
Rose, et al, (1977 on avoidable factors in head injury deatlss,

Viok and Lochner (1983: 820) add that the unconscious patient roquires "conselentions nursing?,
Burger (1983: 4) sintes that "bekwatne verpleegsory is bonodly vir corlowiny" (adequate care is
tiecessary for survival). In ferms of the seiontific approach in nursing “sonsclentlons” and
"ndequate” nursing' require furthey definition (vido pd0/49),

To avold repotition, aspects of comprehensiva cars thal have been consitered previousty will not
be discussed fuxther (vide p23).

51 STANDARDS OF PRACTICI

In order o provide the most favourable nursing climate fov modorate and severely head
injued patlents throughout all phases of recovery, the nuese must include the following
standards as dogeribed by the ANA. (1975 o/, 1976, 1977 w/b, 1985), Johangon, et
al. (1981), Snyder and Jackle (1981), Conway-Rutkowskl (1982) and Purchese and
Allun (1984) in (he therapeutle programmes

5.1 Provido a safe onvironment for the patient,

5,12 Utilize the nursing process to detentiing:

a, The patient's needs,

I Tmmedinte, intermediate and long term goals,

c. The specifie measures to be implemented. _
d Patlent ontcome,

51,3 Rospeot ihe patient as an indivitual and provide privacy.
5,14  Protect the patient from lnjury,
5,15 - Allow rost through a co-ordinated comgrefiensive plan,
51,6 BEasure adequate proventive and ongolng rehabilitation,
5.1 Ensure astuto observation of patient status,
5.1.8  Iinsuro adequate nlveolar ventilation and porfusion,
Maintaln the acid-base batanes within normal limits,
51,9 Maintain an adequate cardiae output,
Engute that the haemoglobln and liaematoerit ave stable and within normal Rmlts (vido
pd45),
5.1,10 Maintain corebral perfusion and intracranial prossure within normal limits (vide pd43),
50,11 Promoto maximum nourological funationing,

e Ml
i ‘S:‘




51,12

51,13
51,14
51,15
5.1.16
51,17

5.1.18
5‘!1\19

541 .20 -

501‘21

51.22

51.23
51,24
51,25
5.1.20
5.3.27
5.1.28
5.1.29

51,30

5.2

42

Promote maximum function of other body systems sueh as the integumentary systent,
musculo-skeletal systont and gastro-intostinal system,
Maintain £lnid and electrolyte balance within normal Umits,
Maintain rutizdon and body mass within normal limits,
Ensure adequate olimination,
Provide routine care of (he unconscious patient, (vide pd32),
Maintain adequate hygiéne,
Lack of porsonal iygieno miakes re-socialisation difficult (Bvans, 1981). Ensure that
the patient is infection Ireo,
Introduce and promoto the concept of self-care (Qrem, 1980),
Promote maximum independence:
In activities of daily living,
Prevent disuse and misuse phenomena,
Maximise mobility,
Administer mediontions as ordered,
Ensure adequate communieation to decrease patlent and fomily anxioty, Speak around
and to the ollent s 1f evory word is comprehended,
Pravide psychological support,
Cope with behaviour problems,
Provide suffleiont effective motivation and stimulntion of the patient,
Invalve significant others as participants in patient care,
Ensure adequat dischargs planning,
Easure adequate patient and family tenching,
Document base Hoe status of all blopsychosoelal capacities of the patimit at regular
intervals,
Fvaluate aud analyse changas, be they positlve or negatlive,

Tho fundamental principlos of importanes refating to the nursing of the hond Injured
patlent are generally nccepied, Tho diversity is not in tho actual intervention required
but in the frequency, adequacy, compotence and offectivencss of the cdre provided (Viok
& Locliner, 1983; Tucker, ot al,, 1984),

PATIENT ASSESSMENT

To avold repotition tho researcher has chosen to present PATIENT

ABSESSMENT hero.

Although the strass s on neurologicnl asgossmont it is as well to romomber that the




neurological examination is a.component of a thorough systemic examination of the
head injured patient (Gazzaniga, et al,, (ed.) 1982; Nikas, (ed.) 1982). The standard
history taking and examination of a head injured patient is available (Bannister, (ed))
1978; Jennett & Teasdale, 1981; MacLeod, 1981) and will not be discussed further,

“The nurse has a primary responsibility for the accurate, knowledgeable assessment of
ail parameters that are significant in determining changes in the patient's clinical
status;" (Ricci, Nikas, (ed,) 1982: 26) :

Thorough assessment to prevent the development or progression of cerebral damage,
¢ ymplicatipns and irreverstbility of pathology is essential (Johanson, et al., 1981).

"There tust be anticipation, prevention, recognition, reporting, and recording of.all
deviations in function," (Ricei, Nikas, {ed.) 1982:26)

Acourate obscrvation will lead to improved morbidity and final patient outcome
(Burger, 1983). As patient observation is one of the chief responsibilities of the
neurosurgical nurse and is imperative to the well-being of the patient (Abelson, 1982),

Titerature pertaining fo the observation of the hear injured patient is reyiewed,

The nurse is the practitioner who is with the head injured patient around the clock and
assessess (he patient most frequently. As the netrosurgical nurse accepts responsitility
and accountability forindependent professional practioe, improved assessment ability is
mandatory to the delivery of optimal patient care (Tyson, ¢t al., 1978),. The researsher
believes the essence of quality nursing to be competent assessment ability, Therefore
the nurse needs to undergo skilfs training in the assessment of head injured patients, so
that the findings may be incorporated as part of the nursing process (Davis & Mason,
1979: 101), Intelligence, insight and an in-depth knowledge of the scientific and
humanistic sciences are pre-requisites to the nurse's understanding of the significanpe of
accurate assessment, 10 facilitate sound judgements regarding the need to summons
medical ‘assistance and/or the institution of therapeutic intervention, According to
Ricel (Nikas,(ed:) 1982), the quality of patient care aind the lype of management will be
greatly influenced by the nursing personnels' ability to evaluate subtle changes I the
patient's clinical status, This view is supported by Jennett (1978) who states thal the
decision (o operate or to employ non-surgical methods of controlling inéracrunial
pressure depends on the dejection of a deterioration in the level of consciousness oran

incrense in intracranial pressure.




An accumie initial assessment must be condueted and recorded to determine any

deterioration-in the patient's status (Jennett & Teasdale, 1981), Perhaps to avoid
unnecessary repetition and disturbance of the patient, it would be possible for the

physician and nurse to assess the patient simultaneously, to establish a baseline status

that is essential for future decisions of a medical or nursing nature,

In order to appreciate how to perform neurological observations the nurse must proceed
through the nbservations under the supervision of a registered nurse until such time as
he/she is able to conduct the assissment adequateiy on his/her own (Purchese, 1977).

To ensure uniformity of assessment Davis and Mason (1979) and Hravnak (Webster,
1984) suggest that at the beginning and end of each shift the nurses shonld assess the
patient together. Purchese (1977: 89) also suggests that while testing the patient the

nurse must reac the previots observations and report variations,

According to Jennett and Teasdale (1981), Abelson (1982), Lewis and Collier (1983)
and Tucker, et al, (1984), all or some of the following parameters need to be assessed
initially and/or at regular intervals according to the patient's condition,

TABLE 3:6

Monitoring patient status

Neurological observations Vital signs Misoellaneous
Behaviour changes Biood pressure Drug reactlon
Cerabral parfus Pe uslon Iﬁlimlnaﬂon
C(»rebrosplnal flUld leak PU Hydratjon

Cranjal erve functlon ‘ Resplratlon Perfus

i ea a0l Temperature Psyohologlcal status

mreoranlal pressure
evel-of consolousness
Menln?ea {rritation
Motor Tunction
au?eaan vomiting

Seﬁwre alivity SN
ensory function R , «
Vlsualrglsturbanoe Sl i

The monitoring of a hiead injured patient's status must be continuous (Purchese, 1977).
According to Brunner and Suddarth (1974), it is necessary to conduct repeated clinical
examinations in order to determine changes in the patient's status, The frequency of

assessment of the patient's neurological status and vital signs will depend on the

patient's condition, the doctor's orders and the discretion of the registered nurse and may
be performed at 5 « 60 minute intervals (Abelson, 1982), Many authors state that
observation of the patient must be carried out at 'frequent intervals' or ‘constantly’ but e k

they do not state the standard frequonoy of performing the observations (Brunner & | LA e k . ' ;Q"
Suddarth, 1974; Young, 1981; Viok & Lochner, 1983), G A




TABLE 3:7

Standards for the frequency of assessment of the meurosurgical patient

Qbsarvation Hond Injury Alta¢ néurosurgory Altor craniotomy Clwonie
. wicomplicatad casos
Acuto phase Ongoing First sig Eigth
phasa hours day
Naurolopical obsarvation 15:30 minule 24 howly Every 16 min, :14] 15t day evary 15 minutes
{Using o 6.8 Jntervals for 1st six bys then hall howily;
1 the 6.0, then hall by, 2nd day: hourly;
A:J“a:’ 2nd day: 'T’ houitys
R . 4th day; 4 haurly;
Pupils 16-30 minuta. {24 houy Evary 15 min, BD " ,
inforvals U for 1[Zt6,hm After 8 daya; disconiinued
\ thor half lirly :
Blood pressure 15:30 minule | 24 hourly Every 15 min. 8D 8D
intarvals for {8t 6.hve
than-half titly,
Pulse 15:30 minute 2-4 hotnly Every 15 min, BD [:0]
: Intervals tor {st 6 twa
then kiall hrly,
Resplration {530 mihae | 24houly | EveryiSmin, | B0 80
Intarvals for 1816 lys
then-hall brly,
Chost ausculiation 24 hourly 2-4 hourly Evary 15 -nin, BD
for 1st6 trs
tharr half hily, .
Tamparature 24 houtdy - 1 24 howly Evary 15 min, [:[o] BD
for 1518 hys
then-hall brly,

(Tugker, ot ol 1984)

TABLE 3:8

in neuro}ogical status,

5.2.1 Level of consciousness

Glasgow Coma Scale (G.C.5)

{Copletone, 1080)

{Purchese; 1977)

There is no universally accepted method of assessing, recording or reporting alterations

Eye opening

Best mofor resionse

Best verbal response

Spontangous 4 Obheys comiands 8  ['Orlentated [
To speech 3 Lg}cunzos to-pain § | Contused conversatior 4
To pain 2 Withdraw/s to paln 4 | thappropriate words a
N 1 Abnormal Hiexion a8 | Incomprehensible sounds 2
Extensor response 2 | MIf 1
NIl 1 5
TOTAL  (15)

(Tonsdale &

Jonnott, 1974; Jennett & Teasdale, 1981:82). ' '

v
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The G.C.8. (Teasdale & Jennett, 1974) is a simple means of assessing and recording

level of consclousness and is recommended for use by the researcher.

"Each aspect of behaviour is described in terms of a defined seties of responses which
indicate degrees of increasing dysfunction.”” (Jennett, et al,, 1977: 295)

The (.8, is advantageous as it is a uniform, comprehensive and objective means of
recording level of consciousness, permits continuous evaluation and is sensitive to
stight changes in level of consciousness (Connolly & Zewe, 1981; Jennett, 1983).
Rimel, et al, (1981a: 222) state

“This scale has become a standardised method of grading the severity of neurological
deficit with reproducibility between observers,"

The G.C.S. is used nationally and internationnily to assess level of consciousness
(Abelson, 1982; Jenniett, 1983; Purchese & Adlan, 1984; Tucker, &t al,, 1984) and has
improved the understunding of outcome in the early days after the head injury (Bvans,
Symposium oh head injuries, 1977).. It is important to remember that the G.C.8.,
records the best response and does not consider the poorest response, therefore the fact

that the patient has a heriplegia may be ignored (vide p47).

Connolly and Zewe (1981) state that in institutions that use the G,C.8, it is the
riurse's responsibility to understand its grading and scoring, According to Jenneit
(1983), the nursing staff must be clearly instructed not only in what to look for, but in

what circumstances further action is required, .

The use of the G,C.S. permits the observer (0 recognise degrees of altered
conscionsness while avoiding ill-defined terms such as semi-conscious or stupot
(Jennett, 1983; Vernberg, et al,, 1983; Purchese & Allan, 1984), Other classifications
of level of conselousness include the Ransohoff and Fleischer's classification (Fischer,
ot al,, 1981: 921y and Schreibor and Vlek (1982: 536) who describe level of
consciousness in-terms -of alart, drowsy, stuporous, comatosed, purposeful and
non-purpasciul movements, Fischer, ot al, (1981) suggest Ransohoff and Fleischer's

classification is comprehensive and easily understood,

The researcher believes these terns to be ill-defined and confusing and therefore they
shonld be avoided, Brunner and $uddarth (1974 and Davis and Mason (1979) agree that
thiore s no unanimity in the meaning of the torms alert, lethargic, stuporous und
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comatosed, ‘They suggest that it is preferable (o describe the patient's behaviour and

wakefulness in deseriptive terms rather than numbers or words.

The most itiiporiant Factor in- assessing the leve] of consciousness is that whichever
method is adopted for assessment and recprding it must be simple, easily
understandable, uniform, accurate, reliable and the trend of tho patient's clinical status
must be easily recognisable (Abolson, 1982), It is imperative hat staff in a particular
unit employ the same means of noxious stimulation to elicit responses to painful
stimulation; remomber (hat the patient must not be assaulted during testing, Although
there are other means of testing painful zesponse the researcher believes finger nailbed
pressure to be the most satisfactory riethod (Jennett & Teasdale, 1974, 19813 Davis &
Mason, 1979; Vanhegan, 1979; Gazzaniza, et al,, (ed.) 1982: 289; Vermberg, ot al,,
1983; 34 Purchese & Allan, 1984),

Puapils

Pupil size, direct and consensual light reflex must bo assessed. 'When- assessing the
pupils it is necessary to use a toroh of 22 lumens (Lipschitz), The recording of pupil
size may be done in terms of;

Mni2 meastred against the actual size of the patient's pupil (Snyder & Jackle, 1981:
144,

A pre-measured set of pupil sizes (Jenmott.& Teasdalo, 1981: 82),

Coded numnbers (Abelson, 1982),

It is important to note and report:

The equality and the reaction of the pupils.

The dilating pupil. (
Any swelling or discolouration of the eyes and oyallds (Viok & Lochner, 1983: 821),

It is likewise important 10 remembor that the interpretation of findings regarding pupil
size and reaction can be diffisnlt becguse pupil size and responéo are sensitive to a range
of different influences (Jennott & Tensdalo, 1981: §1).

Motor function

When using the G,C,S,, motor function in torms of the best motor response has been
assessed, furthor observation of the patient's motor response is required, According to
Jennaeit and Teosdalo (1981¢ 81), when assessing motor function it s essentlal to gssess
all four Hmbs individually and comparatively for asymmetry, power, tong, position and
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reflex response, To simplify the recording of motor function the various aspecls of
funetion can bo coded (Abelson, 1982) or spealfic terms used {o describe the response
(Jennett & Teasdale, 1981: 92),

Vital signs

The vital signs of blood pressure, pulse, respiration and temperature provide a great deal
of information regarding the patient's general status and may profoundly affoct his/her
outcome (Nikas & Tolley, Nikas, (¢l) 1982) (vide p83), According to Brunner and
Suddarth (1974) and Purchese (1977), changes in neurological status may bo reflected
by changes in the vital signs of blood pressure, pulse, xospiration and temperatura,
Jennott, et al, (1977) state that although cortain changes in vital signs are traditionally
associated with severe dysfunction of the brain they are not considered as reliable
indicators of brain stem function, Respiration is the most reliable as the pulse s too
Insensitive and the temperature too sensitive being altered by other variables

(Lipkschitz)A If any ubnormalitics are prosent the rate, thythm and depth of respiration

must be recordod for one minute (Purchese, 1977; 91), The temperature of an
unconscious patient must be taken per axilla or por restum (Viok & Lochner, 1983).
The most acourate method of assessing tomperature i by means of an eléctronic rectal
probe (Abelson, 1982), The method of avsessivg tho pationt's temperature must be
recorded, )

Recording observations

Abelson (1982) strosses that il findings are (o be of diagnostic a‘nd prognostic value
they must be assessed and recorded honestly, uniformly and accurately, Early diagnosis
and prompt intervention based on obsetvations recorded may profoundly affeol the
patient's recovery and rehabilitation,

According to Purchese (1977: 93), many hospitals have 'poor’ (inadequate) neurological
obgervation charts that do not allow for adequate wrltlen comment, Whore accurate
charts are maintained the physician is able to seo the patient's condition at a glance
(Vlok & Lochnor, 1983), - As nurses utllize tho observation chart it is thelr
rosponsibility to develop such charts, Vanhogan (1979) states that 1t is usually the
tusk of the nurse to maintuin the ohservation chatt,

Writlen roports of the patient's status, @l appropriate intervals, are vital i€ gradual
varigtions in the patent’s conditon are to bo. observed, According to




Conway-Rutkowski (198’2: 207), the G.C.8. s only intended to supplement the
complete neurological assessment process and should be incorporated into a
nenrologieal observation chart as presented by Jennott and Teasdale (1981: 82), Abelson
(1982) and Sherry (1982), Recordings of blood pressure, pulse, temperature and
respiration may also bo incorporated, Purchese (1977) stresses the need for geaphic,
symbolie rather than verbal reprosentation of vital signs so that gradual changes can be
appreciated and‘cmnpurisons made,

The nurse must be aware of the importance of accurate and prompt reporting of any
variations that ocour (Purchese, 1977). Uniformity in assossing, recording and
reporting observations to maintain the contintity and the quality of care is essential,
Accurato assessment of the hoad injured paticnt enables the medical practitioner afid
nurse to formulate respective diagnoses.

THE NURSING PROCESS

The first step of the novsing process is to establish nursing
diagnosis/es applicable to the particular patient,

Regular assessment of the patient, by the primary nirse must oceur,  After the nurse
has completed a comprehensive assessment of the head injured patient and recorded
findings, nursing diagnoses telating to the reat and potontlal noeds of the individual
petient must be formulated,

Insight into the needs of the head injured patient, knowledgo and understanding of the
pationt's dlagnosis/es will incronse the nurse's ability to organise and st priorities of
¢are (Connolly & Zawe: 1981), Establishing nursing diaguoses Iy fundamental to the
planning of proseribed nuesing intorvention,

Detailed presentation of the nursing diagnoses related 1o head injury are to be found on
pago 432,
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TABLE 3:9
Nursing diagnoses

pertaining to head injury

50

Nursing diagriosed-in relatlon to tho patient

Physical conallien

PaychologicalEmotional condltion

Home envirotmant, soclal condition
and splrliuplity

Altorad favel of conscloushess,
Alleralion In intracranlal prossure,®
Alloration in corabral porfuglon,®
Resplratory dystuncilon,

Potontial for sullocation,

Altorallon In cardino output,
Malntenance of bedy flulds,

Fuikd volume doflch.

Nulritional alteratlen,

hrpalmoit. of digostion,

Impalraort of virinary ¢limination,
Alaralicst In bowo! efimination,
Altoration in suli-care aciivitles,
linpaliment of meblilty,

Aliaration In comlott,

liwpalrmont of gXin Inlegrily,
Polentlal for injury of trauma,
Dyodsyibim i sloop snd rost activity,
Altoration-in pattems ol sexuallty,
Molivation snd stimutation of pallopt,*

Avixlaly,

Feur,

Griaving.

Impalrud thaught procossas,
Lack of kriowledge.

Sansory - porcepiual allaration,
Malndaptive coping pattorns,
Altaratlon i sell concept,
Manipulation.
Non-complianco,

Alteratlon in paranting,

Impalrod vorbal communication,

Soclal Isalation, :
Impalrad Homo malnfenance managemeant,
Maltors of splntualily,

Nursing dingriesos Ifi rekllon 1o tha tanilly

I\m(lnly'

Fot,

Grioving,

Ralo distuboance,

Altaration in pareniing,
Lovol of knowledgo.
Adoequacy of family procoss,
Adoquncy of tainlly coping,

* Tho vesearchor has addad theso-nureing dingnoses Lo e list prosonted by Dutiag {1983; 125)

The wext steps of the mursing process are those of - planning and the
impleinentation of the thevapeutic nursing -cave plan,

Neurosurgical primary nurses (Engstrand, 1977), clinical nurse specialists (Backshaidor,
.. 1971) and practitioner teachers (Christman, 19799), a5 a result of thoir speolalised

knowledge and clinical oxportise, have a dircet offect on the implementation of the
nursing cave plan, The planning for and implementation of nursing intorvention,
according to the needs of the patient involves direct (maintenance of hygiene, techinical
skills, monitoring of patient status, basie nursing practice and patient counselling) and
ludiract patient care (paticnt and family education, planning and participating in patient

vare rounds and conferances and time spent ovaluating patient care plans and thoe quality

L)

of core),

The quality of the care received by the patlent will depend on the implementation of

comprehensive co-ordinated plan of nursing care that is renlistic and individualistic in

approach, taking into account the physical, psychological, social, emotional, spiritual,
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cducational and reonomic needs of the patient and significant others as well as the
physiclan's prescription and the medical regimen (vide p23), Co-ordinated nursing
intorvention will prevent repetition and reduplication of time and offort (Ritel, 1981),

The actual implementation of the nursing care plan will depend on the mothod of

“nursing assiganiont practiced in the patticular institution:
“« Primary nursing, ‘

- Total pationt cave,

= Team nursing,

- Funotional assignment,
- Mixed assignment,

The fourth step of the nursing process s that of evaluation,

Evaluation is two-fold and takes place in forms of nursing caro and patient outcome,
Care delivered must boe avaluated in torts of structure, process and patient oulcome and
niust b measured dgainst an accopted oot of standavdised objestive oriterin (vids p66).

The scientific approach in nursing adds a fifth facet to the nursing
process, that of uocumentation (vide pd8/70/75/105),

THE NORSE AND REHABILITATION

Rotkoviteli ((ed.) 1976) and Gicse and Davis (1981) state that nurses must have an
overall ‘concept of the rehabilitation process (vide p93), In the opinion of the
rosearcher, in the rehabilitation setting, in order to fulfill the various roles of care-glver,
social coungollor and mother (Mirschborg, ot aly, 1976) that the nurse agsumes during
the different phases of relnbititation (Rlmon, 1979) sound, scientifically based
knowledge to maintain nursing excellence is necessary,

The goaly of rehabllitation nursing include;

The nurse's philosophy-in rehabilitaton s one of self-care (Hlrschberg, ot al,, 1976
944 Orem, 1980) and wellness (Glese & Davis, 1981):

To promote maximum independense (Kelly-Hayes, 1980),

To preserve physical funotion (Kelly-Fayas, 1980).

To minimise residual dysfunction and doformity through expett nursing and proventive
mensures (Rotkovitel,(ed.) 1976),

R

y



BA

i,

()

Fundamental (o tho coneepl of seil-care is that the individual is the self-care agent
(Clinton, et al,, 1977), the key participant i the attainment of health/wellness and
sesponsible for hisfhor own care (Giese & Davis, 1981), Orem (1980 35) defines
self-care a3

W tho practice of activities that individusly initiate and perform on thelr own behalf in
maintaining life, hoalth, and well-being,"

Universal self-care and health deviation self-care are of concern and dre applicable to the
head injured patient, Rehabilitation nuesing places the stross on the pationt's
independenge, or if this is not possible, teaching (he patient to direct others to provide
the necessary care (Edmonds-Hill, 1977),

To maximise physical, psychological, sociul and cconomic well-boing of tho patient
and the family.

The nurse in the rehabilitation setting is tnablo to deliver total patient care unless.
he/she understands the pliysical, psychological, emotional, social and spirttual being of
the patient (Rlimon, 1979},

The respongibilities of the nurse in rehabilitation

For the purposts of roviewing the literature the resenrcher has separated the rofo of the
rehabilliation ntuse ( 1.e. one who works in the rehabilitation setting) and the role of
the rehabilitation clinical rurse spesialist (e, one who has specialised and has export
knowledgo regarding rehabilitation nursing). In the ovent that there is tio ¢linical nurse
specialist & merging of roles will ocour, ,

The rchabilitation nurge

To ¢levelop a plan of muwsing service, based on the nuesing provess,

According to Rotkoviteh ((ed.) 1976), compotent observation, oviluatjon and team
input go into the institution of a nursing care plan. -Quigley (1981) suggests that the
nuesing process-be used to document the rohabilitation process:

« To ovalugto the patient's self-care ability vn admission,

» To Identify problemss of solf-care,

- 'I'o ntiize the nursing team to moet. (he needs of the patient,

« To ro«ionch and educate the patient,

- To evalunto the patlent's responso

To onsure a safo and comforiable environment for the pationt,
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Bnsure that the environiment is conducive to physical and mental wellbeing, In order
to assoss fictual ability oven Jf there ls a rigk involved, tho amount of assistance by
nursing staff must be minimal,

To provide dircot nursing services to maintain optimal physical and niental
functioning,

According to Evans (1981), uspects of direct nurging service inclpde thoss activites
that tho patient is unable o perform, Falscher (1974) and Rimel (1982) stregs that
rehabilitation involves the prevention of disabilities, During the acute phase the nurse
is responsible for proventing socondary disnbilities and for simple rehabilitative
measures such as actlvities of dally living, self-care, communication, transferring and
mobility (Hlrschberg, o al,, 1976),

To estublish a supportive telationship with the pationt and/or family,

There must bo an infermal respeotful relationship betweon the pationt and staff (Bvans,
1981), 'Tho nurso must adopt & holistic appronch to tho patient and be aware of the
interdependence of mind and body in the health and/or disease process (Rimon, 1979),
"The psychelogical needs of the patient and the rolo of the nurse in this rogard expand as
the patient is Institutionalised for g prolonged period, To the patlunt, the nurse
rapresents the‘onc who ministers most in times of physical, psychologioal and
emotional stress (Rimon, 1979),

According o Rimon (1979), in order for the nurse (0 Lo therapsutic sho requires
psyshological knowledge and skills and must:
«Anticipate and/or percelve the patient's needs,
- Communicate with the patient and cncourage the patlent to express himselfherself:
Listen to-the patient, I
Bo senstlive to the 1>i\ti<snt‘s anxloty and fears,
Diseuss the patient's thonghts and leolings.
- Bo non<judgemental and necepting of the pationt,
« Counsel and/or offer encouragement and emational support,
» Motivato tho patient to the goal of Independence,
« Strongthen the prrtent's selfsrespect and bring the patlent to his/er (ull potential,

« = Bxplain uoatngnt s :f proceduroes,

-+ Holp the pationt to adjust to hospital,
- Parformt reality ovlentuidon,
< Assist with tho improvement of cognitive skills,
~ Deal with mood disturbancos,
« Instilute bohaviowr modification,
= Agsist with tho social integration of the patlent (FSlscher, 1974),
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- Make roforrals whon necossary.

Partiolpate in rotraining sctivitles in self-care,

The nurse must help the patient to overcome and/or componsats for the limiwations
imposed by the presont health situation on solf-care (Gallant & McLang, 1979; Orem,
1980). The aurso. inust agsess the patfent's ability for self-care and mobility,
Kolly-Fayes (1980) utilizos the Barthel Index for assessing soll-care activitics and for
planning therapeutic iniervention in muliiple sclorosis vietins, In the apinion of the
rosearchor, nurses should use this or a similar index to assess self~carc ability and
mobility of the head injured patient on admission and at regular intorvals thereafler,

"The nurge must teach tho patient (o become as indepondent as possible (Oram, 1980),
According to Bvaus (1981), the patient must be allowed sufficlont time to complete
activities, thus programme {exibility is required, Self-care charts may be malntained at
the bedside. k

SN . ”{/ (v)  Provide health teaching to reet the noeds of the individual and the famity (Evans,
A 1981),

v ~ i i) Record and roport patlent status, the plan of care and findings,

é ?‘ ) According to Trethowan (1970), in carly rehabilitation the health tonm must nét aliow
Tl ) ‘ the patient to decalve them into befieving ho Is much better, The physician dnd
" ‘ :“‘«.“\ thoraplsts aro oly with the patlent for a shart perlod a day, therefors they roly on the
}@; ; nwso (o record vhenevations for planning rohabilitation strategles (Anwar, 1’)‘79). The
5 ' , f nurge must dosument progress, setions, reactions, recovery plateans (Fiftscher, 1974) as

4 i

woll as changes to the eehebillatioryxapramme,

z‘»;,l}; N ; (vilt)  Assist with discharge plunhlng.

Discharge planning works towards the 16, mination of treatment and! independenco and
Includes supporl, accuptance, radefinlng goals and rols responsibitity, According to
TS % Jnous (1981}, discharge planning starts ont tho day of agudlssion, Jonos (1979) suggoests
k; Vo v that the assigning of head tnjuced patients to outeoms greups nltows Cor advanced

‘ discharge planning.

E ’ g {x)  Rvnluate care in terms of patlont oulcome,

ﬂ\\;. 7 Critorin must bo developed-to mensure oars in tho ralinbiiiation seting, Edmonds-Hill

JES NN ¢1977) suggests that quality of care be agsessad In temis of what tha patient can do for

’ o himsell, the quality of life, aetivitios of <alty tving and fuwdion, The programme

AR , : must also be evaluated in order lo ngsess whether goals are balng mot (Stovenson,

| 1979),

x) Support therapy Inftiated by all membors of the health team (Brunncr & Suddarth,
1974).
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Co-operation allows for consistent approaches to care and less professiondl
interpersonal friction, It is often (he rehabilitation team that provides the stimulus for
motivating the patient's rehabilitation, thercfore close co-operation is essential (Evans,
1981). According to Evans (1981), resentment in nursing ogours because the nurse
cares for the patient 18 hours out of 24. and the nurse's opinion is not sought.

(x)  To be team colleague (vide p22).

The nurse makes An essential conttibution to the multidisciplinary health team,

According to Minor and Macauley (198i), the nurse should assess the patient for

admission 1o the rehabilitation unit in terms of:

The ability of the patient to benefil from rehabilitation,
The patient's medical status,

The patieni's present and potential level of function,

The extent to which the patient can follow directions.
The ability of the nursing staff to provide the care needed,

b Clinical nuvse specialist in rehabilitation

The primary responsibility of tie elinical nurse specialist in rehabilitation

"is to aid,.. clients in the reconstruction of their lives by providing highly
individualised, personalised nursing care to- mesh with their medical regimens,"
(Fanslow, Rotkavitoh,(ed.) 1976; 143)

The advantsges of utilizing a clinical nurse specialist in the rehabilitation seiting are
that there is.a better nurse-patient ratio, better nurse-patient-family relationship, greater
understanding and-continuity of care (Rotkovitch, (ed.) 19;/6). Acoording to
Edmonds-Iill (1977), Riley and Moses (1977), Ozga (1978), Williamson-Kirkland and
Berni (1980) and Giese and Davis (1981), the scope of practice of the clinical nurse
specialist in the rehabilitation setting includes all or some of the following

: responsibilities:
® The clinical nurse specialist is autonomous and works across the field,
(if Provides continuity of care during hospitalisation and after discharge.

@iy Utilizes the nursing prooess to plan and initiate the nursing programme:
- Identifies patient's rehabilitation needs,
- Sets goals,

~ Draws up master nursing care plans,




the patient and family

The main responsibility of the clinical nurse specialist is to
(Riley & Moses, 1977):
- Patient advocacy.

- ‘Counselling and ‘support.

- Organises/Teaches patient and family,

- Consolidates patient's education programme,

- Discharge planning,

- Referral to outside services,
~ Community nurse follow-up after discharge, ‘
Responsibility regarding nursing staft (Rotkovitch, (ed.) 1976); : \\

- Coungelling and support group for staff.

- Resource person, , ‘ o

- Staff growth and development, S
- Statf education, ' | s |
Team responsibility: ‘ -
~ Co-ordinates health team astivity,

The clinical nurse specialist brings in specialist therapies and modalitios

(Rotkovitch, (ed.) 1976). In out-patients according to the needs of the patient, the e, P i " e
clinical nurse speciatist co-ordinates the health team services (Giese & Davis, 1981), o .A g o :
- Collaborates with team members (Rotkovitch, (ed.) 1976). TRy 5 ""?:?
- Liaises between the patient and team members, o : v
Community responsibility: SRR fy
- Community contact, e e
- Utilizes community resources, ' " :
« Public education, : i
Co-ordination, 1' 7 R i
* Communication, , . k '
Consultation, ‘
The responsibility of the rehabilitation nurse lies mainly in the execution of direet
patient care; whereas that of the clinical nurse specialist lies in the planning, o o . D
consultution and co-ordination of care with responsibility primarily to the patient and ~ “  S R
the family, For further discussion of the role of the clinical nurse spestalist vide & ' '
APPENDIX U, ‘ . |
i
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g
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ASSURING NURSING QUALITY

Walton (n.d.: 32) states

"Society grants to professionals the authority over functions vital to them and permits..,
attonomy in the control of their own affairs, In return, the professionals are expected to aot
responsibly, always mindful of the public trust. Self-tegulation to ensure ‘quaticy of
performance is at the heart of that relationship, If the concept of providing safe, therapeutic, and
cost effective care is valid, then nurses must assume full responsibility for appraigal and control
of the care they provide,”

In the opinion of the researcher, the quality of care given to an unconsciolis patient may literally
mean the difference between lifo and death, Thus, ensuring excelience in th¢ manugement of the
moderate and severely head injured patient is imperative, This entails maintaining a high
quality nursing service from the day of admission until ultimate recovery or peaceful death of

the patient.

The Director of Nursing must be in top management to act as an adlvocate for quality care and to
ensire standards of excellence are set and maintained by those in the service (Lewis, (ed,) 1981),

6.1  THE RESPONSIBIATIES OF THE NURSING SERVICE INCLUDE:

6.1.1  The provision of a quality nursing service (Lambertsen, 1965),

6,1.2 - The promotion of safe, therapeutic effective nursing care throngh:

a The development and implementation of established standards of nursing practice,

b, The planning of each patient's care and the effective implementation of the plan
(.C.AH, Ramey, 1973: 28/29),

61,3 The provision of staff, facilities, services, educational programmes and an atmosphore
conduoive and sufficiently motivating to achieve excsllence in care,
The nursing department/service should be organised in such a way as to meet the

: nursing care needs of patients Jernigan & Young, 1983),

"The unique contribulion of nursing lies in the comp:site set of activities performed by
nurses ovor time with patients and farmities," (Hegyvary, 19791 113)

Mutsing is therelore responsible for the qualily of care provided by its professional
practitioners (Phaneuf, 1964),
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"We, as nurses, arc committed to the patient's right to receive quality nursing care and
stand accountable for the caliber and appropriateness of the care we render.., we have an
obligation to protect it (the consumer) from substandard care." (Porter,
Rotkovitch,(ed.) 1976: 167/168) ‘

The responsibility for setting and maintaining standards of practice, for ensuring the
implementation, continuous upgrading and evaluation of standards in relation to newly
acquired knowledge and skills is within the scope of practice of the professional nurse,

Registered nurses must meet the standards of excellence as formulated by the -
profession, Although a nurse may delegate procedures and duties to lesser trained
nursing personnel he/she holds final accountability, - According to Woody (n.d.: 33), :

nurses are genuinely interested in assuring quality care,

B 6.2 -~ FACTORS THAT AFFECT NURSING EXCELLENCE R

e 3 It is important for the Director of tha Nursing $ervice, nurse educators and
' administrators as well as thosa in clinical pisgtice to be aware of factors that affeot TR ,/ : R A
nursing exceltence, Lindeman (19768), Rotkovitch ((ed.) 1976), Rush-Presbyterian-St, T T
Luke's Medical Centor (1976) and Rowland and Rowland (1980) suggest that the RS g gt ey 5
i1 following influence the quality of nursing practice: ML L K
6.2.1  The size of the unit and/or institution (Stevens, Lewis, (ed.) 1981), ‘
6.2.2 . The type of unit and/or institution: , LT L St e
Although most patients are admitted because of their nursing needs, most hospilals are AR , 4 . ' i i
designed to cater to the medical model xather than to the nursing work (Stevens, Lewis, - :

(ed) 1981). . -

62,3  The number of patients. ‘

6,24 The support of the administration in implementing quality care (Phaneuf, 1964, 1976). - .

62,5 The effectiveness of the orgunisational strueture, nursing administration and ;e
management, ‘
The professional treatment of nursing is the key to the provision of quality nursing "

care at the bedside. The staff must be 'of not only 'in' the organisation to maintain
quality care (Andrews, 1981), Lo

6 The School of Nursing and Depariment of Nursing must work together to improve

practice (Christman, 1979b), ’

6.2,7 - Leadership patteins, L

Wiseman (1976a ; 171) adds that the charge nurse is the 'backbone' of tho nursing

6.2

serviee,
62,8  Tho presence of oxtensive co-ordinated services.

L
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Quaiity oare involves cost contalninent. It is important to realise the partial

dependence of nursing on the availability of support gervices, in the provision of : ;
quality care (Selvaggi, et al,, 1976). Nurses need time to do the job that they are L ’ : g
prepared for, paid to do, are cosrectly qualified to complete and are committed to doing T S :ZE
(Lowis, (ed.) 1981), Nurses must be relieved of non-nursing functions, Edmonds-Hill S : )
(1977) adds that ward clerks and voluntary workers should be utilized iy the : . R i .
rehabililation setting so aS 1o allow nurses to carry out their nursing duties, The o . SR, S

substitution approach, allowing familiey to help with non-technical basic care may be e S
introduced (Lewis, (eds) 1981; Nikas, (ed)) 1982), R L
An envirenment. condugive to quality care, gy e e

B R : B “}(5

“When the environment is more conducive to delivering optimum oare, increat bd
patient care, is o natural result." (Johnson, Lewis, (ed,) 1981: 42)

According 10 Braoken and Christman (1978), in order to yield high quality output there T
must bo a strueture of professional compensation and an envirorintient conducive (o and ‘ S S ’ e

intended for clinical dcvolopmorit.. ‘ , e
The number of staff employed in the unit, ‘
According to The Comimltce on Grading of Nursing Schools (1934), ; ERNR T

*...when the nursing load is hieavy, the pressure for getting the work done is so great .
that nuses regularly practice not good guality rursing.... The tendency to think about ‘ U e
the needs of the pationts becomes stifled; and the graduates from such places go out : , L
into the profession .. with little regard either for the quality of their work or the R
comfort of the patient ,..", (Lewis, (ed.) 1981; 4) :

Williams (Lewis, (ed.) 1981) adds that staff shortages lmit care to 'essential’ rather ‘ . . o ;
than ‘comprehensive' care, ' ( '
The quality of staff, ‘ e
Chionl (Lewis, (ed.) 1981: 2) warns | o

"It is shacking to mo that the LPN, ADN and BSN are expected to curry out the same
functions in many Instances.., an inappropuiate utilization of scarce nursing resources,"

An environment dedicated to quality output includes the concept of primary care and
nursing staff differentiation according to the levol of clinical compotenco, Woody (nJl.)

adds that skilled nursing lowers mortality and morbidity and untrained, ungkitled care
cannot bo substituted without sorious consequences to the patients, Lowis ((ed.) 1981)
states thal in 95 porcent of the cases profossional nursing is all that is roquired by the ’ e |
patient, o
y
\ s ; .
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The availability and use of the clinical nurse specialist-(vide p55/468/APPENDIX U),
Job satisfaction and motivation,

When nurses beliove they ate being-rewarded for their worth the best characteristics of
their training will b demonstrated, the outcome is improved quallty of care (Bracken &
Christman, 1978), |

The oricniation of staff,

Clinical orientation of staff in relation to their respective roles must be undertaken
(Rowland & Rowland, 1980; Abruzzese, Lewis, (ed,) 1£81), Stanford Hospital's
orionation period for new staff is 320 hours, in order to add to the nurse's basie
kngwiedge and allow the nurse to adapt to the new clinioal seiting (Lewis, (od,) 1981
104),

The available education opportunities,

High educational preparation of the professional nurses in elinical pmo'ticé (Lewis, (ed)
1981),

« Improving the knowledge and skills of the staff.

« Increasing conscientiousness and atlention,

» Offering edocaticnal incentives and opportunitios,

= Ju-service edugation of staff,

- Staff supervison,

The shift,

According to a study conducted by Weinstoin (1976), the hour of the day and the day of
the weck has no systematic effect on the quality of care,

The utilization of the nursing process to ensure comploteness of oare,

The nursing procass involves the provision of direct, indirect und'suppo‘rt compongsnty
of nursing and is the {ramework for nursing practice, Ramay (1973), Caruso and
Thompson (n,d.), Rush-Presbytorian-St, Luke's Medical Conter-(1980) and Tucker, ¢t
al, (1984} advocate the use of (he nursing process for the provision, maintenance and
evaluation of nursing exccllence,: Yet, it is 10 be noted that accarding to Kron (1976,
Hogyvary (1979) and Jernigan nnd Young (1985), the planning of care does not of
necessity onsure tho quality of delivery of the care,

Tho availatilisy of set standacds for optital nursing care and valid reliablo meagures of
nursing quality, ,

The nursing sorvice must have an oxplicit statoment rognrding its philosophy on
patient care as well as regulations and gtanding orders for the purpose of ucoountt.\bility
(Lindoman, 19761 Phanou, 19764 Lewls, (od.) 1981), Kron (1976; 192) adds

"Palicies and procedures, racord forms, organizational steucturs, job desariptions, and
staffing patterns,., directly affeet the patient care that o worker gives,"

@
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Standards of practice, job description and performance evaluation, based on the nursing
process must be integrated in order to main(ain nursing oxcellence (Jernigar, & Young,
1983), According to Ramey (1973), to ensure nusing excollence nurses must develop
standards of patient care and appropriate evaluation tools. The standardisation of
proceduros is the best hedge against deviance and risk (Lowls, (ed.) 1981).

The type of cars agsignment.

Primary nursing providos for continuity of care (Rush-Presbyterlan-St, Luke's Medical
Contar, 1976; Porfer, Williams, Lowis, (od.) 1981).

The means of documenting care (Rowland & Rowland, 1980),

The means of documenting care must bo simple, easily understandable, comprehensive
and complste, Elaborate and time consuming charts will be poorly kept and prove to
bo of doubtful value, Medico-legally nurses are accountable for the delivery of care, yet
notall eare is recorded (vido p75).

QUALITY ASSURANCE

"Tho process of cstablishing and maintaining quality of health caro is referred to as
quality assurance," (Campbell, 1982: 1)

Literature relating to quality assutance in the management of the head injured patient in
particular is searce, According to the Hietature, there is no documented quality
ASSUTANCO programme poriaining dircotly to the head injured paticnt, available In South
Aftica, DuRand(1984: n,s,) states

"I South African hospitals not much has yet been done with rogacd to the evaluation
of the nursing care given,"

Quality assurance and quality control aro the responsibility of the Nusing Service,
Quality control s utilized to maintain high standards for the hospital and to ensuro
that optimal health care services are provided (Fernigan & Young, 1983).

"Quality assurancs is an ongoing program in the nursing profession, construoted and
oxcouted to scoure and fmplemont the oxcellonco of health care," (The Assoclation,
Schmadl, 1979; 464)

"Quality assurancs, when used ln refaronca to health care, tofors to the accountabllity of
health porsonned for the quality of care they pravide." (Brown, Schrradl, 1979: 464)

"Quality assutanco is cstimation of the degree of excollance 1n pationt hoalth outcomes
and! in aetlvity and othor resourse vost outcomes,” (Zimmer, Schimadl, 1979: 464)
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The central core of the definitions of quality assurance surrounds the settlng and

maintenance of criterin of nursipsg practice, the estimation of excellence in nursing e _ N

practice and the evaluation of nursing practce in terms of outcome (AN.A,, 1976a, R o Q,L:::i{ o
Schmadl, 1979), A e ‘
Although the Direstor of Nursing folds finel accountability for excellence in the ‘ i ; L » By $
nursing service, cach nurse practitioner is accountable for individual practice (Diddie, ; . SR o : ‘i‘
1976) and is responsible for the evaluation of the quality of nursing care (DiVinconti, B ' L
1977), The u

“Propor application of professional control offers the raatedt opportunity for . B
cmployment of profossional skills it oreating and enforcing standarde.” (Micligan LRI

Hogpltal Association, Phaneuf, 1964; 42)

Professionally and cthically the quality of care must be evaluated (Pfrancuf, 1976), ;
Quality assurange is & means to an end to improve the quality of care, therefors the
results must be true, valid, reliable and appraisal must be continuous (Schmadl, 1979), : o e, e

"Quality Assurance Involves assuring tho consumer of a speified dogree of excollence ) .
through continmous measirement tnd evaluation of structural components, gonl-directed 3 PR I (\
nursing prooess, and/or consumer outcome, using pre-cstablished criteria and standards - : ST

and available vorms and followed by approprinte alteration with the purpose of b
improvemont,” (Sehmadl, 1979; 465)

Tho quality assurance programme must bo compiled by nurses (DiVingontl, 1977), As
"assurance' implics a commitment to take corrective action if care doos not meet the
criterin (Woody, ndy), all steff must be made aware of the objccuvés und benefits of the
quality assurance programme, its implomentation nud wieans of evaluntion (Solvaggi,
et 1976), Tho involvement of all staff members will increaso their motivation and
improve the elimute for chonge (Woody; nud.).

Quality assurance involves the implementation of a total quality assurgnee programmo i
1ot marely &t tool (Smolizer, ot al,, 1983) and includes the measurement and evaluation
of the quality of nursing care (vido pevi)).

¢.3.1  The objoctives of quality assurance ;

Drawing on the work of Rotkoviteh ((od,) 1976), DiVincentl (1977), Wiseman
(1977h), Rush«Prosbyterian-8t. Luke's Medical Contor (1980) and Smoltzer, ol al,
(1983) (he objeetives of an organised quality nssurunce programms includo:




] LIV 7 ,,’
) i .
= i‘&\“w L
N i
o Mg |
e !
e ‘,' !

i,
b.

d
¢,
L.
&
In,
iy

s

k,
L
i,
n,
[}
P
I
T

6.3.2

&

b,

-
=

63

To agsist with administiative decision making,.

To ensure that the constmer receives optimal service and satisfastion,

To enlighten nurges regarding accountability.

To-estimate the dogree of excellonce of care,

To provide quantitative measures to indicate thoe level of care,

T'o show individual and collestive strengths and weaknesses.

To provide staff with information regarding further development,

To upgrade the quality of nursing care and the skills of the nursing personnel.
To increase commitment to practice,

To monitor work effectiveness of the nursing porsonnel,

As a means of sclf-evaluation and promotion,

To Increase motivation and gonerate sell-satisfaction of all those delivering care,
To improve standardisation of policies, procedures and standards of care,

Ta re~avaluate the cars criterid,

To stimulale the desire for further education and clinicnl teseatch,

1o stimulate intolleotual curiosity.

To establish cducntional programmes pee individusl or group,

To influence in-servics educatlon,

To provide interdissiplinary opportunities Lo achieve broad health sare gouls of quality
agsuranco, )

To iricrease staff communicaticn,

Ta produse evidence of the nurses' contribution to gare and rehabilitation,

Appronches to the appraisal of quality cave

According to Donebedian (1966), there are three approaches to the appraisal of the
quality of carej that of structure, pracess and outcome. This concept hus gained
international recognition and is disoussed Ly inter alla Phanent (1976), Lindeman
(1976n), Sehmadl (1979), Rush~Prasbytorlan-St, Luke's Medical Conter (1980) and
Wietorson and Ofermurk (1981),

Structues is the appralsal of resources (Woody, n.d,y ANLA,, 1976b; Rotkoviteh,{od,)
1976; Rowland & Rowland, 1980),

Process examines the autire-and sequence of preseribied therapeulic practice (Woody,
ndy Schmadl, 1979).

"Process’ doos not recogniso variation in practice bused on the elinical judgement of the
person delivering the eare, It s task orlentated and idontifios the lovel of nursing
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practice (Rowland & Rowland, 1980: 366). Phaneutf (1976y adds that although nursing
15 not task orlentuted, the nurse noeds to examine 'outcome' based on ‘process' In order
to maintain norsing excellence,

'Quicome' is defined by Lang (CGallant & McLane, 1979: 15) as "the ond result of
nursing care} a measurable change in tho state of a client's health," - According to
Doncbedian (Phaneuf, 1966; 51),

"QOuicores might indicate good or bad care in the aggrogate; they do not give an
insight into the nature and Jocation of the deficiencles or strenpths to which outcormes
might be atlibuied,"

'Ouicome’ focuses on the status of the patient as a rosult of care provided and measures
bio-physteal ohange, knowledge and bohaviournl alteration, Woody (n.d.) suggosts that
oufcome oriterin point ont the responsibility and accountabitity of the nurse in tho
clinical situation, Clinton, et al, (1977; 41) state "Nursing can be logically assumed
to have signifioant impact on the outeomes," Yot Schmadl (1979t 463) warns that

".,,0ne can never assume that measured chango s the direot rosult of goal-dircsted
nursing care,"

The clicnt may display a specific outcormia desplte the care, or s 2 result of gontact
with other professionnls or the family, According to Rowland and Rowland (1980),
some outcomes are beyond the control of the nurse and are influcnced by othor factors,
therefore for the purpose nf assessing nursing owtcomos, criteria must be doveloped for
those ontcomes that relato to the nurse's control, The evaluation. of outcome may be
done in torms of nursing and even mors so using a multidiseiplinary approach
(Rowland & Rowland, 1980). Clinton, ot al, (1977) use Orem's conceptual framawork
of self-gare 1o svaluate patient outeome,

According to Aydelotie, ot al, Rush-Presbytorlun-St. Luke's Medical Centor, 1980),
comprehenstvo ovaluation of the quality of puttenit ere includes structure, process and
ontcome orlterin, According to Stevens (Jernigan & Young, 1083), all theee are
interrelated and can bo used © evaluate vavious aspects of nursing care, Schmadl (1979)
siates that it is not always possible to demarcate belween siructure, process and
outcome and quorios wliother tho use of one atong is & valid indieator of quality, Lang
(Qullant & Melane, 1979 15) states that undl outeomo oriteria are developed, it will
noc be. possible to mensure the offectivoness and effieioncy of structure and process,
But aecording to Lindoman (1976a: 8), 1t can be g right to mensure quality i terms of
outaome or process, The researcher belioves thai thare is valug in measnring all throe

A
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or one component depending on the bellefs, values and purpose of the ovaluation as
established by the particulnr Institution, or the demands of the particnlar situation,

6.3.3 DEstablishing a quality assurance programme

TAKE | IDENTIFY IDENTIFY
ACTION VALUES STANDARDS
R & CRITERIA

STRUCTURE
PROCESS

QUALITY \ OUTCOMES

ASSURANCE
MODEL

COURSES
OF
ACTION

SECURE
MEASUREMENTS

(" wakk
l}NTERPRETATIONS

\.

Mg, 3:2  Quality assurance model
(Lang, with pacticipation, AN.A, 19761 18),

The JLCAX, and The ANA, ( Diddie, 1976 12; Rowland & Rowland, 1980, Allison
& Kinlooh, 1981; Laing & Nish, 1981) identify the steps to bo taken when
establishing n quality assurance programme:

i Select study topie,

b, Identify values,

¢ Ydeutify, develop, vatify and document, structure, process and outcomrs
criteria and standavds,

DORINITION OF TERMS GERMAINE TO QUALITY ASSURANCE

As tho coneepts of ceitorda, standards and norms are relovant Lo the research and quality
asstance thoy ate discussed Mrthor,
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CRITERION

"vartables selected as relovant indicators of the quality of nursing care; measures by
which nursing care is judged as good," (Lang, Gallant & MeLano, 1979: 15)

"A quality, attribute, or charaoteristio of a varlable that may be measured to provide
scores by which subjests of the same class can be compared in relation (o the variable,"
(ANLA,, 1975; Bloch, 1977: 30)

" upre-determined eloments against which aspects of the quality of a health service may
Do compared.... Ina general sense, eritaria may be thought of as specific statements of
henlth care that refleet nursing valves..", (AN.A., 1976 Bloch, 1977: 30)

“A varlable selested ns a rolevant indlcator of the quality of nursing care, A safisfactory
eriterion for quality of nursing care must not only he relevant, but must also be capably
of yielding a tange of scoras or values, It must be sensitive to changes in or variations
in the effectivenoss of nursing care," (Flugen, Bloch 1977: 30)

"A standard or model that ean be used in judging.” (Zimmer, Bloch, 1977; 30)
Criterla identify critieal elomeonts.of care (Diddie, 1976) and

", relies only o the "name” of a varlable,,, not to prasence or absesice, quantity, or
vithue judgement," (Bloch, 1977 22)

Critorta uro affecied by the pitllosophy and objectives of the institution (Kron, 1976)
and mzzy Bie deawn up according to:
- The area/unit/institution,
« The diseass ontity,
« The patient dependency,
« Tho medical diagnosts.
- 'The nursing dlagnosis,
Sultan (1980) stressos that eriteria should be devetopad using the nursing diagnosts,

In an endeavour to make & distineton according to the source of care, Scatle (1981:126)°
states that hoalth care eriterly maasure the qualily of nursing caroy whotens heallh

ottcome criteria measure the result of team care, However, It Is important not to yot

bogged down with what is o nuesing and/or medical eritorion, rather what i of

importance to the wellure and cars of the patient (Woody, ndl.y 36),

Watson and Mayees (1976), Bloch (1977 22), Schmudl (1979) and Searle (1981)
balieve that criteria must be devoloped by those persons who are direetly invelved in
pationt caro, an expert peor group who have proven clinical ability. Dlddie (1976: 8)
suggosts thal panol members includlng clinical nurse exparts be seleotod as "o recipo
1s only as good as (he ingredionts used (o make it."
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According to Lindeman (1976a), Rowland and Rowland (1980) and Smeltzer, et al.
(1983), criteria must be appropriate, relevant (whether mandatory or optional), valid,
bias free, reliable, practical and convenient, ‘There should be a 90 percent agreement in
the selection of criteria, If no agreement is reached, professional literature may be
consulted and the criteria re-cvaluated for inclusion by the committes (Searde, 1981),
Criteria must be specific and identified In measureable terms, A means of measurement
for each criterion must be available (Bloch, 1977: 28), The. expected percentage
compliance for criteria must be established ( Watson & Mayers, 1976, Mayers, et al,,
1977: 28). According to Bloch (1977), criteria of care must be established prior to the

*setting of standards for nuroing care, Criteria are independent of time, whereas standards

require a time-frame specification,
STANDARDS

It is the responsibility of the practitioner to develop standards in his/her clinical area
(Dirschel, 1986), Wandelt (Wandelt & Stewart, 1975; 97) defines a 'standard’ as

"Something used by general agreement to deterrming whether a thing is as it should be
an agreed-upon level of excellence; An establishe norm," ‘

Bloch (1977: 22) defines a standard as

".uthe desired and achievable level... of performance ¢orresponding with a oriterion,.,,
against which actual performance is compared,"

"The desired achievable (rather than ihe observed) performance or value with regard to a
given parameter,” (C.P.JLA,, Bloch, 1977 30) .

"The desired level of compliance with criteria or norms,..". (Decker & Bonner, Bloch,
1977: 30)

"The word "standards" carries the connotation that there is one score or one value on a
variable that must be obtained if the quality of nursing care is to be judged to be
satisfaciory." (Hlagen, Bloch, 1977: 30)

"The degree of adherence to the defined criteria,” (National Academy of Sciences,
Bloch, 1977; 30)

"Professionally developed expressions of the range of acceptable variation from & norin
or critorion," (US Dept. of Health, Education & Welfare, Bloch, 1977; 30

Nursing standards are set by clinical nurse specialists, clinical care co-ordinators,
clinical tutors and nurses who are experts in the field (Diddie, 1976; Weinstein, 1976;
Rowland & Rowland, 1980), No set of standards is universal (Schmadl, 1979).
Standards may diffor from hospital to hospital and are set at varying levels according o
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the population to which they are addressed (Bloch, 1977: 22). Stated standards may be
changed or raised cach time new knowledge, skills, insight and resources become
available (Phaneuf, 1964; Bloch, 1977 Schmadi, 1979), When setting standards,
nursing expeotations must be realistic (Lewis, -(ed.) 1981). Standards must be clearly
defined (Lambertsen, 1965) and based on scientific principles, including the biological
and humaniterian sciences. Standards must be 'documented and readily available for
reference purposes (Aydelotte, et al., Rush-Presbyterian-St, Luke's Medical Center,
1980). A means of measuring a standard against a criterion must e available (Bloch,
1977; 22). Institutions may use aleeady established standards of care such as those of
the AN.A. or they may develop their own means of establishing standards (AN.A,, SEREEY S
1973, 1974, 19758/b, 1976, 1977a/b). | S

NORM

Bloch (1977: 26) defines a norm asrepresenting the current state

" A normt is (he current level or range of performance corresponding with 4 criterion.., i
and is determined by descriptive study of “the here and now" in a given population, ;
region, institution, groupy...".

Bloch (1977) and Schmadl (1979) state that it is essential to use the correct B ‘
terminology when defining or compiling criterin, standards and norms. P

Once critevia, standards and norms have been cstablished the next step

is that of data retrieval, ;
&

Develop a tool, rating scale and evaluation form, Acgording to Lindeman (1976a; 7);

{here are gight steps in the development of a tool for measuring the quality of nursing : w
care: ‘
- Select a framowork,
~ Determine the goal, : R RETEES S R
- Identify (he patient group, L '
~ Select items or indicators,
The instrument must bo complic. according to what the nurse wishes to measure ;
(Wandelt & Phaneuf, 1972) and may measurc one or all aspects of quality nursing T S }
oarc in a particular speciality, According to Wandelt and Phaneuf (1972), although S K
the total instrement {dentifies the essential components of adequate care each ltem

must bo defined, ‘ ‘ R
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- Quuntify factors comprising the tool,

- Test for reliability .

Any tool compiled to measure the quality of care must be reliable, valid, accurate,
objective, quick and easy o use (Weinstein, 1976: 1)

Test.for validity (Treece & Treece, 1982

Scoring,

7

According to Lindeman (1976b: 18), the simpler the scoring system the bétter, The
score must relats directly to the items tested and not to other factors, therefore precise
wording is imperative, Bvery patient tested should be able to attain a high score
(Lindeman, 1976b). Wandelt and Phaneuf (1972) state that scores for individual
functions must be identifiable in order to improve care. Lindeman (1976b: 18) adds
that weighting of particular items depending on thetr relevance to the tool, may be
NCCESSArY,

Decide on a means of documentation,

Réview oharts/observe behaviour,

Interpret, analyse data and identify vaviations, '

Malke  recommendations Yor improvement by identifying a course of

action and developing a solution,

Implement the solution,

Follow-up ‘action taken by ve-auditing,

Report of auditing activity, .

According to Lanham (1981), thsre is no universally accepted méthod of mezlsuring the
quality of care nor is there consensus of opinion as to the design, content or tools of
the quality assurance programme, The quality assurance programme must be

implemented according to the requirements of the particular institutions, population and

goeographic area, Poter (Lanham, 1981: 16) emphasises

"\ just as eduoational currionla are not interohangeable among schools.,, neither are
quality assurance programs between service institutions which must meet the neads of
specific patients within unique environments."

Accarding to Aydelolte, ot al, (Rush-Presbyterian-St, Luke's Medical Center, 1980), in
order Lo suit the needs of the institution the synthesis and incorporation of previous
research may Le possible,




'THE AUDITING OF CARE e

Audit Is the means of evaluation for quality assurance (Lang & Nish, 1981), Sykes o : S L 5
(1982: 56) defines the term audit as "official examination of accounts,” An audit is b S

defined as

"Formal or official examination and verification of an account book. A methodical b T T 3
examination and review. The final teport of an examination of books of account by Lo
auditors." (AN.A,; 1975: 28) SRR

Nursing audit is defined as a systematic examination of the quality of nursing carc N
(Hanna, 1976) and détermines whether the needs of the patient are being met by the W “ EE Lty
individual and the organisation (Wiseman, 1977b). A nursing audit is e

u.the end-point review of the (patient care record) to secure measurements of the e L :
quality of a comprehensive set of components of nursing care.” (AN.A,, 1976bt 29) ‘

The nursing audit must be flexible and adaptable to meet the needs of the institation ‘
(Huczynski, 1977) and }as a valvable conribution to make to the future of nursing R o
(Wiseman, 1977b). Ofganisational structure for the auditing of nursing must be o : o
established, Effective auditing requires a link between nursing education and service o , " o
(Wiseman, 1977b), According to Rubin, et al, (1972). and Sultan (1980), there must ' )
be a Central Audit Committee that ensures smooth running of the programme, sets , St S
criteria and checks outcomo changes. Rubin, et al, (1972) also suggest that there L
shiould be a Departmoental Nursing Audit Commiltec. .

According to Huczynski (1977); auditing is not a waste of lime &s the professional
nurse is doing what she is supposed to ba doing; that is aceepting responsibility for the
implementation and evaluation of care, Huczynski (1977 adds that it is a lack of

* understanding that discourages people {rom setting up or partigipating in nursing B
audits, Nursing audit is a method-of-getting the registered nurses involved in their care,
a ohance for them to rethink their own standards of practice and to make them aware of \  ‘
tholr role as teachers of nursing (Sultan, 1980), Huczynski (1977) and Sultan (1980) “ »
beliove that it is important to cxplain the ‘nursing audit' to the stafl to gain their ; L S

support, According to Rubin, et al, (1972), 'Audit' should be introduced as part of o
orlontation and dally ward administration, Nursing audit is an important means of k "
communication (Wiseman, 19771), According to Moore (1979), patients benefil from i : f ‘,“
a quality assuvance progeamme and nurses Jearn from it, R
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There is much debate as to who should audit nursing care,. Eddy and Westbrook (1975)
and Huezynskl (1977) agree that peor evaluation is imperative and that only a nurse is
capable of auditing nursing, Nurses are the raters in Qualpacs (Wandell & Ager, 1974),
The Slater Nursing Competencies Rating Scale (Wandelt & Stewart, 1975) and the
Dur-Scale (DuRand, 1984), Eddy and Westbrook (1975), Ethridge and Packard (1976),
Watson and Mayers (1976) and Rubin, et al, (1972) mention the use of medical data
onalysts, medical records personnel and unit secrotaries for retrospective auditing, In
the opinion of the researcher, nurses should evatuate nursing care as they have the
required professional knowledge and insight. The aim of the multidisciplinary approach
to anditing is not who provided the care but that the care was provided, As the nurse
remaing accountable for nursing practice if a lack exists in the provision of nursing care
thon sujtably trained nursing staff must assess the care to determine and cradicate the
problem (Bddy & Wesibrook, 1975).

According to Huczynski (1977), the success of the audit programme is related to the
frequency of feedback, Feedback must be used constructively, Rubin, et al, (1972)
suggoest the use of the Nursing Services Nowslotter' and Wisoman (1977b) suggests the
use of an 'Audit Newsletter' to hightight specific problems, MeGuire (1968) belioves
that audit scores should be posted on the board as a means of motivation and
Purgatorio-Howard (1986) recommends the 'Nursing Quality Surveillance Problem
Status Report' sheot,

Depending on the mothod used the nursing audit may take anything from 20 - 30
minuies (Rubin, ot al, 1972; Sultan, 1980), two hours (Wandelt & Ager, 1974;
Wandelt & Stewart, 1975; Du Rand, 1984) or theee and a half hours (Wiseman,
1977b), Some institutions audit care on particular days (Sultan, 1980), Some audit
care only during the day and evenlng shifts; ottiers audit care on-all three shifts, Moore
(1979 and Sultan (1980) suggest that to provide continuily nusing care plans and
nuese auditing should be a continuous process, from tme of admigsion and include
dlischarge planning, Wiseman (1977a) suggests that unit care be audited annually or
bl-aunually and Individual care six monthly,

Nursing cate may be audited rotrospectively or cononsrently:

Retrogpective evaluation entompasses all agsessmont meshanisms that are utilized to
review care afier the patient has been discharged (Schmadl, 1979; Gallant & McLane,
1979 Sultan, 1980; Mayors, 1983). Diddic (1976) states that with retrospective
review ono is audlting thie documentation of care rather than the care itsel(,

]
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Concwrrent care review refies to-the appraisal of care that s still in progress (Mayers, et
al,, 1977; Schmadl, 1979), Aydeloue, et al, (Rush-Presbyterian-St, Luke's Medieal
Cenier, 1980: 1) add

*.the efficiency of actual care delivery is best evaluated theough an analysis of the
on-going streami of activities involved in the cate delivery process,"

The purpose of & cotourrent review is to identify weaknesses and strengths for
immediate feedback as well as to improve or alter ¢are while the patient is still
recelving care, There are varlous mechanisms for concurrent review (Wandelt & Ager,
1974 Jelinck, 1975; Wandelt & Stewart, 1975; Watson & Mayers, 1976; Mafers.
1983; Du Rand, 1984), The assessment soales measure the quality of patient care
regardless of patient diagnosis. They are carefully construoted multisitem scales
dosigned to facililate the observation, measurement and scoring of ¢are process (Mayers,
otal., 1977). Mayors, et al, (1977) believes that o comprehiensive welt rounded quality
assurgnce programme should combine several mechanisms of assessment, '

A Lriel presentation of the two assessment seales that are most relevant (o the rasearcli

is fucloded,

TABLE 3:10
A conmparison of The Quality Patient Care Scale and The Slater
Nursing Competencies Rating Seale (vide p73/74)

Qualpaos provides quantitative measirement of the overall qunlit,y‘ol‘ nursing caré that
the pationt recefves on individual nursing units or in an entire nursing service
programme (Wandell & Ager, 1974 11}, Qualpacs is a reliable, relevant, doseriptive
measure of the gamut of nursing process in patient care and may be used to initiate a
qualily assurauce programme as the rosulls are more immediate and thus it is possible
1o oglablish a data basoline early (Phimout, 1976), Qualpacs has been used or modified
by many institutions to suit thelr neods (Walnwrlght & Bnrenip, 1983; Du Rand,
1984), Moditlcations oocur because Qualpacs is opon to misinterpretation as cettain
jtems may not bo relevant or beeanse there is a lack of eriterla relited to direot patient
eare (Du Rand, 1984), Du Rand (1984) has simplified Qualpaes to n 20-ftem scalo to
make it possible to completo in a shorter timo (two hour period, up to three patients at
& Utmio) and has also used headings aceopted as fundamentals of nursing eare.,

T
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TABLE 3:10 ;
A OOMRAQIBON OF U QUALXTY PATIENT GARE SCALE AND THE SLAVER NURSING COMPUTENOLES RAPING STALE

2

SEFPRITRRN . A EOE S

o , ,
TUE QUALLTY PATYENT OARE BOALE
(Hardolt & Agar; 1974) ‘

THE BLATER NURSING OOMPHTHNthS RATING BCALR
(Mandelt & Stewart, 1Y75)

HIMILARLTLER (Phanouf, {976)
“tho naine sub=aaetlons axlet, but the number of itoms pet sectlon diffar,

Moubgootion -

Conmuesden. Lon = Qormundeation on bahalf of the patlent,

t . Paychoroginlt  Individual = Astionin diravted towaxd meating paychoooelal neede of Lndividual pationks,

11 Mayelvdoelals” Group = Actlons dlgected toward moeeting payahonoelsl noeds of patlento as momborn of a group,

11 Physiéal = Aotione divoated toward monting the physleal noodd of patlevtn,

1V Genaral  ~  Aatlons that may bo directod toward meoting olthor puyohosocinl or phyvlcal noweda of the patiant o bokh at tha same tlma,

y .
Vi Profeanfonsl twplications « Oane glven to patlonty raflectn Intlative and responaibility indloativa of profenslonal expactationnst

Moadura ‘progend® of caray
Hoan
llave quantitative and dossriptive maanuremant.
ibive ot mox

The asotos are nppl!ud on_oomplakion,

0 itomo
voud Lo’ on nursdng care recelved,
atd Boncurvantly.

wAun houg perlod only.

usrrEnEnces o ﬁ
CNow of Ltoms per subboutlon.
#uhnoation
1 1 10
11 8 11 13
1394 {3 1 13
v {3 v 16
Al 8 v 7
1 7 17

VI

B4 Lt
Focun fa on nurning vare ap porformed,

May bo uned conouegently or ratronpoatively,
Moy ovour ovey poerlod of tima or onuva off,

JPANDARD OF MUASUREMINT )

"Garn axpoated of n flrot = Jovel rtalf murau (Wandalt & Agor, 19741 K1)
"A flkat=leval atafl nuree Lo ona who holdw atate fluohuura ns a veplitered
nuroa dnd 4o employed o provide nuralng vatra khat macts tho nursling nooda
of patlants in the wuploying Anotitutlon " (Wandolt & Agar, 19741 33)
The ntondard of measuramant Lo not Lurther: dafived,

-

Moy the quality of pavformanee expocked of a fl.st-taval utaff nurng,"
gwnndult & Skawart, 19751 40)

MA firot~lavel ataff muwe ip o wurpe who, traddtloually, {n charged with
ranponallidlity for providing nuenlng asre that i nafe; adequate,
thorapoutde, and supportive in meoting the vosda of pnulunha."

(Wandalt & Stawart, (9751 50)

Tha atandard of mansucamant n not further definoed,




(DI A
COTHI QUALLTY PATIENT GARR 2CALE
- (WANUBLT & AQER, 1974)

THE SLATER RURSING GONPETENCLES RATING SCALL
(WANDELT & STBWART, 1975) .

RATINGS

Qualpoaca puggentn the uge of twu ratars Ffor ady obneevation projoeat
to onsute obgucciviny of wannurefient, Tha ratoxs may ot may not
vate the namg patlent (1 42),

ifhe rater obsutves the cara tovelvad by khe patlent lrraspectiva of who
dobivern the care, notds the quallity of the interaction and waltds dn
appropriste Judgonant. ncooeding to the sealin

The tater obnerven the nutoe-patlont interaction®and notes tho cdro domponent
of the interaation and maken an approprinte Judgemetit acvording to the seala.

‘ “Numbar of patisnte to hao watod) one or mora,
s :
W SOALR
E - tas o flvespolnt yandarlaky s n £lva-polat yardntick:
et nuesos Bunt oate.
E’ tatwedn, Betwomt
Average gurea, Average cave,
fletwaen, Batwean, s
Pooreat nurne, Poorast. carn,
Natwaon, Not applicahle,
g Not obsakved, ' Nob obuerved.

PURROBE FOR WHIOH MEASUREMENTS MAY DY USED

' (1) To avaluate {ndividual watss compétunce fox tha putpose of ratention
promotion and morlt salagy incvennas,
' (2) To examine tha volatlonshlp botwoen the quallty of nurso perfor=
O 'dange and tho quatity of care recelved by patlontn,
. (3) rrovides weans for socounting for the qualicy of a nuroe'o porfors
3 nangn, for ldanklfydng nkraupths and wodknooneo.
(4) Mo Jdoukify weean of nouded lunttustion of ledrning veedn of
indlyidual ox soleatod groupn of ataff wsmborn,
(5) Yo follow stullonttn progresy In a parkioular course o total
fEogR Mg ,
(6) - To gulde In polf=ovaluakion. )
(7) 'Po determing through teanntch the offouts of different lwattuutional
approachion,

=~

(1) %o proyide Lnfoxmation about the leval of quality ef eatd balng recolved
by potlents, i

(2) o account for the oxecution of a barvlee yespousibliilty,

(2) 7o ldantlfy otrengtha awd wealuesnes which way be used s & banke Loy
providing oducatioudl progemmmas, supervining, nosletanse, modifleation
of progtammoa aud Improvomentn fn equipment, facllitlen and staff
utilization,

(A) To datermine the offuctlvamisn of ronource ohangon,

9) o dotermine thoe effeciivenans of a tadching programme,

(6; To alert personnél to often nogleated alementn eof aure,

(7) An o kenabing dld ko Amprove alartness it obnarvations.

L




bl 0
*hy, A
s
T
i A
. |
b k!
1 . s
iR “ * J B
; . (N
4 . ]
T i ;
t ¢ ' i " H
S Lo
R Lol
. U ;
: \ o i
S b
b et L \"/ ! {
P [N S
¥ v i .
" ] E
L P
w # i
a0 . f
S S
¥ Q o ¥
5 : )
o ; R
A EU SRR
- H v
;‘ ("l r
y‘ :
. ey
1 } . K
R
R +
oy,
i

15

Numarous melliodologies for measuring and evaluating the quality of musing care are
discussed in the literature. For further literature concerning the methodologles
meontioned consult the reforences clted or quoted in the texi (Selvaggi, ot al,, 1976;
Weinstein, 1976; Mayers, et al,, 1977 Hogyvary, 1979),

Other means of evaluating the quality of care include (he analysis of data from
incldents/uceident reports, work load indleus, patient classification tools and
performance appraisal Campbell, 1982),

DOCUMENTATION OF CARE

Nurses need io take cate of the total patient and they must record observations and
impressions so that they can be used by all (Phanguf, 1966), Nurses do not realiso that
they have valuable information about patlents, Sultan (1980) states that accurate
documentatlon is important, Relevant Information must be recorded as documentation
is & logal Lability; a zhcdlco»lcgnl igsue, According {o Moore (1979 257),

"Ono roason for non-dooumentatlon iy that nurses ocenstonally lose sight of the
Importance of the routine cars they provide for their patients,”

Process auditing helps the nuise docuzicit Giro more acourately, doscriptively and
completoly (Bdwards & Mills, Laurlo-Shaw & Stove, 1982), Dorsey and Hussa (1979)
state that thore Is 4 lack of documontation of nursing care that is provided, According
to the J.C, AL (Woody, nds: 37), "if you didn't record it, yon didn't do it."

Roseafold (Phyncuf, 1976) and Sultan (1280) found a dircet corrolation botween
acdequate documentation and the quality of eure, Documentation of care provides
gontinuity of care (Lourle-Shaw & Stove, 1982), Tho problem-orientated record is an
offective method of documenting and tntorpreting raw data (Walton, n,d,, Woody, n,d,),
The usa of a standard problem-orlentatod medical and Jor nursing record based on a
problom lst ag suggested by Lynch and Mauss(1981) will afd care and regearch, As
nursing care plans romain & contreel botwoen the rurse and the patlent a logal
lmplicatlon oxists, Bthrldge and Packord (1976) stato that nursing care plang can be
used to inerease the quallty of care aud 1o Improve the basls for auditing, ‘Tho accurate,
comprehensive dootmentation of care has a vital rolo In retrospective chart roviaw,
Carngo and Thompson (nd.) suggest the use of standardised eare plans as & means of
improving practice and the recording of care,
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i 7. SEQUALAE OF BRAIN TRAUMA
U
e The primary brain damage as a result of the head injury is treoversible, It s the responsibitity
K of the health team, as carly 8s possibile afier the injury, to institute o comprehensive care
‘ programme in order to deteot, lessen o treut sacondary brain damago and the sequalao of tho
4 i‘ o E initial brain injury. Knowledgo of head injury sequalne, the real and potentin} consequences,
Vo enables tho multidisciplinary team, o assoss the patient's needs.
S ' ‘,7 The sequalac of the head injury may present soon after injury or at a later stage and may be
s ) S ' peeménent or iemporary (Jennett & Teasdale, 1981: 271), The actual sequalae of the head injury
\ will;
{
e ’/‘ 1, Be particular to the individual patint,
, ““'; 2. Depend on thie nature, site and extent of the head injury,
|
. ; 3. Depend on tho fenyth of unconselousness.
”‘: | 4, Depend on the period of post-trauntatic annesia (FTA).
“ J 5, Depend on available hospitalisation and resourges,
Q““m Y 6. Bo affected by the lovel of care recelved by the patient (Dinning & Connclley, 1981: 2),
3 ¢ ot !
; \ e The sequalae of head trauma that may affect the patient's management, rehabilitation, prognosls
I ~ and rocovery. may be physicat, psychological, emotional, bobavioural, social, educational or
. gj' economic ay suggosted by Storey (1976), Humphroy and Oddy (1978), Howard (1981), Jennett
; :; R andd Teasdalo (1981), Long, ot al, (1984) and Prigatano, ot al, (1984), According to Bond
R (Symposium on head injuries, 1977), cach olomont of physical and psychosoctal disability
LT ' l - '/
! . follows a pattern of resovery (hat has its own oharaeterlstios.
|
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TABLE 8114

Serjualoo ef head. traumn

« Proptlocoptiva long
Maninglile

Post traumalie syndrome
Prolongad coma

Skull deloots

+ Songory Inlegrallon

Physleal Paycliologlonl Boalal
Gonaral Cognllivo aklls Emotlonal
Gorobral oadomn Porsodally changne Momory dilllaullys Anxloly Allored sedlal bohavieut patlem
Dlllleulty awallowlng « Audilory Aggrosslve bahaviour Impalrod Indopandent iving
Dysarihrla + Vioual Daprosslon « Olothing
Epllapy - Spotlal Dlainhibllon « Flnancen
Haomatoma lormatiof » Tamporal dlsorlontation Emollonal labllity « Food
Hydrogophulug Impalrad rocoplive language Ink [retabillty « Holiglng
Incontinence « Audliory comprahonslon Low soll-asloom Jipalred Intorporsonal akils
Inlgatlon + Rontlng comprohenalon Mood ahtingos impalrad acii-oare
Irpalrod meter funallon: « Word roenpnlllon Non agsertion] laully asnortlon « Drosnlng
+ Gonalrugtional apraxin Imptlrad oxpraselve languago Ini Soxual dysfunatlor - Ealing
« Bxiromlty woaknaag « Fluanoy Withdrawal « Qroaming
« Jmpairad o moter aorerdinalion « Spalling « Tellol
» Impalred gross motor coordinallon « Word linding Impaltod uee of lransporiation
+ |mpalrod phyoleal eendlilenlng « Willingy Joby Impalrmont
« Impaltad Noxiblily Mathe dilfieully Malinf and famlly discord
+ |mpalred ambutallon Gorituslon Progrogalyo poolu! lsclatlon
Jmpulrad gonsory funclloning: Disorlantatiort
« Viguah Dalools ol}
Flold cuie « Allention
Supprosulotvinaitontion « Goncontratlon
l.ow aculty « Informatlon procasaling
~ Impalrad hoarng « Inlolligenco
» Anoamlia « Inslght
Impalred bedy awaronass! . Porcorllon
« Bxlrocapiiva loos + Roagtlon lmo

(Jonas, 1681 Lyneh & Mausg, 10615 Wolsg, ol of,, 1000}
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The disabllity after head injury is the rosult of & combined physical and mental handicap that
makes the sim toial of the disability groater than its two parts (Anwar, 1979), Jennett, et al,
(1981) balieve the mental disability 10 be more severely disabling than the physical handicap,
partioulagly on the family. ‘The physical resldues generally subside satésfactorily; it is the
mental symptoms, that ave often overlooked, that constityte the major cause of persistent
disabltity (Jennett, 1983), Jennett, ot al, (1981) state that after brain damage the ability to cope
and adapt is affocted, A negative relationship of distress levels to independence in self-care,
mobility, living arrangoments and communication was found by Jelinek, ot al, (1982: 160),
Quga (1978) states that personality change oceurs frequently after head injury and that the family
has ditfioulty in dealing with this change, Cognitive and personality disturbances after cloged
head ujury in young adults aro nssociated with & poor rehabilitation outcome (Prigatano, et al,
1984), Head injured pationts suffer physioal and psychological consequences of the head injury
long aftor the injury hag occurred (Steadman & Graliam, 1970),

Tho social sequalac of head injiey are congiderablo (Habormann, 1982). Social re-adjustment on
the part of e patient and signiticant others is & daunting problem, The hoad injuty may result
In the pattent functioning nt n lower level in society or raquiving specialised caro. Family
discord (Blyth, 1981) and a high divores rate ace reported aftor sevaro head injury (Mirschiberg, ot
ul,, 1976), Progressive soclel isolation ocours becnuse of avoidance v “thors or aotual
withdrawal on tho part of tho patlent front social 1'*, - Families whr 2.+ . hoad Injured
patient homa face & lony tedious ordonl (Blyth, 1981), Although, begwie. of the familiar
environment #nd stimulating family interost the roturn (o homo vsually results in furtlier
progeoss of the pationt, According to Evans (L981: 18), il a patient Is token home, the chance
of successtul, resovery depends not only on the injury but also on which relative has to care for
the victim,

In a study conducted on 54 patents by Humphroy and Qddy (1978) six monthis after the hoad
Injury 13 4 padents stated that they were symptom {ree, Two thirds stated that they suffored
{rom fatigue, poor memory and loss of tompor an that thess factors played havoe wilh thedr
sockd relationships,

The physical, omotional, psychologloal and Intellectual probloms and the difliculties of sevare
head infured patlonts are woll dooumented, However, there 13 ovidence thal patients who ha»e
sulfered instgnificant hend injurios may have organic braln damage and may have
neuropsyshological impairment (Rimel, ot al,, 19810) (vide pid),




In general the literature stresses the need for constant vigilance, an acutc awareness of (he

sequalae of brain trauma, the risk of complications and the need for the early dir nsis of

haematoma) as well as complications of bed rest, muscle spasm and infection that can be

crucial to recovery. ‘The use of the problem-orientated record and problem list will identify
problemsof a physical, psychosocial, vocational and cognitive nature, facilitate goal setting and

the measurement of outcome (Lynch & Mauss, 1981),

According to Brunner and Suddarth (1974), the nurse must take cognisance of the after-effects of
ths head injury, In the opinion of the resesrcher, in an attempt to reduce the morbidity and
mortality of the head injured paticnt, as well a§ o best assist th patient and family to come to
terms with the after-effects of head injury as soon after injury as possible, a multidisciplinary
programme of preventive rehabilitation involving physical, psychological, emotional and secial
aspeots of head injury must be instituted,

8. RECOVERY

The nurse is concerned with the welfare of the patient from the time of-injury until ultimate
recovery, Inorder to improve patient care, for patient and community education and counselling
the nurse requires a bettér knowledge of the incidence, couses, management, sequalas and
recovery of head injured patients (Rimel, 1981), The most iriportant goal of head injury
management is to maximise recovery (Rimel, 1981), Unfortunately the problems of the head
injured patient are not seen as a whole, but by dispersed few (onnett & Teasdale, 1981; 341),
As there is no- systematic care for head injured patients '

"It is likely that the duration and degree of disability is often greatsr than need be because of
this." (Jennett, Symposium on head injuries, 1977 n.s.)

Evans (Symposium on head injuries, 1977) states that decisions made regarding the
managément of tia head injured patient. at the road side, in the emorgency department and during
the early clinical phase affect survival and the quality of life. ' According to Jones (1981), one of
the most difficult aspects in the care of head injured patients involvés dealing with the
uncertninty of thelr recovery and/or quality of life, Unfortunntely, those voncerned with the care
of the acutely ill seldom know the ultimate outcome and therefore are unable to-assess the
effectiveriess of their care (Jennott, 1979), In the opinion of the researcher, insight into the
potential of the head injured patient for recovery may motivate the staff to provide a quality

nursing service to ensute hat maximum recovery and Independence ol the head injured patient is
achieved,

specific complications of head rauma (such as increased intracranial pressure and intracranial




As a result of an improvement in the management of head injured patients, there has been a
reduction in the mortality figures (Minteer-Convery, 1985), The use-of intensive therapy means
that more permanently disabled persons (+ 1 200 per annum) leave hospital (Jennett, et al,,
1976; Lewin, 1976: 1237). Most survivors become independent and make 4 good recovery. A.
survey in Japan (Bditorial, 1978) discloses that there are 25 vegetative patients per million of
{he population, a third are due to-head injury. Jennelt, amongst others (Editorial, 1978; 589)

states that this vegetative state "represents an outcome worse than death,”

Recovery is a continuous dynsmic process, The belief that maximum physical and
psychological recovery occurs within a year of injury and mostly within the first three to six
months is supported by Bond (1977), Brooks, Mandelburg (Symposium on head injuries,
1977), Jennett; et al, (1977) and Jenneit (1978). The thought is that the impro%mént, that
oceurs. hereafter ocours as a result of increasing adjustment and adaptation by the patient and
. family-to persistent disability and a changed lifestyle (Bond, 1977). Yet, Doman (1964), Lewin
(1976) and Bames and Wood (1985) suggest that brain re-training and re-organisation is
possible long after injury, Jennelt, et al, (1977) state that improvement may continue for
longer, but that it is seldom sufficient to change a patient's category on the Glasgow Outcome
Scale, Lewin (1976) suggests that the rate of recovery not merely that some recovery has taken

place, is the predicting fagtor in ultimate disability,
8.1 PREDICTIVE: CRITERIA FOR RECOVERY

The nurse must be awarz of fugtors thatkure regarded as being predictors of recovery of
the head injured patient, -Although the nurse may not be able to'alter factors such as
age and psychological status, perhaps the introduction of primary prevention and
preventive rehabilitation programmes could alter the predisposition to and the extent of

the head injury, Other factors such as the early detection of raised intracranial pressure -

and the management of the patient: may alter the depth and duration of coma thus
alfecting the patient's potential for recovery, With reference to factors that influence
recovery Jennett (Vinken & Bruyn, 1976) has divided prediotive oriteria into three
categories: pre-coma factors; brain damage and recovery pattern,

8. 1.1 Age
Ago is reported ag boing a significant varfable in the outcome of patients with head

injury, Morbidity and mortality increase with age (Jennett, ot al,, 19774 Nikas, (ed.)
1982). - According to Jories (19811 180), alter the age of 20 as age increases the quality
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of outcome declines. Patients over 60 years of age who sustain a blow to the head
rosulting in a coma have & 10-15 percent chance of recovery, Children under the age of

five have & higher mortality than those in the category 5-20 years,
Paychological status

The patients premorbid personality and motivation are important faclors in patient
recovery and rehabititation, Coping depends on personality, motivation, inteliectual
ability, emotional stability and family support (Fvens, Symposium on head injuries,
1977}

The brain injury

According to Adams and Galbraith (Symposium on head injuries, 1977), one of the
major delermitants of vuicome is the extent of brain damage, cither sustained initially
of as a result.of secondary compression, In genoral terms the greater the loss of brain
tissue, the more severe the final level of handicap, In diffuse injury many parts of the
brain are involved. Thercfore, other than in focal injuries, the localisation of the injury
is of loss value in predicting the nature of the handicap (Bond, 1977; Purchese 1977,
Galbraith (Symposium on head injurics, 1977) states that although this is not always ‘
$0, severe intracraninl hypertension (M.LC.P, 240 mm.Hg) is associated with a poor '
outcome while normal intacranial prassure (M.LC.P, €10 mm,Hg) is assoclated with
a good outcome, Levels of intracranial pressure between 10 - 40 mm,Hg are not 3
associated with any particular outcome. The prescnce of persisteritly high intracranial
pressure (215 mm,Fg) corrolates with a poorer oulcome but recent advances in therapy
may be improving the outlook (Jones, 1981),

The depth of the coma

The G.C.8. at six hours afier admisslon (Jonnett, ot al,, 1976), third day after §

admission (ones, 1981) and on discharge (Rimel, et al, n.s,) has been used as a
predictor for tecovety. 5

Agcording to Jones (1981), any patient admitted with 4, i

a.C.s,
G.C.8.
a.cs.

= 8/15 has n 3 percent chance of dylng;
< 8/15 has a 27-50 percent chance of dytog:
= 3/15 has a 90 porcont chance of ctying,
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The apportunity to improve the rehabilitation outcome is better in the 9-13 than the

3.5 range.

"Little.can be done for patients in the GCS 3-5 catogory. The only hope here appears
16 be prevontion." (Rimol, ot al,, n,d.: 16)

The duration of the coma

The length of the coma would seem to be an important vaclable (ennett, ot al., 1977).
The longer the gonia duration the poorer the outcome, Provided the patlent makes a
recovery within the first month, the tendency to reach a practical recovery is high,
although it may take a number of years, A study published in 1971 showed that only
6 percent of patients with & coma duration of more than two months made any
significant recovery, but thete are exceptions to the trend (l.ewin, 1976), Depending-on
the quality of nursing care these patients may achieve a surprisingly pood outcome
(Jones, 1981),

The patlent's neurological status
Jennett, ot al. (19760/b, 1977), Galbraith (Symposium on head injuries, 1977) and

Jones (1981) showed that thete is a correlation between nourological status (pupil
reaction, eye movements, oooulo-vesitbular response, molor response) and outcotne,

Skull fractures .

Skull fractures dre not in themselves predictors of poor outcome but 80 percent of
pationts requitng surgoery for removal of a hacmatoma have a skull fracture. The
prasonce of a skull fracture increases tho possibility of intracranial infertion (Jonos,
1981),

Inteacranial haematoma

Tho existonce of an Intracranial hasmatoma affects prognosis, The sooner operative
intervention is roquired for an intradural haomatoma the worse tho prognosis as this
means lhe head injuty is severe (Teasdale & Gatbraith, 1981), Mendelow, ot al. (1979)
waen that o delay tlao of more than two bours for the removal of an existing
hacmaloma affocts recovery; whereas Groen (1984) balieves a dalay of four hours to bo
safe.

o
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8.1.9  Post-traumatic smnesia (PTA)
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The duration of PTA is a useful measure of the sevority of diffuse brain damage

(Brooks, Evans, Symposium on head injurics, 1977; Habermann, 1982), ‘The duration

of the PTA is related to the depth and duration of coma, the degree of disability
(Jennatt, ot al,, 1976) and return to work (Lewin, 1970),

8,1.10 The patient’s vital signs

Teasdale and Galbreith (1981) report that according to the vital signs the outcome of

almost half the cases of severe head injury can be predicted confidently within 24 hours

of coma developing, This’‘proportion increases to two thirds at thres days and three
quarters at one woek‘(Jennctt, ot al,, 1977; 298). North and Jenneit (Tyson, ot al,,
1978) state that a spontaneous persistent respiratory rate of more than 25 breaths a

minute and a PaCOg £30 mm.Hy has a poor prognosts,

The rosearchér supports the belief of Jennett, et al, (1976) and Jennett, ct al, (1977) that
it is imperative for the nurso to realise that instability of vital signs and poor

tesponsivencss withdi the fitst 24 hours and first weok of injury doos not of neoessity

indicate a poor prognosis.

8. 1,11 The computerised scan (CT scnn)

The results of the CT scan may be related to outcomo after head injury. A normal CT
scan or small ventricles having the bust outcome and intencranial legions o largs

vontrioles the poorest outcome with reference to self-care, indepe

psychologleal deficits (Timming, ot al,, 1982)

Prediotions of outcome are of Jmporiance as they can bo used:

1
2,
3,
4,
5,

e D

To assess altornatlve management methods,

To prevent or anticipaie complications,

To allocate resources regarding admisston, intenslye care and rehabilitation,
To deoides on policies.

To adviso the patient and family.

(Jonmott, el al., 1976; Marshall, ot af,, 1983),
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Jennett (1979: 200) states that If ¢ severe head injured patlent is predicted to have poténtial for
recovering independence, it Is important to institute lntensive therapy. After the asute phase, i o
the prognosis indicates little chance of recovery, the predictions may need to be updated, S ‘ :

intensive therpy cin be scaled down or detive rehabilitation may Le withdrawn, ” S e

@&

According to Bvans (Symposium on head injuties, 1977), the occurence of ¢oncomitant pe
extracraninl injuries alfects the duratlon rather than the ultimate level of recovery, De Villiers

(1981) states that associated injurics, in particular severe limb injurics, may be a major
impediment to rehabilitation, R A

According to Knill-Jones (Symposinm on head injurles, 1977 n.s.),

"y the acourate assessment of prognosis affeots patient manggement and, ultimataly, the use of : g .
soarce resources, so that statistical prodictions abiout prognosis, if accurate and economical, : T SR &
eould boe of great value,"

8.2 RECOVERY AI'THR KEAD INJURY HAS BEEN DESCRIBED IN : _&’/,_
TERMS OF: o ‘
7l i o
8.2.1 Retorn 0 work o ' ""‘:, o {\,“

(Lewin, 1970; Steadman & Graham, 1970; Jennett, 1976a; Rimel, et al,, 1981a)
According to Prigaiuno, ot al, (1984); prosent estimates suggest that ono ‘lhird of
severely head injurcd patients return to work after utilizing teaditional rehabilitation

methods, Thereforo the researcher believes that these methods should bo available,

8.2.2 Social ability

The Glasgow Outcome Scale (G.0.8.) (Junnett & Bond, 1975) is used widoly to assess
poatient recovery (Jennaly, ol ak, 1977, 1979; Jennett, 1979; Lindsuy, et ol,, 1980;
Jennelt & Tensdale, 19813 Rimel, 1981) as it measures pationt outecne in forms of
socinl ability, rather than physieal and mental disability, ‘ ' ,
The Glasgow Outcome Seale has five categories: L
Dead (D)3 ‘ L i S
Pergistent vogetative state (PVS); S

Severe disabllity (SD); , ‘
Modarate disability (MD) ] | ‘
Good: recovery (GR), e k i
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TABLE 3:12
The extent of vecovery of head injured patients in three counfries
according to the Glasgow Outcome Scale (expressed as percentages)
3 G.0.8, Glaggo Nethorlad Las Angeles
. Sy | Flassay Ne178) | GNCTES)
‘*w, R
' Ty D 52 &2 49
R PVS 2 1 5
‘ ;\?, a-. 8D 8 i 5 18
‘ o MD 17 15 14
. OR 22 27 14
R LN
BT o (Jonnett, et al, 1977: 297)
W e TABLE 3:13
S The extent of wecovery of severe head Injuries at three centres
LA ""/ according to the Glasgow Outcome Scale (expressed as percentages)
'V;‘H A Q.0.8, . Glasgow | Richmond | San Diego
AT T ‘ cafogory (N31800) (NlTe& (Nw100
: ;“u ! T
B D 49 30 28
S PVS 2 2 8
sh 10 8 4
R MD 17 24 16
(L4 ; \" ©
TN GR 22 86 45
P b (Jones, 1981)
, RS o ‘ According to Jones (1979), the carly assignation of the patients to outeome groups will
b yr \ allow the nurso tho opportunity for advanced discharge planning,
) ’ Anothor method of assossing head injury patlont outcome is by the Rappaport
s 7 / ‘f Disability Rating Scale (Rappaport, ot al,, 1982), According to Rappaport, et al,
Brrsa, o (1982), this is morc sensliive than the Glasgow Outcome Scale and nssosses changes in
S A .
i KRR arousal/nwareness, cognitive ability, dogroe of phyeival dependance and psychological
adaptability,
/‘}‘ L
AR 9. RIHUABILITATION
Lo :
PR et In the opinion of the researcher, In South Africa, although rehabilliation is included in the
domain of nursing 1t s an aveq in which Uttle dovelopment has (akon place,
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".the objectives of medicine are not only the provention angt cure of discase but also the
rostoration of the individual as Car as pogsible to normal soclal function” (WEHOQ, 1976; 324)

"If rehabilitation s understond to encompass prevention of disuse and niisuse.., as well as
maintenance of maximal physical function and emotional balance during the course of definitive
treitttacnt, it i5 obvious that rehabilitation must beglin in pacallel with rather than in serics with

definitive medical cave,” (Fllrschbarg, ot al,, 1976: 154)

In 1969 the WHO Expert Commitice on Medical Rehabilitation (WEHO, 1976 326) defined
rehabilliation a8

"the combined and co-ordinated use of medical, social, edueatlonal, and voostional moasures for
training or retraining the individual to the highest possible level of functional abitity,"

Rohabilitation 1

",die clinfeaf process by means of which tho disabled porson is restored to a stale of optimal
effectivenoss and given an opportunity to enjoy a meaningful fife,” (Eirscltborg, ot al,, 1976:6)

Rehabilitation .., bogins in the intonsive care unit.." (Minteor-Clonvery, 1985; 220

Other definitions of rehabilliation encompass the multidiseiplinary approsch (o restore the
patient to the (ullest physical, mental, soctal, cconomie, emotlenal, cognitive and educationat
functioning (Brunner & Suddarth, 1974; Malr, Nichols, 1975; Niohols, 1980), Do Villlers
(1981: 845) warns that In as far as rehubilitation is concerned although the ideat may not be

attained ", a compramise has (o be accepted.”

9.1

91.1

91.2

9.1.3

THE OBJECTIVES OF THE REHABILITATION 6[’ THE MNEAD

INJURED PATIENT INCLUDE:

To assist the head injured patient, by o holistic indlviduallsed appzoach, Lo fanctlon at
maximum physical, psychological, soclal, emotional, educational and economica!
capacity (Brunner & Suddarth, 1974 Stevensan, 19795 Headway, 1983),

To maximise tho patlent's physleal, psychotogical, economiv and social independence

with regard to!

Sell-cuee;

Activitles of daily living;

Mobillty,

(Hlesoliberg, et ol,, 1976; Humphegy & Qddy, 1978; Mahoney, 1980),
To provent disabllity and accelurate recovery (Jennott & Teasdale, 1981),
Rohabilitation 1s voncorned with primary and soe. Xdary disabllity as well 05

.
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preservation and restoration of Lunction of any part of the Individual or the tndividual us
a whole, Such proventve practice must bogin immedintely in the case of all disabled
patients (Hlrschbery, ot al, 1976); According to Brunnor and Suddarth (1974),
rehabilitatton by means of first, second and third level prevention ds roquired for the
prévontion of all these disabilities (WHO, 1976), According to Hirschborg, ot al,
(1976), two hours per 24, ensuring that the patlent {g not Inactive for more than one
hour &t & thmo, is all that g needed to pravant disuse phepomena,

To engure adequate behavioural, psychologienl and soclal functioning to enable the
padent to retrn to the family, community, previous soclal and lelsure getivities and to
gainful employment where possible, Rehabilitation means fall social integration
including ledsure, work, homa and mobllity (Clacke, 1977),

To provide disabled persons a chanco 10 Hve o lile that Is accoptable, meaningful and in
somo measure contributory to the commion good (Hirschborg, ot al,, 1976),

To provide quality appronches (o assigt patients to achiove thelr goals a8 soon a8
possible (Quigley, 1981).

IMPORTANT CONCEPYS RELATED TO REHABILITATION

The road to rehabllitation is not simplo,

Rehabilitation is & whale not a part-time occupation,

The rasponsibility for rehabiliation,

The provision of adequate rehabilitation sory-des Is o' paramount importance In a
comprchensive hoalth service (Lavin, ot al,, 1982: 208),

With rogard to the provision of comprehensive care and rehabilltation facilitios for head
Injurad patlents, The Hoalth Act (No, 63 of 1977; 661 as amended by Health
Amondment Aot No. 18 of 1979 Lealth Amendmont Act No, 33 of 1981; Health
Amendment Act No, 37 of 1982 Health Amendmont Act No, 21 of 1983; Fealth
Amendnent Act No, 70 of 1985) statos the following concerning the health sorvicas of
South Altiea:

“To provide moasures for the promotion of the health of the inhabitanis of the

Voo

Raopublics to that end to provide for ibe rondoring of health services; «."
The National Healtl Policy Council shall ensure that

" soveral authorities which render health servicos... shall (ake all such monsuros as
they may toke .., to promote the health of the inbabitants of the Republic so that
avory porson shall bo enabled to altaln and maintain 4 sttoe of complote physieal,
mental aml soclal wollbolng, " (Hoalth Act No, 63 of 19771671),

1ok o

)
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"The Lunctions of the Couneil shall bo to consider any recommendations made by the
Commities tothe Minister (Health Act No, 63 of 1977:673 s amended):

",

b.

ﬁ”l

3!

C.

tho formulation of a national policy in regard to tho rendering of health sorvices
by the Dapartment of Natlonal Health and Popualation Developmont, provineial
ndministrations and local authoritlos;

the coordination by, and the allogation to, the Department of National Health
and Populationt Devolopment and provineial administrations of duties in regard
to the following health services nnmely «

the promotion of tho health of persons, individually tnd goneratly;

the provision of facilities for tha detection, provention, dingnosis and treatment
of medical conditions;.

the application of measures of a medical naturs to habilitate or to rehabilitate
any person Incapacitated by a medical conditiony..,

the officient coordination of health services rendered by the Departiient of
Nutlonal Health and Poputation Dovelopimont, provinelal administtations and
local nuthorities,"

Tho functions of the Depariment of Natlonal Health and Populadon Development shall

bo:

"ﬂ,

with dne regard to hoalth services rondered by provincial adnilnisteations and

local authotitles, to coorinate health services rendered by the sald Department

and to provide such additional services ag may be necessary to establish a

%)nl\prclwnslvo healih service for the population of the Ropublic of South
Lriea;

to take stops for the promotion of a safe and henlthy environment;,..". (Health

Act No, 63 of 177:673)

"ho Ministor may deleguic any of the functions of the Depneiment of Natlanal Hoalth
and Population Development to a proviuelal administration, The functions of the
provineial administes tlon with rogard o health sorvices shall bo!

"o,
bl

to provide hospital fuelttios and sorvices;
w10 coordingte such henlth sorviges ", (oalth Aot Mo, 63 ol 1977 673)

+ Loeal authority Is responsible for

*ihe promotion of the health of persons; and the rehabilltation In the community of
parsons ourgil of any medical conditlon," (Mealth Aot Mo, 62 of 19977: 681)

The Ministet may, fo consultation with the Minister of Finance

“eaniribute towards the cast ineurred by any provineial administeatton, local authority,
» public sovloty or assoclation..,, or any othor matter roluting to health,". (Hoalth Act
No. 63 ol 1977 721)
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Tho gnide to the Health Act No. 63 of 1977 (1978: 46) states the following about
rehabilitation sorvices |

"For the fitst time speelfic mention 1s made 1n hoalth legislation of rehabilitation on & « Lo e
national level.,." S ‘ - ‘

"The objective of any rehabilitation process should be the functional restoratlon of tho S my T
Individual within the framework of a glven soclety, Medieal rohabilitation rofers to the I ‘ S
process of medical care alming ot daveloping the functional and psychologieat abilitles :
of the individual so ns to enable him to attain self-dependence and to lead an active life, ; ,
Techniques such as phystotherapy, occupational therapy and speech therapy, as well as : o
psychiateic rohabllitation, are ineluded, ., With the advancement of medigal '
technology, moro handicapped people will bo able lo have a large moasure of
indopendance if the communlty and the local authoritics pay special nttention to these d
matters, ., it will bo possible for o handicapped person fo live as full a life as = Y

possible In his envitonmont, Subsidios shall not be paid by the Department of Health : " i
to provido such facilities, v,

"Participation by the community in the planning und rendering of health servlees can
make an lmportant contribution towards thoe devolopiont of the sommunity and the e A
quality and offectiveness of the health sorvices." ' ‘ ‘ v

"Tho Importance to creato adzquate facilitles for the treatment of the chronde slek and
the care for the soclally disabied within the community can, therefors, nov be ,
over-emphasised..,” oo K

The WHQ (1976) states that disability provention and rehabllitation i3 the
responsibillty of the national governmont, Although in South Altica this functlon has
beon delogated to the provincint ndministeatlon and focal anthority.

Orpganised rehabilitation would boe coonomically advantageous:to the community, ’ }3 :
Disability afiects 10 percont of the total world pepulation and is o major modical, ‘ ‘
soolal and economic problem, There are 300-400 million disabled people in the world
of which disability asa result of trauma aecounts for 78 million (WEO, 1976 324),
"Tho provalence of disabled survivors of head fnjury 1s 150 per 100 000 population por
annum (Report, 1982: 1036). Niohols (1975) adds that 1:3 disablod patients woukd
bonelit from rehabillintion to speed recovery, funcion and returt to work. Trunkoy
(1983: 27) adds '

"Ono of the most pronounced doliciencles In trauma cate In the U8, s the lack of an ; : .
Integroted rohabititation systom,"

"Ihe hogpital 1s only ono among & numbor of agencles concerned In rehabliliaiton,.,
olose personal co-operation.,, Is essential in the patent's intorest," (Mindstry of Health,
1938:.2)

v e a5 s e st 857 s Gk -
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Patlents with sovers head injuries place considerable burden on acule hospitals in the
early stage of illness and on many aspects of tho health service for a long time if they
survive Qennott, ot al,, 1977). According to Evang (1981), whenever treatment
becomes tvailable for the prolonging of life a rehabllitation contre should be developed
nearby, Jennott (Levin, of al 1982; 208) has pointed out

“the tremendous offorts expended on intensive treatmont in the oarly woeks after injury
aire often largely wasted by tho failura o provide tho means whereby the full potential
for recovory can bo achioved during the later stages,.",

Evans (1981) emplinsises that the settlng up of a rebabllitation centre is a costly
exerciso and Hirschiborg, ot al, (1976: 186) add

"One of the major obstacles to rehabilltation has been the lack of private or public
fands to support the trentment of the disabled."

Glnuville (nd,) statos that rehabilitation demands outsirip resources and Lowln (1970)
adds that bead injured pationts ean make practical recoverles provided proper provision
is mads for them,

".4ho lack of provision for thelr after-caro lends to unnecessary invalidism, cconomic -

loss to the country and a managenent problem for the hospital services." (Lowin,
1970: 8)

According to Clarke (1977), rehabliitation is & comnunity responsibitity and a task
within the capabilites of the community, The quality of lfe of (he handlcapped 1s
greatly affected by sosloty's willingness and ability to provide the care and servicos
needed (Bond, 1977,

Lavals of rehabilhation,

According to Williams and Lambourne (Glanvilie, n.d), thers should be 16
rahabilitation beds por 100 000 population. Applivablo rehabllitation services may
vary in nature and Intanslty, sccording to the degree of disability and the genernl
condition of the patent (Hirschberg, ot al,, 1976),

There uro slx lovols of rehabilitation:

a Proventive rehabilitation,

b Short torm activities of daily living taining,

¢ Rehabilitatlon of patients with limited disabilities,
¢ Iniensive in-patient rehabititation,

¢ Malutenance corg,

(v Vocationnl rehabilitation,

EEESEIIEEINEES S
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Lewin (1970: 11) states that there must be facilities available to send patients to at the
appropriate times and more so for the disabled to be aware of the avsilabie facilities
(Bond, 1977). Nichols (1980) adds that with good facilities for physical, emotional and
industrial rehabilitation the heas! injured patient is usually able to return to work,
Rehabilitation must be dynamic,

A single continuous process that beging with the onset of the injury and continues
throughout treatment until final resettlement in the most suitable work and living
conditions is achieved (Ministry of Health, 1958), Acrording to Rose (nid.; 182),
"Rehabilitatior. begins as soon as the trauma has occurred."

The early pre-hospital and emergency voom rehabifitation is aimed at limiting the
development of complications (Rimel, 1982), ‘Le,vin, et al, (1082) suggest that there is
a critical phase when rehabilitation produces gains in excess of the natural course of
recovery. - Levin, et al, (1982) add that Lherapeuﬁc trealmerit is most effective if it i3
initiated at the earliest opportunity during the first six months of convalescence.
Nichols (1980) states that with adequate rehabilitation, provided the programme is
started soon after injury, tlie morbidity and duration of disability after head injury
decreases.

The patient must be subjected to the co-ordinated effects of the rehabilitation team from

the time of admission (Ranseen, 1985).

“"The key to the full development of rehabilitation in hospital services is the attitude of

the hospital staff (Minisiry of Health, 1958: 1), Jennett and Teasdale (1981) state that
warm, personalised therapist/patient relationships aid recovery. The WHO (1976)
recommends that rehahilitation should be integrated into primary health care and
rehabilitation methods into the training of all relevant manpower, Nichols (1980)
states that relabilitation is the concum of all physicians and that there is 4 relative lack
of interest amongst the medical profession in the problem of convalesoence. ~ The
WHO (1976) states that the prevention of disability is the responsiblity of all health
personnel, Rotkovitch ((ed.) 1976) states that rehabilitation is a continuous
collaborative affort of & multidisciplinary team as continuity of care is important,
Rehabilifation is centred on the individual and not on the environment (WHO, 1976).
A supportive, calm environment and participation of the patient's family in care will
achieve # sense of security and orientation (Levin, et al,, 1982).

The patient's attitude must be accepting of rehabilitation,

Factors of relevance to patient rshabilitation inciude sex, age, rao¢, past experience,

psyche, anxiety level (Nichols, 1975) as well as
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"“The patient's personality and emotional disposition, his socio-economic situation and
environmental factors at home and at work all have an important bearing on his
eventual rehabilitation,"(De Villiers, 1981: 845)

Levin, et al, (1982) add that the outcome of rehabilitation is also affected by the
patient's intelicctual level, self-insight, motivational level, community and family
reac’tions and pre-injury oceupation {Rose, n.d.). Disturbances of intellect, motivation
and emotion need time for rehabilitation, Bond (1977) and De Villiers (1981) add that
if the injury causes intellectual impairment rehabilitation may become impossible. »
The patient must be consulied-about the primary treatmént anid implications thewof.‘
Realistic goals must be set,

Honesty is _impcrative as the encouragetnent of false hope is an obstacle to recovery,
The patient must be subjected to the effects of group therapy. ’
Rehablitation is not to be regarded as an isolated modality.

Rehabilitation is not to be regarded as the applieation of special techniques; but above
all as a constituent part of the thoughts and actions of all those who are coficerned with
the treatment and - restoration of disabled persons to their utmost capacity, The prifne
concept in rehabilitation medicine is that rehabilitation émbraces the prevention and
cure of disability through various tecliniques or approaches that must be assembled and
co-ordinated.  The concepts and techriques of rehabilitation are applicable in every
phase of care of the acute and chropically ill. The role of rehabilitation technology is
preventive and restorative in nature (Glese & Davis, 1981; Jennett & Teasdale; 1981),
Treatment needs to be conceivéd and planned from the outset, bearing in mind the
probable terminal result and its-effect on the patieni's working capacity and home life,
1t should be intensive, planned for the individual patient and have a background of
dissipline, Nichols (1975) states thai. the advantage of an organised rehabilitation
service is ihe ability to combine iritegratec’! medical and functional assessment with the
co-ordination of the activities of many agencies,

Maximise self-care and independence,

Preserve as many personal and social abilities and as much dignity as possible,
Promote independence in activities of daily living and self-care,

Clarke (1977) states that as soon as the patient is able to get out of bed, he mugst be
dressed in civilian clothing and outdgor shoes,

Maximise mobility,

According to Najenson, et al. (Levin, et al,, 1982; 210), aclive management of the
patient by means of passivé movements of joints, mobilisation, §timulation of
postural reflexes and re-orientation may begin while the patient is still unconscious.

No patient should remain in bed when treatment does not require bedrest,

L
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Prevent deformity by footboards, splinting or other supports (Fanslow, Roiknviteh,
(ed.) 1976; 143),

Take advantage of the beds and devices that provide an cpportunity for position change,
For patients in a wheel chair position should be changed every 20 minutes and for
those in bed at least every two hours,

Whenever possible, the patient must participate in a sitting (Keener & Sweigart,
1984), stand up, walking, or stair climbing programme.

BEvery effort shoald be made to limit the amount of liftiny; by staff,

THE REHABILITATION PROCESS

According to Hirschberg, et al, (1976), irrespective of where the programme is;carried

out the basic rehabilitation process remains the gume,

THERE ARE FOUR STEPS IN THE REHABILITATION PROCESS

Evaluation of the patient's needs.

’ The formulation of an appropriate réhabilimﬂon goal and programme,
’ Discharge planning,

Fallow-up care,

Evaluation of the patient's needs
According to Trethowan (1970), the first step in rehabilitation is to assess the patient's . o :

needs accurately, According to- Mykyta (1978) and Jennett and Teasdale (1981), a

thorough assessment of tie patient that allows for comprehensive diagnoses must be

undertaken on admission to the rehabilitation centre, Thereafter an individualised
ptogramme with specific goals must be developed, Bond (Symposium on head

injuries, 1977) stresses that in order to develop successful strategies to rehabilitate head
injured persons effectively, there must be careful evaluation of the patient's disability, ' o e ’

Lewin (1970) suggests that the patient's needs be determined by a multidisciplinary i Y: S j i
team, A detalled evaluation of the total person, the medical status, disability,
psychosocial circumstance, cconoinio situation and attitude is necessary for & complete B : ,
assessment (Hirschberg, et al., 1976), According to Evans (1981), to allow for settling SRR ‘ : W
in time and re-orfentation comprehensive assessment of the patient must take place two ‘ : |
to theee weeks. after the patient has joined the unit, Nichols (1975) adds that delays in o
making olinical and administratlve decisions about a patient's management is a potont :

cause of morbidity and reduces the chance of an early relurn to work,
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The formulation of an appropriate rehabilitation goal and programme
to bring the patient to optimal functional ability

The setting of realistic goals, by a multidisciplinary team that includes the patient and
family is essential to the succtss of the rehabilitation programme. Unrealistic
axpectatiors may impede acceptance and affect future plans (Jennett, et al,, 1981), To
achieve maximum so-operation and rehabilitation goal setting involves tho settirig of
immediate; intermediate and long term goals (Hirschberg, ot al,, 1976). It is important
to concentrate on the achievement of established goals, new goals must fiot be set undl
stated goals have been aphieved.

According to Evans (1981), heat injured patienys do benefit from an intensive

rehabilitation programme. The rehabilitation programme must be planned to meet the

physical, psychosocial, emotional, spiritual, edycational and vocational needs of the

patient and

v,,.should be adapted to suit the person in his entirgty in the environment in which he
is living." (De Villiers, 1981; 848)

From the outset of the plun it is imperative to beg{n the process of restructuring the
patient's life, helping the patient to adapt to néw circumstances and to accept his new
role (Jennett, 1979). The candidate for rehabilitation needs physical rehabilitation,
psychological and emotional services (Hirschberg, et al., 1976; Prigatano, et al,,
1984),

"“The treatment modalities in the rehabilitation of the head injured patient may be I
beneficial, prophylactic, palliative, harmful or they may have no effect at all." (Bloch, e -
Symposium on head injuries, 1977: n.s.) : AR e Y

The researcher agrees with this statement and believes thal: ' ': e
1, Kuowledge about comprehensive care, including rehabilitation is a pre-requisite to : :

effyctive rehabiiitation, , , ;
2, Tili‘\in‘g for xehabilitation is essential, :

3. Poorly planned intervention may cause-the patient to retrogress ralher than A '
progress as a result of leelings of inadequacy and frustration when faced with tasks -

for which he is ill-prepared or unable to manage.

The programme must be dynamic and motivating in itself (Flirschberg, ot al., 1976),

Within the patient's programme it is necessary to define treatment strategies explicitly,
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Therapentic intervention must be planned to maximise spontancous recovery (Rose,
n,d). The rehabilitation programme must be designed to carry out several (asks
’éimullaneously. Fach task may requive different techniques for accomplishment
(Hlirschberg, ot al,, 1976),

In order to be effective, certain basio principles must be included in planning the
rehabilitation programme:

@ Maintenance of vital fonctions.

(in Prevention of seconddry disabilitics,

According to Hirschberg, et al, (1976), pianning for rehabilitation starts on admission,

nurses in intensive care units are well trained in techniques of preventive rehabilitation,

Jennett and Teasdale (1981) state that the prevention of complications in the first

months of injury is Imperative, Acoording to Bloch (Symposium on head injurics,

1977: ns.), tho following principles were considered in the design of a rehabilitation

model in Hamilfon, Canada:

-« The asscgsment of the patient, by a member of the rehabilitation team in the first
week after injury to set up prophylactic protocols to prevent contractures,
malnutrition, skin breakdown, respiratory and urinary tract infections, deep vein
thrombosis and sensory deprivation,

« The speech theraplst must seo the patient as soon as he/she starts responding to
sensory stimuli, ‘

- The family must be secn early by the social worker for counselling, support and
crisis intervention,

Thus, in the opinion of the researcher, by suggesting the above, quality assurance in

preventive rehabilitation is commenced,

(itfy  Eunsuring effective stimulation and motivation of the patient, to achicve maximum
physical, psychosocial and emotional tecovery.

Accarding to Cross (1977), from the first day after the injury 1L is imporiant to subject

the patient to as much stimulation as is permitted, Doman, et al. (1964) add that

recovery-of the patient depends on stimulation and re-organisation of the brain,

Tho head injured patient must be placed in un environment of tie greatest impingotnent
not the loast, in order to halt physical and intellectual deterioration (Doman, 6t al,,
1964), The patient mnst bo subjected 10 a spectfie training programme of motivation
and stimulation, based on asso:lative learning (Goldstein & Oakley, 1985),
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