
Fluid hom eostasis in the head injured patient is imperative, The age, sex, height, body 

m ass, intake, output, vital signs, hypertherm ia and other metabolic conditions will 

influence the fluid and electrolyte needs o f  the patient. A fter head injury there is 

retention o f  sodium and water and a mild hyponatraemia may ocour (Sodium 130 -1 3 5  
mEq/L), Drug therapy such as steroids and osmotic diuretic agents may lead to an 

electrolyte im balance (Nikas, (ed.) 1982), 40 percent o f  head injured patients have 

dam age in the region o f  the hypothalamus; diabetes insipidus being the most common 

c lin ica l m anifestation (Jennett &  T easdale, 1981: 230). F lu id  and electro ly te  

requirem ents m ust be assessed on a  daily basis and given in physiological proportions 

(Brunner &  Suddartli, 1974: 723), In the acute phase haem atological investigations 

(APPEND IX  T), central venous pressure recordings and radial artery cannulation may 
be required.

F luids used for intravenous administration include dextrose/saline, Blood, plasma and 

blood products are used when indicated (Nikas, (ed.) 1982). R im el (1981), Sherry
(1982) and Bowers (Webster, 1984) do not advocate the use o f 5 percent dextrose water 

as it may aggravate cerebral oedema. In (lie acute phase o f  the head injury fluid intake 

is limited to 1 500 - 2 000 ml/24 hours to prevent overhydration and cerebral oedema 
(Brunner & Suddartli, 1974: Jennett & Teasdale, 1981)/ 60-80ml per hour (W ebster, 

1984), T hereafter fluid intake may be increased to 2  500 - 3 000 m l/24 hours 
(Conw ay-Ratkow ksi, 1982: 208),

Accurate assessm ent and docum entation o f  all intake flnd output is essential, The 

frequency o f  measurement will be determined by the patient's condition and the presence 

o r absence o f  fluid and electrolyte disturbances, In the acute head Injury intake and 
output should bo m onitored one to two hourly, A urine output o f  30 ■ 50 mis, per 

hour should bo m aintained (Sherry, 1982), It may be necessary to insert a urinary 

catheter or use a penile device systom, Routine urinanalysis must bo undertaken on all 

specltnons, Specific gravity is o f im portance if diabetes insipidus is suspected or 
dehydrating agents are used,

Other output that requires noting includes:

Vomltus.

Vomiting is more common in those with less severe trauma and occurs in 20 percent 
o f  head injured patients (Nikas & Tottey, Nilcas, (ed,) 1982; 90),
Nasogastric drainage,

Tiie insertion o f  a nasogasuic tube assists with gastric decompression,
Intraventricular drainage,



Other wound drainage,

T he elimination o f  faeces.

A s straining increases intracranial pressure constipation m ust be avoided (Purchese, 

3977). It is im portant to clieek daily fo r bowel movements and to initiate a bowel 

program m e, Head injured patients are often constipated as a result o f  inactivity and a 
decreased intake o f roughage. M ild cathartics or an enema may be ordered. To avoid 

fluid and electrolyte disturbances and skin excoriation diarrhoea must be controlled. 

C odeine  Phosphate 30 mg six hourly  may be utilized (A nderson, 1984), In the 

op inion o f the researcher, rectal intubation is hazardous in the restless head injured 
patient and should not bo undertaken.

CONTROL O P BODY TEM PERATURE

Nbrmothcrmia (37°C) lias been recommended as part o f the protocol o f management of 
the-head injured patient (Nikas, (cd.) 1982; Sherry, 1982),

A ccording to Lew in (1976), the cerebral oxygen consum ption falls by 25 percent at 

therapeutic levels o f  hypotherm ia (32°C ). A lthough hypotherm ia does decrease 

cereoral metabolic needs it is used infrequently as a means o f therapeutic intervention, 

I f  used to control intraoranial hypertension it is used in com bination with other forms 
o f  therapy (Nikas & Tolley, N ikas, (cd.) 1982),

H ypertherm ia increases the m etabolic needs o f the brain and m ust be vigorously 
com bated in the head injured patient. For each 1°C increase in temperature the body 

oxygen requirements Increase by 7 percent. The body tem perature may increase to 

38°C  for 24-36 hours after head injury (Tyson, et al„ 1978; Connolly & Zcwe, 1981), 

O ccasionally  pyrexia occurs because o f  dam age to the hypothalam us, bu t more 

com m only it occurs as a result o f  infcotion, An exam ination o f  the head injured 
patient to locate the cause o f the pyrexia is essential. Corrective intervention must be 
instituted as soon as possible (Jennctt & Teasdale, 1.981; Vlok & Loohner, 1983),

TH E USE OP ANALGESICS

A ccording to Tyson, et al. (1978), narcotic analgesics and sedatives should not be used 
as they  obscure the post-traum atic  c lin ical course by depressing  the level o f 
consciousness, altering pupillary size and reactivity and they may suppress respiration 
(Budassi & Barber, 1984: 348), Connolly and Zowo (1981) and Dudassl and Barber 
(1984: 348) advocate the use o f aspirin and/or acetaminophen for analgesia,



4 .7

4.7.1

4.7 .2

4.7.3

4.7 .4
4.7 .5

4 ,8

4 .9

P rto r to performing painful procedures on the unconscious head injured patient, adequate 
analgesia m ust bo provided, in order to avoid the hypertension that may result in 

periods! o f  high intracranial pressure because o f  noxious stim ulation (M cD ow all, 
Symposium on head injuries, 1977).

T H E  U S E  O F  A N T I-C O N V U L S A N T S

A nti-convulsants are not used routinely in the treatment, o f  die head injured patient. 
T he indications for the use o f and-convulsants are stated by Tyson, e t al. (1978) and 
Connolly and Zewe (1981) as:

Penetrating iticari injury,

D epressed ta c tu re  of the skull located near the m otor cortox.

A patient, who has had a seizure and shows signs o f  deterioration,
M ultiple seizures.
G .C .S . £ 8 /1 1  .

Various regime,hs o f anti-convulsant tlierapy exist, Antl»convulsants may be proscribed 

fo r those a t risk,; The assumption, once a late fit lias occurred, is that a  continued risk 

exists, even though 20 percent o f  patients enjoy long periods between soizures or 
appear lo go into periods o f remission. Patients at risk from epilepsy arc advised not 
to  drive In the first year after Injury (Jonnett, 1983; 1421),

T H E  U SE 01? A N T IM IC R O B IA L  A G E N T S

T he uso o f antibiotics for open and penetrating injuries o f the oranlal vault is advocated 

by Purchase (1977), Vanhegan (1979) and Connolly and Zew o (1981). The uso of 
prophylactic antibiotics for patients with a fractured base o f skull and/or cerebrospinal 

flu id  leak Is common practice (Jenneit, 1983; Budassi & Barber, 1984: 359), although 
their proven value Is uncertain. M eningitis follow ing a fractured base o f  skull is 
usually due to pneumococctis and thus prophylactic regimens ure em ployed (Tyson, et 
al; 1978).

M A N A G E M E N T  O F  C E R E B R O SPIN A L . FL U ID  L E A K

C linical exam ination o f  the patient lo dotoct a possiblo cerebrospinal fluid leak Is 
essential, especially if  a fractured base of skull, fracture o f the a ir  sinuses or open head 
injury is suspected,



Cerebrospinal fluid leaks can be Identified by one o f the tUlowirig;

T he specimen does not clot,

It spreads when dropped onto filter paper (Vanhegan, 1979).

T he 'ring' sign (Budassi & Barber, 1984:359),

Positive doxtrostix result (Gazssaniga, et al„ (ed.) 1982:284),

H ull and M arrow  (Nikas, (ed.) 1982: 93) refute the  use o f  g lucose test strips fo r 

differentiating cerebrospinal fluid from mucous,

If  a  cerebrospinal fluid leak is present:

It m ust be perm itted to flow freely and must not be packed o r plugged (Vanhegan, 

1979; N ikas & Tolley, N ikas, (ed.) 1982:92),

It m ust he covered with a sterile pad that is changed whon necessary and handled 

asepllcally (Gazzaniga, c ta l., (ed,) 1982; Budassi & Barber, 1984),

The researcher advocates that in order to avoid unnecessary com plications Die above two 

principles be adhered to strictly,

The use o f  prophylactic antibiotics for cerebrospinal fluid leak is advocated by Jennett 

and Teasdalc (1981: 236) and N ikas and Tolley (Nikas, (ed.) 1982: 92) am ongst other 
authors (vide p37).

TREATM ENT 01? OPEN INJURIES

Scalp lacerations are present in 4 0  percent o f  patients attending accident and emergency 

departm ents soon after Injury and may require suturing or debridem ent (Jennett & 

Teasdale, 1981:213), Unconlaminated bony fragments can bo replaced if the operation 

is less than 24 hours after injury, otherw ise at a later stage it may bo necessary to 
perform  a oranioplasty.

ASSOCIATED IN JU RIES

It is important to exclude, rccogniso and U'eat cxtrucraninl Injuries, Whllo the patient is 

in the accident and emergency department a comprehensive assessment, including base 

lino and subsequent observations to locate other injuries and avoid misdiagnosis, is 

essential (Ledinghatn, Sym posium  on head injuries, 1977; G reen, 1984). Hypoxia, 
hypotension, respiratory em barrassm ent and Im unarrhago aggravate head injury 

problems, Hypotension is usually not duo to the head injury par se, but may bo caused 

by scalp lacerations, prolonged resuscitation, sepsis, gaslro-intostlmi! haem orrhage 

and/or abdom inal Injuries (Lcdingham , Sym posium  on head injuries, 1977), The 
performance o f an abdominal lavage or gasuuscopy may bo necessary (Green, 1984),



According lo Jonnett (1978:104) and Tyson, et al, (1978), one third o f all patients who 

aro admitted with a head Injury have another injury, Rlmel (1981) ill a study on central 

nervous system trauma states that 82 percent o f the cases included In the study had one 

or m ore extracranial injuries. 9 percent o f  the head injured patients had an associated 

spinal Injury, In studies undertaken by Jonnett, c t at. (1977) and Rlmel, e t al. (1981a) 
oxtracranlal injuries occurred in 34 percent and 15 percent o f  (lie patients respectively. 

A ccording to Hide (Symposium on head, injuries, 1977), Rime! and Langfilj (19805," 

N ikas ((ed.) 1982), R im ol (1982), Jennott (1983) and  T runkcy (198$), cotiimmi 

associated injuries include injuries o f  the face, chest, abdom en, pelvis, spina, limbs and 

lacerations,

Jennett (1983) em phasises that associated injuries aro particularly common in road 

traffic accidents and aro often overlooked. Sub-optim al m anagem ent o f  extracranial 

Incidents is regarded by Rose, et al. (1977) as avoidable factors that contribute to tile 
death o f head injtucd victims.

5. NURSING

Nursing is defined in terms o f tho depth, scope and quality o f nursing practice that embraces the 

m anagem ent o f  die head injured patient through all phases o f health care and recovery (vide 
1)40/79).

"Nursing practice is a  direct soi'vico, goal directed and adaptable to tho needs o f tho individual, 
fam ily and com m unity during health and Illness. Professional practitioners o f nursing bear 
prim ary  responsib ility  and accountability  for the nursing care  clien ts/patien ts receive ," 
(American Nurses’ Association, 1973: n,s.) ’

"Nursing is a hum anistic science dedicated to com passionate concern for m aintaining and 
prom oting health, preventing illness, and caring for and rehabilitating tho siok and disabled," 
(Rogers, 1971: vll)

Nursing: a South African approach

",„is an area o f study in which an objective, systematic approach to problem identification and 
problem  solving should  be applied in all health care situations w ith  record keeping as tho 
instrum ent w ith w hich and through w hich tho nurse accounts for lior actions as being 
systematic, scientific and within tho framework o f  tho law," (Directive for tlw course lending to 
registration as a nurse (general, psychiatric and community) and midwife: 2)

Nurfclng Is based on a scientific theoretical framework and practical expertise, Nursing embraces 

tho holistic approach to a human being, from prim ary prevention,' throughout rehabilitation 
until ultimate recovery, ,



Basic to the dolivery o f  a quality nursing sofvlco Is the concept o f  tlw nursing process (Yura & 

W alsh, 1973), In South Africa (lie nursing process is referred to as llio "scientific approach in 

nursing" and includes the reporting and recording of activities in the light o f  the nurse's porsonal 

accountability (Directive fo r tho course leading to registration as a nurse (general, psychiatric 

and com m unity) and midwife! 2), M any authors (Davis & M ason, 1979; Jolumson, e t al„ 

1981; Snyder & Jackie, 1981; Conway-Rutkowski, 1982; Purohese & Allan, 1984) refer to the 

value o f  the nursing process, but few  use tho m ethodology to present the com prehensive 
m anagem ent o f tho head injured patient, In tho opinion o f  tho researcher, tho implementation o f 

tho scientific approach in nursing lends itself to more effoctivo correlation o f  theory and practice 

and im proved understanding, thus m aintaining the quality o f  care o f head injured patients, Tho 

use o f  the scientific approach In nursing establishes the basis for independent nursing practice, 
greater responsibility and accountability.

According to Purohese (1977:194),

"Tho brain dam age attributable so tho head injury occurs at tho time o f tho accident and provided 
there aro no complications tho course is one o f recovery, This is true regardless o f the severity 
o f neurological impairment o r (ho duration o f  unconsciousness, Therefore the management and 
nursing care is to keep the patient alive during tho period o f  com a and to m aintain a  careful 
watch for deterioration in what should be an improving situation,"

N ursing m anagem ent is directed a t achieving a good outcom e (Rlmol, 1981), Caring for the 

comatosed head injured patient and significant others is one o f tho greatest challenges In nursing 
(Conway-Rutkowski, 1982),

"Tho im m ediate goal in the care o f  tho unconscious client is to sustain tho highest level of 
w ell-being possible, to maintain life, and to avoid perm anent damage," (Conway-Rutkowski, 
1982:205)

N urses, doctors and tho health team w orking in em ergency departm ents ofton havo a more 

significant im pact on tho outcome o f tho head Injured patient than is realised (Tyson, e t al,,

1978). According to Jolumson, et al. (1981:204), many head injured patlonts who receive

"...proper nursing and m edical m anagem ent/interventions, can recover fully or achieve tho 
highest possible degroo o f  recovery within tho limitations o f their residual deficit,"

Tho rosearchor would like to emphasize the fact tlutt although nursing tho head Injured patient 

involves som e sophisticated apparatus, tho Importance o f  (ho fundamental components o f  basic 

nursing care as suggested by Henderson (19(54) and .Roper (1980) must not bo overlooked, Tho 

lioad Injured patient's very oxistonco and satisfaction o f his/her needs is dependent on the nurso's 
know ledge and expertise, Tho care tho head Injured patient receives from the time o f  injury



(Trunkey, 1983) directly affects tho recovery and futures quality o f  llio Individual's life (Purchese, 

1977s Snyder & Jackie, 1981; Conway-Rutkowski, 1982). This Is supported by the findings o f 

Rose, o| al, (1977) on avoidable factors In head Injury deaths.

Vlolc and Lochncr (1983! 820) add that the unconscious patient requires "conscientious nursing". 
Burger (1983s 4) states that "bekwamo verplccgsorg is benodlg vlr oorlcw iiy" (adequate care Is 

necct'sary for survival). In term s o f  tho scientific approach in nursing "conscientious" and 

"adequate" nursing' require further definition (vide p40/49).

T o avoid repetition* aspects o f comprehensive cars tliat have been considered previously will not 

to  discussed further (vide p23).

S A  S T A N D A R D S  01? P R A C T IC E

In order to provide die m ost favourable nursing climate for m oderate and severely head 

Injured patlonts throughout all phases o f recovery, tho nurse m ust include the following 
standards as described by tht} A.N.A, (1975 a/b, 1976 ,1977 a/b, 1985), Jolumson, et 

al. (1981), Snyder and Jackie (1981), Conway-Rutkowskl (1982) and Purchese and 

Allan (1984) in (lie thompeuttc programme;

5.1.1 Provide a safe environment for tho patient.

5 .1 $  Utilize tho nursing process to determine;

a, The patient's needs,
1:, Immediate, intermediate and long term goals,

c, The specific measures to bo implemented.

d. Patient outcomo.
5.1 .3  Respect the patient as an Individual and provide privacy.

5.1 .4  Protect tho patient from injury,

5 .1 .5  Allow rosl through a co-ordinated comprehensive plan,

5 .1 .6 Ensure adequate preventive and ongoing rehabilitation,

5.1.7 Ensure astute observation o f patient status,
5.1.8 Ensure adequate alveolar ventilation and porfusion,

M aintain tho acid-base balance within normal limits,

5 .1.9 Maintain an adequate cardiac output,

Ensure that the haemoglobin mid hacm otocrit are stable and within normal limits (vide 
p<l45),

5 .1.10 Maintain cerebral perfusion and intracranial pressure within normal limits (vide p443),
5 ,U l  Promote maximum neurological functioning,



5 .1 .12 Prom ote maximum function o f  other body systems! such us the Integumentary system, 

m usculoskeletal system and gastro-lntostlnal system,

5.1.13 M aintain fluid mid oiectrolyte balance within normal limits,

5 .1.14 M aintain nuttsuon aiul body m ass within normal limits,
5 .1 .15 Ensure adequate elimination,

5 .1 .16 Provido routine care o f  the unconscious patient (vide p432),

5 .1.17 Maintain adequate hygiene,
Lack o f porsonul hygiene makes re-socialisation difficult (Evans, 1981). Ensure that 

the patient is infection free.

5.1.18 Introduce and promote tho concept o f self-care (Orem, 1980).

5 .1.19 Promote maximum independence:

In activities o f  dally living,

Prevent disuse and misuse phcnomona,
Si 1.20 M axim ise mobility,
5.1.21 Administer m ed ia tions as ordered.

5 .1 .22  Ensure adequate communication to decrease patient and family anxiety, Speak around 

and to tho client as if every word is comprehended.

5.1.23 Provide psychological support.
5 .1.24 Cope with behaviour problems,

5 .1 .25 Provide sufficient effective m otivation and stimultuiori o f  tho patient,

5 .1 .26 Involve significant others as participants In patient care.
5 .1.27 Ensure adequate discharge planning.

5.1.28 Ensure adequate pfttiont and family teaching.

5.1.29 D ocum ent base line status o f all blopsychosoolal capacities o f  the patient at regular 

intervals.

5 .1 .30 Evaluate and analyse changes, bo they positive or negative.

Tho fundam ental principles o f  Impotnmeo relating to tho nursing 6 f the hoad injured 

patient are generally accepted, The diversity is not in tho actual intervention required 

but In the frcquoncy, adequacy, competence and offoctivoness o f tho care provided (Vlolc 

& Loolmer, 1983; Tucker, et al,, 1984).

5 .2  P A T IE N T  A S S E S S M E N T

To avoid  repe tition  tho rosearchor has chosen  to prosont P A T I E N T  

A S S E S S M E N T  here,

Although tho stress Is on neurological assessm ent It is as well to remomber that tho



neurological examination is a component of a thorough systemic examination o f the 

head injured patient (Uazsaniga, et al,, (ed.) 1982; Nikas, (ed.) 1982). The standard 

history taking and examination o f 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, 

f  implications and irreversibility o f pathology is essential (Johanson, et al., 1981).

"There must be anticipation, prevention, recognition, reporting, and recording o f  all 
deviations in function,” (Ricci, Nikas, (ed,) 1982:26)

Acourate observation will lead to improved morbidity and final patient outcome 

(Burger, 1983). As patient observation is one of the chief responsibilities o f  the 

neurosurgical nurse and is imperative to the well-being o f the patient (Abelsotl, 19fi2), 

literature pertaining to the observation of the head injured patient is reviewed,

The nurse is the practitioner who is with the head injured patient around the clock and 

assessess the patient most frequently. As the neurosurgical nurse accepts responsibility 

and accountability for independent professional practice, improved assessment ability is 

mandatory to the delivery o f optimal patient care (Tyson, et al., 1978). The researpher 

believes the essence of quality nursing to be competent assessment ability, Therefore 

the nurse needs to undergo skills training in the assessment o f head injured patientii, so 

that the findings may be incorporated as part o f 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 o f the significance of 

accurate assessment, to facilitate sound judgements regarding the need to summons 

medical assistance and/or the institution of therapeutic intervention. According to 

Ricci (Nikas,(ed,) 1982), the quality of patient care and the type of management will be 

greatly influenced by the nursing personnels' ability to evaluate subtle changes in the 

patient's clinical status, This view is supported by Jennett (1978) who states that the 

decision to operate or to employ non-surgicai methods o f controlling in tra c ra n ia l  

pressure depends on the detection of a deterioration in the level of consciousness or an 

increase in intracranial pressure.



An accurate initial assessm ent m ust be conducted and recorded to determ ine any 

deterioration in the patient's status (Jennett & Teasdale, 1981,). Perhaps to avoid 

unnecessary repetition and disturbance o f  the patient, i t  w ould be possible for the 

physician and nurse to assess the patient simultaneously, to establish a baseline status 
that is essential for future decisions o f a medical o r nursing nature.

In order to appreciate how to perform neurological observations the nurse must proceed 
through the observations under the supervision o f  a  registered nurse until such time as 

he/she is able to conduct the assessm ent adequately on his/her ow n (Purchese, 1977). 

To ensure uniformity o f  assessm ent Davis and M ason (1979) and H ravnak (W ebster, 

1984) suggest t o t  a t the beginning and end o f  each sh ift the nurses should assess the 

patient together. Purchese (1977: 89) also suggests that While testing the patient the 

nurse m ust read the previous observations and report variations.

According to Jennett and Teasdale (1981), Abelson (1982), Lew is and Collier (1983) 

and Tucker, e t al, (1984), all o r som e o f the following param eters need to be assessed 
initially and/or at regular intervals according to the patient's condition.

TABLE 3 rtf

M onitoring pa tien t status

Neurological observations Vital signs Miscellaneous
Behaviour changes 
Cerebral p-arfuslon . 
Cerebrospinal,fluid leak 
Oran al nerve funotlon Headache 
ntreoranial pressure 

Level of consciousness 
Meningeal Irritation 
M otortunotbn  Nausea and vomiting 
Pupils
Seizure aotlvlty 
Spnsorv funotlon Visual disturbance

Blood pressure
PerfusionPulse
RespirationTemperature

Drug reaction 
Elimination 
Rydrat on 
Perfusion . , 
Psyohologloal status 
Skin ,

The monitoring o f  a head 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 tho patient's status. The frequency of 

assessm ent o f  the patient's neurological status and vita) signs w ill depend on the 

patient's condition, the doctor's orders and the discretion o f the registered nurse and may 

bo perform ed a t 5 - 60 minute intervals (Abelson, 1982), M any authors slate that 
observation o f  the patient must be carried out a t 'frequent intervals' or 'constantly' but 
they do not slate the standard frequency o f perform ing tho observations (Brunner & 
S-uddarth, 1974; Young, 1981; Vlok &  Lochner, 1983),



T A B L E  3 :7

S ta n d a r d s  fo r  th e  f re q u e n c y  o f a sse ssm e n t o f  th e  n e u ro s u rg ic a l  p a tie n t

Observation Hoad Injury Altof neurosurgery Alter craniotomy Clwonic 
uncomplicated casos

Acuto pltaso Ongoing
phaso

Ffrsl six 
hours

Eigth
day

Naorolo^cii) observation 
(Uslttg ttn> G.C,S.)

15-30 mlnuto 
intervals

2-4 hourly Evory 15 mln. 
for 1st si* hm 
then hall hrly,

DO 1st day evory 15 minutes 
thon half hourly;
2nd day; hourly!
Alter 2nd day: 2 hourly; 
4th day; 4 hourlyj 
After o days: discontinuedPupils ‘ V 15-30 mlnuto 

Intervals
2-4 hourly Evory 15min« 

forlstGhra 
thon half hrly.

BO

Blood pressure 1S‘30 mlnuto 
intervals

2-4 hourly Evory 15 mia 
fo rls ieh re  
then half hrly.

BD BD

PUse 15*30 mlnuto 
(ntorvals

2-4 hourly Evory 15 min. 
for1st6hrs 
then hall hjly,

BD BD

Respiration 15*30 mlnuto 
Intervals

2-4 hourly Evory 15 m2n, 
lor 1st 6 Iks 
(Iran liall hrly.

E)D BO

Chosl auscultation 2-4 hourly 2-4 hourly Every 16 n\in. 
for 1st6 lira 
than hall hrly,

BO

Tempo rabJro 2*4 liourly 2-4 hourly Evory 15 mln. 
for 1st 0 hro 
thon hall hrly,

BD BD

(Tuchor, ot 0*.| 1904) (Coptetono, 1000) (Purchooo, T977)

There is no universally accepted method o f  assessing, recording o r reporting alterations 
inneuro logical status,

5 .2 .1  L ev e l o f  c o n sc io u sn e ss  

T A B L E  3:8

G la sg o w  C o m a S ca le  (G .C .S .)

E ye opontng B es t m otor response B est Verbal response

S p on tan eou s 4  
To  sp eech  3  
To  pain 2 
Nil 1

4

O b ey s  com m ands 6  
Localizes to pain 5 
W ithdraw s to pain 4  
A bnorm al flexion 3  
E xtenso r response 2 
Nil 1

O rien ta ted  5 
C on fu sed  conversation  4  
Inappropriate  w ords 3  
Inco m prehen s ib le  sounds 2
Nil' 1 

5
TO TA L  (15) 6

(Tonndalo & Jcnnott, 1974; Jcnnotl & Tonsdalo, 1981:82).



T he G.C.S. (Teasdale & Jennett, 1974) Is a sim ple m eans o f  assessing and recording 

level o f  consciousness and is recommended for use by the researcher.

"Each aspect o f behaviour is described in terms o f a defined series of responses which 
indicate degrees o f increasing dysfunction." (Jennett, e t al., 1977:295)

The G .C.S, is advantageous as it is a Uniform, com prehensive and objective means o f 
recording level o f  consciousness, perm its continuous evaluation and is sensitive to 

sligh t changes in level o f  consciousness (C onnolly & Zew e, 1981; Jennett, 1983). 

R im cl, e t al. (1981a: 2,22) state

"This scale  has becom e a standardised m ethod o f  grading the severity o f neurological 
deficit with reproducibility between observers." ,

The G .C .S . is used nationally and internationally to assess level o f  consciousness 
(Abelson, 1982; Jennett, 1983; Purchase & Allan, 1984; Tucker, e t al„ 1984) and has 

im proved the understanding o f outcom e in the early days after the head injury (Evans, 

Sym posium  oh head injuries, 1977). It is im portant to rem em ber that the G.C.S, 
records the best response and does not consider the poorest response, therefore the fact 

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

C onnolly  and Zew e (1981) state that in institu tions that use the G.C.S, it is the 
nurse's responsibility to understand its grading and scoring. According to Jennett 
(1983), the nursing staff must be clearly instructed not only in what to look for, bu t in 

w hat circumstances further action is required. ■

T he u se  o f  the G .C .S. perm its the  observer to recogn ise  degrees o f a ltered  

consciousness while avoiding ill-defined term s such as sem i-conscious or stupor 

(Jennett, 1983; Vernberg, e t al., 1983; Purchase & Allan, 1984). O ther classifications 
o f  level o f  consciousness include the Ransohoff and Fleischer's classification (Fischer, 

e t a l., 1981; 921) and Schreibcr and V lok (1982: 536) who describe level o f 

consciousness in terms o f alert, drow sy, stuporous, com atoscd, purposeful and 

non-purposcful movements, Fischer, e t al, (1981) suggest R ansohoff and Fleischer's 

classification is comprehensive and easily understood,

The researcher believes these ter ns to bo ill-defined and confusing and therefore they 

should be avoided, Brunner and J,uddarth (1974) and Davis and Mason (1979) agree that 

there is no unanimity in the moaning o f  the terms alert, lethargic, stuporous and



com atoscd. Tlioy suggest ihul it is preferable lo describe ilic patient's behaviour anil 

wakefulness in descriptive terms rather than numbers or words.

T he m ost im portant factor in assessing tho level o f  consciousness is that w hichever 

m ethod is adop ted  for assessm en t and record ing  it m ust be sim ple, easily  

understandable, uniform, accurate, reliable and the trend o f tho patient's clinical status 

m ust bo easily recognisablo (Abolson, 1982). It is .imperative that staff iri a particular 

un it em ploy tho sam e moans o f  noxious stim ulation to o licit responses to painful 

stim ulation; romoinbor that the patient must not be assaulted during testing, Although 

there are other means o f  testing painful sesponse the researcher believes finger nailbod 

pressure to bo tho m ost satisfactory method (Jonnott & Teasdalo, 1974,1981; Davis & 

M ason, 1979; Vanhegan, 1979; Gazzantga, ot al., (cd.) 1982; 289; Vcrnberg, e t a l„  

1983; 34; Purchcso & Allan 1984).

2 P u p ils

Pupil size, direct arid consonsual light roflex m ust bo assessed, W hen assessing tho 
pupils it is necessary to use a  torch o f 22 lumens (Lipsohius), Tho reoording o f pupil 

size may bo done in terms of:
M m 2 m easured against the actual size o f the patient's pupil (Snydor & Jackie, 1981: 

144).
A pro-measured sot o f pupil sizes (Jemiotl.& Teasdalo, 1981:82),

Coded numbers (Abolson, 1982).
It is im portant to note and report;

Tho equality and the reaction o f (lie pupils.

The dilating pupil.
Any swelling o r discolouration o f  tho oyos and eyelids (Vlok &  Lochncr, 1983:821),

I t is likew ise Important to rem em ber that the interpretation o f findings regarding pupil 

size and reaction can bo difficult, because pupil size and response are sensitive to a range 

o f  different influences (Jonnott & Teasdalo, 1981: !H).

3 M o to r  fu n c tio n

W hen using the G ,C ,S„ motor function in terms o f  tho best m otor response lias been 
assessed, further observation o f the patient's motor response is required, According to 

Jonnott and Teasdalo (1981: 81), when assessing m otor function it is essential to assess 

all four Mirths individually and comparatively for asymmetry, pow er, tone, position and



reflex response, To simplify the recording o f m otor funotlon the various aspects o f 

function cun bo coded (Abelson, 1982) or specific term s used to describe the response 
(Jennett & Teasdale, 1981:92),

.4  V ital signs

The vital signs o f blood pressure, pulse, respiration and temperature provide a great deal 
o f information regarding tile patient's general status and  may profoundly affect his/her 

outcom e (Nikas & Tolley, .Nikas, (ed.) 1982) (vide p83), According to Brunner and 

Suddarth (1974) and Purohese (1977), changes in neurological status may be reflected 
by changes in the vital signs o f  blood pressure, pulse, respiration and temperature, 

Jennott, et al, (1977) state that although certain changes in vital signs are traditionally 

associated with sevore dysfunction o f the brain they a re  not considered as reliable 

indicators o f  brain stem function. Respiration is the m ost reliable as the pulse Is too 

insensitive  and the tem perature too sensitive being  altered  by o ther variablos 

(U psohilz). I f  any abnormalities are present the rate, rhythm  and deptli o f  respiration 

m ust be recorded for one m inute (Purohese, 1977: 91). Tiie tem perature o f  an 

unconscious patient must be taken per axilla or per rectum  (Vlok & Lochnor, 1983), 

Tho m ost accurate method o f  assessing temperature i5 by means o f  an electronic rectal 

probe (Abelson, 1982), The method o f  assossiojj. tho patient's tem perature m ust bo 
recorded, ^

5 R ecording observations

A belson (1982) stresses that if  findings are to be o f  diagnostic and prognostic value 

they must bo assessed and recorded honestly, uniformly and accurately, Early diagnosis 

and prom pt intervention based on observations recorded may profoundly affect the 
patient's recovery and rehabilitation.

According to Purohese (1977:93), many hospitals have 'poor' (Inadequate) neurological 

observation charts that do not allow for adequate w ritten comment, W hore accurate 
charts are maintained the physician is able to see the patient's condition a t a glance 

(V lok & Lochnor, 1983), As nurses utilize tho observation  chart it is their 

responsibility to dovolop such charts, Vanhogan (1979) states that it is usually tiie 
task o f tho nurse to maintain the observation chart,

W ritten reports o f tho patient's status, a t appropriate intervals, are vital if  gradual 
v a ria tio n s in the pa tien t's  cond ition  are  to be observed , A ocord lng  to



C onw ay-R utkow ski (1982; 207), tho CJ.C.S, is only in tended to supplem ent the 

com plete  neurological assessm en t process and  should  bo incorporated  in io  a 

neurological observation chart as presented by Jennetl and Teasdale (1981: 82), Abelson

(1982) and Sherry (1982), Recordings o f  b lood pressure, pulse, tem perature and 

respiration may also bo Incorporated, Purohese (1977) sU'esses the need for graphic, 

sym bolic rattier than verbal representation o f vital signs so that gradual changes can be 

appreciated and comparisons made,

T he nurse m ust bo aware o f the importance o f accurate and prom pt reporting o f any 

variations that ocour (Purchase, 1977), U niform ity  in assessing , recording and 

reporting observations to m aintain Ihe continuity and the quality o f  care is essential. 

A ccurate assessm ent o f tho head injured patient enables tho medical practitioner and 

nurse to formulate respective diagnoses.

5 ,3  T H E  NURSING PROCESS

T he  f irs t step  of the n u rs in g  process is to estab lish  n u rs in g  
diagnosis/cs applicable to the particu lar patient.

R egular assessm ent o f the patient, by tiio prim ary nurse m ust ocour, After the nurse

has com pleted a com prehensive assessm ent o f  the head injured patient and recorded

findings, nursing diagnoses relating to tho real and potential needs o f tho individual

patient m ust bo formulated,
Insight into tho needs o f tho head injured patient, knowlodgo and understanding o f  tho 

patient's dlagnosis/os will incroaso the nurse's ability to organiso and sol. priorities of 

care (Connolly & Zewo: 1981), Establishing nursing diagnoses is fundamental to tho 

planning o f  proscribed nursing intervention,

Detailed presentation of the nursing diagnoses related to head injury arc to bo found on 
page 432,

\



T A B L E  3:9
N u rs in g  d iag n o se s  p e r ta in in g  to  hend  in ju ry

Nuislno diagnoses In relation to the pallent

physical condition Psycholoalcal/Emotlcmal condition Homo environment, social condition
and spirituality

Altorod kivol ot oonsctousiwss, Annloly, Impaired yoibal communication,
Alteration In Intracranial pressure,‘ Fear, Social Isolation,
Alteration In cerebral poiliw lon,’ Grlovlno. ■ Impaired homo malntonanoo management,
Ronplmtoiy dysluncllon, Impaired thought procoKvoo, ' Mattero ol i^lriiualily.
Polonllal (or oullocatlon, Lack o| Knowlodoo.
Altorallon In cnrdlao output, Sensory -  porcoptual nllorallon.
Mstntonanco ot body llulda, Maladaptive coplno paltoms,
flu id  volumo dollclt, Altorallon In so# conoopt,
Nutritional adoration, Manipulation,
Impalnnerit ot digestion. Non-compHaneo,
Impairment ot Urinary elimination, Altorallon In parentlno,
Adoration In bowel olimlnntlon,
Alloration In soll-caro ndlvllles,
Impairment ot mobility,
Alteration In comloit,
Impairment ot chin Intogrlty,
P dentlal tor ln|ury or trauma,
Oycrliyihm Iri sloop and rest activity.
Alteration In pnllomc ot sexuality,
Motivation and stimulation ot pnllont,’

Nursing diagnoses In relation lo tho Inmlly

Anitloly,
Poor,
Grlovlno,
nolo disturbance,
Alteration In parenting.
lo vo l ol kriowledgo,
Adequacy ot lamlly proceus,

| Adequacy o| totally coping.

* Tho researcher hao added these nurslno dlaonoses lo the (1st prosontod by DuOm  (1008; 125)

Tine rscxt s te p s  o f  th e  n u r s in g  p ro c e ss  a re  th o se  o f  p la n n in g  a n d  th e  
im p le m e n ta tio n  o f  th e  th e ra p e u tic  n u rs in g  c a r e  p lnn .

Neurosurgical primary nurses (Engstrand, 1977), clinical nurse specialists (Backsheidor,

1971) and practitioner teachcrs (Christm an, 1979a), ns a resu lt o f  thoir specialised

know ledge and clinical expertise, have a direct effect on tho im plem entation o f  tho

nursing caro plan. Tho p lanning for and  im plem entation o f nursing in tervention,

according to  the needs Of the patient involves direct (m aintenance o f hygiene, technical

skills, m onitoring o f patient status, basic nursing practice and patient counselling) and

indirect patient caro (patient and family education, planning and participating In patient

care rounds and conferences and time spent evaluating patient caro plans and tho quality

o f  caro). *

Tile quality o f  the caro received by tho patient will depend on tho im plementation o f  a 

comprohonsivo co-ordinated plan o f  nursing caro that is realistic and individualistic In 

approach, taking into account tho physical, psychological, social, emotional, spiritual,



educational and economic needs o f the patient and significant others as well as the 

physician 's prescription and the medical regim en (vide p23), Co-ordinated nursing 

intervention will prevent repetition and reduplication o f time and effort (Rimol, 1981).

The actual implem entation o f  the nursing care plan w ill depend on the m ethod o f  

nursing assignm ent practiced in the particular institution;

- Prim ary nursing,
- Total patient care.

- Team nursing.
- Functional assignment.

- M ixed assignment,

T h e  fo u r th  s to p  o f  th e  n u r s in g  p ro c e ss  is th a t  o f e v a lu a tio n .

Evaluation is  two-fold and takes place In terms o f  nursing onto and patient outcome, 
Care delivered must be evaluated in terms of structure, process and patient outcome and 

m ust lie measured against an accepted "et o f  standardised objective criteria (vide p6'6).

T h e  s c ie n tif ic  a p p ro a c h  in  n u rs in g  a d d s  a  f if th  f a c e t to  the  n u r s in g  
p ro cess , th a t  o f  uocum entfttion  (vide p48/7O/75/105),

S .4 T H E  N O R S E  AND R E H A B IL IT A T IO N

Rolkovltch « ed .)  1976) and G icse and Davis (1981) state that mursos m ust have an 

overall concep t o f the rehabilita tion process (vide p93). In the opinion o f  the 
researcher, in the rehabilitation setting, in order to fulfill the various roles o f care-glver, 

sooial counsellor and mother (Hlrschborg, e t a l„  1976) that the nurse assumes during 

the d ifferen t phases o f  rehabilita tion (R hnon, 1979) sound, scientifically  basod 
knowledge to maintain nursing excellence is necessary,

5 ,4 ,1  T h e  goa ls  o f  r e h a b ili ta tio n  n u rs in g  in c lu d e :

a, T he nurse's philosophy in rehabilitation Is one o f self-care (Hlrschborg, e t al„ 1976: 
94; Orem, 1980) and wellness (Close & Davis, 1981);

(1) To promote maximum independence (Kclly-Ilayos, 1980).

(li) To preserve physical function (Kolly-Hayes, 1980).

(iii) To minimise residual dysfunction and deformity through export nursing and preventive 

measures (Rolkovltch,(ed.) 1976),



Fundam ental lo tho concept o f self-care is that the individual is tho self-care agent 

(C linton, c l a l ,  1977), tho key participant In the attainm ent o f  hcalth/w ellncss and 

responsible for his/her own caro (Giose & Davis, 1981), Orem (1980: 35) doflnos 

self-cam as

"...tho practice o f  activities that individuals initiate and perform  on their own behalf in 
m aintaining life, health, and well-being,11

Universal self-carc and health deviation self-care aro o f concern and are applicable to the 

h»ad in jured  patient. R ehab ilita tion  nursing placos tho stress on the patient's 

Independence, or if this is not possible, teaching tho patient to direct others to provide 

the necessary care (Edmonds-Hill, 1977).

To m axim ise physical, psychological, social and econom ic woll-boing o f tho patient 

and the family,

Tho nurse In tiio rehabilitation sotting is unablo to deliver total patient caro unless 

he/she understands the physical, psychological, emotional, social and spiritual being o f 

the patient (Rlmon, 1979),

,2  The responsibilities of the nurse in rehabilitation

F or the purpose o f reviewing tho literature the rosenvohcr has separated tho rolo o f  tho 

rehabilitation nurse ( i.e. one who works in tho-rehabilitation sotting) and the rolo o f 
tho rehabilitation clinical nurse spo ?ialist (i.e. one who has specialised and has export 

knowledge regarding rehabilitation nursing), In tho ovont that there is no clinical nurse 

specialist a merging o f roles will occur, ,

The rehabilitation  nur«o

To develop a  plan o f nursing service, based on the nursing process,
A ccording to Rotkovitch ((cd.) 197(5), com petent observation, evaluation and team 
input go into tho Institution o f  a nursing caro plan. Q uigley (1981) suggests that the 

nursing process bo used to docum ent the rehabilitation process:

> To evaluate the patient’s self-care ability on admission,

« To identify problems o f self-care.
- To utilize the nursing team lo moot tho needs of tho patient,
•• To re-toach and educate Hie patient,

- To evaluate tho potlont's response,
To ensure a safo arid comlbriablo onvlronmont for tiie patient,



Ensuro that the environment is conducive to physical and menial well-being. In order 

to assoss actual ability oven if  there is a risk involved, tho am ount o f assistance by 

nursing staff m ust be minimal,
To prov ide  diroot nursing sorvlocs to m aintain optim al physica l and m ental 

functioning, .

A ccording to Evans (1981), aspects o f  direct nursing service include those activities 

that tho patient is unable to perform , FOlsohor (1974) and Rlmol (1982) stress that 

rehabilitation involves the prevention o f disabilities, During tho aouto phase tho nurse 

is responsib le  for preventing secondary disab ilities and for sim ple rehabilita tive 

measures such as activities o f  daily living, self-care, com m unication, transferring and 

m obility (Hlrsohberg, et al„ 1976),

To establish a supportive relationship with tho pationt and/or family.
There m ust bo an informal respectful relationship between tho pationt and staff (Evans, 

1981). Tho nurse must adopt a holistic approach to tho patient and be aware Of tho 

interdependence of mind and body in tho health and/or disease process (Rimon, 1979), 

Tho psychological needs of the pationt and tho ralo o f  the nurse in this regard expand as 

the pa tien t is  Institutionalised fo r a prolonged period, To tho pntluiit, the nurso 

represen ts tho one who m inisters m ost in tin)os o f physical, psychological and 

em otional stress (Rimon, 1979),

A ccording to Rimon (1979), in order for tho nurso to bo therapeutic she requires 
psychological knowledge and skills and must'.

« Anticipate and/or perceive the patient's needs,

- Com m unicate with tho patient and encourage tho patient to express himsolf/horsolf;
Listen to tho patient,

Be sensitive to the patient's anxiety and fears,
Discuss tho patient's thoughts and footings,

- Bo nan-judgemental and accepting o f tho pationt,

» Counsel and/or offer encouragement and emotional support,

- M otivate tho patient to tho goal o f  Independence,

• Strengthen ilw p l a n t 's  self-respect and bring the patient to his/her full potential.
- Explain treatment h  ,1 procedures.

Help the pationt to adjust to hospital.
- Perforin reality orkmtadon,

* A ssist with tho improvement o f  cognitive skills,
- Deal with mood disturbances,
« Institute behaviour modification,

- A ssist with tho social integration o f  tho patient (Ffllscher, 1974).



- M ake referrals when accessary.

Participate in retraining activities in self-care.

The nurse m ust help the patient to overcom e and/or com pensate for the lim itations 

imposed by tho presont, health situation on solf-care (G allant & M cLane, 1979; Orem,

1980). Tho iiurso m ust assess the patien t's  ab ility  for solf-care and m obility . 

Kolly-Hayes (1980) utilizes the Barthol Index for assessing solf-care activities and for 

planning therapeutic intervention In m ultiple sclerosis victim s. In tho opinion o f tho 

rosoarchor, nurses should use this or a sim ilar index to assess self-care ability and 

mobility o f  tho head injured patient on admission and tit regular intervals thereafter.

The nurse m ust teach tho pationt to becom e as Independent as possible (Orem, 1980), 

According to Evans (1081), tho patient m ust bo allow ed sufficient timo to com plete 

activities, thus programme flexibility Is required, Self-care charts may he maintained at 
die bedside.

Provide health teaching to n o o t the noeds o f tho individual and tho family (Evans,

1981),

Record and report patient status, the plan o f care and findings.

According to Trcihowan (1970), in early rehabilitation the health team must not allow 

the pationt to decolvo thorn into believing ho is m uch bettor. Tho physician and 

therapists aro only with tho pationt for a short period a day, therefore they roly on tho 

narco to record observations for planning rehabilitation strategies (Anwar, W %  The 
nurse m ust dooumt«)l progress, sultans, reactions, recovery plateaus (Rilschor, 1974) as 
woll as changes to tho rehubHitatloti-vogrammo,
Assist w ith discharge planning, ■

Discharge planning works towards tho f&mtoiatlon of treatm ent and Ir.dopendenco and 

Includes support, acceptance, redefining goals and role responsibility, Acsordlng to 

Jacus (1981), discharge planning starts on tho day o f  atim te^on, Jonos (1979) suggests 
that the assigning o f  head injured patients to outcom e groups allow s for advanced 
discharge planning,

Evaluate care In terms o f pationt outcome,

Criteria must bo developed to measure oniy In the relwblHwUon setting, Edmonds-Hill 

(1977) suggests that quality o f care bo assessed in terms of what the pationt can do for 

himself, the quality o f  life, activities o f dally living and function. The program m e 

m ust also bo evaluated In order to assess whothor goals are to ln g  m ot (Stevenson,
1979),

Support therapy initiated by all m embers o f  tho health team (B runnw  & Suddariih, 
1974),



C o-operation  allow s for co n sisten t approaches to care  and less professional 

interpersonal friction. It is often the rehabilitation team that provides the stimulus for 

m otivating the patient's rehabilitation, therefore close co-operation is essential (Evans, 

1981). According to Evans (1981), resentm ent in nursing occurs because the nurse 

cares for the patient 18 hours out o f 24 and the nurse's opinion is not sought.

To be team colleague (vide p22)»
T he nurse m akes an  essential contribution to the  m ultid isciplinary  health team . 
A ccording to M inor and M acauley (1981), the nurse should assess the patient for 

adm ission to the rehabilitation unit in terms of:

T he ability o f the patient to benefit from rehabilitation.

The patient's medical status,
T he patient's present and potential level o f  function.

The extent to which the patient can follow directions.

T he ability o f  the nursing staff to provide the care needed,

C linical nurse specialist in rehab ilita tion

The prim ary responsibility o f  tho clinical nurse specialist in rehabilitation

"is to aid ,,, c lien ts in the reconstruction  o f  the ir lives by providing h ighly  
individualised, personalised nursing  care to m esh w ith their medical regim ens," 
(Fanslow, Rotkovitch,(ed.) 1976:143)

T he advantages o f  utilizing a clinical nurse specialist in the rehabilitation setting are 

that there is a better nurse-patient ratio, better nurse-patient-family relationship, greater 

understanding  and continuity o f  care (R otkovitch , (ed.) 1976). A ccording to 

Edm onds-Hill (1977), R iley and M oses (1977), Ozga (1978), W illiamson-Kirkland and 

B em i (1980) and Giese and Davis (1981), the scope o f practice o f the clinical nurse 

spec ia lis t in the rehabilita tion  se tting  includes a ll o r som e o f  the fo llow ing  

responsibilities:
The clinical nurse specialist is autonomous and works across the field.

Provides continuity of care during hospitalisation and after discharge.

Utilizes the nursing process to plan and initiate the nursing programme:

- Identifies patient's rehabilitation needs,

- Sets goals,
- Draws up master nursing care plans.



The m ain responsibility o f  the clinical nurse specialist is to the patient and family 

(Riley & M oses, 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 staff (Rotkovitch, (ed,) 1976);

- Counselling and support group for staff.
- Resource person.

- Staff growth and development.

- Staff education,

Team responsibility:

- Co-ordinates health team activity,
T he c lin ica l nu rse  sp ec ia lis t b rings in sp ec ia lis t therap ies and m odalities 

(Rotkovitch, (ed.) 1976). In out-patients according to the needs o f  the patient, the 
clinical nurse specialist co-ordinates the healdi team services (Giese, & Davis, 1981),

- Collaborates with team members (Rotkovitch, (ed.) 1976).

- Liaises between the patient and team members,

Com m unity responsibility:

> Com m unity contact.

- U tilizes community resources.

•* Public education.
Co-ordiriadon,
Communication,

Consultation,

The responsibility  o f the rehabilitation nurse lies m ainly in the execution o f direct 

patien t care; whereas that o f  the clin ical nurse specia list lies in the p lanning, 
consultation and co-ordination o f care with responsibility primarily to the patient and 
the family, For further discussion o f the role o f the clinical nurse specialist vide 
APPENDIX U.



6. ASSURING NURSING QUALITY

Walton (n,d.: 32) states

"Society grants to professionals the authority  over functions vital to  them and perm its... 
autonom y in  the control o f their own affairs. In  return, the professionals are expected to aot 
responsib ly , alw ays m indful o f  the  publio trust. Self-regulation  to ensure quaiif,y o f  
perform ance is at the heart o f that relationship, If  the concept of providing safe, therapeutic, and 
cost effective care is valid, then nurses m ust assum e full responsibility for appraisal and control 
o f the care they provide."

In the opinion o f the researcher, the quality o f care given to art unconscious patient may literally 

mean the difference betw een life and death. Tlius, ensuring excellencc in  lh<ji management of the 

m oderate and  severely head injured patient is im perative, This entails m aintaining a high 

quality nursing service from die day o f adm ission until ultimate recovery or peaceful death of 

{lie patient.

H ie  D irector o f  Nursing must be in top m anagement to act as an advocate for quality care and to 

ensure standards o f excellence are set and maintained by those in the service (Lewis, (ed.) 1981),

6.1 T H E  RESPONSIBILITIES OF TH E NURSING SERVICE INCLUDE:

6.1.1 T he provision o f  a quality nursing service (Lambertsen, 196')).

6 .1.2 The promotion o f  safe, therapeutic effective nursing care through:

a, The development and implementadoii o f established standards o f  nursing practice.
b. T he planning o f  each patient's care and the effective im plem entation o f the plan 

(J .C .A .I i, Ram ey, 1973: 28/29),
6.1.3 The provision o f  staff, facilities, services, educational program m es and an atmosphore 

oonduoive and sufficiently motivating to achieve excellence in care,
T he nursing departm ent/service should be organised in such a  way as to m eet the

■ nursing cure needs o f  patients (Jemigan & Young, 1983),

"The unique contribution o f nursing lies in the composite set o f  activities performed by 
nurses over time with patients and families." (Hegyvary, 1979:113)

N ursing is therefore responsible for the quality o f  caro provided by its professional 
practitioners (Phaneuf, 1964),
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"W e, as nurses, are committed to tho patient's right to receive quality nursing care and 
filarid accountable for tile caliber and appropriateness o f the care we render.,, w e have an 
ob liga tion  to p ro tect i t  (the consum er) from  substandard  care ."  (P o rte r, 
Rotkovitch,(ecl.) 1976:167/168)

The responsibility  for setting and maintaining standards o f practice, for ensuring the 

implementation, continuous upgrading and evaluation o f standards in relation to newly 

acquired knowledge and skills is within the scope o f practice o f  the professional nurse, 

R eg istered  nurses m ust m eet the standards o f excellence as form ulated  by  the 

profession, Although a nurse may delegate procedures and duties to lesser trained 

nursing personnel he/she holds final accountability, A ccording to W oody (n.d,: 33), 

nurses are genuinely interested in assuring quality care.

6,2 F A C T O R S  T H A T  A F F E C T  N U R S IN G  E X C E L L E N C E

It is im portan t for the D irecto r o f  tho N ursing Serv ice, nu rse  educators and 

adm inistrators as well as those in clinical p iX ticc  to be aw are o f factors that affeot 
nursing excellence, Lindeman (1976a), Rotkovltch ((ed.) 1976), Rush-Prcsbyterian-St, 

Luke's M edical Center (1976) and Row land and R ow land (1980) suggest that the
> < following influence the quality o f nursing practice:

6.2.1 The size o f  the unit and/or institution (Stevens, Lewis, (ed.) 1981).
6 .2.2 The type o f  unit and/or institution;

Although m ost patients are admitted because o f their nursing needs, most hospitals are 

designed to cater to the medical model rather than to the nursing work (Stevens, Lewis, 
(ed.) 1981). ,

6.2.3 The num ber o f  patients.

6 .2 .4  The support o f  the administration in implementing quality care (Phaneuf, 1964,1976).

6.2.5 T he effectiveness o f the o rganisational structure, nu rsing  adm in istra tion  and 

management,

The professional treatm ent o f  nursing is the key to the provision o f  quality nursing 
care at; the bedside, Tho staff m ust bo 'o f  not only 'in' tho organisation to maintain 

quality care (Andrews, 1981).

6.2 .6  The School o f  Nursing and D epartm ent o f  N ursing m ust w ork together to improve 
practice (Christman, 1979b),

6.2.7 Leadership patterns.

W isem an (1976a ; 171) adds that the charge nurse is the 'backbone' o f tho nursing 
service.

6.2.8 Tho presence o f extensive co-ordinated services.
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Q uality  care  Involves cost containm ent. It Is im portant to realise the partial 

dependence o f  nursing on the availability  o f  support services, In the provision o f  

quality  care (Sclvaggi, e t al., 1976). Nurses need time to do the job  that they are 

prepared for, paid  to do, are correctly qualified to complete and are committed to doing 

(Lewis, (ed.) 1981). Nurses m ust be relieved o f  non-nursing functions. Edmonds-Hill 

(1977) adds that ward clerks and voluntary workers should  bo utilized in the 
rohabiliUition sotting so as to allow  nurses to carry out their nursing duties, The 

substitution approach, allow ing familtei1 to help  with non-teclinical basic care m ay be 

introduced (Lewis, (ed.) 1981; Nikas, (cd.) 1982),

6 .2.9 Ail environment conducive to quality care.

"W hen tho environm ent is m ore conducive to delivering optim um  care, increased 
patient care, is a natural result." (Johnson, Lew is, (ed,) 1981:42)
According to Bracken and Christman (1978), in order to yield high quality output there
m ust bo a sU'uoturo o f professional compensation and an environm ent conducive to and

intended for clinical development,

6 .2.10 The num ber o f staff employed in tho unit,

According to The ComntJtf.ce on Grading o f  N ursing Schools (1934),

"...when (he nursing load is heavy, tho pressure for getting the w ork done is so great 
that nurses regularly practice not good quality nursing,,., The tendency to think about 
the needs o f  the patients becomes stifled; and the graduates from such places go out 
into tho profession ... with little  regard either for the quality o f their w ork or the 
com fort o f  the p a t i e n t ( L e w i s ,  (ed,) 1981:4)

W illiam s (Lewis, (ed.) 1981) adds that sUtff shortages lim it ca re  to 'essential' rather 

than 'comprehensive' care.

6 .2,11, The quality o f  staff,
Cliionl (Lewis, (ed.) 1981:2) warns

"It is shocking to mo that the LPN , ADN and BSN  aro expected to carry out tho same 
functions in many instances... an inappropriate utilization o f scarco nursing resources,"

An environm ent dedicated to quality output includes the concept o f primary care and 

nursing staff differentiation according to the iovol o f clinical competence, W oody (n,d.) 

adds that skilled nursing lowers mortality and morbidity and untrained, unskilled care 

cannot bo substituted without serious consequences to tho patients, Lewis ((cd.) 1981) 

states that in 95 percent o f  tho cases professional nursing is all that is required by tho 
patient,



6.2.12 Tho availability and use o f tho clinical nurso specialist (vide p55/468/APPENDlX U).

6.2.13 Job satisfaction and motivation.

W hen ntirsos boliove they arc being rewarded for their w orth the best characteristics o f 

their (raining will be demonstrated, the outcome is improved quality o f  care (Bracken & 

C hristm an, 1978),

6 .2.14 Tho orientation o f  staff.

C lin ical orientation o f s taff in relation to their respective roles m ust be undertaken 

(Row land & Row land, 1980; A bim zoso, Lew is, (ed.) 1281). S tanford H ospital's 

o rientation period for new staff is 320 hours, in order to add  to the nurse's basic 

know ledge and allow the nurse to adapt to tho new clinical setting (Lewis, (od.) 1981: 

104).
6 .2.15 The available education opportunities,

H igh educational preparation o f the professional nurses in clinical practice (Lewis, (ed.)

1981),

- Im proving tho knowledge and skills o f  tho staff,
- Increasing conscientiousness and attention.

« Offering educational incentives and opportunities.

■ In-service education o f staff,
- Staff sup e rv iso r 

6.2 .16, The shift.

According to a study conducted by W einstein (1976), the hour o f tho day and (lie day of 
the week lias no systematic effect on the quality o f care,

6.2.17 T he utilization o f  the nursing process to ensure completeness o f  care,

Tho nursing process involves the provision o f direct, indirect and support components 

o f  nursing and  is the fram ework for nursing practice. Ram ey (1973), Caruso and 
Thompson (n,d.), Rush-Presbytorian-St, Luke's Medical Center (1980) and Tuckor, et 
al. (1984) advocate tho use o f the nursing process for tho provision, maintenance and 

evaluation o f  nursing excellence, Yot, it is u) be noted that according to Kron (1976), 

Hogyvary (1979) and Jernigan and Young (1983), the planning o f  care does not o f  
necessity ensure tho quality o f delivery o f  Hie care.

6.2.18 Tho availability o f sol. standards for optim al nursing care and valid reliable measures o f 
nursing quality.

Tho nursing service m ust have an explicit statem ent regarding its philosophy on 

pationt care as well us regulations and standing orders for tho purpose o f  accountability 
(Lindoman, 197<5i« PhanouC, 1976! Lewis, (od,) 1981). Kron (1976:192) adds

"Policies and procedures, record forms, organizational structure, job  descriptions, and 
staffing patterns,,, directly affect the pationt care that a worker gives,"



Standards Of practice, job description imd performance evaluation, based on the nursing 

process m usl be integrated in order to maintain nursing excellence (Jem igan & Young,

1983), According to Ramey (1973), to ensure nursing excellence nurses m ust develop 

i standards o f  patient care and appropriate evaluation tools, Tho standardisation o f 

procedures is tho best hedge against deviance and risk (Lewis, (ed.) 1981).

6.2.19 Tho type o f  caro assignment.
Prim ary nursing provldos for continuity o f care (Rush-Presbytorlan-St, Luke's M edical 

Center, 1976; Porter, Williams, Lew is, (od.) 1981).

6.2.20 Tho means o f documenting care (Rowland & Rowland, 1980).
Tho means o f documenting care m ust bo simple, easily understandable, comprehensive 

and complete, E laborate and lim e consuming charts w ill bo poorly  kep t and p ro w  to 
bo o f  doubtful value, Mcdico-logally nurses are accountable for tho delivery o f  caro, yet 

no t all care is recorded (vide p75).

6.3 Q UALITY ASSURANCE

"Tho process o f establishing and  m aintaining quality o f health caro is referred to as 
quality assurance," (Campbell, 1982:1)

Literature relating to quality assurance in tho m anagement of the lie,ad injured patient in 

particu lar Is scared, According to tho literature, there is no docum ented quality 

assuranco programme pertaining dirooliy to tho head injured patient, available In South 

Africa. Du Rand(1984: n,s.) states

"In South African hospitals not muoli has yet boon tiono with regard to tho evaluation 
o f  the nursing caro given,"

Quality  assurance and quality control are the responsibility o f tho Nursing Sorvlco, 

Quality control is utilized to m aintain high standards for tho hospital and to ensure 

that optimal health caro services aro provided (Jomlgan &  Young, 1983),

"Quality assuranco is an ongoing program In the nursing profession, constructed and 
oxcoutod lo secure and im plem ent tho oxeellonco o f health care." (Tho Association, 
SchmadI, 1979:464)

"Quality assuranco, when used In nsforenoo to health caro, refers to the accountability o f 
health porsonnel for tho quality o f  oaro they provide." (Brown, Schmodl, 1979:464)

"Quality assuranco is estimation o f  tho degree o f excellence in patient health outcomes 
and in activity and other resource cost outcomes," (Zimmer, SchmadI, 1979:464)



T he c e n ta l  core o f the definitions o f  quality assurance surrounds the setting and 

m aintenance o f criteria o f nursing practice, the estim ation o f  excellence in nursing 

practice and the evaluation o f  nursing practice in term s o f outcom e (A ,N .A „ 1976a, 

Schmadl, 1979),

A lthough the Director o f  N ursing  holds Until accountability  for excellence in tho 
nursing service, each nurse practitioner is accountable for individual practice (Diddle,
1976) and is responsible i'or tho evaluation o f the quality o f nursing care (DiVinconti,

1977). The

"Proper application o f  p ro fessional control o ffers the  g rea test opportun ity  for 
em ploym ent o f  professional skills in creating and enforcing standards." (M ichigan 
Hospital Association, Phaneuf, 1964; 42)

Professionally and ethically tho quality o f  care m ust bo evaluated (Phanouf, 1976). 

Quality assurance is a means to an ond to  im prove tho quality o f care, therefore the 

results must be  true, valid, reliable and appraisal m ust bo continuous (Schmadl, 1979).

"Quality Assurance involves assuring tho consumer o f a specified degree o f excellence 
through contiguous measurement and evaluation o f structural components, goal-directed 
nursing process, and/or consum er outcomo, using pro-established criteria and standards 
and availab le  norms and follow ed by appropriate alteration  w ith tho purpose o f 
Improvement." (Schmadl, 1979:465)

Tito quality assurance programme m ust bo compiled by nurses (DiVinconti, 1977), As 

'assurance' implies a com m itm ent to take corrective action i f  care does not meet the 

criteria (Woody, n,d,), all staff m ust bo made aware o f tho objectives and benefits o f llio 

quality assurance programme, Its im plementation and means o f  evaluation (Solvaggi, 

e t al., 1976). Tho involvement o f  all staff m embers w ill incrcaso their motivation and 
improve (lie climate for change (W oody, n.d,),

Quality assurance involvos tho im plementation o f  n total quality assurance programme 

not merely a tool (Sm older, et a l„  1983) and includes the m easurem ent and evaluation 

o f tiie quality o f nursing care (vido p(vl)),

.3 ,1  The objectives of quality  nssui'tuicc

Draw ing on tho work o f  R otkovitch ((od.) 1976), D iV inconti (1977), W isoman 

(1977b), Rush*Prosbytorlan»St, Luke's M edical C enter (1980) and Smoltzer, et al,
(1983) the objectives of an organised quality assurance programme include:



To assist wiili administrative decision making,

To ensure llmt tho consumer receives optimal service and satis/,'action,

To enlighten nurses regarding accountability.

To estimate the clogrec of excellence of care.

To provide quantitative measures to Indicate tho level o f caro,

To show individual and coUcctivo strengths and weaknesses.

T o provide staff with Information regarding further development.
To upgrade tho quality of nursing caro and the skills o f  tho nursing personnel.
To increase commitment to practlco.

To m onitor w ork effectiveness o f  the nursing personnel.

As a means o f self-evaluation and promotion.

To increaso motivation and generate self-satisfaction o f all those delivering oaro,

To improve standardisation o f policies, procedures and standards o f  care,

To re-cvaluatc the caro criteria.

To stimulate tho deslro for further education and clinical research,
To stimulate intellectual curiosity,

To establish educational programmes per individual or group,

To Influence in-service education.

To provide interdisciplinary opportunities to achieve broad health care goals o f  quality 

assurance, ,
T o increase staff communication,

To produce ovkionce o f  tho nurses' contribution to a r e  and rehabilitation.

.2  Approaches to the appraisal of quality care '

According to Donobcdlan (1966), there aro thrao approaches to tho appraisal o f  tho 

quality  o f  caro; that o f structure, process and outcom e. This concept has gained 

International recognition and is dlsousscd by inter alia P lum euf (1976), Lindom an 
(1976a), Sohmadl (1979), Rush-Presbytorlan-St. Luke's M edical Contor (1980) and 
W ictorson ond Ojormark (1981).

S tructure is the appraisal o f resources (W oody, n,d,| A.N.A,, 1976b; Rotkovitch,(od.) 
1976; Rowland & Rowland, 1980),

Process examines tin* mtture and sequence o f  proscribed thorapoulic practlco (W oody, 
n,d,; Sohmadl, 1979).

'Process' doos not recognise variation in practlco based on the clinical Judgement o f  tho 

person delivering tho care, It Is task orientated and identifies tho lovol o f  nursing



practice (Rowland &  Rowland, 1980:3Ck>). Plumeuf (197(5) adds that although nursing 

is n o t tusk orientated, tho nurse needs to exam ine 'outcome' based on 'process' In order 

to maintain nursing excellence,
'O utcom e' is defined by Lang (G allant & M cLanc, 1979: IS) as "the end result o f 

nursing care; a m easurable change In tho state o f a client's health," A ccording to 

Donebedian (Phaneuf, 1966: SI),

"O utcom es m ight indicate good or bad care in the aggregate; they do not give an 
insight into the nature and location o f  (lie deficiencies o r strengths to which outcomes 
might, bp. attributed,"

'Outcome' focusos on the status o f tho patient as a result o f care provided and measures 

bio-physicat ohango, knowledge and behavioural alteration. W oody (n,d.) suggests that 

outcom o criteria point out tho responsibility and accountability  o f the nurse in tho 

clinical situation. Clinton, ct al. (1977: 41) state "Nursing can be logically assumed 

to have significant Impact on the outcomes," Y et Schmadl (1979:463) w arns that

"...ono can never assume that m easured change Is the direct resu lt o f goal-directed 
nursing care,"

Tho clien t may display a  specific outcom e despite tho caro, o r a s « result o f contact 

w ith other professionals or tho family. A ccording to R ow land and Rowland (1980), 

some outcom es are beyond tho control o f the nurse and aro Influenced by othor factors, 
therefore for the purpose o f  assessing nursing outcomes, criteria m ust bo doveloped for 
those outcom es that relate to tho nurse's control, The evaluation, o f outcomo may bo 

done in term s o f  nursing and even m ore so using a m ultid isciplinary  approach 

(Rowland & Rowland, 1980). Clinton, ol al. (1977) uso Orem 's conceptual framework 

of self-care to evaluate patient outcomo,

A ccording to Aydelotto, ot al. (Rush-Pnssbylorlun-Si,, Luke's M edical Center, 1980), 

com prehensive evaluation o f  the quality o f patient cure includes structure, process and 

outcom e criteria, A ccording to Stevens (Jernlgan & Young, 1983), all throe aro 

interrelated and can bo used to evaluate various aspects o f  nursing care, Schmadl (1979) 
states that it is no t always possible to dem arcate betw een structure, process and 

outcomo and queries whether the use o f one alone is a val id indicator o f quality. Lang 

(Gallant &, M cLana, 1979: 15) states that until outcomo criteria are developed, It will 
noc bo possible to measure the effectiveness and efficiency o f  structure and process, 

But according to Llndoman (1976a: 8), It can be as right to measure quality In terms o t 
outcom e o r process, Tho researcher believes that there Is value In measuring sill throe



or one com ponent depending on the bellofs, values and purpose o f  tho evaluation as 

established by the particular Institution, o r the demands o f Hie particular situation,

,3  Establishing a quality assurance, program m e

Fig, 3:2 Quality assurance model
(Lang, with participation, A.N.A, 1976b: 18).

The J.C .A.H, and Tho A.N.A. ( Diddle, 1976:12; Rowland & R ow land, 1980, Allison 

&  K inlooh, 1981; Laing & N isli, 1981) idontlfy the stops to bo taken when 
establishing a quality assurance programme:

Select study topic,

Iden tity  values,

Identify , develop, ratify and document) struc tu re , process and outcome 

criteria and standards,

DEFINITION O F TERMS GERM AINE TO  QUALITY ASSURANCE

As the concepts o f criteria, standards and norms are relevant to tho research and quality 
assurance they arc discussed ftirtJier,
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(0  CRITERION

"variables selected as relevant indicators o f  tho quality o f  nursing caro; measures by 
wlilcli nursing care is judged as good," (Lang, Gallant & McLano, 1979:15)

"A quality, attribute, or characteristic o f  a  variable that may be measured to provide 
scores by which subjects o f  tho sam e class can bo com pared In relation to the variable." 
(A .N.A., 1975; Bloch, 1977: 30)

\..pre«dcterm incd elements against which aspects o f tl\o quality o f a  health service may 
bo compared.,,. In a general sense, criteria m ay be thought o f  as specific statem ents o f 
health caro that reflect nursing values,..". (A.N.A., 1976; Bloch, 1977:30)

"A variable selected as a relevant Indicator o f  (lie quality o f  nursing caro, A  satisfactory 
criterion for quality o f  nursing caro m ust no t only bo relevant, bu t m ust also be capable 
o f yielding a range o f scores or values, I t must bo sensitive to changes in o r variations 
in the effectiveness o f m using caro," (Hagen, Bloch 1977:30)

"A standard or model that can bo used in judging." (Zimmer, Blooh, 1977:30)

Criteria identify critical elements o f caro (Dlddio, 1976) and

refers only to,., the "name" o f  a variablo,,, not to presence o r absence, quantity, or 
value judgem ent," (Bloch, 1977:22)

Criteria are affected by tho philosophy and objectlvos o f  tho institution (Kron, 1976) 

and m ay tie drawn up according to:
- Tho at'oa/unit/inslilulion,
- The disease entity,

■ Tho patient dependency,

» Tho medical diagnosis,

• Tho nursing diagnosis,
Sultan (1980) stresses that criteria should bo developed using the nursing diagnosis,

In an endeavour to make a distinction according to the source o f  care, Scarle (1981:126) 

states that health caro criteria m easure tlta quality o f  nursing care; w hereas health 

outcom e criteria measure tiie result o f (cam caro, However, it is im portant not to got 

bogged down with wliat is a nursing and/or medical criterion, rather w hat is o f 

importance to tho welfare and cam  o f the patient (Woody, n.d,: 36),

W atson and M ayors (1976), Bloch (1 9 77 :22 ), Sehm adl (1979) and Scarlo (1981) 

bollovo that criteria must be developed by those persons who are  directly involved in 
patient caro, an export poor group who have proven clinical ability, Dlddio (1976: 8) 

sugjjosts lhai panel members including clinical nurse exports bo selected as "„.a recipe 
is only as good as tho ingredients used to m ake It."



A ccording to Lindcman (1976a), Rowland and Row land (1980) and Sm eltzer, et al.

(1983), criteria must be appropriate, relevant (whether m andatory o r optional), valid, 

bias free, reliable, practical and convenient. There should be a 90 percent agreement in 

the selection o f  criteria, I f  no agreem ent is reached, professional literature may be 

consulted and the criteria re-evaluated for inclusion by the com m ittee (Searie, 1981), 

Criteria m ust be specific and identified in measureable terms, A  means o f  measurement 

for each  criterion m ust be available (B loch, 1977: 28). The expected percentage 

com pliance for criteria must be established ( W atson &  M ayers, 1976; M ayers, et al., 

1977: 28). According to Bloch (1977), criteria o f  care m ust be established prior to the 
setting o f  standards for nursing care. Criteria are independent o f  time, whereas standards 
require a  time-frame specification.

STANDARDS

It is the responsibility o f the practitioner to develop standards in his/her clinical area 
(Dirschel, 1986). W andelt (W andelt & Stewart, 1975:97) defines a 'standard' as

"Something used by general agreement to detetrabr, w hether a thing is as it should be 
an agreed-upon level o f excellence; An established norm."

Bloch (1977:22) defines a standard as

"„,the desired and achievable level... of perform ance c orresponding with a criterion,.,, 
against which actual performance is compared,"

"The desired achievable (rather than the observed) performance or value with regard to a 
given parameter," (C.P.H.A., Bloeh, 1977: 30) ,

"The desired level o f 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 m ust be obtained i f  the quality o f  nursing care is to be judged  to be 
satisfactory." (Hagen, Bloch, 1977:30)

"The degree o f  adherence to the defined criteria," (N ational A cadem y o f Sciences, 
Bloch, 1977:30)

"Professionally developed expressions o f the range o f acceptable variation from n norm 
or criterion." (US Dept, o f Health, Education & W elfare, Bloch, 1977: 30)

N ursing standards are set by clinical nurse specialists, clinical caro co-ordinators, 
clinical tutors and nurses who arc experts in the field (Diddie, 1976; W einstein, 1976; 

R ow land & Rowland, 1980), N o set o f standards is universal (SchmadI, 1979), 
Standards may differ from hospital to hospital and arc set a t varying levels according to



tlie population to which they are) addressed (Bloch, 1977: 22). Stated standards may be 

changed o r raised each time new knowledge, skills, insight and resources becom e 

available (Phaneuf, 1964; Bloch, 1977: Schmadl, 1979). W hen setting standards, 

nursing expectations must be realistic (Lewis, (ed.) 1981). Standards must be clearly 
defined (Lambertscn, 1965) and based on scientific principles, including the biological 

and hum anitarian sciences. Standards m ust be docum ented and  readily available for 

reference puiposes (Aydelotte, e t a l ,  Rush-Presbyterian-St, Luke'fj M edical Center,
1980). A  means o f measuring a  standard against a criterion m ust be  available (Bloch, 

1977: 22). Institutions may use already established standards o f  care such as those of 

the A .N.A. o r they may develop their ow n means o f establishing standards (A.N.A., 

1 9 7 3 ,1 9 7 4 ,1975a/b, 1 9 7 6 ,1977a/b).

NORM

Blooh (1977:26) defines a norm as representing die current state

" A norm is (lie current level or range o f  perform ance corresponding with a criterion,., 
and is determ ined by descriptive study o f "the here and now" in a given population, 
region, institution, group,,...".

B loch (1977) and Schm adl (1979) state  that it is e ssen tia l to use the correct 

terminology when defining o r compiling criteria, standards and norms.

O nce  c r i te r ia ,  s ta n d a rd s  a n d  n o rm s  have b een  e s ta b lish e d  the  n e x t s tep  
is th a t  o f d a ta  re tr ie v a l.

Develop a tool, rating scale and evaluation form. According to Lindeman (1976a: 7), 

there are eight steps in tho developm ent o f a tool for m easuring the quality o f nursing 

care:
- Select a framework.

- Determine the goal,

- Identify the patient group,

- Select items or indicators,

The Instrum ent must bo com p lu ^  according to w hat the nurse wishes to measure 
(W andelt & Phaneuf, 1972) and may measuro one or all aspects o f quality nursing 

oare in a particular speciality, According to W andelt and Phaneuf (1972), although 
tho total instrument identifies tho essential com ponents o f  adequate care each Item 
must bo defined,



■ Quantify factors comprising the tool,
•• T est for re liab ility ,

Any tool compiled to measure the quality of care m ust be reliable, valid, accurate, 

objective, quick and easy to use (W einstein, 1976': 1).

» Test for validity (Treece & Treece, 1982),
- Scoring,

According to Lindeman (1976b: 18), tho simpler the scoring system the better, The 

score must relate directly to the items tested and not to other factors, therefore precise 

wording is Imperative, Every patient tested should be  able to attain a  high score 

(Lindem an, 1976b), W andelt and Phaneuf (1972) state that scores for individual 

functions m ust be identifiable in order to improve care. L indem an (1976b: 18) adds 

d iat weighting o f  particular item s depending on their relevance to the tool, may be 
necessary,

Decide on a means o f documentation.
Review charts/observe behaviour.

In te rp re t, analyse data and identify variations,

M ake recom m endations for im provem ent by identifying a course of 

action and developing a solution.

Im plem ent the solution.

Follow-up action taken by re-auditing.

R eport of auditing activity, ,

According to Lanham (1981), there is no universally accepted method o f  measuring die 

quality o f care nor is there consensus o f opinion as to the design, content or tools of 

the quality  assurance program m e, The quality assurance program m e m ust be 

implemented according to tho requirements o f tho particular institutions, population and 
geographic area, Peter (Lanham, 1981:16) emphasises

\ „ ju s t  as eduoational curricula are not interchangeable am ong schools.,, neither are 
quality assurance programs between service Institutions which m ust meet tho needs o f 
specific patients within unique environments."

According to Aydolotte, e ta l, (Rush-Presbytorkm-St, Luke's Medical Center, 1980), in 
order to suit tho needs o f  (ho institution the synthesis and incorporation o f previous 
research (nay bo possible,
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6,4 T H E  A U D IT IN G  O F  C A R E

A udit is the means o f evaluation for quality assurance (Lang &  Nish, 1981), Sykes 

(1982: 56) defines the term audit as "official exam ination o f  accounts." An audit is 

defined as

"Formal o r official exam ination and verification o f  an account book. A m ethodical 
exam ination and review. The final report o f an exam ination o f books o f account by 
auditors." (A.N.A., 1975: 28)

N ursing audit is defined as a  system atic exam ination o f  the quality  of nursing care 

(Hanna, 1976) and determines whether tile needs o f the patien t are being m et by the 

individual and the organisation (W iseman, 1977b), A  nursing audit is

"...the end-poin t review o f  the (patient care record) to secure measurements o f  tho 
quality o f a  comprehensive se t o f components o f  nursing care." (A.N.A., 1976b: 29)

The nursing audit must be flexible and adaptable to m e e tth e  needs o f tho institution 

(Huozynski, 1977) and 1'ias a  valuable contribution to m ake to the future o f  nursing 

(W isem an, 1977b). O rganisational structure for the auditing o f  nursing m ust be 
established, Effective auditing requires a link between nursing education and service 

(W iseman, 1977b). According to Rubin, et al. (1972) and Sultan (1980), there must 

be  a Central A udit Committee that ensures smooth running o f  the program m e, sets 

criteria and checks outcom e changes. Rubin, e t al, (1972) also suggest that there 

should be a  Departmental Nursing A udit Committee. ,

According to Huozynski (1977), auditing is not a waste o f tim e fts the professional 
nurse is doing what she is supposed to be doing; that is accepting responsibility for the 

im plem entation and evaluation o f  care, Huozynski (1977) adds that it is a lack of 
understanding that discourages people from setting up or participating in nursing 

audits. N ursing audit is a method o f  getting the registered nurses involved in their care, 

a  chance for them to rethink their own standards of practice and to make them aware of 

their role as teachers o f nursing (Sultan, 1980). Huozynski (1977) and Sultan (1980) 
believe that it is im portant to explain the 'nursing audit' to the staff to gain their 

support. According to Rubin, e t al. (1972), 'Audit' should bo Introduced as part of 

orientation and dally ward adm inistration. N ursing audit is an important means of 

communication (Wiseman, 1977b), According to M oore (1979), patients benefit from 

a quality assurance programme and nurses learn from it,



There is much debate as to who should audit nursing care, Eddy and W estbrook (1975) 

and I-Iuczynskl (1977) agree that peer evaluation is imperative and that ouly a nurse is 

capable o f auditing nursing, Nurses are the raters In QualpaCs (W andelt & Ager, 1974), 

Tiie S later N ursing Com petencies Rating Scale (W andelt & Stew art, 1975) and tho 

Dur-Scale (Du Rand, 1984), Eddy and W estbrook (1975), E thridge and Packard (1976), 

W atson and M ayers (1976) and Rubin, e t al, (1972) m ention tho use o f  m edical data 
analysts, m edical records personnel and unit secretaries for retrospective .auditing. In 

the opinion o f  the researcher, nurses should evaluate nursing care as they have the 

required professional knowledge and insight. The aim  o f  the multidisciplinary approach 

to auditing is not who provided the care but that the care was provided, As the nurse 

remains accountable for nursing practice if a lack exists in tho provision o f  nursing care 

then suitably trained nursing s ta ff m ust assess the care to determ ine and eradicate the 

problem (Eddy & W estbrook, 1975).

According to Huczynski (1977), tho success o f tho audit program m e is related to the 

frequency o f  feedback, Feedback m ust be used constructively. R ubin, e t al, (1972) 

suggest tlio use o f  tho N ursing  Services Newsletter' and W iseman (1977b) suggests the 
use o f  an 'A udit Newsletter' to highlight specific problem s, M cG uire (1968) believes 
that aud it scores should bo posted  on the board as a m eans o f  m otivation and 

Pui'gatorio-Howard (1986) recom m ends the 'Nursing Quality Surveillance Problem 

Status Report' sheet,

Depending on tho method used tho nursing audit may take anything from 20 “ 30 

m inutes (Rubin, ot a l„  1972; Sultan, 1980), two hours (W andelt &  Agof, 1974; 
W andelt & Stew art, 1975; Du Rand, 1984) or three and a  h a lf  hours (W isem an, 
1977b), Som e institutions audit care on particular days (Sultan, 1980). Som e audit 

caro only during tho day and ovenlng shifts; others audit care o n  all throe shifts, M oore 

(1979) and  Sultan (1980) suggest that to provide continuity nursing care plans and 

nurse auditing should bo a continuous process, from tim e o f adm ission and include 

discharge planning. W iseman (1977a) suggests that unit care be audited annually or 

bl-aummlly and individual caro six monthly,

Nursing caro may be audited retrospectively or concurrently!

Retrospective evaluation cnoompassos all assessm ent mechanism s that are utilized to 

review care after tho patient has been discharged (Sohmadl, 1979; G allant & McLane, 
1979; Sultan, 1980; M ayors, 1983). D iddle (1976) states that with retrospective 
review one is auditing tho documentation o f enro rather than tho caro itself,



Concurrent, care review refers to the appraisal of care that is still in progress (Mayers, et 

a l„  1977; Schmadl, 1979), Aytlclotlc, ct al. (Rush-Presbytcrian-Sl. Luke's M edical 

Comer, 1980; 1) add

"...tho efficiency o f actual care delivery is best evaluated through an analysis o f  the 
on-going stream of activities involved In the care delivery process,"

Tito purpose o f  a concurrent rev iew  is to identify w eaknesses and strengths fo r 

im m ediate feedback as w ell as  to im prove o r alter care w hile the patien t is still 

receiving care. There are various mechanisms for concurrent review  (W andelt & Ager, 

1974; Jelinck, 1.975; W andolt & Stewart, 1975; W atson &  M ayers, 1976; M ayors, 

1983; Du R and, 1984), The assessm ent scales m easure the quality o f  patient care 

regardloss o f pationt diagnosis, They  arc carefully constructed  m ulti-item  scales 

designed to facilitate the observation, measurement and scoring o f  care process (Mayers, 

e t al,, 1977), Mayors, e t al. (1977) believes that, a com prehensive wel! rounded quality 

assurance programme should com bine several mechanisms o f  assessment.

A  brief presentation o f tho two assessm ent scales that are m ost relevant to tho research 
is included,

T A B L E  3 :1 0
A c o m p a r is o n  o f  T h e  Q u a l i ty  P a t ie n t  C a re  S c a le  a n d  T h e  S la te r  
N u rs in g  C o m p e ten c ie s  R a tin g  S ea le  (v ide  p73 /74)

Qualpacs provides quantitative m easurement o f the overall quality o f nursing care that 
tho patient receives on individual nursing units or in  an en tire  nursing service 

programme (Wamloll & Ager, 1974; 11), Qualpacs is a reliable, relevant, descriptive 
measure o f  the gamut o f  nursing process in pationt care and may be usod to initiato a 

quality assurance programme as tho results are more im m ediate and thus it Is possiblo 

to establish a data baseline oarly (Phanouf, 1976), Qualpacs has been used or modified 

by  many institutions to su it llrolr needs (W ainwrlglit Sc, B nrnip, 1983; Du Rand, 

1984), M odifications occur because Qualpacs is open to m isinterpretation as certain 
Items may not bo relevant or because there is a lack o f criteria related to direct patient 

care (Du Rand, 1984). Du Rand (1984) has simplified Q ualpacs to a 20-Item scale to 
make it possiblo to complete in a shorter time (two hour period, up to thrco patients at 
a time) and has also used headings accepted as fundamentals o f nursing care,
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Numerous methodologies for m easuring and evaluating tho quality o f nursing care are 

d iscussed In the literature. F o r further literature concerning tho m ethodologies 

m entioned consult the references cited o r quoted in the text (Selvaggi, et at,, 1976! 

W einstein, 1976; Mayors, et al„ 1977; Hogyvary, 1979).

O ther moans o f  evaluating the quality o f  care include tho analysis o f data from 

inc iden ts/acciden t reports, w o rk  load indices, p a tien t c lassifica tion  tools and 
performance appraisal ^'Campbell, 1982),

DOCUM ENTATION Of1 CARE

Nursos need to tako caro o f  tho total patient and they m ust record observations and 

impressions so that they can be used by all (Phaneuf, 1966), Nursos do not reallso that 

they have valuable Information about patients, Sultan (1980) states that accurate 

documentation is Important, R elevant information m ust be recorded as documentation 

Is a legal liability; a mcdlco-lcgal issue, According to M ooro (1979:257),

"One reason for non-dooum ontatlon »‘s that nurses occasionally  lose sight o f  tho 
importance o f  tho routine care they provide for their patterns,"

Process auditing helps the nurse docum ent caro m ore accurately, descriptively and 

completely (Edwards & Mills, Laurlc-Slmw & Stove, 1982), D orsey and Hussa (1979) 
state that thcro Is a lack of documentation o f  nursing care that is provided, According 

to tho J.C . A.H. (W oody, n.d.i 37), "if you didn't record it, yon didn't do it,"

R osenfokl (Phaneuf, 1976) and Sultan (1980) found a d irect correlation betw een 
adequate docum entation and tho quality o f caro, D ocum entation o f  caro provldos 
continuity o f caro (Laurie»Shaw & Stove, 1982), Tho problem-orientated record is an 

effective method o f documenting and Intoiprotlng raw  data (W alton, n,d„ Woody, n,d,), 
Tho u se  o f  a standard problom-orlontatod medical and /o r nursing record based on a 

probtom list as suggested by Lynch and M auss(l981) will aid care and research, As 

nursing care plans remain a con trac t botwoon tho mirso and tho patient a legal 
Implication exists. Bthrldge and Packard (1976) state that nursing care plans can be 

used to increase tho quality o f caro and to Improve tho basis for auditing, Tho accurate, 

com prehensive documentation o f caro has a vital rolo In retrospective chart rovlew, 

Caruso and Thompson (n.d.) suggest tho use o f standardised care plans as a mcuns of 
improving practice and tho recording o f caro,
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7. SEQUALAE OF BRAIN TRAUMA

Tho prim ary brain dam age as a result o f  the head injury is irreversible, It is the responsibility 

o f the health team, m early os possible after the injury, to institute a com prehensive care 

program m e in order to dcicot, lessen o r treat secondary brain dam age and tho sequalao o f  tho 

Initial brain Injury, K nowledge o f lioad injury sequalao, the real and potential consequences, 

enables tho m ultidisciplinary team, to assess the patient's needs.

The sequalao o f tho head injury may presen t soon after injury o r a t a later stage and may be 

perm anent o r temporary (Jennett & Tcasdale, 1981:271), The actual sequalae o f  tile head injury 

will:

1, Bo particular to the individual pationt.

2, D epend on tho nature, site and extent o f  tho head injury,
3, Depend on tho length o f tmconsciousnoss,

4, D epend on (he period o f  post-traumatic amnesia (FTA).

5, Depend on available hospitalisation and resources,
(5, Bo affected by die level o f care received by the patient (Dinning &  Connolloy, 1981:2),

The sequalao o f  head trauma that may affect the patient's management, rehabilitation, prognosis 

and recovery may b e  physical, psychological, em otional, behavioural, social, educational or 

econom ic ns suggested by Storey (1976), Humphrey and Oddy (1978), Howard (1981), Jennett 

and Tensdalo (1981), Long, ot al. (1984) and Prlgatano, ot al, (1984), A ccording to Bond 

(Sym posium  on head injuries, 1977), each elomonl o f physical and psychosocial disability 

follows a pattern o f  recovery that has its own cliamctorlsiies.



TABLE 3111

acqu n in o  oi nouu im u im

Pliyolcnl
Psychological Goolal

Qonoral coonlllvo skills Emotional

Otrobral oodoma 
Dllllouliy ewallowlno 
Dyanrllifln 
Epllnpay
Hnomaloma formation 
Hydrocophalus 
Inoonllnonco 
Inlootlon
Impnlrod motor lunoilom 
» Oonaltueilonal npraxia
• Extremity woaknoaa
* Impnlrod lino motor co-erdlnnllon
- Impnlrod groan motor co-ordlnallon 
. Impnlrod phynloul oondlilonlno 
.  impaired lloxlblllly 
. impnlrod ambulallon 
Impnlrod aohoory hinoilonlno!
♦ Visual:

Fiold cuia 
' Supprooalon/lnatlontlon 

Low acuity 
. impnlrod hoartno 
» Anoomla
Impaired body awnronoaat
• Gxirocopllvo loan
« proptlocopllvo looa 
Monlnollln
Post Iraumnlkt syndrome 
Prolonged coma 
Skull doiootn

Poroonallly ohonoos Momory dllllouliy!
■ Audllory
• Visual
• Spatial
• Temporal dloorlonlntlon 
Impnlrod rocopllvo Inngunoo Ini
- Audllory oomprohonolon
• Rondlng oomprohonolon
- Word roononlllon
Impnlrod oxproaalvo Innouaoo Ini
• riuonoy 
» spoiling
« Word llndino
• Writing 
Matlw dllllouliy
Ooiiluolon '
Dlfsorlonlntlort
Doloola oil
• Allonllon
« Ooncontrnllon
■ Inlornwllon prooooalno
• Inlollloonoo
• Insloht
• Potcopllon
• Roacllon llmo
■ sonoory Inlograilon

Anxloty
Aooroaolvo bolmvlour
Doprooslon
Dialnhlblllon
EmollonnI lability
Irritability
Low soll-oaioam
Mood chitngoa
Mon asaortloni laully noaortlon 
Soxual dyslunollon 
WUhdrawal

Allorod ooolal bahavlour paliorn 
Impnlrod Independent living
- Olothlno
- Flhancoo 
. Food
> Housing
Impnlrod Intorpornonal nkllla 
Impaired aolt-oaro
• Droaolno
• Ealing
■ Qroomlno
. Tollot , 
Impalrod uoo ol ironsporlnllon 
Job Impnlrmont 
Marital nnd lomlly discord 
Proorooolvo ooolnl Isolation

(Jonoa, 1BS1! Lynch & Mnuan, 10611 Wolaa, ol nl„ 1000}



Tlic disability after head injury is tho resu lt o f a combined physical and mental handicap that 

m akes tho sum total o f  tho disability greater than its two parts (Anwar, 1979), Jennett, et al, 

(1981) bolievo tho menial disability to bo moro severely disabling than the physical handicap, 

particularly on the fam ily. The physical roskluos generally subside satisfactorily; it is tho 

m ental sym ptom s, that are often overlooked, that constitute the m ajor cause o f  persistent 

disability (Jennott, 1983). Jonnott, ot al, (1981) state that after brain dam age tho ability to cope 

and adapt is affected. A  negative relationship o f  distress levels to independence in self-care, 

m obility , living arrangem ents and com m unication was found by Jolinck, ot al, (1982: 160). 
Oagn (1978) suites that personality change occurs frcquondy after head Injury and that tho family 

has difficulty In doallng with this change, Cognitive and personality disturbances after closed 

hoad injury in young adults aro associated wldi a poor rehabilitation outcom e (Prlgatano, et al„ 
1984), Head Injured patients suffor physical and psychological conseqtionces of the head injury 

long after the Injury has occurred (Steadman & Graham, 1970).

Tho social scqtmlao o f head injury aro consldcrablo (Habormann, 1982). Social rc-adjustmoni on 

the part o f tho patient and significant others is a daunting problem, The head injury m ay result 

In tho patlont functioning a t a tow er level In society or requiring specialised caro. Family 

discord (Dlyth, 1981) and a high divorce rate are reported after severe head injury (Hirschbcrg, ot 
al,, 1976). Progressive social Isolation occurs bocauso o f  avoidance \  i t a s  o r actual 

w ithdrawal on tho part o f  tho patlont from social l " \  Fam ilies w l r  • 4 ' .  «  hoad injured 

pationt homo faco a  long tedious ordoal (Blyth, 1981), A lthough, b e t , * ;  ,ji’ tho fam iliar 
onvironmonl, and stim ulating family in terest tho return to hom o usually  results in further 

progress o f  tho patlont, According to Evans (1981; 18), if a patient Is taken homo, tho chanco 
o f  successful, recovery depends not only on tho injury but also on which relative has to caro for 
the victim.

In a study conducted on 54 patients by Humphrey and Oddy (1978) six months after the hoad 

Injury 1; 4 patients stated that thoy wore symptom freo, Two thirds slated that they suffered 

from fatigue, poor memory and loss o f temper and that those factors p layed havoc w ith their 
sock.1 relationships,

Tho physical, em otional, psychological and Intellectual problems and tho difficulties o f  severe 

head injured patients aro wall documented, However, thoro Is evidence tluu patients w ho have 

su ffe red  Insign ifican t head injurios may have organic brain  dam age and m ay have 

nouropsyoliologlcal impairment (RImel, ot al., 1981a) (vide p !4 ),



In general the literature stresses the need for constant vigilance, an acutc awareness o f  the 

sequalae o f brain trauma, the risk o f  com plications and tile need for the early die osis of 

specific com plications o f head Ixauma (such as increased intracranial pressure and intracranial 

haem atom a) as w ell as com plications o f  bed rest, muscle spasm  and infection that can be 

crucial to recovery. The use o f the problem -orientated record and problem  list w ill identify 

problem s'of a physical, psychosocial, vocational and cognitive nature, facilitate goal setting and 

the m easurem ent o f  outcome (Lynch & M auss, 1981).

According to Brunner mid Suddarth (1974), the nurse must take cognisance o f the after-effects o f 

the head  injury. In the opinion o f  the researcher, in an attem pt to reduce the morbidity and 

m ortality o f  the head injured patient, as well as to best assist the patient and family to com e to 

term s w ith  the after-effects o f head injury as soon after injury as possible, a m ultidisciplinary 

program m e o f  preventive rehabilitation involving physical, psychological, emotional and social 
aspects o f  head injury must be instituted.

8, RECOVERY

The nurse is concerned with the w elfare o f the pationt from the tim e o f  injury until ultimate 

recovery. In order to improve patient care, for patient and community education and counselling 

the nurse requires a better knowledge o f  the Incidence, causes, m anagem ent, sequalae and 
recovery o f head injured patients (R im el, 1981), The m ost im portant goal o f  head injury 

m anagem ent is to maximise reoovery (Rimel, 1981), Unfortunately the problem s o f the head 

in jured patient are not seen as a whole, bu t by dispersed few (Jennett & Teasdale, 1981; 341). 
As there is no systematic care for head injured patients

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

E vans (Sym posium  on head in juries, 1977) states tha t decisions m ade regard ing  the 
m anagement o f (he head injured patient, at the road side, in the emergency department and during 
the early clinical phase affect survival and the quality o f life. According to Jones (1981), one of 

the m ost d ifficult aspects in the care o f head injured patients involves dealing with the 
uncertainty o f their recovery and/or quality o f life, Unfortunutoly, those concerned with the care 

o f the acutely ill seldom know the ultim ate outcom e and therefore are unable to assess the 
effectiveness o f  their care (Jennett, 1979). In tho opinion o f the researcher, insight into (lie 

potential o f die head injured pationt for recovery may m otivate the staff to provide a quality 
nursing service to ensure that maximum recovery and Independence o f the head injured pationt is 
achieved,



As a resu lt o f  an im provem ent in the m anagem ent o f  head injured patients, there lias been a 

reduction in tiie mortality figures (Minteer-Convcry, 1985). The use o f  intensive therapy means 

that m ore perm anently disabled persons (+, 1 200 per annum ) leave hospital (Jonnett, e t al„ 

1976; Lew in, 1976:1237). M ost survivors becom e independent and malce a good recovery. A 

survey in Japan (Editorial, 1978) discloses that there are 25 vegetative patients per m illion of 

tho population,, a third are due to head injury. Jennett, am ongst others (Editorial, 1978: 589) 

slates that this vegetative state "represents an outcome worse than death."

R ecovery  is a continuous dynam ic p rocess. T he b e lie f that m axim um  physical and  

psychological recovery occurs within a  year o f injury and mostly w ithin the first three to  six 

m onths is supported by Bond (1977), Brooks, M andelbui'g (Sym posium  on head injuries, 

1977), Jennett, e t al, (1977) and Jennett (1978). The thought is that the im provem ent that 

occurs hereafter occurs as a result o f  increasing adjustm ent and adaptation by the patient and 

family to persistent disability and a changed lifestyle (Bond, 1977). Y et, Doman (1964), Lewin 

(1976) and  Eam es and  W ood (1985) suggest that brain re-training and  re-organisation is 

possible long a fter injury, Jennett, e t al. (1977) state that im provem ent may continue for 

longer, but that it is seldom sufficient to change a patient's category on the Glasgow Outcome 
Scale. Lew in (1976) suggests that the rate o f recovery not m erely that som e recovery has taken 

place, is the predicting factor in ultimate disability.

8 .1  P R E D IC T IV E  C R IT E R IA  F O R  R E C O V E R Y

The nurse m ust be aware o f  factors that are regarded as being predictors o f recovery o f 

the head injured pationt. Although the nurse may not be able to 'a lter factors such as 
age and psychological status, perhaps the introduction o f  prim ary prevention and 
preventive rehabilitation programmes could alter the predisposition to and the extent of 

the head injury. Other factors such as the early detection o f  raised intracranial pressure 
and the m anagem ent o f  the patient may alter the depth and duration o f com a thus 

affecting the patient's potential for recovery. W ith reference to factors that influence 

recovery Jennett (Vinken & Bruyn, 1976) has divided predictive criteria into three 

categories: pre-coma factors; brain damage and recovery pattern,

8 .1 .1  Ago

Ago is reported ns being a significant variable in tho outcom e o f  patients with head 

injury, M orbidity and mortality increase with age (Jennett, ot al., 1977; Nikas, (ed.)

1982), According to Jones (1981: 180), after tho age o f  20 as age increases the quality



of outcome declines. Patients over 60 years o f age who sustain a blow to tho head 

resulting in a coma have a 10-15 percent chanco of recovery, Children under tho ago of 

five have a higher mortality than those in the category 5-20 years.

8 .1 .2  Psychological s ta tu s

The patients prem orbid personality and m otivation a re  im portant factors in patient 

recovery and rehabilitation. Coping depends on personality, m otivation, intellectual 

ability, emotional stability and fam ily support (F.vans, Sym posium  on head injuries,

1977).

8 .1 .3  T h e  b r a in  in ju ry

According to Adams and G albraith (Symposium on head injuries, 1977), one o f  the 
m ajor determinants o f  outcom e is tho extent o f brain dam age, cither sustained initially 

or as a  resul! o f  secondary compression. In gcnoral term s the greater the loss o f brain 

tissue, the more severe the final level o f handicap. In diffuse Injury many parts o f the 
brain arc involved. Therefore, othor than in focal Injuries, the localisation o f  the injury 

is o f  less value in predicting the nature o f  the handicap (Bond, 1977; Purchesc 1977). 
G albraith (Symposium on head injuries, 1977) states that although this is not always 

so, sove.\e Intracranial hypertension (M .I.C.P, 5:40 m m .Hg) is associated with a poor 

outcome while normal Inffacranial pressure (M.I.C.P. £10  mm.Hg) is associated with 

a good outcom e, Levels o f Intracranial pressure betw een 10 - 40 mm.Hg are not 

associated with any particular outcome. The presence o f pcrsistoiitly high intracranial 
pressure £ 1 5  mm,Kg) correlates with a poorer outcome but recent advances in therapy 

may be  improving tho outlook (Jones, 1981).

8 .1 .4  T he d e p th  o f the  com a

The G .C .S , a t six hours after adm ission (Jennett, e t a l„  1976), third day after 

adm ission (Jonos, 1981) and on discharge (Rimol, e t a l ,  n,s.) has been used as a 

prcdictor for recovery.

According to Jones (1981), atjy pationt admitted with a,

G.C.S, a  (j/15 has a 3 percent chanco o f dying;

G .C .S . < 8/15 has a 27-50 porcenl chance o f  dying;
G.C.S. “  3/15 has a 90 porcont chance o f dying.
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The opportunity to Improve tho rehabilitation outcome, is better in the 9-13 than the 

3-5 range.

"Little, can be done for patients in the GCS 3-5 category. The only hope hero appears 
to be prevention," (Rlmol, et al„ n,d,! 16)

8 .1 .5  The duration  of the coma

T he length o f the com a would seem  to be  an im portant variable (Jennett, e t al., 1977). 

The longer the com a duration tho poorer the outcome. Provided  the patient makes a 

recovery within the first month, tho tendency to reach a practical recovery is high, 

although it may take a  num ber o f years, A  study published in 1971 showed that only

6 porcent o f patients w ith a com a duration o f  m ore than tw o m onths m ade any 
significant recovery, but there are exceptions to the trend (Lewin, 1976), Depending on 

the quality o f nursing care those patients may achieve a surprisingly good outcome 

(Jones, 1981),

The patien t's neurological sta tus

Jennett, ot al. (1976a/b, 1977), G albraith (Sym posium  on head injuries, 1977) and 
Jones (1981) showed that there is a correlation betw een neurological status (pupil 

reaction, eye movements, ocoulo-vestibular response, m otor response) and outcome,

8 .1 .7  Skull fractures .

Skull fractures are not in them selves predictors o f poor outcom e but 80 porcent of 

patients requiring surgery for rem oval o f  a haomatoma have a skull fracture. The 
presence o f a skull fracture increases the possibility o f  in tracranial infcntion (Jones,

1981),

8 .1 .8  In tracran ia l haomatonta

Tho existence o f  an Intracranial haomatoma affects prognosis, 1 he sooner opcratlvo 

intervention is required for an intradural haomatoma the w orse tho prognosis as this 

moans tho head injury is sovero (Teasdalo &, Galbraith, 1981). Mendolow, ot al. (1979) 

w arn that a delay tlmo o f  m ore than two hours for tho rem oval o f an existing 
haomatoma affects recovery; whereas Green (1984) believes a delay o f  four hours to bo 

safe,

\



8 .1 .9  Post-traumatic amnesia (PTA)

The duration o f  PTA is a useful m easure o f  the severity o f  diffuse brain dam age 

(Brooks, Evans, Symposium on head injuries, 1977; Habermann, 1982). The duration 

o f  tho PT A  Is related to die depth and duration o f  com a, tho degree o f  disability 
(Jennstt, ot al., 1976) and return to work (Lcwin, 1970).

8 .1 .1 0  T h e  p a t ie n t 's  v ita l  s ig n s

Teasdale and Galbraith (1981) report that according to the vital signs the outcom e o f  
alm ost half the cases o f severe head injiay can be predicted confidently w ith in  24 hours 

o f  com a developing, This proportion increases to two thirds a t three days and throe 

quarters a t ono week (Jonnott, ot al., 1977; 298). N orth and Jennett (Tyson, ot; al.,

1978) state that a spontaneous persistent respiratory rate o f  m ore than 25 breaths a 

minute and a PaCQ2 530 mm,Hg has a poor prognosis.

T he researcher supports the belief o f Jennett, e t al. (1976) and Jennett, ot al. (1977) that 

it is im perative for the nurso to realise  tha t instability  o f  v ital signs and poor 

responsiveness wlthitl the first 24 hours and first week o f injury does not o f nooossity 
indicate a poor prognosis,

8 .1 .1 1  T h e  co m p u te rise d  sca n  (C T  scan )

Tho results o f  the CT scan may be related to outcomo after head injury, A normal C T  

scan or sm all ventricles having tho best outcom e and intracranial lesions o r largo 

ventric les the poorest, outcom o with roforcnoc to se lf-care , indopeiulcnoo and 
psychological deficits (Tlmmlng, ot ol„ 1982),

Predictions o f  outcomo arc o f Importance as they can bo used;

1, To assess altornatlvo m anagement methods,

2, To prevent or anticipate complications,

3, To allocate resources regarding admission, intensive care and rehabilitation.
4 , To deckle on policies.
5, To advlso the pationt and family,

(Jonnott, ot all, 1976; M arshall, et al., 1983),



Jennett (1979; 200) states that If a severe head injured patlont Is predicted to have potential for 

recovering independence, it is important to institute intensive therapy. A fter the acute phase, if 

(he prognosis indicates lii'lo  chance o f recovery, the predictions may need to be updated, 

intensive thorapy can be scaled down or active rehabilitation may be withdrawn,

A ccord ing  to  Evans (Sym posium  on head  injuries, 1977), the occurence o f  concom itant 
oxtracraninl injuries affects the duration rather than tiie ultimate level o f recovery, Do Yilliers

(1981) sta tes that associated injuries, in particu lar severs lim b injuries, may be a m ajor 

im pedim ent to rehabilitation.

A ccording to Knill-Jones (Symposium on hoad injuries, 1977: n,s.),

"..., tho accurate assessm ent o f  prognosis affects patlont managem ent and, ultimately, the use o f 
scarce  resources, so that statistical predictions about prognosis, if  accurate and econom ical, 
could bo o f great value."

8 .2  R E C O V E R Y  A F T E R  H E A D  IN JU R Y  H A S B E E N  D E S C R IB E D  IN  
T E R M S  O F :

8 .2 .1  R e tu rn  4o w o rk

(Lewin, 1970; Steadman & Graham , 1970; Jennett, 1976a; Rlm ol, et al„ 1981a)

A ccording lo Prigatnno, ot, al, (1984), present estim ates suggest dint one third of 
severely head injured patients return to w ork after utilizing traditional rehabilitation 

methods, Therefore tiie researcher believes that those methods should bo available,

8 .2 .2  S o c ia l  a b i l i ty

T he Glasgow Outcome Scale (G .O.S.) (Jennett &  Bond, 1975) is used widely to assess 

pa tien t recovery (Jennett, ot a l., 1977, 1979; Jotmott, 1979; L indsay, ot a l„  1980; 

Jennett & Teasdalo, 1981; R im el, 1981) as it measures patient ou tc t.n o  in term s o f  

social ability, rather than physical and mental disability,
T h e  G lasgow  O u tcom e S ca le  h a s  five ca te g o rie s :

D ead  (0 ) j

P e r s is te n t  v e g e ta tiv e  s ta te  ( t 'V S );

S e v e re  d is a b i l i ty  (SD );

M o d e ra te  d is a b il i ty  (M D)s 

G ood  re c o v e ry  (G R ),



The extent of recovery of head in jured  patien ts in three countries 
according to the Glasgow Outcome Scale (expressed as percentages)

Q .O.S.
oatogory ' J W

Nsthoflarlds
(N-172)

Los Angelos 
(N-100)

D 52 62 49
PVS 2 1 5
SD S 5 18
MD 17 15 14
GR 22 27 14

(Jennatt, et al„ 1977! 297)

TABLE 3:23

The ex ten t of recovery  of severe head in ju rie s  a t  th ree  centres 
according to the Glasgow Outcome Scale (expressed as percentages)

Q.O.S,
category ■ M DfiW I

3

i
f o

D 49 30 28
PVS 2 2 8
SD 10 8 4
MD 17 24 15
QR 22 36 45

(Jones, 1901)

According to Jones (1979), tho early assignation o f the patients to outcome groups will 

allow tho nurso the opportunity for advanced discharge planning,

A nothor m ethod o f  assosslng head Injury patien t ou tcom e is by tho R appaport 

D isability  R ating Scale (Rappaport, e t a l„  1983), A ccording to Rappaport, e t al,

(1982), this Is more sensitive than the Glasgow Outcome S c a b  and assesses changos In 

arousal/awareness, cognitive ability, degree o f physical dependence and psychological 

adaptability,

9. REHABILITATION

In tho opinion o f  tho researcher, In South Africa, although rehabilitation is included In the 
dom ain o f  nursing It Is an area In which llitle development has taken place,

, vi ,i-\ I,' „ l  ,■ „'3v, .wYi. ,,



"„.tt)o objectives o f  medicine are not only tho prevention and cure o f  disease but also the 
restoration o f the individual as far as possible to normal social function," (W HO, 1976; 324)

"If rehabilitation is understood to encom pass prevention o f  d isuse and misuse,., as w ell as 
m aintenance o f maximal physical function and emotional balance during the course o f  definitive 
treatment, It is obvious that rehabilitation m ust begin in parallel with rather than in series with 
definitive medical care," (Hlrschborg, ot al„ 1976: 154)

In 1969 the W H O  Expert Com m ittee on M edical Rehabilitation (W HO, 1976: 326) defined 
rchabilltadon as

"the combined and co-ordinated use o f  medical, social, oducatlonal, and vocational moasures for 
training or retraining tho Individual to the highest possible level o f  functional ability,"

Rehabilitation Is

\„ t h e  clinical process by means o f w hich tho disabled person is restored to a state o f optim al 
effectiveness and given an opportunity to enjoy a m eaningful life," (Hlrschborg, ot al„ 1976:6)

Rehabilitation begins In the intenslvo care unit,.," (Mintoor-Convory, 1985:220)

O ther definitions o f rehabilitation encom pass tho m ultidisciplinary approach to restore tho 

pationt to tho fullest physical, mental, social, economic, em otional, cognitive and educational 

functioning (Brunner & Snddarth, 1974; M air, N ichols, 1975; N ichols, 1980), Do Villlors 
(1981: 845) w arns that in as far as rehabilitation is ooncerited although tho Ideal may not bo 

attained a compromise lias to bo accepted."

9.1  T H E  O BJECTIV ES OF T H E  R EH A BILITA TIO N  O F THE HEAD 
INJURED PATIENT INCLUDE:

9.1.1 To assist tho head Injured patient, by a holistic indlvlduallsod approach, to function at 

m axim um  physical, psychological, social, em otional, educational and econom ical 
capacity (Brunner & Suddarlh, 1974; Stevenson, 1979; Headway, 1983),

9.1 .2  To maxim ise the pationt's physical, psychological, economic and social independence 
with regard to:
Self-care;

Activities o f dally living;
M obility,

(Hlrschborg, ot al„ 1976; Humphrey &  Oddy, 1978; Mahoney, 1980).

9.1.3 To p reven t d isab ility  and acce le ra te  reeovory (Jonnott &  Teasdalo , 1981), 

R ehabilita tion  Is uoncornod w ith prim ary and secv. sdary disab ility  as w ell as



preservation and restoration o f function o f any part of the Individual or the Individual as 

n whole, Such preventive praotlco must begin immediately in the case o f  all disabled 
patien ts (H irschborg, e t a l„  197(5). A ccording to B runnor and Suddarth (1974), 

rehabilitation by means o f  first, second and third level prevention is required for tho 

prevention o f  a ll these disabilities (W HO, 1976), A ccording to Hirschborg, ot al, 

(1976), two hours per 24, ensuring that the patient is not inactivo for m ore than one 
hour a t a time, is all that is needed to prevent disuse phenomena,

9.1 .4  To ensure adequate behavioural, psychological and social functioning to enable tho 

patient to return to tho family, community, previous social and leisure activities and to 

g ain fu l em ploym ent whoro possible. Rehabilitation m eans lu ll social integration 

including leisure, work, homo and mobility (Clarke, 1977),

9 .1 .5  To provide disabled persons a chance to live a  life that Is acceptable, meaningful and in 

som e m easure contributory to tho common good (Hirschborg, e t a i„ 1976),

9 .1 .6  To provide quality approaches to assist patients to achiovo lliolr goals as soon as 
possible (Quigley, 1981).

9.2 IM P O R T A N T  C O N C E P T S  R E L A T E D  T O  R E H A  M U T A T IO N

9.2.1 Tho road to rehabilitation Is not simple,

9 .2 .2  Rehabilitation Is a whole no t a part-tim e occupation,

9 .2.3 Tho responsibility for rehabilitation.
Tho provision o f  adequate rehabilitation sotvios is o f  param ount Im portance In a 
comprehensive health service (Levin, ot al,, 1982:208),

W ith rogatd to the provision o f  comprehensive care and rehabilitation facilities for head 
in jured patien ts, Tho H ealth A ct (No, 63 o f  1977: 661 as am ended by H ealth 

A m endm ent A ct No, 18 o f 1979; H ealth A m endm ent A ct N o. 33 o f  1981; H ealth 
Am ondm ont A ct No, 37 o f 1982; H ealth A m endm ent A ct N o, 21 o f  1983; Health 

Amendm ent Act No, 70 o f  1985) states tho following concerning tho health services of 
South Africa:

"To provide m easures for tho prom otion o f  tho health o f  the inhabitants o f  tlto 
Republic; to that end to provido for lhe rendering of health services;

Tho National Health Policy Council shall ensure that

several authorities w hich render health services.,, shall take all such measures as 
they m ay lake to prom ote tho health o f tho Inhabitants o f  the Republic so that 
every person shall bo enabled to attain and m aintain a state  o f  com pieto physical, 
menial and social wellbeing, (Health A ct No, 63 o f 1 9 7 7 :671).
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Tho functions o f the Council shall bo to consider any recom m endations m ade by the 

Com m ittee to the Minister (Health Act No, 63 o f  1977:673 as amended):

"a, tho formulation o f a national policy in regard to tho rendering o f  health services 
by tho Department o f N ational Health and Population Dovolopmont, provincial 
administrations and local authorities;

b, tho coordination by, and tho allocation to, tho D epartm ent o f  National Health 
and population Dovolopmont and provincial adm inistrations o f duties in regard 
to the following health services namoly -

1, tho promotion o f tho health o f  persons, individually and gonerally;
2, tho provision of facilities for tho detection, prevention, diagnosis and treatm ent 

o f  medical conditions;,,,
3, the application o f  measures o f  a  m edical nature to habilitate o r to rehabilitate 

any person incapacitated by a  medical condition;,,.
o, tho efficient coordination o f  health sorvicos rendered by tho D epartm ent of 

N ational Health and Population Dovolopmont, provincial adm inistrations and 
local authorities,"

Tho functions o f the Department, o f National Health and Population Dovolopmont shall 

bo:

"a, w ith due regard to health sorvicos rondorod by provincial adm inistrations and 
local authorities, to coordinate health sorvicos rendered by tho said Department 
and  to  provide such additional services as m ay bo necessary to establish a 
com prehensive health service for tho population o f  the Republic, o f  South 
A frica’,

q, to take stops for tho prom otion o f a safe and healthy e n v iro n m e n t! ,(H e a lth  
A ctN o .63ofl077 :< 373)

Tho M inister may delegate any o f  tho functions o f  (ho D epartm ent o f  National Health 

and Population Development to a provincial adm inistration, The functions o f  tho 
provincial admlnlstrt tion witli regard to health sorvicos shall bo:

"a, to provide hospital faculties and sorvicos;
b, ...to coordinate such health s o r v i c o s ( H e a l t h  A ct No, 63 o f  1977:675)

Local authority Is responsible for

"llio prom otion o f tho health o f  persons; and tho rehabilitation in tho com m unity of 
persons cured o f  any medical condition," (Health A ct Ho, 63 o f 1977:681)

The M inister may, in consultation w ith tho M inister o f  Finance

"contribute towards tho cost incurred by any provincial administration, local authority, 
,„ public society or association,,,, o r any other m atter relating to health," (Health Act 
No, 63 o f  1977: 721)



Tlio guide lo tlio Health A ct N o, 63 o f 1977 (1978: 46) statos tlio following about 

rehabilitation .services:

"For the first time specific m ention Is made In health legislation o f rehabilitation on a 
national level..."

"The objective of any rehabilitation process should bo tho functional restoration o f tho 
individual within tho framework o f a given society, Medical rehabilitation rofors to tho 
process o f m edical care aim ing at developing tlio functional and psychological abilities 
o f the Individual so as to enable him to attain solf-depondcncc and to lead an active life. 
Techniques such os physiotherapy, occupational therapy and speech therapy, as woll as 
psychiatric  rehabilitation, are  Included. ... W ith  the advancem ent o f  medical 
technology, moro handicapped poople w ill bo able to have a largo m easure o f  
independence If the community arid tho local authorities pay special attention to these 
m atters, i t  will bo possible for a handicapped person to live as full a life as 
possible in his environment, Subsidies shall not bo paid by tho Dopartmont o f Health 
to provide such facilities,

"Participation by tlio com m unity In tho planning and rendering o f  health sorvlcos can 
make an Important contribution towards tho developm ent o f  tho com m unity and tho 
quality and effectiveness o f the health services."

"Tho importance lo crcalo aebqunte facllltlos for the treatm ent o f  tho chronic, sicle and 
the caro for tho socially d isabled w ithin tho com m unity can , therefore, noi bo 
ovor-ompliaslsod,,,"

The W H O  (1976) sta tes tha t d isab ility  prevention  and  rehab ilita tion  is tho 
responsibility o f the national govornmont, Although In South Africa this function has 

boon delegated to Iho provincial administration and local authority.

O rganised rehabilitation w ould bo econom ically advantageous ■ to the com m unity. 
Disability affocts 10 percent o f tho total w orld population and Is a m ajor m edical, 
social and economic problem, Tlioro are 3 0 0 4 0 0  million disabled people in the world 

o f which disability as a result o f  trauma accounts for 78 m illion (W HO, 1976: 324), 

Tho prevalence o f disabled survivors o f head Injury Is 150 per 100 000 population per 

annum (Report, 1982: 1036), N ichols (197S) adds that 1:3 disabled patients would 

benefit from rehabilitation to speed recovery, function and return lo work. Trunkoy 

(1983:27) adds

"One o f  tho m ost pronounced deficiencies In trauma care In tho U.S. Is tho lack o f an 
Integrated rehabilitation system,"

"Tho hospital is only one among a num ber o f  agencies concerned In rohnbllliallon,,,, 
eloso personal co-operation,,, is essential In the patient's interest," (M inistry o f  Health, 
1958:2)
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Patients with sevoro howl Injuries place considerable burden on acute hospitals in tho 

early stage o f Illness and on many aspects o f tho health service for a long time if  thoy 

survive (Jennott, ot a l., 1977). A ccording to E vans (1981), w henever treatm ent 

bccomes available for tho prolonging o f  lifo a rehabilitation centre should bo developed 

nearby. Jonnott (Levin, ot al. 1982; 208) has pointed out

"tho tremendous efforts expended on intensive trcalmont In the oarly weeks after injury 
aro often largely wasted by tho failure to provide tho means whoreby tho full potential 
for rccovory can bo achieved during tho later stages,,..",

Evans (1981) em phasises that the se tting  up o f  a rehabilitation centre is a costly 

exercise and Hltschborg, o t al, (1976; 186) add

"One o f  the m ajor obstacles to rehabilitation Ims been tho lack o f  private or public 
fluids to support tho treatment o f  tho disabled.11

Glnnvlllo (n.d.) states that rehabilitation demands outstrip rosources and Lowln (1970) 

adds that head Injured patients can make practical recoveries provided proper provision 
Is m ade to r them.

''.„tho lack  o f  provision for their aftor-caro loads to unnecessary Invalidism, economic 
loss to tho country and a m anagem ent problem for tho hospital sorvicos," (Lowln, 
1970; 8)

A ccording to Clarke (1977), rehabilitation is a com m unity responsibility  and a task 
w ithin the capabilities o f  the com m unity, Tho quality  o f life o f  tiio handicapped Is 
greatly affected by society’s w illingness and abi'ii.y to provide tho caro and sorvicos 

needed (Bond, 1977),
9,2,4 Levels o f rehabilitation,

A ccord ing  to  W illiam s anti L am bourno (G lanville , n ,d ,), there should bo 16 

rehabilitation bods per 100 000 population, A pplicable rehabilitation sorvicos may 

vary in nature and intensity, according to she degree o f  disability  and the gonoral 
condition o f  tho pationt (Hlrschborg, ot a!„ 1976),

There are six lovols o f  rehabilitation!

a, Preventive rehabilitation,

b. Short term activities o f  dally living training,

c. Rehabilitation o f patients with limited disabilities,
d, Imonslve in-patient rehabilitation.
e, Maintenances caw,

f. Vocational rehabilitation,



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 o f the available facilities 

(Bond, 1977), Nichols (1980) adds that with good facilities for physical, emotional and 

industrial rehabilitation the head injured patient is usually able to return to work. 

Rehabilitation must be dynamic.

A single continuous process that begins with the onset o f the injury and continues 

throughout treatment until final resettlem ent in the most suitable work and living 

conditions is achieved (Ministry o f Health, 1958), According to Rose (n,d,: 182), 

"Rehabilitation begins as soon as the trauma has occurred."

The early pre-hospital and emergency voom rehabilitation is aimed at lim iting tho 

development o f complications (Rimel, 1982). Levin, et al. (1982) suggest that there is 

a critical phase when rehabilitation produces gains in excess o f the natural course of 

recovery. Levin, et al. (1982) add that therapeutic treatment is most effective if it is 

initiated at the earliest opportunity during tile first six months o f convalescence. 

Nichols (1980) states that with adequate rehabilitation, provided the programme is 

started soon after injury, tile 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 re,habilite‘aon in hospital services is the attitude of: 

the hospital Staff (Ministry of Health, 1958: 1). Jennett and Teasdale (1981) state that 

warm, personalised therapist/patient relationships aid reoovery. The W HO (1976) 

recommends that rehabilitation should be  integrated into primary health care and 

rehabilitation, methods into the training o f all relevant manpower, Nichols (1980) 

states that rehabilitation is the concern of all physicians and that there is a relative laok 

of interest amongst the medical profession in the problem of convalescence. The 

WHO (1976) states that tiie prevention of disability is the responsiblity of all health 

personnel. Rotkovitoh ((ed.) 1976) states that rehabilitation is a continuous 

collaborative effort of a multidisciplinary team as continuity o f care is important. 

Rehabilitation 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 o f rehabilitation,

Factors o f relevance to patient rehabilitation include sex, age, race, past experience, 

psyche, anxiety level (Niohols, 1975) as well as



"The patient's perspnality and emotional disposition, his socio-economic situation and 
environmental factors a t home and at work all have an important bearing on his 
eventual rehabilitation,"(Do Villiers, 1981: 845)

Levin, et al, (1982) add that the outcome of rehabilitation is also affected by the 

patient's intellectual level, self-insight, motivational level, community and family 

reactions and pre-injury occupation (Rose, n.d.). Disturbances o f 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 consulted about the primary treatment and implications thers-of. 

Realistic goals must be se t

Honesty is imperative as the encouragement o f false hope is an obstacle to recovery. 

The patient must be subjected to the effects o f group therapy,

.8 Rehabilitation is not to be regarded as an isolated modality.

Rehabilitation is not to be regarded as the application o f special techniques, but above 

all as a constituent part o f the thoughts and actions o f all those who are concerned with 

the treatment and restoration of disabled persons to their utmost capacity. The prime 

concept in rehabilitation medicine is that rehabilitation embraces the prevention and 

cure o f disability through various techniques or approaches that must be assembled and 

co-ordinated, The concepts and techniques o f rehabilitation are applicable in every 

phase o f care o f the acute and chronically ill. The role o f rehabilitation technology is 

preventive and restorative in nature (Giese & Davis, 1981; Jennett & Teasdale, 1981). 

Treatment needs to be conceived and planned from the outset, bearing in mind the 

probable terminal result and its effect on the patient's working capacity and home life. 

It should be intensive, planned for the individual patient and have a background of 

discipline. Nichols (1975) states that the advantage o f an organised rehabilitation 

service is tho ability to combine integrated medical and functional assessment with the 

co-ordination o f the activities of many agencies,

9 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 tile patient is able to get out o f bed, he must be 

dressed in civilian clothing and outdoor shoes,

10 Maximise mobility,

According to Najenson, et al. (Levin, et al„ 1982: 210), active management o f the 

patient by means of passive movements o f joints, m obilisation, stimulation 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.



Prevent deformity by footboards, splinting or other supports (Fanslow, Rotkovitch, 

(ed.) 1976:143).

Take advantage of the beds and devices that provide an opportunity 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,

W henever possible, the patient must participate in a sitting (Keener & Sweigart, 

1984), stand up, walking, or stair climbing programme.

Every effort should be made to limit the amount o f lifting, by staff.

THE REHABILITATION PROCESS

According to Hirschberg, et al. (1976), irrespective of where the programme is carrie.d 

out the basic rehabilitation process remains the same.

,1  T H E R E  A R E PO U R  ST E PS IN  T H E  R E H A B IL IT A T IO N  PR O C ESS 

Evaluation o f the patient's needs,

The formulation o f an appropriate rehabilitation goal and programme,

Discharge planning.

Follow-up Care.

E v alu a tio n  of the p a tie n t's  needs

According to Trethowan (1970), the first step in rehabilitation is to assess the patient's 

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

thorough assessment o f die patient that allows for comprehensive diagnoses m ust be 

Undertaken on admission to the rehabilitation centre, Thereafter an individualised 

programme 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 o f the patient's disability, 

Lewin (1970) suggests that the patient's needs be determined by a multidisciplinary 

team, A detailed evaluation o f the total person, the m edical status, disability, 

psychosocial circumstance, economic situation and attitude is necessary for a complete 

assessment (Hirschberg, e ta l,, 1976), According to Evans (1981), to allow for settling 

in time and re-orientation comprehensive assessment of Hie patient must take place two 

to three weeks after the patient has joined the unit, Nichols (1975) adds that delays in 

making clinical and administrative decisions about a patient's management is a potent 

cause of morbidity and reduces tho ohunce of an early return to work.



T h e  fo rm u la tio n  of a n  a p p ro p ria te  re h ab ilita tio n  goal an d  p ro g ram m e  
to  b rin g  th e  p a tien t to o p tim al fu n c tio n al ab ility

T he sotting o f  realistic goals, by a m ultidisciplinary team lhat includes the patient and 

fam ily  is essential to the success o f  the rehabilita tion program m e. U nrealistic 

expectations m ay impede acceptance and affect future plans (Jennett, e t al., 1981). To 

achieve maxim um  eo-operation and rehabilitation goal setting involves tho setting o f 

im m ediate, intermediate and long term goals (Hirschberg, e t al., 1976). It is important 

to  concentrate on tlie achievement o f  established goals, new goals m ust not be set undl 

slated goals have been achieved.

A ccord ing  to Evans (1981), head  injured patien ts  do benefit from  an intensive 

rehabilitation programme. The rehabilitation program m e must b e  planned to m eet the 

physical, psychosocial, emotional, spiritual, educational and vocational needs o f  the 

patient and

"...should be  adapted to suit the person in his entirety in the environm ent in which he 
is living." (D e Villicrs, 1981: 848)

From  the outset o f the pjun it is im perative to begin the process o f  restructuring the 

patient's life, helping the patient to adapt to new circum stances and to accept his new 
ro le  (Jennett, 1979). The candidate for rehabilitation needs physical rehabilitation, 
psychological and emotional services (H irschberg, e t al., 1976; Prigatano, e t al.,

1984).

"The treatm ent modalities in the  rehabilitation o f the head injured patient may be 
beneficial, prophylactic, palliative, harmful or they may have no effect at all." (Bloch, 
Symposium on head Injuries, 1,977: n.s.)

T he researcher agrees with this statement and believes that:
1. Knowledge about comprehensive care, including rehabilitation is a pre-requisite to 

effijefivo rehabilitation, .
2. Tim ing for rehabilitation is essential,
3. Poorly planned intervention may cause the patien t to retrogress rather than 

progress as a result of feelings o f  inadequacy and frustration when faced with tasks 

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

T he programmo must bo dynam ic and m otivating in itself (Hirschberg, et at., 1976), 

W ithin the patient's programme it is necessary to define treatm ent strategies explicitly,



Therapeutic intervention must be planned to maximise spontaneous recovery (Rose, 

n.d.). The rehabilitation program m e m ust bo designed to carry out several tasks 
Sim ultaneously, Each task may require  different techniques for accom plishm ent 

(Hirschberg, ot al., 1976).

In order to be effective, certain basio principles m ust be included in planning tho 

rehabilitation programme:

M aintenance o f vital M o tio n s , ■

Prevention o f  secondary disabilities,

According to Hirschberg, e t al. (1976), planning for rehabilitation starts on admission, 

nurses in intensive care units are well trained in techniques o f  preventive rehabilitation. 

Jennett and  Teasdale (1981) state that the prevention o f  com plications in the first 

months o f  injury is imperative, A ccording to B loch (Sym posium  on head injuries, 

1977: n.s.), tho following principles were considered in the design o f  a rehabilitation 

m odel in Hamilton, Canada:

- The assessm ent o f the patient, by a m em ber o f  tho rehabilitation team in the first 
w eek a fter injury to sot up prophylactic  p ro toco ls to prevent contractures, 

m alnutrition, skin breakdow n, respiratory and urinary tract infections, deep vein 
thrombosis and sensory deprivation.

* The speech therapist m ust sco the patient as soon as he/she starts responding to 
sensory stim uli. 1

« The family m ust be seen early by the social w orker for counselling, support and 
crisis intervention.

Thus, in the opinion o f the researcher, by suggesting the above, quality assurance in 
preventive rehabilitation is commenced,

Ensuring effective stim ulation and m otivation o f tho patien t to achieve maximum 
physical, psychosocial and emotional recovery,

According to Cross (1977), from the first day after the injury it is important to subject 
tho patient to as much stim ulation as is perm itted, D om an, e t al, (1964) add that 

recovery o f tiie patient depends on stimulation and re-organisation o f  the brain,

The head injured patient must be placed in an environment o f the greatest impingement 

not the loast, in order to halt physical and Intellectual deterioration (Doman, ot al., 

1964), The patient must be subjected lo a specific training program m e o f motivation 

and stimulation, based on associative learning (Goldstein & Oakley, 1985).
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