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Rehabititative technigues used for stimulating the pationt include:

(Cross, 1977; Snyder & Jackle, 1981; Shorry, 1982; Tucker et al., 1984),
« Subjost the patiens to & conducive environment,

- Switch the lights off at night,

« Avoid sedation unloss absolutely necossry,

- BEnaploy reality orientation,
Accurding to Evans (1981), the presence of ‘relativcs around the bed helps the newly
injured to establish contact with reality. Flscher (1974) suggests that visitors
should be strictly limited and perhaps even only view the patient from a distance,
The rescarchor supports the belief of Evans (1981) and agrees that relatives must be
incorporated in the re-oriontation of the patient,
Mothods employed for reality orientation include:
Begin re-oricntation and re-association as soon us possible!
Talk about familiar topics.
Re-oriontate to tiime, place and person,
Orientate to body signals.
~ Interaction with others.
« Talk to the patient,
~ Mobilise the patient gs soon as posstble:
Gl the patient out of bed.
Cummence sitting programme,
Walk the patient,
~ Sensory stimulation: ,
As soon as the corebral oedema has subsided all five senses must b utitized,
- Lot the patient feed himself/hersclf,
« Play games with the patient,

As rerovery is o dynamic process aspeots ot recovery plajoau at different times Qennott,
ot al,, 1981), Motivation is an important aspect in physical, psychosocial, emotional
and vacational rehabititation.

"A patlent is said Lo be motivated towards rehabilitation if he shows a strong. desirs to
becomo independent.., If he fails to do this, ho is said o lack motivation,"
(Hirschboeg, et al,, 1976 55)

This is not always true of the head injured pationt who due to the Injury may lack
motivation nnd insight,
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Rehabilitation techniques employed to mainiain motivation:
« Frequent chicouragement and pralse, It is important to maintain the patient's hope
systams and to encourage a positive attitude.
. Positive re-inforcement,
- Feedback of progress.
According to Hirsohberg, et al, (1976), it is the physician's responsibility to discuss
the patient's prognosis and progress with the patient and family, 'The paramedionl
and nursing leam must communicate the paient's fears and anxicties to the
physician, ' k
« According 1o Allen and Moschak (1981, it is important o record the patient's
progress on a chart so that the patient can visualise improverment experienced over
days, weeks, or months, Charts suggested includes
A daily ambulation chatt,
Individual (over one month) and group cumulative records (for comparison),
« Achievement in itself is a motivational forco,
The use of games as par(ﬁ of the rehabilitation programme may provide positive
re-inforcement, rewards and pleasure and thus be a motivating factor for progressiye
rehabilitation (Bvans, 1981), Serics and Lincoln (1978) suggest the use of gtaphic
representation as a positive re-inforcer to aid motivation,

Although for successful rehabilitation, stimulation and motivation are essential
progeamme componenls Snyder and Jackle (1981) warn against the possibility of

over-stimulation-and fatigue,
L - . @v)  Improvement of physical fitness (Hirsohberg, et al,, 1976),
‘ According to Nicholy (1975), active rehabilitation encourdges people to overcome the

disability by incrensing physical attributes such ns strength, range of movement and by
changing techniques to scecomplish activitios such as dressing and walking, The
pirpose boing to restore maximum function to all parts by using graded activitiss that
promote recovery (Jennett & Teasdale, 1981),

Rehabilitation teehnigues used to improve physical litness include:
- Active-and passive exercises, broathing and swallowing exercises,
« Physiotherapy.

- Romedinl gymnastics,

- Qoeupational therapy.

~Mobilisation, development of sitting, standing and balance,
Sport and reoreational activities.

x
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Training in self-care activities,
The patient must be teained for maximum {ndependence (Hirsehberg, ot al,, 1976;
Orem, 1980). It is important to help the patient to compensate for the limilations

imposed on sel(-care activitios,

Mothods used to restots self-care include:
- Physical conditioning to increase strength and range ef motion,
- Training/Instroction in elf-care techniguics:

Bathing/Washing,

Egting,

Dressing,

Toilet activitles,

Miscellancous hand activities.
« Use of assistance dovices.
- Uso of adaptive equipment and modifications of alothing and living arrangements,
Training in activities of daily Hving (A.DL.}.
Assist the patient to ashleve maximum independence in ADJL. (Hirschberg, ot al,,
1976). '
Ensuring maximum psychological functioning,
According to Rotkovitoh ((ed,) 1976), Kuhbler Ross's stages of the prieving process
matk the milestones in the patient's jowrnoy to recovery, According to the researcher,
the head injured patent proceeds thraugh these stages within the scope ol the remaining
mental factiltios, The use of the "grief frame" halps the patient to realise his potontial
and limitations, to achlove the goals sot and 1o Jead a fuller life (Rotkoviteh, (ed,)
1976},

It is Important for the health team fo offer emotional support o the pationt awd
significant others and most important to understand their actions and reastions,
Rotkovitoh ((ed.) 1976) adds that tho pationt expoeriences a loss and therefore does not
foel whole, thus it is important for the rehabilitation team to adopt a positive holistic
approach 10 the patient, According to Riley and Moses (1977), long after tho aoute
phinse of care has starled patlents still have foars and anxicties, Rose (unkown) adds
that behaviour probloms oceur cominauly, in the early stages or on admission to the
rehabilitation unit,

Stratogies employed to lesson the psycho-emotional affects of head injury ir¢lude:
~ The lnterventlon of the nouropsyehologist carly in paticnt management must be
stressed (Long, ot sl 1984), Neuropsychological assessimont 1o assoss highar leval
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functioning and cognitive abllitles (Quga, 1978; Ceplan, 1982) and for
psychotherapeutic intervention is egsentinl,  Intensive co-ordinated S ;
neuropsychological rehabilitation is imperative (Prigatano , et al,, 1984), ' Sl o

- Maintain én-envirenment conducive to psycho-emotional well helng: e Sl ‘
Because de mental corponent of disability 15 to the fore pftar injuiy the cretion v e
of an énvironment. that is understanding, stimulatirg ar)i@?wi:ﬂystmcturcd Is
necessary (Jennett & Teasdute, 1981; Hirsehberg, ot al,, 1976), : :
All thoso dealing with the patient, must be pleasant, atientve, caring #nd must be ' " L g
guided by the following maxim: c

'"To do no harm and no watter what the patient's state of consclousness is, to wn
bolieve that he understands what is said,’ .

The ‘staff must be aware of actlons, reactions, vesbal and non-verbal o 0
communication, T " R,
Hvorything that Is done for the patient must be done with the minimum of et o R
unplensant reaction, : ,

« The nurss must listen to the patient and allow the patient to verbalise foars and ‘ Lo o S .
anxiotles. S R \

~ Barly mobilisation of the head injured pationt encoutnges oarly Indeépendencs, o e . L
maintaing seli-esteem snd hastens psychologieal rohabilitation (Rimon, 1979), T g gt

(viii) Cognidvo rotenining, SO o ! S
Mermory retraining is advocated in the management of the head Injured patient, o R
Mahorey (1980) ~nd Lovin, ot al. (1982) suggest that physieal therapy and cognitlve - ) : " :
stimulation should bo instituted at the earliest possible time. Cognitive retralning R
involves higher lovel functions relating to perception, congentration and memory, o
Levin, ¢t al, (1982) assort that an impairmont of memory makes rohabililation difficult. S T
Hirseherg, ot al, (1976) add that ihe typos of brain damage chiofly responsible for
fallure of rohabilitation ate those that cause disturbances of porception, processing, L R
orientation, memory and intagrated thinking, Aceording to Rose (n.d.), defieits of | k
memory and date processing may be small but make a major differenco (o planning of

and respanse Lo the rehabilitation progeamme,

Treatment modalities for cognltive doficits include:
- Rolioving anxlety and (ears,
Talk to tho patient (Evans, 1981 210); ‘ S
Listen to and alloviate foars and anxiatios whera possiblo; “

Offer smotional support;

! ’ v ’ Ll
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Provide adequate cxplanations of progremmes, activities and procodures that k R .
involve the padent, . e
- Coungolling, : q
« Comprehensive neuropsychologicnl assessmont (Long, et al,, 1984), o ‘

« Clognitlve remedintion Ranseen, 1985), T ' T
» Individual psychotherapy (Lovin, et al, 1982) three to five times per week ‘ ‘ LY , A L

(Prigatano, ot al, 1984), R e g
~ Group psychotiictapy, “ R SRS

» Behaviour modification, . )
~ Improve body image, self-concept, fecling of worth, self-confidence and self-cstecm, S iy |
= Speechi therapy, ' S Ly
~ Remedial rendiyg, writing and arithmotlc, _;‘ \ B L '

G e e
Techniques for improving memory include: &(\ L s
» Bffective interpersonal relationships and communication, e o
- Bxpeet that the pationt liag learning potontial,

« Incorporate all five senses, 2
= Base the fevel of information on the patlent's background, S - , o K
’ w Makoe the In rmation to be learned meaningfal; ‘ :
Show how teaching/learning rplates to the life sitvation,
Combino desmonstration and explanation, ;

Allow time for response, v . : R

- Proceed from the simplo to the complox. n ‘ N

e e » ~ Present the informatlon in small logical steps, \

‘ 9 ~ Introduce graded sorles of perceptual motor tagks,

‘ ~ Tench components separately tather than colloctively, ‘ R

- Uso ovorlesrning in the past to benellt the patlont's prosent situntion, ‘

= Provide repetition and rohoatsal;

Clear insteuctions,
Dally routlng, N ,
Frequont proctise, i e k;,
= UJso cues andd momory aids: ;,; k B Sl
Schedule of dally actvities, & ‘ B
Clacks, calendars and cards, AR R ¢
Printed ohecklists or tape.recording of steps for common activitlos, i ‘ L
= Provido positive feedback:
Set short torm gonls,
Positive re-inforcemont and/ov raward systen, !

AT
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Provide rownras lor concontration, ‘Mayo (1978) statoes that therapists must glve
moro atientlon to aghiovemont than to the need for assistance, Utllize Skinnor's
operant conditioning involving praise, privileges, encourngoentént and
ro«nforeeinent,
End earh sooslon on a successful note,
R<acogliisc) achievoment,
« Usa games requirlng shopt porlods of mental awareness and concentration,
- The ;pm:amlal rolo of nouropharmacologleal ngmls and electronice devices 1o iniprove
mémory warrant furthor stady. :
(Mahonsy, 1980; Evans, 19813 Lovin, ¢t al,, 1982),
Maxintise education and teaining Qolllnek & Harvey,1982).
Education is important for the futore independenco of the handicapped porson (Tumin,
1981), According to Yennott {1983), o head injury may affect tho education and carcor
cholce of an individual and may moan a Wfotimo of disability; therafore provontive
rohabilitation and proventicn of secondary brain damage to maximise recovery is
Imperative,

Since rohabilitatlon is ossentinlly teaching, education and learning, the brain injured
person In ordsr to make use of a rehabilitatlon programme, must have some
comtnunication skills {not necessarily verbal) as well as an ability to learn now tasks,
As percoption, memory, speech and motor ability affoct learning, the capnbility of the
porson to loarn 1s quatified by the extent of the brain injury (Mahonoy, 1980), The
Adult Dovalopment Contro may be utilized to maxlmise education (Colo, ot al,, 1985),
In rehubilitation planned tonching is ossential (Glosa & Davis, 1981), The educational
needs of the patlent, the padent's edueational abitlty and the course to b underiaken
shoukd be ovalnated In order (o ostablish an educational plan (Bdmouds-Hill, 1977
Blyth, 1981). Courses may bo undertaken at normal educntional Institions or speotal
contros, Should the patient not be ¢apable of further formal educatlon, [ncilitios such as
day-contres, adult training contros and workshops must be avatlable (Tumln, 1981).

Educatlonal steatogles Include:

« The introduction of the clinical nurse speciallsi/llaison nurse (o teagh, plan and
oviluate patent education (Bdmeonds-Eill, 1977).
Edueational therapists should ba avallable to assess and treat those patlonts will
sevore Intollectual doficls,

« Teaching steategles, using speclal approaches o facilltats 1. sening, must bo adapted
to the alteration In cognitive functioning that accompanies head injury (Mahoney,
1980

M e e
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« 'The avallubility of educational facilltics: :
Classtoots, equipment and resourees, ; Cep
Faollitios for sell-study and programmed leaening must be svailable, "
Teaching may be done on 1 one to one basis or In group work (Evans, 1981),

- Memory snd percoption training is an importang aspect of odication,

- The wse of teashing manuals and visual alds to teach patients and families SR

(Rdmonds-Eiil, 1977), ‘ :

Maximiss voeational teaining,

The first goal of the treatment programme is o help the patient develop skifls that aw ‘

indirectly rofated io holding a job (Lovin, et al,, 1982), Tho patict must ba aware of _ ) SR R

the teue diagnosts in order to nccapt the soolal and oceupational imitations (Trothowan, l‘ T

1970). AR

Ther¢: should be o vosational rohabllitation service, According to Lowenstein's “\ , ' R
progammo, vocationnl rehabilitation commoences with the assignment of the patient to oo AR ‘

& workshop (Lavin, ot ab,, 1982: 210), Vocational resettloment is the resporisibility of : ‘
tho resottlemant officor (Nichols, 1980), soeial worker aud occupntional therapist, The
rehabilitation Halson ofticer arranges for smployment and re-introduces the patient to » i ‘ ”
the natural work onvironment gradually (Ozga, 1978}, According to Nichols (1975), ‘ F\
oxpeotations of the voeatignal stafl may load to commensurate perforniance by ¢lienis,

In order-to ensure adequate job placement, the following principles must be uppliéd in
the vocational rehabilitation programme (Lovin, of al,, 1982): v
~ Early contact and assessmont, of the patient is imperative,
» Cognitive skills must be Improved,
- Bsteem as woll as lndependence must he inorensed, _
~ Early job nsscssment is essential, B R
« Early contact with the employer must bo established, |
According to Tumin (1981), hancieapped people face disorimination from employers,
They cun cope in the work situation provided there is adequate support and aceoss
and uso 1s magle of the corseet alds to indopendonce,
« ‘Corroot placoment of the patient, at the appropriate time in the rohabilitation
programme, 1s ossontlal, -
« Uso a system of token rewards to stmulate production and promote approprinte
behaviour.
The fotlowlng vocatlonat facititios musi be avallable:
Vooatlonal assessmant contres,
Rehabilitation workshops,

2
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An industrial scheme officer ensures steady flow of work (Ministry of Health,

1958). Simple hospital jobs may be allocated.
Industrial work centres (Campliell & Dillon, 1982),
Sheltered (Protected) workshops (Mayo, 1978).

Ac‘cordiyng to De Villiers (1981 848), "The opportunities for disabled workers are
limited in thig country." (S.A.) '

(i)  Maximise social integration,
i Rehabilitation is a behavioural process concerned with behaviour, social and economic

recovery, Physical, psychosocial, emotional and economic factors affect resettlement,

| P§ aned resettlement of the patient in the miost appropriate situation must start as seon

T

a3 definitive treatment is underway, The aim is to return the patient to his/her previous

i way of life and work (Nichols, 1980),  The Centre for Living, throyigh a series of
organised programmes, assists the patient with re-integration irito the family,

i community and job situation (Epperson - Sebour & Rifkin, 1985). . According to
' Bdmonds-Hill (1977), a re-socialisation programme helps the disabled person to gain ‘
i confidence and security. The patient’must be. re-integrated into the family and R L N

icommunity with greut care, Bond (Symposium on head injuries, 1977) states that after , : e

Head injury the disruption of the family is greatest where there is a personality change,
af\ggression, disinhibition, urinary incontinence and gross physical over-activity.

J enb.ett, et al. (1981) add that it is important for the therapists to realise. that many
people, prior to head injury, were maladjusted; therefore the socially deviant behaviour

may ttot always be ascribied to the brain damage. . PR L i

Techniques for achieving social integration include: boite 8
- Positive re-inforcement, B '
Use a system of token edonoiny for re-inforcement of behaviour (Eames & Wood, ;
1985b), ' R .

~ Behaviour modification,

~ Individual/Group therapy involving the patient and family,

~ Support group for the pationt and family.
~ Prior to-full infegration the re-infroduction of the patient to the home environment s

may be done omra day, week-end or hatf~week basis (Tennott, 1979; Jacus, 1981),

Day programmes should be established so that the patient can mainiain ties with the : S e
family, home and 'oommunily (Bisdee & Hipkens, 1981), Wright (iirschberg, et i

al., 1976} 4G) adds that generally the public has a negative altitude to the disabled,




House/Ward duties should be altocated,
- Remedial gymnastics/Physiotherapy.

- Recreation and hobbies (Tumin, 1981).

- Spoit,

-~ The introduction of a walk-a-day club (Aflen & Moschak, 1981).

Scheduling ' the programme

According to Hirschberg, et al, (1976), scheduling of the programme to avoid
confusion and exhaustion of the patient is important, - The programme, detailing the
amount of time to be spent in each department, must be discissed by a
multidisciplinary team (Evans, 1981), According to Nichols (1980), short intensive
periods of lhefapy have more effect than prolonged intermittent aitendance. A daily

sohedule, that can be adjusted weekly, according to the patient's needs must be
established, The schedule of activities must -combine basic maintenance and
rehabilitation and must be intérspersed with a special exercise and fraining programime,
Included in the schedule thero should be times reserved for:

Rest and sleep,

Maintenance of vital functions,

Diagnostic and therapeutic measures;

Presoribed exercises must be completed frequently and long enough {o achieve

quick résults,
Self-care activities:

Toilet training, bathing and hygiene,
Food intake, ‘
Activities of daily living,
One poriod for recreation,
One free period.

within the thetapy sesslons must be integrated (Hirschberg, et al,; 1976),
¢, Discharge planning
Discharge planning is considsred patt of the rehabilitation programme and is

interwoven with psychological support and counselling, -According to Hirschberg, ot
al, (1976), discharge planning starts immediately after ‘the initial evaluaton, At the

AV NG,

AR LR

Therapy should be biased to-the practical and pragmatic, Where ever possible all tasks
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original evaluation an approximate time of discharge must be determined. Discharge
planning continues throughout the palient's rehabilitation and terminates with the
discharge of the patient who has achieved maximum hospital benefit and may go home
or to another facility, In general, the time for discharge is when the patient needs no
assistanice with vital functions and has become independent in activities of daily living.
It is not always possible fo meet these two factors prior to discharge from the
rehabilitation facility, When discharging a patient, it is important to introduce him/her
to the new setting gradually (Bisdee & Hipkens 1981). Once discharge planning is
completed a discharge conference tust be held to disouss the plan with the patient,
famiity and attending therapists, Early discharge planning achieves officiency of bed
usage (Edmonds-Hill 1977).

Follow-up care

Follow-up care-as well as regularly scheduled out-patient or home visits are essential: Ty G : e e "
To ascertain whether the patient maintaing the abilities, B ‘ e ‘
To assist the patient with any physical, psychological or social problems,

To ensure continued use of appliances, R TR

To ensure non-interferdrice in self-care activities,

To assess the level of independence of the patient. .
To evaluate the level of rehabilitation achieved: ~ . ' b
To assist with crisis management. N o '
For the purpose of evaluation, R RRE T
The weakest link in most rehabilitation programmes is follow-up care, Failure in this
respact is xesponsible for much fegression and development of preventable disability, . o A
Mailed questionnaires may be utilized to assist with effective follow-up care in S
out-patient departments (Davis & Jellinek, 1982). According to Nichols (1975}, when
evaluating the effect of rahabilitation one must consider the clinical, behavioural and , ¥

psychologleal response,

"The ultimate test of a rehabilitation endeavour is the demonstrated ability of the I N
individual to maintain what he has achicved and to usc his potential capacitios R : AR
cffeotively for the duration of his life." (Hirschberg, et 4l,, 1976 185) : - ‘

DOCUMENTATION ‘

Accurate documentation is essential to record responses, progrsss of the patient, to IR e
allow for adjustment of the programme, for patient follow-up and programme o e
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Edmonds-Hill (1977) suggests that

documentation should be by means of standardised nursing care plans, The

evaluation (Hitschberg, ot al, 1976).

problem-origntated record may be used as a means of maintaining the continuity of
- care; for recording and evﬂlualing the quality of care, Whereas Quigley (1981) suggests
the use of the rehabilitation paticnt progress note as a means of documentation,
Hirsehberg, ot al, (1976) suggest the use of graphic charts to record information such as
activity, activities of daily living, mobility, muscle strength and treatment,

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

REHABILITATION MAY BE CARRIED OUT IN ONE. OF FOUR
PLACES (Hirschberg, et al,, 1976)

MEDICAL OR SURGICAL WARD

According to Tobis, et al, (1982), the rehabilitation programme should be part of the
acute hospital where all services are available, Cole, et al, (1985) state that the daily
cost of ani actiie hospits] based rehabilitation progeamme is $500.00, No local figures

are available,
CONVALESCENT HOSPITALS

Nursing homes (Hirschberg, ¢t al., 1976).
Young chironic sick umits ( Lewin, 1970y Clarke, 1977). .

Anwat (1979) states that after the acute phnse there is a lack of special centres required
for the care of the head injured patient and therefore the patient may be placed in other
centros such as a goriatric unit or units for the chironically sick. Lewin (1970) states
that ordinary convalescent units are not satistactory facilities for rehabilitation as they
do not provide suitable stimuli and that there are gaps in the health services between
the acute stugé and the tndusirial rehubilitation unit,

HOME CARK (Gorsten, ot al,, 1968; Hirschberg, et al,, 1976)
The aim of rehabilitation is independent living and this can best be earried out at homa,

Glanville (n,d.) suggests the nead for a mobile rehabilitation facility, Muliidiseiptinary
donticltllary rehabitilation services are advocated by Clarke (1977),
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REHABILITATION FACILITIES (Hirschberg, et al,, 1976)

If patients are to henefit to the fullest extent, ordered planning and organisution of the
use of the hospital's rehabilitation facilities is essential (Ministry of Health, 1958: 1),
Bisdeo and Hipkens (1981) state-that a diffarence oxists in the environment of a

rehabilitation hospital and an acuie care setting, The environment of the rchabilitation

hospital must be conducive to rehabilitation tather than to the forinality of the acute
care softing, - According to Edmonds-Hill (1977), ore cannot mix acute cire pationts
and rehabilitation patients in the same setting as the acufe cases take priority, Jennott
(1983) adds that diffioultics arise in gencral rehabilitation facilities when patients
exhibit emotional and personality problems, have difficuity in communicating or have
epilepsy, Nichols (1975) states that-a rehabilitation centre is a therapzntic community
where the patients arc able to ro-establisﬂ sell-esteem In the fngs of severe disability,

According to Nichols (1980), the rehabilitation centre should:

- Provide co-ordinated facilities,

- Co-ordinate and correlate all services with available government, private and
voluntary communily rehabilitation services,

- Boan adyisory service in problems of rehabilitation and resettloment,

- Direot reforrals, in particular clinical and work referrals,

- Provide teaching and research into rehabilitation,

In-patient rehabilitation seryice

.
’

An in-patient rehabilitation service is defined as a separate unit, specifically dedicated
and dosigned for the rehabilitation of severely disabled patients, Therefore, if the
patient requires intensive rehabilitation, he must be placed in such a rehabilitation
centre (Ranseen, 1985), The results of Tobls, ot al, (1982) show that carly
rehgbilitative intervention is medically and therapeutically desirable,

Tho in-patient rehabilitation centro is dirceted by a physician, consultant or physiatrist

(Nichols, 1980; Tobis, et al., 1982) and may treat multiple or selective disabilities, X -

Nichols (1980) suggests that special head injury rehabilitation cenlres be organised on a
rogional basis, Lewin (1970) suggests that there Yhould be a special unit for the
rehabilitation of head injured patients as their needs and the tempo of the tnit are
different to that of a genoral rehabilitation unit. Faitlng this, a special area within the
goneral unit must be designated for these patients. - Although Evans (1981) suggosts

that a mixed contre, rather than one which speeialises in caring for one purticular

§ -
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handieap, probably provides the most effective rehabifitation, The rehabilitation
service may be established in a general hospital complex, or as & separate facility,
Wherever it is gstablished, there must be an affiliation to a hospital with fherapeutic,
diagnostic, medical, neurological and psychiatric services (Lewin, 1970), Clarke
(1977) suggests that the rehabilitation unit should simulate a house althongh full

{ntegration may not be possible,
Out«patient rehabili¢ation

Most rehabilitation centres have out-patient and .fqllow~up care for patients who have
been rehabilitated, This allows the patient to live at home or in a facility nearby and
be transported to the out-patient facility for rehabilitative care, Many hospitals that do
not have in-patient rehabilitation services have out-patient rehabilitation facilities,
Independent out-patient facilities do exist,

Vocational rehabilitation facilities

The Adult Development Center as suggosted by Cole, et al, (1985) maximises work
and study habits, cognitive and neademic skills, social and bohavioural awareness and
bridzes the gap between the acute care setting and final work or academic placement.
As work is important in soclety, plans must bo made for vocational rehabilitation
(Ozga, 1978), According to Clarke (1977), progrossive rehabilitation necossitatos tho
ostablishment ofy

Protected workshops (Lewin, 1970; Mayo, 1978), .

Industrial work centres (Campbell & Dillon, 1982)

Lowin (1970) states that it is important not to send the patient to an industrial

cenire too curly.

Epperson-Sebour and Rifkin (1985) suggest that the curront trend in maniigement is
toward a continuum of care with treatment starting at the seene of the accident,
continuing through acute medieal and rehabilitation settings and concluding in a

community based programmo,
DESIGNING REMABILITATION WACILITINS

Considerable time and rosonrees are spent in establishing rehabititation facilitles, The
function of the architcct is to design a rehabilitation facility thal meots tho statutory,
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pmfessiom\h cthienl, acsthetio and {ndividuat mquircmems of such an {natitution
(Lowin, 19704 Firsehbers el al, 1976 Clarke, 1977 Nichols, 1980). '

STANVING FOR REHABILI’!‘A’FION SERVICES

According 10 Higsohborg, ot al, (1976), Bames and Wood {1985) and the rosearchor, one
of the most {mporiant factors In the suceessful rehabititation of the disabled is the staffy
© personncl jnvolved in rc\u\bil‘m\t‘mn (ust believe in human valug, malotain high
othical bellofs and liavo B zeal for gocial tenefit.

The yohabititgtion gotting x‘equirés both 1\dmh\ism\t\ve and clinical stafl (vido P18 The
admin’isum‘\m\ is responsible for prov\d'mg adoguate slalfing for the rahabilitation
ontrd, dircoting and maintaiaing goryvices Wwithout the suppott of administrative staff
the olintonl staff ganmol function not can {he prograwune 1o elfective. Functions of the
clintcal staf inoludet '

To providé divect caro throughout the pnticm‘s Progeamme,

I T provide medionl caxd.

@il Restoration 10 activities of datly fiving,

{iv) Psychosocm\ sorvices.

W To provide consultant id 10 Hagnose, solve and treat short tem problems.

Acoording 10 Piirschiberg, ¢ al, (1976) rohabilitation ci be cnried out anywheres
pmvidod an Adoquate number of knxow\cu\geab\o po.rsoxmcl aro vailable. As
rohabititation commonoes as Soon alter injury 08 possivle stalfing of alt cqro arens 1
order 10 provide c.ompm\\ens‘we quatity core 1o tho pationt st be cqusidcrc.d.

b The nursing staft ostablishmont inthe cehabilitation sotting may very 1o $nctudes

Q) Rehobitiation nuses (Brunncr & Suddartly 1994

an Neurosuvg\ca\ NICse practitionors (Rimel & Langhth 1980«

aw Rehobititation olintonl nurse gpecialists (Edmonds—l-lm, 1977 Wi\liamson»I(\r\dzmd &
Bornl, 1080; Gloso & Davis, 1981) '

{iv) Re\m\)‘ﬂ‘m\don eso Hodsort officors (Simmomh 197 Ozgh 1078).

For detatt rogavding o role of the aurss in the rohabilitation sotting vide i

The detatied toview of the {iterature 18 negessary is tho soope of practice of the nwse ineludes

dapondeity indapondent s interdopondent functions, Tho \)rosonu\t\on s o overviow of current
nealth practice hot itk ald (i tuse i the andorsianding of the averall managoemant of the head
injured padent: Tuig an ommrum\ty {or the HuLse 1o gain joxight into modical snd nursing
nanagemont of tho head Injured patlent, L0 establish mn(\nmonu\\ pl‘incip\os, ug o basis of
rnowledge {hat can be incorpotnted fn o quatity NESUTANCS Programme for tho hond Injured

[ At
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patient. Comprehensive co-ordinated care of the head injured patient necessitatos knowledge in : B
. SNSRI K i
rolation to agsoolated injurics und the sequalag of brain teaurma, The section dealing with the . e
managotont of the patlent and rehabilitation is vast, This is intontional as there is a certain 2 : " ;

amount of cross roferencing in Cliapter 9 when discussing recommendations in this regard (vide
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CHAPTER 4

RESEARCH METHODS

INTRODUCTION

The puepose of the study was 1o investigate the comprehensiva care of the moderato and
soverely head injured patient extending from the time of injury, until ultimate recovery
with a view to praventive and onrative rehabilitation,

Tho following aspegts of the comprehensive care of the moderate and soverely head
injured patient have been investigated:

Comprehensivé facil.dos and rosources for the caro of the head injured patlent,
internationally and nationally,

The epidemiotogy of head injuries,

Racovery after hoad injury,

Quality assurance, ;

A modulo {or assessing the quality of comprehensive caro of head injured pationts,
Staffing for quality ceve,
Staff knowledge,

For this essentially desoriptive study of ordinal datn a non-experimental tesearch dosign
was employed, In order to elioit the information tequired, the operationalization of
variablos involved many rogearch techniques,

SELS

e’




TABLE di)

Summury of the resenvel mathodoloplos nnd means of duin nonlysls uthlized

Anpodl of somprahenilve

Dioousslen

Rasoareh dooign Rosoatal Instrument ARPENDIX |- Data analysis
onra . : (vida)
Hoad Injury Taallllns Vislt-to faolllilos Obsorvallon =] Manual
Hoad injury lacliiles Quastlonnalre o] Manunl
Rohablillation facllilos Quasllennalro (2) Q46 Manual
Epldamloiogy Epldemlologleal sludy fRalrospattivo audlt sy meana of 0 Murtual
o autyey
Patlent status Pallont assossmant;
Day of admisslon Retrospanliva audlt E1 Computor
Day of eboarvailon Cotaurrant audit E2 Computor
Patlont dapondenay ratlng Data shoot E0 Gompuler
Assosgmani-ol pro-njuty stalug and famlly knowledgo | Interview/Quastlonnairo E6 Manual
PosisIhjury assossmont : Tolaphonia Intarviow Mantial
Part | » Quostlonnalto £ Manuid]
Part 1l - Chogkllat £10 Manual
Assossmont ¢ prosonl slatus of patlenl Vlalobaorvation/contuliallen - Ei2 Manual
‘ Daln sheot
Quallty nasuranoa study Gondurront nudlt
Non<parilalpant aheorvatlon
Sltuatlonal annlysla: Datn shoot M Compulor
Stalling
Hod ocaupancy
Ovarall pallont dopandency. Datn shoot Fa QGomputer
Bvnluating the cara facalved by pailont:
Prosotiption of oaro Data-sleol a Qompuler
Fraduatidy ol cara Data shoot <] Computot
Exlont uf vare ' Ghoolilst {Sohodulo) | Computer
Norm of enve Ghuvaklizt: (Sehadule) ] Compulor
Wolghtod notm of cate Chaoakllat {8shadula) l Qompuler
Standards ol praotice Data shoot ] Qomputar
Pailent care slandards [3ata ahoot K Gomputer
Quallty assuranco module Raguest for commonl o Muanual
Krowludga assassmont
Nuralitg personnel Quoationnalre )] Compulot
Modleal/paramedionl parsonnol Quaslionnalta [e}] Compliter
Heuaatlon of Studont Nursoa Quesllonnulre QB Manvial

5
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DATA COLLECTION

The methods employed to collect data for the varioos aspects of the study are stated
according to the research design (vide pl12),

Personne! involved n data colleetion- fncluded:

Roesearch assistants,

Funding for rosearch assistants was not available, Tho reseerch agsistants, except for
one (secretarial), were voluntary rogistored nurses, (One retired rogistered nurse agsisted
throughout the study. Nine post-basic nursing studenis of the Department of Nursing
Education, University of the Witwatersrand, assisted part-time for four weeks only,)

Data collected by rescarch assistants included:

Ralrospestive review of the 'Patient Admission Registor' for the epidemiological survey
(Students),

The iysuing and collecting of cducational questionuaires (Sndents),

The issuing of questionnaires rolating to Yead Injury faoilities (Retired Reglstored
Nursoe),

The tracing of cases for post-injury follow-up (Retired Roegisiered Nucse),

The researcher,

All other aspects of the research were undertaken by the researcher personally.

DATA ANALYSIS

Data analysis was done by means oft

A-computor,

Mannal sorting,

As compirtor analysis was exteemely costly and funding was not avaltable, manuai
soriing of data was underiaken where possible,

DATA STORAGE

All data 8 suedely onfidential and was stored in the computer and patient files that
~ore under lock and key, The only people with accoss © the data wore the resoarcher,
computer programmer and statdstician,
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GAINING ACCESS TO THE RESEARCH SITE/S
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Prior 16 commencing the proposed researel projest if was neessary o gain foeoss 1o
tho research site/s (APPENDIX A) by means of letters, intervisws, formal meelings
and digeussions with individugls and groups (APPENDIX 81, B2, B3),

NURSING SERVIGE MANAGER

| DIREOTOR OF HOSPITAL BERVICES

{
CHIER SURERANTENDENT

{Lattor , dienussion, moeling)

CHIER PROFESSIONAL NURG 5
{Broup dlseuaston)

NOHGEE R RECEVR s

gty

(Lettor, dscusslon)

SURERINTENDENTS

{Moailng, dlscusslon)

DEPARTMENTAL HEADS

{Lottor}

ALLIED HEALTH PERSONNEL

(Lotier)

RESEARCHER

F%gﬁﬁﬁl‘ﬁnw NURSING

(Lotot, Incficual diseuagton)

L dbrmsmmamae 5 SO Nreied

V(Lottor. mogting)

MEDICAL CONSULTANTS j

il

REGISTRARS

{Individual disgusslon)

PATIENT/SIGNIFICANT OTHERS
{l.ottor, dlscussion, Intorviaw)

HENJSE OFFICERS
{indiridual disgusslon)

s simmemn ' i oeg

PEAPHEIAL HOSPITALS:
SURRAINTENDENY
NURN SERVIOE MANAG ERS

{Lattar, tsovssion)

SENICRPROFESXIONAL NURGES

Fig. 4:1 Galninyg access to the reseavch site/s

L
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EVALUATION OF FACILITIES FOR THE
COMPREHENSIVE CARE AND REHABILITATION
OF HEAD INJURED PATIENTS

LEGISLATION CONCERNING THE COMPREHEN-
SIVE CART OF HEAD INJURED PATIENTS

PURPOSE

The information requested from policy making insitutions and/or authorities was needed
to establish;

Who is responsible for rehabilitation in South Africa,

The specific legislation rolating to the comprehensive care and rehabilitation of head
injured patients,

The availability of specific facilities for the rebabilitation of the head injured patient.

RESEARCH TECHNIQUE

Letter (APPENDIX C1.1, C1.2).

VISITS TO SPECIAL CENTRES

Vistis to head injury units and rehabilitation facilities, internationally and nationally,

were undertaken in 1979 - 1982 and 1983 - 1985 respectively (APPENDIX C2). Other

genlres were consulted by correspondence (vide p116),

PURPOSE OF THE VISITS

To assesst

The facilities available for the comprehensive care and rehabilitation of head injured
patients, k

The resources available for comprehensive care,

The comprehensive management of head injured patiets,

RESEARCH TECHNIQUE

Observation
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TABLE

Name and lYecation of institutions visited

"International visits (7)

Natlonal visits (4)

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

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

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

Western Genaral Hospital,
Edinburgh, Scotland, (1979)

Institute. of Neurologleal Sclences;
Glasgow, Scotland, (1982)

Rivermead Rehabilitation Centre,
Oxford United Kingdom, (1982)

Wolfson Rehabllitation Centre,
Wimbleden, United Kingdom, (1982)

Avalon Rehabillitation Centre,
Johannesburg, South Aftica.
(1984)

Edsnvale Hospltal, Johannesburg,
Soauth Afrloa. (1984)

Military Hospital,
Voortrekkerhoogte,
Pretorla, South Africa,
(1984)

The Johannesburg Hospltal,
Johannesburg, South Africa,
(1985)

THE ASSESSMENT OF HEAD INJURY FACILITIES

PURPOSE

To assess:

The availability of care and rehabilitation facilities, ‘

Staff establishment for the units,
Patient management,

Discharge plannirig,

Financial implications,

RESEARCH TECHNIQUE

Mailed questionnairas,

In view of the distribution and distance of respondents the questionnaire tcdlmiquc was
used to obtain data, Interviews were undertaken whave permission to submit the

questionnaire to looal hospitals could not be obtained or respondents did not. agres to

completing the questionnaira,
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INSTRUMENT DESIGN

Three questionnaires wers compiled:

QUESTIONNAIREI - HEAD INJURY UNIT (APPENDIX C3)
QUESTIONNAIREIIA - COMPREHENSIVE REHABILITATION FACILITY
‘ AVAILABLE (APPENDIZX C4)

NO COMPREHENSIVE REHABILITATION
FACILITY AVAILABLE (APPENDIX C5)

QUESTIONNAIRE [IB -

The questionnaires were multidiseiplinary. Therefore, for eompletion, the co-opetation R C e
of the medical, allied health personnel and nursing services was needed. All questions ' ‘

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

rehabilitation of the head injured patien.

As the design and strocture of the three questionhaires is similar they are presented
concurrently. TABLE 4:3 must be read in conjunction with APPENDIX C3, C4; €5, ‘ ' T ’ ‘
All items are self-cxplanatory. ‘ R SR R
TABLE 4:3
The design and structure of the questionnaires relating to the HEAD
INJURY UNIT (I) and REHABILITATION FACILITIES (IIA/B) :

Questionnaire I 1A Jit:] R M Tt

numiber _ < ~ R

Heading HEAD INJURY | COMPREHENSIVE | NO COMPREHENSIVE &

UNIT ' "REHABILITATION REHABILITATION
FACILITY FACILITY

Question Question Question Question )

sequence number number fitmber "

Struotura of unltfacllity 1 1 18 G

Bed ocoupancy 2 2 NIA

Staffing 3 38 45

Unit teaching 4 4 NIA

Patlont management 5 548 69 o

Famlly Involvement 6 7 NiA ;

Discharge of patlent 7 8 10 :

Finariclal Implicatlons 8 9

Miscellaneous 9 10 1112

Total number of questions 49 59 12 1 L

s NE
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INSTITUTIONS SAMPLED
Selection of sample

Namos and addresses-of institutions concemed with the care and rehabilitation of head

injured persons were oblained by the following means:

8,  International {acilities:

(i) - By reviewing journal articles and books concerning head injuries,

(i) From the Aerican (Pokkanen, 1979; Thomas & Ruffner, 1982) and British
Consulates in Johannesburg, South Africa,

(iii) From personal contacts with nursing and neurosurgical colleagues,

b, South African facilities:
Private and provinclal institutions, locally and nationally, cited in the Hospital
Yesr Book (Engelhardt, (ed.) 1984), concerned with medical and/or surgical
patients and rehabilitation,

Size  of sample

TABLE 44

The number of institutions who received questionnaires

Country Qestionnalre

I | OA | IB
South Aftlca 25| 25 25
Unlted Kingdem 151 15 5
United States of Ametica 10| 10 10
TOTAL 50 | 60 40

The number of quostionnaires issued Lo each institution included in the sample varied,

8, Intornational facilities,
All [acilities seleoted for inclusion in thia study had either/or both head injury units
and rehabilitation oentres, therofore each facllity recolved one or two
questionnaires, QUESTIONNAIRE IIB was submittod to those institutions that
wero known to have head injury units but no rehabilitation facilltios,

by South African facilitics,
As dotails relating to tho oxistence of speaific head injured facillies were
unobtainable, all threa questionnalres ware issued to cach institition,

i
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DISTRIBUTION OF QUESTIONNAIRES

Questionnaires were mailed 1o all respondents, A covering Jetier accompanied the
questionnaires (APPENDIX C6, C7, C8). International currency regulations
prohiblted stamped self-addressed envelopes from being enclosed, but the researcher
stated that on notification any costs incurred would be re-imbursed,

THE SURVEY OF EPIDEMICLOGICAL DATA
PURPOSE

To assess the epidemiology of all head injured patients admiited t the trauma unit
of The Hospital (APPENDIX A),

TIME BPAN

The survey was conducted over a perlod of 18 monthis (November, 1982 « April,
1984),

PATIENT POPULATION
Al patients admitted to the trauma un® of Tho Hospital during this poriod.
RESEARCH TECHNIQUY :

Retrospective audit of the 'Patient Admission Registor' and patient microfiches by
means of a survey (APPENDIX D), The information audited and recotded included;
(Read {n conjunction with APPENDIX D),

The total number of patients admitted to the trauma unit, per month,

The total number of head injured patients admit(ed to the trawma unit, per month,
Patient details,

Admission details,

Medical dingnosis/dingnoses,

Mechanistn of injury.

The consuimption of aleohol,

Deotails of dischavge/tzansfer, ete,

Length of stay in hospital,

et

e
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DESCRIPTION OF TERMS SPECIFIC TO THIS STUDY
TABLE -4:5
Mechanism. of head injury
Torm Moonlng
MYA Motarvehlolo aceldant,
MBA Motoroyclo acoldont,
PVA Podastrian vohislo ascldont.
B Bloyolo aceldont.
Assault njiry &g & rasult of It porsonal Violonco,
Fall Any aceldont g a rasult of sllpping, jumping,
or talllng.
Qunshot Ammniton Injury {whothar of an intentlorial
or acoldantal natura),
Sport {njury ¢ausad by sports actlv¥os,
Othor Any causo of Injury not proviously statad,
Notracardad | No causo of injury stu':ed olthor in tho admigslon
record ur patont microflcha,
TABLE 4:6
Severity of injury
Savorlty category Deflnitlon
Coneussion Conaugsion, '

Translont loas of conselowanoss of <2 mins,
Glasgow Coma Saalo score 18-14/18,
Wlhioro both coricussion and laogration

ara prasont the patient Is classified

as "Conousslon”,

Minor injury

Lacoration of

Lacoratlon of sealp, oxsluding faclal

sealp lacaratlons,
No nssoclatod concussion.
frtracranial Buspactod or conflrmad Intracranial
blood bloading Irraspostive of tha prasence of
a fraoture or gonerallsod hoad Injury.
;§~ Ganoral hoad A yonoral hoad Injury, vorobril codoma,
g Injury oxeluding tho prasonco of a‘blood ot {raoturo,

Fraoturod baso
of skull

Prosonoo of o {racturad bago of skull,

More sov

Fraoturo of vauit

Proganco of a fraoturo of tha vault,

Othar

Prosoncgo of conousslon and signa of a
nourologlenl loss or solzurg aotlvity,

i f
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TABLE 4:7
Outcome after head injury
Quteome category Deflnitlon ) " T
Refused-hospital Patlent who slgns own dlscharge, without i G o
treetment (RHT) the consent of the physlolan-in-charge.
Direet discharge Patlent discharged to home and/or care of "
slanificant athers. G ! :
Intrahospital | Transfetrad o another ward within The Hospltal, %
{9 ik
?‘f Interhosplial Transfetred to another hospltal,
‘g Patiphetal Transierted to a petipharal hospital that has a
unlt tehabilltation facillty,
Organ dunot Head injured patlent certified as btaln doad : S
on ot after admlsslon, Time of death as recorded o e / e o
in operating theatre, o o e : %
Death Head Injured patient who dles and whose ‘
otgans ate not-donated,
Not stated No data avaliable, ;
THE SELECTION OF THE PATIENT GROUP FOR - U e
INCLUSION IN THE SECTION OF THE STUDY ‘ ' e
CONCERNED WITH PATIENT RECOVERY AND S S
THE QUALITY OF CARE RECEIVED BY THE | MR SIS
MODERATE AND SEVERELY HEAD INJURED Ol o
PATIENT

+

As u result of tho oxtonsivo provineial, private and government heafth servieos in South
Africa not all head injured patients in the vicinity wore admitted to The Hospital, Thus
ihe (Indings aro not reprosontative of the total head Injury population but of the head
injured patients admitted to the trauma unit of The Hosplial, ,

There is no spocific head injury unit at Tho Hospital, The practice is that hoad Injured
patients aro admittod to elihor of two ualts: ‘
1, The trauma unit under tho care of tho general surgoons. Neurosurgleal

consultation i3 available on request, .
2. The surgical intensive caro unit, : ~

The one Is o teauma unit (gencral surgical unlt) amd the other au intonsive care unlt,
The stafC establishment of the two units varled considorably, tharaloro 1t-was not
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fensible to compare the iwo units, In an endeavout to oblaln & meusure of consistency
and 1o reduce varinbles, only patients admitted to the rawma uait of The Hosplial were

included it the stady.
CRITERIA FOR SELECTION OF PATIENTS
Inclusion eriteria

The patient's modical diagnosis must be documented ag moderate or severs head injury
(whether in words or using the Glasgow Coma Scale (G.C.8.).

A G.C.8, score on admission: ‘

9 - 12/15(moderate hoad injury);

$8/15 (savere head injury),

A loss of congclousnass sinco (ime of accldent:

& twenty minutes (moderate head injuey);

= six hours (sovero head injury),

The pattont had to be admitted directly or as & hospital teansfor to the trauma unlt at any
stage aftor injury, ‘

The age range for incluslon In the study was 13 « 55 years, As the rehabilitaiion
process for tho apes selocted s similar it was unnecessary to exclutle patients of 13
years,

Assoclated injurics, except. oy stated below wete not a renson for excluding patlonts,
Whero no nenrologleal loss oocurred ns o rosult of a spinal injury the patient was
included, .

Dxclusion erttevia

Patiorits over 55 yoars, Re-organisation and reseducation after hoad injury in patients
oldor than 55 years is frequenily inhiblted by other factors thetefore these pationts wore
oxeluded,

Sell-Inflicted gun shot wourids,

Multiplo central nervous systom injury whero notrelogical doficlt ocoureed as a rosult of
# spinal injiry.

Assoclated Injury such as tanmatic amputatiors of o Hmb or a brachinl palsy injury that
may allect rehabilitation.

Any pro-oxisting disease such as oxisting carginoma, grade four ehronie obstructive
pulmonary disenss and diabiates molllius that may preclude, hamper, or alfect the
rohabilitarion procoss,
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L , Drug artd/or wlcohol dependence, S KRN
C 5 A stay in the unit of € 12 hours, : ‘ b
e i
c;?._, RS 1
b 5.2 SIZE OF THE PATIENT GROUP | B
D A roview of the Patient Admission Register’ over a perlod of six months prior to
Frosees ey ‘ commencing the epidemiological survey in Novermber, 1982 ravealed tha following: S '
Vel o ”f.f 40 head injured pacients were admitted per month '
sk . Eight severe head injuries; L 4
" i . o . T ; b . L
. e ‘ Six moderate head injuries; D B N R
. L 26 minor head injuries, e R
¥ Lo
. \ ;‘,; M Therefore, over a period of twolve months 4 168 more severe head injured patients R
e . T . .
K / would lie admitted. In a six month peried 84 patients would be admitted, With A ‘
ey : exclusion oriterla tho researcher belioved it would bs possible to condugt the research ,
/A over a period of six months, Because of the nature of the study 20 cages, over a six, i
RSENE T :
' “‘fﬂ ) months perlod i, 23,81 percent would be selected for the study, Sl : :
} 1 D ' s v.’?
b ! " . ] * K’
“«;% Afier the epidemiclogical survey from November, 1982 « Octoboer, 1983 the reseatchier S N
S "‘\i\‘w,; reconsidered the size of the sample in order to buse the size of the sample on the : S
e ’ number of head injured pationts admitted to the unit during this period, : S .
Py
. e Caleulation of the size of the sample o
i o '
Ly TABLE 4:8 '
S Average namber of head injured patients admitted to the trawma unit
RN (November, 1982 -« October, 1983) e
i
o Timo potlod No, of hoad injurad casas
S ' Adnltiod ovor o 12 month potlod 420
N Sulforing from: ; :
Sy L | Minor hoad Injury 180 P
R j;‘;"'* Morg sovere hond Injury - , 240
S i , fudmittod ‘ovar o ulx month. porlod 210 " :
w = ~ Suffering tram: 3 .
L Minor hoad Injury 00 BononE y
U Moro sovara huad Injury ‘ 120 ‘
Admitted por month 35
Sufforlng (roin:
Minat hoad Injury 15
More sovaro hoad Injury 20
. ,
| : ’ X f R j}‘,“ N
\‘ N A a \ ‘
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The use of the documented epidemiological data to decide on the number of cases to be
included in the swdy proved diffieult, Those with a G.S,C. scote of > 12/15
irrespective of the associated hoad injury who were ¢lagsilied in the category 'more
govere head injury' (vide p120) did not meat the inclusion criteria,

In terms of the epidemiologient findings 20 casos represonts one sixth (16,67 percent)
of the total number of enses with more severe head injurios admitted over a six month
periad, Therefore as samplo size must be cqual to, or more than 10 percent of the
population, the sizs of the sample remained us 20 cases, 20 cases over apetiod of six.
months was regarded by the statistiolan as an adequate sample, The researcher being
guilty of oversampling rather than undorsampling,

SAMPLING TRCHNIQUE

Conseeutive sampling, anil such timo gs 20 cases had been selected was to be used,
The paticnis selected relained the same case number throughout the study,

TIME SPAN OX THE STUDY

The quality assurance study was contfucted over a period of six months, commonoing
on the 15t November, 1983, The fivst patlént wag selected on the 2iid Movember, 1983
and the last on tho 26th April, 1984, Thescafice cach patient was followed up for two
yoars after injury,

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

ASSESSMENT OF PATIENT - DAY OF
ADMISSION

PURPOSE

Information rogaeding the patient's status on admission was required:
To-obtain a comprehgnsive overviow of the patients condition on adwission,
To-deseribe the management of the bead injured patient on admission,

For comparative purposes,

B
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RESEARCH TECHNIQU

Retrospective reviow of the medical and nursing records was used to-obtaln as complota
an gssessmont as possible (APPENDIX 1),

INSTRUMENT DESIGN

"Tho data sheet 1s a deseriptive tool designed to rocord ail information rolevant to the
status of the patlont, after tho injury, Data recorded:

1, 'The extont of the head injucy,

2. Tho Glasgow Coma Seale score aftor injury,

3. Tho general condition of tho patient,

4, The prosencs of assoolated injurics,

5. Tho padent's management and rchabilitation programme,

The dats sheet contains 29 ites to be noted,

TABLE 4:9

The design of the data sheet:
Assessuient of patient « Day of admission

llom numbor Information recordod

Fltet pago Idontifylng data,

[] Dlagnosls,

2.7 Histary of thjury. .
8 Vltal sigha.

0-16 Nourologleal status.

17 Assaclatod Injurlos,

18 Provious history,

10 Rosusottation,

20 Managoimont,

ASSESSMENT OF PATIENT - DAY OF
OBSERVATION

PURFOSE
Information rogurding the status of the pationt on the day of obsorvation was roquired:

To obtain & comprehensive overview of the patient’s conditlon on tho day of
absorvatlon,




To deseribe the management of the head injured patlent,
To enleutaie the patlent depender sy rating (vide p127).

T ostablish paticot cre standards for the individual patient (vide p155).
For comparative purposes,

RESEARCH TECHNIQUE

Congurrent chart roview
Non-paetictpant obscrvation,

INSTRUMENT DESIGN

126

Tho data sheot is a doscriptive tool and contalns 36 items relating to tho management,
curront physical and psychologleal status of the patient on the day of observation

(APPENDIX E2),

TABLE 4:10

The design of the data sheet:
Agsessmenyt of patient « Day of observailon

ltam nunibat | Information rocorded
Flrat pago ldentifylng date.
1 Timao post Injury,
2.3 Patlont onvitonmant,
4-9 Neurologlal status,
Aspacts of patlent managemant;
10 Altway,
11 %odatlon,
1214 Fluld balance, nutrition and elimination,
16 Intagumentary aystam,
18 Mobility
17 Uso of restrainars,
18 Parmlaslble stimulation,

“"y‘ %

i
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6.3 PATIENT DEPENDENCY RATING

194

PURPOSE OF CALCULATING THE INDIVIDUAL PATIENT
DEPENDENCY RATING

To assesSspaﬁent status, progress and needs,
To establish patient care standards.

INSTRUMENT DESIGN

The individual patient dependency rating (APPENDIX E3.1, E3.2) applies to the 20
patients soleoted for inclusion in the study, The patient dependency rating is based on
the patient dependency classification suggested by Georgette (1970, There are four
patient dependency categories: '
I SELF-CARE,

I MINIMAL CARE,

TI INTERMEDIATE CARE,

IV MODIFIED INTENSIVE CARE, o

This particular clagsification oiagsifies patients as grades I - IV and has been modified
by the researcher for use with head injured patients.

LETTER OF INTRODUCTICN. (APPENDIX E4),
(Vide p180)

CONSENT FORM. (APPENDIX ES),

As the study included aspests of the comprehensive care of the moderate and severely
licad injured patient from time of injury until recovery two years afier injury, the
oo-operation of the family and patient throughout the study was needed, Although Theé
Hospital is an academic hospital and all patients admited may be included in teaching
or reseatch, the researcher believed that in a study of this nature where follow-up and
consultation was needed, the consent of those involved should be obtatned, All
farnilics granted permission for the patients to be included in the study,
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6.6 ASSESSMENT OF THE PRE-INJURY STATUS OF

THE PATIENT AND FAMILY KNOWLEDGE

PURPOSE

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

quality of recovery,

RESEARCH TECHNIQUE

Standardised interview (APPENDIX EH6).

To avoid bias and interviewer variability, only after- examining the quality of care
received by the particular patient the researcher arranged and conducted all interviews,
INSTRUMENT DESIGN

The structured interview schedute served a dual role as:

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

The interview schedule contained both ‘open-ended' and ‘closed' questions relating
specifically to pre-morbid conditions such as physical, psychosocial, emational,
-ecoromic and spiritual well-being that may affeot the care and racovery of the moderate

or severely head injured patient,

The 74 items of the interview schiedule ace arranged in. nine sections (APPENDIX E6).
All headings and items are self-explanatory,
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6.7.2 POST-INJURY ASSESSMENT OF THE PATIENT

POST-INJURY ASSESSMENT
PURPOSE

To compare the patient's pre-injury status and post-injury recovery,

To. clicit information regarding the physical, psychological, émotional, social and
economic xecovery of the pationt at three, six and 12 months after injury in order to
assess the patient's recovery,

To assess the use of rehabilitation resources throughout recovery.

To examine the role of the multidisciplinary team in the pitient's rehabilitation.

RESEARCH TECHNIQULS
The mailed questionnire consisted of two parts,

PART I - THE QUESTIONNAIRE (APPENDIX E9)

The questionnaise technique was selested as a means of collecting data concerning the

recovery of the patient as:

1, The place of residence of the head injured patients included in the study-precluded
the use of interviews, The furthest patient residing 292 kilomefres and the closest
10 kilometres from The Hospital, o

2, Detailed information was required therefore sufficient time for completing the
questionnalre (eight weeks) had to be allowed,

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

INSTRUMENT DESIGN

The questionnaire was dosigned in such a way as to bo complated by the family in
consultation with the patient, Desoriptive information regarding the patient's status
aller injury was required. Both ‘opon-ended' and 'olosed' fype questions were asked, 63
questions were arranged in nine sections,

&



TABLE 4:12

Definition of terms

Tetm

Meaning

Ptimary placement

The place to which the patlent was
d scl?an ad ot transferrgd from The
Hospital,

Secondary placement

The place to which the patient was
d scr?arged from tLe prlg\ary
placement.

TABLE 4:13

The design of the questionnaires
The post-injury assessment of the patient

Quastlon numbet Information requested
Flrst page {dentifying data,
17 Rehabilitative management of patlent
8 Patlent response,
9 Motlvation and stimulation of patient,
10 Home advice/care,
1118 Attitude/Knowledge,
14416 Level of functloning,
17 Madloatlons,
18 Future plans,
19 Transport,
20-22 Miscellansous,

All other headings and items are solf-explanatory,

PART JI - THE CHECKLIST (APPENDIX E10)

PURPOSE

131

The chocklist was used for recording datn relovant to the physical, cmotional,

psychosocial, educational and economic recovery of the moderate and sovorely head

injured pationt,

: )




RESEARCH TECHNIQUE
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The cheeklist is a simplo, elfective-mathod of recording comprehensive dotatled data,

INSTRUMENT DESIGN

The checklist contains 147 items arranged o 16 seotions, It was devised to assess head

injury recovery ol thiree, six and 12 months after injury, The checklist was to be

comploted by the family in consultation with the patient and/or others.

All insteneilons, headings and items are self-explanatory,

TABLE 4:14

The design of PART XX » THE CHECKLIST

G00Ve o i t umber

Aspect of racovery TH (ol\?nr‘Ie?cklls “ gl“% et
Salf-care activities Paetsonal care, 18
Dressing, b
Feeding: 9
independence Mobility, k 0
P Oommznloatlon. 12
Psyoho-emotional factors etsonallty snd mood assessment, 7
‘ fsmlly ralatlonshlps, 10
‘ Sleap, 4
Oognltive skills Qeneral rognitive skllls, 12
it Reading, - 9 8
Writing. 5
Soolal integration Soclal assegsment. . 7
t\ome aotlv'tles. 7
pisure aotivitles, 14
Economic assessment Eoonomic nssessment. 9
Qceupational assessment Job/Sohool assesament, 16
TOTAL 147

DISTRIBUTION OF THE QUESTIONNAIRE AND CHECKLIST

Prior to distribuiion, the familles of the 13 patients alive 12 months after injury wore
contacted tolophonically and the purpose of the questionnaire and checklist was
cxplained. A covering lottor and stamped: sell-addrossed erivalope were {notuded

(APPENDIX E11),

"
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CALCULATION OF PATIENT RECOVERY

Patlent recovery has beon calculated using the responses of the patient/family on the
checklist (APPENDIX E10), Because of the nature of the information requested not all
items on the chocktst could be included when calculating patient recovery,

TABLE 4:15

Items not included in the caleulation of patient recovery

Aapod of racovery (lom Detall of itam
numbar ;
Paysong) caro & | PatlontIs ablo to eap himsalhersall olaan and diy.
: 8 | Patlent has a urnary cathator/sondom In sltu,
Feudhng 21 | Palont Js able fo eal with help of anclher,
26 | Pallsnt haa mattalned body welght,
27 | Pationt's oating hablts have changed,
Mabilty ‘ 20 | Patlent Is conflnad to bed,
26 | Patlant is conlined to chalr,
32" | Pallent Is only abl to walk whh halp of:
it parson
, Twa paopla,
Commuriteation 40 | Patlont s able lo communleate by slgnals, signs, wiiting only,
49§ Pallent spoaks al low spaed,
Porsonaflly and maod assossment 85 | Pallont's parsonallty has changed,
Famlly raloflonships 63| Morelime Is spant with the patlent sinca tha Injury,
Ganoral cognlive skills 72 [ Patlont’s short tomt momeory s alfatted,
co 78 | Pallents fong torm memary s affectad

76 ] Patlont has short allentlon span,
77 {Patlent las difloulty concentraling,
g2 | Pellent has undergone formal psychologleal agsessment,

Hamo activitlos {08 -] Pallont has baon formally assessed on activiflos related lo
tha housahinld,
Lolsuro ctvilios 111 | Pallont gols bored,

122 | Patient's favourlto programmes,
198 - | Padlont walchos TV 10r v

Ecanenio assessment 192" | Whetls tho monfly Incama of the patlant?

Emplaymont 142 | Paltant has undergone fotimal worl/sehaol assossment,
146 - { Patlent's cancontralon 1s.¢t problom at joblschoal,
147 | Pationt's mamory Is a-problom at joblschaol,

A total of 122 {tows are included in the discussion on patlent recovery, In order to
deseribe patlent recovery as comprohensivoly as possible, the items relating to the

s
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pucticulac aspects of recovery mentioned on the cheoklist namely personal care, feeding,
dressing, mobllity, efe, have been grouped, According to the number of items rolating
1o the specific aspect of revovery, an arbitary scale of 1 - has been used to caleulate
the percentagoe of resovery that hay taken place at throe, six and 12 months after injury,
Items not applicable to the partioular patient have been excluded from the calonlations,

e sy | st | oy |
Yos{ NofVYos § Nof Yos | Mo

19, Pallon I molvatod o o, | ] {

lao.k Pallont ks ablo fo oat by Kimsoimorsoll ! (]

ot Palenklsalo o nt il o of ot J y

22, - Patlont hkis knflo soractly, { {19

53, Polonl holds fork corroclly, { '

24, Patlort holds spoan coneslly, {4 {

56, Pallont onjaya fod, { {19

00, Pallint has malnialnad body wolgh { { | {

[27, - Pallonts oaig hobt changod, { { {

Flg 4:2  An example of a completed section of THE CHECKLIST:
FEREDING to illustrate the caleulation of the percentage
recovery of the patient

Total number of items = 9 '
Total numbéy of items not applicable to caiovlation = 3 (lews 21, 26, 27)
Nunber of applicablo itemgs = 6

Coleulation of percentage recovery up ontil three months:

SUM OR YIS ATTAINED FOR APPLICARLE ITEMS AT THREE MONTHS X oo, ‘
NUMBER OF APPLICABLE ITEMS 1 "

PERCENT RECOVERY UNTIL THREE MONTHS AFTER INJURY

olo

X Llil » 0 PERGENT RECOVERY UNTIL THREE MONTHY AFTER INJURY

L
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Caleulntion of pervceniage vecovery between three and six menths:

SUM OR YIS ATTAINED FOR ATCLICABLIITEMS AT SIX MONTHS NOT ADDED PREVIOUSLY X 10,
NUMIER OF AVPLICABLE ITHMS 1

PERCENTAGE RECOVERY BETWEEN THREE AND SIX MONTHS AFTER INJURY

£ qns0 PERCENTAGE RECOVERY BETWEEN THREE AND SIX MONTHS AFTER IJURY

Calenlation of percentage recovery bedween six and 12 months:

SUM OR YES ATTAINED FOR APPLICABLEITMS AT 12 MONTHS NOT ADDED PREVIOUSLY X 100
NUMBER OF APPLICABLE [TEMS 1

PERCENTAGE RECOVERY BETWEEN SIX AND 12 MONTHS AFTER INJURY

—

%X ,_19_0 = 66,66 PERCENTAGE RECOVERY BETWEEN SIX AND 12 MONTHS AFTER INJURY

Caleulation of “ercentage recovery at 12 months afler injury:

Add the percentago recovery for the thieo time intervals Lo, until threo months, between
threa to six months and six to 12 months to abtnin the ovorall percentage of recovery
achicved by the patient,

Example: '

Until threo months: 0 percert \

Thres to six montiis; 33 porcent

Six to 12 months: 7 percent

Lo, aftor 12 months the patient had achieved 100 percant recavery related to feeding,

All aspects of recovery, are ealeulated in this mannor,

ASSESSMENT OF PRESENT STATUS OF PATIENT
PURPOSE

Information was required {n order

To assess the comprohousive cars and tecovery of the moderate and soverely head injured
patent two years aflor infuey,




To discuss current problems experlenced by the patlent and lamily.

To advise (he families regeeding further eare and/or rehabilltation of the patient,

RESEARCH TECHNIQUE

Observation,

136

The visit/consaliation was unstractured, During the visit the researcher noted the
family circumstances and the extent of recovery of the patient in terms of physieal,
psychosocial, emotional and behavioural recovery (APPENDIX 1E12),
Whore it was not possible to visit the family (two patients) the resenrcher telephoned
the family to oblain the relevant information,

INSTRUMENT DESIGN

Tho data sheet containg nine items,

TABLE 4:16

The design of the data sheet: Assessment of present status of

llom numbor

Information requasted

1 Accommodatlon,

2 _Dally activities,

3 Patlant's probloms,
4 Modioation.

[3 Romuarks,

patient

THE STUDY OF QUALITY ASSURANCE AND THE
COMPREMENSIVE CARE OF THE HEAD INJURED

PATIENT

PURPOSE

To svaluate the comprahensive caro of the moderate and savarely head injured patient In
terms of the progeription, the frequency, the oxtent, norm and welghted norm of caro
racotved by the patlent, freespective of who dellvered the care.
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RESEARCH TECHNIQUE

Concurrent auciting involving the technique of non«partleipant observation was
omployed to cvaluate the care recoived by the moderate and severely head injured

patient,

SITUATIONAL ANALYSIS

The environment ln which the head injured patient recolves care must be conducive to
nursing excellenco, A situational analysis was comploted on ¢ommencoment of the

observation perlod,
PURPOSE

To document factors relating Lo the environment that may have a direot or indirect offect
on the comprehonsive sare of the moderate and seversly head injured pationt, These
included the assessmert of}

Staffing;

Bed occupancy;

Overall pationt dependency,

Thereaflor to corrolats the situational analysis and the quality of care recoived by
moderate and severely head injuced patients,

RESEARCH TECHNIQUE
Concurront auditing (APPENDIX. F1).

After tho patient assignment for the shilt had been allocated the observer obtained the
raleyant information from the professional nurse«In-charge,

INSTRUMENT DESIGN
The instrument consists of six ltems divided Into thres sections, "The items roquire

factual information ag 10 the day, shift, stalf on duty, bed ocewpancy and overalt patent
dependency,












































































