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CHAPTER I

INTRODUCTION TO THE PROBLEM

Cerebrovascular disease ranks third as a leadimg cause of death
in the United States today being surpassed by heart disease and can-
oar.> 18 39 onsy docennts for Bboit 200,000 deaths per year. ° 4
Ix addition, it is estimated that there are 2,000,000 people who have
experienced a stroke and are liviag with varying degrees of physical
and mental disability.>°

Many of these individuals sustaim meurological damage and live,
but are not so fortumate as to receive effective treatment at the
onset of their symptoms and hence do not escape-devasting‘effeots
of a stroke. Meny individuals are poor surgieal risks because of
failing general health, because of widespread involvement of blood
veasels, or because the special surgery required is not available
to them. Others do mot fulfill the rigorous criteria necessary for
candidancy in drug therapy groups. Still others have stroke symptoms
but defer medical consultation uatil a cerebral insult ccours amd
they are left with a paralysis. This group of present and potemtial
handicapped individuals requires the assistance of health care wor-
kers who are acutely aware of their needs as stroke vietims.

More sophisticated methods of diagnosis, furthermore, have
helped to better define this cerebrovascular disease population.

In conjunction with physical examimation, angiography is presently
congidered the most reliable diagnostis tool in the study.of

eerebrovascular disease. Catheterization through the aortie arch
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can provide visualizatiom of intracerebral and extracerebral vessels.
Such pictures captured on x-ray facilitate the detection of stemosis,
ocelusions, aneurysms, infarcted and hemorrhagic areas, subdural
hematomas, tumors and other pathological conditions.4 Brain scan-
ming with radioisotope injection has proven useful im detecting
imtracranial sbnormalities in some individuals, The dimensions
of this technigue are still being explored and it is likely that
scanning will be of greater diagnostic merit in the future.

With the progress mgde so far in loe;ting cerebrévascular‘
abnormalities, in identifying specific types of these abnormalities,
and in treating patients with these findings, has come an increased
hope of finding ways of preventing and better ways of treating
cerebrovascular disorders and their deleterious effects., It is a
well recognized fact that neural tissue reeovers from ischemia much
more poorly than other types of tissue.45 Damage is often serious
and permanent. Cerebrovascular lesions of varying etiologies can
leave their victims stricken with neurological deficits which may
never be completely reduced by evem the most vigilant rehabilitative
efforts in the most highly motivated individuals. Contimuous research
efforts are meeded to fill in the kmowledge gaps regarding prevention
of eerebrovascular abnormalities and correction of abnormalities once
they occur,

One large ares of comcerm in the study of cerebrovascular disease
is the acute episode of cerebral insufficiency with neurological
deficit generally associated with the formation of a thrombus, anb

embolus or hemorrhage. Such acute episodes are termed cerebrovascular



accidents, or are more commonly referred to as strokes.

Numerous individuals have been saved from experiencing debili-
tating effects of a stroke by undergoing surgical removsl of
atheromas blocking blood vessels whose patency is essential for
adequate cerebral circulation. Similarly, some types of cerebral
aneurysms have been protected from rupture and hemorrhage by
c¢lipping the abmormal portion of a vesaal4o or by reinforecing with
grafts weakened areas of vessell.46

Although transient ischemia attacks gemerally do not occur
with any predictable certainty, there is some evidence to support
the opinion that a large number of individuals who have such attacks
continue to have them until the attacks culminate in a massive stroke.46
Controlled studies of individuals receiving anticoagulants have shown
- anticoagulants to be effective in reducing the number of transient
ischemia attacks.46 It seems reasonable to assume that some for-
tunate individuals have been saved from paralysis becsuse of this
therapy,

According to data obtained by Marshall (1964), long term
hypotenaive treatment was effective in reducing the number of strokes
in a carefully selected group of patients under controlled drug
therapy.19 Following the publishing of the results of this study,
greater use of antihypertensive therapy has been employed by prac-
titiomers. Wright suggests that widespread use of antihypertensive
drugs has been significant factor in reducing the number of deaths
due to stroke.45

With an increased understanding, therefore, of the etiology of
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cerebrovascular disease and of the magnitude of the vietim popula-
tion, more emphasis has been placed on the determimation of pre-
momitory signs and symptoms of strokes and how to prevent full
- maturation of these signs and symptoms. In addition health care
workers must be trained, must have the resources, and muét be com=-
mitted to the achievement of the maximum level of rehabilitation

possible for each stroke patient.



STATEMENT OF THE PROBLEM

The nmesd for stroke rehabilitation arises from the fumstional
deficits that follow a stroke, These deficits are individual and
are determined by the location amd severity of the cerebral insult.
Many stricken individuals do not survive the first attack; others
are left with various incapacities, such as hemiparesis, hemiplegia,
lack of bowel and bladder oomtrol, memtal deterioration and speech
disorders whish make assistance necessary in re-learning how to
perform activities essential to daily living. Still others sustain
- injury that is wvirtually repairable with minimal or mo treatment.

The goal of stroke rehabilitation is essentially that of
dgaling with whatever disability remains by marrowing the gap
between the imdividual's post-stroke performance level and his
normal pre-stroke or optiﬁnm performance level, Very often the
optimum performance level is unattainable, but much can usually be
done to protect the present level and to regain a performance level
that includes some degree of ambulation, self-care and continence.

Efforts have been exerted to obtain an accurate picture of what
a comprehensive rehabilitation program can actually offer stroke |
vietims. When recovery is based om re-learning ambulation, sélf—
care, and continence, Rusk found that 90 per cemt of hémiplegic
patients admittedkto a rehabilitation program canm recover.33 Ruslk
and Wylie estimate that among rﬁhabilitated patients 50 per cent
aie able to be taught to do gainful work.33 47 In coﬁparison,

Covalt states that 90 per cemt of all hemiplegics who enter active
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programs of rehabilitation cam be taught ambulation and self-care
but that only 30 per cent can be taught to do gainful work.7
- Because of the uniqueness of each stroke patient's situation
regarding the extent of cerebral injury, motivation toward resovery,
bodily reapénse, and variations im stroke care programs, it is ex-
ceedingly difficult to establish an accurate means of comparing
results among different rehabilitation programs. Whatever the
agctual recovery percentages may be, return to a more normal level
of functionimg in any number of patients would seem to justify an
organized attempt at rehabilitation.

Rehabilitation needs of patients with long-term illnesses
have been the justification for the existenece of specific rehabili-
tation centers in America and abroad. Because care after a stroke
is usually of long duration, stroke victims have found themselves
in these rehabilitation centers. However, the literature has es-
tablished that more stroke vietims are treated im acute care hospi-
tals rather than iam these special care centérs.47 It would seem of
paramount impertance them that hospitals as prime givers of care to
stroke patients must also provide organized treatment programs in
order to cbtain maximum performance levels in patients who ecome to
theh for care.

If an oiganized treatment program for stroke patiemts is to be
provided in a hospital, consideration must be given to the components
of such a program and to the organization and implementations of the
program withim the structure of the existing health care services

provided by the hospital, The important tenets of siroke care have
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to be defined and tramslated into goal directed activity and sup-
ported by a firm rationale. The external meams of reaching these
goals must be available. Staff selection and role functions mmst
be made explicit and & suitable physical environmemt has to be
arranged.

When greater numbers of treated stroke patients are able to
return home from the hospital, when eare in am extended care facil-
ity cam be considered meore temporary than permanent for stroke
patients and when the benefits of hospital outpatient services are
more clearly scen as adjuvents to home care, it follows that maxi-
mum rehabilitation of stroke patients treated initially im a hos-
pital is dependent upom early implementation of am organized stroke

eare program im that hospital,

PURPOSE OF THE STUDY

This study waw undertaken to designm an organized stroke care
progran for implementation ir a speeific, small acute care hospital
which would promote maximum restoration of fumetion for the stroke

patients admitted for diagnosis and treatment im that hospital.
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ASSUMPTIONS
The implementation of the proposed stroke care program would
meet more patient rehabilitative needs than are being met by
the existing treatment plans of stroke patiemts in the study
hospital.
Considerable discussion of the stroke care program outlined in
this study would necessarily preceds acceptance and utilization
of the program by the medical and nursing staffs of the study
hospital., |
Individuals working in the study hospital who have a background
in stroke rehsbilitatiom would be aotively involved in the ime
Plementation of the stroke care program.
The study sample would be represemtative of the stroke patiénts

admitted for diagnogis and treatment in the study hospitsal,

LIMITATIONS
Resources utilized in the developmeat of a model stroke care
program for the study hospital were limited to the litersature
reviewed, data eollected through a medical reeord review,
observable data gained by the investigator in twe acute care
hospitals each operating a stroke care program, lnformation
gatﬁ;red through verbal exchanges with nursiﬁg service and
department heads of physical and ogcupational thérapy in the
study hogpital and experimental knowledge gained by the inves-

tigator as a former staff member of the study hospital.



9
2. The medical staff of the study hospital was not consulted, as a
whole, during the formulation of the proposed stroke care pro-
gram. It was felt that greater cooperatiom might be gained
from the physiciem population if the completed study, rather

than partial information about it, were shared.

DEFINITIONS

Transfer the process of moving a patient from one surface to

arother as from bed to wheslehair, wheelehair to
toilet in a coordimated maﬁner.

Paresis - muscular weakness

Hemiparesis - mﬁscular weaknessa involving one side of the body

Paralysis - temporary suspension or permanent loss of fumction
in & body part

Hemiplegia - paralysis on one side of the body



DESCRIPTION OF THE STUDY

The lack of an organized approach to rehabilitation of stroke
patients admitted to the hospital for care was noted in the study
hespital, The nursing service department of the study hospital was
contacted and expressed verbal agreement was given to the plan of
the investigator to develop a stroke care program model for the
bogpital.

A statement of the problem and purpose of the study were
developed. Permission was obtained for the study to be done at the
designated hospital,

Eight areas germane to the establishment of a stroke care
Program were delimeated for inclusiom im the study amd the litera-
ture was consulted for available information related to these areas,
The eight areas explored were:

1. Existing stroke care programs.

2, Defimition of the team approach to stroke care.

3+ Determination of appropriate health care providers and
their respective roles as stroke team members.

4, Criteria for selection of nursing personnel and staffing
of the stroke care program with nursing personnel as part
of fhe master nursing staffing plan for the acute care
hospital.

5. Determination of the stroke program populatiom.

6. Basie components of siroke care.

7. Seleetion of a suitable physical environment,
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8. Selection of appropriate equipment.

Following the literature review, a medical record review was
eonducted, The reeords rgviewed were those of patients admitted
and treated for stroke during the five month period from January
1972 through May 1972. 1t was felt that the time interval and the
eorresponding records provided a study sample representative of the
stroke patients admitted for diagnosis and treatment in the study
hospital. The corresponding records were of the latest codified
through the medical record department, and the time interval selected
spanned two seasons whem extrameous variables, such as low hospitél
census and vacationing employees, would seemingly mot eonfound the
findings. |

Data were obtaimed by the record review to help establish the
need for an orgsnized stiroke care program im the study hospital, to
obtain pertinent information regarding the patient population that
might be expected to bemefit from such é program, and to identify
other requisites necessary to the establishment and maintenance of
a stroke care program,.

The date coilected by the medical record review was limited to
eleven major variables:

1. Etiological cause of the gtroke

2. Sex

3. Age

4. Length of hospitalization

5. Unmit (units) of hospital where patients received treatment

6. Performance of fange-of-motion exercises by nursing personnel
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7. Impatient therapies provided

8., TUse of Visiting Nurse Coordinator and other community

resources

9. Outpatient therapy referrals

10. Consultative services provided during patient hdspitalizations

11. Discharge destinations

Individual comsultation sessions were held with nursing serviees
and the heads of the physical and occupational therapy departments
for discussion of the eight identified asreas of concerm in designing
a stroke care program for the study hospital.

-Having been a member of the hospital staff for three years, the
investigator was able to draw on experimental information about the
adminigtrative struecture, role fumctions, and physiecal environment
of the study hespital in planning the stroke care program.

In addition, observable data was obtained by the investigator
in two separate hospital settings that presently provide organized
stroke care prograﬁa. Prastitioners involved im stroke care were
also consulted. The stroke care program was designed for the study
hospital based on the information gained through the literature
review, the medical record review and experientisl data collected
by the investigator., It was felt that the program might also serve

as a model for adaptation in other similar hospital settings.



CHAPTER II

REVIEW OF THE LITERATURE

Existing Stroke Care Programs

Responsibility for the rehsbilitation of atroke patients has
been assumed primarily by rehabilitatiom centers around the eountry.
Some well known centers ineclude Bellevue Medical Center in New York;
Kenny Rehabilitation Institute in Minneapolis, Mimnesota, amd Rancho
Los Amigos Hospital in Downey, California.

Although they have admitted stroke patients for diagmosis and
treatment, acute care hospitals have seemingly igmored the rehabili-
tation needs of stroke patients with the "justification" that the
process of rehabilitation is too costly amd too long amd is, there~
. fore, not the respomsibility of a facillity desigmed to give scute
care., This attitude is ih opposition to the widely aecepted fact
that stroke rehsbilitation should begin as soon as the patient is
admitted to a facility for oar021 22 B30 41 no matter how long
the patient might be expected to stay. This suggests that rehabili-
tative efforts need to be initiated in the diagnostic phase as well
as being a major part of the treatment phase. This does not mean,
bho'ever, that all atroke patients will fill acute care beds until
their rehabilitation is comsidered complete., The responsibility of
providing the best possible care to stroke patients includes re-
bhabilitation measures. Bringing rehabilitation efforts into the
diagnostio and early treatment phases can save time, money, muscles

and spirit necessary to achieve eomtimnued results in a treatment
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program that extends past help ir am acute care setting, Preventa-
tive rehabilitation ecarried out in the acute hospital can help pre-
vent painful comtractures, healing decubitus ulcers, initiating
bowel and bladder training or covert feelings of despair or hope-
fulness and in so doing assgsist the patient in achieving self-care
mngh earlier,

In support of early rehabilitatiom practices, Dr. Niskel of
Bancho Los Amigos Hospital comments that, "It is unfortunate that
the physical therapist must often speﬁd so0o much time attempting to
eorreet contragtural deformities which would nmot have occurred if
adeguate nursing care had been provided in the early stages of
stroke."22

Numerous health professionsls are hecoming aware of the need
for better approaches to the prevention, diagnosis and treatment
of cerebrovascular diseases, Enthusiasm has led to action émong
several identifiable groups of individuals. Among these groups is
the Regionel Medical Programs that came into existence following
the enactment of Publie law 89-239 in 1965.38 These state organi-
zations under the guidance of a federal parent, Regional Medieal
Progrems Servige, have imitiated programs to upgrade the caliber
of care for stroke patients in acute care hospitals in both urban
and rural areas, These programs are sophistiecated beginnings from
which a more comprehsnsive attack om all eerebrovascular disease
will hopefully emerge on & nationél seale,

There appears to be much variance in the approaches seleoted

by individual state Regional Medical Programs toward comquering
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the stroke problem im their perticular areas., According to the
available literature, some of these progrems have foeused primarily
on the training of stroke care teams, Others have started with a
- mueleus of trained stroke eare experts and have concentrated more
on treatment than training.

Area VIII Regional Medical Program in California laumched a
program in the late 1960's for training of siroke care teams.
Thirty acute hospitals and 73 extended-care facilities were selected
to participate in the program based at Memorial Hospital at lLong
Beach. It is anticipated that the qualitative effects of this
training program will be reflected in better care for the stroke
patient with less regidual disability as well as improved morbidity
and mortality statistics associated with stroke.38

Another program'focusing on training for better care of stiroke
vpatients is operated by the Indiana Regional Mediocal Program.
Physicians, nurses, and therapists from community hospitals are
invited to observe and train in the Indiana University Medical
Center's six bed stroke caré unit., One of the primary goals of
this program was to improve stroke care in 64 community hospitals
that had no physical rehabilitation program. After 24 months, two
 to three therapy programs were started inm 40 perticipating .hc'spita.ls.z3

Similarly, the North Carolima Comprehensive Stroke Program was
instituted im order to deliver a better quality of care to stroke
patients in the state ranking third in incidence and mortality from
atroke.39 Through greater use of manpower, increased accessibility

to health services, better distribution of health resources and
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economy of time im providing services, the scmnmunity stroke programs
now make stroke care more readily available for one millior predom-
inantly disadvantaged individuals who live im rural areas of North
Carolina, Their 1971 report boasts involvement of twenty-two hos-
pitals, eight nursing homes and nimeteen publie health agénciea.
Comparison of data for 122 pre-stroke program patients and 145 post-
stroke program patients shows a discharge date on the average of 2.7
days sooner for the post-stroke program patients. Also, the average
hospitalization coét for this group is $240.00 less than for the pre-
stfoke program patients.59

Some positive treatmemt results have also been recorded for ths
Regional,médical Program efforts at Licking Coumty Hospital in Chio.
Out of 106 stroke patients evaluated aﬁd placed in the treatment
program, a 34 per ceat mortality rate slaimed thirty-six. Of the
remaining sevenfy patients, however, thirty-five (50 per cent) were
able to walk out of the hospital and go home.41 This is a respectable
percentage when conéidering the high mortality associated with
strokes. These results are attributable not only to the specific
treatment given, but also to the fact that rehabilitation was begun
early emough to preserve active foot dorsiflexion amd hand fuamction
in 60 per cent of the patients. Results also showed that many of
these patients rapidly became independent in all activities of daily
living and were able to returm home in less tham four weeks,

A follow-up study was conducted one year later om the survivors
of the Licking County Hospital program. A 56 percemt mortality rate

within the first year after onset of stroke was recorded which again
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verifies the high incidence of death associated with stroke. Amomg
the 44 percent survivors, however, 64 percent were totally indepen-
dent in dressing, 75 percent were independent im feeding, 56 percent
could bathe themselves and 65 percent were independent ambulators.42
Although these statistics do not reflect a ecurbing of stroke mortality
because of the initiation of an organized stroke care program, it
does give evidence of positive results that can be achieved by sur-
viving stroke victims who underge a rehabilitation program.

The Oregon Regiomal Medieal Program hes also marshalled efforts
toward improving care for stroke vietims. Under the zuspices of the
Oregon Regional lMedical Program a stroke care unit was set-up in one
of the Portlamd hospitals in April of 1969.15 As with all the
Regional Medical Programs reviewed, the team approached forms the
backhdne of this program as well, The individuals providing stroke
rehabilitation in the Portland hogpital unit have placed much stress
on family involvement in the rehabilitation process. These efforts
have resulted in a 60 to 75 percent returm of stroke patients to
their homes following hospitalization.15 This statistic reflects a
10 to 15 pereent increase of home returns above that recorded for
the Licking County Hospital program.41

Efforta have been made to evaluate and develop the rehsbilita-
tive potential of stroke patients independent of the Regiomal Medi-
c¢al Programs,

Stroke Intensive Care Units have opemed in a number of hospitals

as another attempt at controlling stroke mortality. More specifically,

such units were opened to see if the number of deaths due to stroke
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might be reduced by offering closer medical and nursing care than
gvailable on gemeral hospital wards. Dr. Bryaa Kennedy, Director
of the stroke intensive care umit at St. Francis Hospital in
Pittsburgh, does not feel such units are justified on these groumds
because the mortality rate has remained elevated despite %he pPro=-
vision of intensive care im the acute phase following stroke.
Further he believes that the high mortality is due to the severity
of tissue destruction caused by many strokes.20 Dr. Edward Metts
who heads a stroke intensive care unit at Candler General Hospital
in Savannah, Georgia, seems to agree with Dr. B. Kennedy's point of
view, Dr. Metts urges that more energy be put into the rehabilita-
tion .phase than in the acute phase in order to inocrecase the quality
of a patiéntﬂs life after stroke.zo' Perhaps when we are better
able to understand the etiology and course of stroke evolution,
stroke intensive care units may be of greater value in saving livew.

Dr. Mark Dyken of Indiana University Hospitals disagrees with
his colleagues, Dré. Kennedy and Metts, regarding stroke intensive
care units ss a means of redueing stroke mortality. Dr. Dyken's
unit has recorded a low 12 percent mortality for stroke vietims.

He attributes this low mortality rate to the greater facility with
which he has been able to resolve complications of stroke débilita-
tion in the intemsive care umnit as compared to a gemeral hospital
ward.20

The differences in finding and opinions is mot easily explainmed.
FNo indicatiom was given that the same variables were held eomstamt

in collecting, compiling, and analysing the data for the separate
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units., An importamt comsideration, however, cam be drawn from this
example of varying opimiomns; namely, that the direction and vehiecle
of health care in individual facilities must be based upon their
patients' needs and those needs ean be expected to vary among
different patient populations.

Asidé from the rehabilitation centers, Regional Medical Programs
and Stroke Intemsive Care Units, some hospitals are seeking to up-
grade care of stroke patiemts on their gemersl hospital units. St.
Iuke's Hospital in New Bedford, Massachusetis, boasts some impressive
results with its twelve bed unit., This stroke rehabilitation unit
comsists of three, four-bed wards that are part of a thirty-six bed
medical unit. Among 372 patients treated in their unit, 50 percent
were discharged directly to their homes.35 This figure is 10 to 15
percent lower tham sighted earlier for the Portland hospital stroke
unit but it is the same statistie recorded for the Licking County
Hospital program. Home, as an immediate discharge destimation for
186 persons, indicates a drastic reduectiom in the number of individ-
uals who would probably have been sent to extended care facilities
if no rehabilitation program had been available. Also at St. Luke's,
80 percent of those discharged achieved complete independence in
self-care activities. This statistic again reflects similar findings
for achievement of self-care independence in other stroke care
progranms,

A heospital in the neighbeoring state of Washimgton, has developed
& progrem of care for stroke patients on their neurosurgical unit.,

(Investigator visited) This program differs from the other programs
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mentioned so far in that it evolved primarily through the efforts
of nurses, rather than physicians, to improve the care of stroke
patients. Although perhaps less sophisticated in its planning,
arganization, and delivery of care than the other programs men-
tioned, this program would seem to be more of the type that most
acute care hospitals might be able to afford and develop in order
to bring about a more beneficial hospitalization for stroke

patients.



TEAM APPROACH TO STROKE CARE

With a wide variety of facilities treating stroke vietims, it
is evident that there will be vafiatioms among the individual treat-
ment programs. Institutional purposes and resources will determine
the length and breadth of the stroke eare programs. Arrival at a
particular stage in the process of recovery may necessitate the end
of care in ome facility and the beginning of care im another facility
or & return home with assistance from eommunity health services. As
mentioned previously, the maim directive for any facility is to pro-
vide the best care it cem offer withim the timespan that stroke
patients are with them. In order to offer their best, concerm must
be given to how care is to be delivered,

The focus of this paper is on the acute care hospital as a
legitimate provider of begimning stroke rehabilitation. The means
of delivering stroke care will then be restricted to those tradi-
tionally available or to those means which realistically might be
procured for treatment im the acute care setting.

The team approach has proven to be the most effective means of
providing care for patients with multiple problems. Since strokes
frequently cause extensive neurological deficits, the team approach
has beern adapted to the eare of stroke patients. According to the
Joint Committee for Stroke Facilities, "The essential ingredient of
a successful siroke rehabilitation program is the constant and active
teamwork of properly trained personnel."32 Dr. Howard Rush of

Bellevue Medical Center im New York supports the team approach as he



22

has found that "for rehabilitation, evalﬁation, and treatment, the
team approach has proved far more succesaful than the utilization
of separate services."33

It seems reasonzble to assume that without the diversity of

skills and the umnity of approach possible with a team, fewer patient

meeds would be identified and/or satisfactorily met.



DEFINITION OF THE TEAM APPRCACH TO STROKE CARE

The health professionals who form this stroke team varies with
the availability of members and secondly with the individusl needs
of the patiemts being rehabilitated.

One authority says that stroke team members should inelude:

& physiatrist, a neurologist, the personal physiecian, house-staff
physicians, consulting specialists, a rehabilitation nurse specia-
list, general nursing staff skilled in performing rehabilitation
measures, a physical therapist, an occupational therapist, a psy-
ohologist, and a dieticien. 2> To have all these individuals avail-
able in one setting would most likely be posaible only inm a large
medical center, And them, mot all these individuals would be

needed in the rehabilitation of ewvery stroke patient. A team
utilized in two programs includes: physician trained im stroke
rehabilitation, rehabilitation nurse specialist or nurse coordina-
tor, or rehabilitation trained staff nurses, physical therapist,
occupational therepist, . psychologist, speech therapist, social
worker, community health nurse, and the patient with his family.35 5B
Other existing programs employ differemt combinatioms of individuals
in the allied health professions.z3 33 41 46 The individusls in-
volved and the precise duties they assume will depend upon the size
and goals of the imstitution, the therapy programs offered, the
availability of staff for employment in stroke rehabilitation and
the specific needs of the stroke patieats participating in the care

program., Some of these individuals may be consultants employed
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part-time im a facility or shared between two (or more) facilities
when patient demands do not warrant the eontribution of professiomal
services for a full eight hours each day.

The collective role of the stroke team is perhapes best realized
in the exchange of information provided in regular multi-diseiplinary
conferences. Face-to-face interchange of information promotes com-
munication between team members im order to bring sbout the desired
integration and coordination required im delivering complex eare to

patients.32

Information exchanged includes: evaluation of rehabili-
tation potential, planning of goals and the specific means to be
used in achieving these goals, evaluation of progress, revision of
goals. and means when indicated, discharge planning, and sharing of
information gained from family-staff-patient interaections.
Promoting maximum communication levels, as well as offéring

his speeial skills in rehabilitatinmg stroke patients, is thus the
role of every team member.

"When nurses know what doctors have in mind,

when doctors kmow how nurses work, whem nurses

know the principles of physical therapy, and

when they learn the techniques of self-care

from occupational therapists, when speech

therapists teagh all personnel how to commun-

icate with the disabled, ard when everyone of

the rehabilitation team knows how every other

member plays his part, the chances of success

are great,"11

Based on the previously described stroke care programs and the

health care professionals included on the respective teams, it seems
reasonable to assume that team members most needed on a2 stroke team

in a small acute care faecility, such as the study hospital, should

inecludes
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2,
3.
4.
5e
6.
Te
8.
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Physicien
Nurses skilled im stroke rehabilitation
Nurse Coordimator
Physical Therapist
Occupational Therapist
Social Worker and/or Publiec Health Nurse
Speech Therapist

Psychologist

A description of the primary responsibilities for each of

these stroke care team members follows.



DETERMINATION OF APPROPRIATE HEALTH CARE
. FROVIDERS AND THEIR RESPECTIVE
_BROLES_AS STROKE TEAN LEIBERS

Whenr stroke rehébilitation means the identifieation and solu-
tion; as well as possible, of all problems plaguing a stroke vietim,
then stroke rehabilitatiom requires medieal supervision so that all
aveilable appropriate means of modern medieine 6an be legitimately
marshalled toward optimum reeovery of the patients. A somprehensive
stroke rehabilitation program requires the knowledge and skills of
2 physieian whe is well aequaimted with the meeds of stroke patients
and wko displays a keen imterest in guiding a team of selested
health ecare iorkers toward meeting rehabilitative goals of their
stroke patients,

Having a physiatrist or neurologist as direetor of a stroke
sare program would seem to be ideal beeause of the nature of the
extensive treining these speeialists receive. However, the laek
of availability of sueh speeislists in a small private hospital
might prevent the assistanes of a physiatrist or meuroleogist as
head of a stroke care program there. A physician of another speeial-
ity who has received additional training in stroke rehabilitation
probably would be a more likely individual te £ill that position.32

The exaot role of the medieal direetor will undoubtedly wvary
from setting to setting and from imdividual to individusl. There
are, however, eertain idemtifiable responsibilities that the sﬁroke

care program director might be aecoumtable for in any setting., The
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direstor has to be familiar with the functions and responsibilities
32 '

of the other team members and stimulate the team gpirit in pro-
viding the best rehabilitative means available for each patienmt
referred to the team. Chairing regular team eonferences for evalua=-
tion of patient status seems to be one wvehicle for fulfilling this
responsibility. Simce the physician has to be kmnowledgable about
the progress of each team patient, makimg rounds in the mursing and
therapy areas should provide observable data about patient perfor-
mance not available in the team conferences. Impromptu staff-
patient exchanges in the therapy areas should also faecilitate on-
going evaluation of rehabilitative measures in meeting patient's
needs,

It is the physician-director's responsibility to diagnose the
type of stroke a patient has had and to prescribe treatment,25
The amount and speed with which a patient is encouraged to become
physically sstive in his rehabilitation program is greatly in.flnenced -
by the vascular structural changes that accompany a stroke.7 Strokes
caused by thrombus, embolus or hemorrhage may require differemt con-
siderstioms in adjusting the rehabilitation process to a patient.
As part of his respomsibility for profiding treatment, the medical
direetor of the stroke care program must be mindful of patient
readimess for the various stages of rehabilitation. The matter of
readiness involves the selestion of appropriate patients for ad-
mission to the stroke care program and entails the decision as to
when th begin each patient with such aetivities as chair setting,

ambulation, showering, the making of definite discharge plans, et
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cetera, Deeisions regarding patient readiness to progress to a
higher level of independent activity and to be discharged are derived
from the director's own observations and from the evaluative communi-
eations received by the director from the team members which, in
turn, were derived from demonstratable patient performance.

Another respomsibility rightly belonging to the physician in
charge of a stroke care program is in the area of public relations.
He néeds to serve as & laison between the stroke team and the hos-
pital and the commumity emd individual patient physicians. The
medical director must reprememt the stroke team and communicate its
needs, goals, suecesses, and failures to the rest of the hospital

38

in appropriate staff meetings. Attendance at eommunity wide
eonferences can promote the establishment and comntimuation of stroke
care programs im other acute care hospitals.

Needs and orders associated with the stroke care program are
primarily the comcern of the director, but the attending patient's
physician retains his right to question or encourage decisions made
about his patient. The stroke team needs te retaim the cooperation
of the patient's own physician in order to maximize the results of

32 Following discharge, comtact

the entire rehabilitation process,
with the rehabilitation experts may still be necessary, but the
personal physicisn needs to encourage this activity as part of the
plan for keeping the patient im a well compensated state.

Rurses are the primary professionals involved in the treatment

8 22

of stroke patients., Rehabilitation of patients not only requires

that all nurses involved in it be knowledgable and skilled in
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rehabilitation measuresy but also that they utilize the nursing pro-
eess in providing nursing care. Employment of the steps of assess-
ment, planning, implementation, and evaluation should provide the
necegsary rationale for judicious application of rehabilitative
measures in the care of individual stroke patients.

The development of fumetional nursing care plans is an invalu-
able tool to the rehabilitation nurses as well as to the entire
stroke care team. In order to formmlate an individualized nursing
care plan for each stroke patient, consideration is given to needs
identifiable for general mursing care of all stroke patients.
Identification of needs specific for each patient is derived from
nursing contacts with patients, their families, and input from other
stroke team members. The report of the Joint Committee for stroke
facilities provides a lengthy list of possible needs with guides for
appropriate nursing activities. Only a broad overview is presented
here, The reader is referred to the entire report for = more detailed
expla.nation.31

The rehabilitation nursiag assessment should ineclude identifi-
cation of physiological as well as psychesociological needs.
Agsessment should imeclude these considerations:

Psychogociological Comsiderations Physioclogiecal Considerations

Level of Anmxiety Level of Consciousness
Coping Mechanisms Circulatory Status
Strength of Family Relationships Respiratory Status
Concept of Self-Image Fluid ard Electrolyte

Balanece
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Psychosociological Considerations Physiological Considerations

Motivation Toward Rehabilitation Oral Hygiene
Cultural Mores Bladder a2 nd Bowel Fumctioning
Communication Patterns Sengsory Functioning Paim
Motor Functioning Range-of-
Motion
Performance Ievel im Per-
forming Activities of
Daily Living
Transfer Skills
Ambulatory Status
Visual Status
Hearing Status
Skin Integrity
(Modified from Report of Joint Committee om Stroke Facilities)31
Assessment of stremgths and limitations in these areas should
facilitate the diagmosis of nursing problems and the selection of
appropriate measures to solve the identified patient problems or
meeds. The patient's needs and nursing interventions are then re-
corded on the nursimg care plan and shared with the entire stroke
team. The nursing care plans should be in a constant state of re-
vision in order to keep them current with a patient's progress,
Specific nursing measures are associated with the role of
stroke rehabilitation nurses and are likely to flow from nursing
assessmert of most stroke patiemts. These specifie nursing measures

imclude:
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1. Preventiom of deformity
2. DPositioning correctly in bed
3. Institution of active and passive range-of-motion exercises
4. Helping the patient to perform essential activities of daily
living

5. Bowel and bladder training
6. Imitiating transfer and ambulation |

Positioning is of first importanee. Frequent repositionming is
necéasary and all positions should be ﬁsed. Lying prone, although
not usually encouraged in hospital settings, promotes greater
drainage of gecrstions and is slso very effective in preventing
deformities of the shoulders, hip and knees.22 Paralyzed or paretie ’
limbs should always be plaééd in a pesition of function.22 Foot-
boards, if adjusted to a patient's height are helpful in preventing
equinas deformity., It is the responsibility of the nursingbstaff
to make sure footboards are used properly to encourage the desired
effect. Equinas deformity of the feet, is the most ecommon defor-
mity in stroke patients.22 Properly placed pillows, roclls or sand-
bage are assistive devices that nurses can employ im preventing ex-
ternal rotation of hip joints.

"If every joint in the affected limbs is taken through its full
range of motion at least once a day, contractural deformities can be

practically eliminated."22

The physical therapist will ordinarily
agsume responsibility for range-of-motion with nursing imn the rein-
foreing role. When there is no physical therapy department available,

or when the department is elosed om weekends, them nursing meeds to
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asgume the responsibility for performing range-of-motion exercises
sinee elimination of this activity for certain patients would impede
their recovery process,

Pressure sores are another concerm of the stroke team and of
particular concernm to rehabilitative nurses, Prevention»lies in
the frequent changing of patient positiom and in maintainimg metiou-
lous skin care, Although a patiemt's position should be changed at
least every two hours, nursing judgmeat may require more frequent
turning for specific patients. Barring other medical problems,
there is »o need for a patiemt to stay bedriddem once he has passed
through the acute stage of stroke, Perhaps one of the best means
of preventing decubiti in stroke patiemts is to encourage wheel-
chair activity. When wheelchsir activity is assumed, it becomes
important to teash the patiemt how to shift his weight im the chair
$0 prevent ischial decubiti. Ambulation reduces the propemsity for
forming pressure sores still further, and is a major step in ie-
gaiming greater independemce. It is in the sitting and standing
positions that patients are best able to perform most of the
neeessary activities of daily livimg.

Bowel and bladder re-training is also a major responsibility'
‘of staff nurses. Im the acute stage of illmess feollowing stroke,
cathetarization may be mecessary, but catheters should be removed
a8 soon as possible, Tidal draimage is a nseful‘adjuvant in main-
taining or emcouraging proper bladder muscle tone an& capacity and
therefore in conditioning the bladder:to resume the mormal process

of nrination.29 External catheters are sometimes helpful im regairing
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a more normal means of emptying the patient's bladder. Maimtaining
a regulated fluid imtake and developing a habitual emptying of the
bladder at regular intervals can promote urinary continence.29 In
bladder re-training, moreover, it has been foumd that patients who
are permitted to dress im their own clothing are legs likely to be
incontinent than when they are made to wear imstitutional garb.25 35

Bowel continence is usually easier to regaim tham bladder com-
tinence.22 The normal patterm of fewer bowel movements as compared
to more frequent urinary excretions is probably the major contfibu-
tor to this difference. Stroke patients, however, often umdergo a
period of bowel irregularity following a stroke. For these patients
mild cathartics, a regular fluid intake of 3000ml, ome to two ounces
of prune juice every morming, suppositories, and regular toileting
can usually prevent bowel problens.29

Assuring that patients consume a well-balanced diet is typi-
cally a responsibility assumed by nurses. A well-balanced diet
not only encourages proper bowel functiom but. also promotes tissue
repair and maintenance of a consistently high emergy level.

4 stroke can cause drastic changes in the life of am individual,
loss of self-esteem or distortioms of body-image can precipitate
behaviors that might impede nurses' (and other team members) attempts
to guide patients through the rehabilitation process. Pulfillment of
psycho-social needs can facilitate gains im the physical aspects of
the rehabilitative proeess.

As reported in the Califormia Area VIII Regional Medical Pro-

gram for stroke care, the services of a nurse coordimator are basic
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to a hospiftal stroke eare program., Her role in this particular pro-
gram is to see each new gtroke patient im her institutiomn, initiate
Phase 1 at the physician's request, soordinate the help of the stroke
38

team and collect data for the Area stroke registry. Elsewhere in

the literature similar responsibilities are reportedly carried out
by a rehabilitation nurse.32 Special traiming in rehabilitation, or
more narrowly in stroke rehabilitation, is the designated prerequisite
for this job, no matter what the speeific job title attached to it. A
detailed description of the role of the olinical specialist im rehabil-
itation is availab1924 but for the purposes of outlining the respomsi-
bilities of the rehabilitation speeialist as they pertain to stroke
rehabilitation, reference is given to the functions outlined by the
Joint Committee for Stroke Facilities:
1. Making early patient contact to evaluate for prompt referral
to hospital-based resources;
2, BEnsuring that the rehabilitation plan jointly agreed upon
is followed, workimg closely with the general nursing staff.
to assess special needs, planning with nurses an appropriate
written nursing care plan and assisting in the sooperative
planning, initiating, and implementing of the restorative
nursing measures devised for each patient;
3, Imitiating staff comferences to ensure communication between
mursing personnel, other allied health personnel, the physi-
cisms, and the family;

4. Training other persomnel (licenmsed practical nurses, nurse's

aides and attendants) and families im appropriate restorative
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nursing techmigues and care; and,

5 VAiding,the family in planning discharge to home, mursing
homa, extended care facility or imtermediate care facility
and making certain that the social worker is involved when-
ever necessary.32

In a more general sense, the role of the stroke rehabilitation

nurse requires competency im promoting good interpersomal relations
among the patients, among the staff in the atroke program and in the
rest of the hospital, and in the community. The murse needs to draw
uéon rehabilitative skills for the benefit of patients and staff, and
needs to provide direet care to selected patients in order to teaech
that appropfiate care is based om patient needs.24

Another vital member of the stroke rehabilitation team is the

physical therapist. During initial contact with a new stroke patient,

the physical therapist evaluates the level of functionimg in the

patient's upper and lower extremeties as well as beginning treatment.22 35 38
This time might also be used to ascertgin the natient'ts level of
eonsciousness, degree of orientation, level of cerebration, and

35

ability to cooperate im the therapy program”’- as well as to estab-

lish realistiec therapeutic goals.22

In the treatment of paralysis, passive exercises usually pre-
cede active exercises.3 7 Bucholz states that the difficulties en-
countered in doing passive full range-of-motion determine how early
and to what extent the patient can become actively involved in his

rehabilitation. As noted earlier, it is the physician's responsibility

to determine when the patient can become actively involved in the
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rehabilitation process. This decision is based upon input received
from the physiecal therapiét as well as from other team members, and
as viewed imn light of other information regarding the cause of the
stroke, as well as information about the healing process and the
medieal history of the patient.

Active range-of-motiom exercise is am important part of the
therapy process and is usually comtinued umtil mormal funetioning
returns or until the amoumt of daily funetionimg is sufficient to
maintain near normal range-of-motion. Achievement of sitting balance
for a patient is another responsibility assumed by the physieal thera-
pist7 unless, as with the Califorania Regional Medical Program, the
nursing personnel carry out this rehabilitative measure., With the
funetioning of é well-organized team, accomplishmeats gained by one
team member are understood and reinforced by the other team members.
Helping stroke patients gain mastery of stamding balance and ambula-
tion also belomgs primarily to physical therapy. These activities |
might best be regained by the use of parallel bars%s’55 prosthetic
devices such as and/or a brace or a cane that are specifically
designed for the patient.22’25

In planning home care for the stroke patient undergoing reha-
bilitation, the physical therapist might visit the patient's home
to assess the environment. This assessment ean be helpful in detec-
ting physiecal barriers that are likely to impede home care. Iden-
tification of physical barriers can lead to effective modification
of the physical environment which should facilitate the continuation

of the rehabilitation process at home.22
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As a means of summarizing the role of the physical therapist

congidered thus far and to still broadem the secope of this role,

the major functions of the physical therapist as outlimed by the

Joint Committee for Stroke Facilities are included hers.

1.

2,

Se

4,

5.

7.

Determining functional motor abilities;

Ascertaining joint mobllity and reasoms for limitastions of
motion;

Evaluating the patient for semsory disturbances whieh may
interfere with suecessful rehébilitative efforts;
Instructing the family and patient in the rationale and
methods of the treatment program;

Initiating a therapeutiec program including range-of-motion
and strengthing exerciees, transfers, wheelchair activities,
and ambulation;

Working with the nursing staff in the provision of fhe
rebabilitation practices of good patient managememt; and,
Working closely with all other personnel involved inm the
rehabilitation program and im the formmlating and carrying

out of an effective and comprehemsive plan of oare.32

The role of the occupational therapist in stroke care has

undergone a welcomed change. What was formerly comsidered simply

an organized way of providing diversional activity has dramatically

26

evolved into a means of re-establishing life im the community.

By assisting with the recovery of manual sklills and mental eoncen-

tration, the occupational therapist is able to help many patients

again perform activities of daily living so that they c¢an resume
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gelf-care at home, Some patients are able to assume more astive
‘Toles as family members again, amd still others have been able to
return to the working force. It must be realized, however, that
it is not just the oecupationai therapy, but also the amount of
neurological damage and i;?ividual motivation that deterﬁine how
well the patient will be able to perform activities of daily living
again.

The agtivities as outlined by Powell are as follows:

Self-care: Washing, shaving, use of bath/
wheelchkir, dressing, attention

} to hair/eosmetics, feeding.

Domestie ecare: Preparing meals/eooking, household
cleaning, washing/ironing, bed-
making,

Mobility: In/out of bed, walking in/out of
doors, transferring to bed/chair/
eommode, use of wheelchair, stairs,
eoping with publie transport.

- Genmeral activities: Reading, writing, use of momey,
lighting matehes.2®
- Ia addition to sctually tesehing patients to care for themselves,
the oécupational therapist engages in musele testing, strengthening,
preventing, and correeting deformities of the upper extremities.22
The occupational therapist cam also reinforee learning that has
faken place primarily beeause of efforts of other members of the

stroke team. A more eomplete list of responsibilities held by the
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occupational therapist as a member of the stroke rehabilitation is

given by the Joint Committee for Stroke Facilities:

1.

2.

4.

Evaluating patients to determine range-of-motion and sen-
sory deficits, and their ability to perform motor tasks,
to follow simple instructions, and to utilize retention
an& reeall;

Developing a positive program in functional activities and
self-care methods;

Supplementing limited motor recovery of am upper extremity
by teaching one-handed techmiques, training in the use of
self-care assistive devices and/or adaptive equipment,
advising of needed environmental changes, and modifying
approaches for suecessful accomplishment of a =mpecified
activity; and,

Instructing other rehabilitation personnel and the patient's

family in the above teohniques.32

In addition to these four broad fumctions, the manuscript com-

piled by the American Occupational Therapy Association outlines

more specific functions that an oecupational thereapist might per=-

form as a member of the stroke rehabilitation team, These funections

are as follows:

1.
2,
3.
4.
5.

Aid patient to adjust to hospital and to his condition.
Encourage initiative and motivate toward activity.
Determine and maintain good body position,

Re-train patient in elevation and ambulation activities.

Re-educate patient to perform activities of daily living.



7.
8.

9.

10.

11,

12.

13.

14,
15,
16.

40

Re~train the affected extremities to the maximum capacity.

Asgist in speeeh re-training, if necessary.

Assigt in treating facial paralysis (motivate to do facial

exercises through activities, such as story telling,

singing, blowing games, etec.).

Encourage socialization,

Encourage eonfidence inm medical treatment (inscluding P.T.,

speech, etc.).

Recognize need for, amd refer to other agencies within the

hospital and within the community.

Observe and reecord behavior and performance and make records

available.

Provide definite and specific means of controlling and

grading physical activity -

a,

b.

d.

Teach relaxation whem necessary.

Teach coordination of fundamental motor patterns

through active assistive then active resistive
activities.

Increase joint motion and muscle strength with the szid
of supporting slings and adaptive devices when indicated.
Improve physical tolerance.

Improve body function and muscle tone of uninjured as

well as injured parts.

Ald in adjustment to residual disabilities.

Provide avogcation and hobby interests.

Provide & means of pre-vocational exploration.,
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Correlate 0,T, activities with those of the speesh ther-

apist if patiemt is aphasie.1

Because the services of a sooial worker do not seem to be as

readily available in small acute care hospitals as are the services

of other stroke eare persemnel, obtaiming part-time services of a

soeial worker may be a suitable solutiom in providing the necessary

g8oecial services for stroke patients. Amother alternative in the

abgemce of a social service department, might be for one of the

other stroke team members to assume the respomsibilities assosiated

with this role,

imstitution has beem suggested as the most likely substitute for

wrdertaking the soeial servige activitiea.35 The major fumctions

of the social worker as a member of the stroke team ares

1.

2.

3

4.

Assessing the social and psychological needs, home and
eommunity adaptations, and ecomomis resources of the
patient and his family;

Aiding in the case fimding (2ll team persomnel should
recognize this need and participate in case finding);
Performing the customary caseﬁork services including
initial evaluations, discharge plamnimg, referral to
ecommunity resources, and sssistance in job finding;
Attending staff conferences, ward rounds, and other
elinical sessions, thereby ensurimg close communication
between the social worker and all other involved per-
sonnel in preparimg a comprehensive rehsbilitation plan,

A community or public health murse assigmed to the
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5. Appraising the physician and other persomnel of all social

problems that might hinder or prolong recovery.32

Cerebral damage due to stroke can cause a variety of speech
disorders. "Aphasia is probably the most frustrating and difficult
problem for patient and therapist in stroke rehabilitation."53
Individuals with left brain dominance who sustain neural damage to
that side of the brain are frequently in need of speech therapy.9
As in the case of the Social Worker, the small acute hospital might
gain the services of a speech therapist through a part-time arrange-
ment. An alternate solution might be to imclude an occupational
therapist who has received special training in speech rehabilitation,
on the stroke team. Regardless of the precise background of an
available and qualified individual, the prime responsibilities of
the speech therapist include:

1. BEvaluating communication problems; .

2. Providing consultation to hospital staff, the patient,

and/or his family;

5. Suggesting methods of language stimulation to the family;

and,

4. Initiating speech therapy when appropriate.32

Another professional likely to provide only part-time services
to a small hospital stroke program is the psychologist, who may act
a8 a consultant to the stroke team, becoming only direetly involved
in the rehabilitation of speecific patients and indirectly involved

in the rehabilitation of other patients. His assistance might be
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offered in the following ways:
1. Providing im-depth patiemt psychological evaluations when
required;
2, FProviding limited therapy under erisis comditioms during
hospitalization and,
3. Testing in certain situations, such as determimation of
organic mental deficit.32
In a rehabilitation setting where the investigator was an ob-
server, the psychologist occasionally.employed behavior modifica-
tion techmiques to help patients find suitable solutioms to problenms
they encountered as handicapped individuals. The team approach,
with its built-in frequent patient contact, seems to lend itself
to the effective use of this mode provided that the techniques and

goals of a behavior modification program are well understood and

fostered by the entire stroke team.



CRITERIA FOR SELECTION OF NURSING PERSONNEL AND STAFFING
OF THE STROKE CARE PROGRAM WITH NURSING PBRSONLEL
AS PART OF THE 'STER NURSING STAFFING
PLAN FOR THE ACUTE CARE HOSPITAL

One of the maim comecerms of this study is the comtributiom of
nursing personnel in the delivery of care %o stroke patients in am
acute care setting. Considerations about staffing are, therefore,
limited to the staffing of qualified mursing personnel.

Staffing of nursing personnel for the purpose of providing
quality stroke care would seem to revolve around two main parameters.
These two parametsre includee first, the qualifications of the in-
dividual nursing persomnel as members of the stroke team, and
secondly, the comcern that the astual staffing pattern of the stroke
care area must be im synchrony with the general staffimg pattern of
the study hospital. Each of these parameters will be viewed
separately.

Ascording to the role desecriptions for team members presented
earlier, only nurses possessing knowledge and skills in assessing,
planning, implementing and evaluating rehabilitative meeds should
be selected for participatiom on the stroke team, Even though
little information is provided by the literature in designating
specifie eriteria for staff selection, it would seem that since
successful rehabilitation efforts are associated with slow and
minute gaims, the siroke rehabilitatiorn murses should be:

1. Atumed to and satisfied with subtle signs of progress in

patients,
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2. Able to ﬁrovide positive reinforcement to stimulate and

maintain patient motivation téward achievement of appro-
priate goals,

- Abie to display patiemce im teaching and practice of

necessary skills,

4. Able to establish rapport and good workimg relationships

with patients whose speech may be greatly impaired.

Simce strokes are most common im elderly patients, stroke
rehabilitation nurses should be:

1. Fond of elderly people.

2., Have an understanding of needs and tendencies of elderly

people,

Since the provision of a stroke care program is best attained
through team efforts, stroke rehabilitation nurses should be:

1. Able to work well as a member of.a goal-directed group.

Ia order to provide adequabe staffing in a special care ares
within a larger acﬁte care facility, attention must be given to the
master staffing plam for the facility. Master staffing plams have
been an outgrowth of the study of idemtified patiemt and personmel
nedds in providing quality nursing care, The decrease im the number
of hospital nursing programs, the increase in employment of ancillary
health persomnel and the ever-expandiné growth in medical technoloéy
have suppoxrted the development and use of sophisticated staffing
patterns.1°

Patient census has been the most important index im providing

adequate staffing. Energy is now being gemerated to assign nursing
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personnel to patients according to the identified meeds of the patients
and the preparation and experience of the imdividual nursing care
provider.

Generally, staffing is still based primarily om numbers of
patients and numbers of available nursing personnel, Gréater gstrides
in matching patients to personnel have been achieved by classifying
patients numeriecally according td the complexity of their needs and
predicted hours of nursing care needed to meet these needs.6 W A
base point of four hours, twelve minutes (4.2 hours) of care per
patient per twemty-four hours period has been ulitized in deter-
mining nursing mampower.

The imdividual assigning staff to patients for a specific umit
ean use these data to more appropriately match patiemts to nursing
personnel with preparation and experience necessary to meet these
needs effectively.

In light of the complexity of needs of most stroke pabtients
andergoing a stroké rehabilitation program, and in view of the
length of time needed to teach and supervise patient setivities,
most stroke patients would require maximum possible nursing hours

in the ﬁaster staffing pattern.



ﬁETERMINATiON OF THE STROKE PROGRAM POPULATION

Since the population of patients referred for stroke care will
maturally vary from institution to institution, an acute care setiing
must establish a stroke care program that will best meet the needs of
its own patient population. Financial considerations must also be
cautiously reviewed so that the program provided is economically
feasible for the institution as a whole. The quality of care pro-
vided through a specialized program sueh as proposed in this paper
is not contingent on the complexity of the program in terms of the
speeial care area and in terms of the latest im sophisticated equip-
ment, but rather the intent is to emphasize the reed for comprehensive
stroke care provided by the coordinated efforts of a group of skilled
people in a setting which provides the basic space and equipment for
safe and sfficient staff-patient functioning.

Defining the intended reecipients of a proposed stroke eare pro-
gram is paramount before establishing the basic program of care. As
recommended by Drs. Kennedy and Mettszo, some faeilities might limit
admission to their stroke care program to patients who have success-~
fully progressed through the sgute life-saving stage, which follows
many strokes, and who show signs of benefiting from a defimitive
rehabilitation program. Other acute care settings, particularly
small hospitals, might have so few stroke patients that their stroke
¢care programs might'ihclude the most acutely ill s well as the mors

easlly eclassified rehabilitative stroke patient. In establishing a
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stroke care program, however, the separatiocn of acutely ill siroke
patients from those in the restorative phase limits the total respon=-
gibilities of the team so that energies can be devoted more fully to
fulfillment of each patient's identified meeds., Much time is required
both in attending to life-saving meeds and to rehabilitive meeds,
When staff responsibilities are divided between these two post-
stroke phases of care, greater confliets in role performance seem-
ingly arise followed by a greater emp;oyment of shoritcuts in care
which predictably could result in lowered standards of care and
Blower progress for the patients involved. Most patients engaged
in a rehabilitation program must have the necessary time to be
taught and re-taught and to ascomplish activities by themselves,
under supervision, before mastery of skills can safely be achieved,
In providing care in the acute stage following a stroke, staff must |
be ever ready to meet unpredictable emergemecies as well as to main-
tain life-support systems through comstant momitorimg of patients.

It seems that whenever possible acutely ill stroke patients
should be eared for in an intensive care setting where staffing and
equipment are geared toward meeting basic life-sustaining needs,
and stroke patients in the rehabilitation phase should be placed in
a speeial care area where the efforts of a stroke team car be con-
centrated on patients' adaptive needs which require re-learming and
much practice.

Aside from the acutely ill patient, other patiemts sustain
cerebral damage with resulting paresis or paralysis, but do not

seem well suited for the rigors of a stroke care program as proposed
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in this study. Dr. Pusk defines this unfortunate population as
patients " ... with such severe cardiac damage that they cannot
expend thé emergy required, those with uncontrollable malignant
hypertension and those whose brains are so severely damaged that
they cannot remember today what they learned yesterday."34 This
statemeat does not intend to imply that no rehabilitation measures
should be employed im the post-stroke care of patients who fit into
one of these ecategories. It does imply that such measures as deemed
safe might best be incorporated into their plans of care as carried
out in a general or an imtensive hospital unit where rehabilitation
is not the prime concern. Appropriate rehabilitative measures
should be as much a part of the care offered every hospitalized
patient as it is for the acutely ill patient and the stroke patient
in 3 definite stroke care program. "Many of the basie elemenmts of
a rehabilitation program are part of good general practice and med-
ical care, and should be included in the comprehensive care of
patients with hear£ disease, cancer, and stroke."17 Partieularly,
eorrect and frequent positioming for good body alignment ard ade-
quate oirculation as well as regularly scheduled range-of-motion
'exerciaes are crucial to the prevemtion of contractures and decu-
bitus uleers which sometimes occur whem patients are restricted to
bedrest in order to gain the recuperative powers of rest.

Looking again, then, at the selection of appropriate candidates
for a stroke rehabilitation program im am acute care setting, certain

eriteria have been alluded to and are presemted here:
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Stroke patients who have progressed through the acute
life-saving stage.
Patients who have no severe cardiac damage that greatly
impairs their energy level,
Stroke patients who are not also viectims of sevére
hypertension,
Stroke patients whose cerebral involvement does not pre-

vent the re-learning of lost skills.



BASIC COMPONENTS OF STROKE CARE

In order %o maximize the effectiveness of the efforts of all
the imdividual team members in providing stroke care, & blueprint
for team actiom is mandatory. Identifyimg the ecomponents of basic
stroke care and the logical progress from one phase to amother. in
the rehabilitation process should provide such a blueprint. Prin-
ciples are basie to the production of goal directed activity and
provide the ratiomale for the blueprint., Joint Committee for Stroke
Facilities proposes seven principles to guide stroke rehabilitation:

1. To prevent or minimize secomndary complications such as
eontractures, infections (including those from a skin
bréakdotn), or effects of disusewhich may interfere with
natural recovery of fumetion; the latter may be motor
(muscular weakness) or cardiovascular (imability to satis-
fy thé energy requirements associated with standing,
walking, or climbing stairs). Comsequently, levels of
performance demanded be within the limits of eurrert
ability and the patient should be protected from damage
which may result from an abmormal or inadequate level of
function;

2. To'compensate for sensory loss which can result in a
variety of deficits such as inability to walk effectively
or judge whether the body is upright;

3. To eneourage social participation and provide the envirom-

mental stimulation needed for recovery;
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4, To produce the high degree of motivation mecessary for
successful cooperation in a rehabilitation program. As
each petient is different and has his own problems, indi-
vidualized programs must be designed in order to achieve
maximum motivation amd resulis;

5. To substitute for a function either partially or totally
lost, once the level of recovery has beer estimated or
anticipated;

6. To enable independent home living or, if this is impossible,

- to attain sufficient improvement to permit future care with
the least amount of assistance and supervision; and,

7. To achieve, im some cases, sufficient vocational rehabili-
tation to enable placement im competitive employment or

in a sheltered workshop.52

With sueh general guidelines inm mind, the stroke team imdivi-
dualizes care for each patiemt by beecoming kmowledgeable of each
patient's particular rehabilitation needs. As noted in the job
regponsibilities assigned to each team member, am evaluation is
part of each team members' role. These evaluations based on the
assessment of strengths and weaknesses through observed patienmt
behavior are shared im regular team conferemces. Discussion of

the imdividual findings gathered should lead to a collestive aware-

ness om the part of each team member of the status of each patient

under treatment:

1. State of mentation.

2. Ultimate total functional eapacity.
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3. Degree of residual functionm im areas of deficit, such as
‘speech or paretic limbs,

4. Degree of deficit.

5. Survival and probability of further complications.32

With this operational information, about each patient, reslis-
tié goals for recovery and the appropriate rehabilitative measures
available for use cam be determimed by the team. The team should
meet regularly to re-evaluate goals and measures in light of con-
tinually observed patient performance.

When physiciam approval is given for a patient to take part
in an sctive rehabilitation program, gemerally the patient is en-
couraged by the physical therapist to replace passive range-of-
motion exercises with active invelvement im the same exercises.
Additional or altermative programs are used im some rehabilitation
programs during this imitial phase of treatment. Dr. Hirschberg
and associates, for example, require hemiplegic patients under their
care to perform bed exercises before attempting any standing exercises.11

The exercises fall imto three categories according to the degree
of diffieulty. Naturally the patient is taught to accomplish the
simple ones before the complex. |
Beginning Exercises:

1. Tura over to the paralyzed side by grasping the side rail.

2. Turm over to the umiamvolved side by grasping a low side

iail or the mattress edge.
3 Pull up into half sitting or sitting position by graéping

+

the overhead trapeze.
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Intermediate Exercises:

1. Turn to either side beyond am angle of 900.

2. Scoot up and down im bed by grasping the bar at the head
of the bed and helping with the meck and the umimvolved
leg.

3. Push the paralyzed leg toward the edge of the bed with
the uninvolved leg.

Advanced Exercises:

1. Scoot sideways in bed grasping a side rail. The moving
is.done with the use of leg, neck, and shoulder.

2, B8it up on the edge of the bed, after lifting the paralyzed
leg over the edge of the bed.11

These exercises are strenuous to the hemiplegie since they are
performed by using only ome half of the body. Timing is very im-
portant so the highest level of success cam be attaimed. Patients
should be well rested with three or four sessions properly spaced
throughout the day.

Teaching, supervising, and evaluating the performamce of these
bed exercises may be primarily the responsibility of the nursing
staff or the physical therepist but it would seem that here par-
‘ticularly both have & major responsibility for reinforcing the
efforts of the other.,

In contrast to the approaéh just deseribed, mo such aceclamation
process is prescribed for patients im the stroke care program at St.
Luke's Hospital., Patients are positioned in a chair on the. first

day of admission to that stroke unit. Timing is an important
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factor in both programs. The patiemt at St. Luke's must be admitted
to their stroke program within seven days of a cerebral vascular
accident.35 In contrast, Dr. Hirsechberg's program for siroke
patients seemingly does not have such restrieted admission require-
ments. It seems safe to assume that many of the patients in his
program have predictibly, sugtained cerebral ianjury much earlier
than seven days pre-induction, to the program. With am increasing
lapse of time between the cerebral injury due to a stroke and the
rehsbilitative treatment, the greater the likelihood of hypotensive
episodic as well as the imcreased risk of the occurransce of other
compounding difficulties such as econtractures, which judieiously
prevent as liberal a use of chair setting so early in a stroke ecare
progranm,

Returning to the comservative approach to stroke rehabilitationm,
faeility in doing active bed exercises and/br active range-of-motion
exercises should be followed by patients gaining mastery with staa- |
ding balance and transferring from bed to wheelchair. These acti-
vities are usually irtroduced to the patient by the physical thera-
pist and reinforeced thereafter by both physical therapist and nur-
sing staff, The use of a sliding board or belt has been fourd most
helpful in accomplishing transfers when standing balanee is poor.

As soon as a patient can safely assume chair sitting with help,
he should be assigned to an appropriate wheelchair from which he
can more easily become actively imvolved im his owm rehabiliation,

Ambulation, tranfer training, and an exercise program to

32

strengthen paretic muscles should all be provided comeurrently.
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Shoes which provide a broad base of support and tractioa are
of paramount importance for safe ambulation. Ambulation is fre=
quently started by navigation through parallel bars. The amount
of independence achieved in walking through the bars gives an in-
dication of what means might be employed im promoting greater am-
bulatory indepemdence. A cane or a walker cam be very helpful to
mamy patients, but a certain amount of strength in the involved
extremities and appropriate proprioceptive imnput must be received
by the extremities imn order to maintaim balance in walking with a
cane or wa.lker.52

Bracing may also be a useful adjunct to imdepemdent ambulation
by providing dosiflexiom of the foot whem the patiemt is umable %o
do 8o on his own. The stroke patient with good balance and strength
can frequently be taught some navigation up and down stairs.

Many patiemnts may still need some 'walking assistance. The
gait the rehabilitated stroke patient is ultimately able to master
varies with the deéree of neurological damage, the level of his
motivation, and the caliber of individualized instruction prowvided
by the stroke team,

For a good mumber of sitroke patients, wheelchair independence
is a respectable goal. Waglonis reports that fifty perecent of the
patients admitted to sitroke rehabilitation programs ean walk out

41

of the institution. Of the fifty pereent remaining, many probably
were wheelchair cardidates. Covalt suggests that ten perceat of
patients undergoing a rehabilitation program camnot be taught am-

bulation.7 Here again, if ambulatiom is mot possible, wheelchair
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independence is the mext best goal toward which rehabilitatiom
efforts would be direected. Such independence can provide a certaia
amount of freedom otherwise not attainable with paretis or paralyzed
extremities. Guidelines for proper wheelchair selectiom and safety
precautions are ineluded under equipment,

Restorative exercises are incorporated imto the rehabilitation
program to provide re-education of museles and/or to stimlate spon-
taneous reeovery.32 Concentration of muscle re-education om proxi-
mal musele groups usually proceeds distal muscle group re-education,
Bucholz states that the progression follows am "education character',
Initially single muscles om sinrgle mmsele groups are exercised,thea
later more complicated combined movements are promoted.3 In one
setting, the investigator observed orgamized "mat classes" during
which groups of patients learmed and practiced complex exereises,

As stated earlier, many stroke patients are able to perform
activities of deily living besides ambulation, through organized
team efforts. Practice im dressing, hair combing, eating and
brushing one's teeth are all aetivities particularly emphasized
by the occupational therapist. Certaim skills, such as grasping,
tying and writing cam be taught by using assistive devices and are
usually incorporated into daily occupational therapy sessions,
Teaching certain skills and evaluating the learning of other skills
is particularly appropriate during mealtimes and during bathing and
toileting periods throughout ezch day. Both nursing and occupational
therapy share primary responsiblity for these activities simce they

are the team members working with patients during these times.
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Another area of concern, particularly for the occupational
therapist, is the preparation of patients to assume responsibilities
that they will resume st home. Depending on the patient's gender
and role preferances, activities requiring muscular coordimation
necessary for cooking, handicrafts, shaving, and bed-making may be
emphagized,

The basic stroke care program as outlined so far has indicated
the need for a heavy emphasis on re-training or re-teaching of skills
most generally taught by the physical and occupational therapist.
Fursing has been frequently mentioned as playing a reinforeing role
in helping patients gain and maintain these skills., Nursimg has a
much broader role tham this in providing eomprehensive stroke care.
It ie a mursing fumctiom to assess patiemts' meeds, to make nursing
diagnoses based om ocollected data, to devise nursing care plans, to
implement appropriate nursing interventions and to evaluate the
effectiveness of the plans in light of patients! responses. TFor
nurses involved in étroke care, the use of the nursing proocess is
of paramount importance partieularly im gaining the eonfidence and
cooperation of stroke patients and in determining the judicious use
of rehabilitative mursing measures. A more specific view of the
role of rehabilitation nurses has been outlined under in the section
under the team approach to stroke care.

A prbgram routine is importent to the provision of econtinuity
of care. In one stroke care faecility where the investigator was an

oebserver, an average day for the stroke patients followed this patterm:
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T:30 = 8:00 Patients were awakemed then proceeded with
dressing, tramsfer to wheelechair, toileting,
grooming. Nursing and occupational thera-
pists assisted and/or supervised.

8:50 o 8:30 Breakfast was served im an activity room to
patients in their wheelchairs. Nursing and
oecupational therapists assisted.

8:30 - 12:00 Oecupational and physical therapy sessions
were held. Patients had one-half hour of
each, Occupational therapy in group setting
with individual attention was given to each
patient. Physical therapy was provided om
& one-to-one basis with a therapist. Indi-
vidual programs were conduected for each
patient. Exereises included mat exercises
for muscle sitrengthening, practice in sitting
or standing balance, practice of transfer

- techniques, and ambulation praetice. Before
and after therapy sessions, patients conversed
or performed other reereational activities in
the day room. Bathroom bresks were taken at
any time with nurses on hand to assist.

11:00 = 12:00 Patients were assisted to bed for rest break
or continued recrestional activities., Nur-
ging and oscupational therapy assisted.

12:00 - 12:30 Iunech was served invactivity room,.
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12:30 - 3:00 Therapy sessiomns - same as above,
3300 = 5300 Rest or reereational period.

5:00 - 5:30 Dimner.

5¢30 = 10:00 Reereation.

10:00 -~ 11:00 Preparing for bed.,

11:00 - Lights out,

Phygsicians made their roumds usually im the morming of each
dsy.

A staff conference was held onee each week to review progress
of patients, to up-date approaches, and to meke discharge plans.

Relatives were welcomed at any time during petient weking
hours, and were taught essentails of eare so that they could help

patients make easier home adjustments.



SELECTION OF A SUITABLE PHYSTICAL ENVIRONMENT

Owing to the relatively slow proeess of recovery and to the
high cost of eare provided by a team of health workers, rehabili-
tation is a costly part of medieal care. Unfortunately, the length
erd cost of rehabilitation inereases when it is started in earmest
only after deeubitus ulgers have been permitted to form, sontrac-~
tures are present, musele sirength is pot preserved, and motivation
for cooperation in care has dwindled to a very low level,

As mentioned earlier, the task of amy medisal facility pro-
viding care for patients is to provide the best care possible.
Basie to best efforts is a suitable eaviromment. The literature
offers little sgsistance in defiming what eonstitutes a suitable
environment for stroke patients, It seems reasonable, however,
to assume that the threé eomponents of healthful living, work,
rest, and recreation must be taken into consideration in desigming
a program and in determining physiceally where the program will be
earried out. 4Additional requirements of the physical setting would
be determined by the peculiar charsecter of stroke rehabilitation.

According to the recommerdations made by the Joim% Committee
for Stroke Faeilities, "Every hospital sccepting stroke patients
should have a separately designed area properly equipped for
rehabilitation."32 This "separately designated area" may take one
of two forms; stroke patients may be totally segregated from other
medical or surgical patients by placement im a structurally se?arate

20 23 35

stroke care umit or may be partially segregated through



62

placement im a spegified section of a larger hospital unit. The
latter was the situation in ome hospital visited by the investiga-
tor. When partial segregation is. the plan selested, the designated
stroke oare area might include a therapy ares (work) and sleeping
quarters (rest) and & reereatiomal area whish could be shared by
all patients on the umit,

In one of the observed units where the stroke care program had
been only mewly initiated, a vacant room was used for therapy. As
much as possible siroke patients were assigned together im specific
rooms. Provision of a recreational area was part of the future
plans for the evolving stroke care program.

Needless to say, pros and eons exist to either degree of segre-
gation utilized im providing a suitable environment for stroke care.
It is not within the scope of this paper to discuss the positive and
negative aspeets of each approach., The decision regarding the most
appropriate structgral setting would have to be made by each health
care facility im light of patient eensus and available staff and
allotted funds.

Certain physical requirements are basic to the enviromment
where the team approach is applied to stroke care., These require-
ments include: an adequate number of beds and space for sleeping
quarters, an area in which occupational and physical therapy ean
be carried on, and a sufficient number of bathrooms equipped with
special toilets and bathing aids.32

Other spase requirements might include esomference rooms for

private interactions among patients, staff, and families. A large
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diring rodm can provide a more nbrmal atmosphere by emphasizing
eating as a social experience. This dinimg area can double as the
therapy room im order to conserve expense and to get as much use as

possible out of the available space.



SELECTION OF APPROPRIATE EQUIPMENT

Once the degision is made as to the type of stroke care area
most feasible for an agute gare hospital, attention must be given
to the acquisition of equipment necessary im providing the stroke
care program., One of the most important tasks inm setting up a
stroke eare area is the careful selection of beds. The number of
beds required should be determimed by predicted cemsus for the
stroke c¢are area, Great care should be taken to assign patients
to beds according to the side of major involvememt. The patient's
.affected side should be next to the wall so that environmental
stimuli are received om the unaffected side which is best able to
respond to the stimuli.9 Provisioms for extra beds with adequate
gpace between them or alternate room arrangements should help solve
aecommodation problems when more right (or left) hemiplegics are
admitted to the regularly arranged area which would then not offer
all of them proper bed placement,

The bed itself " ,...should be firm enocugh to support the body
in good alignment when the patient is lyimg down and to provide s
base of support for the patient to move about in bod."16 Sidersails
are commonly used im hospitals to protect patienis from falling out
of bed. For the stroke patient, a short siderail, less than one

nalf the lemgth of the bed,'®

can be a very useful aid in getting
in and out of bed.
Footboards that adapt to imdividual height are erueial in pre-

venting footdrop. Two simple pattermed footboards, iith directions
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for eomstruction can be foumd im Rehabilitative Nursine Techniques-2,

a giilie Fion fia Xenny Rehabiiitation Tastitites >

A trapeze stfategieally placed over the hesd of the bed ean be
another assistive device thét, when properly used, promoites musele
strengthening and freer aectivities for stroke patients.

Not only do beds for stroke patients need to be properly equipped,
but they also need to be of a height that permits safe aceess in and
out of bed, High-low beds plaesed at the low level can be permanently
maintained at that level to faeilitate safe transfers.

Imbeded in the philsophy of rehabilitation is the goal teo
assist debilitated patients regain as much independenee as possible,
One of the best signs of progress and strong faeilitator of self-
eare is a means of mobilization. In & rehabilitation program then,
the bed should be viewed only as a place of rest. The stroke
patients' activities should not be based around his bed as charze-
teristie of other hospital patients. Imstead, his therapy and rest
periods should revolve around his recreational periods im the day
Toom, |

With this strong emphasis on mobilization, it is mo womder that
much of the stroke rehabilitation equipment ecomsists of ambulatory
aids. A variety of these aids ean assist in tailoring the stroke
program to meet the needs of each patieat as he progresses toward
more independent functioning.

The.most basic means of safe mobilization for most stroke
patients is by wheelchair propulsion. In one hospital where the

investigator was an observer, each stroke patient was assigmed to
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a wheelchair om the day of admittanee to the stroke eare umit. A
sturdy seat belt was applied to prevemt forward falls. The patiemt
was then given instructions and practice im self-propulsion and, as
soon 83 he was able to understand and ecordimate the asctivity im-
volved, he was able to pilot himself around the unit. In providing
wheelchairs for stroke patients, it is not enough simply to have
the proper number of wheelchairs, As with beds, the wheelchsairs
must be assigned in accordance with the partieular needs of the
patients., Improper size is the most frequent mistake inm assighing

oxr selecting a wheelchair.14

In assigning patients to wheelshairs,
sonsideration must be given to patient comfort as well as to the
provision of a vehiele which struecturally permits cocperation in
the rehebilitation process. Proper wheelchair selection is of even
greater importance to those patients who realistically will be con-
fined to a wheelchair om a permament basis because little musecle
activity for strengthening remains.

According to Dr. Kamenetz, adult size wheelchairs are oversized
for meny patients, Junior sized wheelchairs should be used instead.
Ten percent of the wheelchairs used im echromic¢ disease hospitals and
extended care facilites should be of the junior size.14 It seems
reasonable, then, that an acute care hospital with a stroke care
program mast also look at the sige of the wheelchairs to be used
by patients in the program. The tem percent figure might be utilized
in determining how meny junior sized wheelchairs might be needed for

the predieted program census. In additiom to haviang an appropriate

number of proper sized chairs, eoncern also must be givem to the
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speecific features that these wheelchairs have. The standard rear-
wheel-drive chair can be propelled by usimg one hand and one or
both féet.14 This type of chair would seem most suitable for
mobilizatiom of the hemiparetic or hemiplegic stroke patienmt.
Stroke patients who have other special problems as a single or
double amputation have different needs and require special types
of wheelchairs which provide better balance in accord with their
particular weight distribution., Such special wheelchairs might be
borrowed or remted rather tham purchased umless the need for these
special wheelchairs is a frequent need,

Parallel bars are standard equipment for physical therapy
departments., For stroke patients in a program, the therapy area
8hould be equipped with its own paraliel bars. These bars are of
simple gconstruetion. Usually, adjustment of the height of the bars
is the only modification nesessary to suit differemt patients using
them,

Progress in ambulating from the parallel bars to a less limited
space and with less support oftem can be achieved by proper use of
a cane or walker., The physieal therapy departmemnt of Raneho Los
Amigos Hospital reeommends am assortment of eanes., Quadriped cane,
"Ortho-cane," standard cane, amd forearm crutch are used im their
partieunlar rehsbilitation program.28 According to the limited ob-
servations of the investigator, a preferance for tﬁe wide~based
quadriped cane has been moted,

When bilateral lower extremity weakness is present, use of a

walker may be mecessary before balance cam be gained and maintained
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with a cane. Again canes and walkers eome in many styles and pur-
¢hase should be based on ldentified need rather than idle gusssing.
Before exact needs are well defined, sueh equipment might be rented.

'Hany of the materials employed, particularly the oecupational
therapist, in teaching patients to care for themselves are relatively
easy to acquire and/or less expemsive as compared to most of the re-
habilitative equipment mentioned above. In teaching patients to
dress themselves, the patient's own c¢lothes and shoes are used,
Sometimes families have to provide new items of apparel beeause the
shoes and garments worn in the pre=-stroke period are unsafe, too.
eonstrigstive or do not modestiy eover the patient when exercising,.
Sometimes stroke patients have to mske am adjustment to elothing
that they are not in the habit of weg;ing. One example, noted by
the investigator, is the elethiamg of elderly women in pants and
blouses when théy have traditionally worn dresses. Hopefully,
when sush a change is introduced, the desire for greater imdepem-
dence in dressing and mobilization will exceed the personal desire
to wear a familiar type of apparel. Looking again at other equip-
ment, the occupational therapist can employ a variety of inexpensive
games and "toys" for musele testing, strengtheming, and use training.
"Hand splints are necessary whenever the wrist and fingers eannot
adequately be supported by the voluntary muscles, as is true in the
large majority of cases}"22 A supply of commereially manufactured
right-and-left-hand spliﬁts would thus seem to be an important
purchase for a stroke rehabilitation program im an acute ease setting.

Some of these splints might be developed by modifying or synthesizing
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supplies slready im the hospital imventory.

There are also numerous adjustive deviees, such as eating
utensils with elongated or built-up hamdles, raised toilet seats,
and wheelchair trays which also can be improvised or purchased to
aide patients in the regaining of independence. Catalogs are
available from manufacturers who specialize im the production of
this type of equipment. |

Two such catalogs were in use by the study hospital. The names
and addresses of the manufagturers are ineluded in the bibliography.5 L

With the benefit of time and experience in implementing and
budgeting a stroke care program, a facility might invest in a

greater quantity of commercially prepared therapeutic aids.



CHAPTER IIT

REPORT OF THE STUDY

Introduction

Following the eight poimt literatnre review, a medical record

review was conrnducted to obtain informatiom about stroke pmtients and

the eare they received in the study hospital. The situdy sample was

limited
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to stroke patients admitted and treated during January, 1972
May, 1972, The data collected was relevant to:

The totgl number of patients and admissions recorded

during ﬁhe specified five month interval,

The origia or type of stroke diagnosed,

The age and sex of the patients.

The length of hospitalization.

The discharge destinations.

The hospital units where care was given.

The performance of range-of-motion exercises by nursing
persomnel on those units.

The inclusion of occupational and/or physical therapy in
the treatment program.

The consultations given by other physicians,

The assistance provided by the visiting nurse coordinator
assigned to the study hospital and the use of other community
resourees,

The use of occupational and/or physical therapy on anmn

outpatient basis,
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Tabulations were made of the data eollected. Conclusions were
drawn from the data tabulated and used as a second guide in planming

the stroke care program for the study hospital.,
Data Gathered From The Medigcal Record Review:

TABLE 1
Numbers of Patients and Admissions
During January, 1972 through May, 1972

Number of Patients Number of Admissions

55 x 1 = 55
8 X 2 = 16
. x 3 = -
64 Totel Number 74 Potal
of Patients Number of
Admissions

During the five momth interval, the data revealed that sixty-
four patients were admitted with a diagnosis of stroke or with symp-
toms direetly related to stroke. Of those sixty-four patients,
fifty-five had single admissions, eight patients were hospitaligzed
twiece for stroke or related symptoms and ome patient was admitted
three times for stroke. Altogether, there were seventy-four ad-

missions for the sixty-four patients in the study population.
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‘ TABILE 2
Diegnostic Categories Relating Origin or Type of
. Stroke to 74 Patiemt Admissioms During

- Jamuary, 1972 Through May, 1972

Diggnostic Category Fumber of Patients
Thrombus , - 26
cvA - 23
Hemorrhage 11
Stroke of Undetermined Origin 6
Ischemia 3
Embolism 2
Left Cerebral Arterial Spasm 1
Infaret 1
bizziness | .

74 Total Number of
Patient Admissions

The origin or type of stroke assogciated with the seventy-four
patient admissions was then examined. According to the data, the
greatest number of strokes was due to the formation of a thrombus
im a8 cerebral artery. This diagmosis appeared on twenty-six
‘patient eharts. The second highest mumber was recorded for the
diagnosia of eerebrovascular accidemt (CVA) with twenty-three in
this category. With CVA being a less well defined diagnoeis, it
would seem that this category might have been elimimated had more
speecific diagnostic methods been employed. The diagmoses of these

twenty-three patiemts might then have been tabulated under one of
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the more well defined categories. Hemorrhage ranked third as a ceause
of stroke in the study population. There were eleven patients with
this recorded diagnosis. Stroke of uamdetermined origim was next,
with six reecorded diagmoses in this eastegory. Again, with more
defined diagnostic methods, this category might eonceivably have
been eliminated as well. Ischemia appeared as the diagmosis on
three charts. The occurrance of tramscient ischemia attacks is
generally included im a discussion of stroke origir; however, pa-
tients with this diagnosis should mot have residusl paresis or
paralysis mecessitating rehabilitation unless the attacks cul-
minate im a completed stroke., Patients may or may nct be admitted
to a hospital for observation and treatment of transcient ischemice
attacks, It is interesting to mote that one of ﬁhe patients with
cerebral ischemia was hospitalized for fifteen days and was‘dis-
charged home having had no therapy nor comsultations. A seeond
patient was admitted for four days and received some physical ther-
apy before discharge., The third patient with ischemia was re-
admitted with ischemia three days after discharge following a
stroke., During meither of these two hospitalizations was any ther-
apy provided mor consultations given‘b

Embolism ranked sixth as a cause of stroke im the study popula~
tion with two patients in this category. Single entries were made
for three patients under three separate stroke relatéd problems,
These diagnosig included: left cerebral arterial spasm, cerebral
infaret, and dizziness.

Comsidering the data eolleeted im the medical record review
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on origin or type of stroke, it would seem that a sharper focus on
stroke diagnosis might be a goal of the medical practitioners respon-
sible for the admission and treatment of stroke patients imn the
study hospital. The implementation of a stroke team approach to
care, ®ith a medical supervisor skilled im stroke diagmosis, would
provide a better means of collecting such important basic to the
derivation of imdividualized treatmemnt plams for the stroke
patients.

TABLE
Age and Sex of 64 Patients Admitted for Treatment of
Stroke or Related Cerebrovascular Problems

During January, 1972 Through May, 1972

Age Number of Sex Sex
Patients Male Female
0 = 20 years 1 1 0
29 = 30 years 0 0 0
31 - 40 years , 1 0 1
41 - 50 years 1 0 : 1
51 = 60 years 2 0 2
61 = 70 years 11 ) 89% of T 4
71 - 80 years 27 ) the study 14 13
81 = 90 years 20 ) population 5 15
91 = 100 years = i B A
64 Total Number 27 Total Number 37 Total
of Patients of Males Number of

(42%) Females
| (58%)
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. The next area considered im the ehart review was related to
age and sex of the sixty-four patients admitted and treated for
gtroke. Among the sixty-four patients there was a wide ramge in
ages, but the occurrance of stroké was overwhelmingly direected
toward patients between sixty-one and ninety years of age. Eighty-
nine percent of the study population in this sample - were between
these ages. Ia determining the sex of the sixty-four patienmt's
charts studied, there ﬁas a greater preponderance of ' femasles than
males. There were thirty-seven females (58 percent) and twenty-
seven males (42 percent). On the basis of these data, no definite
eonclusion can be made about the sex of the gtroke patients who
might become bemeficiaries of an organized stroke care program.
One might expect, however, that generally there would be more
females than males admitted for treatment and that age-wise most

of the patients would be older than sixty-one years of age.
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TABLE
Length of Hospitalization Recorded for
T4 Patient Admissioms During

January, 1972 Through May, 1972

Number of Days Number of Admissions

i - 10 32
11 - 20 25
21 - 30 - 11
31 - 40 2
41 - 50 0

5t - 60 o]
61 - 70 o
71 - 80 1

T4 Total Admissions

Length of hospitalization is another area of soncerm im pro-
viding comprehensive stroke care., Data from the medical regord
review revealed that the greatest number of patients were hospita-
lized for a period of one to ten days. Thirty-two patients were
included in this eategory. Twenty-five patients were hospitalized
between twenty-ome and thirty days. Five patiemts stayed thirty-
one to forty days and one patient was hospitalized for seventy-
seven days. It is interesting to note that the seventy-seven days
hospitalization was the second hospitalization during the identified
interval for an eighty-three year old female. The first admission
was for cerebral infarct; the secomd for dizziness. During reither
of the hospitalizations was there any therapy or consultations provided.

In examining the data relative to length of hospitalization for
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the study population, the data seem to be a relatively poor indica-
tor of how long patients undergoing a eomprehensive stroke program
might be expecied to stay, aside from the faet that ninety-two per-
cent of the seventy~four admissions were for periods of time from
one to thirty days. A treatment program implememted by a stroke
team might shorten or lemgthen hospitalization periods imdicated
in the record review because of the multi~disciplined appreoach to

identification and treatment of patient problems.

TABLE 5
Discharge Destinations Following 74 Admissions

for Stroke or Related Cersbrovascular Problems

During January, 1972 Through May, 1972

Disechargze Destinatiom Number of Patients
Home Return 28 - 38% of total Patient Admissions
Extended Care Facility 20 = 27% of total Patient Admissions
Rehabilitation Center 4 = 5.,3% of total Patiemt Admissions
Other Hospitals 4 = 5,3% of total Patient Admissions
Home of Family Member 1 = 1.4% of total Patient Admissions
Deaths A7 - 23% of total Patient Admissions

T4 Total Patient Admissions

Providing appropriate discharge arrangements is of primary
importance in the recovery process of stroke patients. The major
goal of stroke rehabilitation is to elimimate or minimize a patient's
deficits through therapy so that he/she can live as mear normal a

life as possible, To return the patient to his/her home as soon
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as possible is always the most desirable discharge arrangement.
Extensive cerebral and extremity impairment or lack of available
assistance in 2 home setting may necessitate placement in an ex=-
tended care facility until greater recovery gaims are achieved.
Wher viewing discharge arrangements in total, mortality due to
stroke, must also be considered. As noted in the review of the
literature, many patients do not survive the effects of a massive
stroke and expire in the immediate josf-stroke period,

The medical record review providéd‘important information about
the discharge destinatioms and expirations for stroke patients in
the s tudy sample. '

The seventy-four admissions were followed by eight different
discharge arrangements, including expirations. The greatest num-
ber of patients, twenty-eight, were discharged home. Care for
twenty of the patienmts comtimued im an extended care facility.

Four patients were transferred to facilities speeializing in reha-
bilitative treatment. Four hospitalizations were succeeded by care.
in anmother hospital with one of the three patients being sent to an
established stroke care unit within one of these hosgpitals, Ome
patient returned to the home of a relative., And there were seven-
teen hogpital deaths recorded among the patients in the study sample,

Aside from the twenty-three percent mortality rate, discharge
arrangements were relatively favorable for the stroke patients.

The number discharged home (38%) is particularly remerkable. The
data, however, do not reveal how well the patiénts were able to

function in their homes. The amount of assistance recessary for
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adequate fumctioning of patiemts in the other hospitals, the reha=-
bilitation facilities, and the home of a patient's relative was
also not a determinable faotor in evaluating the appropristeness
of the selected discharge arrangements.

No focus om temporary placement in the extended care facilities
was noted,

The twenty-three perceamt mortality rate was lower than the
fifty percent mortality rate associated with other stiroke care
programs cited earlier,

Proponents of an organized stroke care program would strive o
maintain this relatively high home return. Im addition, they would
also seek meamns of providing temporary assistance in extended care
facilities for some patients with slow progress instead of the more
indefinite arrangements made for extended care. Some patients will
probably always be sent to other hospitals because of proximity of
patients? families to other hospitals, because of particular health
insurance coverage, personal preference, and/or because of more re-
fined diagnmostic or treatment measures available elsewhere than in
théswudy hospital. It would: seem, however, that with am orgamized
stroke care program im the study hospital, no patients should hafe
to be sent to another hospital with s aimiiar stroke care program.
No decrease in the mortality rate cam be expected until better

approaches to care emerge through medieal research.



TABIE 6
Units of the Study Hospital Where the 64 Patients
with Stroke or Related Cerebrovascular Problems

Received Care During the 74 Hospital Admissions

Number of
Unit Admissions
ICU - Medical-Surgical 6
Loag~term Psychiatrie 3
Medical Uait 38
Orthopedic Unit 1
Surgical Unit 1
Medical-Surgical
Tnit 29
Medical-Surgical
Unit 14

84 Total Admissions
*Ten patients were admitted to one unit but transferred

to another unit during their hospitalization.

During the seventy-four admissioms for the sixty-four patients,
care was given by nursing personnel on seven differemt units, Most
patients were treated om one unit but ten patients were transferred
- %o another unit during some period of their hospitalization. Three
of the four transfers wereto or from the hospital intemsive care
unit., The remaining five transfers were from one general unit to
another,

By far the greatest number of patients, 38 of the 84 admis-

sions, were treated on the main medicel umit of the hospital.
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Two other units in the study hospital which characteristically pro-
vide medical care were also identified as providing care for some
of the stroke patients in the study hospital. Twenty-one admis-
sions were recorded for another medical-surgical unit with fourteen
admissions for the third medical-surgical umit. Six admiseions
were recorded for the medical-surgical intensive c¢are unit, Three
admissions were recorded for the long~-term psychiatric unit and one
admission each was recorded for the orthopedic unit and the major
surgical unit.

An organized stroke care progrem would probably limit the
number of»hospital units utilized to provide stroke care. Only
those patients requiring‘life—saving care would be sent to the in-
tensive care uait, All other patients would be ecared for primarily
in the identified stroke care area with special services provided
by consultants coming to the patients rather than patients going

to other areas for specific aspects of their treatment.

TABLE
Performance of Range-of-Motion Exercises by Nursing
Personnel During 74 Hospitalizations from

January, 1972 Through May, 1972 According

to Number of Patientsrand Frequenoy of Exercises

Number of Patients Frequeagg_of R.0.M., Exercises
2 Once a shift
1 Occasionally or once a day

9 Total Patients
Exercised
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Range-of-motion exereises are basic to the reeovery of muscle
strength in paretie or paralyzed extremitiss., Nursing personnel
are frequently direeted by physician order to perform such exer-
¢ises with debilitated patients, Generally, most nursing programs
inelude imstruction in the proper execution of ramge-of-motionm
exercises, The data revealed some surprising findings regarding
performance of range-of-motion exercises by nursing personmnel
assigned to the s tudy patients. Performance of range-of-motion
exercises by nursing personnel was recorded as part of treatmeant
given to only nime patients during the seventy-four hospitaliza-
tions. Among the mine patients, only two patients had range-of=-
motion exercises performed by nursing personnel omce a shifi,
around the clock. The remaining seven patiemts received the bene-
fit of these exercises occasionally during their hospitalizations
or at best once a day, Comsidering the importance of a regular
program of range-of-motion exercise being initiated or reinforced
by nursing persomnel, the imformation collected in this study is
far from meeting such an objective. A nmumber of faetors, mot ex-
plored in the study, might have contributed to the paucity of
recorded range-of-motion exercises, Attending physicians may not
have ordered the exercises, nursing persomnnel may not have earried
out physician orders for the exercises, or nursing personnel may
have performed the exercises based on nursing judgment or physician
orders but simpiy did not record their actions. Irreapective of
the actual reasons for the findings, it would seem that with the

implementation of a team approach to stroke care that the use of
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range-of-motion exercises would sharply increase and provide greater

benefit to patients in the stroke care program.

TABLE 8
Use of Occupational and Physical Therapy
During 74 Hospitalizations for Siroke
From January, 1972 Throﬁgh May, 1972

Number of Patients

Type of Therapy Receiving Therapy
Occupational Therapy 0
Physical Therapy 30

The séventh area considered in the chart review was the recor-
ded use of inpatient occupsational and/or physical therspy. During
none of the seventy-four sdmissions was occupational therapy utili-
zed, Less than one-half, thirty patients, had any form of physical
therapy. The physical therapy programs varied in the use of treat-
ment modalities, Assistance givem these thirty patients by the
phyéical therapist was relative to one or more of these modalities:
range-of-motion exercises, electriecal stimulation of nuscles,
Hubbard tank, or ambulation training.

An organized stroke care program in the study hospital should
increase the scope of the physical therapist's activities, particu-
larly in the areas of assessment and evaluation. Although results
of the physical therapy programs were not evaluated, it would seem
that a team approach to stroke care would magnify the benefits of
physical therapy to patients because of the more systematic, re-

inforeed efforts of the stroke team,
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Since occupational therapy was not imcluded as part of the
treatment program for any of the stfoke patients in the study
sample, use‘of this type of therapy would be an added dimension to

the treatment programs of stroke patients im the study hospital.

TABLE 9
Consultation Services Provided During

the T4 Patient Admissions

Consultations V Number of Patients
Receiving Services

Internal Medieine 7
Feurosurgery 7
Neurology . 7
Urology 2
Orthopedics 2
Psychiatry s

26 Total Number
of Gonsultations

¥Five patients were seen by two consultants.

Comsultations given to the stroke patients by other physicians
was another area explored in the medical record review in order %o
- better understand the breadth of existing stroke ecare programs.
During the seventy-four patient adﬁissions, six types of consulting
services were provided. There were twenty-six comsultations made.
Five patients were seen by two consultants. Consultations were
given by specialists in these areas: internai medicine, neurc-

surgery, mneurology, urology, psychiatry, and orthopedics.
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No attempt was made to find out what specifie recommendations
were made or carried out., The intent of this phase of the data
collection was to determine if physiciams were seeking the guidance
of other physicians in the planning of care for their stroke
patients.,

With the implememtation of a team approach to stroke care, the
number of consulting services may be maintained, increased, or re-
duced ia accordance with the resources available withinm the stroke
team itself,

TABLE 10
Use of Visiting Nurse Coordinator (VNC) Services and
Community Resources in Providing Extended Care
Following 74 Hospitalizations from

January, 1972 Through May, 1972

Numbexr of Patients Hature of Service Provided
Reeeiving Services

25 Transferred to Extended Care
Faeility through VNC
2 Home Care through VNC
1 Home Care by Private Duty
Nurse
28 Total Number
of Patients
Receiving
Services

Following in close proximity to the assistance of physician
specialists in providing a comprehensive program for stroke patients
is the assistance of community nursing resources. The study hospi-

tal has the benefit of a full-time visiting nurse coordinator.
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Aecording to the data, during the seventy-four hospitalizationms,
vigiting nurse coordinator services facilitated twenty-five patiemt
transfers to extended eare facilities. Ia addition, coordinator
efforts prompted the use of home health services for two patients
who were discharged to their homes. Services in the home of ome
other patient were provided by & private duty nurse. No assistance
from the visiting nurse coordinator was solicited in setting up this
particular home care arrangement,

In light of this minimal data collected from the medical record
review, it would seem that the visiting nurse coordinator might
generally assume a much broader role in working as a member of a
stroke team and specifically in providing support personnel who
would reinforce the continuation of treatment plans in patient homes.
The visiting nurse coordinater would continue, but hopefully less
frequently, to assist patients, families, and the stroke team in
the determination of suitable extended care arrangements for patients
who are unable to function at home without close supervision and

guidance,
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TABLE 11
Outpatient Services Provided Following T4
Hospitalizations During January, 1972

Through May, 1972

Number of Patients Nature of Services
Receiving Services Provided
Occupational Therapy 0
Physical Therapy 8

8 Total Number of
Patients Receiving
Services

Dovetailing the use of home health services and the continua-
tion of care in an extended care facility is the comsideration of
outpatient services for patients discharged home, Following only
eight of the seventy-four hospitalizations were such services
utilized and them omnly for physical therapy. Mamy patiemts dis-
charged to extended care facilities probably had such services
continued in those settings, but the investigator wonders if more
patients transferred to extended care faecilities might have been
able to return home had services of an oecupational and/or physi-
‘eal therapist on ar outpatient basis been considered.

With the implementation of a team approach to stroke care, it
would seem that new avenues might be opened for home care with the
result that placement of patients in extended care facilities might

be substantially reduced.
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THE STROKE CARE PROGRAM

The stroke care progran, deéigned for the study hospital, re-

presents a symthesis of information collected by the investigator.

Data gathered from the literature, provides the basic structure on

which the program is built.

Consideration of eight areas was identified as necessary to the

establishment of a comprehensive stroke care program. The literature

review provided an exploration of the eight sreas identified as:

1.
2,

3

4.

5.
6.
Te
8.

Existing stroke care programs.

Definition of the team approach to stroke care.
Determination of appropriate health care providers and their
respective roles as team members,

Criteria for selection of nursing personnel as part of the
master nursing staffiag plan for the study hospital.
Determinatiom of the stroke population.

Basic components of stroke care,

Selection of & suitable physical environment.

Selection of appropriate equipment.

The task of designing a stroke care program suited to the study

hospital was attempted by considering agaim the eight areas explored

in the literature review and by relating to that information the

pertinent findings gathered from the medical record review and from

the observed, verbal, and experiential data collected by the

investigator.
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EXISTING STROKE CARE PROGRAMS

Acute care hospitals were cited as legitimate providers of a
comprehensive stroke care program since many patients are reportedly
admitted to acute care hospitals for stroke care.47 The study hos-
pital had seventy-four recorded admissions for stroke or related
cerebrovascular problems during the five month interval considered
in the medical record review, On the basis of these recorded ad-
missions, the study hespital qualifies as a legitimate provider of
stroke care.

When consideratiom is given to the strcke care presently pro-
vided by the study hospital, the medical record review findings in-
dicate some tendencies im the ocare which could be somverted to more
somprehensive care with the implemenmtation of an organized stroke
care program,

The present tendencies found sre as follows:

1. Diagnosis'of the cause or origin of stroke is vague,

2. Patients are cared for on predominantly anyome of three
medical or medical-surgical hospital units.

3. HNursing personnel give relatively little attentiom to the
need for range-of-motion exercises in stroke care.

4. Physical therapy is mot particularly an integral part of
stroke ecare,

5. Occupational therepy is an untapped form of treatment for
stroke patients.,

6. Attending physicians work im relative isolation of one
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8.
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another in diagmosing patiemts and in plannimg stroke care.
The reole of the Vigiting Nurse Coordinator is limited pri-
marily to assisting with discharge arrangememts for stroke
patients to extended ecare facilities,

Occupational and physical therapy onr an outpatiernt basis

is used very little.

With the implementation of an organized stroke care program,

these tendencies in stroke care should appear:

1.

2.

3e

4.

5.

Diagnosis of the cause or origin of stroke would be better
defimed. Particularly, the collective skill of the team
members in eveluating patients! deficits would promote
greater clarity.

Patients would be cared for in predominately one localized
stroke care area,

Nursing personnel would incorporate range-of-motion exer-
¢ises as a part of the basie care for stroke patients.
Physical therapy would become an integral part of care for
every stroke patient, evaluated as needing it.
Qecupational therapy would become an integral part of care
for every stroke patient, evaluated as needing it.

The medical director of the siroke team would assume major
resporsibility for the rehabilitation of stroke patients.
The director would have the freedom to solicit the ser-
vices of other medical and nursing specialists am well as
receive the cooperation of attending physicians in carrying

out the individual rehsbilitation programs.
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The role of the Visiting Nurse Coordimator as & member of
the stroke team would be expanded to include the provision
of greater home services to discharged stroke patients.
Occupational and physical therapy on an outpatient basis
would foster the continuation of treatment plans following

discharge from the hospital.
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THE APPROACH TO STROKE CARE

As attested to in the review of the literature, the team
approach to stroke care provides an excellent means of channeling
efforts of a multi-disciplined group toward achievement of maximum
rehabilitation of siroke patients. The iteam approach would be
adapted by the study hospital as part of the stroke care program.

The stroke team would be comprised of these essential members:

1. Physician-ledical Supervisor

2., Nurses skilled in stroke rehabilitation

3. FHRurse Coordinator

4. Physical Therapist

5. Occupational Therapist skilled in speech therapy

6. Visiting Nurse Coordinator

DETERMINATION OF APPROPRIATE HEALTH CARE PROVIDERS

AND THETR RESPECTIVE ROLES AS TEAM MEMBERS

The medical director for the stroke team would be selected
from among the presemt medical staff, if a physician with training
in stroke rehabilitation were awvailable and were willint to assume
the role of medical direetor. At least two intermists on the staff
have expressed interest in an organized stroke ecare program. If mo
qualified staff physician eould be foumd, them hospital administra-
tiom would recruit a qualified physician o fill the role of medi-
cal director. In the event that recruitment were necezsary, these
efforts would be directed toward filling the role of the medical

director with a physiatrist or a neurologist. Because of the
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mature of the specialized training received by a physiatrist or a
meurologist, either speecialist wonld be ideal, as the medical direc-
tor for the stroke team.

Three nurses employed by the study hospital have taken a stroke
rehabilitation course. The services of these three nurses would be
soliecited in the implementation of the stroke care program. One or
more of these nurses might become members of the stroke team depending
on personal preference and current role status im the study hospital,
Two of the nurses are head nurses; the other is an assistant head
nurse, Services of these nurses should at least be employed in
educating other nursing personnel interested in becoming stroke team
members,

In order to meet the demand for skilled mursing persomnel to
impleﬁent and maintain the stroke care program, the mursing staff
as & whole would be polled to fimd individuals who hsve had rehabil-
itation training and/or experience or who would like to become quali-
fied implementors of the stroke care program. Depending on the
results of the poll, some kind of educational experience for in-
terested staff would probably be warranted. One altermative would
be to have an inservice program offered by the presemtly employed
rehabilitation nurses and/or by rehabilitation nurse consultants
brought into the hospital. Another alternative would be to send
nursing personnel to other institutions providing rehabilitation
programs in order to develop a body of skilled rehabilitatiom nur-
gses for the study hospital.

The nurse e¢oordinator role for the stroke care program would
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be assumed by the nurse presently enployed as the medical care coor-
dinator im the study hospital., The skills in stroke rehabilitation
possessed by this individual would be evaluated and the options made
available to other potential rehabilitation nurses would be avail-
able to her as well. Increasing the knowledge and skills of this
nurse would be paramount imn preparing her to assume the nurse coor-
dinator role for the stroke team,

The occupational therapist and the physical therapist included
as members of the stroke team would be selected from among the thera-
pists presently working in the study hospital. There is an occupa-
tional therapist and at least two physical therapists, all skilled
in stroke rehabilitation, who have demomstrated interest in an or-
ganized team approach to stroke care. Hiring an additiomal occupa-
tional therapist and another physical therapist might be neecessary
in order to eover days off and in order not %o saerifice therapy
given other hospital patients for the sake of promoting the stroke
care program.

The occupational therapist interested in an organized stroke
eare program has also received training in speech therapy. The
skills in speech therapy possessed by this particular individual
would be employed in the evaluation and re-trainimg of stroke
patients with speech difficulties, More specific responsibilities
of the medical director, rehabilitation nurses, nurse coordinator,
occupational-speech therapist and physieal therapist are defined
in the review of the literature,

The Visiting Nurse Coordimator assigned to the study hospital
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would be inecluded as another member of the stroke team. According
to the investigator's expérience ag a staff nurse in the study
hospital, this additional requnsibility for the visiting nurse
eoordinator might be am unrealistie extension of the servieces this
individual provides. A second visiting nurse eoordinator‘night
have to be recruited to carry out the fumctions of this member of
the stroke team. The responsibilities of the Visiting Nurse Coor-
dinator would entail: the provision of home héalth services for
patienfs deemed able te retura hoﬁe if sueh services were availabile
and assisting with the determination of appropriate extended sare
facilities for patients requiring supervision on & more eontinuous

basis. |

| In addition to the essential stroké team members specified
above, the stroke team would be expended to inelude additional
specialists according to individual patients' needs. A variety of
eonsultants are available within the study hospital, as noted in
the mediezl reeordireview findings. Ome or more of thesse eonsul-
tants night be ealled upon periodically to aid the team ir reha-
bilitating partieular stroke patients. For example, since the
study hospital has a psychiatric servise, a psychiatrist might be
ra likely consultant to the stroke team., A dietician or a shaplain
might also be a prospective member of the stroke team ir order %o

individualize ecare for cecertain stroke patients.
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CRITERIA FOR SELECTION OF NURSING PERSONNEL

AS PART OF THE MASTER NURSING STAFFING

PLAN FOR THE STUDY HOSPITAL

Concerning the staffing of nursing personnel for the stroke
care program, some guidelines have already been established in
developing a body of qualified rehabilitation nurses. The specific
criteria for staff selection, suggested in the review of the litera-
ture, would also be utilized in the process of selection and/or pre-
paretion of this qualified group of nursing personnel.

The need for articulation between the staffing pattern or
nursing personnel for the stroke care program and the staffing of
nurses for the entire hospital was identified in the review of the
literature. A daily patient classification system is utilized by
the study hospital in idemtifying nursimg hours necessary for
meeting patient care requirements.

The elassification of stroke patiemts would eonform to this
general classification system for all patients im the study hospi-
tal. According to the utilized classification system, most stroke
patients would generally seem to require nursing hours associated
with complete or intensive care because of the complexity of meeds

and the demand for much assistance and supervised activity.
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DATILY PATIENT CLASSIFICATION REPORT

PATIENT CARE REQUIREMENTS

Routine: (4.3 Hours)

* Minimal nursing assistance;
feeﬁing, bathing, and
ambulation

% Few medications, simple
t:eatments 1

* Tittle emotional and teaching
support

* Minor surgical pre- and

post-ops

Moderate: (5.3 Hours)

# Moderate nursing assistance;
feeding, bathing, and
- ambulation

* Restricted activity

# Periodiec treatments, observa-
tions, and/or instruction

* Most mejor surgical post-ops
after first day

¥* Most chronically ill patients

Complete: (8 Hours)

# Complete nursing assistance;
feeding, bathing, and
ambulation

* Does not require constant
obgservation or surveillance 3

#* Considerable emotional support,
observation and/or instruction

*Frequent treatments

#* Major surgical first day post-op

Intensive: (10.0 Hours)

* Patient requires almost cons-
tant surveillance and obser-
vation

# Patient demonstrates exireme
symptons

* Monitored patients (cardiac/
respiratory), severe burns, 4
hemorrhaging, multiple in-

juries, acute psychotics, etec.
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Some additional aspects of staffing would have to be considered
in providing nursing care for stroke patients im the program and in
meeting staffing needs of the rest of the hospital, A decrease in
the enrollment of stroke patients in the program would justify the
"floating” of rehabilitation nurses to other units of the hospital.
Services of "floated" rehabilitatiom nurses would seem to be best
utilized on hospital units where patients with other medical disa-
bilities warrant the use of some rehabilitative nursing measures.

Providing continuity of eare for stroke patients in the pro-
gram would be a major concern in determining which rehabilitation
nurses would be "floated" to other hospital units when the census
of enrolled stroke patients is low. The development of nursing
expertise in rehabilitation would also be an important ¢onsideration

in assigning appropriate nurses to "float",
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DETERMINATION OF THE STROKE POPULATION

In determining which patients would be appropriate recipientis
of a team approach to stroke care, attention must be given to the
eriteria for enrollment im the program. With the availability of
an intensive c¢are unit in the study hospital, stroke patiemnts who
require life-saving measures would be cared for in the intensive
care unit. Stroke p=tients who have suecessfully progressed through
the acute phase and who upon evaluation show signs of benefiting from
a rehabilitation program would be enrolled im the s troke care pro-
gram. Of course, patients who were stable following stroke would
be evaluated as early as possible for enrollment in the program.

For further clarificatiom of the selection of appropriate candidates
for the stroke csre program, the reader is referred to the selection

eriteria outlined in the review of the literature.
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BASIC COMPONENTS OF STROKE CARE

The basic components of siroke care would be accepted as pre-
sented in the review of the literature, The prineciples of stroke
rehabilitation, proposed by the Joint Committee for Stroke Facili-
ties would underline the activities of the s iroke team.

Communications between the individual stroke team members
would be facilitated by a weekly team conference. During these
conferences, operational information about each patient would be
shared in order that realistie goals for recovery might be set and
80 that appropriate rehabilitative measures for meeting these goals
might be determined by the team. Through the team sharing of ob-
served patient performance, the weekly conferences would also pro-
vide a vehicle for re-evaluation of rehabilitative goals and
measures,

Physical therapy would be initiated aw soon as possible following
earollment into the stroke care program. Depending on patient census,
nursing personnel or the physical therapist, or both, would assist
stroke patients in gaining mastery of bed exercises. Durimg this
initial phase when paramoumt importance is given to accomplished
performance of the bed exercises, an active program of range-of-
motionm exercises would be carried on as well, As soon as stroke
patients are able to assume, unassisted, a sitting position on the
8ide of the bed, efforts would be directed toward achievement of
standing balance and safe transferance from bed to wheelchair.

| As part of the gradual resumption of independent activities,

stroke patients would be assigned to appropriate wheelchairs.,
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Wheelchair activity could be introduced at anytime in the Tecovery
process as long as a sitting posture were well tolerated.

Gaining indepemdence in ambulation would be the mext major
goal of physical therapy toward achievement of maximum reeovery.

A variety of assistive devices might be utilized in promoting
safe ambulation,

When a combination of severe neuroclogical damage and low
motivation were ensountered in a patient, rehabilitative efforts
would be adjusted ftoward achievement of total wheelchair indepen-
dence unless other factors might still make ambulation a realistic
goal,

Concurrent with the sccomplishment of physical therapy gosals
would be the acomplishment of occupational therapy goals., Demon-
stration and supervised practice time in performing activities
basie to daily living would be provided, Efforts of the occupational
therapy and nursing personnel would be directed toward assisting
stroke patients in dressing and grooming themselves. Resumption
of normal eating and elimination patterms would be another concen-
tration area, The occupational therapist would provide additional
imeans for regaining upper extremity fumection, particularly, through
more recreational activitiew such as painting and writing.

Contributions of nursing personnel in stroke care would be
focused on the development of workable nursing care plans. Such
plans would reflect data gathered through the assessment of physio-
logical and psychosocioclogical needs of patients and be used as a

guide in planning, implementing, and evaluating nursing care,
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Reinforcement of efforts of other stroke team members would be a part
of the rehabilitation nurses' activities. Coordination of all ser-
vices provided for the patients by the team would rest primarily on
the shoulders of the rehabilitation nurses and particularly on the
shoulders of the nurse coordinator. The administration of ordered
medications would be the responsibility of mursing personnel, Rur-
sing efforts would stimulate and ecarry om the teaching of patients'
relatives in order to assist im the home eare of discharged stroke
patients, Nursing would concentrate om the provision of s warn,
friendly environment through which the shared difficulties of stroke
patients might serve to reinforece rehabilitative efforts and pro-
vide a sense of community.

A daily routine for car;, such as presented in the review of
the literature, would be adapted by the stroke team as a means of
organizing rehabilitative activities and of providing continuity of

care so necessary to the recovery process of stroke patients.
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SELECTION OF A SUITABLE ENVIRONMENT

As revealed by the medieal record review findings, stroke
patients are currently cared for primarily om one of three hospital
units in the study hospital. Im order to maximize efforts of the
stroke team, patients, personnel, and equipment---all would be cen-
tralized in one stroke care area.

According to the medical record review, the major mediezl unit
of the study was the unit where the greatest number of stroke patients
received care. It would follow then, that the stroke care area might
best be situated nearest to this umit., Removation of presemt rooms
on the medical umit would provide an area conducive to both health-
ful living\as well as the allottment of physical space necessary for
carrying out the stroke care program. An estimated patient census
would be a helpful imndicator of the size of the spaces needed for
rest, work, and recreation. Because the record réview findings
revealed that relatively little occupational and physical therapy
was provided on either an inpatient or outpatient basis; beecause
patient diagnosis was often vague; and because many patiemts returned
home, no attempt was made to projeet an expected cemsus from the
study sample. Instead, reference was given to the size of two
siroke care units cited in the literature. The St. Iuke Hospital
unit boasts a twelve-bed unit whereas the Indiana University Medical
Center has a six-bed unit. In light of this daté, and in acecord
with the total hospital capacity and the physical structure of the
medical unit of the study hospital, a six-bed unit with a possible

expansion to eight beds is proposed. Two large four-bed wards,
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located next to one another would be converted into the sixz-to-
eight bed sleeping area. A folding door between the two Trooms
would replace the present wall. This folding door would facilitate
the provision of privacy between male and female patients. The two
bathrooms in the present wards would be retained but would have to
be enlarged to accommodate the use of wheelchairs. Two large pri-
vate rooms across the hall would be coaverted into a therapy and
recreation area. Omne of the two bathrooms in these rooms would be
retained but emlarged to accommodate wheelchairs and to inelude a
combination tub and shower area. The shared wall between these two

private rooms would be removed.
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SELECTION OF APPROPRIATE EQUIPMENT

The information included under this heading in the review of
the literature would be used as a guide in selecting equipment
necessary for implementation of the s troke care program. Concern
would have t0 be given to the conservation of space in filling the
sleeping and therapy-recreational rooms with equipment.

Properly equipped beds and bathrooms would be provided. A
parallel bar, exercise mat, table and chairs, as well as ambulatory
aids would be included as essential equipment. Construction of some
cabinets would help to keep necessary supplies within easy reach,
particularly for the oeccupational therapist. More sophisticated
materials mentioned in the review might be purchased as the program

gains status and the team carm more readily justify a larger budget.



" CHAPTER IV

SUMMARY AND RECOMMENDATIONS

Summary:

This study was undertaken to design anm orgsnized stroke care
program for implementation in a specific small acute care hospital
which would promote maximum restoration of function for the stroke
patients admitted for diagnosis and treatment im that hospital,

The stroke care program, designed for the sbtudy hospital, was based
on information gathered from the review of the literature, observa-
tions made by the investigator in two acute eare hospitals which
have existing stroke eare programs, data collected from the medical
record review of patients admitted to the study hospital for stroke
eare from January 1972 through May 1972, focused interviews with
department heads of the study hospital and experiential data
gathered by the investigator as & former member of the staff of

the study hospital.

Recommendations for Further Study:

1o Validation of the effectiveness of the program would have
to be tested clinicaliy. A study comparing parameters of
given patients enrolled in the stroke care program in the
study hospital with the same parameters of care given
patients in other hospitals without stroke care piograms
ﬁight test the effectiveness of the program. A similer

test of effectiveness might be conducted between the
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-study hoapital and another hospital also providing an

- organigzed stroke care program.

Following the implememtation of the stroke care program,
greater use of rehabilitative goals and measures should
be promoted in the study hospital in the care of all
patients and particularly for those patients with long-
term medical problems. Members of the stroke team might
be used as resocurce people;

A plan for follow-up of discharged stroke patients should
be designed and implemented by the study hospital to pro-

mote the continuation of treatment plans,
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ABSTRACT

The need for comprehensive stroke care in acute care settings
is validated by the literature.

The lack of an organized approach to rehabilitation of stroke
patients admitted for care was noted in the study hospital, an acute
care setting. This study was undertaken to design an organized
sﬁroke care program for use in the identified hospital. The pro-—
gram represents a synthesis of information. Data gained from a
review of the literature concerning étroke care formed the basic
structure on which the program was built. Observations made by
the investigator in two hospitals with organized stroke care pro-
grams provided additional baseline data for designing the program.
The program was made specific to the study hospital using findings
from a medical record review of patients admitted for stroke care
from January, 1972 through May, 1972. TFocused interviews with
hospital department heads and experiential data gathered by the
investigator as a former member of the hospital staff provided
supplementary information in order to make the stroke care pro-
gram specific to the study hospitale The program was presented
aﬁd recommendations for testing the effectiveness of the program
were made, Additional recomﬁendations were made to improve the
rehabilitative status of other patients in the study hospital
and to devise a follow-up plan for patients participating in the

stroke care program.





