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ABSTRACT

Topic: A study to assess the knowledge of homecare among caregivers of
patients after craniotomy. Background of the study: Craniotomy involves
greater morbidity related to a wide variety of complications. The majority
of survivors return back to their home with wvarious physical,
psychological, emotional, social and spiritual health disabilities after the
initial period of hospitalization and rehabilitation. These disabilities are
preventing the patient from functioning independently and effectively in
the community. Approximately three fourths of them continue to receive
assistance for meeting daily activities from family caregivers. So family
caregivers play an important role as they do a substantial portion of home
care. Aim of the study: To assess the knowledge of home care among
caregivers of patients after craniotomy. Method: This study was conducted
in Neurosurgery units in SCTIMST, Trivandrum. It was a descriptive study
where in caregivers of 30 patients who underwent craniotomy were
conveniently selected on the fifth postoperative day. A self prepared
validated questionnaire was designed to assess the level of knowledge
Results: The data were analyzed using Epi Info version 3.5.1.The study
revealed that mean knowledge score is higher among younger adults and
people with high educational status. Conclusion: Approximate and timely
caregiver education is necessary during hospitalization .So that optimum

care is given to patients after discharge.



CONTENTS

SI. No Title Page No

1 INTRODUCTION 1
1.1 Introduction 1
1.2 Background of study 2
1.3 Need and significance 3
1.4 Statement of problem 4
1.5 Objectives 4
1.6 Operational definition 4
1.7 Methodology 5
1.8 Tool 5
1.9 Delimitation 5
1.10 Organization of report 6
11 REVIEW OF LITERATURE 7
2.1 Introduction 7
2.2 Studies related to discharge planning 7
2.3 Studies related to complications after craniotomy 11
2.4 Summary 13
111 METHODOLOGY 14
3.1 Introduction 14
3.2 Research approach 14
3.3 Research Design 14




SI. No Title Page No
3.4 Setting of the study 14
3.5 Study population 15
3.6 Sample and sampling technique 15
3.7 Inclusion criteria 15
3.8 Exclusion criteria 15
3.9 Development of tool 15
3.10 Description of the tool 16
3.11 Pilot study 16
3.12 Data collection 16
3.13 Plan for analysis 17
3.14 Summary 17
1v ANALYSIS AND INTERPRETATION 18
4.1 Introduction 18
4.2 Distribution of sample according to age 19

4.2a Distribution of sample according to sex 20

4.2 Distribution of sample according to educational 21
status

42c Distribution of sample according to economic 22
category

4.2d Distribution of sample according to knowledge of 23

caregivers




SI. No Title Page No
4.4 Summary 25
V SUMMARY, CONCLUSION, DISCUSSION 28-30

AND RECOMMENDATION
Limitation 26
Summary 26
Major findings of the study 28
Discussion 27
Limitation 27
Recommendation 27
Conclusion 27
V1 BIBLIOGRAPHY 28




LIST OF TABLES

Table Titles Page No

Table 4.1 Distribution of sample according to age 19

Table 4.2 Distribution of sample according to sex 20

Table 4.3 Distribution of sample according to educational 21
status

Table 4.4 Distribution of sample according to economic 22
category

Table 4.5 Distribution of sample according to knowledge of 23
caregivers

Table 4.6 Mean, standard deviation and P value of 25
knowledge based on age

Table 4.7 Mean, standard deviation and P value of 25
knowledge based on sex

Table 4.8 Mean, standard deviation and P value of 26

knowledge based on educational status.




LIST OF FIGURES

Figure | Titles Page no

4.2a Pie diagram of sample according to age 19

4.2b Pie diagram of sample according to sex 20

4.2c Pie diagram of sample according to educational | 21
status

4.2d Pie diagram of sample according to economic | 22
category

4.2e Pie diagram of sample according to knowledge of | 24

caregivers




Chapter - 1
INTRODUCTION

1.1 Introduction

A craniotomy is a surgical operation in which a bone flap is temporarily removed
from the skull to access the brain. Craniotomies are often a critical operation
performed on patients suffering from brain lesions or traumatic brain injury
(TBI), and can also allow doctors to surgically implant deep brain stimulators for
the treatment of Parkinson's disease, epilepsy and cerebellar tremor. The
procedure is also widely used in neuroscience for extra cellular recording, brain
imaging, and for neurological manipulations such as electrical stimulation and

chemical titration.

Neurosurgical patients are placed with a high incidence of secondary
complications, because many of these patients have depressed defensive reflexes
and decreased levels of consciousness and they endure prolonged periods of
immobilization. Most people need to stay in the hospital from 5 to 14 days after a
craniotomy. Their activity is slowly increased. It is common for people to feel
tired for 6 weeks after surgery. Depending on the area of the brain affected, the
person may need physical therapy, occupational therapy, or speech therapy to
regain normal function. If surgery was performed for a cancerous brain tumor,

radiation therapy or chemotherapy may be needed.(Howe 1983)

Complications from craniotomy include: infection, haemorrhage, seizures, stroke
and may lead to permanent brain damage. The systemic factors that favors the
development of infection are poor nutrition, debilitation from chronic illness,
long term steroid or immunosuppressive therapy, Diabetes mellitus, systemic

infections and prolonged immobilization.


http://en.wikipedia.org/wiki/Surgery
http://en.wikipedia.org/wiki/Human_skull
http://en.wikipedia.org/wiki/Lesion
http://en.wikipedia.org/wiki/Traumatic_brain_injury
http://en.wikipedia.org/wiki/Deep_brain_stimulation
http://en.wikipedia.org/wiki/Parkinson%27s_disease
http://en.wikipedia.org/wiki/Epilepsy
http://en.wikipedia.org/wiki/Cerebellar_tremor
http://en.wikipedia.org/wiki/Neuroscience

In the last decade, the home healthcare industry has expanded significantly. The
multiple groups, systems, and agencies involved in home health services and the
nature of home care delivery itself, can all present special challenges in the

design and implementation of quality management activities

1.2 Background of the study

Craniotomy is a surgical procedure in which an opening is made into the
cranium. The location and dimension of the opening will be decided according to
the site and size of the lesion. Craniotomy can be classified into two major
categories-supratentorial and infratentorial. Supratentorial craniotomy involves
brain structures above the tentorium including frontal lobe, temporal lobe and
occipital lobe. Infratentorial craniotomy involves the structures below the

tentorium including cerebellum and brain stem

Complications of craniotomy include seizures, Hemiplegia or hemiparesis,
infection, stroke, DVT, pulmonary embolism, and may lead to permanent brain
damage. The majority of survivors return back to home to reside in community
with various physical, psychological, emotional, social and spiritual health
disabilities after the initial period of hospitalization and rehabilitation. These
disabilities are preventing the patient from functioning independently and
effectively in the community. Approximately three fourths of patients continue to
receive assistance of daily living activities from family caregivers. So family
caregivers play an important role, as a substantial portion of the cost of home

care is born by them.

Therefore a sustaining family caregivers and their ability to provide care at home
is important. A key concern is that the continued reliance on family members,
without better recognition of their own support needs, could negatively affect the
ability of family caregivers to provide care in the future and result in even greater

emotional, physical and financial strains. This negative impact on the care giver



likely would affect the quality of care and the quality of life of the care recipient
and the rest of family. Research has shown that unrelieved caregiver depression,
exhaustion, financial concerns and other care related strain are major
contributing factors to institutionalization, often resulting in higher public

expenditures for nursing costs.(David et al.,2006)

1.3 Need for the study

Craniotomy involves greater morbidity and mortality and has a wide variety of
complications. These complications may be avoided by careful perioperative
planning, strict adherence to aseptic technique, meticulous microsurgical
dissection, proper wound closure, the judicial use of prophylactic agent, and

proper wound care.(Dubey et al., 2006)

The incidence of craniotomy surgery and its complications are high in united
states and also in India. The lack of personal hygiene, lack of adequate
knowledge of patients and caregivers are the important factors in developing
most of the complications such as pneumonia, DVT, wound infection and

bleeding disorders.

The combination of verbal and written health information enables the provision
of the standardized care information to patients and significant others, which
appears to improve knowledge and satisfaction. The nature and extend of post
discharge problem experienced by newly discharged patients helps as a baseline

for discharge planning.(Lam et al.,2001)

In SCTIMST Surgical site infection developed in two patients during the month
of May and June 2011 and one patient developed CSF rhinorrhoea. These
happened probably due to improper home care management and inadequate

knowledge regarding home care after craniotomy. For this reason the investigator



decided to assess the effectiveness of educational pamphlet on knowledge of care
givers of patients after craniotomy.

1.4 Statement of the problem

A study to assess the effectiveness of individual health teaching versus group
teaching on knowledge of home care among caregivers of patients after

craniotomy.

1.5 Objectives

1) To assess the effectiveness of individual teaching over group teaching on

home care among caregivers of patients after craniotomy.

2) To develop and assess the effectiveness of an educational pamphlet on the

knowledge of home caregivers of patients after craniotomy.

1.6 Operational definition

Patients: Patients refers to the persons who have undergone craniotomies such as
supratentorial tumour excision, aneurysm clipping and infratentorial tumour

excision.

Craniotomy: It is a surgical operation in which a bone flap is removed from the

skull to access the brain.

Knowledge: Knowledge is the information acquired by the caregiver regarding
home care after craniotomy, which is measured as scores obtained in the

knowledge test.

Home care: Home care is the health care or supportive care provided in the

patients home by a family member or friend.



Caregiver: Caregiver in this study refers to a family member who provides

homecare to patients after craniotomy.
Educational pamphlet: is the sheet of paper that is printed on both side and

folded in half and saddle stapled at the crease to make a simple book to provide

information to the caregivers on home after craniotomy.

1.7 Methodology

Settings: Neurosurgical ward and Neurosurgical ICU

Sample: Caregivers of patients undergoing craniotomy

Sample size: 30

Sampling technique: Purposive sampling.

1.8 Tool

In this study the investigator assesses the knowledge level of caregivers of
patients undergoing craniotomy using a self prepared validated questionnaire.
The questionnaire contains 12 questions about the home care after craniotomy.

Knowledge assessment was done in the postoperative period.

1.9 Delimitations

1) Samples were selected only from SCTIMST, Trivandrum.

2) Only those who were interested and willing to participate were included

in the study.

3) Only Malayalam speaking caregivers were included in the study.



1.10 Organization of the report

The report is organized with the introduction, background of the study, need and
significance of study, statement of the problem, objectives, operational

definitions, tool and delimitations.



Chapter - 2
REVIEW OF LITERATURE

2.1 Introduction

Review of literature is the critical summary of research on a topic of interest,
often prepared to put a research problem in context. Literature reviews can serve
a number of important functions for nurse seeking to develop an evidence based

practice.

A crucial element of all research degrees is the review of relevant literature. So
important is this chapter that its omission represents a void or absence of a major
element in research.(Afolabi 1992)

The review of literature relevant to this study is presented in the following

sections.

2.2 Studies related to effectiveness of discharge planning.

2.3 Studies related to complications after craniotomy.

2.2 Studies related to discharge planning

Parkes and Shepperd, et al., conducted a study on discharge planning from
hospital to home. The objectives were to assess the effects of discharge planning
for patients moving from hospital to home. Randomised trials and controlled
trials comparing discharge planning with routine discharge for hospital patients.
The outcomes were mortality, clinical complications, hospital length of stay,
readmissions, discharge destination, general and disease specific health status,
functional status, psychological wellbeing etc. Eight studies were included

involving 4837 patients.4 studies recruited patients with medical condition;4



recruited patients with a mix of medical and surgical conditions, and one of them
recruited medical and surgical patients as separate groups. There was a small
reduction in hospital length of stay for elderly medical patients allocated to
discharge planning. Patients with medical condition allocated to discharge
planning reported increased satisfaction than those received routine discharge.
The reviewer concludes with mixed results which may reflect the different study
populations and the different ways the intervention was implemented. There

concluded that discharge planning may lead to reduced hospital.

Henderson and Zernike (2001) conducted a study on the impact of discharge
information for surgical patients. The main objective of the study was to
establish whether the routine information surgical patients receive about the
management of pain and wound care during their hospitalization is sufficient for
them to care for themselves without seeking assistance from a health
professional. A written questionnaire was distributed to 158 patients within 24hrs
prior to discharge and a telephone interview was conducted 1-2weeks after
discharge. At the time of discharge majority of patients had received information.
The researchers found out that those patients who had received information were
less likely to access a health facility than those who had not received
information. The telephonic interview revealed that patients still felt well
informed 1-2 weeks later. The researchers concluded that nurses need to be more
aware of the patients who leave the hospital with little or no discharge advice

may not be confident in the management of their health condition.

Pieper, et al.,(2007) evaluated a study on the discharge knowledge and concerns
of patients going home with a wound. The objective was to examine patients
wound care knowledge and concerns prior to discharge from an acute care
hospital. The study was a comparative descriptive study. There was 67 persons
with acute wounds and 9 with chronic wounds. The researchers prepared a
questionnaire which included demography, admission and discharge, health,

wound care, pain and wounds, discharge concerns etc. The results were many



patients did not know the dressing (38.2%) or solution to cleanse a wound
(58.7%) at home. Most had taken care of a wound before (67.1%),could
see(68.4%) and reach(69.7%) the wound and had looked at it (64.5%) during
hospitalization. Patients with acute and chronic wounds is needed about patients'
wound care knowledge and discharge concerns. did not differ significantly in
their concerns about their wound or their fear of taking care of their wound.
Participants generally had appropriate knowledge about wounds and hand
washing, nutrition, going out of the home, and cigarette smoking. They had
incorrect information about drying out wounds and leaving them open to breathe
the air. The researchers concluded that patients were able to verbalize their
concerns about going home with a wound. Teaching literature could include the
most common concerns, as well as ways to avoid misinformation about wound
care. Discharge teaching needs to begin early so that patients feel they have

adequate time to learn and ask questions.

Toren, et al.,(2006) conducted a study on patient’s knowledge regarding
medication therapy and the association with health services utilization. The
objective of the study was to assess the patients knowledge about their long term
medication therapy and to measure the association between knowledge and
health service utilization in the community. The prospective study with home
telephone interviews was conducted 1 week and 1 month after discharge. The
study population included 130 patients discharged to the community with new
prescriptions for long term medications. The researchers concluded that about
60% of patients reported receiving no counseling regarding their new
medication. About 30% utilized 3 or more types of service.18% visited the ER
during the month after discharge, of whom 35% visited twice or more. Higher
levels of patient knowledge predicted higher levels of health services utilization.
The younger patients tended to utilize a larger variety of health services

compared to the older patients.



Johnson,et al .,(2003) conducted a study on written and verbal information versus
verbal information only for patients being discharged from acute hospital settings
to home. The objective was to determine the effectiveness of providing written
health information in addition to verbal information for patients and or
significant others being discharged from acute hospital settings to home. The
researchers included patients discharged from acute hospital settings to home; the
patient and or significant others received written health information and verbal
information in the intervention group; and verbal information only in the control
group and the intervention was provided at discharge. The method was
randomized control trials or controlled clinical trials. The participants in the two
trials were parents of children’s hospitals, one in the united states (n=197)the
other in Canada(n=123).Provision of verbal and written health information
significantly increased knowledge and satisfaction scores. The reviewers
concluded that the use of both verbal and written health information when
communicating about care issues with patients and or significant others on

discharge from hospital to home.

Gehlback, et al ; (2011) conducted a study on patient related factors associated
with hospital discharge to a care facility after critical illness. The objective was
to identify patient-related factors associated with hospital discharge to a care
facility after critical illness and to estimate the magnitude of risk associated with
each factor. The researchers used the method of retrospective cohort study of 548
survivors of critical illness in a medical intensive care unit. Multivariable logistic
regression was used to identify independent risk factors for discharge to a care
facility. Only the first 72 hours of intensive care were analyzed. The results were
approximately one-quarter of the survivors of critical illness were discharged to a
care facility instead of to home. This event occurred more commonly in older
patients, even after adjustment for severity of illness and comorbid conditions
(odds ratio [OR] 1.8 for patients > 65 years of age Vs patients < 65 years; 95%
confidence interval [CI], 1.1-3.1; P = .02). The risk was greatest for patients who
received mechanical ventilation (OR, 3.4; 95% CI, 2.0-5.8; P < .001) or had

10



hospitalizations characterized by severe cognitive dysfunction (OR, 8.1; 95% ClI,
1.3-50.6; P = .02) or poor strength and/or mobility (OR, 31.7; 95% ClI, 6.4-157.3;
P < .001). The model showed good discrimination (area under the curve),0.82;
95% ClI, 0.77-0.86). The reviewers concluded the model, which did not include
baseline function or social variables, provided good discrimination between
patients discharged to a care facility after critical illness and patients discharged
to home. These results suggest that future research should focus on the
debilitating effects of respiratory failure and on conditions with cognitive and

neuromuscular sequelae.

2.3 Studies related to complications after craniotomy

Am korinek, et al., evaluated incidence and risk factors of postoperative
meningitis with special emphasis on antibiotic prophylaxis, in a series of 6243
consecutive craniotomies. They conducted the study from may 1997 to march
1999 out of which no antibiotic prophylaxis was prescribed for scheduled, clean-
contaminated, or longlasting whereas emergency, clean-contaminated or long
lasting craniotomies received cloxacillin. From April 1999-dec 2003 prophylaxis
was given to every craniotomy. They used a multivariate analysis to study
independent risk factors for meningitis. The results were the overall meningitis
rate was 1.52%.Antibiotic prophylaxis reduced incision infections from 8.8-4.6
%(P<.0001)but did not prevent meningitis.:1.63% in patients without antibiotic
prophylaxis and 1.50% in those who received prophylaxis. Finally they
concluded that peripoperative antibiotic prophylaxis does not prevent meningitis

and tends to select prophylaxis resistant microorganisms.

Sireland, et al., conducted a pilot study on shampooing after craniotomy. The
main objective was to assess the effect of postoperative hair washing on incision
infection and health related quality of life in craniotomy patients. They used a

randomized method in which 100n patients were subjected to hair washing 72 hrs

11



postoperatively.(n=48) or no hair washing until suture or clip removal.(n=52).At
5 to 10 days postoperatively sutures or clips were removed, incision was assessed
using ASEPSIS scale. The results they found out was no differences were found
between hairwashing and no hairwashing groups for asepsis scores at 5-10days
and 30 days. They concluded that postoperative hairwashing resulted in no
increase in incision infection scores when comparing to no hairwashing in

patients undergoing craniotomy.

C Lietard, et al., conducted a study on risk factors for neurosurgical site
infections. It was a 18 month prospective study. The purpose of the study was to
determine the incidence rate and risk factors of surgical site infections in
neurosurgery for any type of surgery. The authors took a 18 month survey
including patients who underwent neurosurgery. A 30 day follow up was
completed in patients whose surgery didn’t involve placement of prosthesis or
implant and 1 yr follow up was completed who underwent surgery to place
prosthesis or implant. Univariate and multivariate analysis were conducted.
Stepwise multiple logistic regression method was used. The results were of the
844 patients studied 35 Surgical site infections were diagnosed, yielding an
incidence rate of 4.1%.A lack of antibiotic prophylaxis was not found to be a risk
factor. They concluded that infection risk factors occur mainly during the

postoperative period.

J Koninger, et al., conducted a study on postoperative wound healing in wound
water contact. In general taking a bath or shower is not allowed before wound
stitch removal under the idea that early water contact may lead to a higher wound
infection rate. In a prospective trial 170 patients operated in their surgery unit
were allowed to take a shower 24 hrs after surgery. Full water contact of the
fresh uncovered wound was accepted. The wound infection rate in this group was
compared with the infection rate of historical group from their
department.(n=956).The results were in the water contact group no case of

wound infection was observed while we were observing a wound infection rate

12



of 0.6% in the other group. The authors concluded that water contact of the fresh
operation wound 24hrs after surgery did not increase the postoperative wound

infection risk in this study

24  Summary

Review of literature enabled the investigator to have a deep knowledge and
insight into the problem. This chapter covered introduction, review of literature
related to effectiveness of the discharge planning, complications after
craniotomy. From this review of literature the investigator understand that nurse
designed discharge planning is effective and this will reduce problems in patients
discharged from hospital to home.

13



Chapter - 3
METHODOLOGY

3.1 Introduction

Research methodology is the systematic way to solve the research problems. It
includes the step that researcher adopts his problem with the logic behind
(Kothari 1990). It indicates the general pattern of organizing the procedure of
gathering valid and reliable data for an investigation. This chapter contains
research approach, study design, the sample and sampling technique,
development and description of the tool, pilot study, data collection and plan of

analysis.

3.2 Research approach

The survey approach was selected as the objectives of the study were (1) to
assess the knowledge about home care among caregivers of patients after
craniotomy. (2) to find association between the knowledge on home care among

caregivers and selected variables.

3.3 Research design

To accomplish the objective of the study the investigator collected data from 30
caregivers by self prepared questionnaire including 12 questions based on
various aspects of home care after craniotomy. Each correct answer carries 1

mark and the total knowledge score in the group assesses the knowledge.

3.4 Setting of the study

The study was conducted in the neurosurgical ward and neurosurgical units of

Sree Chitra Tirunal Institute For Medical Sciences and Technology, Trivandrum.

14



3.5 Study population

Populations of the study were the caregivers of patients in neurosurgery 1ICU and

neurosurgery ward of SCTIMST, those who have undergone craniotomy.

3.6 Sample and sampling technique

Purposive sampling technique was used to select the samples for the study. This
study constituted 30 caregivers of patients who have undergone craniotomy. Data
was collected from 30 caregivers regarding the knowledge about home care. The
pilot study was conducted on 7 patients. The total period of the study is from 28-
9-2011 to 2-11-2011.

3.7 Inclusion criteria

e Caregivers of patients within this study period

e Caregivers who know Malayalam.

3.8 Exclusion criteria

e Caregivers those who are not willing to participate.

3.9 Development of the tool

Self prepared questionnaire was used to assess the knowledge of caregivers of
patients who have undergone craniotomy in SCTIMST Trivandrum. Several
journals and textbooks helped the researcher to develop the tool and experts in
SCTIMST validated it. The self prepared questionnaire contains 12 questions

regarding several aspects of home care after craniotomy.

15



3.10 Description of the tool

The used in this study contains the following parts

e Consent

e Demographic data

e Questions about the different aspects of the home care of patients after

craniotomy.

3.11 Pilot study

Pilot study was conducted in the month of September 2011 after obtaining
permission from the authorities. The study was conducted in 7 caregivers both
male and female between the age group 20 to 60 yrs of age with the self prepared
questionnaire.30 caregivers were selected on the 5" postoperative day and the

knowledge level was assessed through the questionnaire.

3.12 Data collection procedure

Formal permission obtained from the authorities for the study. The period of data
collection was from September to November 2011.The data was collected from
neurosurgical ward and neurosurgical intensive care unit of SCTIMST
Trivandrum. The investigator first introduced him and explained the need and
purpose of the study. After getting consent from the caregiver the knowledge

level was assessed through the questionnaire.

16



3.13 Plan for analysis

The investigator plans to analyze the data in terms of frequency, percentages,
mean, standard deviation and p value and represent them in terms of tables and

bar diagrams.

3.14 Summary

This chapter contains objectives, research approach, research design, and setting
of the study, study population, sample and sampling technique, inclusion criteria,
exclusion criteria, development of the tool, description of the tool, pilot study,
data collection procedure and plan of analysis.

17



Chapter - 4
ANALYSIS AND INTERPRETATION OF DATA

4.1 Introduction

Analysis is the process of organizing and synthesizing data so as to answer
questions and test hypothesis. This chapter deals with the analysis and
interpretation of data collected in the present study. Data collected from 30
caregivers of patients who have undergone craniotomy in SCTIMST
Trivandrum. The data collected were analyzed using Epi Info version 3.5.1 and

the findings of the study were arranged under the following sections.

4.2 Section 1-Distribution of sample according to demographic data

4.3  Section 2- Relationship between caregiver’s knowledge regarding

home care after craniotomy and selected variables.

4.4  Summary

4.2 Section 1- Distribution of sample according to demographic data

In this section an attempt is made to study the demographic characteristics of
sample’s information collected on sex, education, marital status and economic

data.

18



4.2 a) Distribution of sample according to age

TABLE 4.1
Age Frequency Percentage
<40 14 47
41-50 10 33
51-60 3 10
>60 3 10
TOTAL 30 100

Distribution of sample according to age

>60

<40 O <40
W 41-50
051-60
B >60

FIGURE 4.1
DISTRIBUTION OF SAMPLE ACCORDING TO AGE
The age of the sample is ranged between 21 and 70 yrs with a mean age of
43.5.The data also shows that the majority of the caregivers were below 40 yrs
same data is represented in FIGURE 4.1.

19



4.2 b) Distribution of sample according to sex

TABLE 4.2
Sex Frequency Percentage
Male 12 40
Female 18 60
TOTAL 30 100

Distribution of sample according to sex

o Male
B Female

FIGURE 4.2
DISTRIBUTION OF SAMPLE ACCORDING TO SEX

Table 4.2 shows that majority of the caregivers were females(60%). Same data is

represented in figure 4.2

20



4.2 c) Distribution of sample according to educational status

TABLE 4.3
Education Frequency Percentage
10" or Below 16 53
Plus2/Predegree 2 7
Degree/PG 12 40
TOTAL 30 100

Distribution of sample according to educational
status

O 10th or Below
B Plus2/Predegree
53% O Degree/PG

FIGURE 4.3
DISTRIBUTION OF SAMPLE ACCORDING TO EDUCATIONAL STATUS

TABLE 4.3 shows that majority of the samples were upto 10" std or below. The
same data is represented in FIGURE 4.3

21



4.2 d) Distribution of samples according to economic category

TABLE 4.4
Economic category Frequency Percentage
A(<400) 4 13
B1(401-700) 6 20
B(701-1300) 5 17
C(1301-2000) 8 27
D(>2000) 7 23
TOTAL 30 100

Distribution of sample according to economic
category

13%

23%
B A(<400)

20% B B1(400-700)
O B(700-1300)
O C(1300-2000))
B D(>2000)

27%

17%

FIGURE 4.4
DISTRIBUTION OF SAMPLE ACCORDING TO ECONOMIC CATEGORY

TABLE 4.4 shows that majority of samples belong to C category. The same data
is represented in FIGURE 4.4

22



4.2e) Distribution of samples according to knowledge of caregivers

TABLE 4.5
Knowledge Score Frequency Percentage
6 or below 6 7 23
7-9 15 50
10-12 8 27
TOTAL 30 100

Distribution of samples according to the
knowledge of caregivers

oO6/Below 6
m71t09
01010 12
FIGURE 4.5
DISTRIBTION OF SAMPLE ACCORDING TO KNOWLEDGE OF
CAREGIVERS

TABLE 4.5 shows that majority (77%) had above average knowledge regarding

home care after craniotomy as represented in figure 4.5.
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4.3 Section-2 Relationship between caregiver’s knowledge regarding home

care after craniotomy and selected variables

4.3 a) Mean, standard deviation and p value of knowledge based on age

TABLE 4.6
Age Frequency | Mean Standard deviation
43.5 or below 15 9.2 1.93
Above 43.5 15 6.6 1.4 0.0002

The younger adults had a knowledge range of 4-12 with a median and mode of

10 and older adults had a knowledge score of 3-9 with a median and mode of 7.

The data given in table 4.6 shows that the younger adults had significantly higher

knowledge than older adults regarding home care after craniotomy. (P= 0.0002)

4.3 b) Mean, standard deviation and p value of knowledge Based on sex

TABLE 4.5
Sex Frequency Mean Standard deviation
Male 12 8.17 2.66
0.58
Female 18 7.72 1.74

The males have a knowledge range of 3-12 with median of 8.5 and mode of 10

while females have a knowledge range of 4-11 with median of 7.5 and mode of

7.The data given in table 4.7 indicates that there is no statistically significant

relationship between the sex and knowledge level of the caregivers. (P=0.58)
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4.3 ¢) Mean, standard deviation and p value of knowledge based on

educational status

TABLE 4.8

Educational Frequency Mean Standard deviation
status
<10 yrs of 16 6.69 1.85

. 0.0003
schooling
Above 10 yrs of 14 9.29 1.49
schooling

Those who have passed 10" std or below had a knowledge score of 3-10 with a

median and mode of 7 and those who have a qualification above 10th std had a

knowledge range of 7-12 with a median and mode of 9.The P Value is significant

and caregivers who had a higher qualification had a significantly greater

knowledge than others.

4.4 Summary

This chapter deals with analyses and interpretation of data collected from 30

caregivers of patients undergoing craniotomy,

SCTIMST, Trivandrum.

Descriptive statistics were used for analysis. Bar and pie diagrams were used to

illustrate the findings of the study.
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Chapter -5
SUMMARY, CONCLUSION, DISCUSSION AND

Limitations

This chapter gives a brief account of the present study including conclusions
drawn from the findings and possible applications of the result, recommendations
for the future research and suggestions for improving the present study is also

included.

Summary

This study was conducted with the objective to assess the knowledge of
caregivers regarding the home care after craniotomy and to find association

between the knowledge on home care and selected variables.

The study was conducted in NSICU, NSW of SCTIMST,; the size of the sample
was 30. Self prepared guestionnaire consists of 12 questions regarding home care
after craniotomy were used to assess the knowledge of sample. Pilot study was
done prior to the main study. The obtained results were analyzed using Epi Info

3.5.1. Tables and bar diagrams were used to illustrate the findings of the study.

Major findings of the study

The study revealed that percentage of females was greater than males. And the
major group was below the age of 40 yrs and the educational status was less than
10 yrs of schooling. Other findings were younger adults had a significantly
higher knowledge than older adults and those samples that had a higher
education (above 10" std) had a higher knowledge than others who had a lower
qualification. The level of knowledge remained approximately same for both the

Sexes.
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Discussion

Mistiaen et al., (2007) conducted a study on interventions aimed at reducing
problems in adult patients discharged from hospital to home. They summarized
that discharge planning and discharge support interventions have a positive
impact on patient status at hospital discharge. The authors concluded that if the
discharge planning is effective the complications that can occur because of
improper home care could be minimized. The researcher in this study found that
discharge planning and interventions were increasing the knowledge level of the
caregivers. Parkes and Shepperd conducted a study on discharge planning from
hospital to home. They conducted randomised trials and controlled trials
comparing discharge planning for patients moving from hospital to home. They
concluded that patients with medical condition allocated to discharge planning

reported increased satisfaction than those received routine discharge.

Limitations

# Study was limited to SCTIMST, Trivandrum.

& The sample size was limited to 25.

Recommendations for the future study

1. Similar study can be repeated by increasing the size of the sample.

2. A true experimental study can be undertaken.

Conclusion

Based on findings of the study, the following conclusions were drawn. The study
lacks generalization with the limited number of sample. Therefore studies using
more number of samples might be useful to validate the findings. However this
study concludes that it has helped the caregivers to provide a high quality care to
patients after craniotomy at their home and more education was needed for older

adults and low educational status.
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APPENDIX

SECTION- A

INFORMED CONSENT

I here by agree to participate in the research study “ A study to assess the

9

knowledge of home care among care givers of patients after craniotomy’
conducted by Mr.Sreejith.S.M 1% year Diploma in Neuro Nursing of SCTIMST,
Trivandrum. | understand that the data given by me will be kept confidential and

be used only for research purpose.

Place Signature of the caregiver

Date Name of the patient

30



SECTION B

Demographic data

1. Name of the caregiver:

2. Age:

3. Sex:

4. Educational qualification:

5. Occupation:

6. Relationship to the patient:

7. Name and Age of patient:

8. Socioeconomic category: A B1 B C D

9. Surgery:
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SECTIONC

Questionnaire to assess the knowledge of caregivers of patients undergoing

craniotomy

1.Which of the following method is suitable for wound care?

a. Clean with tap water
b.Clean with lukewarm water
c.Clean with boiled cooled water.

d.l don’t know.

2.How can we identify an infected wound ?

a. Itching around the wound.

b.High grade fever, drainage from the wound.
c.Fatigue, loss of appetite

d.I don’t know.

3.How long will it take the patient to reach a state of complete health?

a.1 month
b.2 months
c.3 months
d.I don’t know.
4.Which type of room should be provided for the patient?

a. Adequately ventilated room

b. Non-ventilated room
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c. Dim lighted room
d. I don’t know.

5.Which type of persons contact should be avoided by the patient?

a.Hypertensive

b.Common cold and cough
c.Other operated cases

d.I don’t know.

6.Which type of diet should be given to the patient?

a.Fruits and Vegetables
b.Meat,egg and butter
c.Fish Fry

d.I don’t know.

7.Which type of food should be given to the patient to prevent constipation?

a. Milk

b. Vegetables and fruits
c. Banana chips

d. I don’t know.

8.Can you change the regularity of medicine of the patient?
a.Yes,the dose can be changed.

b.Yes,the time can be changed

c.No,it can’t be changed

d.I don’t know.
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9.Which type of exercise is to be practiced?

a. Very heavy

b. Moderately heavy
c. Light exercise

d. I don’t know.

10.Which medicine should be taken continuously?

a. Analgesics
b. Antibiotics
c. Antiseizure medications.

d. All medicines
11.How should you prevent urinary tract infection in your patient?
a. Give more fluids
b. Use diapers
c. Give medications
d. I don’t know.
12.To prevent bedsores you should keep the patient in
a. Hard surface
b. Water /air mattress
c. Cotton mattress

d. | don/t know.

Answer key:1(c),2(b),3(c ),4(a),5(b),6(a),7(b),8( ¢),9(c),10(c),11(a),12(b)
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