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Preface to the Second Edition

In this edition there are new chapters on head injury, spinal paralysis, the sexual
problems of physically disabled people, the psychological aspects of physical
disabilities, and research in rehabilitation.

The original text has been revised and updated, although some chapters
required much less than others.

I am very grateful to my original collaborator, Dr Ann Hamilton, for help in
the revision and for her chapter on sexual problem-. I am also indebted to my
friends and colleagues who have contributed chapters and those who have helped
with their comments and criticisms, and in reading and revising manuscripts.

I particularly wish to thank Mrs N. Wright and Mrs E. P,ayne for all their hard
work in typing and checkmg references

P. J.R.N.



Preface to the First Edition

During the past few years, general interest in rehabilitation has been awakened
.and as a subject it has been seen to be one of the growing points of medicine. It
is difficult to define as a subject in itself, as it is an integral part of much of
clinical medicine and most of rehabilitation is applied commonsense and an
understanding of people who have become ill or disabled. All clinicians should
be concerned with the rehabilitation of their patients, but there are many who
will not have had the opportunity as students, nor in their post-graduate years,
" to develop an understanding of the wider aspects of patient care called ‘rehabil-
itation’. This book is an attempt to describe the ‘rehabilitation approach’ to
common clinical problems and to describe the contribution of the physio-
therapist and ‘occupational therapist to the management of these patients,

Perhaps an apposite title  would be The Management of the Moderately
Disabled, indicating its place as a companion volume to Rehabilitation of the
Severely Disabled.

The secret of rehabilitation is the giving of the right help at the right time.
The help needed may be simple advice or reassurance, or it may be intensive
physiotherapy, or it may be the supply of a complex appliance and training in
its use, or it may be vocational guidance and retraining.

This book is written for all those who have an interest in their patients
beyond the immediate problems of diagnosis and therapeutics. It is hoped that
general practitioners in particular will find it of interest and value for they must
often be the co-ordinators of the health and care services, and many patients
needing rehabilitation are never referred to hospital.

Above all, we hope that this book will convince its reader of the need for
integration between hospital and community services if rehabilitation is going
to become a reality for those who need it.

In order to avoid a lot of repetition, we have used rheumatoid arthritis as a
model to describe the ‘totality’ of the rehabilitation approach. In the chapter
on rheumatoid arthritis we have described in considerable detail the procedures
and advice relating to domestic arrangement and activities of daily living. A
similar amount of detail would have been appropriate in other chapters but
would have involved unnecessary repetition. Readers are therefore asked to refer
back to the chapter on rheumatoid arthritis when considering other disabilities,
for the details of advice are appropriate whatever the physical disability.

P.J.R.N.
E.A.H.
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1 Organization of Rehabilitation Services

INTRODUCTION

In the early years of this century, the spa towns were centres for much of the
physical treatment used in the management of patients. They specialized for
the most part in the treatment of ‘rheumatism’ and other medical disorders of
the locomotor system. In addition to hydrotherapy (or balneotherapy) the
physical treatments employed included electrotherapy (heat, light and electrical
stimulation), movements, manipulation and massage. In 1931, the Section of
Balneology and Climatology of the Royal Society of Medicine fused with the
Section of Electrotherapeutics and formed the Section of Physical Medicine,
and the speciality of ‘Physical Medicine’ was created.

The majority of patients for whom physical treatment is prescribed are those
suffering from ‘rheumatic conditions’ which are subject to natural remissions
and exacerbations. The response to treatment will depend on the patient’s
motivation as well as the personality of the therapist.

Thus, the scientific evaluation of physical therapy is very difficult, and much
physical therapy remains empirical in nature and unproven in value.

Partly because of the inexactness of diagnosis and treatment, and partly
because physical therapy is only a part of the total management of patients,
the term ‘physical medicine’ has fallen into disrepute. ‘Rheumatology’ has
emerged as a clinical specialty with close links to General (Internal) Medicine.
Rehabilitatiorr is an appropriate term to embrace the many physical, social and
organizational aspects of the after-care of most patients who require more than
acute, short-term definitive care.

REHABILITATION

Principles

Although the term rehablhtatlon has taken on many different meanings, in its
widest sense it ‘signifies the whole process of restoring a disabled person to a
condition in which he is able, as early as pdssible, to resume a normal life’.*

*From Report of the Committee of Enquiry on the Rehabilitation, Training and Resettle-
ment of Disabled Persons (1956), par. 5. Chaired by the Rt. Hon. Lord Piercy, Cmd. 987. -
London; HMSO.

1



2 Organization of Rehabilitation Services

There can therefore be no doubt that it is the concern of all clinicians but with
.a differing emphasis in different specialties.

There is a relative lack of interest among the medical professions in the
problems of convalescence. Publications on the subject are scanty, little research
has been undertaken, and little attention has been devoted to the medical
aspects of recovery. The main interests of clinicians often lie only in diagnosis
and acute definitive treatment. The doctor’s role in the convalescent period is
often considered of minimal importance, and the patient’s attitude during the
period is traditionally passive.

Rehabilitation is ‘creative convalescence’, and as such, represents that active
contribution made by medical, paramedical staff and patient to the restoration
of health during the recovery phase which follows the intensive definitive
treatment.

The rehabilitation principles laid down by Robert Jones in his ‘curative
workshops’ during the First World War were not widely taken up during the
20 years of peace, but in the Second World War, specialists of various clinical
disciplines in the armed forces and emergency medical services combined to
establish the modern approach of full-time intensive orthopaedic rehabilitation
and converted ‘convalescence’ into ‘rehabilitation’. The pattern was developed
by grouping patients with similar disabilities, narrowing the remedial aims of
each group, increasing the number of groups or classes and grading their activity
to enable patients to make a graduated progression through the classes as func-
tional improvement occurred. Each class had an activity programme based on
a few simple, remedial exercises, e.g. ‘quadriceps setting exercises’ or ‘walking
exercises’ or ‘shoulder mobilizing exercises’ or ‘spinal extension exercises’.
Management was augmented by specific physiotherapy, occupational therapy,
and hydrotherapy where necessary.

Most patients admitted to hospital require little in the way of complex
rehabilitation, providing the supervising clinician clearly communicates to the
patient, relatives and family doctor, the expected progress of the disease and the
outcome of treatment. The will to recover, which is inherent in most patients, is
intensified where confidence in those who give medical care is shown to be
justified by good treatment and manifest understanding of their problems.

Some patients, however, do benefit considerably from periods of intensive
rehabilitation and a more closely supervised convalescence. Such patients need
admission to a centre which is structurally and functionally onentated towards
recovery; where a purposive atmosphere instils confidence; and where the
individual skills of a rehabilitation team are integrated and co-ordinated to assist
each patient to achieve maximal functional efficiency. Within the category of
patients needing these special rehabilitation facilities are those with mulitiple
injuries; those with complex lesions —such as crush injuries of the hands or
injuries of the head or spine; and those requiring a high standard of physical
fitness before return to work is possible.

The intensive full-time regime, and the later integration of retraining for work
with the initial rehabilitative exercise programme are of the utmost benefit.

The majority of patients with illnesses and injuries which have had efficient
primary definitive treatment can be rehabilitated within the organization of the
District General Hospital as in-patients, as out-patients on a Day Hospital basis,
or as residents in a hostel. With adequate rehabilitation, the incidence of pro-
longed morbidity can be significantly reduced, and the duration of disability
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can be shortened, provided patients start their planned rehabilitation soon after
the onset of disability.

There is considerable evidence that delay in making decisions and delay in
communicating decisions can increase morbidity and delay return to work.

The advantage of organized rehabilitation lies in its ability to combine an
integrated medical and functional assessment with the co-ordination of the
activities of the many agencies (medical, social, educational and industrial)
concerned with a patient’s return to work. There is a particular advantage to be
gained by combining the medical and industrial sections into a single rehabilita-
tion unit, so enabling the patient’s rehabilitation to progress smoothly without
unnecessary delays.

Probably one in three patients discharged from hospital would benefit con-
siderably from a period of ‘rehabilitation’ to speed recovery of function and
confidence, and to allow for realistic planning of return to work. The benefits
to the individual patient from such a rehabilitative period are complemented by
the economic advantage to the community.

‘Rehabilitation after injury

If the patient has a residual disability, discussion between the doctor (either
hospital or general practitioner) and the employer, directly or through a medical
social worker or Disablement Resettlement Officer, is often sufficient to enable
the patient to return to work. But too often, the appropriate decisions are not
taken, or decisions depend too much upon personal idiosyncrasies or variations
in organization of the local medical services.

Uncomplicated appendicitis is characterized by rapid and smooth recovery,
but - traditions, the patient’s domestic convenience, the whim of the individual
surgeon and the hospital bed state are the determining factors influencing the
length of the patient’s stay in hospital. For example, the period before returning
to normal activities after uncomplicated appendicitis varies considerably: 10 days
for housewives, 14 days for schoolchildren, and up to 70 days for insured men.

Fractures of the wrist or hand are relatively minor injuries, rarely associated
with complications, requiring only a short period of immobilization of the
hand and wrist and resulting in little interference with function. After such
fractures, patients in manual work usually have considerably more time off
work than those in sedentary occupations, and although litigation may be
involved in about one third of the cases, there may be little evidence of impair-
ment of motivation to return to work.

Although some patients could manage while in plaster, they often do not
return to work as they may feel, not unreasonably, that the wearing of a plaster
might interfere with work and render them unacceptable to an employer. Indeed,
it seems clear that it is part of the hospital doctor’s duty to dispel these doubts
and make an authoritative recommendation as regards the patient’s fitness for
work. When such action is taken, there is a need for close and rapid communica-
tion between hospital and general practitioner so that the GP can back up the
hospital’s recommendation for return to work.

If rehabilitation is taken to mean the promotion of maximal possible recovery,
then whenever there is a patient with a physical disability, appropriate physical
Tehabilitation service must be provided. In this context, one must not forget
that recovery depends on the patient’s mental concentration, endurance and
motivation almost as much as his physical capability, and it is usual]y necessary
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to stream patients so that the elderly, frail and those with chronic disability are .
separated from the young and vigorous with temporary disability.

Rehabilitation and medical conditions

Stroke patients and patients with rheumatic disorders make up a high proportion
of those with chronic physical disability. The physical management of these
patients differs from the rehabilitation of patients with injury both in tempo and
in pattern of activity, and because their numbers are so large, they have shifted
the empbhasis of physio and rehabilitation departments from corrective treatment
'to preventive and restorative management.

In the case of rheumatoid arthritis, it has been shown that with early diagnosis
and treatment and regular follow-up and intensive care during remissions and
exacerbations, a high proportion of patients can be kept independent at home
and at work. '

In a retrospective survey of results of treatment in one Rheumatology Centre,
over 60 per cent of the patients remained fit for full or restricted work overa
follow-up period of 6 years. The majority of the patients with rheumatoid
arthritis could be improved functionally by planned rehabilitation, although the
men were often unable to continue in either heavy manual work or very skilled
work. With increasing advances in surgical techniques for the management of
rheumatoid arthritis, the proportion of patients remaining at work should
increase (see Chapter 4).

Stroke is one of the commonest causes of locomotor dysfunction. With
adequate rehabilitation, about 20 per cent of stroke patients will return to full
work and a further 30 per cent will make a useful contribution about the home.
Thus, approximately 50 per cent of those affected can achieve a working status.
It is the impairment of intellectual function and speech defects which are
usually the stumbling blocks to resettlement, and these are related (as with
head injuries) to the extent of the original lesion and the subsequent brain
damage (see Chapter 10). -

Rehabilitation of amputees

The rehabilitation of the young patient with amputation of the lower limb
presents problems which are usually readily solved or ameliorated (see Chapter
12). Nowadays, however, over 60 per cent of all amputees are over 60 years old
and suffering from peripheral vascular disease; unfortunately, amputation is often
carried out as an ablative procedure after many other procedures directed
towards saving a gradually dying limb. The patient, being elderly, often responds
poorly and is resigned to a severe physical handicap. A better approach would be
to accept amputation as the first stage in regaining active function and as a
necessary preliminary to satisfactory limb-fitting in all but the very senile.

The use of ‘early walking aids’ enables many lower limb amputees to be
mobilized as early as possible while still in the surgical ward. With such aids,
many patients can be returned home walking a few weeks after amputation.

A well-organized, integrated limb-fitting service, backed by the rehabilitation
services, can ensure the provision of the appropriate appliance or prosthesis at
the right place at the right time (see Chapter 13).

A similar dynamic approach can be applied to upper limb amputation.
Intensive rehabilitation instituted soon after amputation, together with the
use of temporary training devices, leads to early return to work and a greater
acceptance of functional artificial arms.
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Rehabilitation after surgery

Rehabilitation after surgery or amputation, or reconstructive orthopaedic
surgery, is an accepted part of patient care. But there are many other surgical
patients for whom the need for rehabilitation is less obvious. The rehabilitation
services they require include counselling, provision of appropriate appliances
and training in the use of these appliances. Two particular groups of patients
for whom these services are essential are women who have had a mastectomy,
and patients who have been given an ostomy.

Mastectomy is often as distressing as an amputation of a limb, and much of
the distress and embarrassment can be avoided by understanding preoperative
discussion with the surgeon or ward sister; immediate post-operative provision
of a lightweight prosthesis which can be worn over dressings, and early referral
to the Appliance Service for a more permanent breast prosthesis.

Ostomies too often are also the source of distress and embarrassment. Once
again, early counselling, both general and detailed factual, is the basis of
rehabilitation. Early fitting of the appropriate appliance and training in its use
are the foundations of post-operative management. Some hospitals and some
manufacturers employ a ‘stoma therapist’ who is usually a nurse ‘specially
trained in stoma care. Some areas have a panel of ex-patients with ostomies who
will act as a source of information and help to potential and actual ostomates.

Training in management of the appliance, care of the skin and control and
understanding of the behaviour of the gastro intestinal or urinary system are
essential.

After an ostomy the patient needs understanding, efficient equxpment, and
considerable encouragement to achieve return to optimal independence in
daily living.

Rehabilitation of spinal injuries

Spinal injury units were established because of the need to assess, treat, rehabil-
itate and initiate resettlement of patients suffering from paraplegia and other
disabilities resulting from spinal injury. The clinical and rehabilitation needs of
these patients were such that an integrated spinal injury organization was a
natural solution.

Since the institution of Spinal Injury Centres, the results of treatment and
rehabilitation have steadily improved, and now some Centres claim that 40—60
per cent of paraplegics return to work or domestic independence. Achieving
these results depends on a high standard of initial definitive treatment and a
co-ordinated and intensive period of rehabilitation; this involves training in
bladder care, skin care and a wheelchair existence, and usually extends over
a period of 6—9 months.

Ideally these Centres should be sited ‘at District General Hospitals w1th
adequate supportive facilities, and should form a focus for much of the rehabil-
itation services of that particular District General Hospital.

Head injuries
The majority of patients with head injury suffer a minor injury requiring only
simple treatment. Good initial assessment followed quickly by a period of
attendance at the rehabilitation department of the District General Hospital
is all that post-concussion syndrome requires.

The more severe head injury patient requires a sophisticated system of
progressive care involving physical rehabilitation together with educational,
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speech and behaviour therapy. Intellectual impairment with loss of memory,
loss of concentration, loss of sense of responsibility, and emotional lability and
depression are the main adverse features.

There is considerable pressure for the provision of special Head Injury Rehabll
itation Centres in association with Neurological and Neurosurgery Centres. Such
Centres require residential accommodation and a high ratio of staff to patients.

Some patients with head injury tend to be aggressive and require close collab-
oration between neurological, psychiatric and rehabilitation staff. In severe
cases, the process of rehabilitation may extend over many years; but with good
facilities for physical, psychiatric and industrial rehabilitation and follow-up,
many patients with head injury can be returned to work in the community.

RESETTLEMENT IN WORK

Resettlement may be defined as the process of returning the patient to the most
appropriate social situation. Planning resettlement must start as soon as the
immediate definitive treatment is under wady, with the aim of returning the
patient to his original work and way of Jife, while overcoming any residual
disability as far as possible and reducing the handicap to a minimum.

Resettling a disabled patient in work depends on many factors besides the
severity of the disability. Among such factors are: the age of the patient, the
nature of the work, the patient’s education and domestic background, together
with social and economic factors. One of the most relevant points affecting the
success of resettlement is the time elapsing from the onset of disability until
the definitive plans for return to work cr training are brought into effect.

For some patients, return to their original work is not possible, and a detmled
reappraisal of their working capability is necessary as a preliminary to retrammg
and re-employment.

In 1974 the responsibility for the country’s employment and training services
was transferred from the Department of Employment to a public authority—the
Manpower Services Commission (MSC); it had, until April 1978, two executive
arms: the Employment Services Agency (ESA) and the Training Services Agency
(TSA). Thereafter they became operating divisions of the MSC. The Employment
Service Division is responsible for about 1000 employment offices and job
centres; within this organization are about 500 full time DROs, all of whom
have been trained as executive officer employment advisers (up to 25 weeks)
followed by 10 weeks special training. During the past few years a limited
number of DROs have been attached full time to hospitals. The DRO’s main
task is to place disabled people in suitable work, if necessary after employment
rehabilitation or vocational training. He is envisaged as playing the key role,
acting as an intermediary between industry and the client and as an employment
adviser to the disabled person in co-operation with the health services. There
has been some pressure for integrating the work of DROs within the health and
social services, but the current policy is that they should be part of the MSC
staff who take up the resettlement of disabled people as a temporary role.
Their success will depend upon early intervention to help prevent the disabled
person relapsing into attitudes which delay return to work and employers from
developing resistance to re-employment of the employee as a disabled person.
But it is equally important that the DROs advise the clinical and social team
about the possibilities and suitability of employment for the patient, and this
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will depend upon factors far beyond the clinical one — e.g. the patient’s work
record, job availability, and work requirements of specific jobs. The great advan-
tage of the DRO system is that it could provide the vital link between patient,
health services and industry, but currently it only provides this in a very limited
capacity.

Unemployment in 1976 increased continuously at 10 000 per month and in
June 1977 the seasonally adjusted figure reached the highest figure since the war
at nearly 1.3 million in a total working population of about 22 million.

In 1977, the ESA, through its resettlement service for disabled people, with
its staff of about 1800 placed about 50 000 disabled people in employment.
Through the employment rehabilitation service, about 14 000 undertook courses
of training at 26 centres (Brown, 1977). At the same time, 13 000 employees
were in sheltered employment (MSC, 1977). It is difficult adequately to evaluate
the effectiveness of this system for the ESD are now begining to take a more
detailed look at the workings and aims of ERCs and are improving the follow-up
of trainees. Most patients have temporary disabilities and those hospitals with
access to well developed rehabilitation services usually succeed in getting patients
back to their own jobs or other jobs closely related to the previous work. When
necessary they re-assess, organize training, and arrange placement, seldom
finding it necessary to call upon the full panoply of the ESA services. However,
the patient who fails to respond, the patient who drops out from hospital
rehabilitation services, patients who are not under close hospital supervision,
the patient with major psycho-social problems, and the patient with a disease of
chronic unpredictable course, are the most likely ones to be referred to the ESA
service. Many of the patients representing a high proportion of those remaining
unemployed at follow-up, are those with chronic low back pain.

The great value of the ERC s that it can provide a more realistic work s1mulat10n
than a hospital rehabilitation department, and can offer an assessment of work
readiness which cannot otherwise be obtained except by sending the person into
open employment. These advantages are particularly relevant to the rehabilita-
tion of the psychiatric patient (Spry, 1977). But for both psychiatric patients
and those with chronic physical disorders, a close integration between medical
and industrial rehabilitation programmes is essential. Much depends on the
individual patient’s attitude towards work. It is often suggested that even for the
most severely disabled person work is valuable in bringing him into a ‘normal’
environment and allowing him to consider himself as part of the community.
Even tedious repetitive work such as sorting small components — the type of sub-
contract work carried out at work centres — has a ‘therapeutic’ or self-satisying
effect. But for others, even highly paid repetitive work is ‘soul destroying’.

REHABILITATION DEPARTMENTS
Good rehabilitation requires careful organizing, and each District General
Hospital should provide a rehabilitation service.

Patients will initially be the responsibility of consultants of many different
disciplines, but when the immediate (definitive) care is over, facilities for long-
term management are often best handled by the co-ordinated efforts of the
general practitioner and his team of paramedical workers in co-operation with
the socinl services.
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A Department of Rehabilitation should:

(1) Be an organization for the provision and co-ordination of the physical the-
rapy services of the hospital and its dependent clinics.
(2) Be an advisory service on all problems of rehabilitation and resettlement:

(a) By direct clinical referral of patients to the consultant in charge of the
Department.

(b) By referral to clinics devoted to special aspects of rehabilitation: e.g.
Functional assessment unit; Wheelchair (and other appliances) clinics; and
Resettlement clinics for advising and co-ordinating medical, social, indus-
trial and training aspects of a patient’s return to work.

(3) Co-ordinate and correlate all services concerned with rehabilitation and
resettlement in the community. _

(4) Provide a continuous programme of teaching and research into problems of
rehabilitation and physical handicap.

Such a Department requires some beds, at least of a hostel nature, if it is to
serve its purpose adequately.

SPECIAL REHABILITATION UNITS

There will always be a need for some specialized units for managing the more
severely disabled (for example, patients with head injuries, spinal cord lesions, or
the very severely disabled), and these are likely to be organized on a regional
basis, drawing patients from a group of District General Hospitals. At these
units, there will usually be a consultant who devotes all or most of his time to
medical rehabilitation.

Apart from providing special facilities for management of the more severely
disabled patients, a regional residential rehabilitation unit might be expected
to provide all or some of the following facilities:

(1) Short-term in-patient rehabilitatiof for patients unable to return home
immediately because of social problems or travel difficulties.

(2) Detailed functional assessment and long-term supervisory care of the severely
disabled.

(3) Development and manufacture of special appliances and equipment for the
severely disabled.

(4) Accommodation of patients needing prosthetic services, including amputees
for limb-fitting and rehabilitation.

(5) Facilities for assessment and training of disabled persons and their relatives.

(6) Wheelchair appliance service.

(7) Information service dealing with all aspects of equipment and facilities for
the disabled.

(8) Advice, help and training for professional workers on rehabilitation or
resettlement.

(9) Facilities for early industrial assessment and retraining.

THE CONSULTANT IN CHARGE OF REHABILITATION SERVICES

The clinician directing rehabilitation services must be first and foremost a
physician. He must be able to unravel the complexities of physical disorders of



