CHAPTER 2

LITERATURE REVIEW

21 INTRODUCTION.

Psychiatric nurses today are under tremendous stress as aresult of accountability,
responsibility, and the ever expanding role that he/she plays. Due to the expanding role
the psychiatric nurse must therefore be prepared to assess the problems, needs,

facilities and resources/services required by the mentally handicapped patient in order to

contribute to the wholeness of the patients.

According to Polit & Hungler (1999:91) the task of reviewing research literature

“involves the identification, selection, critica analys's, and written description of

exiging information on the topic of interest.”

Therefore in this study, a literature study was done of the mentaly retarded patient who
snce infancy has caused his parents much concern as his development was dow, as he
darted to talk and walk later than his peers, or often not at al, and needed so much more
atention. The literature sudy or review is done on the child who just could not manage

to dress or feed himsdlf and who had to wear ngppies for avery long period of time or
indefinitely. The mentdly retarded in the community have specid physicd, emationd,
financid, psychologica, socid, educationd, spiritua, and cultural needs that need to be

addressed by the community and the government, so that the de-indtitutiondization
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process can be a success.
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CAUSESOF MENTAL RETARDATION

The causes of mentd retardation are as follows;

Heredity, such as Downs Syndrome and Fragile X Syndrome.

Environment in exceptiond cases. In these cases receiving absolutely no
gimulation & home or around the child’s environment.

Evidence of some or other form of brain damage before, during or after birth, due
to infectious diseases such as German Meades (Rubdlla), incompetibility of the
parents blood groups, manutrition, over exposure to radiation or pathologica
conditions of the mother.

I njury during child birth process. The baby’ s brain may be injured as a result of
lack of oxygen or incorrect methods of ddivery.

Brain dysfunction, due to suffocation, serious ilinesses and accidents in infancy or
early childhood.

Infections may cause meningitis and encephdlitis, whilst even jaundice and
meades may cause brain damage.

Abnormadities of the cdlls (chromosomes and genes) or disturbance of the

hormones (Steenkamp & Steenkamp 1980:2-3).

Having discussed the causes of mentd retardation, the prevention of menta retardation,

will be discussed.



24

23 PREVENTION OF MENTAL RETARDATION

Mentd retardation can be prevented at three levels of hedth care ddivery namely:

2.11.1 Primary Prevention

The most obvious way in which nurses can be involved in the primary prevention of menta
retardation is by ensuring good antenatd and maternity services. However, thisisaserious
problem in South Africa, asin 1986 the South African Nursing Association identified alack or
poor obstetrica services in the country. The peri-natd and mortdity rates support this diagnosis.
Therefore birth injuries may be expected to remain an important cause of menta retardation in

South Africa (Uys 1999: 490).

Another important preventative measure is genetic counseling to prevent genetic dbnormalities.
The most common abnormalities in South Africathat cause mentd retardation are Down's
Syndrome and “Fragile X Syndrome.” Prevention of these syndromesis not easy as Mabaso
(1989) found that black parents would not consent to a therapeutic abortion even if a serious
congenital abnormality were to be diagnosed pre-natdly. Early genetic counseling, aimed at the
prevention of high-risk pregnancies would probably not achieve much greater acceptability (Uys

1999:490).



25

Only long term strategies such as the improvement of socio-economic status of families and
improved literacy would make genetic counseling a more successful strategy for the

overwhdming mgority of the population.

2.11.2 Secondary Prevention

Secondary prevention involves the early detection of mentd retardation in order to commence
gimulation and learning programmes as soon as possible after birth. This could play an
important role in optimaizing the capabilities of dl children. Early detection means early
identification of groups at risk because of developmentd handicaps.

The establishment of programmes which were origindly used in the United States of America
for early detection of menta retardation, stimulation and learning in South Africaiis hampered by
thefollowing factors.

There are few psychiatric nursesin primary hedth services in the country who

would launch this type of program. Also dternative staff such as primary school

teachers who have the knowledge and skills, and clinical psychologis, are scarce.

A large proportion of the population isilliterate and very poor, and the home

environment in such circumstances does not facilitate the early recognition of

retarded development.

Specidized sarvicesfor retarded children and even for other children are not

generdly available in large parts of the country (Uys 1999:491).
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2.11.3 Tertiary Prevention

Thiswould mean that adequate, god-directed programs and services should be available for the
optimum development of dl identified mentdly retarded people throughout their lives. Thisisan

idedl that has not yet been remotely realized (Uys 1999: 491).

A complete assessment of mentaly retarded persons include more than the assessment of the

individud. It aso includes assessment of the parents or caregivers and the environment.

When amentaly retarded child is born, a professona team should be involved with the
developmental assessment of the infant and young child as seenin Figure 2.1
The professond team that are involved include:

A developmentd Paediatrician, who would be concerned with the child's

development, both physicaly and mentdly.

Depending on the outcome, the child is referred to a Physiotherapist, Speech

Thergpist, Socid Worker, Psychologist and Occupational Therapi<t.

Outgde the child' simmediate environment, the mentally retarded child is
referred to aNeurologist, a Psychiatrist, an Ear, Nose and Throat Surgeon, an
Opthadmologist and an Orthopaedic Surgeon. This ensures that the mentaly
retarded child istreated “holigtically” by the professond team, who are

expertsin thar field of work.



Figure 2.1
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Table 2.1 shows the developmenta features for each of the subtypes of menta

retardation, known as mild, moderate, severe and profound mental retardation.

Table2.1: Development featuresfor subtypesof mental retardation (adapted from

Kaplan and Sadock, 1988)

Degree of mentd Preschool age: School age: Adult:
Retardation 0—5years 6 — 20 years 21 years and over
Mild: Can develop socid Can master Can usudly
IQ50—-55toabout | and communication academic Kills, master
70 skills minimal often taught in vocaiond ills
imparment in gpecid cdlassesin well enough to be
Sensor — motor normal schoals, can | sdf-supporting
areas, often not be guided into but require guidance
diginguishable socid adjustment. and support when
from normd under unusud
children. socid or economic
stress, open job
market; arein
unskilled or semi-
skilled employment.
Moderate: Cantak and learnto | Profit from training May be sdif-
1IQ35—-40t0 communicete; insocid and supporting and able
50-55 poor salf- awareness, | occupationa to do sheltered
employment in
far motor thergpeutic kills, specia workshops,
development but can learn to travel require supervison
reach mile-stones donein familiar and guidance when

later; profit from places; trained in under moderate
training in sdf-hdp training centers. socia or economic
procedures by stress.

means of early

detection and

dimulaion and

learning programs,
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placements in day

centers from the

age of three years.

Severe: Poor motor- Cantdk or learnto May contribute

1Q 20— 25 development; communicate, can patidly to sdif-

To35-40 peech minimd; betrained in care under full-
profit little from Elementary hygiene time supervison,
training in sAf-hep kills, profit from can develop Hf-
procedures; few or Systematic habit protection skillsto
NO communication traning in A minmaly ussful
ills, early dimulation centers. level in acontrolled
detection, environmen,
simulaion and gpend their livesin
learning dimulation centers.
programs

Profound: Minimal capacity Limited motor Limited motor and

1Q below 20 or 25 for sensor-motor development; may speech development
functioning; respond to minimal may develop very
require total or limited training in limited sdf-help
Physical care. sf-care, admisson | kills require

to carefacilities

totd carefor life.

often necessary.

The mentdly retarded are classfied into different levels of mentd retardation depending

on their inteligence quotient. The classfication of mentd retardation has been outlined.

24 CLASSIFICATION OF MENTAL RETARDATION

Intelligence is an important agpect of educability of the mentaly retarded patient / child.

One should look &t the normd digtribution curve to determine the intelligence quotient

digribution of the whole population (if theoreticaly only heredity determined

intelligence). Figure 2.2 isanorma distribution curve showing the classification of




intelligence quotient, when plotted on a graph and Figure 2.3 isanorma distribution

graph showing the dassfication of intelligence quatient.

Table2.2: The classfication of intelligence quotient

145 + HIGHLY GIFTED

130-144 SUPERIOR

115-129 ABOVE AVERAGE
85-114 AVERAGE
70-84 BELOW AVERAGE, WITH POOR SCHOLASTIC PROGRESS
50-69 MENTALLY MODERATELY HANDICAPPED AND NEEDS

SPECIAL EDUCATIONTO MAKE ANY PROGRESS

25-49 SEVERELY MENTALLY HANDICAPPED AND CAN ONLY

ADJUST IN A DAY CENTRE

BELOW 25 PROFOUNDLY HANDICAPPED-NORMALLY

DEPENDENTLY ON INSTITUTIONAL CARE



Figure 2.2
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Figure 2.3
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It must be borne in mind that it isimpossible to determine any one' s IQ with absolute
accuracy. The World Hedlth Organization only regards children with an 1Q below 70 as
mentally handicapped and |abels the day-centre child as mildly or moderately

handicapped (Steenkamp & Steenkamp 1980:6).

According to the digtribution curve, Figure 2.2, gpproximately 84% of dl children should
be able to cope or even do well a school, whilst nearly 16% will exhibit learning
problems, may struggle a schoal, fall astandard or two or will haveto be placed ina
specid class.

Only about one out of 1000 children will not be able to make any scholastic progress at
al and will need other training or specia care. Because menta handicap (as opposed to
mentd giftedness) is not caused as much by heredity as by brain damage or genetic
abnormality, there is an accumulation of the mentaly retarded &t the lower end of the

scae (Steenkamp & Steenkamp 1980:7).

Emperical studiesin developed countries reved that four to five per 2000 children
qudify for day centres. In our present-day culture thisfigureis particularly high as
handicapped children who previoudy would have died are now kept dive by means of
improved medical care, such as the number of Downs Syndrome children who remain
diveincreased fourfold in recent years.

Infants who are serioudy injured during birth or through an accident or illness, frequently

recover with medical assstance, but often at the expense of abrain leson that can never



be reversed (Steenkamp & Steenkamp 1980:7).
It is of great importance to know what the Menta Hedlth Care Bill of 2001 States

regarding the mentaly retarded.

25 THE MENTAL HEALTH CARE BILL

According to the new Mental Hedlth Care Bill of 2001, mental retardation, intellectua

disability and mentad handicap are discussed separately from mentd illness.

The Menta Hedlth Care Bill of 2001 (chapter 1:3) determines that “every patient should be on
an individuaized treatment and rehabilitation program aimed a possible community discharge,”
giving attention to the importance of care in the community and normdization as well as qudity

carein theinditution.

Chapter 2, satesthe levels of treatment and care and are described at primary hedth care leve.
Section 5 () of The Mentd Hedlth Care Bill of 2001, mentions that ingtitutions would provide
for “in-patient care of people with severe or profound intellectua disabilities'mental
handicap/mentd retardation”. No provision is made for those who are moderately and mildly
retarded who are abandoned, children in need of carein terms of the Child Care Act or those
who have behaviord problemsto the extent that facilities in the community cannot cope with
them. The Mentd Hedlth Act of 1973 and the Child Care Act did not provide adequately for
the mentaly retarded child as the mentally handicapped were classfied together with the

mentdly ill.



Section 5 (d) of the Mental Health Care Bill of 2001, does not spdll out the financia

responghilities of the provincid authority nor isthisissue covered in Chapter 6, Section 33 or
Section 44 (n). It will be of no use if new legidation atempts to defend the human rights of the
mentdly ill and the mentdly retarded people without budgeting efficiently to make proper care

and trestment possible whether in the community or inditutions.

Section 9 mentions “dl accompanying medical and socid reports’ should be forwarded to a
judge in chambers in terms of Section 8 and 10. Psycho - socid reports are important and
necessary before referring patients to a psychiatric hospita / care and rehabilitation center, so as

to prevent unnecessary detention in psychiatric hospitals and care and rehabilitation centers.

Chapter 6, Section 33 of The Mental Hedlth Care Bill of 2001, provides for licensing of
resdential and day care facilities but no mention is made of the age of persons attending these.
Stipulations about ingpections of these facilities are not made, nor anything mentioned about

budgeting for the subsidization of such facilities and by whom.

Chapter 7, Section 36 of The Menta Hedth Care Bill of 2001, makes dlowance for the
gppointment of a curator to serve the interest of a person suffering from mentd illness. No

mention is made of the mentaly retarded.



Section 44 (d) determines the setting of standards and norms for the care of people in menta
hedlth facilities. Thisisimportant to protect patients as well as facilities and may ensure possble

up-iftment.

Section 16 provides for mentaly ill patients to be charged and crimind procedures followed
should they commit a crime againgt another person. No mention is made of the mentally
retarded person in this regard with subsequent observation and the possibility of becoming a

State patient.

Section 17 provides for the Mental Hedlth Review Boards (MHRB) and proposes one MHRB
per province. The MHRB will be able to attend to the right of the mentdly ill / retarded persons.
However, one MHRB per province seems to be inadequate. No mention is made of the task of

the MHRB towards the minority of licensed homes and should be included in the find act.

Where the Serilization of mentdly retarded women and thergpeutic abortions were very
contention matters in the padt, thisis not even an issue anymore for the genera population with
the new “Termination of Pregnancy Act No. 92 of 1996” due to the wide publicity by the

various mediaiin relation to issues such as women abuse, teenage pregnancies, and HIV/AIDS.

Alcohol and drug abuse presently fal under Mental Health. Some patients who are mentally

retarded abuse alcohol and drugs. There is however no provison made for these persons who
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may aso be mentdly ill / retarded. It has dways been a problem that Rehabilitation Centres
have refused to admit persons who are / were also mentaly ill while psychiatric hospitals refuse
to admit and treat mentdly ill persons who are dso drug abusers until they had degenerated to

Korsakoffs Psychoses. This should be prevented.

No mention is made of co-operation between the different government departments dealing with
the mentdly ill and mentdly retarded. The respongbility of each department needsto be

specified and provison made for collaboration.

The White Paper on an Integrated Nationd Disability Strategy (1997:57) argues the importance
of legidationand says, “.............. if correctly administered, legidation can be used to

promote the rights of people with disabilities whether they are physca or mentd disabilities.

Menta retardation affects al mankind, and therefore, dl cultures. The psychiatric nurse should

be knowledgesble about mental retardation and culture.

2.6 MENTAL RETARDATION AND CULTURE

The concept of culture and its relationship to the health care beliefs and practices of the
patients and their families and friends provides the foundations for trans-cultural nuraing.

The identification of mentd retardation as anillnessis regarded as an gppropriate



behavior, will depend largely upon the culture and the traditiond practices.

Culture was initidly defined by the British anthropologist Sr Edward Tylor in 1871 as
dated in Smdtzer & Bare (2000:103) as “including knowledge, belief, art, mords,

laws, customs, and any other capabilities and habits acquired by humans as members of
society.” Through the decades culture has been defined in hundreds of ways with themes
gated by Tylor. However, in what ever way culture is defined, it primarily provides
guiddinesfor away of life, and is aresult of the way that people have adapted to a

particular environment.

People act in fixed ways that are in line with the ideas, precepts and shared knowledge
of their culture, which isin line with the definition of Maddeine Leininger, founder of

the specidity cdled transculturd nursing that indicates that culture involves “learned and
transmitted knowledge about vaues, beliefs, rules of behavior, and lifestyle practices that
guide a designated group in their thinking and actionsin patterned ways’ (Smeltzer &
Bare 2000:103).

Giger and Davidhizar further Sate that culture develops over time as aresult of
“imprinting the mind through socid and religious structures and intdllectud and artigtic

manifestaions’ (Giger & Davidhizar 1995:3).

For many, culture determines the causes of illness such as mentd retardetion.
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2.6.1 Causesofillness

For many families, parents, patients, etc, menta retardation/handicap only becomes
meaning-full once a cause has been ascribed to it. By identifying the cause, it would then
become a significant factor about the subsequent coping strategies, e.g. who isto be

consulted and what form of practices or treatment that should be followed.

There are however three mgor views, or paradigms that attempt to explain the causes of

disease and illness.

26.1.1 The biomedical or scientific world view

The biomedica or scientific world view prevailsin mogt hedth care settings and isone
that most nurses and other hedlth care providers embrace. The assumptions underlying
this perspectiveistha dl events have a cause and effect, that the human body functions
like amachine, and that al of redlity can be observed and measured, such asinteligence
quotient test.

One example of the biomedica or scientific view isthe bacterid or vird explanation of

communicable diseases (Smeltzer & Bare 2000:106).

26.1.2 Naturalistic or holistic perspective

According to this view, the forces of nature must be kept in naturd baance or harmony.
One naturdigtic belief, held by many Asan groups, isthe yin/ yang theory, in which

hedth is beieved to exist when al aspects of a person arein perfect baance or harmony.



Foods are even classified as hot and cold in this theory and are transformed into yin and
yang energy when metabolized by the body. Yin foods are cold and are eaten when the
person has a hot illness, such asfever, rash, sore throat, ulcer, infections. Y ang foods
are hot and are esten with a cold illness, such as cancer, headache, colds, ssomach

cramps).

Those who embrace the hot / cold theory maintain that hedlth conssts of a pogitive Sate
of total wdll - being, including physicd, psychologica, spiritua and socid aspects of the
person.

According to this view, breaking the laws of nature creates imbaances, chaos, and
disease. Those who embrace this paradigm use metaphors such as* the hedling power of

Nature” (Smeltzer & Bare 2000:106-107).

26.1.3 Magico-religious world-views

The basic premise is that the world is seen as an arena in which supernatura forces
dominate. The fate of the world and those in it depends on the action of supernatura
forces for good or evil. Examples of magico -religious causes of illnessinclude belief in
voodoo or witcheraft among many Black cultures. Faith healing is also based on this
view and is most prevaent among selected Chridtian religions, including Chrigtian
Science. Various other heding rituads may be found in many other religions such as

Roman Catholism, Mormonism, and others (Smeltzer & Bare 2000:107).

However it is possible to hold a combination of world views, and many patients are likely
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to offer more than one explanation to the cause of their illness. Regardless of the view
held, and whether the nurse agrees with the patients beliefs in this regard, it isimportant
to be aware of how people view their illness and their hedth and to work within this

framework to promote the patients care and well-being.

Severd cultures believe in folk or indigenous heders.

2.6.2 Folk or indigenous healers

Severd cultures believe in folk or indigenous heders. Some may turn to aspiritudis, a
herbaist or a healer who manipulates bones and muscles. Some seek assstance from a
voodoo priest or priestess, spiritudist, or aroot doctor. Patients of Asian descent may
mention that they have visted herbalist, acupuncturigts, or bone setters . Severd cultures
have their own heders, most of whom speek the native tongue of the patient, make
house cdls, and cogt sgnificantly less than hedlers practicing in the bio - medica or

scientific hedth care system.

It isbest not to disdain a patient’ s bdlief in afolk heder or undermine trust in the hedler.
To do so may dienate and drive the patient away from receiving prescribed care. Efforts
must be made to accommodate the patients beliefs while advocating the treatment

proposed by modern health science.

The culture of nuraing is one of collaborative practice.
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2.11.1 Callaborative practice

At the beginning of this chapter the ever-expanding role of the nurse has been mentioned. Many
references have been made of the significance of the psychiatric nurse as amember of the hedth
care team. As the unique competences of nurses are becoming more clearly articulated, thereis
increasing evidence that nurses do provide certain hedlth care services distinctive to the
profession. However, nursing continues to recognize the importance of collaboration with other

hedlth care disciplines in meeting the needs of patients.

Within a decentrdized organizationd structure, nurses and physcians function collaboratively in
meaking clinicd decisons.

The collaborative mode should be aprimary god for nursing - a venture that would promote
shared participation, responsbility, and accountability in a hedth care environment thet is striving
to meet the complex hedth care needs of the public.

Figure 2.4 compares the “ Traditional Practices Mode ” (A) with a centralized structure, from
the physician > professond nurse > ancillary personne > patient, to the “ Collaborative
Practice Modd” (B), which has a decentralized structure, where there is shared participation

between the physcian > professond nurse > ancillary personnd in the holigtic care of the

patient.
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The mentally retarded, like every other human being have rights that should be respected.

2.7 THE RIGHTSOF THE MENTALLY HANDICAPPED CHILD.

In 1959 the United Nations Generd Assembly formulated a Declaration of the Rights of
the Child.
Thisincludes the right:

to affection , love and understanding

to adequate nutrition and medica care

to free education

to full opportunity for play and recregtion

to aname and naiondity

to specid care, if handicapped

to be among the fird to recaive rdief in times of relief

to learn to be a useful member of society and to develop individud abilities

to be brought up in a spirit of peace and universd brotherhood

to enjoy these rights, regardless of race, colour, sex, religion, national or socia

origin (Steenkamp & Steenkamp 1980:148).

Since then, particular atention has been paid to the handicapped child, and on the 20"
December 1971, the Declaration on the Rights of the Mentally Handicapped Persons was
accepted by the United Nations General Assembly at the 2027 Plenary mesting:

The mentaly handicapped person has, to the maximum degree of feasbility, the same



rights as other human beings

aright to proper medical care and physica therapy, and to such
education, training, rehabilitation and guidance as will endble him
to develop his ability to maximum potentid.

aright to economic security and to a decent standard of living.
aright to live with his own family or with foster parents

aright to aquaified guardian when thisis required to protect his
persond well-being and interest.

aright to protection from exploitation, abuse and degrading
treatment right to proper legd safeguards againgt every form of

abuse (Steenkamp & Steenkamp 1980:148-149).

The mentally retarded aso have needs like every other human being.

2.8 NEEDS OF HUMAN BEINGS

The inginct and drive theories were predominantly influential in the 1950's. In reaction

to these theories, Abraham Masow (1943, 1954, 1955, 1970, 1971 ) developed a
theory of ingtinctoid needs. By using this term, Madow wished to indicate that needs are
“Innate but not so specificdly directed as are the ingtincts and drives’ (Jordaan &

Jordaan 1990:651). This means that instinctoid needs lead to greater variationsin
patterns of behavior and can be modified by learning, by culturd demands, and by a

persons particular circumstances.



2.8.1 Hierarchy of needs

Madow distinguished between five groups of needs as demondtrated in Figure 2.5.

physiologica needs;

security needs,

the need for love and belonging;

the need for esteem and appreciation;

the need for Af - actudization.

The five groups of needs are arranged in a hierarchy. However this does not imply that
hierarchdly higher needs develop out of hierarchally lower needs, but that a higher need
is experienced only when the preceding lower need has at least been partialy satisfied,
and the person fedls assured of satisfaction of such lower need in the future (Jordaan &
Jordaan 1990:651).

This scheme of Madow's hierarchy of human needs shows how a person moves from
fulfillment of basic needs, with the ultimate god being integrated human functioning

and hedlth.

Such ahierarchy of needsis aussful organizationd framework that will be applied for
the assessment of the needs of the mentdly retarded patients.

Figure 2. 5 depicts the 5 groups of needs, which are arranged in ahierarchy.



Figure 2.5
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2811 Physiological needs
These are the most basic and strongest needs, such as food, water, oxygen, sex, and
dimination.

If the physiologica needs are not satisfied, they override dl other needs

(Jordaan & Jordaan 1990:652; Smeltzer & Bare 2000:4).

The mentaly retarded need these basic and strongest needs including food to est, water to

drink, oxygen to breathe, like every other human being.

2812 Security needs

These needs are usudly more clearly seen in children than adults. When the

physiologica needs have been sufficiently satisfied, then the security needs are
experienced .

Security needs includes a number of specific needs, e.g. the need for Sability (predictable
routine), order, protection and freedom from fear and anxiety (Jordaan & Jordaan
1990:653-654; Smeltzer & Bare 2000:4).

The mentdly retarded need security which include the need for sability, such asroutine
and aso protection from fear and anxiety. This makes the mentdly retarded less anxious

and therefore, lead to fedlings of security.

2.8.1.3 Need for love and acceptance

When the physiologica and security needs have been sufficiently satisfied, people then

experience the need for love and acceptance. The need for love is generally characterized
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by the gtriving to establish and maintain loving relationships with the other
people, such asfriends, rdatives, a pouse and children. This need involves both the

giving and recaiving of love.

The need for acceptance and to belong some where, is characterized by the striving to
achieve membership of and identification with agroup (Jordaan & Jordaan 1990:655;
Smeltzer & Bare 2000:4).

The mentdly retarded aso have aneed for love and acceptance. The mentaly retarded will
therefore attach themselves to certain members of staff and will do things to please certain

members of saff such as egting very well when being fed by certain staff members.

2.8.14  Esteemand self respect needs

When the need for love and acceptance has been sufficiently satisfied, the need for eteemiis
experienced. Most normal people need to fed sdaf - respect and a sense of their own vaue, but
they also need to fed that they are respected and appreciated by others. When the satisfaction
of this need is obstructed, the person experiences afeding of inferiority and helplessness
(Jordaan & Jordaan 1990:655; Smeltzer & Bare 2000:4).

When amentdly retarded patients god has been achieved, e.g. toilet training after

months or even years of being on a program, the patient experiences sdf esteem and sdlf

respect.



2.8.15 Need for self-actualization

Jordaan and Jordaan (1990:655); Smeltzer and Bare (2000:4) states that when the other four
needs (deficiency needs) have been sufficiently satisfied, the person becomes freed to attempt

the active expresson of his or her sdf-actudization.

According to Madow, this need amounts to “a desire to become more and more what oneiis,
to become everything one is capable of becoming” (Jordaan & Jordaan 1990:655).

This need, and the behavior it gives rise to, enable the person to “grow.” The direction in which
aperson will grow dependsto alarge extent on his particular abilities, talents and potentid. It is
because people differ so much from one another in this regard that there are, at thisleve of
hierarchy, so many individud differences.

Sdf - actudization is therefore unique to each person; it is something each person must discover
and achieve for him/herself (Jordaan & Jordaan 1990:655; Smeltzer & Bare 2000:4).
Sdf-actudization is dso unique to the mentdly retarded patients. However dl mentdly

retarded patients may never reach sdf actudization eg. thee severdy and profoundly

mentaly retarded individuds.

A human being cannot be viewed in isolation or as separate parts, but as an

integrated holigtic being.
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29 THE INTEGRATED APPROACH TO THE NEEDSOF THE MENTALLY

RETARDED.

A complete assessment of the mentdly retarded individud will include a holigtic orientation to
hedlth care that recognizes al aspects of a person as sgnificant and considers how these interact
to affect the whole person. According to Beck, Rawlins & Williams (1988:22) each individud is
viewed as a person with physicd, emotiond, intellectud, socid and spiritud dimenson whichis
amilar to Madow’ s Need Theory, which includes physologica, security, love and acceptance,
esteem and sdif respect and sdlf actuaization needs, and as one who is in congtant interaction

with others and with the environment. All factors contribute to health and illness.

No one human dimension, either within the person or as seen in that person’ s interaction with

others, can be considered in isolation.

2.9.1 Viewingthewhole person

A basc premiseinherent in dl definitionsof “holism” and “hoaligtic hedth” isthat living and non
living entities are viewed in terms of “wholeness relationships, processes, interactions, freedom
and credtivity (Beck et d 1988:22).

It istherefore inaccurate to consider individuals, societies, or thingsin isolation.

Humanism has contributed to holistic hedlth care philosophy an emphasis on the vaue and

importance of being human. It has dso influenced hedlth care by directing attention toward the
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whole per son rather than only the specific problem and “has encouraged recognition of the

basic and rights of clients to choose a persond life path” (Beck et d 1988:22).

2.11.1 Human uniqueness

Within aholigtic hedth framework, each individud is consdered unique. Complex factors,
including human dimensions, comprise apersons view of himself, the world, hedth and iliness.
For any person, the interaction of different dimensons and the interaction of the person with his
/ her environment is unique (Beck et al 1988:23-24).

Uniqueness demands that people be viewed as requiring individudized gpproaches to hedth and

illness. What is hedthy for one may be detrimentd to the other.

Individuds have different needs, such as physcd, psychologicd, socid, emotiond, financid,
educationa and cultura needs with respect to the achievement of baance within themselves and
in their particular life Stuations.

When an individud’ s unigquenessiis not respected, then hedlth care may be gpproached in away
that has been effective with other clients but is not with this one. When hedth care professonds
consder only the disease process, the symptoms, or alabd, then the individud’ s uniquenessis
not respected. When thisis done, the nurses dso limit ther ability to perceive individua needs

and innovative solutions (Beck et al 1988:23-24).



2.9.3 Context of health and illness

The philasophy of holistic hedlth care assarts that health and illness must be considered within
the context of the individud’ s life Stuation. People, including their states of hedth and illness, do
not exigt in isolaion, but function within many settings, such as familid, occupationd, commund,
socid and culturd. The vaues, beiefs and behaviors that develop from these settings influence
hedlth and illness. A holistic perspective acknowledges the sgnificance of these factors, such as,
families may offer a safe setting for the expression of fedings, aperson’swork place may serve

as asource of creetive challenge or of chronic unrelieved dtress.

When nurses view hedth and illness within the context of the individud’ slife, they are better
able to understand the person’ s experience of hedth and iliness. They are better able to
understand that people with amilar symptoms react in different ways, that individuds with smilar
disease processes do not necessarily respond to identica interventions, and a so that people
differ in their perceptions of hedth and illness (Beck et d 1988:24).

In any particular Stuation, “norma” people have access to various resources which may be
taken for granted such as schools, socid clubs, churches/places of worship, shops,
hospitag/clinics, and not to others, as may be the case with the mentally retarded. The
avalability of financid, socid, educationd and community resources will dl be assessed to
determine to what extent these are needed in the community, as these are dso the needs of the

mentaly retarded.



2.11.1 Health versusillness

Hedlth is more than the absence of disease; it isadynamic, active process of continudly striving
to reach one' s own balance and highest potentids. Because everything in one' s life has an
impact on hedlth, each choice one makes leads toward or away from hedth (Beck et d
1988:26).

The World Hedth Organization (WHO) defines hedth as a“ sate of complete physica, mentd
and socid well being and not merely the absence of disease and infirmity” (Smeltzer & Bare
2000:5). However such a definition does not dlow for any variationsin the degrees of wellness
or illness. On the other hand, the concept of a hedth-illness continuum alows for a gregter range

in describing a person’s hedth Satus.

The limitations of the WHO definition of hedlth are clear in relation to chronicillness. A
chronicdly ill person cannot meet the standards of hedth as established by the WHO definition.
However, when viewed from the perspective of the hedlth - illness continuum, people with
chronic illness can be understood as having the potentid to attain ahigh leve of wdlness, if they
are successtul in meeting their hedth potential within the limits of their chronic illness.

Therefore when talking about menta handicap, we are not talking about a disease, but a chronic
non - progressive condition which isaform of developmentd disability (Lea & Foster

1990:185).



2.9.5 lllnessasopportunity

The primary factors that determine the impact of illness are one' s attitudes toward it, what oneis
ableto learn from it, and what growth one engages in as aresult of theillness. Some people
view illness as a catastrophe that smply “hagppened” to them and over which they have no
control. They see themsalves as victims being persecuted by the illness. However other people
are ableto view illness as an opportunity to evaduate their current life Stuations. This information
is then used to st new gods and movein new directions.

The holigtic hedlth philosophy is consstent with this gpproach, which asserts that thereis
“persond meaning, or amessage, in any illness’ (Beck et d 1988:24). By discovering this

“message’ or “persona meaning” would provide an opportunity for growth for each individud.

[lIness may often be related to needs that a person has, but is not meeting. When people are not
conscious of, or ignore certain needs, they may develop anillness or particular symptomsto
meet their needs. Thisis usualy an unconscious process and occurs when people do not have

better coping mechanisms available, as may be the case with the mentdly retarded.



2.11.1 Client-nurse partnership

Within a holistic hedth framework, the relationship between the client and nurse is an active
partnership, and respongbility in heding and growth is shared. This relationship has a heding
effect, as both the client and the nurse experience growth and change.

The nurse in a holistic hedlth care setting attempts to create conditions that are conducive to
healing and optima hedth .The dlients current belief system is the beginning framework, and
from this point, the nurse provides support and assgts the client in finding hedlthy ways to meet
individua needs,

Clientsin ahaligtic setting are co - participants in hedling and hedth promotion, working closdy
with the nurse to determine necessary and appropriate interventions. Nurses practitioners have
the opportunity to influence clients so that they are better able to strive toward optimal hedlth

(Beck et al 1988:25).

Figure 2.6 identifies the client-nurse partnership, involved in the communication process by the
imparting or exchange of information, ideas or fedings that then result in growth and

development for both the client and nurse.



Figure 2.6 client nurse partnership
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This active communication between the nurse and client involves 4 other processes.
Orientation —it isthe act or process of orienting or the state of being orientated
(Cadllins Concise Dictionary 1985: 796).
| dentification — it isthe act of identifying or the state of being identified
Exploitation — to make the best use of (Collins Concise Dictionary 1985: 390).
Resolution —the act or an ingtance of resolving; ajudicid decison on some

meatter, verdict, judgment (Collins Concise Dictionary 1985: 978).

The nurse and the dlient through communication and the 4 processes of orientation,
identification, exploitation and resolution, form a partnership, which resultsin growth and

development for both the nurse and client.

29.7 Sdf-care

Holistic hedlth philosophy supports self-care as a valid and necessary component of the larger
hedlth care system. The formd hedlth care system cannot provide dl services associated with
hedlth and illness. Sdf-care proponents encourage individuds, families and communities to
assume more respongbility for hedth status improvement. By pursuing sdf-care one would

know how and when to best use professional assstance (Beck et a 1988:25-26).
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Besdes knowing the Traditional Modd and the Collaborative Modd in the care of the patients,

it isimportant to know the retrospective view of methods in handling the mentally retarded.

2.12 RETROSPECTIVE VIEW OF METHODS OF HANDLING THE

MENTALLY RETARDED

Very little is known about how primitive man gpproached the mentally handicapped, but
it can be accepted that they were regarded as “ possessed by evil spirits’ and were
shunned, tortured, or killed.

Even the "civilized" Greeks and Romans afew hundred years before Chrigt, referred to
them as "fools' or "mongters’. The Spartans, who abhorred any form of handicap or

abnormdlity, frequently put them to death (Steenkamp & Steenkamp 1980:8).

During the Middle Ages, mentaly handicapped people were often murdered, humiliated
or taunted as village idiots, whilst others were kept as court jesters.

Therise of Chrigtianity in the Western World brought a better dispensation and their
fellow men acted with more responsbility and compasson toward them. However, the
peculiarity of the phenomenon still caused it to be associated with the "'unknown " and
the handicapped were ether honoured as " chosen peopl€e” or feared as " Satan’s children”
and rgected or incarcerated with the insane in lunatic asylums (Steenkamp & Steenkamp

1980:8).



It was only in the 19th century that the theories of philosophers such as Roussouw and
Locke led to the recognition of the rights of the child, including thet of the mentally
handicapped. It was especidly the work of physician Itard that gave rise to the more
gpecific gpproach to, and care of these children .The number of ingtitutions increased but
little attention was given to red education. As there was no possibility of recovery or a
"cure’, most menta handicap persons had to spend their entire livesin ingtitutions and

gradudly public interest in their fate waned (Steenkamp & Steenkamp 1980:9).

Since the Second World War, the increasing emphasis on welfare services resulted in the
flourishing of the socid sciences and the parents of the mentaly handicapped children
began to fight for the educationd rights of their children. In December 1971, the Generd
Assembly of the United Nations proclamed the "Declaration of the Rights of the

Mentdly Retarded Children.”

In South Africathe Mentally Retarded Children's Training Act, 1974 (Act 63 of 1974),
had led since 1976 to dmost complete state subsidization of day centres controlled by the
Department of Nationa Education (for white children) (Steenkamp & Steenkamp

1980:10).

Following are the past and recent resources and support systems in South Africa and other

countries.
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211 RESOURCESAND SUPPORT SYSTEMSIN SOUTH AFRICA AND

OTHER COUNTRIES

2.11.1 Italy

As adeveloped country, Ity went to the extreme and abolished dl ingtitutions. During

the 1960’ sand early 1970's, Itdy experienced limited reform in its mental hedth structure
amilar to that experienced in the United States and the United Kingdom. There wasadrop in
the numbers of patientsin ingtitutions and Smultaneoudy, care in the community was increased.
In 1978, Law 180 of the Itdian Mentd Hedth Act was introduced. This law prohibited patients
from being admitted to existing psychiatric asylums and demanded thet al chronic patients
should gradually be discharged from hospital. Thislaw dso stated that after December 1988, no
ex-patients could be readmitted. All existing psychiatric hospitals were to be unlocked and
patient’s civil liberties returned to them. Provision was made for amaximum of 15 psychiatric
bedsin genera and didtrict hospitas. Loca community and menta hedlth centres were to be
developed and become more involved in mental hedlth care. Compul sory admission to hospital
was dlowed for amaximum of 15 days with independent judicid reviews at two and seven
days. Franco Basagliawho was the leader of the'Psichiatrica Democratica’ movement,
chdlenged both the medical and the legd judtifications for the congregative control of mentdly ill
and he joined in with the palitical parties of that time as well as the union, woman and student
groupings dl to integrate and accept the mentdly ill in the community (Freeman, Lee & Vivian

1994:16).
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Law 180 was unfortunately implemented very unevenly through the provincesin Italy. In some
areas community services where devel oped while in other areas hospitals had been closed or
bed numbers reduced without the support services prescribed by the changed law (Freeman et

la1994:17).

The idea of a country without asylums drew widespread reaction. So far, consensus on the
eventua outcome has not been reached. Once again the evauators of one middle class sub-
region in Itay, South VVerona, came to the conclusion that it is possible to practice without
mentd hospitas, but that long term hospitdization cannot be avoided until dternative settings

have been developed (Freeman et d 1994:18).

No mention has been made of the mentdly retarded as such in the literature available on
developmentsin Italy. Some researchers of Itdian experience differ from most of the
researchers in the United Kingdom and the United States of Americawho assert that some long
dtay beds for the psychiatric patients are needed even when comprehensive community careis
in place. Itdian researchers, however, state that it is essentid to have sufficient and well - saffed
resdentid facilities for certain patients with severe and chronic disabilities (Freeman et d

1994:21).



2.11.2 The United States of America

The care and treatment of the mentally retarded in the United States was very smilar to that in
England due to strong culturd affinities and influences.

Efforts were made to improve conditionsin the various indtitutions but this was linked with an
increase in the expenses of inditutiona care. Litigation gave attention to the rights of people
detained and aso to staff-to-patient ratios. Parameters to prevent overcrowding were also

defined (Segal 1995:377).

Segdl (1995:708) reported that in 1977 private facilities numbered 10,219 and had increased to
38,657 in 1989 and included intermediate facilities, foster homes, and group residences that
provide 24-hour, 7 days aweek responghility for room, board and supervision. By 1986, 51,9
% of the beds available in both public and private facilities were located in facilities where the

average number of resdents was no more than 35.

2.11.3 Deveopmentsin South Africa

In the 1990's, political changes were taking place with an emphasis on human rights for dl,
especialy those vulnerable groups of South Africawho have been traditiondly disadvantaged
over many decades. The African Nationd Congress has been highly criticd of the previous
regime and is very enthusiastic about promises to wipe out dl discriminatory, legidation and
practice accordingly. The New Constitution of the Republic of South Africa, Act No 108 of

1996 was adopted and amended.



In Didrict 22, KwaZulu-Natd, there are facilities in the community to assst with the care of the
mentdly retarded under the auspices of the Mental Health Societies and Cerebrad Pased
Associaions. Mogt of these facilities have waiting lists of gpplicants needing placement but they
are dso financidly congrained. In the past, some of these facilities were able to sponsor some
residents who had no parents or whose parents were unable to pay an extraamount as
determined by the hostel or day care centre. Many of them have been unable to keep up
sponsoring indigent resdents (McLaren & Philpott 1998:37).

Some of the facilities in the community are being subsidized by the Department of Wdfare and
Population Development and others by the Department of Hedlth. Mutua understanding by dl
the different departments on the needs of the mentally retarded person does not always exigs,
and effective collaboration is not dways possible.

The researcher needs to investigate the present Situation of resources in the community.

212 CONCLUSION

The purpose of this research is to assess the needs, the services and facilities of the mentaly
retarded living in the community of Digtrict 22 (sub-digtrict 222), KwaZulu-Natal. Thisisthe
firdt step in providing more effective hedth care sarvicesin the community.

This chapter provided basic information concerning a needs assessment process with regard to
persons with mentd retardation. The theoreticd framework of "wholism " formed the basis on

which individua needs could be assessed, in order for the process to be successful.



"Wholism " refersto the physcd, spiritud and mental wholism of the individud.

Hedth and illness were aso viewed as two opposite concepts on the hedth-illness continuum. A
person’s culture dso influences the way a person views higher illness. However, hedth
potentials do exist even for those who are mentally retarded. Therefore the needs of the
mentaly retarded must be assessed effectively in order to enhance and meet the hedlth care

needs of the mentally retarded.

Chapter 3 will provide an overview of the methodology adopted to conduct this research.



