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Abstract
One-third of patients with chronic consequences from traumatic brain injury (TBI) are
reported to receive inadequate care for their ongoing functional, cognitive decline, and
advanced pathophysiology. The quality-of-life (QOL) for older adults living with TBI
may be reduced due to unequal access to resources and a lack of coordinated, holistic
treatment plans. Recently, authors suggested that QOL for older adults with TBI depends
on feelings of autonomy and cognitive functioning and requires holistic approaches to
care. This generic qualitative study explored the experiences and perceptions of human
service professionals (HSPs) working in mild traumatic brain injury (mTBI) related to
holistic, patient-inclusive, and quality care for older adults. Maslow’s QOL theory
formed the framework for this study. The research question focused how HSPs perceive
patient-inclusive and quality care for older adults with mTBI. Data were collected using
semi structured interviews with 10 HSPs in the southwestern United States with 6 months
or more experience working with older adults with mTBI and analyzed using narrative
content analysis to identify themes. Emergent themes from the data analysis included
inconsistencies in clients’ daily care and management practices, challenges
communicating with older adults with mTBI, the need for rehabilitation support practices
for mental, physical, and social well-being, and more education for better caregiving
practices. The findings of this study may contribute to positive social change by
informing health administrators of the need for procedures and training to advance social
connections, identify pre-existing conditions, develop patience, and expand value-added

communication to benefit older adults with mTBI.
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Chapter 1: Introduction to the Study

Traumatic brain injury (TBI) has been a leading cause of disability in the United
States (Zhou & Greenwald, 2018) and has occurred for a variety of reasons (Cancelliere
et al., 2017; Li et al., 2016). TBI has been defined as an external force applied over the
brain that causes permanent or temporary cognitive dysfunction (Kiruthika, 2019) and is
a universal health problem (Li et al., 2016). The leading causes of TBI have varied in
different regions of the world. In Asia, TBI occurred most frequently due to motor
vehicle collisions; in Europe, falls and work-related incidents are the leading cause of
TBI. In North America and Oceania, TBI was reported from sports-related injuries (Li et
al., 2016). In the North American gerontology population, TBI results from motor vehicle
collisions (62.5%) and falls (15.6%), but a blow to the head is a more common cause than
in other regions (Dash & Chavali, 2018; Dixon, 2017). Even though older adult females
(over 65 years) consistently experienced higher rates of falls than males, both sexes’
mortality rates from TBI have recently increased, resulting in increased hospital
admissions (Cusimano et al., 2020). Those who have TBI may experience extended
disabilities from mechanical damage caused during the initial impact and ongoing
complex neurological disorders affecting brain functions due to neurodegeneration
(Akamatsu & Hanafy, 2020). Aside from TBI’s physical effects, its psycho/social effects
may also impaire a person’s social life; however, these effects have been underdiagnosed
and undertreated (Kiruthika, 2019). Human services professionals (HSPs), including
personal direct care givers, assistants to health care professionals, and geriatric workers,

are frequently called on to support the rehabilitation programs and recovery plans of



older adults with mild traumatic brain injury, and to help with their quality of life
(Cancelliere et al., 2017.)
Background

Adults over 65 years old have a high rate of TBI, with falls accounting for 40%
(Treat Now, 2020). Every 23 seconds, one person in the United States has sustained a
brain injury. Among the 5.3 million Americans suffering from TBI, many require lifelong
or long-term assistance to perform daily living activities. The authors of systematic
reviews concurred that the TBI phenomena occurs worldwide (Dewan et al., 2018;
Kiruthika, 2019). Galgano et al. (2017) described TBI as the result of an individual
experiencing concussive injuries without any gross structural damage. TBI is usually
followed when direct blows to the head with subsequent acceleration/deceleration forces
occur, whether from falls, traffic accidents, stroke, violence, or other conditions, varying
in intensity and severity (Galgano et al., 2017).

The American Congress of Rehabilitation Medicine (n.d.) defined mild traumatic
brain injury (mTBI) as a traumatically induced physiologic disruption of brain function
that manifested with at least one of the following: any period of loss of consciousness,
memory loss before or after injury, or alteration in mental state at the time of injury (i.e.,
feeling dizzy, disoriented, or confused). The focal neurological deficit(s) may or may not
be transient (Zhou & Greenwald, 2018). Common symptoms associated with mTBI
include the following: headache, dizziness, bad taste in the mouth, sleep disturbances,
nausea/vomiting, impaired balance and coordination, tinnitus, and vision changes (Zhou

& Greenwald, 2018). An mTBI also causes significant cognitive, emotional, and



behavioral disorders, including poor sleep, which is one of the most debilitating
consequences (Zhou & Greenwald, 2018).

Head injuries were the primary cause of losing productive capabilities, including
social problems that reduce the quality of life (QOL). Person-centered care is thus an
essential component of treatment for individuals with mTBI as it targets all aspects of the
person: physical, psychological, social, and emotional. HSPs in their roles supporting
licensed health care providers may offer important insights into the recovery process for
older adults. The primary focus of this study was to explore the perceptions of HSPs who
are actively involved in the care of older adults with mTBI to identify if there is a
possible model of care practices currently used that contribute to their patients” QOL. An
additional purpose was to identify any recommendations for additional supports to
enhance QOL, specifically, the care patients with mBTI receive during recovery and their
return home to their regular routines.

Problem Statement

While there has been important research on mTBI causes and medical responses,
this study addressed the problem of having no clearly defined model for how HSPs as
primary supportive service providers can provide appropriate, person-centered care and
contribute to the QOL for older adults with mTBI (Cancelliere et al., 2017). Cancelliere
et al. (2017) and Lethin et al. (2017) confirmed that mTBI is an issue in the United States
because of the lack of care for mTBI patients, primarily older adults with other injuries,
who received less care, planning, and screening than younger patients (Cancelliere et al.,

2017). According to Rauen et al. (2020), one-third of patients with chronic traumatic



brain injury received inadequate care for their ongoing functional and cognitive decline
and advanced pathophysiology. The associated decreased QOL for adults living with TBI
has been exacerbated due to unequal access to resources and the risk factors for dementia,
including Alzheimer’s disease and chronic traumatic encephalopathy (Stocchetti &
Zanier, 2016).

Older adults’ assessment in general of their QOL is shown to be related to
feelings of autonomy and cognitive functioning, but independence and mental
functioning were even more affected in cases of mTBI (Rauen et al., 2020). Tiilikainen et
al. (2019) stated that when caring for older adults with mTBI, other factors might have
influenced their QOL. For example, the need to approach older adults as autonomous
people with cognitive needs, including participating in discussions, negotiating what is
necessary for their care, and receiving respect and dignity as part of care services (Rai et
al., 2018; Tiilikainen et al., 2019). Further, Valtorta et al. (2018) detailed that some HSPs
believed older TBI survivors failed to understand their situation and excluded them from
the care planning.

Scholars have studied ways to provide adequate care to older patients and have
recognized that their care needs improvement. Braaf et al. (2019) found a lack of
consistent care coordination for adults with TBI living with family members and in
hospital settings where the care coordinator and the case managers were absent. Gardener
et al. (2018) identified inadequate care for older adults with mTBI in pre-existing
conditions and cognitive impairment. They suggested that neuro-intensive interventions,

as the primary focus areas were vital to improving the problem. Parmar et al. (2018)



stated that supporting older adults is an integral part of the healthcare system, affecting
HSPs, healthcare providers, administrators, and policymakers. They all identified needs
and made recommendations to address health-related issues. HSPs recognized a lack of
orientation and education for assessing the essential components of care, fostering a
culture of collaboration, and expanding the healthcare team’s notion of inclusive care
practices (Parmer, 2018). There was a gap in the research regarding what is known about
HSPs’ perceptions of patient-inclusive and quality care models for older adult patients
with mTBI (Tiilikainen et al., 2019). Therefore, I aimed to address this literature gap to
understand how HSPs’ perception of inclusive, person-centered, quality care for older
adults with mTBI informed a model to improve the wellbeing of this population’s QOL.
Purpose of the Study

The purpose of this generic qualitative study was to explore how HSPs perceived
their work, their beliefs, and experiences with older adult patients with mTBI. The
findings from this study informs recommendations on how to improve person-centered
care standards. I used the following two research objectives to achieve the research
purpose. First, HSPs who engaged in relationships with older adults with TBI described
their experiences and perceptions about patient-inclusive and quality care for older adult
patients with mTBI. Second, HSPs contributed recommendations for older adults with
mTBI on improving and managing their condition.

Research Question
The study aimed to answer the question: How do HSPs perceive patient-inclusive

quality care for older adults with mTBI?



Theoretical Framework

Abraham Maslow established a theory of QOL in 1962 (Maslow, 1962, 1999;
Ventegodt et al., 2003a). Maslow’s theory emphasizes a person’s development towards
happiness surfaces when basic needs get fulfilled, and this contributes towards a
psychology of wellbeing (Maslow, 1999). The QOL theory is an optimal framework for a
better understanding HSPs’ perceptions of the practices that increased their clients’ QOL
(Ventegodt et al., 2003a). Mental health services help fulfill patients’ needs, meet social
expectations, and access opportunities using the patient’s abilities. In persons over 65,
some of their abilities may be impaired by mental illness, making it difficult to cope with
life demands, and HSPs in their support roles may attempt to help restore abilities as best
possible (Bigelow et al., 1991).

Nature of the Study

I conducted a generic qualitative design as the study’s methodology and design
(Caelli et al., 2003). Qualitative research is an iterative process that moves closer to the
phenomenon studied by gathering evidence about human behavior (Aspers & Corte,
2019). Qualitative researchers stress the method as a glimpse at the socially constructed
nature of reality to understand the meaning in a social situation, interpret the essence, and
identify themes (Denzin & Lincoln, 2005). The plan for this study included interviewing
HSPs using a semi structured interview lasting approximately 60 minutes. I conducted
the semi structured interviews using interview questions drawn from the literature and

open-ended questions that invited exploration. The semi structured interviews involved



both structured and unstructured questions, and the strategy was adopted to get the
advantage of both types of questions during the interviews.
Definitions

Holistic care: Delivering holistic care for older adults with mTBI by HSPs
required knowing when and how they improved their functionality and became self-
reliant (Strabner et al., 2019). HSPs developed care programs for older adult patients by
integrating spiritual needs, social activity, and self-care to manage TBI in primary care
(Strabner et al., 2019). Holistic care dimensions include HSPs addressing an older adult’s
spiritual needs, personal resources, loneliness, social integration, and the ability for self-
care, such as taking required medication, which increases an older adult’s well-being
(Strabner et al., 2019).

Human services professionals: HSPs are individuals engaged in providing human
services to individuals and communities, in non-licensed capacities. The human service
profession promotes social justice by empowering communities and individuals to live
optimally and are committed to changing lives (Walden University, 2020). HSPs
collaborate, teach, conduct research, network, and develop community capacity through
professional development, ethical standards, and shared standards of practice (Human
Services Professionals Association, n.d.; National Organization for Human Services, n.d.;
Walden University, 2020). HSPs accomplish this by harnessing their competencies,
personal communication, and employ skills that help clients reach their goal of being
happier, healthier individuals (HumanServicesEdu.org., n.d.). For this study, I defined

HSPs as professional who are human services-directed care workers with older adult with



mTBIs that were not licensed. The study did not include other licensed health care
professionals who received payment for their services. A professional HSP is someone
who helped an older adult due to an injury and symptoms of mTBI, such as limited
mobility, memory issues, medical needs, care plan, and everyday chores (Gaunt, 2021).
These HSPs were paid healthcare workers in health settings such as hospitals, medical
centers, nursing homes, and family settings that supported older adult with mTBIs over
65 years.

Older adults, older persons: The term refers to adults over 65 years of age with
mTBI receiving care. The term avoided any connotation of negative stereotypes such as
words like (the) aged, elder(s), (the) elderly, (the) senior(s) (Lundebjerg et al. (2017),
Pinsker, 2020; Tucil et al., 2020). Instead, for this study, I adopted the terms “older
adult(s)” and “older person/people” (Lundebjerg et al. (2017), Pinsker, 2020; Tucil et al.,
2020)

Person-centered care: Person-centered care is differentiated from quality care as
the focus was on the individualized improved needs for healthcare safety and
coordination of care responses when functional limitations were apparent, and there was
no standardized delivery of care (Goodwin, 2016).

Quality care: Quality care differentiates from person-centered care in those older
adults who experience quality ensuring trained caregivers providing needed care
regardless of their functionality level, which results in an older adult feeling satisfaction.
For example, the global COVID-19 pandemic has raised health awareness by identifying

alternative ways for HSPs to deliver care, notably through telehealth (Bernstein et al.,
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2021). Bernstein and their colleagues studied 313,516 telehealth visits and analyzed their
outcomes across three healthcare organizations. The researchers discovered that quality
care could more readily distinguish urgent and non-emergent needs in 84.0-86.7% of
cases, with 95% success within three visits (Bernstein et al., 2021). Quality care also
inferred that the type of need did not limit HSP’s service delivery. HSPs who held the
knowledge, skills, attitude, and values of the older adults, constituted quality of care
services for older adult patients (Alvarez et al., 2017). In other words, quality care
happened when the older adult and HSPs agreed that quality care occurred after spending
time communicating needs and the patient was satisfied with the care received.

Traumatic brain injury (TBI) and concussion: The CDC defined a TBI as a
disruption in the brain’s normal function caused by a bump, blow, or jolt to the head or a
penetrating head injury. Any person at risk for TBI lost consciousness at the time of
injury. Concussion” is often referred to as a Mild Brain Injury (National Association of
State Head Injury Administrators, n.d.). Mild Traumatic Brain Injury is an injury to the
brain that results in no more than 30 minutes of loss of consciousness, less than 24 hours
of post-traumatic amnesia, and neurological deficits indicated by a Glasgow Coma Scale
score of 13-15 (Albrecht et al., 2016). The diagnosis of mTBI was challenging because
clinical criteria were absent among older adults due to comorbid conditions, medication
use, and pre-injury cognitive impairment, which disguised the symptoms of mTBI
(Albrecht et al., 2016). Most older adults experiencing mTBI had headaches from

environmental stimuli (e.g., visual glare), situational factors (e.g., stress), physiological
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states (e.g., hormones), or activities (e.g., exercise). These conditions triggered or
worsened headaches after mTBI (Silverberg et al., 2019).

Assumptions

For the current study, I included assumptions related to the participants. I assumed
the HSPs selected to participate had good experiences in the field. I assumed the
participants responded using authentic beliefs to answer the interview questions. They
honestly added their view to the unstructured questions with complete details. Another
assumption was about participants’ understanding of the interview questions and their
openness to provide genuine responses without pressure. They were free to explore the
knowledge and practice outside of an institutional setting.

I also assumed these participants had online access and were able to come online
for interviewees in case of restrictions during the pandemic. The participants booked an
interview time that would not interfere with their work schedule.

Scope and Delimitations

The scope of this study included only no licensed HSPs. They worked in
nonregulated positions in trauma centers in hospitals, nursing homes, medical centers, or
home settings in the United States with a minimum of 6 months or more of experience
working with older adult with mTBIs (post-injury). The study excluded licensed HSPs
who treated acute or severe TBI clients or young adults.

Limitations
I anticipated two predominant limitations of the study. I attempted to recruit HSPs

with at least 2-3 years of experience in providing care for older adults with TBI in a
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setting such as a trauma center, hospital, nursing home, or family setting. They were
difficult to obtain because the COVID-19 pandemic interfered with face-to-face
interviewing, and the participants connected by email or telephone.

Significance

The study results provided insights into HSPs’ process for helping older adults
with mTBI and uncovered what may be a practice model for providing person-centered
care. This research filled a gap in the literature by exploring HSPs’ perceptions and
practice of person-centered care and quality care (Tiilikainen et al., 2019). HSPs have
suggested a model for person-centered care treatment for persons with TBI that improved
the QOL (Tiilikainen et al., 2019). Burke et al. (2017) explained that HSPs are clinical
evaluators who decide what care older adults need, even when no patient information is
available. Therefore, HSPs used in this study’s findings unearthed methods that improve
the quality of care provided to older adults with mTBI.

HSPs are under constant pressure to perform and be accountable for making
effective patient decisions. In this study, I explored the perceptions of HSPs related to
delivering better practices for person-centered care and quality care for persons over 65
years with mTBI. The findings provide a roadmap for HSPs to understand the importance
of person-centered care in helping older adults with mTBI experience self-reliance. The
study’s findings may lead to positive social change by addressing the decline in the
quality of life that older persons with TBI experience and remedies in three primary

ways.
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Summary

The prevalence of mTBI and its associated psychiatric effects among older adults
presented a significant challenge for the healthcare industry. Effective and supportive
treatment is necessary to improve the older adult’s QOL, particularly regarding basic
needs such as food, listening, companionship, and the negative social implications of
mTBI. HSPs serve a critical role in delivering quality and person-centered care among
the older adult population with mTBI. This qualitative exploration of HSPs’ perception of
person-centered care among the older adult with mTBI uncovered the challenges they
experience and what might improve in providing the quality of the service for patients.
The subsequent chapters further elaborate on the empirical literature regarding HSPs and
the implications of delivering quality care and person-centered care during the treatment

of mTBI among older adults.
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Chapter 2: Literature Review

I explored the beliefs and experiences of HSPs in providing quality person-
centered care when caring for older adults with mTBI. Recently, researchers have
emphasized the inefficient practices of HSPs (O’Hara et al., 2016), which have led to
unmet psychosocial needs and have, consequently, reduced the QOL in adults 65 years
and older (O’Hara et al., 2016). According to O’Hara et al. (2016), older adults
experienced psychological distress and depressive symptoms because of restraints in care
provisions that fail to accommodate physical health and to stimulate daytime activities.

According to Elmore (2019), meeting basic human needs is essential for person-
centered care and QOL (the lowest level in Maslow’s Hierarchy of Needs). Specific
findings of older adults with mTBI were rare as most study samples are aimed at young
adults (Hunt et al., 2019). Researchers have emphasized how HSPs experience
difficulties when providing quality care for persons over 65 diagnosed with mTBI (Hume
et al., 2021). Studies have failed to focus on older adults to ensure the collection of
adequate knowledge about preferred health service provisions (Hume et al., 2021). In this
chapter, I explore the relevant literature to understand HSPs’ practices related to the
theoretical concepts of QOL. The literature discussion centers around the following two
points: (a) current QOL practices for older adults with mTBI and (b) HSPs’ conceptions
of older adults’ QOL with mTBIL.

Literature Search Strategy
Based on this study’s conceptual model and practical considerations, I developed

a literature search strategy with exclusion and inclusion criteria that helped identify
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relevant articles and assisted in retrieving articles. I also used set protocols for abstract
review. The standard for inclusion was articles that addressed any aspect of older adults
with TBI or mTBI. These aspects included factors that reduced the QOL, the severity of
their diagnosis, focusing on mTBI and the impacts on the QOL. Considerations included
preliminary studies, meta-analysis reviews, and articles published before 2015, including
seminal works.

I conducted a literature search through online databases that included ProQuest,
EBSCO, Google Scholar, Cochrane, PsycInfo, PubMed, and Allied Health. Twenty-eight
keywords were used, including HSPs’ perceptions; human services, professional
practices; HSP roles; mature mTBI; complaints, inadequate care; self-reliance;
autonomy, QOL,; Traumatic Brain Injury, medical care, feelings, thoughts, and HSPs’
attitude. Websites of related organizations, such as those providing rehabilitation services
to older adults with TBI, were also reviewed.

Theoretical Foundation

Maslow developed a theory on the QOL and discussed humans’ inner nature
(Maslow, 1962; Maslow & Rouse, 2004). The QOL theory was selected as the optimal
framework for this study because I explored experiences that helped me find the best
practices through person-centered care and quality care and increased QOL (Ventegodt et
al., 2003a). Maslow’s theory includes the concept that older adults sustain their sense of

higher-order needs, including healthy social dynamics, self-esteem, and self-actualization

(Sirgy, 1986).
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Theories of Quality of Life

Maslow’s hierarchy of needs and QOL theory indicates five categories of human
needs: physiological, safety, belongingness, esteem, and self-actualization (Maslow,
1962; Rowe et al., 2019). A later work by Erik Erikson described a stage theory of
psychosocial stages of life development from early adolescence to changes as a function
of life events (Erikson, 1984). Further QOL theory applied to older adults corresponds to
Erikson’s later development of concepts of integrity versus despair (Rowan et al., 2020).
Ego integrity is the eighth stage of Erikson’s psychological stages of development.
According to Cherry (2021), integrity versus despair is the eighth and final stage of Erik
Erikson’s stage theory of psychosocial development. HSPs apply their understanding of
the final stage approach to caring for older patients. According to Cherry (2021), an older
person ruminates over life’s accomplishments determining if it is meaningful and
satisfying, which is an essential facet of HSPs” work. HSPs act as empowerment leaders
as they focus on maintaining the efficiency of the service level for older adults. The older
adult reflects on whether they feel fulfillment without regret, and this value refers to an
older adult having integrity (Cherry, 2021). Despair is the opposite of this phenomenon,
as the older person reflects on bitterness, depression, guilt, shame, or disappointment
when they tackle the problem of mortality (Cherry, 2021). Hence, when older adults feel
they contributed to the family, work, mentoring, and the communityj, it is easier for them
to confront the deaths of others during their professional life and gain wisdom during
earlier periods of life (Cherry, 2021). When the older adult with mTBI exhibits despair,

the QOL can improve when the older person builds social support by participating in
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community groups or organizations, exploring newly pleasurable experiences, and
engaging in spirituality. By enhancing the older adult’s QOL, the older person can self-
actualize feelings (Maslow, 1963).

According to Ejim (2020), Erikson’s (1982) eighth stage of psychosocial
development filled an existing gap in gerontology by providing current information about
aging. Erikson’s research utilized his psychosocial development theory (1982, 1997) to
examine the perceptions of aging in late life from a psychosocial developmental
perspective, implying that development corresponds to the hierarchy of needs (Ejim,
2020). Erikson’s theory (1982) contributed to the current literature, given the limited
representation of aging experiences on ego integrity versus despair (Ejim, 2020). The
psychosocial developmental framework states that perceptions are aspects of the older
adult’s identity that drive choices and meaning making and enable them to resolve the
developmental crisis associated with aging (Ejim, 2020). According to Erikson (1984),
Georg and Dixon (2018), and Jose and Cherayi (2017), the eighth stage of development
also brings resolution of the developmental crises. In the context of Maslow’s QOL
theory, by applying the integrity versus despair stage, Rowan et al. (2020) described how
older adults often reflect on experiences in life; when the older adults experience genuine
satisfaction, they experience self-actualization. Quality of life theory is related to an older
adult’s life experiences and attributes, including well-being, satisfaction with life,
happiness, meaning in life, realizing life’s potential, and fulfilling needs (McLeod, 2020).
As well, there are more objective factors related to physiological and psychological

needs: (a) physiological satisfaction which includes food and clothing, (b) safety, which
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includes a secure home and job security, love and belonging needs including friendship,
(c) esteem, and (d) self-actualization, which fulfills societal norms (McLeod, 2020).

Quality of life in post-concussion management in older mTBI adults did not
compare to well-studied younger populations, and the practice guidelines have not
applied to older adults (McMaster, 2018). McMaster inferred that people need to feel
connected, whether volunteering or participating in social activities (McMaster, 2018).
Older adults’ social priorities and needs change because of health problems, mobility
challenges, and sharing social networks, contributing to loneliness and social isolation
(McMaster, 2018). Subsequently, HSPs’ interactions with older adults require
acknowledging the loss of their social network and empathy for the health challenges
they confront (McMaster, 2018). There are also ongoing self-esteem needs; if the older
adults feels pleased about their support, they feel good about themselves (Cherry, 2021).
Tan et al.’s (2017) study documented that self-esteem and social support mediated the
relationship between extroversion and happiness effects as equally important. Results
showed that extraversion, self-esteem, and social support were significantly associated
with happiness derived from friends and family. The high social support, in turn,
enhanced feelings of being happy and shed light on the effects of self-esteem and social
support, including the impact of indirect effects (Tan et al., 2017). Alternatively, older
adults felt loss and had regrets, and emotions alternated between a comfortable QOL or
regret at any stage of life due to different life events (Rowan et al., 2020).

According to Ventegodt et al. (2003b), Maslow’s theory aimed to improve QOL

through healing from a holistic perspective. The holistic process theory explained how
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healing occurred: it began with the person in a state of consciousness opposite to the state
of crisis (Ventegodt et al., 2003a). The state of consciousness is the level of awareness of
the individuals, and the state of emergency indicates the unstable condition that adversely
affects individuals. The patient enters the holistic form of healing when agreeing with the
physician that there is a perspective to life, a safe environment, a will to live and heal,
and trust to go forward. The patient and physician acknowledge awareness, mutual
respect, and caring. They accept going forward and let go of adverse decisions to restore
the QOL, health, and functionality that are not possible (Ventegodt et al., 2003a).

The application of QOL theory to this study relates to the HSPs role and
responsibilities in their professional work. Despite visual and textual analysis that
indicate that self-reflection is vital to achieving QOL, there is still the issue of HSP
delivering services to older adults. HSPs have a role in supporting older adult with
mTBISs to get their basic needs, including the following: (a) well-being; (b) satisfaction
with life; (c) happiness; (d) meaning in life. However, there were still issues and concerns
for HSPs in providing services that contribute to positive QOL care (Griffin et al., 2017).
During frustrating times, HSPs regard older adults as a burden for person-centered care
(Griffin et al., 2017). Older mBTTI adults remain in flux due to their injury and
experienced depression and stress (Mushta et al., 2017; Scheenen et al., 2017; Walter et
al., 2020). For example, HSPs effectively offered older adults more time, so they
collected their thoughts and responded. However, HSPs need additional education to
work with these clients and learn how to help cope with stressors (Scheenen et al., 2017).

Scheenen et al. (2017) reminded all service providers of their initial mission to help
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survivors of mTBI with functional outcomes toward self-reliance contributing to QOL
(Rigon, 2017). Older adults had different identities associated with generational ideas of
gender roles (Mollayeva et al., 2018) and other identities, so more strategies had to be
explored to ensure that quality individualized person-centered care occurs and QOL
increases.

Literature Review Related to Key Concepts

Introduction

The National Institute of Neurological Disorders and Stroke (NINDS, n.d.)
informed that TBI is a form of acquired brain injury that occurs when a sudden trauma
causes damage to the brain. TBI results when the head suddenly and violently hits an
object or when an object pierces the skull and enters brain tissue (NINDS. n.d.).
According to the Center for Disease Control (CDC) (2021), the brain bounces around or
gets twisted in the skull. As a result, chemical brain changes stretch and damage brain
cells. The CDC (2021) publication outlined that brain changes affect how people think,
learn, feel, act, and sleep. TBI-related in-hospital mortality was higher among older
adults and adults than children (Siman-Tov, 2016). There have also been ongoing
discussions about people 65 years or older with mTBI as they presented a significant
health concern (Bodner et al., 2019). Studying older adults was essential for
understanding the mechanisms of TBI, the pathological outcomes of TBI, and the

sampling population for testing therapeutic interventions (Bodner et al., 2019).
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Common TBI Terminology

Siman-Tov (2016) informed that age-specific TBI occurred the most among older
adults resulting in mild or moderate (mTBI), severe and critical injuries. Severe TBI
includes cerebral contusions and lacerations, cerebral hypoxia, chronic traumatic
encephalopathy, intracranial hematoma, severe TBI, and effects on the endocrine system
(The U. S. Library of Medicine, n.d.). Mild traumatic brain injury resulted from blunt
trauma, acceleration, or deceleration forces and was a significant public health concern.
In the United States, mTBI occurs in 1.6 to 3.8 million cases annually (The U. S. Library
of Medicine, n.d.). TBI is moderate when a person has been unconscious for more than
30 minutes and up to 24 hours (The U. S. Library of Medicine, n.d.). Therefore, the
treatment regime for TBI has varied according to severity.
Symptomology

Some of the primary signs of a Traumatic Brain Injury are sensory issues. They
included blurred vision, hearing problems such as ringing in the ears, bad taste in the
mouth, loss of consciousness, speech problems, nausea or vomiting, headaches, fatigue,
drowsiness, sleep disorders, and loss of balance (NIH, 2020). The US National Library of
Medicine (n.d.) informed us there were additional traits. They included the dilation of
pupils, loss of coordination, convulsion, double vision, inability to smell, and sensitivity
to light or sound. Sometimes conditions worsen, such as somatic, emotional, and
cognitive symptoms influenced by various psychosocial factors (Katz et al., 2015).
Hence, when an individual experiences TBI, they are checked for learning, memory,

concentration, and problem-solving to identify the effects of an mTBI or concussion
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(CDC, n.d.). Sometimes the injury failed to display neuropsychological or neurocognitive
testing. Still, a CT scan helped determine mTBI or concussion to ensure the patient did
not bleed on the brain after head or brain injury (CDC, n.d.).
Diagnosis

The CDC concluded that more research was necessary to understand mTBI
incidences, risk factors, and strategies for reducing and improving mTBI outcomes.
Estimates of under-reporting cases of mTBI have been attributed to the many individuals
who sustained an mTBI that never sought medical treatment (Bodner et al., 2019).

Katz et al. (2015) research initiatives suggested an understanding that the
pathological and mechanical changes of mTBI get reported in pre-clinical models and
research findings from the diagnosis of mTBI in practice but had an inconsistent criterion
that relied more on the self- symptoms. Therefore, it was problematic to obtain an
accurate diagnosis and define mTBI and its clinical consequences (Katz et al., 2015).
Diagnosis relied on clinical criteria regarding the depth and duration of impaired
consciousness and amnesia that later evolved in months and years (Katz et al., 2015).
Prognosis

Most brain injuries recover within the first six months to a year after trauma.
According to Sbordone’s (1994) study, a patient’s functioning following severe
Traumatic Brain Injury occurs for up to ten years post-injury (Braininjury.com, 2021).
The long-term prognosis also considered the possibility of dementia, Parkinson’s disease,
and Alzheimer’s disease. The discussion viewed cases including (a) dementia: In

assessing 160,000 trauma patients, mTBI adults over 65 years were associated with an
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increase in dementia and were at risk in five to seven years (IFL Science, n.d.). (b)
Parkinson’s disease: Gardner et al. (2018) assessed mTBI patients for Parkinson’s
disease, and 56% were at risk, especially military veterans. (¢) Alzheimer’s disease:
Hayes et al. (2017) evaluated Alzheimer’s disease for patients with mTBI and determined
that high genetic risk showed reduced cortical thinning as a function of injury and
vulnerable regions of the brain among males with mTBIL

QOL of life for an older adult is essential in evaluating a person’s prognosis for
quality improvement and allocating health and social care services (van Leeuwen et al.,
2019). In his QOL theory, Maslow proposed a systemic overview of what adults need,
but older adults’ individual opinions were missing from the plan (van Leeuwen et al.,
2019, Valtoria et al., 2018). In his theory of self-actualization, Maslow encouraged older
adults to become healthy and attain a better QOL by continually finding a meaning in life
that is important to them (Tripathi & Moakumla, 2018). Hence, to help support a positive
outcome, HSPs had to listen to older adults’ feedback and follow up according to the
person’s needs.

The QOL theory is an all-encompassing concept of an individual’s expectations
and experiences (Tripathi & Moakumla, 2018). HSPs know that an older adult was
experiencing trauma and needed assurance that the older adult felt cared for (Tiilikainen
et al., 2019). HSPs did not always treat older adults as autonomous people who needed to
have discussions and negotiate their care (Rai et al., 2018; Tiilikainen et al., 2019), used
the QOL theory, which helped HSPs consider the needs of the older adult. To help

support a positive health outcome, knowing what older adult with mTBIs wanted was
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necessary to align care and service goals to all expectations, from basic needs to self-
actualization (van Leeuwen et al., 2019).

Application of QOL to Older Adults

QOL theory users had a frame of reference that considered working with older
adults with mTBI. In a synthesis of forty-eight studies by van Leeuwen et al. (2019),
QOL was divided into nine different domains as follows:

1. Health perceptions — determined whether the older adult with mTBI felt
healthy compared to their prior health status and not restricted by health
concerns.

2. Autonomy — determined whether the older adult with mTBI felt independent,
not a burden to others, but had a sense of self-control, and retained their
dignity.

3. Role and activity — whether the older adult with mTBI felt confident that they
had control over their time, kept busy, conducted valuable activities, stayed
connected, and helped others.

4. Relationships — Considerations is whether the older adult with mTBI retained
valued relationships with friends and family by experiencing a sense of
belonging and intimacy while they still wanted to support others.

5. Attitude and adaptation — whether they were positive, accepting, and open to
changing standards if deterioration occurred.

6. Emotional comfort — not feeling lonely, isolated, or troubled by previous

experiences.
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7. Spirituality — found fulfillment in their quest for meaning, faith, and religious

activities.

8. Home and neighborhood — felt safe, provided privacy and comfort, and lived

at home if possible.

9. Financial security — felt comfortable self-sustaining and had the freedom to do

what the older adult with mTBI wanted.

Older adults explained QOL as a dynamic web of domains that strongly interacted
and partly overlapped. Because Maslow defined the hierarchy of higher-order needs for
most of the members of a given society in the QOL theory, the emphasis has been on how
older adults with mTBI. They shared how to satisfy their higher-order needs at home and
in an institutional setting such as a nursing home, hospital, or medical center.

HSPs delivering services to older adult with mTBIs had distinct roles in caring.
HSPs provided for the physical or cognitive needs of the older adult. The risk is that
HSPs failed to obtain sufficient assistance for older adults, leaving them with unmet
needs (Chen et al., 2018).

Studying HSPs Supporting Older Adults with Mild Traumatic Brain Injury

The National Institute of Neurological Disorders and Stroke (NINDS) reported
Hunt et al.’s (2019) research that suggested harmful after-effects of TBI were often due
to HSP practices that needed improvement. Improved practices are needed to include
older adult quality care, including missing Person-centered care elements (Tulsky &
Kisala, 2019). According to Kruithof et al. (2018), failure to give attention to a patient

has led to a lower quality of care and reduced QOL for an older adult with mTBI. For
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example, older adults with mTBI experience memory loss. Sundel and Sundel (2018)
suggested techniques from behavioral and cognitive principles (p. 4) that were helpful,
such as accepting negative cognitions, being nonjudgmental to promote problem-solving
(pp. 4-5), and creating better relations between the HSPs and the older adult with mTBI
are helpful. Competence and innovation were essential elements in QOL care and
knowing health tactics made a difference. According to van der Naalt et al. (2017), mTBI
accounted for most cases of TBI, and many patients showed incomplete long-term
functional recovery. Hence, tactics to reduce risks included a re-evaluation every six
months to determine an older adult’s emotional distress and how they were coping after
the initial injury. Van der Naalt et al. (2017) assessed 910 patients with mTBI, and two-
thirds fully recovered. Therefore, the best tactics for evaluating psychological factors
such as emotional distress and maladaptive coping experienced after an injury are
essential (Sundel and Sundel, 2018).

Challenges for HSPs Providing Care

Whether HSPs serve older adults with TBI in the hospital, at home, or in a
nursing home, they consistently experience stressful work-related conditions that, in turn,
affect the care of older adult with mTBIs (Kanno & Giddings, 2017). Evidence of their
work-related stress was derived from the psychometric testing of 947 HSPs using the
Malach Burnout Inventory-Human Services Survey (Garcia et al., 2019). A systematic
meta-review of the literature by Batista et al. (2019) highlighted the poor infrastructure in
many workplaces. They determined there was a consensus by experts in that field that

poor infrastructure in care facilities contributed to inadequate management policies and



26
practice guidance for older adults’ pain and anxiety relief, which automatically decreased
an older adult’s QOL (Baptista et al., 2019)

HSPs compromised best practices when the burden of care in helping older adults
was evident in reduced care found in fifty-one out of sixty-two studies when patient
outcomes were not satisfactory and the other few studies associated positive support for
older adults (Baker et al., 2017). Thus, person-centered care QOL practices have been
insufficient overall. Current practices failed to address retaining HSPs to provide
complex care needs to older adults (Baker et al., 2017). According to Dreher et al., 2019;
Kanno & Giddings, 2017; Schwartkopf et al. (2017), HSPs have not received adequate
training for self-care skills.

Holistic Person-Centered Care

Individual differences in the status of older adult with mTBIs were one reason for
needing holistic, person-centered care (Maggio et al., 2019). Traumatic Brain Injury
causes deficits in attention, memory, affectivity, behavior, planning, and executive
dysfunctions, significantly impacting the QOL of the patient and their family (Maggio et
al., 2019). Older adults with mTBI experienced cognitive and behavioral impairment, so
it was recommended that they should participate in cognitive and motor rehabilitation
programs to improve functional outcomes and QOL (Maggio et al., 2019).

Brain impairment was visible in various evaluations. They included a
neuropsychiatric evaluation, clinical imaging, genetic factors, electrophysiological
assessment, neuropsychological assessment, and biomarkers (Silver et al., 2019). The

impairments for older adult mTBI were issues of consciousness, neurocognitive
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disorders, awareness of deficits, social cognition, and neurodegenerative dementia.
Evaluations for mTBI also included emotional or behavioral well-being assessment and a
history of psychiatric disorders (e.g., sleep disturbance and fatigue, post-traumatic
headaches, dizziness, imbalance, and vestibular dysfunction with persistent symptoms).
However, only when the older adult with mTBI healed feedback was given to HSPs
supporting them. The ongoing care has been complex and needed considerable time,
resources, and skilled HSP that genuinely supports Person-centered care.

Basic Needs for QOL

Older adults with mTBI who experienced a fall, stroke, car accident, or another
incident were most prone to neurodegenerative diseases—specifically Alzheimer’s
disease, Parkinson’s disease, and amyotrophic lateral sclerosis.

An older adult’s lifestyle changes how they experience social connection and
healing (Gardner & Yaffe, 2015). Older adults often want to live at home to feel safe and
secure in familiar surroundings (van Leeuwen et al., 2019). Thus, the person’s residence
and neighborhood added to an older adult’s experience of feeling safe at home, where
there was privacy, comfort, and safety. According to Elmore (2019) and Hunt et al.
(2019) meeting basic human needs has been essential for older adults wanting a high
QOL; however, findings often reflected that study samples aimed at younger adults (Hunt
et al., 2019), not the older adult. The key research question was: how do HSPs perceive
patient-inclusive and quality care for older adult patients with mTBI? Because QOL
research provided little information on older adults with mTBI, in this chapter, I explored

relevant literature to understand why older adults agreed with the care from HSPs.
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Nguyen et al. (2016) stated that process measures derived from understanding

how the origin of TBI epidemiology shaped public health policy, implementing
prevention strategies, and justified the distribution of resources toward research,
education, and rehabilitation of TBI. Nguyen et al. (2016) claimed there were no current
systematic reviews of population-based studies of older adults. However, Keelan et al.
(2019) reviewed 349 participants with age, sex, and country variations and informed that
mTBI is the most studied among these groups. Despite this, studies on older adults with
mTBI have not been well-reviewed in current literature, making it challenging to report
on neuro-epidemiological studies. Considering post-TBI, Bridges et al. (2019) specified a
need for improved care delivery by HSPs, by giving more attention to structural and
process measures. Structural factors included the care available for mTBI patients, and its
successes were essential for the study (Keelan et al., 2019). According to Li et al. (2020),
the QOL questionnaire focused on how an adult’s age and gender impacted TBI sleep
disturbances and the effects of post-TBI disorder on an older adult’s overall QOL. The
researcher confirmed a higher prevalence of obstructive sleep apnea, insomnia, and
daytime sleepiness in mTBI than in older adults’ control (Li et al., 2020). Because QOL
research has less information on older adults with mTBI, in this chapter, I explored
relevant literature to understand why older adults agreed or disagreed with HSPs’ care.
The literature focused on (a) impairments, (b) QOL practices for older adults with mTBI,
and (c) researched HSPs’ perceptions of QOL and the psychosocial elements that either
worked or needed improvement to meet the needs of older adult with mTBIs.

HSP Arguments
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Jamieson et al. (2020), Walker et al. (2017), and Petriwskyj (2018) refuted that an
older adult’s opinion did not matter even when an acquired brain injury occurred because
it often reduced their communication ability. The rationale was related to several issues.
First, older adults have decreased interactions because of cognitive difficulties needed to
communicate (Jamieson et al., 2020). Second, HSPs’ reports validated that an older adult
experienced the psychosocial outcome of post-TBI depression. The persistence of
symptoms led to difficulty returning to life pre-injury, so healing was necessary to
communicate effectively. Third, Walker et al. (2017) and Petriwsky;j (2018) described
visual mature adult images that portrayed adults with persistent mTBI symptom:s,
including mood swings that affected the QOL (Walker et al., 2017) and caused
difficulties in communicating. Adult TBI service members and older adults with TBI
were associated with an image of support lost, identity transition, cultural metaphors, and
existential reflections (Walker et al., 2017). Fourth, head injury increases dementia and
Alzheimer’s disease risks in many older adults (Li et al., 2017). Thus, older adults with
mTBI have a distorted sense of self, so support from HSPs was essential in TBI recovery.
Biological Needs

According to Mollayeva et al. (2018), the transition from an injury event to
disability in TBI was affected by many factors, including attitudes at local, family, and
societal levels, economic deprivation, and endorsement of civil rights legislation.
Biological needs explored communication issues, symptoms, psychological decline,
diseases, gender identity, sexual orientation needs, and socioeconomic factors.

Communication Issues
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Whether they expressed themselves in mask-making, nonverbal communication,
or oral expressions, the mTBI older person often had a conflicted image of themselves
(Levert et al., 2017). Medical students validated that the conflicted sense of self was real.
The medical students experimented with mask-making and discovered that the activity
helped identity formation and wellness by providing an explanatory narrative (Shapiro et
al., 2018). The medical students used visual and textual analysis techniques that
promoted self-reflection and self-care regarding personal and professional development.
Therefore, the masks expressed an mTBI older person’s thinking about the following: (a)
well-being; (b) satisfaction with life; (c) happiness; (d) meaning in life, and other factors
which fulfill societal norms (Shapiro et al., 2018).

According to Scheenen et al. (2017), HSPs recognized that older adults’ well-
being was possible by listening to responses, reflecting on memory loss, lethargy, or
losing balance. Scheenen et al. (2017) and van der Naalt et al. (2017) pointed out that
communication deficits were psychological stressors when older adults had no coping
strategies and were isolated from receiving patient-inclusive care.

Symptoms

All older adults with mTBI displayed lower cognitive functioning, anxiety, and
depression. Typically, cognitive dysfunction resolved in three months post-injury;
however, half of the individuals with a single mTBI demonstrated long-term cognitive
impairment (Friesen et al., 2019). According to Theadom et al. (2016), HSPs often failed
to check whether the older adult with TBI had any pre-existing conditions that

contributed to causing symptoms of anxiety and depression. Walter et al. (2020), Mushta
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et al. (2017), and Dahdah et al. (2016) emphasized the importance of increasing
sensitivity to pre-existing conditions. Walter et al. (2020) and Mushta et al. (2017)
showed how pre-existing medical conditions were associated with lower functional and
cognitive outcomes for TBI patients. Screening patients for pre-existing medical
conditions using multidisciplinary TBI rehabilitation teams meant more aggressive
treatments or greater length of stay, depending on conditions like cardiovascular risk
factors, low cognitive functioning, anxiety levels, and depression. HSPs failed to ask or
check whether the older adult with mTBI had pre-existing conditions (e.g., hypertension,
coronary artery disease, diabetes mellitus, smoking, alcohol intake).

Psychological Decline

Even if these conditions are known for an older adult with mTBI, HSPs do not
report on an older adult’s psychological well-being and progressive functional decline
(Dahdah et al., 2016). As a result, when HSPs or other professionals review information
about the older adult rapidly declining, responses remain inefficient or uninformative
(Dahdah et al., 2016). Thus, asking HSPs how they coped with older adults’ desires,
values, family situations, social circumstances, and lifestyles (Health Innovation
Network, 2017) provided some helpful insights.
Impairments and Diseases

TBI causes deficits in attention, memory, affectivity, behavior, planning, and
executive functions, significantly impacting QOL for the patient and their family
(Maggio et al., 2019). Older adults with mTBI experienced cognitive and behavioral

impairment; thus, there was an expectation that the older adult participating in cognitive
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and motor rehabilitation programs improved functional outcomes and QOL (Maggio et
al., 2019). Assessing impairments of older mTBI adults included a review of
neuropsychiatric evaluations, clinical imaging, genetic factors, electrophysiological
assessment, neuropsychological assessment, and biomarkers (Silver et al., 2019). The
study considered the neuropsychiatric aspects of mTBI, such as disorders of
consciousness, neurocognitive disorders, awareness of deficits, social cognition, and
neurodegenerative dementia. Evaluations of mTBI also examined emotional or
behavioral well-being and the history of psychiatric disorders (Silver et al., 2019). Only
when the older adult with mTBI healed was their feedback to HSPs supporting them.

An older adult with mTBI experienced problematic communication when an HSP
was unsupportive in delivering the basic needs of the older person when communication
deficits were present (Gravina et al., 2018). If the mTBI of an older adult’s symptoms
persisted, the altered brain automatically initiated the defense system (Li et al., 2017).
The head injury led to dementia with a 50% to 60% probability of Parkinson’s or
Alzheimer’s disease (Li et al., 2017). According to Li et al. (2017), from thirty-two
observational studies of more than two million individuals, 13,000 older adults
experienced dementia and a 51% increase in incidence, with 8,000 experiencing
Alzheimer’s disease with an increased risk factor of 63% dementia. Li et al. (2017)
published evidence that head injury led to neurodegenerative diseases. Future studies may
clarify the cause-and-effect relationship between head injuries, dementia, Parkinson’s,
and Alzheimer’s disease.

Risk of Dementia



33

According to Zhang et al. (2020), HSPs focusing on older adults with mild
cognitive impairment viewed the impairment as a typical transition for aging. According
to MacQueen (2016), communication for a mature aging adult declined due to the
following: (a) mind/body disconnect; (b) disconnect with pre-injury identity; (c) social
disconnect; (d) emotional sequelae; (e) internal and external resources; (f) reconstruction
of self-identity; (g) reconstruction of a place in the world, and (h) reconstruction of
personhood. Researchers on older adults with mTBI consistently demonstrated that older
adults have a changed sense of personal identity, which is evident throughout the
experience of recovery and outcome (Arnould et al., 2016). The disturbances of an older
adult’s identity disturbances are related to unwelcome consequences of brain
functionality, HSPs distress, and social reintegration (Arnould et al., 2016). Decreased
executive functioning was the early sign of dementia (Zhang et al., 2020). However,
according to Zhang et al. (2020), HSPs often lacked sensitivity towards an older person
with or without symptoms of dementia (Zhang et al., 2020), although it is unclear why
the insensitivity occurred.
Disease Risks: Alzheimer’s, Parkinson’s, Chronic Traumatic Encephalopathy

Soja et al. (2019) informed that numerous aging challenges were present, and
risks were reduced by encouraging healthy strategies for older adults that leaned more
towards sensitivity to the older adult. According to Milos and Ikonomovic (2020), HSPs’
knowledge correlated to sensitivity expertise. HSP knew enough about the older adult’s

state of health, but no evidence-based research was available to back up the possibilities.

Milos and Ikonomovic (2020), Collins et al. (2020), Stopa et al. (2019), and Crane et al.
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(2016) believed that the risk factor for dementia was likely when the pathological
features characterized an accumulation of pathological protein aggregates, which led to
Alzheimer’s disease, chronic traumatic encephalopathy, and Parkinson’s disease.
Gender Identity: Pain Levels

The effects of biological sex and gender represented an amalgamation of social,
physical, cultural, and behavioral elements more minor in TBI research and practice
(Mollayeva et al., 2018). According to Turkstra et al. (2020), gender differences impact
older adults’ identity and levels of depression. Males displayed higher levels of
depression and pain, with an elevated presence of insomnia (Li et al., 2020; Turkstra et
al., 2020). Males also experienced more risks of obstructive sleep apnea, insomnia, and
daytime sleepiness (Turkstra et al., 2020). Li et al. (2020) pointed out that gender
differences also correlated with pain levels and the occurrence of post-TBI sleep
disturbances. According to Ho et al. (2016), elevated chronic disease burden caused older
adults to experience daily pain, which reduced their QOL with decreased engagement in
social and recreational activities and an increased risk of falls resulting in mTBI. Ho et al.
(2016) informed that women’s pain threshold and pain tolerance were lower than men’s,
and they had more robust responses to analgesics than men. It is unclear whether the
well-documented differences in pain reports among women and men are biology-based
(sex) or shaped by social and cultural expectations (gender; Ho et al., 2016). Therefore,
by collecting mTBI data on both older men and women, HSPs provided information on
how the different genders engaged in health-promoting behavior and the impacts on

QOL. According to Li et al. (2020), another contributing factor to low QOL for older
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men and women with mTBI corresponded to obstructive sleep apnea and insomnia.
Disrupted sleep was common after TBI, particularly in the inpatient rehabilitation setting,
so participation in therapy among the sexes varied (Makley et al., 2020). Gardner et al.
(2018) informed that decreased health in older mTBI corresponded with ineffective
management decisions that supported older adults.

Sexual Orientation Needs

The faculty of Human Sciences, Department of Sexology, at the University of
Quebec in Montreal, Canada, indicated the LGBTQI+ recognition of multiple health
inequities in older adults’ experiences, including mobilization and stigmatization of their
orientation when known. Older adults often felt less worthy (Dorsen & Van Devanter,
2016; Levert et al., 2017). Moreno et al. (2018) stated that older adults had difficulties
resuming daily activities after mTBI, such as returning to meaningful relationships in the
community. According to Moreno et al. (2018), older adults played down inequities
regarding sexual orientation to avoid bias in obtaining support from the HSPs. Therefore,
HSPs informed their awareness if older adults with mTBI experienced less satisfaction
and happiness in their life as it necessitated hiding their sexual orientation.
Socio-Emotional Needs: Trusting Scenarios, Social Needs in Nursing Homes,
Hospitals, and Home Care

Siman-Tov et al. (2016) explained that TBI older adults experience more
admission to hospitalization, lasting at least two weeks or more, and get discharged to
rehabilitation (Paredes et al., 2021). Older adults utilized more hospital resources, even

though intervention programs did not have adequately designed support for older adult
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with mTBIs (Siman-Tov et al., 2016). Siebold et al. (2018) informed that during an older
adult’s hospitalization, in-home, or other rehabilitation treatment, they experience
loneliness, impacting their health, well-being, and longevity (Paredes et al., 2021).
Therefore, when I collected the data, I learned how older adult with mTBIs reduced
feelings of social isolation and distress related to an HSP providing care.

According to van Leeuwen et al. (2019), older adult with mTBIs need support
through a caring relationship. It may be bonding with their partner, children,
grandchildren, and HSPs to get love and affection that prevent loneliness and stress (van
Leeuwen et al., 2019). Xue et al. (2018) added that policymakers or executive directors
who managed and supported policymaking for older adult with mTBIs were able to make
practical policy recommendations. Management had the propensity also to increase older
adult with mTBIs’ higher-order needs by teaching them financial literacy or others to
meet their needs and experience the freedom to enjoy life and independence (van
Leeuwen et al., 2019).

The QOL for the older adult population residing in care homes and other settings
has recently become a critical issue given the aging population (Leung et al., 2017). HSPs
informed older adults to adapt to nursing home life or another setting, including
emotions, acceptance, and social and cultural factors (Wareing & Sethares, 2021).
Wilberforce et al. (2017) pointed out that HSPs in home and hospital settings are required
HSPs to take on diverse roles in negotiating older adults’ boundaries. According to
Wilberforce et al. (2017), training an HSP is problematic due to budget and time. Den

Ouden et al. (2017) informed that an HSP had trouble conducting daily activities
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independently, such as bathing and dressing an older adult. Therefore, when HSPs were
asked about their insight on when they have inadequate preparation in their training from
orientation or other and what they do in unfamiliar settings served as beneficial in
knowing how to perform the older adult with mTBI to obtain more benefits.

Douglas et al. (2020) developed a framework to support persons with cognitive
disabilities in making their own decisions across life domains, and it began with trust.
The La Trobe practice framework provided an evidence-based guide to help older adult
with mTBIs with cognitive skills and steps to trust (2020). Some measures included
knowing the person, identifying, and describing their decision, accounting for constraints,
seeking advocates, and others.

According to Douglas et al. (2020), the focus depended on the older adults’
personal decisions, coping patterns, confidence level, availability of consistent support,
knowledge, attention to communication, application of cases, and discussion (reflection).
According to Douglas and Bigby (2020), decision-making support started with a
devastating experience. Rowan et al. (2019) informed that an older person in the
emergency room often experiences cognitive and emotional issues. According to
Herrmann and Deatrick (2019), older adults described their emergency room experiences
and hospitalization as a division between themselves and HSPs supporting them. Thus, it
correlated to medical providers expressing doubt that the older adult was healing and
related the issue to the institutional culture, ethics climate, individual personal values,
experiences, and emotions that impacted their judgments and decisions (Dang et al.,

2019). Berberian et al. (2019) addressed the military culture and how service members
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verbally communicated their challenges to care providers, peers, and family regulating
emotions when experiencing cognitive, psychological, psychosocial, and physical
impairments. According to Berberian et al. (2019), the trauma event registered in the
older adult’s memory included emotional numbing and other ailments. Retelling
memories through pictorial and non-verbal iteration was shared—starting in the eighties,
not the nineties. The situation compared to older adults who had underlying memories
and emotions. Older adults with mTBI needed to explore how to soothe the problem and
gain improvements in their QOL.

Social Aspects of Self-Actualization for Older Adults with mTBIs

In the following sections, I explored the impacts on older adult with mTBIs
regarding autonomy, spirituality, internal conflicts, reaching self-actualization, and HSPs’
arguments.
Autonomy

According to Skaar et al. (2017), older adults value the ability to act
autonomously and have a resilient self-view. Jamieson et al. (2020) and van Leeuwen et
al. (2019) informed that self-managing older adults who are autonomous experience
dignity and do not feel limited or a burden to others. According to Gutierrez and Ochoa
(2017), their abilities were contingent on cultural and social factors and differences
across cultures. Therefore, when I collected the data on how HSPs perceive patient-
inclusive and quality care for older adult patients with mTBI I learned about Person-
centered care practices, regardless of cultural and social factors (van Leeuwen et al.,

2019). The situation of an older adult with mTBI drew the question of whether HSPs
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served the older adult’s interests by administering Person-centered care or were
influenced by other factors that negatively changed older adults’ habits. For example,
Maslow emphasized that an individual must have emotional comfort. An older adult does
not feel sad, depressed, lonely, isolated, or troubled by past experiences if supports were
in place. In other words, HSPs provided answers to what made older adult with mTBIs
reach their higher-order needs. The following discussion addressed the internal values of
self-actualizing from an older adult’s outlook. They included spiritual values, internal
conflicts, and what plateaus self-actualization to feel autonomous.

Spirituality

The investigation of spirituality is a means of self-actualizing (Jones et al., 2018).
When older adults experienced brain injury, the study determined that their QOL
decreased and was more punctuated (Jones et al., 2018a). In nine studies in the United
States, Canada, and the United Kingdom, spirituality was tied to many positive outcomes
following a TBI incident (Jones et al., 2018a). Post-traumatic growth and older adults
learn to cope psychologically, increased physical health, mental health, productivity, life
satisfaction, and functional independence (Jones et al., 2018a). Older adults reported that
spirituality meant having faith in God, a quest for meaning, self-development, awareness,
and involvement in religious activities or community, creating a sense of well-being
(Jones et al., 2018a). However, because there was limited research on spirituality
following TBI, HSPs provided information about what spirituality meant from their

experiences working with older adult with mTBIs. Thus, self-actualizing was not
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spirituality alone; it also considered that many older adults internalized conflict, and
information follows.

Older Adults’ Conflicted Sense of Self

Older adult survivors shared compelling narratives about losing control during
their hospital stays because HSPs dismissed their voices (Herrmann & Deatrick, 2019).
Older adults have lived experiences, and their voices are related to understanding their
identity, including sexual orientation and gender differences (Turkstra et al., 2020).
MacQueen (2016) and Turkstra et al. (2020) stated that older adult with mTBI survivors
enhanced their sense of self in the context of engagement, support adjustment, and
meaningful outcomes in rehabilitation. Therefore, older adults with social functioning
reduced long-term challenges, such as how power dynamics in their relationships affected
their role in the family, occupation, and other social groups, which threatened the
reconstruction of self-identity after mTBI (MacQueen, 2016).
Reaching Self-Actualization

When an older adult with mTBI self-actualized, HSPs observed what made the
difference to older adults feeling comfortable in their skin (van Leeuwen et al., 2019).
Community integration programs like art therapy elevated an older adult’s self-esteem
whether HSPs delivered services in the hospital, nursing home, medical center, or a home
environment. Subsequently, HSPs that met the older adults’ needs supported QOL
through productivity, maintenance, managerial or political, and adaptive facilities (Sirgy,
1986) using their practice-based experience and beliefs, which correlated with Maslow’s

QOL theory.
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Observables

Carr (2018) explained that the media is complicit in keeping images of older
adults’ suffering out of sight and have ignored the consequences of TBI or the needs that
older adults identify. Many older adults with TBI lived with the impacts of their earlier
experiences with minimal or no support. The effects of TBI, whether from a fall, car
accident, stroke, abuse, or another circumstance, brought an expectation of making
changes in health service delivery planning, mainly because the overall rate of TBI per
100,000 people was 95%. The most substantial number of incidences is in North America
(Dewan et al., 2018), derived from 75 million baby boomers born between 1946 and
1964 marching into old age (Carr, 2018).

Albrecht et al. (2016) suggested that society has ignored the growing rates of
depression and increased TBI incidences among older adults but recognized it was an
emotional problem. When older adults experienced TBI with loss of consciousness, there
was an increased risk for clinical and neuropathologic findings of Alzheimer’s disease,
Parkinson’s disease, and other dementias (Crane et al., 2016). Therefore, there was an
escalating concern for older adults' caretakers and HSPs associated with QOL (Carr,
2018). Gardner et al. (2018) stated that few geriatric specific TBI guidelines assisted with
complex management decisions because the under-representation of information helped
support an older adult with TBI. Simultaneously, many older adults failed to report their
feelings of sadness and depression because of embarrassment, fear of stigma, and an
expectation based on societal and historical factors (Carr, 2018). Therefore, it was helpful

to study the leading causes of disability that older adults experienced, whether from a
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blow to the head or other, and get HSPs’ opinions about what improvements were made
by caregivers to support older adults with mTBI experience QOL.

According to Abdelmalik et al. (2019), preventing further tissue damage from a
head blow is essential. The impact has caused changes on a cellular and molecular level,
including cellular swelling, loss of membrane gradients, the influx of immune and
inflammatory mediators, excitotoxic transmitter release, and changes in calcium
dynamics (Abdelmalik et al., 2019). Consequently, older adults with TBIs need support
to rehabilitate and manage their injuries’ severity and impacts to avoid intracranial
pressure (hypotension and hypoxia; Abdelmalik et al., 2019). Some injuries included
spine and spinal cord injuries, which occurred together. Therefore, the initial treatments
for TBI were to ensure airway protection, adequate breathing, oxygen, circulation, and
blood flow delivery to the brain (Abdelmalik et al., 2019). The older adult experiencing
mTBI did not initially make decisions except to give HSPs information when possible.

Mild Traumatic Brain Injury accounts for most cases of TBI, and many patients
showed incomplete long-term functional recovery (van der Naalt et al., 2017). According
to van der Naalt et al. (2017), data from 910 m (about 2985.56 ft) TBI patients were the
predictors for recovery. The older adult with mTBIs experienced emotional distress and
maladaptive coping after the injury, combined with pre-injury mental health problems,
education, and age. The following discussion addressed executive brain functioning,
internal processing changes, and residual disorder.

Managing Executive Function
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According to Maggio et al. (2019), TBI causes deficits in attention, memory,
affectivity, behavior, planning, and executive dysfunctions, significantly impacting QOL
for the patient and their family. Older adults with mTBI experienced cognitive and
behavioral impairment, so they participated in cognitive and motor rehabilitation
programs as a measure that improved functional outcomes and QOL (Maggio et al.,
2019). An older adult with mTBI received an assessment through several steps. Silver et
al. (2019) list evaluations as neuropsychiatric, clinical imaging, genetic factors,
electrophysiological, neuropsychological, and biomarkers. TBI disorders of
consciousness, neurocognitive disorders, awareness of deficits, social cognition, and
neurodegenerative dementia. The evaluations determined emotional or behavioral well-
being, including the history of psychiatric disorders, mood and anxiety, and somatic
disorders (e.g., sleep disturbance and fatigue, post-traumatic headaches, dizziness,
imbalance, and vestibular dysfunction with persistent symptoms) (Silver et al., 2019).
The older adult with mTBIs never fully recovered (van der Naalt et al., 2017), but healing
provided feedback to the supporting HSPs.
Processing Speed and Survival Bias

Gardner et al. (2018) indicated that older adults experienced survival bias with
slower processing speed. The authors implied that older adults’ memory capacity gets
overlooked when they respond too slowly, so HSPs report incorrect information about
their condition instead of taking time to interpret what the older adult meant (Gardner et
al., 2018). The study helped determine how HSPs evaluated what older adults meant,

including their timing, slower processing, or if another underlying condition needed
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additional testing. Levert et al. (2017) and Vas et al. (2016) reported that providing
memory training with advanced reasoning helped overcome memory issues for older
adults with mTBI. Cognitive therapy also improves psychological health by reducing
symptoms associated with depression and stress (Levert et al., 2017). The improvements
were evident in the older adults’ executive function processing, memory, cognitive
control, psychological health symptoms, integration into the community, and therapeutic
practices. All authors emphasized less the survivor’s functional outcomes and self-
reliance needed.

Post-traumatic stress disorder

According to Lamb et al. (2017), the precipitating factors for post-traumatic stress
disorder are the autonomic nervous system (ANS). The ANS mobilizes emotional
disruption for an older person and is perceived as a chronic threat. Lamb et al. (2017)
pointed out that an older adult’s defensive disposition changed favorably when socially
engaged.

Gardner et al. (2017) asserted that older adults’ episodic memory, attention,
working memory, and verbal semantic fluency were understudied and misunderstood. An
effort to evaluate older adults with mTBI included two studies. First, Gardener et al.
(2018) investigated the possibilities of an older adult’s memory with or without TBI, but
his investigation led to a dead end. Kovar (2019) analyzed the influence of virtual reality
using the Samsung Gear VR device after an older adult experienced a traumatic event,
and there were provable decreases in depression and stress. These researchers presented a

method to speed up therapy and reduce pharmaceutical use.
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Developments in Older Adult Care

The purpose of reviewing mTBI eldercare trends was to collect data on how HSPs
view development as improvements or hindrances. Developments in the older adult
population aging fast have affected care practices worldwide. According to the United
States Census Bureau (2020), the 65-and-older population grew by over a third (34.2% or
13,787,044) during the past decade. The growth rate was 3.2% (1,688,924) from 2018 to
2019. Several global events have impacted social care systems, such as extreme weather
events (heatwaves, cold waves), flooding, fires, the pandemic, workforce layoffs, people
living longer, and more (Curtis et al., 2017). According to Baudin et al. (2020), Swedish
municipalities explained how these changes worldwide increased the need for healthcare
services, and workable solutions even included welfare. Healthcare systems are evolving
for preparedness, and emergency response strategies call for action extending beyond the
emergency response services to include health and social care providers (Curtis et al.,
2017). According to Curtis et al., physical, institutional, and social infrastructures were
part of the complex care system. This review highlighted general conclusions relevant to
older adult with mTBIs, likely to be of international relevance. However, the focus was
on how HSPs perceived patient-inclusive and quality care for older adult patients with
mTBI. Therefore, researchers’ developments highlighted some issues in the United States
that impacted older adult with mTBIs, such as obstacles and support.
Defining HSPs’ Regulatory Practices

According to Kim (2017), “HSPs responded to the needs facing the elderly” (p.

xv), “as they have the appropriate skills to understand them and their lifeworld in a
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societal context” (p. 1). To understand regulatory practices, the World Health
Organization (2018) defined care expectations as practicing with continuity and having
an ongoing relationship, supporting the World Health Assembly Framework, including
policy, practice, advocacy, strategy, knowledge management, and capacity building. The
framework guided HSP practitioners to deliver care that best met health needs,
irrespective of country setting or development status. Therefore, researchers’ trends
confirmed whether HSPs adhered to the World Health Organization guidelines to
integrate people-centered health services for older adults with mTBI. The following
discussion is on HSPs’ relationships with older adults in rehabilitation and the associated
problems.

HSP’s Role in Rehabilitating older adult with mTBIs

The essential developmental findings that emerged in prior studies on HSPs
concluded that (a) Person-centered care required that an HSP has a holistic view of the
patient by knowing them well enough as an individual to customize their care together
with them; (b) HSPs who provided more active involvement in connecting with the older
adult and next of kin automatically reduced stress and led to a deeper understanding of
the older adult with mTBI’s situation; and (c) HSPs who worked with Person-centered
care also led to more coaching and support from supervisors or others (Even et al., 2019).
According to Even et al. (2019), there were implications in the study for both theories,
research, and the practice of Person-centered care approaches. Halarewicz (2020) pointed
out how older adults in healthcare with mTBI still required their hierarchal needs.

Therefore, a discussion on quality Person-centered care follows to clarify further.
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HSP’s Practice

According to Gravina et al. (2018) and Tiilikainen et al. (2019), the literature gap
confirmed that an HSP’s learning scope and attitude needed improvement. Gravina et al.
(2018) stated that enhancing care systems for older adults meant providing more
assessments. In other words, having available strategies for maximizing Personal
Management Systems led to safety measures and cost-effectiveness to help older
adults provide care to older adult with mTBIs when Person-centered care practices were
in place. Articles reviewed the structure and emphasized management analysis and a need
for re-designed systems, monitoring, or observing self or others (Gravina et al., 2018).
The training conducted by Gravina et al. resembled Behavior Skills Training but had no
reflection on how they achieved the following: (a) well-being; (b) satisfaction with life;
(c) happiness; (d) meaning in life; (e) relevance to birth order; (f) realization of life
potential, including (g) the fulfillment of needs; and (h) objective factors of functioning
that fulfilled QOL fitting into societal norms. Instead, the literature inferred that
improving practices derived from getting support from training supervisors and
management when reviewing established treatment packages, measuring interventions,
and providing clarity, such as using flow charts or supplementing online materials
(Gravina et al., 2018). Other recommendations included researching more pre-
intervention assessment tools and promoting best practices that sustained positive social
change (Gravina et al., 2018). The researchers in the literature failed to identify how

these practices were viable when the supervisors and management were absent, so
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psychosocial methods often used technology to act as supervisors and control because of
the inefficiency in knowledge practiced.

Hunt et al. (2019) investigated how TBI older adults perceived QOL after
attending healthcare. They found that older adults returned for hospital care after an
initial emergency visit worsened in rehabilitation. This information reaffirmed that a
complete diagnosis was necessary, which Caplain et al. (2017) failed to consider. Hunt et
al. (2019) stated that various instrumentation tests and research findings showed that no
single instrument determined TBI survivors’ opinions, like Captain et al.’s (2017) pilot
program that employed effective strategies. In other words, HSPs needed to learn how to
customize mTBI Person-centered care for older adults to deliver quality care (Caplain et
al., 2017). Gardner et al. (2018) added that Personal Management Systems should be
more age-inclusive, embracing predictive models for a growing older TBI population and
researching evidence-based management practices that effectively guide short or long-
term outcomes. Gardner et al. (2018) explained that age and TBI severity were not the
only markers in assisting the complex and urgent management issues in older adult care.
However, HSPs had to learn to view and identify barriers that supported older adults
when there were ineffective responses to treatment, insignificant measurements, and
inadequate research representation.

Burnout and Fatigue

Tomaselli et al. (2020) highlighted that person-centered care aimed to deliver

high-quality and safe healthcare, applying a relational-ethics perspective for all HSPs.

The framework required mutual respect, engagement, embodied knowledge,
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environment, and uncertainty—the most crucial fact related to older adult integration
within a social setting and community. Thus, the healthcare provider partnership and co-
creation of this healthcare plan contributed to QOL, safety, and cost-contained healthcare
delivery.

According to Newell (2017), older adult self-care should ideally involve
connecting with an HSP who supports and regulates care for the older adult with mTBI.
Based on the World Health Organization principles, HSPs delivered empathy and had a
deep concern for the person (Newell, 2017; Penn & Baartmans, 2018). According to
Dams-O’Connor et al. (2018), older adults with mTBI conveyed that HSPs are insincere,
provided ineffective communications, and have inadequate knowledge to give Person-
centered care. Gonzalez-Rodriguez et al. (2020) pointed out that HSPs experienced
indirect effects of trauma, which created emotional challenges when working with mTBI
survivors. HSPs experienced compassion fatigue (Cieslak et al., 2016; Gonzalez-
Rodriguez et al., 2020; Newell, 2017). HSPs demonstrated empathy, resilience, and self-
care toward older adults; they often failed to apply self-care practices for themselves and
overdid it because the stress was overwhelming (Newell, 2017).

Health Guidelines Issues

According to Kourkouta et al. (2015), older adults were less active daily,
frequently resulting in different psycho-social problems, including dementia, agitation,
anxiety, loneliness, social exclusion, and negativity. These problems led older adults to

psychological depression and had ill effects on their health (Kourkouta et al., 2015).
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Therefore, obtaining HSPs’ values on the psycho-social issues of older adult with mTBIs
means HSPs provided more understanding of QOL care beliefs and practices.
Leadership Mandates

According to Boscart et al. (2020), HSPs experienced a critical barrier when
following leadership mandates, making them inadequately prepared for their role.
Executives were inflexible to serve the changing populations and specific ethnic groups’
requirements because their preferences differed (Adekpedjou et al., 2018). HSPs
following Person-centered care practices and policies at their institutions followed
different management guidelines while working in unfamiliar settings. Subsequently,
older adults interacting with stressed HSPs or experiencing stress experienced reduced
self-esteem (Adekpedjou et al., 2018).
Abuse

HSPs worked with older adult with mTBIs for their brain injuries in nursing home
settings, hospitals, and older adult homes. Hence, the HSPs were an example of an HSP
that typically operated with the same structure, no matter who was running it. The facility
or agencies that hired HSPs had uniform ways of ensuring that health clients received
quality Person-centered care. According to Redjem and Marcon (2016), for years, these
establishments debated whether leading research informs policies worldwide for home
health agencies in the World Health Organization context. Historically, Home Health
Care dated its first appearance in the United States and France in the 1920s and was later
adopted by other countries worldwide (Redjem & Marcon, 2016). Although the objective

was to support older adults with care and instill QOL, abuse has been growing in these
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environments because abusive situations are less reported (Halarewicz, 2020). HSPs did
not always provide the best solution to support older adults because of growing abuse
concerns, even when harm reduction was a goal honoring the Person-centered care
approach (Nerenberg, 2019; Teaster & Hall, 2018). The discussion continued about
structural issues for older adult with mTBIs and increased attention to funding and
advances in legislation (Mollayeva et al., 2018). They included technology (clinical
decision making) and applied strategies—art therapy and the law.
Philosophy of Applied Health Strategies

HSPs used common strategies across specialties, including experimental
treatment for older adult with mTBIs and personal coping strategies such as obtaining
collegial counseling and interdisciplinary consensus-seeking. According to Rattray et al.
(2019), most HSPs frame decisions purely on an older adult’s medical needs instead of
fostering open-mindedness, so decision-making has not always been rational.

Tun et al. (2021) described the extra pressure on healthcare systems globally to
use technology for older adults regarding operational costs and resources. Applying the
Internet of Things (IoT) and wearable technology has been promising (Tun et al., 2021).
These technologies potentially have improved an older adult’s QOL while reducing strain
on healthcare systems by collecting data and introducing other technologies such as
robotics that have minimized the operational cost of healthcare systems (Tun et al.,
2021). Because technology affected HSPs’ usage to serve the older adult, Durodolu
(2016) provided information about the technology acceptance model, which has been

gaining popularity for understanding the relationship between humans and technology.
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HSPs have been learning to accept and use innovative technology, but there is still
resistance because of the failure to adopt modern technology and its application to real-
life situations (Durodolu, 2016). Suter et al. (2017) described quality practice changes for
older adults’ health status and how technology such as Alert software has helped monitor
health outcomes that prevented older adults’ admission to the emergency room or
hospitalization. The technique included wireless devices that monitor blood pressure,
oxygen saturation, weight, and hydration (Suter et al., 2017). The Alert technology has
automatically informed the staff to respond to abnormal changes (Suter et al., 2017).
Modern technology requires staff training to ensure the development of care pathways so
that medication administration complements checking the overall health status in assisted
living facilities (Suter et al., 2017). The technology has helped with efficiency but should
also include the payment model as an incentive for integrative care measures at
an organizational level and has been proactive for preventive health services (Holterman
et al., 2020). HSPs have been increasingly using mobile devices to support preventative
care.

Clinical decision-making and evidence-based practice that implemented
technology were helping to support older adults with mTBI. According to Curran et al.
(2019), the technology was under-utilized in hospitals and other workplace settings. The
rationale for not employing the technology stemmed from discouraging HSPs from
learning how to use the technology during work hours and the application costs, which
have prevented technological professional development (Curran et al., 2019). Current

technology that might support older adults with TBI is assisting older adult with mTBIs
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with eye-tracking and unsteady balance. Zanier et al. (2018) evaluated new virtual reality
technology and asserted that neuro-restorative strategies for therapeutic interventions
through eye-tracking prove technology’s effectiveness for mTBI. Zanier et al. (2018)
found that neurological changes, such as persistent neuroinflammation, counteracted
damage progression for older adults with mTBI. Zanier et al. (2018) stated that the
technology was not market-ready for smartphones and tablets to provide QOL care for
older adults with TBI. However, some HSPs have already been tapping into this
technology and becoming aware that it is becoming available soon.

The technology is advantageous for Person-centered care and QOL for older
adults with mTBI. Zhou et al. (2019) connected with telehealth systems or the
Technology Acceptance Model and argued that it could reinforce QOL care for older
adults with mTBI, especially for telehealth system developers, governments, investors,
and hospitals that have promoted the use of this technology for older adult patients.
Technology Acceptance Model is still in its infancy to develop an appropriate theoretical
model and test its advantages (Kamal et al., 2018). According to Gravina et al. (2018),
the common concern with the technology still have associated with the lack of precision
because the software has not yet implemented enough safety practices.

Art Therapy and Other Therapeutic Approaches

Open-minded strategies have supported older adults with mTBI, including art
therapy interventions to solve TBI-related neurorehabilitation and increased brain
plasticity (Kline, 2016). As in mask-making and other art-related activities, it reduced

psychosocial stressors, which have been critical to an older adult’s functioning. It has
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given insight into how HSPs delivery supported QOL. Art programs offer a treatment
plan for persons with TBI, including mask-making and artmaking (montage paintings,
printed images, clay, music therapy, animal-assisted therapy, medical and nursing care,
physical therapy, family therapy, and individual counseling; Berberian et al., 2019).
These creative arts therapies functioned as a change agent for military personnel. The
process applied to older adult with mTBIs matches military staff and older adults.
According to Jones et al. (2018b), they both experienced a challenge in reaching former
ways of thinking when restoring positive emotions and increased a sense of hopefulness
through artmaking. Walker et al. (2017) pointed out that artmaking aided older adults
with visual reflections of TBI and other underlying psychological health conditions.
Therefore, when older adults engage in artmaking and describe their physical and
psychological symptoms, it is related to their experiences (Kim et al., 2021). Berberian et
al. (2019) added that working with injured adults and integrative care honored visual
communication for traumatic experiences that cannot otherwise have been communicated
through verbal means alone. Thus, HSPs practicing creative art therapies have innovated
how older adults express themselves and improve QOL by supporting the quality of care
in innovative ways. According to MacQueen (2016), a brain injury impacts a person’s
sense of self and alters their sense of being in the world. Therefore, I collected data from
HSPs to identify how they provided person-centered care. Mask-making is a method in
art therapy that may help explain an older adult’s drive to perceive the meaning in life

and happiness as part of fulfilling societal norms (Maslow, 1962).
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According to Rickles (2018) and Stocchetti et al. (2017), other treatments for
mTBI in older adults were also influential. Cognitively engaging therapeutic techniques
strengthened and stimulated neural capacities (Rickles, 2018). Other possibilities have
included music therapy, physical therapy, cognitive therapy, or a combination of
interventions for positive neurobehavioral changes (Kline et al., 2016), depending on the
customized needs of the older adult with mTBI. “These encouraging findings serve as an
impetus for continued combination studies after TBI and ultimately for the development
of successful clinically relevant therapies” (Kline et al., 2016, p. 6). Therefore, the
following discussion evaluates whether older adult health guidelines for older adult with
mTBIs’ QOL were working.
Evaluating Applied Strategies to Health Guidelines

Management decision-making about health guidelines worked on the self-reports
of patient complaints, so QOL values associated with person-centered care helped
determine cognition for mTBI patients. In other words, management began with early
detection to identify who was at risk for developing post-concussion syndrome. The
relevant factors for prediction included: demographics (e.g., gender, marital status, school
enrollment) and identified pre-existing conditions (e.g., cerebral disease, neurological
problem, prior head injuries, psychiatric problems, major life stressors).
The following data considered injury from a motor vehicle collision.

1. The Glasgow Coma Scale assessed the loss of consciousness, post-traumatic
amnesia no greater than 20 minutes, post-injury nausea or memory problems, and

other identifiable injuries.
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2. Adults experiencing persistent symptoms sought compensation, but often there
was no identifiable information from HSPs to support an older adult with TBI.
Thus, whether an older adult with mTBI has experienced a motor vehicle
accident, a fall, or a stroke, it is vital to know whether management guidelines are in
place and have adhered to the World Health Organization values. Oyesanya et al. (2018)
investigated HSPs’ beliefs and preferences for caring for mild-to-severe TBI patients.
According to Oyesanya et al. (2018), HSPs delivering services to older adult with mTBIs
did not like treating them. Oyesanya et al. (2018) revealed that HSPs had inaccurate
beliefs about an older adult’s TBI recovery. Because TBI survivors relied on HSPs,
Oyesanya et al. (2018) also determined the necessity of developing educational and
training interventions specific to HSPs, ensuring that they had the facts about TBI to
clarify the HSP’s role concerning TBI older adults. Therefore, more information has been
available by collecting data from HSP practitioners.
McCulloch et al. (2020) contradicted Galgano et al. (2017) and asserted that there
were no management guidelines for older adults. According to Galgano et al. (2017),
customized options for mTBI’s circumstances did not apply even though experimental
strategies helped the survivor as no methods were available. McCulloch et al. (2020)
explained that some guidelines were in place. For example, McCulloch et al. (2020)
stated that clinical outcomes after mTBI were positive in older adults even with
prolonged symptoms (physical, cognitive, and psychological). Older adults gradually
resumed routine activities that avoided the risk of additional injuries because of some

guidelines. According to Stocchetti et al. (2017), it has been better to understand whether
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HSPs’ practices are effective even with burnout, fatigue, or other issues to prevent further
harm to older adult with mTBIs. According to Kourkouta et al. (2015), older adults were
less active daily, resulting in different psychosocial problems, such as dementia,
agitation, anxiety, loneliness, social exclusion, and negativity. These problems led them
to psychological depression with subsequent effects on their health (Kourkouta et al.,
2015). Therefore, obtaining HSPs’ values on the psychosocial issues of an mTBI survivor
helped them understand their QOL care beliefs.

Stocchetti et al. (2017) argued that management practices limited the intensive
unit by employing a medical-surgical approach to medical monitoring, imaging, and
brain recovery mechanisms. Stocchetti et al. (2017) informed that targeted recovery
through therapies and customized management strategies improved patient outcomes if
the older adult had severe TBI. There was no allusion to mTBI. I was considering that the
principal method supported severe TBI patients. Monitoring and customizing were the
same interventions applied to mTBI patients, so collecting data from HSPs clarified
further. Caplain et al. (2017) restated that in a pilot project focusing on patients with
mTBI, customization and employing a multidimensional approach was an excellent
approach to identifying predictive factors. The program demonstrated the necessity for a
comprehensive neuropsychological evaluation and identified early prognostic factors
following mTBI. Caplain et al. (2017) investigated mTBI patients eight to 21 days (about
three weeks) post-injury. They followed up for six months after a complete neurological
and psychological examination, including brain Magnetic Resonance Imaging. Rockelein

et al. (2017) showed that Magnetic Resonance Imaging was applied to an initial
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evaluation of trauma severity, and monitoring the process was the imaging used
(computed tomography, Magnetic Resonance Imaging).

HSPs’ Advocacy

Traumatic Brain Injury care has been an emotional and economic burden in the
United States, with an estimated cost of programs and services of $76.5 billion (about
$240 per person in the US) funded by federal and state sources (National Conference of
State Legislatures, n.d.). At least twenty-two states have utilized a home and community-
based services (HCBS) waiver extending benefits such as diagnoses and rehabilitation
services (National Conference of State Legislatures, n.d.). The Legislation database for
fifty states emphasized enforcing policies for students experiencing a concussion.
Arizona has been an example that laws were not instrumental in supporting older adults.
The most current laws for Ariz. Rev. Stat. Ann §15.341. A.24 (2011 Senate Bill 1521)
pertained to school-age children for sports-related injuries. The Traumatic Brain Injury
Act of 1996 (P.L. 104-166) became law and funded youth, but there were no allocations
for older adults.

The Brain Injury Association of America (n.d.) informed the signing of the
Traumatic Brain Injury Act of 1996 (P.L. 104-166) by Bill Clinton on July 29, 1996. The
Act addressed TBI prevention, research, service delivery, and funding administered by
the Health Resources and Services Administration (HRSA) (Brain Injury Association of
America, n.d.). The primary federal agencies included the Center for Disease Control and

Prevention (which determines public concerns), the National Institutes of Health,
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Administration for community living (Protection and advocacy; Brain Injury Association
of America, n.d.).

According to the Brain Injury Association of America (n.d.), the law defined
traumatic injury as an acquired injury to the brain but delimited the consideration of brain
dysfunction caused by a congenital or degenerative disorder or birth trauma. Therefore,
when supporting an older adult with mTBI who contracted a degenerative condition,
there were no provisions to help. However, legislation has considered the possibilities as
reports circulate to Congress on mTBI (Brain Injury Association of America, n.d.).
According to the Halifax Repair Center, a global initiative, brain injury research should
focus on three areas. First, prevention and improvements for TBI survivor outcomes.
Second, describe the older adult with mTBI’s personal experience. Last, the emphasis
was on older adults over 65 years experiencing mTBI concerns (Halifax Repair Center,
2017). Thus, I collected HSP responses from HSPs, which informed how advocacies
were aimed to provide patient-inclusive and quality care to older adult with mTBIs but
failed to ensure emotional and economic burdens were included.

Summary and Conclusion

As aresult of reviewing my findings, this study has offered insights into the
benefits of obtaining HSP’s perspectives when using Person-centered care to increase
QOL for older adult with mTBIs. This research has emphasized the role that HSPs play in
regulating care for older adults over 65 years with mTBI. HSPs’ positions and strategies
ensured that older adults with mTBI received Person-centered care with meaningful

outcomes for a higher QOL. Regardless of the older adults’ gender, mTBI caused adverse
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changes in their social roles with their families and the community. It threatened older
adults’ self-identities when they felt they were not autonomous in their decision-making.
Alert software helped monitor health outcomes that prevented older adults’ admission to
the emergency room or hospitalization. The technique included wireless devices that
monitored blood pressure, oxygen saturation, weight, and hydration (Suter et al.,

2017). The Alert technology automatically informed the staff to respond to abnormal
changes (Suter et al., 2017). Modern technology has required staff training to ensure the
development of care pathways so that medication administration complements checking
the overall health status in assisted living facilities (Suter et al., 2017). The technology
has helped with efficiency, included the payment model as an incentive for integrative
care measures at an organizational level, and has been proactive for preventive health
services (Holterman et al., 2020). HSPs have been increasingly using mobile devices to
support preventative care, such as cellular phones, but another technology was not
disclosed in what the HSPs shared.

Clinical decision-making and evidence-based practice that implemented
technology and supported older adults with mTBI were not disclosed by the HSPs.
According to Curran et al. (2019), the technology has been under-utilized in hospitals and
other workplace settings. The rationale for not employing the technology stemmed from
discouraging HSPs from learning how to use the technology during work hours and has
included the application costs that have prevented technological professional
development (Curran et al., 2019). Current technology that supports older adults with

TBI has assisted older adult with mTBIs with eye-tracking and unsteady balance. Zanier
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et al. (2018) evaluated new virtual reality technology and asserted that neuro-restorative
strategies for therapeutic interventions through eye-tracking prove technology’s
effectiveness for mTBI. Zanier et al. (2018) found that neurological changes, such as
persistent neuroinflammation, counteracted damage progression for older adults with
mTBI. Zanier et al. (2018) stated that the technology has not been market-ready for
smartphones and tablets to provide QOL care for older adults with TBI. However, some
HSPs have been tapping into technology and are already aware that it will be available
soon. However, the HSPs offered little information about technology in their daily
practices.

The technology may be advantageous for Person-centered care and QOL for older
adults with mTBI. Zhou et al. (2019) connected with telehealth systems, or the
Technology Acceptance Model, argued that it reinforced QOL care for older adults with
mTBI, especially for telehealth system developers, governments, investors, and hospitals
that promoted the use of this technology for older adult patients. Technology Acceptance
Model is still in its infancy and has not developed an appropriate theoretical model and
tested its advantages (Kamal et al., 2018). According to Gravina et al. (2018), the
common concern with the technology has been associated with the lack of precision
because the software fails to provide adequate safety. The HSP provided no feedback on

this topic, which may be reflective of the lack of offering continuing education.
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Chapter 3: Research Method

According to Tulsky and Kisala (2019), older adults have received inadequate
care from HSPs as minimal management guidelines reduced QOL for the older adult with
mTBI. As such, the research question for my study was: How did HSPs perceive patient-
inclusive and quality care for older adult patients with mTBI?

This chapter begins with a description of the research design and approach. The
discussion justifies how the study’s design addressed the problem statement. I then
review the sampling, setting, and criteria for inclusion and exclusion of participants. The
specific constructs and the questionnaire were integrated to understand the constructs
presented when conducting research. Data collection procedures and the protection of
participants’ rights conclude the chapter.

Research Design and Rationale

The purpose of this qualitative research was to provide an in-depth exploration
(see Carminati, 2018). Qualitative research offered more consistency and unanimous
procedures adopted in qualitative inquiries (Carminati, 2018) by generating a new
understanding of what HSPs are used in a social context. Qualitative research is a method
to view the HSPs’ opinions, concepts, characteristics, and descriptions (Horrigan-Kelly,
2016). Considering alternative methodology choices led to underlining the disadvantages
of quantitative research when understanding how HSPs’ perspectives represented this
study’s social and cultural aspects. Devault (2020) pointed out that quantitative analysis
fails to consider HSPs’ narrative stories as it is limit to the pursuit of concrete, statistical

relationships and may overlook broader themes and relationships.
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Considering variations in a qualitative approach, I concluded it was not practical
to do a case study as the results were not generalized to most HSPs QOL practices
applied to older adults with mTBI (Carminati, 2018). Phenomenological research offers a
unique perspective on how people perceive an event or phenomenon (Horrigan-Kelly et
al., 2016). It was not a preferred method because I explored what HSPs practiced when
providing QOL care for older adults with mTBI, and it was not an unknown
phenomenon. I also considered grounded theory. Timonen et al. (2018) inferred that this
approach was too complex for novice researchers with less familiarity with the method.

Therefore, I used a generic qualitative design for research, and explored HSPs’
attitudes, opinions, and beliefs, and drew on HSP participants’ ideas about quality care
facts (Bellamy et al., 2016). A qualitative descriptive design was particularly relevant
where information was required directly from HSPs experiencing the caregiving for older
adults with mTBI (Bradshaw et al., 2017). In keeping with Bradshaw’s (2017) outline,
this qualitative descriptive research aimed to support HSPs helping older adult with
mTBIs. Stances included perspectives on epistemological, philosophical, and ontological
care (Bradshaw et al., 2017).

Qualitative research provides in-depth explanations and meanings instead of
generalizing findings (Carminati, 2018). According to McLeod (2001), a generic
qualitative inquiry is a more manageable approach than other qualitative research
methods because no experience is necessary for a novice researcher while still relying on

the tools of traditional qualitative methodologies (Kahike, 2018).
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According to Kennedy (2016), the variation, specification, abstraction, internal
verification, external verification, demonstration and conclusion (VSAIEEDC) model
employs standardized guidelines in qualitative social research and uses cognition-based
analysis. The generic qualitative approach offer greater flexibility with fewer expertise
requirements (Caelli et al., 2003). Cooper and Endacott (2007) stated that a generic
qualitative course explores ways to understand a phenomenon and applies to how HSPs
perceive patient-inclusive and quality care for older adult patients with mTBI and the
people’s worldviews. Us of the generic approach entailed flexibility to customize my
research design for my questions and context and set the tone for a more creative process
(see Kahle et al., 2018).

Role of the Researcher

Research has made ground-breaking discoveries improving the life expectancy of
older adults (Graham, 2020). As a therapist and administrator for adults, I have helped
support older adults in therapy and school settings, so I felt confident that supporting
older adults with mTBI is necessary. Thus, obtaining the data from HSPs became a
learning experience for me as a researcher, as suggested by Myer and Willis (2018).
Novice researchers have many questions and uncertainties regarding conducting their
research (Myer & Willis, 2018). Therefore, I followed the outlined procedure for analysis
carefully. Pertinent information surfaced through gathering and interpreting data when I
used reflexivity, such as answering the many questions generated. At the same time, |

conducted qualitative interviews and reflexive journaling promoted growth in me as a
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novice researcher (Myer & Willis, 2018). I also used a reflective journal throughout the
study.

The term “reflexivity” identifies several qualitative researchers’ strategies that
enhance research rigor. Therefore, applying reflexivity allowed me to develop a certain
self-awareness and actively become involved in the research process (Dodgson, 2019)
because reflexivity is an iterative and empowering process that allowed me to discover
and understand various social phenomena. It helped me recognize, examine, and
understand social backgrounds and assumptions that affect the research process (see
Haxeltine et al., 2017). Therefore, I used reflexivity and sensitivity in the research
process that shaped the data collection. I acknowledge that changes were part of the
research findings as I became aware of personal knowledge and methodological concerns
involved with the research project (see Haxelton et al., 2017). I avoided assumption-
making and eliminated bias. My disciplinary affiliation with gerontology, mental health,
and family intervention generated interest in how HSPs perceive patient-inclusive and
quality care for older adult patients with mTBI.

Methodology
Participant Selection

To recruit participants, I posted flyers near settings where mTBI patients received
support from HSPs in trauma centers, emergency rooms, hospitals, medical centers, and
older adult nursing homes. Once the participant replied to the flyer, and I received a call
back by telephone or email, I responded to the participants. I told them about the purpose

of the research, the timeline, voluntary participation, and consent, and scheduled a time to



66
interview. I informed them that the interview would not record any information regarding
their identity or disclose any information about them except for research and the content
of the interview records with their consent. Then I prepared for the interview and
clarified where the study was best suited to conduct the interview. Regardless of the
communication method, I ensured the participant was at ease in the setting agreed and
that the recording device worked. I interviewed the participant by listening attentively to
the participant’s responses and received an in-depth answer whenever possible.
Subsequently, I transcribed and analyzed the interview using thematic qualitative content
analysis.

Participant Selection Criteria

I applied a purposeful process that established a criterion for eligibility for
workers, including (a) practicing diverse HSPs, (b) a minimum of 2 years of experience
working with older adults, preferably with TBI survivors, (c) familiarity with TBI issues,
including TBI symptoms, accessibility to services, and others. Because of COVID-19, I
conducted screenings of HSPs using computer software supporting webcam recording
with microphone capabilities, such as the Zoom platform, or had phone conversations.
However, I was open to face-to-face meetings when I received an acknowledgment that
an HSPs informed me they had a clearance test for COVID-19, respected social
distancing, and wore a mask as a precautionary safety measure (Schiermeler et al. (2020).

For the criterion for participant selection, I considered HSPs that specifically
supported older adults with mTBI. They were able to identify basic caregiving practices

because they had exposure to health care experiences (Coffey et al., 2017). The preferred
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HSPs had some basic medical training. There were specifications to establish that
participants met the criterion to discuss caregiving for older adults with mTBI. HSPs had
at least six months of experience working with older adults with brain injury and
exposure to a trauma center, hospital, medical center, or older adult nursing homes. The
number of participants was between eight to 10 HSPs, and ten is when I reached
saturation in data collection. The participants identified that they were responding to
flyers posted and provided email and telephone contact. The participants were recruited
through an introductory discussion, and their consent made them eligible to be part of the
research study.
Data Collection

Participant data collection typically used methods that elicited people’s responses,
giving them the chance to share their ideas. I used semi structured interviews and a pre-
developed questionnaire to guide data collection, and it helped to understand the real-
world delivery values of HSPs. Whenever possible, I sought information from various
HSPs representatives, including those who supported a hospital, a medical center, a
trauma facility, and a home setting for an older adult with mTBI.

I asked the participants about their intentionality and insights that guided their
behavior in supporting an older adult’s living objectives of remaining healthy over time
by sustaining the social value that had a sense of relevance (Irving et al., 2017). [ used
technology to assist in individual one-on-one face-to-face or Zoom interviews in pre-
screening. Otherwise, [ used the phone and presented open-ended questions formulated in

a semi structured interview protocol—the open-ended questions were designed to invite
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opinions and personal views on the topic. In the prescreening process, some participants
were observed. Also, I listened to what they said by telephone during the interviews to
grasp their attitudes, behavior, emotions, and feelings as they shared their experiences
during the briefing before the simulations. Further discussions were conducted for a
follow-up session by telephone on an as-needed basis on items that required further
clarification after the initial interview.

I interviewed the participants until I reached data saturation by collecting and
analyzing the data. I recorded the interviews, captured the data, and transcribed the oral
recordings for analysis (Henderson, 2018). I explored the complexities of care, including
what worked, what was necessary, and what were viable solutions (Henderson, 2018), by
identifying available HSPs. Because researcher bias has influenced Western ideologies
and societal discourses in health settings (Wadams & Park, 2018), I used bracketing,
interpreted subjectively, and reflected on diverse peer reviews from committee members.
I used inductive thinking, evaluated investigator responsiveness, and applied critical
reflexivity (Wadams & Park, 2018). I was explicit in questioning by reflecting on what
the participant said and asked another question when the response was too vague to get
clarity. Thus, I monitored and did not interpret too quickly to avoid assumption-making.
Then, the qualitative methodology was applied to querying HSP participants (executive
directors, gerontologists, and HSPs) and other HSPs that were available to obtain an
explicit description of their opinions on how to improve QOL care practices for older
adults with mTBI. I controlled the interference of bias by using reflexive journaling and

field notes and avoided perceiving patterns that were not meaningfully related to
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managing unconscious biases (Buetow, 2019). When inquiring about HSPs’ perspectives,
I developed the necessary competency by collecting and analyzing the data and using
integrity by presenting the findings using a semi structured instrument.

As aresearcher, I observed and listened to HSPs’ stories, perceptions, and
narratives to gain insight into the research problem and understand their roles in working
with and caring for older adults within the mTBI population. The research question asked
HSPs about their experience providing quality care for older adults over 65 diagnosed
with mTBI. The goal was to learn about their practice beliefs in working with this
population. I considered HSPs’ responses to get their recommendations and how they
improved direct one-on-one care practices. I asked the HSPs about their overall outlook
and guidance for themselves and the older adults they served.

Because HSPs had an empathetic engagement with traumatized victims, I was
aware of any emotional responses that displayed severe emotional reactions such as
terror, grief, and rage (Kanno & Giddings, 2017). HSPs reacted to traumatic stress,
including Traumatic Countertransference, Vicarious Trauma, and Secondary Traumatic
Stress/Compassion Fatigue (CF; Kanno & Giddings, 2017). I provided access to
individual free counseling as a consent component.

To ensure that respondents understood all the questions, I provided my contact
information (telephone and email) to clarify responses to the questionnaire. I provided
insight into asking HSPs’ understanding of the question and the concept or construct
discussed (Griffith, 2016). By understating the questions, I assessed whether the

participants met the criteria of the current study or not.
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Data Analysis

Constructing and adhering to a data analysis plan was critical for any research
study. According to Guest et al. (2012), it is about making decisions, so I selected the
participants in this study, when and how to complete the data collection, and finally, an
objective analysis. The precise steps included moving from raw data gathered during data
collection to themes and following the six-step thematic analysis protocol proposed by
Braun et al. (2021). This protocol began with reading and rereading the transcripts to
determine potential points of analytical interest, and then I used vital descriptive phrases
to code the dataset. The analysis proceeded by grouping like codes into more significant
themes by identifying patterns in the interview transcripts before I reviewed and revised
themes. Subsequently, I developed a thematic map that identified relationships and
organized the analysis. The final steps involved engaging in a detailed analysis of the
data in each theme and refining categories and their organization. I completed a final
examination that established its significance and contextualized it in terms of existing
theory and research.

Because I used semi structured interviewing as an exploratory data collection tool,
I journaled my observations and analyzed data through summative and thematic coding.
In my study, I transcribed and applied the codes and the associated HSPs’ factors that
emerged from research to support comparative analysis of the variation in HSPs’
perceptions.

I used data analysis methods for qualitative research by managing the challenges,

coding, interrater reliability, and thematic analysis (Belotto, 2018). I addressed the
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challenges of the philosophical stance by tackling the criticisms of generic qualitative
research through reflexive exploration of qualitative coding techniques (Chowdhury,
2015). I also discussed trustworthiness and how objectivity and reliability addressed the
naturalistic paradigm.

I used conventional content analysis and coded categories directly from the text
data applying three steps to facilitate the process (Stuckey, 2015). I read the data and
created a storyline about what HSPs disclosed (Stuckey, 2015). I categorized the data into
codes using memos for clarification and interpretation (Stuckey, 2015). I recalled the
research question and acquired answers from HSPs on how they perceived patient-
inclusive and quality care for older adult patients with mTBI. In addition, I focused on
relevant codes and applied definitions of the codes and their meanings (Stuckey, 2015). I
used a systematic process to organize and highlight meanings and classified data using
thematic coding (Vaughn & Turner, 2016). [ used simple words at the grade six
elementary school level to make the themes accessible and searchable for multiple
colleagues working with a smaller set tag (Seger, n.d.). Taking the complexity out of the
analysis avoided bottleneck challenges (Seger, n.d.). Finally, I used a summative content
analysis, which involved counting, and I compared keywords or content, followed by
interpreting the underlying context of each approach (Hsieh & Shannon, 2005). The
discussion applied strategies to address the data’s trustworthiness regarding HSPs’
perceptions of providing Person-centered care to increase older adults’ QOL for TBI. The
methods included were the summative technique and the conventional content

analysis. “The VSAIEEDC model is a cognition-based analysis method with seven steps:
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variation, specification, abstraction, internal verification, external verification,
demonstration, and conclusion. This article sought to contribute to the critical discussion
of the foundation of generic qualitative inquiry and offers an analysis method in
alignment with the fundamentals of a generic qualitative approach” (Kennedy, 2016, p.1)
Therefore, I used the VSAIEEDC model to ensure methodological validity of
trustworthiness in the logic of inquiry and procedures (Cooper & Endacott, 2007).

Summative Technique

The summative technique occurred when I listened to an audiotape to summarize
the details of the interview. Once the discussion stopped, the content was recorded for
post-interview review. Notetaking was crucial to recall what the informant said about
specific topics and helped interpret meaning. For instance, the participant initially shared
their values or beliefs, which had no purpose. The more the participant talked about how
their thoughts, it offered sensitivity and readily helped identify with other views. The
summative approach motivated me to validate what I had previously heard. Summarizing
information also infused my interpretive interview style, which created a more subjective
and logical process. Lastly, I shared the data from the interview, allowing me to
collaborate with other HSPs, as in this exercise. However, I did not use a transcribing
service as self-transcribing enhanced the experience of listening to the informant's details,
including emotions and how tonality changed specific patterns.

Initially, I hand-coded, but I also utilized software so that no data was missing.
The two software packages I reviewed were MAAXQD and NVivo. The software

packages generated reports, embedded data, viewed textual data, offered an analysis of
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images, videos, web sources, data date stamping, and more (Wright-Bevans, 2017). |
used NVivo as the coding software. I understood how this resource operated and the steps
needed to complete the coding process. The software helped me with my research
question and explored the values of Person-centered care and an older adult with mTBI’s
QOL. Because I evaluated HSPs working with older adult with mTBIs in various
settings, NVivo helped integrate the PICO model related to medical considerations. The
various features included importing audio and visuals, adding notes, memos, and
annotations, ascending and descending order of data, and marking conspicuous text in
color, allowing for more possibilities in assessing the research. Further, the NVivo
allowed passages to be paraphrased, reflected pauses, punctuation, speech intensity,
interjections, word frequencies, and thematic summaries, and offered additional benefits
for analyses. I practiced using NVivo and conducted the data analysis.

Issues of Trustworthiness
Trustworthiness has been a foundation of well-functioning relationships and
societies (Scigala et al., 2020). Readers trust the future study results because I took steps
to ensure participants answered with honesty and attentiveness to the following.
First, I ensured the participants spoke honestly and developed a trustworthy
interaction. I fulfilled the participant expectations through informed consent, conducted
attention checks through notetaking, journaling, and email, and received in-depth

responses through reflexivity.
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Second, confirmability was established from HSPs’ narratives, and words shaped
their values when responding to questions asked during the interview. According to
Shenton (2004), responses accurately depict the phenomenon under scrutiny.

Third, I ensured transferability by having the participants explain the context of
quality person-centered care for older adults with mTBI and how they improved the
QOL. Therefore, I have enabled future investigators to repeat the study, allowing them to
take steps to demonstrate that findings emerged from the data to ensure Trustworthiness
in undertaking a qualitative inquiry (Shenton, 2004).

Fourth, I complied with the research ethics committee and Institutional Review
Board to avoid potential conflicts of interest by ensuring I had no previous relationship
with any of the participants and no known common contacts. The following procedures
confirm compliance with ethical practices and ethical guidelines.

Research Ethics

Ensuring confidentiality means I took additional measures, including during the
process of obtaining informed consent, and confirmed the participants' perspectives
remained confidential. Fairness and confidentiality guided the interview practices and I
adhered to ethical procedures (Orbb et al., 2000). Before conducting the interviews with
HSPs, I ensured that the required approvals from the Institutional Review Board (IRB)
were received and recorded. The IRB directed me to comply with Walden University’s
checklist regulations on appropriate procedures. The ethical practice also adhered to the
Code of Ethics standards for HSPs (National Association for Human Services, n.d.). I

also asked the participant if they had a disability and required accommodations.
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Emphasis was on:

1. The Interview Procedures: I requested to conduct an audio-recorded interview
with the participant for about 60 minutes. Transcriptions of interviews were
analyzed, and copies of interview recordings and transcripts were made
available to participants upon request.

2. Voluntary Nature of the Interview: participants had the right to change their
minds and not participate in the interview at any time during the interview.

3. Privacy: interview recordings and full transcripts were shared only with each
participant upon request. Transcripts with identifiers were redacted were
shared with Walden University faculty along with my analysis. The interview
recording and transcript are stored in a secure archive for five years.

Summary

In this chapter, I outlined the methodological plan for the generic qualitative study
that explored the perceptions and experiences of HSPs that worked within the field of
mTBI. The research question I submitted for this study is: How do HSPs perceive
patient-inclusive and quality care for older adult patients with mTBI? Therefore, this
study targeted understanding the specific beliefs of HSPs regarding providing holistic,
patient-inclusive, and quality care to older adult patients with mTBI. As illustrated in this
chapter, semi structured interviews among ten HSPs were conducted to understand better
the experience of providing care to older adult patients with mTBI. Data obtained from
these interviews were analyzed using the narrative content analysis approach to identify

themes related to the primary research question. The subsequent chapter has expanded on
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the findings from these interviews to provide insight into how HSPs perceived patient-
inclusive and quality care for older adult patients with mTBI. The chapter was organized
using the themes and codes from the narrative content analysis in response to the primary
research question.

Additionally, trustworthiness was detailed in this chapter, aligning credibility,
reliability, and confirmability, and ensuring ethical standards and integrity were used
(Moser & Korstjens, 2018; Percy et al., 2015). Transferability and generalizability were
examined, showing relevancy in the field and appropriate current social application. In
chapter 4, the study results have been detailed, showing emerging themes, nuances, and

interpretation of participant interviews.
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Chapter 4: Results

The focus of this generic qualitative study was to explore the perceptions of direct
caregivers for older adult with mTBIs, reflecting on care practices for ongoing functional
and cognitive decline, advanced pathophysiology, and QOL. Many mTBI patients first
seen in the emergency room showed incomplete long-term active recovery because of
psychological factors, pre-injury mental health problems, education, and age. HSPs
position their services to provide person-centered care (PERSON-CENTERED CARE)
and quality care for older adults (Cancelliere et al., 2017), so they may help mTBI
patients in the recovery process.

Chapter 4 includes an introduction and overview of the purpose of the study, a
description of HSPs’ practices that convey their perceptions of QOL care, and the results
of this explorative qualitative study. The chapter details the setting and participants, the
interview process, data collection, and thematic analysis. The data coding process,
categorization, and emerging themes are also discussed. Quotes are used to illustrate the
themes. I also discuss evidence of trustworthiness and consider steps to ensure credibility,
transferability, dependability, and confirmability. This chapter also includes details of the
interview timeline, frequency, and any changes to the original research plan.

The Setting of the Study

After receiving IRB approval (# 03-22-22-1023434, expiring March 21, 2023), I
began recruiting. The HSP participants were direct caregivers currently practicing in
Arizona. Some participants previously worked in Georgia and Texas. I organized 10

telephonic interviews with participants on a convenient day for their schedules. I
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conducted the interviews in a quiet room and captured the conversations using telephone
recordings to allow participants to answer questions candidly in a private setting (Khalil
et al., 2021).

Demographics

HSPs who participated did not all practice in the same state (see Table 1); as such,
the focus of caregiving practices was not homogenous. Participants had a minimum of
high school education, while some HSPs had continuing education coursework in
nursing, childcare, psychology, pharmacology, and religious beliefs. The minimum
criteria for inclusion in the study were 6 months of experience supporting an older adult
with mTBI; most participants had 10 years or more of experience working in caregiving
settings with older adult with mTBIs.
Table 1

Demographics of HSP Participants Working with mTBI Adults

Gender Region of Practice =~ Highest Level of ~ Work Age of HSPs
Education Experience
Achieved
California (1) Grade 11 (1) 6 months (1) 18-40 (2)
F (10) S. Carolina (4) High School (1) 2-5 years (2) 41-55 (5)
Arizona (5) Associate (4) 5-10 years (2) 56+ (3)

College (4) 10+ years (5)
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Experience of HSP Participants
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Care Settings Experiences

Continuing Education Topics

Role: Business Owners

Assisted Living (8)
Family Home (8)
Hospitals Emergency (5)
Memory Care (3)
Mental Health Govt. (1)
Incarceration (1)
Nursing Home (NH, 4)

Childcare (1)
Religion (1)
Pharmacy (1)
Psychology (1)
Business (2)
Nursing (1)
In-House (0)

Assisted Living (2)

Mental Health (1)

Role: Contracted Employee
Independent Home Care (4)
Agency Hired (4)

Data Collection

I interviewed 10 HSPs currently in Arizona and of these participants, some had

prior working experience in California and South Carolina. Following IRB approval, I

contacted potential participants by telephone and in-person via Starbucks coffee shop

managers, managers of uniform shops, retail outlets, thrift shops, caregiver and medical

supply shops, and managers of food outlets who had community bulletin boards. I asked

them to post a recruiting flyer on their community bulletin boards. Over 2 weeks, |

telephoned 60 locations in Tucson, and 35 sites agreed to post a flyer.

HSPs replied to the flyer posting to be part of the study. After introducing myself,

I discussed the study in detail and informed the HSPs that I would send an introductory

letter and consent form by email. At the end of the conversation, each HSP identified a

time for a follow-up telephone call. I answered questions about the study and the consent

form in that conversation. Once the HSPs expressed interest in participating and had no

other questions, I confirmed they met the criteria of being a paid caregiver and working

with older adult with mTBIs for at least 6 months.
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Regarding the education of the HSPs, four of the 10 participants stated receiving
associate certificates. They continued pursuing a college education, and two other
participants went directly to college without having an associate certificate. Among the
ten participants, feedback shared that education among HSPs was lacking. Any of the
participants offered no information about continuing education or in-house training.

Interested participants agreed to schedule an interview within one to two days.
The 10 participants who met the criteria and agreed orally to the terms also confirmed
their consent in writing via email by stating, “I consent voluntarily to participate in the
study.” The 10 HSPs in this study worked with older adults with mTBI to align with the
IRB protocol.

Before interviewing any participants, I practiced asking questions in front of a
mirror, noting intonations and expressions to avoid undue emphasis on particular
questions. My experience conducting research helped participants maintain a calm
demeanor. I developed the interview questions based on the theory chosen and the
research question.

Before beginning each interview, I reconfirmed that the participant wanted to
participate, reminded them that the conversation would be recorded, and informed them
that their identities would be confidential. During each interview, I spoke clearly and
rephrased the question when the telephone connection was unclear. Questions were open-
ended, allowing HSPs to answer fully and candidly.

After each interview, I captured the audio recording with the IVR Voice

Recording software application and transcribed the data into a Microsoft Word document
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using the application’s “dictate” feature. The IVR software stored all recordings and
transcriptions in a password-protected computer folder, aligning data collection with the
process detailed in Chapter 3. I conducted each interview by telephone in my home,
while participants chose their location. Discussions ranged from 50-75 minutes.
Participants demonstrated openness and sincerity. Recruitment and the interviews were
completed within 30 days (about four and a half weeks).

After each interview, I thanked each participant and reminded them that a
transcript of the interview would be sent to them for their approval. If the transcript did
not capture their answers correctly, the HSPs were asked to note the differences. After
HSPs received their transcripts, each called and emailed me to confirm “no changes.” I
sent a thank you email and called each participant to express appreciation for their
willingness to participate.

Weller et al. (2018) posited that data saturation is evident when recurrent themes
appear in the data collection process. Data saturation occurred with eight participants in
this study, but I interviewed two additional participants to obtain further descriptions.
Generic qualitative studies can reach saturation with smaller sample sizes when new
participants no longer mention new themes (Braun & Clark, 2021). I intended to include
up to 10 participants, which provided robust data. As the participants answered the
questions, I prompted the HSPs to enhance the depth and range of the responses. I was

confident that data saturation was achieved.
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Data Analysis

I first entered all transcripts in Microsoft Excel and manually coded and
categorized them using thematic analysis. After linearly entering the data in rows and
columns, I decided that this process was insufficient for tracking the data. I switched to
NVivo, as it offered an organized and structured approach to analysis. Using NVivo, |
could follow and review Word transcripts and import them into the project, adding
thematic coding (nodes) and noting emerging ideas in thematic coding and memos as I
coded (Refer to Appendix K).

All data were easily accessible with backup in NVivo and Word. NVivo features
enabled me to view the coding in ascending order and create visuals reflecting the coded
perspectives of the HSPs. Researchers use NVivo to identify coded excerpts, making
extracting information across selected criteria easier during the writing phase. I could
also easily import additional content from other HSPs interviewed after the initial import
of files.

I conducted an inductive study and explored themes through open-ended
questions (Weller et al., 2018). I reviewed each transcript, highlighting responses for each
question, highlighting words and phrases line-by-line, and analyzing data for critical
codes. After exhaustive highlighting, I merged the principles into four over-arching
categories, color-coding each category for keywords and categories.

When the four categories emerged, I returned to the highlighted words and
phrases and developed supporting themes for the four categories. I copied direct quotes

from each node (or code). Often, the regulations were similar, so I restricted the concepts
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to the four categories, which exemplified the critical concepts across all participants’
answers. The themes are: (a) determining inconsistencies that do not provide QOL, (b)
communicating challenges for older adult with mTBIs, (¢) rehabilitation practices for
older adult with mTBIs, and (d) educating those involved in the care of TBI older adults
for a QOL model.

After coding and organizing the emerging themes (see Appendix K), I identified
subcategories to ensure a significant analytical process for trustworthiness (Korstjens &
Moser, 2018). This coding and organizing ensured the data's credibility, transferability,
and reliability (Korstjens & Moser, 2018).

Evidence of Trustworthiness
Credibility

According to Brigette (2017), accuracy and internal validity are achieved when a
researcher seeks credibility from the information collected. Credibility is confirmed
through the data’s transferability, dependability, and confirmability (Wood et al., 2020).
Credibility is essential for the trustworthiness of generic qualitative research and for
displaying findings transparently and methodological (Wood et al., 2020). This research
was consistent in its data collection methods and replicable transcription practices with
telephone recordings and Excel coding (Wood et al., 2020). Additionally, my rapport
with the participants and tone when asking questions remained unbiased.
Transferability

Daniel (2019) posited that transferability is achieved using clear findings,

transcriptions, and the way results are conveyed. The generalizability of findings to
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broader social conditions results in the study’s transferability (Wood et al., 2020). This
study resulted in meaningful and rich information applicable to gerontology, mental
health, and the medical community, exhibiting its transferability. I recorded each
interview with IVR and transposed the dialogue using Microsoft Word dictation for
consistency. Each step was documented as I took in the discussion, from the first question
to the last. I also created a journal of each interview, including my notes and
observations. I recorded each interview for consistency and to ensure accuracy.

Each transcription was treated the same to ensure uniformity. I also practiced
uniformity with each participant by asking questions and allowing sufficient pauses for
participants to reflect and respond. Each phase of this study was replicable due to the
transparency and clarity of each step.

Dependability

Trustworthiness and validity were assured through consistency and dependability.
The same sources, questions, and methods for data collection for each participant were
used (Brigette, 2017). I documented all stages of the study, beginning with the interview
procedures, consistently used transcribing and coding applications, and sought accuracy
of the documentation and replicability (Moser & Korstjens, 2018). I thoroughly reviewed
all transcripts, memos, and coding to ensure accuracy and minimize researcher bias
(Nowell et al., 2017).

Confirmability
Korstjens and Moser (2018) noted that confirmability allows other researchers to

corroborate and substantiate the research, minimizing researcher bias. As mentioned



85
earlier, it is achieved using transparency in the methodology and uniform questions,
coding, and analysis for replicability (Korstjens & Moser, 2018). I used triangulation to
ensure the confirmability of the study. Interviews transcripts were analyzed consistently
and coding for confirmability minimized researcher bias (Fusch et al., 2018).

Results of the Study

The study included ten interview questions aligned with Maslow’s hierarchy of
needs theory and the research question; how do HSPs perceive patient-inclusive quality
care for older adults with mTBI? All participants were asked the same questions. In order
to provide direct quotes from the participants while maintaining their privacy and
confidentiality, I have numbered the participants, so that each participant has a four-digit
number to identify them. Each quote will be accompanied by the number in reference to
the participant.

During data analysis, four dominant themes emerged: (a) inconsistencies in mTBI
geriatric patients’ basic daily care routines for primary care of mTBI geriatric patients
and interference from the family absence or excessive control and medical policies that
conflict with daily person-centered care; (b) HSPs’ perspectives on coping with
communication challenges poses issues to navigate recovery from brain injury; (c)
rehabilitation for older adult with mTBIs well-being needs (mental, physical, and social),
including the difficulties associated with elder abuse, and what to do to increase recovery
from brain injury; and (d) educating for better caregiving practices with an emphasis on

educating patients, families, or other parties involved in caring for older adult with
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mTBIs. HSPs face barriers due to an imbalance of authority when using quality person-
centered care. Each of these themes is reviewed in detail below.

Theme 1: Inconsistencies in mTBI Geriatric Patient Basic Daily Care

HSPs reported that older adults with mTBI experienced inconsistent daily care
from other HSPs. All participants mentioned three reasons for this first emergent theme
of primary care. First, they indicated the limitations to providing appropriate care were
due to the impediments of institutional policies. Second, HSPs’ values of care. Third,
HSPs provide inconsistent care for older adult with mTBIs. Abrahamson et al. (2017)
found causes for this situation: (a) HSPs underestimate the older adult’s abilities in their
daily lives, so daily routines remain inconsistent; (b) a lack of integration within health
services, social care, and voluntary support; and (c) no designated person or case
manager who oversees the patient’s journey from admission onwards.
Meaning of Consistent Care

Caregiving means taking action to care for older adults with mTBI by helping
them feel comfortable. The consensus from the data indicated passionate HSPs who care
for older persons feel uncomfortable when observing other HSPs who do not contribute
enough daily care to an older person’s well-being. As a reminder, to identify the source
of the quotes below, participants have been assigned four-digit numbers as identifiers.
Participant #1 stated:

Like the definition of caregiving, I care —listening and ensuring what they need

before acting. If I do not give care, it takes away feelings of the older person’s

self-worth and pride. A more senior person gains the most from supporting their
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emotional needs. Many caregivers are heartless and dry. Emotional needs are
most important, making sure the clients’ needs include changing as needed,
feeding when hungry, and making them comfortable. It is the same as raising a
family. Not everything has to be said but acting is vital. I can contribute to their
quality of life by being observant and communicative.

Participant #2 noted that “it causes an issue not to be able to talk about religion and
politics as they should be added as essential to address.” Participant #7 said:
It is about respecting the human soul. I am getting older, and I still have feelings,
and I can help myself, and things get better. In giving care, it means extending
love to another human soul. Giving love needs patience brings the soul a sense of
peace and can help many people. The older adults’ human soul matters, and,
sadly, it gets forgotten by others.
Participants were consistent in their inclusion of physical, emotional, and spiritual care in
their understanding of consistent care.
Inconsistencies in Meeting Care Criteria
Rest and Stimulation. HSPs described the need for consistent care, explaining
that mTBI patients become moody and emotionally imbalanced without constant care or
rest. If there were management guidelines about the side effects of inconsistent care, it
could support what HSPs are voicing. Participant #3 noted that older adults:
Need rest and a quiet place that does not have stimulation or noise. Music should

be at a low volume, and there should be no confrontation. Considerations include
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what they eat because it can affect their behavior, particularly red-colored food.

Also, ensuring they have the proper medication at the right time.

Communication and Memory Gaps. Participants discussed older adults with
mTBI who do not receive companionship from HSPs feel lonely and less worthy because
their views are not heard. They stated older adults cannot express themselves, so they
become angry when ignored. Other older adult with mTBIs have difficulty talking. HSPs
respond to older adult with mTBIs by repeating what their client says, and do not
consistently demonstrate patience when trying to understand the older adult’s meaning.
They added older adult with mTBIs experience memory lapses and become moody.
Participant #2 emphasized an older adult’s basic need to communicate what is on their
mind: “They get interested in talking, and their mood changes. They want to talk about
what they have on their minds, primarily held in”. Participant #4 said, “One of the
challenges is when an older person has memory gaps. They talk randomly about whatever
comes into her mind, and I must repeat it. I stop repeating it after a while.”. When
communication becomes difficult, the older adult with mTBI may experience distress and
insecure feelings. Participant #5 reflected on habits and said, “Switching caregivers can
get confusing.” Participant #5 stated:

Recovery is about creating safety and getting comfortable with the client so they

can do independent things they did before. Encouraging positive behavior and

informing the older adult they will not lose their independence but can regain it by

doing it independently and in their own space.
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Exercising. HSPs reflected on older adults not receiving equitable physical care
and less time spent with clients. Those who no longer have insurance coverage for
physical therapy or support from family to exercise do not receive daily follow-up care
unless HSPs exercise with them. Little attention is given to the liabilities of no follow-up
physical therapy or training, but the HSPs decide whether to add activity into the routine;
this is usually at the family’s discretion. Participant #5 observed that the expectations for
HSPs are based on “who hires them (whether) the family, or an older adult seeking help.”
This information may help or hinder the older adult’s care.

Participant #6 stated:

The critical issue is treating (brain inquiry clients) like before the brain injury.

The older person may not see things the same, but I had to adapt to them as a

caregiver. Exercising is vital and interaction, so it is about getting them to move

and stimulate their brain. A body at rest stays at rest, which is not what a brain

injury victim wants. It is up to the caregiver to bring them stimulation, and I

believe they hear what you say to them.

Cleanliness and Hygiene. Older people’s QOL reduces when they experience
poor HSP basic care discomfort. Older adults face depression and feelings of lower self-
worth. Participant #7 reflected on changes after a brain injury, including changes in QOL:
“The older adults accept their condition, know it is different from before. The seniors that

do not accept their condition leads to depression often.” Participant #8 said:
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The goal of caregiving is to get the older person to be self-reliant. However,

staffing is a huge issue. I had twenty-seven patients in a nursing care facility for

two days. It is impossible to make sure that seniors have everything they need.

Self-Reliance and Comprehending Cognitions. HSPs perceived an expectation
that they oversee older adult with mTBIs even when the family, and medical support
team that collaborated with them (nurses, doctors, supervisor), do not provide a history of
injury. Participant #6 commented on HSPs making decisions for older adult with mTBIs:
“Families expect the caregiver to take over and make all the decisions in their absence.”
Theme 2: HSPs’ Perspectives on Coping with Communication Challenges

This second theme involved the obstacles the HSPs recognized as difficulties in
communicating with an mTBI geriatric patient to navigate recovery. The HSPs disclosed
that brain injury is associated with older adults having difficult communication (Harrison
et al., 2017); communication is instrumental in supporting their recovery.

Participant #6 indicated that older adult with mTBIs cannot be clear on what they
want to say as “it is about listening to (their) gibberish.” Participant #5 stated that older
adult with mTBIs cannot “communicate how they feel.” Participant #7 added that
“repeating” daily is necessary. Participant #4 observed that older adult with mTBIs:

“Talk at random about whatever comes into her mind, and I must repeat it. I stop
repeating it after a while.”

Due to various communication problems of the older adult, either talking
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excessively, or not talking much or at all, the HSPs believed they could not provide
adequate care to understand the needs of the older client. Participant #9 stated they
managed by:

[making the person feel secure. I am a touchy-feely person, so I am always

touching the mTBI person’s shoulder and back and making them feel they matter

and feel better. I also do a lot of listening, talking, and reading.
Participant #2 used alternate communication, recognizing the older adult is aware and
considers, “spending time listening to music, planning a day to do something.”
Participant #5 focuses on things they can do instead of dialoguing: “Some physical
activities may include stretching, yoga, exercising using yoga balls, sitting in a circle, and
listening to music; stretches also help change moods and encourages the spirit to go
outside and engage.”
HSPs’ Burden of Care Related to Communication

Mild TBI geriatric care complexities require HSPs to be committed to working
with older adults beyond the scope of practical care. They must navigate needs such as
disability benefits, financial management, medical issues, grooming, dental care, and
more on behalf of their clients. HSPs found it complex to navigate effective services in-
home care, nursing homes, hospitals, and group homes for older adult with mTBIs. How
other HSPs provided care during shift transitions and viewed missing care suggested that
older adult with mTBIs can be a burden because some HSPs ignore the constant basic

needs of this group.
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Participant #4 described the client not having a memory of where and who they
lived with, so it is a burden trying to care for someone when he: “Does not remember her
husband died a year ago, and he had lived there with her and her son”.

Participant #1 said some HSPs “allow older adults to remain soiled, (and) acquire
rashes, and bad situations get overlooked.” Participant #1 described difficulties
communicating with mTBI adults when the demand on her to care for older adults is
excessive, so she has no time to understand them or address their needs. Participant #6
said, “recovery is not always inevitable,” and communication is a barrier for an older
adult. Participant #1 said that yelling at a more senior person paralyzes their sensibility to
respond because verbal abuse “occurs in different forms (and)
can be defeating for the older person” who was entirely independent before. Participant
#2 explained that QOL decreased because of COVID-19:

Everything has changed, and healthcare has also changed. It is more challenging

to get a doctor’s appointment and occurs virtually. The true meaning of life is lost

in these times. People are losing their people skills, and workers in the healthcare
system are abusive. (For example) She had a massive rash and could not lift her
neck. I was washing her, and no one paid attention to her needs.

Communication/Decision Making, Self-Reliance, and HSPs’ Burden of Care.
Some older adults with brain injury have slurred speech, talk randomly, forget what they
previously said, or have unexpected mood swings. As a result, older adult with mTBIs
cannot always convey their needs, and not all HSPs know how to manage their care.

Older adults cannot always say what is on their minds or communicate what matters.
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They cannot effectively communicate their discomfort or pain, ask for medication, share
emotional moments, or request assistance to the bathroom. Also, request help with
organizing their belongings, stopping theft, eating healthy diets, overseeing finances,
asking where something is, seeking companionship, or saying what is wrong with them
or their environment.

Participant #7 commented that QOL is less for older adult with mTBIs who can
no longer express themselves as before and be self-reliant:

Words do not come out as what she wants to say, so I have to be patient when she

does speak. Daily routines depend on how I approach memory care. Everyone is

an individual, and it is ‘their way’ to have a smoother day. Otherwise, the person
may get upset if you do not do things the way they want.

Participants #6 and #10 noted that brain injury causes speech impediments in
communicating, reducing opportunities for older adults to be self-reliant. Participants #9
and #10 related that older adult with mTBIs want to be heard because they have
something to say, but HSPs cannot directly address the beliefs or emotional needs of
others who cannot understand them. Participant #8 said, “The goal of caregiving is to get
the older person to be self-reliant.”

Participant #7 focused on supporting self-reliance:

Michael had his own construction business, was robbed and beaten up, and

experienced a head injury. He was angry and lashed out; at other times, he was

scared. Some words would come out and talk at random. Ultimately, he wound up

receiving disability. Dealing with him daily was like waking up a small child. He
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did not like grooming or taking a bath. I helped him get out of bed, dress, or

undress. He said, “I don’t want to brush my teeth,” and refused to change his

clothes. I would talk to him and tell him how important it was to have clean
clothes. Some mornings, I had a cup of coffee with him, but he was mindful
enough to allow him to come and go as he pleased.

I was worried about his safety, so I ensured he took his medication to be
on the right track. At lunchtime, I had to encourage him to come back home
midday to eat. Sometimes, I had to find him, but he was usually nearby. This
older man was brilliant, so every Friday, I would sit down with him to help him
understand finances by letting him think about how he handled funds in his
business. I encouraged him to think on his own.

As the client could not manage his funds, Participant #7 pointed out that she became his
guardian and went to Social Security. She later stopped being a caregiver.

Self-reliance and returning to how the older mTBI adult was before their injury is
not a given but creates possibilities. Participant #10 reflected on HSPs’ role in increasing
self-reliance by focusing on what a caregiver could improve for the older adult with
mTBlIs:

It is about having much communication. You must have heart and passion for

doing this kind of stuff. (and) ask if they want help and do not help automatically.

HSPs try to hear what an older patient needs, but even the doctors do not hear you

out (or) talk to the family about the patient’s needs.
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Having household organization is necessary for an older mTBI client to be self-
reliant and find what they need. The burden of care reflects how an HSP supports and
provides this. Participant #1 reflected on older adult with mTBIs not always having
support in place even though they are “entitled to get care for what (they) need.”
Participant #1 also pointed out that there is reduced self-reliance because of HSPs:

Do not show up and provide for the needs of the senior even though (the older

person) is primarily independent. The older adult needs support to clean and

organize the environment because (the client could not) stand up for long.

Many (HSPs) bought microwavable food, so when I decided to create meals, the

the client was so grateful and enchanted by what I did.
Participant #6 reflected on how HSPs disregarded and disrespected older adult with
mTBIs while providing care, noting:

It depends on the tonality of how the caregiver talks to an older person, including

the doctor. However, the caregiver is there all the time. There should be vetting

about what is not okay. There are many horror stories about caregivers, so the

human side needs to come out and treat older people right as if they were their

parents.

Decision-making issues are part of the communication process and remain a
burden for HSPs when the client is not self-reliant. HSPs must weigh an older adult’s
ability to communicate. Participant #7 said that decision-making is not automatic for

older adult with mTBI clients:
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In decision-making, I would sit with the patient and ask questions. If their

response were “I do not want to say anything,” I would ask him to think more

about it. When I heard his decision was not beneficial, I would wait for another

response. Occasionally, the older brain injury adult would ask what he should do.

Because I am dealing with a grown man, I would encourage thinking and

remembering a better way.

Participant #10 considered factors that might prevent the older adult with mTBI
from making a reasonable decision:

It all depends on where they are at in their stability. If you must make the choices

for them, I prefer them to at least try to learn what is right if it is safe. If it gets to

a point in having to decide for them, I will ask for support from higher-ups on

their outlook on how to proceed.
HSPs’ Ability to Enhance Client’s Self-Reliance and the Burden of Care

Once communication is open and the HSP has a good rapport with an older adult
with mTBI, this helps boost the client’s ego, gives them hope, and allows them to adapt
to brain injury challenges. Adaptation results in more excellent emotional balance and
self-care, leading to better QOL despite brain injury. Participant #10 wanted to increase
an older adult with mTBI’s QOL: “Boost the ego and give them (older adults) light at the
end of the tunnel. In other words, you give hope no matter what to want to live.”

Participant #6 commented on increasing QOL and stated:

Positively contribute to their life by knowing them as a number one priority,

including their likes and dislikes. I try to make every day an enjoyable day. For
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example, a client has an attraction to anything shiny. I noticed it, so I located
shiny stuff and hung it around her bed. She was delighted.
HSPs Rethinking Practice: Increasing Clients’ Self-Reliance and Reducing the
Burden of Care

Through HSPs’ adaptability and willingness to rethink routines, older adults with
mTBI can find ways to increase their QOL when they feel respected. As a result, the
older adult cooperates with the HSP. Otherwise, the older adult will not have a healthy
frame of reference. Depending on the HSP’s daily routines, practices can encourage
patient self-reliance or deter recovery

By assessing the environment, reducing the care burden for HSPs requires
observation and rethinking the QOL for an older adult with mTBI. Participant #1
reflected on how providing QOL care was contingent on the setting:

Now I feel confident because I do what one person needs. In a home setting, there

were problems with other caregivers not showing up or providing for the needs of

the senior even though he is primarily independent. The client needs support to

clean and organize the environment because he cannot stand up for long. I began

noticing that lots of things needed doing. I supported the client.
Regarding QOL, this participant stated, “you cannot change people, but procedures need
to change. Individuals in charge must be on top of caregivers and get more involved.”

HSPs Coping with Communication Expectations from the Family. HSPs
consider the family a controlling force with specific expectations for treating older adult

with mTBIs. Participant #5 shared:



98
Families expect the caregiver to take over and make all the decisions in their
absence. However, some family members are involved. Some families give me all
the permission to handle matters for the older person, but I will always contact a
family member. I constantly stay in touch, at least texting once a day. There is a
fine line that I consider. People get territorial and going in “all gung-ho” without a
family can create hatred, so I make sure they know about a decision. There can be
others involved like a power of attorney, the doctors, the client — even if I make
the decision, I have to be aware of keeping everyone informed.
Participant #5 stated: “Expectation for HSP (but it) is based on who hires them (whether)
the family, or an older adult seeking help” may help or impede the older adults care.”
Lofty expectations are placed on HSPs and they assume that the family
establishes rules and family relationships even when absent or unavailable. HSPs do not
always have the best relationships with their patients’ families when establishing familiar
routines for older adult with mTBIs. The HSPs in this study recommended family
members be more involved because the family may not always be aware of the older
adult’s likes, dislikes, or needs. HSPs concluded that some family members are more
sensitive to the care needs of older adults, while others are absent but dictate
expectations.
Participant #8 reflected on the need to educate the family: “I made them aware
that being around matters more. Family members do not know what they want to do for
an older person and tend to call 911.” Participant #6 implied that HSPs are instrumental

to increasing an older adult with mTBI’s QOL:
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I think giving them choices provides a better chance of recovery. A good

caregiver will also do research with the family, so it helps to know the client’s

likes and dislikes, so the caregiver should know how to support them. One of my
clients needed a podiatrist to come in person every few months. Initially, she was
walking, but later she did not. In discussion with family, there was a question
about whether it was worth paying $600. For the podiatrist to come in person, my
opinion gets asked. I said, “why stop it? Everything else gets taken away from
her.” The family decided to retain the podiatrist as it was a familiar thing the
client liked.

Participant #8 noted that families establish expectations for HSPs, often without
any discussion: “I take cues from the family members. They will advise where help is
needed.” Participant #10 indicated that an older adult with mTBI’s QOL depended on the
family: “All depends on what the family allows. It could include walking on the
sidewalk, the patio, and the zoo, but not anything too significant for them.”

Family members can also be less involved, limiting their connections to an older
adult with mTBI. They primarily manage the finances and insurance, and there is
uncertainty if the family will or will not be helpful.

Participant #8 discussed the other aspects of increasing QOL for an older adult
with mTBI: “More social work support (is necessary) to get the family more involved.
Many family members leave the older person at the wayside and are not there for them.”

Participant #2 said:
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The family sold her house without her consent and put her in the assisted living
center. [Because of the absence of family support] she had a massive rash and
could not lift her neck. Most family support needs to be more than just managing
finances or insurance.

Theme 3: HSPs and Patients’ Mental, Social, Physical, and Spiritual Wellbeing
HSPs and the supporting medical management team do not intentionally try to

harm any patient. However, they might unknowingly do so by having anti-elderly bias,

denying older adult with mTBIs appropriate treatments, and contributing to anti-elderly
health care rationing, which is unethical. Inappropriate care is abuse and can impact an
older person’s mental, physical, social, and spiritual well-being.
Participant #7 considered that appropriate mental care means understanding the
older adult’s condition, which may develop into dementia or other conditions:
I had to deal with individuals that were angry and frustrated. For example, one
woman would say she is hungry and later has no memory of why food is
delivered. Because of my experiences, | plan to take more psychology courses to
grasp better how to help people in need.

Participant #7 considered that appropriate mental health care includes decision-making:
I would sit with the patient and ask questions. If the response were “I don’t want
to say anything,” I would ask him to think more about it. When I hear (that the)
decision was not beneficial, I will wait for another response. Occasionally, the
older brain injury adult would ask what he should do. Because I am dealing with a

grown man, [ would encourage thinking and remembering a better way.
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In the event of improper mental care from HSPs, older adults experience abuse.

HSPs’ incorrect actions had an unfavorable impact on the mental well-being of
older adults and created uncertainty for HSPs in knowing how to help older adult with
mTBIs. The HSPs in this study reported that abuse is a consequence of older adults
receiving care from HSPs not committed to providing quality care. It also results from the
absence of family members and the medical team support.

Older adults with mTBI may experience yelling (#1), disregard for their basic
needs (#4), mental duress (#2), disrespect (#10), and not being listened to (#5, #7), and
more. Participant #6 discussed the inferior performance of HSPs:

Caregivers do not treat clients equally or apologize for wrongdoing. There is

inadequate staff, but they are scattered and not focused on serving the needs of the

brain injury clients. You cannot change people, but the procedures need to
change. Individuals in charge must be on top of caregivers and get more involved.

Depending on the recovery stage of the older adult with mTBI, HSPs use
strategies to promote social engagement, such as participating in bingo, dancing, or
another community or facility activity. Among all the HSPs, a handful of HSPs infer they
have an passion for supporting the older adults by keeping them safe and protecting them
from high-risk caregivers that deny older adults social opportunities. Participant #7
focused on several activities that gathered older adults together:

I was asking them what they wanted to do. We did this on Saturdays and went to

the movies, an outdoor concert, the beach, etcetera. We did an Easter hunt one

year, and I placed eggs around the house. I told the group that whoever found the
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eggs (they) could decide what was for dinner for the whole week. I would write a
food list and pay two dollars for each egg found. I encouraged everyone to have
fun, watching grown adults act like children. They understood that any eggs not
found could cause a stink.
On another occasion, during Christmas, their hearts melted when I asked
them to make three wishes for what they wanted. All their wishes came through,
as I got sponsors from retail outlets like Frys. Sporting Goods Store, Bed Bath and
Beyond, and all items were new.
Every month, everyone sits at the table talking about what they like or
dislike. At the beginning of conducting monthly meetings, no one said anything.
However, it was an excellent opportunity to teach them about respect, not just
saying “Hey!” when hungry, and to use the correct language, no cussing.
Therefore, I started with core house rules to get them focused. These monthly
meetings gave everyone a voice, and their thoughts could bring them to the table.
Participant #8 offered more information on engaging older adult with mTBIs to increase
their QOL: “Dancing, listening to music, playing bingo if it keeps them engaged. There
are different themes for gatherings like poker night, pool day, etcetera. These activities
are engaging so older adults can mingle.”

In contrast to those HSPs who were proactive in social engagement, other HSPs
were not. Participant #7 observed that “some do not socialize and need advocacy. 1

advocate for safety, and (I am) not a significant decision-maker in my position.
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Participant #2 said building a rapport and encouraging socialization is inappropriate: “I
am not supposed to get too personal. Certain information is not allowed to discuss.”
Participant #8 found that socialization is a necessity for older adults and
impacts their well-being mentally and physically:
Mental health coincides with physical functionality for an older person to get
better; they need proper rest and communication with others. They do not need to
feel isolated; using the appropriate medication can also benefit them. Some colors
can also brighten up someone’s day because they make them think social and
alive and give them a reason to get out of bed. Jazz exercise is something that has
improved the older person’s well-being. An instructor comes in and does chair
exercises twice a week, creating a sense of engagement.

As for social well-being, outings for brain injury victims were not always
feasible. It depends on the health conditions of the individual. There may be
social events in the building where they stay, so it can bring other older people
together to dance, listen to music, or play bingo if it keeps them engaged. There
are different themes for gatherings like poker night, pool day, etcetera. These
activities engage older adults and help them mingle in the facility.

However, nursing homes only focus on physical health and fail to
emphasize mental health. Nursing homes and mental health facilities go downhill
as they do not consider these elements. Older adults entering an institution do not
want to be there because it is not home. They feel isolated from home, and it takes

away their independence.
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Physical Well-Being: Sexuality

Participant #8 concluded that promoting one’s well-being regardless of gender
one’s sexual orientation:

Jazz exercise is something that has improved the older person’s well-being. An

instructor comes in and does chair exercises twice a week, creating a sense of

engagement. Social events in the building can (get) older adults (to) mingle in the

facility. However, nursing homes only focus on physical health and fail to

emphasize the mental aspects that are also needed (such as sexuality). Nursing

homes and mental health facilities are practical when they do not consider these

elements. Older adults entering an institution do not want to be there because it is

not home. They feel isolated from home, and it takes away their independence.
Participant #9 discussed how brain injury reduces older adults’ QOL in sexual behavior
when treating the individual in a hospital trauma center:

In a milder brain injury case, I helped the patient walk the halls in the hospital

trauma center. | worked closely with the nurses, who told me the patient did not

remember who he was, but he still had sexual arousal. I reminded him not to take

off his clothes as he stood in the doorway, exposing himself, so the memory gaps

punctuated his thinking.

As a direct caregiver, I respectfully bathed him and changed his gown.
Like the severe brain injury victim, the patient had a sense of knowing that [ was
trustworthy. He would look at me and understand what I was saying. Another

older man would post a sign “Do not disturb” when having conjugal visits with
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his wife. In all cases mentioned, the patients’ nonverbal cues conveyed who was
able to assist, whether it was wiping down or something else. Other medical staff
would make comments about the patients. Nothing was wrong with the patients’
hearing or that they could not think. However, both the male and female nurses
knew patients wanted particular caregivers. It boils down to if the caregiver gave
respect to the patient and did not make inappropriate and unprofessional
comments.

Spirituality
This study identified HSPs’ views on religion and spirituality when caregiving for
older adult with mTBIs. Some HSPs recognized that supporting older adults spiritually
could also assist them to have positive emotions and help them cope with stress and
raised notions about HSPs’ awareness of spiritual needs. Participant #8 emphasized that
discussing religion leads to “being fired” as it is disallowed. Participant #10 added:
Anything leading to medical knowledge, politics, or religion is not allowed for
discussion. We can listen if the client starts talking about what happened to them.
We do not have to be rude if they want to talk about it; we can listen. We cannot
lead the conversation. Instead, learning is engaging, but they cannot always put
words into what happened.
Participant #9 had another view:
I am there to listen to topics such as spirituality, religion, or politics (However); it
depends on the hospital policies and practices and what the family volunteers

(feel) are okay. Historically, opening up about anything was okay, but not today. I
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do not want backlash for talking inappropriately, but our world today is about
diversity. Therefore, I may think about talking to them about religion, spirituality,
or politics only if they invite the conversation first.
Family and Medication

The caregivers in this study did not confirm they could administer medication.
However, Participants #7 and #4 said that knowledge of the client’s medication and
medical issues is necessary to support a patient’s self-reliance and that information comes
from the family or managers. Participant #7 added: “I do not know the key issues for
treatment. I discovered more about [medical] needs from his sister, that visited monthly
and made it on holidays. I ensured he took the proper medication.” In the context of
medical issues, Participant #4 added that an older adult lack understanding of medical
issues, and the HSP’s role is to “advocate (for) medical issues, [including] to talk to [the]
family doctor.”
Theme 4: Educating for Better Caregiving Practices

The HSPs in this study educated their patients, families, and others involved in
caring for older adults with mTBI. HSPs displayed their passion for caring. Participant #1
said, “most caregivers keep their work for older care to straight business.” However, they
did not feel confident about their ability to fully support older adult with mTBIs because
there was no case management structure to support HSPs. The question about what to
discuss was evident in Participant 2849’s words: “Institutional policies limit the HSPs’
ability to discuss spirituality, politics, or the patient’s medical condition unless the older

adult with mTBI invites the conversation and directs it.”
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The HSPs interviewed recommended that education should not be limited to the
caregiver but should include training for family members, the supporting medical team,
and other parties involved in caring for the older adult with mTBI. They emphasized that
education was self-motivation, but HSPs also needed to encourage others to become
more involved in the recovery of older adults to ensure they have a better QOL.
Participant #10 discussed education:
It would be a cure for everybody and education for everybody. There is never a
cure for everything, but we can help out a lot more with education than we do for
the doctors and family, but it has to start with education. The family needs to
understand that some things they do are not always with appropriate manners. The
family may not know when they are rude and blurt something disrespectful. Their
behavior has become their norm until they receive more training that helps. The
doctors use sophisticated terminology and need to bring it to an ordinary level for
HSPs to understand. Not everyone processes the same way we do. Some doctors
are in medicine for the money. Others are there to help a family. I know that from
firsthand experience when my mother experienced cancer.
Participant #6 considered educating the family is essential:
Many families live in other states. I do not know if they do not care, but I have not
had the issue of having to educate them. However, doctors need education on
talking to clients and caregivers. They talk down and do not demonstrate enough

compassion.
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The HSPs educated their clients on staying mentally, physically, socially, and
spiritually. In the event of uncertainty, HSPs asked the older adult’s family for help. They
addressed wanting to get support from the medical team, especially when struggling to
adapt to changing clients.
Caregiver Rationale for Educating
HSPs recommended education to encourage proper communication, motivate
recovery, and recognize that QOL for mTBI geriatric patients was related to pursuing
healthcare services, the healthcare system, and the general community. Quality services
could lead to improved health but are often unaffordable (Carolozzi et al., 2018).
Participant #10 advised that educating all people involved in the care of an older adult
with mTBI would be beneficial:
A cure for everybody is education for everybody. There is never a cure for
everything, but we can help out a lot more with education than for the doctors and
family, but it has to start with education. The family needs to understand that
some things they do are not always with appropriate manners. The family may not
know when they are rude and blurt something disrespectful. Their behavior has
become their norm until they receive more training that helps. The doctors use
sophisticated terminology and need to bring it to an ordinary level for HSPs to
understand. Not everyone processes the same way we do. Some doctors are in
medicine for the money. Others are there to help a family. [ know that from
firsthand experience when my mother experienced cancer.

Motivation
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Participant #10 concluded that an older adult with mTBI needed the
encouragement to know that their life was worthwhile: “Praise all the things they do and
not overly correct. I want them to learn something and not feel discouraged. It is all about
a re-learning process.” Participant #8 said that QOL requires family support by having
family members engage more with the older adult: “Mental health can improve and
escalate recovery by getting the family more engaged.”

Recognize QOL for Older Adults with mTBls.

Participant #5 reflected on the premises of Maslow’s hierarchy:

Everyday living needs, shelter, explaining resources, talking about referrals, and

meeting the goals make them feel safe in their own home. Some people need HSP

care daily, others for a few hours. It is about gauging what an older adult need
regarding support. This is at all independence does not get lost. HSPs have to
encourage and support depending on the member’s needs.

Participant #5 remembered that brain injury causes changes in behavior for the
older adult: “Not every day is a good day, so HSPs need to be prepared to come with
compassion and handle special needs. HSPs also need support and training as they can
always learn how to service their clients.”

Education for Caregivers

Participant #6 recommended that HSPs pursue more education to fulfill the needs
of older adults who want an improved QOL with the appropriate support systems in
place: “Caregivers need better knowledge and training, primarily in treating others and

interacting with other caregivers.”
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Participant #10 reflected on the need to provide consistent care for older adult
with mTBIs to have a better QOL:

It is a big thing, helping out. Sometimes, switching caregivers can confuse what to

do with the older adult. There must be a consistency of support and praise, and I

encourage trying other ways that work better. Never tell them they are doing it

incorrectly. Responses should be positive and encouraging. It is just about having

a lot of communication. You have to have the heart and passion for doing this

kind of stuff.

Education assists the family in preventing neglect if other family members take
unauthorized steps to sell assets or do not follow up to ensure that the older adult has
diligent care if moving from home to an assisted living center. Participant #2 called
exploitation a form of abuse that impacts older adults’ QOL:

The family sold her house without her consent and put her in the assisted living

center. (She) She had a massive rash on her neck and could not lift her neck. I was

washing her, and no one paid attention to her needs.

Participant #6 reflected on the deficits in providing QOL for older adult with

mTBIs: Educating the family (is a problem because they are) not there as many

families live in other states. I do not know if they do not care, but I have not had
the issue of having to educate them. However, doctors need education on talking
to clients and caregivers. They talk down and do not demonstrate enough

compassion.
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Educating the client is necessary so that they have the hope of returning to a state
of self-reliance. Participant #5 emphasized: “Encouraging positive behavior and
informing the older adult they will not lose their independence but can regain it by doing
it independently and in their own space.”

Participant #9 reflected on how an older adult could feel self-reliant and
respected: “I am also aware that I should listen to their point of view and not impose
mine because it might agitate them to hear a different outlook.”

Educating physicians and other medical practitioners are needed to gain more
insight into how they are projecting. Participant #10 spoke of the need for doctors to have
more integrity and specialized training to serve the older adult better and ensure that they
experience a better QOL: “I do not usually see anything odd. Some doctors do not even
hear you out, and they do not talk to the family.”

Summary

This chapter explored the rationale for appropriate qualitative design and analysis
to understand caregiver perceptions. The chapter outlined the nature of the study and its
research procedures. Ten participants expressed concerns about inconsistent care
practices supporting older adults with mTBI. Participants wanted to create healthy
attachments with all older adult with mTBIs in their care and treat them as a part of their
family. Chapter 5 reviews the findings of this research within QOL theory and the
literature. It also explores the limitations of this study and offers recommendations for

future studies and the implications of this research for social change.
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Chapter 5: Discussion, Conclusions, and Recommendations

The purpose of this generic qualitative study was to explore how HSPs perceive
their work concerning their beliefs and experiences when collaborating with older adult
patients with mTBI. Findings from this study may inform recommendations for
improving person-centered care standards. I used two research objectives to achieve the
research purpose. First, HSPs engaged with older adults with TBI and described their
experiences and perceptions about patient inclusivity and quality care for older adult
patients with mTBI. Second, HSPs contributed recommendations for older adults with
mTBI about effectively improving and managing their condition.

This generic qualitative study explored HSPs’ positions on current care delivery
to seniors with mTBI that impair their QOL. Specifically, how person-centered care
during COVID-19 enhanced their QOL through recovery, communication, teaching, and
satisfaction (Herrmann & Deatrick, 2019; Souesme et al., 2019). I sought information
from the HSPs to discover their values regarding how they practice supporting caregiving
for older adults experiencing mTBI or concussion, especially during the pandemic.

This chapter includes my interpretation of the data from Chapter 4 and the
literature review. Subsequently, I revisit the conceptual framework, limitations,
recommendations, and implications of the study before presenting a summary.

Interpretation of the Findings

This study sought to understand HSPs’ experiences working with mTBI adults

over 65 years using a QOL theoretical framework, which focuses on the importance of an

older adult’s relationship with their caregiver. Despite the different care efforts, the study
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identified similarities in HSPs’ opinions about increasing the QOL for older adult with
mTBIs. Opinions ranged from neglecting the needs of older adults because of not having
adequate guidance from the management team; insufficient in-house or continuing
education to understand how to address quality person-centered care better; family
intervening in care practices; or not being available to support the older adults. Regarding
differences, some HSPs focused on the lack of care offered by HSPs and institutional
settings. For example, in institutional settings, the demand to care for more older adults
than possible resulted in poor care for the older mTBI adults. Some HSPs expressed that
when going to the next shift for the older person, the HSPs were lethargic in caring. They
chose not to prepare home-cooked meals and gave small frozen dinners. Cleaning,
listening, and providing companionship were minimized, and they often experienced
abuse instead. Some of the older adults learned to repress their feelings and other older
adults shared their concerns. Maslow (1962) developed a QOL theory, which explores a
person’s development toward self-actualization. It surfaces when basic needs are fulfilled
toward a psychology of being (Maslow, 1999). QOL theory is a framework for better
understanding HSPs’ perceptions of the practices that increase their clients’ QOL
(Ventegodt et al., 2003a). Researchers found that when older adults have a low QOL,
they have an increased risk for behavioral and emotional issues that can negatively
impact their functioning, resulting in loneliness, mental and physical illness, anxiety, and

depression (Gerino et al., 2017).
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HSPs’ Perceptions of QOL for Older Adults with mTBIs

Participants indicated that they could increase the QOL of mTBI in older adults
and had done so in the past. However, the participants expressed that insufficient training
and external support factors created barriers to QOL treatment options for older adult
with mTBIs. Many participants voiced their frustration with the absence of family
members and doctors who supported the patients because older adults are perceived as a
burden for person-centered care (Griffin et al., 2017).

Older adults with mTBI may remain in flux due to their injury, experiencing
depression, and stress (Mushta et al., 2017; Scheenen et al., 2017; Walter et al., 2020).
However, HSPs can influence by offering older adults more time to collect their thoughts
and respond. Older adults experience frustration when overlooked and do not meet their
needs (Abrahamson et al., 2017). Families often ignore older adults, as do medical teams,
administration, and social care services. There may be no assigned person to follow up on
their progress from admission onward, including the diagnosis of mTBI. In addition,
inconsistent criteria were extracted from older adults' self-reported symptoms (Katz et al.,
2015).

As aresult, HSPs’ practices were inconsistent. They voiced frustration over the
lack of services to prepare them for future challenges or assist them in addressing
caregiving practices. These HSPs navigated complex relationships and reported a lack of
support from a system designed to help them.

HSPs, according to the data, have specific beliefs about needs in senior care, and

pointed to critical limitations for older adult with mTBIs, including maintenance costs
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and reduced rehabilitation practices and programs due to the pandemic and insurance
restrictions. The HSPs in this study identified a need for a more consistent approach to
mental and social services and routines, addressing brain injury challenges, and
promoting patient autonomy. HSPs did not allude to working with technology but voiced
concerns about abuse and the need for clients to be self-reliant while receiving the
necessary support from their medical management teams and family members.

Consistent care could reduce an older adult’s frustration by aligning their care
with the family’s caregiving tasks, managed care, and daily integration of health services
(Wong-Cornell et al., 2017). In this study, I replicated this definition of consistent care
and explored the consequences when constant care is absent. Participant #1 stated:

Like the definition of caregiving, I care by listening and ensuring what they need

before acting. If I do not care, it takes away feelings of the older person’s self-
worth and pride. A more senior person gains the most from supporting their
emotional needs. Many caregivers are heartless and dry. Emotional needs are
most important, making sure the clients’ needs include changing as needed,

feeding when hungry, and making them comfortable. It is the same as raising a

family. Not everything has to be, said, but acting is vital. I can contribute to their
quality of life by being observant and communicative.

The HSPs shared experiences addressing challenges from brain injuries and
working with rehabilitation practices. It was also necessary to incorporate education for
HSPs, doctors, nurses, and therapists to increase the patients’ sense of autonomy. They

reflected on the need to ensure older adults embrace self-reliance and reaffirm how to talk
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to and hear them. Participant #1 stated, “the goal of caregiving is to get the older person
to be self-reliant. However, staffing is a huge issue. I had twenty-seven patients in a
nursing care facility for two days.” Participant #6 observed, “doctors need education on
talking to clients and caregivers. They talk down and do not demonstrate enough
compassion,” Participant #10 said, “some doctors don’t even hear you out.”

Barriers to older adult with mTBIs’ progress included a lack of knowledge and
friction within the medical team, including physicians disregarding patients’ decision-
making potential without asking for their input (Nakase-Richardson et al., 2020).
Additionally, older adult with mTBIs experienced barriers to patient care because HSPs,
the family, and the medical management team did not consider their emotions.
Supporting older adult with mTBIs who face social and environmental limitations creates
joy and fulfillment.

The Rationale for Person-Centered Caring by HSPs

Two participants believed there were no difficulties when caring for older adult
with mTBIs. The first participant expressed a different reason for caring about older
adults; Participant #7 cared for people in need as the primary means of being self-reliant
in the aging process. On the other hand, Participant #6 expressed caring about morbidity
as a need for an older adult, which was part of caregiving outcomes and the aging
process. Her responses regarding QOL differed from those of the other participants.
HSPs’ Perspectives on Caring for mTBIs: Dedication to Caregiving

Four participants were committed to providing QOL care to older adult with

mTBIs. According to Elmore (2019), meeting basic human needs is essential for person-
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centered care and QOL (the lowest level in Maslow’s hierarchy of needs). As older
people ruminate over their life, determining if it is meaningful and satisfying, HSPs can
be empowered to maintain their QOL (Cherry, 2021). However, according to the HSPs,
patients’ physiological and psychological needs are not always met (McLeod, 2020).
Participant #1 pointed out that altercations were necessary to address physiological issues
and observed that older adults’ needs did not include meal preparation and being entitled
to address primary care needs and love: “Regardless of their mental health or brain
injury, anybody needs a check-in. It can come from friends giving a callback and
checking at least once or twice on them.”

Concerning self-esteem and self-actualization, Participants #10 and #6
emphasized that “having a good rapport between the HSP with an older adult is upbeat,
and a friendly relationship between the HSP and the client.” Participant #10 explained
that a healthy person-centered caring relationship could boost the ego and provide hope.
However, expectations to support an older mTBI person’s quality of life are not clearly
defined. Participant #5 says expectations are “based on whether hired by the family, or an
older adult seeks out help.” Therefore, Participant #5 considered that “expectations are
influenced by the severity of the person’s injury, the family thinking, and policies.”
Hence, it is not feasible to have consistent person-centered care that provides the QOL
for older adult with mTBIs.

HSP Participants #6 and #1 said older adults are their priority, and they are the
problem-solvers. All participants had some inconsistencies, presenting a combination of

positive and negative care practices. For example, Participant #6 introduced music
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therapy and yoga to change moods but commented on having to confront the patient’s
anger, not explaining how the participant and the patient coped. On the other hand,
Participant #7 assumed that she was not the right person to handle all care situations and
viewed others as decision-makers than she. Also, because older adults have distinct types
of brain injury, she could not necessarily be an asset: “Healing has a lot to do with the
individual.” She did not consider that there may be a lack of knowledge or open-
mindedness.

These findings supported previous research (Stein et al., 2019), which found that
one in five mTBI adults experience mental health symptoms after a concussion,
underscoring the importance of follow-up care. Simultaneously, the indicators of HSP
participants showed that “autonomy and cognition are decisive factors for older adult
with mTBIs feeling satisfaction with care and one-third suffer from the unsatisfactory
outcome with psychiatric sequelae and need to be installed in future TBI guidelines”
(Rauen et al., 2020, p. 144). Participant #1 found that “HSPs do not listen to what
patients need, often leaving them bedridden and overlooking physical, mental, and social
well-being.” For example, not treating ear and eye conditions can unfavorably impact
recovery (Hac & Gold, 2022). There are numerous causes of visual and hearing
impairments, but most are benign and treatable. However, other symptoms are potentially
life-threatening and require a diagnosis. Therapies include exercise, computerized
programs, transcranial magnetic stimulation, gene therapy, stem cell therapy, and

nanoparticles. Some novel modalities remain unavailable (Hac & Gold, 2022). In this
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study, I explored mitigating factors of HSPs’ PPC practices that impact well-being
among older adults with mTBI while receiving geriatric care.

Some HSPs wondered about the definition of a caregiver; was it their job to
improve an older person’s quality of life? The lack of defined roles for HSPs created
inconsistent emotional support for patients that balanced internal well-being as the brain
experiences chronic strain on its systems, leading to stressors like depression (Bay et al.,
2017). Participant #1 considered “emotional needs are most important, (but) not
everything has to be said. [Person-centered caring] is vital, observant, and
communicative.” Participants #9 and #10 reflected on older adult with mTBIs wanting to
voice their emotions because they have “something to say,” but that is infrequent.

These findings also supported previous research, which found that one in five
mTBI adults experience mental health symptoms after a concussion, underscoring the
importance of follow-up care for these patients (Stein et al., 2019). Participants #3 and #5
noted that patients are emotionally imbalanced when they have inconsistent care,
inadequate rest, or overstimulation; for instance, they become moody (Ciuffred et al.,
2022; Nakase-Richardson, 2020). Participant #8 said this was a result of changes in sleep
patterns. Sleep disturbance adversely affects neural repair and outcome following
traumatic brain injury, mainly by causing sleepiness (Nakase-Richardson et al., 2020).

Moreover, older adult with mTBIs require exercise and consistent dietary
patterns. HSPs are better informed on therapeutic strategies (Marcovic et al., 2017).
Participant #4 said, “One of the challenges is when an older person has memory gaps.

They talk randomly about whatever comes into her mind, and I must repeat it. I stop
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repeating it after a while.” Post-older adult with mTBIs report daily impairment in
episodic and autobiographical memory, yet their QOL depends on consistent memory
reminders impaired by aging, brain injury, and neurodegeneration (Jones et al., 2021;
Wames et al., 2017). Older adult with mTBIs must relearn when memory gaps occur.
Participants #7, #5, #9, #10, #7, #2, #6, and #5 encouraged grooming and healthy habits.
Participant #7 said:

I helped him get out of bed, dress, or undress. He would say, ‘I don’t want to

brush my teeth,” and refused to change his clothes. I would talk to him and tell

him how important it was to have clean clothes.
Participant #4 reflected on “dressing and grooming, brushing teeth, washing face.”

These comments emphasized that health related QOL improves when HSPs
provide oral hygiene interventions to patients (Kothari et al., 2017). Participant #9 noted
that memory gaps were punctuated when thinking of “sexual arousal (and needed)
reminder not to take off his clothes to expose himself.” Following an mTBI, patients can
experience the devastating impact of more frequent sexual dysfunction (Latella et al.,
2018). There is a need for HSPs to manage patients better to achieve sexual health, more
functional outcomes, and a higher QOL (Latella et al., 2018).

Overall, there is a lack of medical experts who can provide information about
HSPs’ practices in caring for older adult with mTBIs. As a result, HSPs lack knowledge

of providing cognitive, physical, social, and human support to older adult with mTBlIs.
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HSPs’ Perspectives on Caring for Older Adult With mTBIs: Human Support

Consistent care means continuity of care in alignment with family caregiving
tasks, managed care, and daily integration of health services delivered to older family
members (Wong-Cornell et al., 2017). In reviewing the findings from Chapter 4, four
themes emerged: (a) inconsistencies in mTBI geriatric patient’s primary daily care due to
family control and medical policies; (b) HSPs’ perspective on coping with brain injury
challenges for older adults; (c) HSPs’ thoughts on improving recovery for older adult
with mTBIs; and (d) HSPs recommendation for further education on better caregiving
practices that embrace their passion and desire to treat older adults with mTBI.

HSPs emphasized how a culture of caregiving provides a healthy outlook for
seniors’ social life as they cope with diverse situations and identify risk factors (pre-
existing conditions of trauma, dementia, Parkinson’s, Alzheimer’s, or other). Also,
determine whether treatment for improving functionality and cognition was effective.
HSPs’ Perspectives on Caring for Older Adult With mTBIs: Family

HSPs in this study revealed the limitations of mTBI geriatric patient care in terms
of institutional policies concerning contact with the patient’s family, what information
cannot be discussed with the patient, and limited support from medical teams that created
barriers to recovery and impacted patient’s QOL. Participant #6 shared:

They are educating (absent) families because many families live in other states. |

do not know if they do not care, but I do not educate them. However, doctors need

education on talking to clients and caregivers. They talk down and do not

demonstrate enough compassion.
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These findings support previous research, which has noted the importance of
informing family members and medical teams how to offer support (Piccenna et al.,
2017). Participant #5 said HSPs “need support and training as they can always learn how
to service their clients.” Participant #6 noted that “caregivers need better knowledge and
training, primarily in treating others and interacting with other caregivers.” Earlier,
minimal clinical management was assumed for mTBI patients (Silverberg et al., 2020).
However, because older adult with mTBIs experience altered mental conditions, medical
management strategy has not been a criterion (Silverberg et al., 2020). Participant #1
stated, "it is the facility’s liability to provide care that the doctor orders. However, when
orders do not follow, the directives get shuffled to the side and do not make things
easier.” Lieshout et al. (2020) noted that “caregivers had high demand and difficulty in
their role. They were least prepared to get help or acquire information from the health
system, so caregiving practices remain inconsistent” (p. 6).
HSPs’ Perspectives on Caring for Older Adult With mTBIs: The Pandemic

Older adults with mTBI were considered at higher risk of contracting Covid-19,
but they want to be independent and autonomous and not burden others (Mai et al.,
2021). Researchers found a more significant increase in the perceived importance of
independence and autonomy among older adults than in middle-aged adults (Mai et al.,
2021). The healthcare system is unprepared to support those over sixty-five because
coronavirus has disrupted quality care services since 2019 (Fulmer et al., 2021; Khoury
& Karam, 2020). “Leading forced change management for an organization has become

more challenging” (Burton & O’Neill, 2020).
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During the pandemic, HSPs were uncertain of their decisions because of
difficulties collaborating and communicating remotely with other staff (Burton &
O’Neill, 2020). Systemic strains have a devastating impact on all aspects of a senior’s
functioning, often “taking away a survivor’s sense of meaning and identity” (Carroll &
Coetzer, 2011; Gracey et al., 2009; Ownsworth & Haslam, 2014). Seniors also
experience decreased motor ability and physical activity participation, increased obesity,
impaired cognition, and various psychological disorders (Gao et al., 2020). Thus, HSPs’
workload, communication dynamics, and interventions for neurogenerative diseases
(Parkinson’s, dementia, Alzheimer’s) shifted due to the pandemic.
Participant #1 identified unhealthy changes in caregiving practices during Covid:
Everything has changed, and healthcare has also changed. It is more challenging
to get a doctor’s appointment and occurs virtually. The true meaning of life is lost
in these times. People are losing their people skills, and workers in the healthcare
system are abusive... The caregivers do not treat clients equally or apologize for
wrongdoing. There is adequate staff, but they are scattered and not focused on
serving the needs of the brain injury clients. You cannot change people, but
procedures need to change. Individuals in charge must be on top of caregivers and
get more involved.
HSPs’ Perspectives on Caring for Older Adult With mTBIs: Psychology
Suppose a senior with mTBI becomes ill with COVID-19. In that case, they may
experience neuropsychological deficits through direct or indirect mechanisms, such as

neurovirulence, stroke, intubation, or other medical procedures that can result in PTSD
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among pandemic survivors (Kaseda & Levine, 2020). Neuropsychologists have difficulty
differentiating PTSD-related deficits from neuropathologies among COVID-19 survivors
(Kaseda & Levine, 2020).

Workload. HSPs value sharing information about their workload, communication
dynamics, self-actualization when collaborating with seniors, supportive technology, and
physical and cognitive attributes across a spectrum of psychology-related areas. HSPs
have experienced an increased workload across healthcare systems (Joy et al., 2020).
This workload impacts HSPs and has harmful psychological effects (Kontoangelos et al.,
2020). HSPs must care for seniors with more social restrictions because of the pandemic
(Simonetti et al., 2020).

Communication Difficulties exacerbate the burden on HSPs when attempting to
restore senior social interactions (Stasolla et al., 2020). Seniors have limited access to
leisure opportunities and interaction with friends and relatives. Assistive technologies
offer a helpful strategy for mitigating challenges for seniors and are associated with
remote communication (Stasolla et al., 2020).

Self-Actualization/Self-Esteem. Mindfulness-based interventions reduce stress
and foster resilience among HSPs working with mTBI seniors (Vega et al., 2020). During
the pandemic, HSPs and seniors have an increased risk of mental health problems (i.e.,
anxiety, depression, burnout, insomnia, and stress-related disorders) stemming from
isolation/quarantine and social distancing (Gupta & Sahoo, 2020). HSPs devised
interventions to reduce social isolation, reducing QOL and associated physical and

mental problems (Dassieu & Sourial, 2021).
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During the pandemic, equity-based person-centered care approaches countered
the adverse outcomes of social isolation and reduced the risk of infection (Dassieu &
Sourial, 2021). Interventions included leisure-based group meetings, individual
encounters, service providers, social networks through online access, attentiveness to
power relationships, and confidentiality. The intervention considered the seniors’ needs,
personal histories (trauma and experiences of violence), and social context, including
cultural and familial characteristics, financial barriers, and housing conditions (Dassieu &
Sourial, 2021). Regrettably, not all seniors receive this benefit.

Supportive Technology. HSPs use technology to support patients in nursing
homes, particularly older adults experiencing long isolation and dementia (Dores et al.,
2020; Mendes-Santos et al., 2020; Simonetti et al., 2020).

Physical Aspects. The pandemic worsened cognitive impairment in elderly
patients, and they had a higher risk of developing neurodegenerative diseases (Simonetti
et al., 2020), complicating the workload for HSPs. For example, some seniors did not
understand the restrictive measures needed (Simonetti et al., 2020; Wilkie et al., 2021).

Cognitive Disorders. Clients with neurobehavioral problems who required
intensive care posed a burden and exhibited poor mental health (Griffin et al., 2020).
Patients with mTBI were more likely to be diagnosed with Parkinson’s disease (Gardner
et al., 2018). HSPs viewed cognitive disorders as typical in many neurological conditions
(Mantovani et al., 2020). During Covid, rehabilitation measures included remote
communication technologies to support healthcare interventions such as

neurorehabilitation and cognitive rehabilitation (Mantovani et al., 2020).



126

Interventions include telemedicine, virtual reality (VR), and augmented reality.
Gao et al. (2020) noted that VR exercise during the pandemic facilitated improved
physical outcomes, such as motor ability, reduced obesity, and positive cognitive and
psychological effects for seniors. VR immerses seniors in a computer-generated, multi-
sensory, three-dimensional world where they interact with the virtual environment using
a headset or exercise equipment. The VR intervention engages older adults to improve
their motor skills, sensorimotor learning, and cortical plasticity, increasing their motor
ability, including hip muscle strength and balance control. VR also is an effective
intervention strategy for fall prevention for seniors, thereby reducing the risk of mTBI
(Gao et al., 2020).
HSPs’ Perspectives on Caring for Older Adult With mTBIs: Public Health

Public health needs are a growing concern, and HSPs want access to innovative
approaches for person-centered care with QOL outcomes. HSPs must proactively
promote better and more equitable care for older adults (Fulmer et al., 2021). Reduced
person-centered care is evident among White and non-Hispanic U.S. seniors (Callison &
Ward, 2021). Seniors also experience delays and cancellations in accessing medical care
(Callison & Ward, 2021). The tools policymakers are developing are not helpful but
cause more significant service interference (Khoury & Karam, 2020). For example,
homecare is cognitive rehabilitation software that addresses home-based cognitive
rehabilitation in neurodegenerative diseases, such as mild cognitive impairment and early

dementia (Bernini et al., 2020).
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HSPs’ Perspectives on Caring For Older Adult With mTBIs: Home Care Safety and
Other Outcomes

According to CADTH (2021), there has been a cultural change in delivering long-
term care, from attending large-scale nursing homes to shifting toward person-centered
care in small-scale, home-like environments. HSPs in this study preferred this model of
care because it gave more opportunities to support older persons with brain injury.
Participant #1 stated private care led to better results:

The goal of caregiving is to get the older person to be self-reliant. However,

staffing is a huge issue. I had twenty-seven patients in a nursing care facility for

two days. It is impossible to make sure that seniors have everything they need. I

receive $16.00 an hour, but now as a private homecare provider, I do half the

work for twice as much compensation. Therefore, paying workers makes a

difference in supporting recovery for an older person.

Interviewees primarily worked in home-like models but did not allude to Eden
Alternative, Green House homes, the Butterfly Model of Care (for persons with
dementia), or Dementia Villages (the Hogeweyk Care Concept). However, the literature
suggested that daily activities impact neuroplasticity, which may help patients’ recovery
from mTBI using a wide range of interventions (Allen, 2019).

It is also essential to examine core components, including rehabilitative science
fundamentals, practices' evolution, and current evaluation and treatment methods.
Optimizing the effectiveness of cognitive rehabilitation for mTBI depends on the ability

of a multidisciplinary team to work together to implement systematic learning, functional
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practice, compensatory strategies, and metacognitive training to target the cognitive
domains (or goals) of attention, memory, executive functioning, and social
communication.

In this study, the HSPs’ perceptions revealed that older adult with mTBIs’
improvement depends on the quality of care received. HSPs are not always willing to
support older adults with mTBI because they have reservations about providing care
(Allen, 2019). Home-like models of care and the related safety outcomes (e.g., Covid
infection, injuries from falls) point to the benefits of small-scale, home-like long-term
care settings over traditional large-scale environments.

Solutions

Older adults with mTBI and more severe traumatic brain injury commonly
experience persistent physical, cognitive, and emotional deficits that require long-term
rehabilitation (Atiyeth et al., 2019). Technology provides an innovative alternative to
traditional intervention models for caregivers to support older adults (Atiyeh et al., 2019).
Older adults need to accept these interventions to implement technology using theory-
driven research to support their rehabilitation and maximize functional outcomes.

Limitations of the Study
There were three limitations in this study:
a. No medical expert provided information on managers’ lack of consistent care.
Though this study explored how older persons’ happiness and fulfillment of
basic needs contributed to the psychology of being and what practices HSPs

perceived as increasing their clients’ QOL, the overall focus was to
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understand better how caregivers viewed the QOL process. A medical
perspective may have provided support for the participants’ perspectives.

b. The participants were all interviewed in Arizona, so their homogeneity could
affect the transferability of the findings to other geographical locations due to
the lack of geographical variation.

c. Idid not have enough time to ask participants how long they spent in each
care setting, which may have influenced what they shared. At the end of the
interview, one HSP added information addressing how care should involve the
family. However, they did so while sharing that they had kidney cancer,
which may have biased their response.

I used various means to ensure the study’s transferability and reliability and
address the study’s limitations. Transferability was achieved by obtaining a detailed
description of data with details on the context, setting, and assumptions about the
geriatric population with mTBI (Anker et al., 2021). The focus was on receiving relevant
data from the participants and providing information on how the data were collected and
analyzed, the nature of the study, and my epistemological perspective and approach. The
study is, therefore, more likely to be replicated because of its transparency (Tuval-
Mashiach, 2021). As the focus of this study was the HSPs’ perceptions, their medical
expertise was not needed to have a suitable description of their experiences.

Recommendations
I have four recommendations for future research on enhancing the QOL for older

adult with mTBIs. First, this study should be repeated in other regions of the United
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States. This recommendation is based on the idea that perceptions of QOL may differ
across geographically and culturally diverse locations and that departments of aging may
respond to mTBI geriatric populations in several ways across the country. Researchers
should replicate the study with caregivers who have experience advocating for older
adults and are registered to obtain support from county or state agencies.

Second, future research would benefit from a medical professional's assistance in
exploring the struggles of QOL due to mTBI in relational and neurological contexts.
Third, policymakers and organizations should consider improving accessibility and
funding for education, training, and support programs for home, hospital, nursing
settings, or assisted living strategies to improve the sustainability of caregivers in their
indispensable role in improving person-centered care and QOL for older adult with
mTBIs. The need to enhance the effectiveness of in-service training of caregivers to
obtain CEUs is an inevitable requirement. Fourth, future directions for research include
using theory-driven research designs to improve our understanding of technology
acceptance and to support the development of rehabilitation technologies that maximize
functional outcomes for individuals with mTBI (Vaezipour et al., 2019).

Implications and Potential Positive Social Change

This study contributed to the literature on QOL theory and Erikson’s
developmental stages, better understanding how older adult with mTBIs interact with
HSPs when HSPs deliver their care. There is an opportunity to advocate for increased
assistance and interventions and a path to establish evidence-based interventions that will

benefit this population. Further exploration of this topic is needed to understand QOL
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interactions better so that future caregivers will not experience the same struggles in
optimizing care.

Decreasing the struggles related to QOL difficulties and their associated adverse
outcomes would cause less harm to society. HSPs currently providing care for older adult
with mTBIs could also increase their skills to modify their approach to patients. This
research could better address the mental health needs of older adult with mTBIs, thus
allowing for new early intervention strategies to better address the QOL of older adults
recovering from brain injury.

Conclusion

The evolution of traumatic brain injury rehabilitation in military service members
and veterans began during the Civil War (Cifu et al., 2010). The literature first explored
TBI subjects through self-reporting, developing instruments sensitive to deficits in
cognition and other health and life domains, and conducting qualitative studies that
examined QOL to make recommendations for methodological and substantive research
(Djikers, 2004).

Maslow developed QOL in the 1960s, and “its primary focus has been on the
relationship between functional and applicable methods and new cognitive demands
involving executive function to improve screening, prevention, and rehabilitation of
cognitive impairment and falls” (Ansai et al., 2017, p. 144). Because the present study
assessed HSPs’ values for caring for older adult with mTBIs to improve their QOL, I
provided a perspective on health systems not often considered and allowed the voices of

those involved in the care system to be heard. HSPs expressed that they perceived deficits
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in the caregiving delivery for older adult with mTBIs due to inconsistencies in the system
and shared their frustration over how these deficits impacted older adults’ functioning.

The findings from this generic qualitative study have contributed to the existing
body of literature on QOL, expanding the ideas set forth by Maslow (1962) and Erikson
described by Ekland (1970), including the social problems inherent in inconsistent care
practices that impact patients' QOL. The results of this study might create social change
within human services, social work, aging departments, and mental health communities,
mainly affecting older adults who have experienced mTBI from falls, strokes, accidents,
or other causes.

This study has the potential to create a foundation to better address caregivers’
reported frustrations. The results provide the narratives and viewpoints of HSPs working
to assist older adults with mTBI. These narratives may also assist caseworkers and
clinicians working with this population to appreciate their clients' difficulties better and

find new ways to address the flaws documented here.
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