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ABSTRACT

A QUALITATIVE ANALYSIS OF SOCIAL INTERACTIONS OF INDIVIDUALS
WITH TRAUMATIC BRAIN INJURY

By
Jane Luanne Nichols

A qualitative research study was conducted using grounded theory to answer the
research question, how do individuals with Traumatic Brain Injury perceive their social
interactions? Persons with TBI may react inappropriately in social interactions due to
disassociations between emotions and actions in complex and demanding social
situations. Such disassociations can create significant problems related to social
functioning and overall quality of life for individuals with TBI. Information from persons
with TBI regarding their social interactions was useful for gaining a better understanding
of the complex and multifaceted social schemas of individuals with TBL

Two interviews were conducted with seven individuals; four men and three
women, who were receiving individual neurocognitive rehabilitation services of various
types, at either an inpatient or outpatient level. The results of the data analysis revealed
that social interactions for individuals with TBI occur on the interpersonal and
intrapersonal levels. Within the interpersonal level, primary social interactions occurred
with family, and peers with TBI. On the intrapersonal level, the importance of
understanding what it meant to live with TBI was a crucial factor in developing core
relationships with individuals with TBI. The development of positive and negative
images of self-occurred at this level along with questions about social competency.
Paradoxes which arose from the narratives of the participants with TBI were related to

the results of brain injury and rehabilitation research. These paradoxes pertained to the



importance of family relationships, the role of superficial relationships, the use of denial
as a protective strategy against social stigma, and the drawbacks of the use of labels as
symbols for disability.

Recommendations for rehabilitation professionals included providing social skills
interventions in context taking into account the broad spectrum of factors that impact
social interactions. Rehabilitation goals should focus on positive outcomes with a focus
on autonomy and empowerment in social interactions utilizing natural supports.
Counseling and training for key communication partners was recommended. Use of a
detailed qualitative interview format was suggested for clinical purposes to obtain rich
information about the individuals social interaction partners. The role of the rehabilitation
professional is seen as crucial for assisting the in<_1ividual with TBI in constructing

realistic goals for attaining their positive, possible self.
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Chapter 1
Introduction

Traumatic brain injury (TBI) is damage to the brain caused by a trauma to the
head. The severity of a brain injury may range from minor, with few or no lasting
consequences, to major, resulting in profound disability or death. In the United States, 5.3
million people are currently living with a long-term disability requiring the need for
assistance in daily living as the result of TBI. Each year, up to 52,000 people die of a
brain injury (Brain Injury Association of America, 2006). The cost of TBI in the United
States is estimated at $60 billion annually including direct and indirect costs to families
and society (e.g., lost earnings, work time). This figure does not include the costs
associated with providing long-term vocational rehabilitation (VR) and social services for
persons with TBI (Center for Disease Control, 2006). The rehabilitation needs of the
individual with TBI are dependent on the extent and the location of injury (Prigatano &
Schacter, 1991), with many people experiencing a variety of cognitive losses in addition
to behavioral and emotional changes. Therefore, it is an established practice for
practitioners in brain injury rehabilitation settings to assess patient neuropsychological
strengths and deficiencies.

Post-injury cognitive, personality, and behavioral changes typically reported for
many persons with TBI include loss of concentration, memory deficits, attention
problems, and communication difficulties (Livneh & Antonak, 1997; Kosciulek, 1994,;
Prigatano & Schacter, 1991; Tate & Broe, 1999); self-centeredness, attention seeking
behavior, irritability, jealousy and anger (Prigatano & Schacter, 1991; Tyerman &

Humphrey, 1984); and self-focused conversations, frequent and sudden topic shifts, a



blunt manner, overly familiar advances or remarks, inappropriate use of self-disclosure
and slowness of comprehension (Helffenstein & Weschsler,1982; McDonald, Flanagan,
Martin & Saunders, 2004). Researchers have linked the onset of social interaction
problems to injury-related changes in cognitive and behavioral competencies (Farmer,
Clark, & Sherman, 2003). A reduction in social supports also results from psychosocial
consequences of TBI which can be more handicapping than the residual cognitive and
physical disabilities (Kosciulek, 1993; O’Shaughessy, Fowler & Reid, 1984).
Psychosocial adaptation to disability requires an accurate perception of reality, flexibility
of thinking, and accurate self judgment (Livneh & Antonak, 1997). Such capacities are
typically the ones negatively impacted by the brain injury.

Denial of neurological deficits is common in persons with TBI (Prigatano, 1986).
It is as though the reality for some persons with TBI is comprised of a refusal to
acknowledge complex, challenging, or difficult life events. For persons with TBI, denial
may have some psychological utility as a defense mechanism motivated by a need to
keep cognitive, perceptual, and motor deficits out of awareness, and it is thought to have
an organic basis manifested as failure to self-monitor (Florian, Katz & Lahav, 1991;
Livneh & Antonak, 1997).

Self-evaluation and self-monitoring are important in relation to psychosocial
adaptation, interpersonal dynamics, and social interactions, which are the areas of interest
in the proposed study (Florian, Katz, & Lahav, 1991; Galski, Tompkins, & Johnston,
1998; Willer & Corrigan, 1994; Ylvisaker & Feeney, 2000). A premise of this study is

that the self-report of individuals with TBI regarding their social interactions will provide



important insights into their social experiences with others which may, in turn, lead to
more efficacious treatment protocols and improved rehabilitation outcomes.
Statement of the Problem

Some adults with TBI experience difficulty demonstrating appropriate social
skills due to post-injury personality, behavioral, and neurocognitive changes.(Livneh &
Antonak, 1997). Studies have shown that persons with TBI experience social skills
deficits more frequently than individuals without disabilities (Brown, Wayne, &
Spielman, 2003; Hoofien, Gilboa, Vakil, & Donavik, 2001; Kendall & Terry, 1996) and
that deterioration of social relationships are common following TBI (Bond & Godftrey,
1997; Hoofien et al., 2001). It has been argued that such outcomes are due to problems
related to the chronicity of neurological impairments, reduced cognitive speed, memory
impairments, and an inability to monitor social self-presentation and emotional regulation
(McDonald, 2002; Prigatano, 1986; Tate & Broe, 1999).

Individuals who exhibit socially competent skills are preferred in social

. interactions (Segrin, 2001). Spitzberg and Cupach (1984, 2002) and Riggio (1986; 2003)

describe the following ingredients for socially competent social interactions. Socially
competent people demonstrate interaction involvement (Spitzberg & Cupach, 1984)
which includes perceptiveness, responsiveness, and attentiveness. They also engage
others in social interactions with sensitivity to social norms, express interest in others,
and demonstrate flexibility in their personal behavior as the social context requires
(Riggio, 1986). Theoretically, in order to demonstrate these communication

competencies, planning cognitions, modeling cognitions, and the ability to reflect and



predict consequences are required (Duran & Spitzberg, 1995). These competencies are
often impacted by the neurocognitive sequelae of TBI (Prigatano & Schacter, 1991).

Longitudinal studies indicate that post-injury cognitive sequelae range from mild
to severe deficits and typically include memory impairment, compromised mental and
motor speed, psychiatric impairment, and significantly reduced social functioning
(Hoofien et al., 2001). Not surprisingly, reports of loneliness and a diminished quality of
life continue to be common outcomes for persons with TBI (Bond & Godfrey, 1997;
Burleigh, Farber, & Gillard, 1998; Callaway, Sloan, & Winkler, 2003; McColl,
Johnstone, Minnes, Shue, Davis, & Karlovitz, 1998; Tate & Broe, 1999). This is
particularly important because social relationships are intimately tied to our emotional
and psychological well-being. Segrin (2001) has stated that quality of social
relationships, which are synonymous with interpersonal relationships, are one of the most
important aspects of human existence.

In their qualitative study on work adjustment, Power and Hershenson (2003)
stated that persons with TBI reported that an important work need was interpersonal
contact. Enjoyment at work meant to “meet new people” (p. 1027). Yet, less.than half of
the interviewees in this study felt confident in their work-related interpersonal skills.
Participants indicated that they felt withdrawn, depressed, and anxious. In her
ethnographic study, Krefting (1990) stated that interpersonal difficulties for persons with
disabilities are aggravated by community norms and expectations in terms of “what
others think of me” (p. 864), causing the person with TBI to use concealment strategies to
attempt to perform in a socially acceptable manner. Kosciulek (1994y; 1995), Willer and

Corrigan (1994), and Godfrey, Knight, and Bishara (1996) have studied the effect of TBI



on the family. These researchers indicated that families of individuals with TBI report
feeling isolated, trapped, and abandoned by family and friends. The ongoing effort of
attempting to enhance the social interaction skills of a member with a TBI and emotional
drain of communicating with a socially-unskilled adult with TBI creates interfamily
difficulties and interpersonal conflicts.
Significance of the Problem

Research has indicated that up to 60% of persons who sustain a TBI experience
deficits in the area of social skills (Dilk & Bond, 1996; Hoofien et al., 2000; Kendall &
Terry, 1996). It is not surprising that social skill deficits present a major obstacle to
successful family and community integration and also contribute to low social
participation, limited interpersonal relationships, poor self-esteem, depression, and other
maladaptive behaviors for adult persons with TBI (Livneh & Antonak, 1997; McDonald,
Flanagan, Rollins, & Kinch, 2003; McFall, 1982). Life functioning difficulties to which
social skills problems have been related in persons with TBI include unemployment, peer
rejection, educational failure, alcoholism, depression, social isolation, marital distress,
and suicide (Bond & Godfrey, 1987, McFall, 1982; Mukherjee, Reis-Panko, & Heller,
2003; Ylvisaker & Feeney, 2000). The impact of social skills deficits for people with
TBI have been studied empirically from medical (Damasio, Tranel, & Damasio, 1991;
Levin, Eisenberg, & Benton, 1991; Prigatano, 1991), neuropsychological (Bogner,
Corrigan, Misew, Clinchot, & Fugate, 2000; Wallace & Bogner, 2000; Prigatano, 2002)
and behavioral viewpoints (Schlund & Pace, 2000; Ylvisaker, Jacobs, & Feeney, 2003).
Results of these studies indicate that some individuals have little or no neurological

abnormality and display an apparently “normal” social appearance yet have subtle



neurobehavioral difficulties that interfere with performance in everyday activities (e.g.
short-term memory or attention deficits) (Wood & Rutterford, 2005). For others, gains
are seen in psychosocial function with no improvement in cognitive functioning (Kendall
& Terry, 1996). Subjective information from individuals with TBI pertaining to their
perception of their social interactions is limited, due to a lack of inclusion of subjective
experiences in measurements of social adaptation following TBI (Levack, McPherson &
McNaughton, 2004). If the significance of social contact lies in it’s meaning to the
participants, then the narratives of individuals with TBI pertaining to their social
interactions are needed to empower individuals with TBI, and to contribute to the existing
research on social interactions. Individuals with TBI require an opportunity to inform
researchers and rehabilitation professionals about their own experiences and what they
experience as deficits and what they do not. Due to the mixed findings presented in the
empirical literature, there exists a need for additional research in the area of social
interactions among individuals with TBI.
Theoretical Framework

For the purpose of this study, Riggio’s (1986) theoretical model of social skills is
particularly applicable as it describes the ability to communicate and interact with others
in a way that is appropriate and effective for developing and maintaining social
relationships (Riggio, 1986; Flora & Segrin, 2003). Social interactions are a
communicative activity which are goal-directed and require the use of verbal and non-
verbal messages (Berger, 2003). Studies show that both verbal and non-verbal abilities

contribute to positive social interactions (McDonald, 2000,; Riggio & Feldman, 2003).



Such interactions also require a substantial knowledge of interaction procedures,
strategies, and the social contexts within which persons are interacting (Berger, 2003).
Social interactions involve interpersonal skills which, as noted earlier, are
synonymous with social skills. Effective social interaction requires social expressivity
and sensitivity (Riggio, 1986). Expressivity and disclosure of emotion have been
identified as components of positive social interactions and have been linked to the
development of friendships and rapport (Butler, et.al, 2004; Harker & Keltner, 2001).
Sending, receiving, and regulating information and one’s behavior during social
interactions contribute to a positive perception of social skill (Godfrey & Shum, 2000;
McDonald, 1992; McFall, 1982; Riggio, 1993). Riggio (1986) refers to these
competencies as encoding (sending), decoding (receiving), and controlling (regulating).
Performing these tasks successfully involves the application of suitable emotional and
social expression, sensitivity to others, and control of behaviors and emotions in context.
Persons with TBI may experience difficulties with social perception (McDonald,
2004, Prigatano & Pibram, 1982). Problems with perception have been translated into
difficulty in identifying emotions, intentions, beliefs, and meanings of speakers and their
exchanges (McDonald, 2004; Togher, 2000). Perception difficulties may contribute to the
obstacles persons with TBI encounter in monitoring their own social behavior and
reactions as well as comprehending the behavior and reactions of others (McFall, 1982;
‘McDonald et. al., 2003; Riggio & Feldman, 2003; Segrin, 2001). Another important
aspect of perception is being able to understand and consider others’ points of view.
Some of the subtler meanings of speech such as humor or sarcasm may be misinterpreted

by individuals with TBI. They may perceive direct verbal communication but not



perceive the intent of non-verbal communication or cues intended to add depth and
meaning to the communication act (Krefting, 1990; McDonald, 2000y).
Purpose of the Study

Studying the factors that contribute to the success or failure of social interactions
of individuals with TBI is a salient rehabilitation issue. Persons with TBI may react
inappropriately in social interactions due to disassociations between emotions and
decision-making in complex and demanding social situations. Such disassociations can
create significant problems related to social functioning and overall quality of life for
individuals with TBI. By focusing on the perceptions of people with TBI regarding their
social interaction experiences, it is anticipated that the results of the proposed study will
add new findings that will contribute to the rehabilitation literature regarding this issue.

Persons with TBI are at a disadvantage in social interactions from a number of
different perspectives. First, they are seen as people who from the outside may appear
“normal” but who may display socially abnormal or unacceptable behaviors. Second,
they may have lost the ability to flexibly adapt according to social rules (Godfrey &
Shum, 2000). Third, persons with TBI may lack the capacity to express themselves
adequately to persons without disabilities (No'chi, 1998). Persons with TBI also may
experience difficulties in discerning emotions in others such as happiness, anger, sadness,
and disgust (McDonald, 2000; Prigatano & Pibram, 1982).

Given the potentially significant impact of TBI on an individual’s interpersonal
functioning and overall quality of life, additional research is needed regarding the social
interactions of persons with TBI. Therefore, the purpose of this proposed study was to

seek to understand the social interactions of individuals with TBI. To accomplish this



task, the following research question was addressed: How do individuals with TBI

describe their social interaction experiences?



Chapter 2
Literature Review

The purpose of the proposed study was to seek to understand the social
interactions of individuals with TBI. The research question of interest in this study is as
follows: How do individuals with TBI describe their social interaction experiences? In
order to address the purpose and research question, a comprehensive, contemporary
literature review was needed. To accomplish this task, a literature review was conducted
in three primary domains: (a) factors which influence the social interactions of persons
with TBI as conveyed by individuals with TBI and their family members and friends, (b)
the effect of psychosocial deficits resulting from TBI on community integration, and (c)
empirical research and theory on social interaction and social skills.

First, this literature review will describe the epidemiology and psychosocial
consequences of TBI. Individuals with TBI have been found to demonstrate various
functional changes in physical, cognitive, and behavioral domains depending on the size
and the location of the brain damage (Nochi, 1998). Psychosocial problems can have
many influences, symptoms, and results. Some of the factors that affect psychosocial
functioning after brain injury are conditions of cognitive, behavioral, and emotional
disturbances. The effects of these disturbances are clearly distinguished when an
individual with TBI must interact with others to meet his or her own needs, or meet the
needs of others, or to attain mutual goals. The literature review will demonstrate how the
problems of behavior, emotions, and cognition, which typically present after a brain
injury, can impact and disrupt an individual’s social interactions and, consequently, their

social relationships, roles, and life satisfaction.
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Second, the literature review will inform the research and provide a context for
the investigation under study by examining the variables that impact the interactions
between the individual with TBI and his or her family members, friends, coworkers, and
the community in general. The available research suggests that persons with TBI
experience a number of difficulties which appear to have their origins in the problematic
interactions they experience with other people in their lives (Lezak, 1989). To be
successful in social interactions requires the establishment and maintenance of a variety
of interpersonal skills and the ability to be flexible in adapting to social roles (Gardner,
2006). Behavioral regulation and emotional factors appear to significantly predict social
activity among individuals with TBI (Tate & Broe, 1999). In addition, the passage of
time post-injury continues to exert an effect on the individual’s psychosocial functioning,
contrary to the view that outcome may be determined within the first year or two post-
trauma (Hammond, Hart, Bushnik, Corrigan & Sasser, 2004; Hoofien, et.al., 2001).

Finally, the literature review will describe prominent social interaction and social
skills theories which have contributed to the development of the methodological
framework of this study. The Social Skill and Competence Model (McFall, 1982), Self-
Verification Theory (Swann, 1981), Social Intelligence Theory (Kihlstrom & Cantor,
2000), and the Social Skill Inventory (Riggio, 1987) all will be examined in relation to
the social interactions of persons with TBI. Each of these theories has contributed to a
clearer understanding of the importance of social interaction for human development,

learning, and ultimately for social survival.
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Overview of Traumatic Brain Injury
Etiology

Traumatic brain injury is a term that encompasses a variety of conditions
involving external insults to the head culminating in brain damage. TBI is an insult to the
brain, not of a degenerative or congenital nature, caused by an external force that may
produce a diminished or altered state of consciousness, which results in an impairment of
cognitive abilities or physical functioning. It also can result in the disturbance of
behavioral or emotional functioning (Livneh & Antonak, 1997). Acquired brain injury is
injury to the brain which is hereditary, congenital, or degenerative. Open head injury
results from penetrating wounds (Brain Injury Association [BIA], 2006). In this study,
the term TBI is used to be inclusive of all of the above types of injuries to the brain.

The current leading causes of non-fatal TBI are accidental falls at 28% (primarily
among the elderly and children), followed by motor vehicle crashes at 20%, being struck
by or against an object at 19%, and assault-related incidents at 11% (e.g., domestic
violence, substance abuse-related) (BIA, 2006). Blasts are a leading cause of TBI for
active duty military personnel in war zones (DVBIC, 2006). Between July and November
2003, Walter Reed Army Medical Center screened 155 patients who had returned from
Iraq and were deemed as being at risk for brain injury. 62% were identified as having
sustained a brain injury. Non-injury related brain damage can occur from medical
conditions such as aneurysms or stroke (Fabiano, 1991).

Prevalence of TBI
Internationally, the prevalence of TBI in industrialized countries is estimated at 1

in 2000 persons (Hoofien, et.al, 2001). In the United States, the Center for Disease
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Control (CDC, 2006) estimates that at least that 1.4 million people sustain a TBI yearly
that 52,000 die from their injuries, 235,000 are hospitalized and 1.1 million are treated
and released from emergency departments. Unfortunately, these estimates are considered
“undercounts” (Eden & Steven, 2006, p. 2), as many incidents of TBI remain
undiagnosed or unreported. These numbers also do not reflect repeated injuries. Once an
individual has sustained a TBI, they are three times more likely to incur a subsequent TBI
(BIA, 2006).

Males are 1.5 times more likely to sustain a TBI than females (Parker, 2001).
Adolescents between the ages of 15-19 continue to show high rates of brain injuries.
Further, statistics indicate a shift in high incidence age groups to include more of the very
young (ages 0-5). TBI’s are occurring with greater frequency within this age group
(1,100 TBI’s per 100,000 per year) due to accidental falls. Health care professionals
consider this climb alarming since the accident rate for this group is 38% greater than for
adolescents and young adults age 15-24, who only a decade ago were considered the
highest risk category (Eden & Stevens, 2006; Kosciulek, 1995). Another demographic
group with alarming increases in numbers of TBI’s is the elderly, ages 65 and older
(Eden & Stevens, 2006; Kosciulek, 1995).

TBI is more common in lower socio-economic groups and among individuals of
ethnic minority status (Burnett et al., 2003; Langlois, Rutland-Brown, Thomas, 2006).
American Indians and African Americans are at a higher risk of death and hospitalization
from TBI than Whites, and generally tend to be young men who have been involved in
motor vehicle accidents (Burnett, et.al, 2003). African American men are more likely to

die from TBI than any other ethnic/racial demographic group (CDC, 2006). For all racial
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groups, predisposing TBI risk factors include sports, risk taking activities, alcohol abuse,
and active military duty (Eden & Stevens, 2006). For persons in the military, TBI is
considered the ““signature injury” for the war in Iraq (DVBIC, 2006).

Diagnosing TBI

When a TBI occurs it may happen in a specific brain location or be diffuse
involving various parts of the brain. The effects may be temporary or permanent and
involve physical, cognitive, and/or behavioral changes (Moore & Stambrook, 1995).
Persons with TBI usually make the fastest gains in recovery during the first 6 months
after injury and by 12 months the rate of recovery slows considerably (Levin, Eisenberg
& Benton, 1991). The rate of recovery depends on a variety of factors including
premorbid factors, age at the time of injury, the length of coma, and the extent of physical
and neurological damage (Fabiano, 1991). The temporal course of recovery is usually
lengthy (months to years), and the rate of recovery may vary over time. For each
individual, neural recovery may exhibit regional and functional differences (Levin et al.,
1991).

Identification of neurological and physical impairment exhibited immediately post
trauma is typically reported by medical and rehabilitation staff using the Glasgow Coma
Scale (Teasdale & Jennett, 1974). Based on this measure, the initial severity of the
individual’s injury is rated as being mild, moderate, or severe. The majority (85%) of
TBI’s are classified as mild (CDC, 2006; Eden & Stevens, 2006). This label can be
misleading as the term “mild” may lead to expectations of an insignificant injury with

limited residual damage. Yet, families and survivors of TBI report that the consequences
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of mild brain injuries can have devastating effects on personal lives, relationships, and
employment (Wallace, et al., 1998; Kosciulek, 1995).

After conducting a national survey of state brain injury associations #nd model
brain injury rehabilitation systems, Eden and Stevens (2006) reported to the National
Academies, Institute of Medicine on TBI, that, “It is far more important to address the
consequences of TBI than to address acute TBI as mild, moderate, or severe” (p. 43).
This recommendation suggests that TBI rehabilitation professionals should focus their
attention on the long-term effects of brain injury related to the individual’s activities of
daily living, their return-to-work abilities, development of social skills, their
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