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Abstract
Primary objective: This study explores the perceptions of adolescents, their parents and professionals as to the social
inclusion of adolescents who have suffered a moderate traumatic brain injury (TBI).
Research design: Exploratory descriptive qualitative study.
Methods and procedures: Semi-structured interviews were conducted with three adolescents who had suffered a moderate
TBI and with their parents. In addition, a focus group was conducted with four professionals.
Main outcomes and results: The results show that the perceptions of adolescents, as well as their parents, affect different
aspects of their lives, such as the adolescent’s personal experiences, the family, friends, the environment and school. A great
number of repercussions were indeed noted, which facilitate and sometimes limit the social inclusion of these adolescents.
In general, the professionals shared the same perceptions, but added some ideas that did not come up in interviews with the
adolescents and their parents.
Conclusions: The results of this study should enable health professionals to better understand the social inclusion
experienced by these people. They should also provide professionals with guidelines on how to better support the social
inclusion of adolescents with TBIs and help families cope with this difficult situation.

Keywords: Traumatic brain injury, social inclusion, adolescents, perceptions, qualitative study

Introduction

Since a traumatic brain injury (TBI) arrives so
unexpectedly, it turns the lives of a teenager and
their family upside-down. The situation is heart-
breaking for families, but also for health profes-
sionals, who experience a profound malaise and a
sense of powerlessness as they watch these families
suffer [1]. The families must learn to live with
physical and cognitive disabilities and emotional
disorders that will affect their functioning and
dynamics for many years, if not their entire lives
[2–4]. The experience of these families is made even

more difficult by the fact that a TBI is a complex
health problem for which the prognosis will remain
uncertain for a long time and rehabilitation is
difficult and it is only over time that the related
disabilities and medical, social and human problems
will appear [5–7].

The literature suggests that TBIs clearly have
negative consequences in several areas of the
person’s life [6–11]. While these would be major
outcomes at any time of life, they will have a
different and perhaps greater effect if the TBI
occurs during adolescence, since this is a pivotal
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time in life, a time of transition into young
adulthood. The many needs associated with adoles-
cence represent new challenges and arrive at the
same time as other concerns, such as access to work,
education, occupational activities and the indivi-
dual’s affective and family life [12, 13].

Since adolescence is a major period of personal
development, the occurrence of a TBI may result in
the teenager having difficulty establishing an identity
and may make participation in social roles particu-
larly challenging [8, 10–15]. Social roles are an
integral part of the socialization process and lead to
the individual’s integration into a given group
[16, 17]. Being able to recover social roles oper-
ationalizes the social integration of the adolescent
who has had a TBI. For example, it has been shown
that, in teenagers, the cognitive and behavioural
sequelae of a TBI constitute the main causes of failed
attempts at social, family, educational and profes-
sional reinsertion [14]. This is why adolescents with
a moderate TBI need support as they recover various
social roles.

Goal

The goal of this study has been to explore the
perceptions of adolescents, their parents and profes-
sionals concerning the social inclusion of adolescents
who have suffered a moderate TBI, particularly with
regard to social role recovery following a definitive
discharge from a rehabilitation centre.

Conceptual framework

The ecological approach [18, 19], as adapted by
Lefebvre and Levert [1] for persons who have
suffered a TBI, was selected as the conceptual
frame of reference for this study (Figure 1). This
approach has been used in research on persons with
TBIs because it emphasizes the role played by the
environment. The main change made to
Bronfenbrenner’s [18, 19] approach was to add
certain items that are important for persons with
TBIs and that better define each sub-system for this
client group, particularly with respect to the indivi-
dual’s ontosystem and the microsystems in their
immediate environment, which are the subject of
this study. Furthermore, it is seen as a complex
system and takes into consideration all the factors
that may influence a person’s development as well as
the interactions between the various factors. In terms
of this research project, applying the ecological
approach makes it possible to take into account the
impact of the TBI on various aspects of adolescents’
lives and how the teenager’s, parents’ and health
professionals’ points of view influence each other.
This approach sheds light on individual factors and
environment-related factors, significant variables

that can influence the individual dynamic as well as
the family dynamic. The model is based on each
stakeholder’s ability to act and is centred on the
person’s and family members’ competencies and
abilities.

Method

Exploring the perceptions of adolescents, their
parents and professionals of the social inclusion of
adolescents who have suffered moderate TBIs
requires a qualitative research approach. Such an
approach provides an in-depth understanding of
participants’ views of the phenomenon by collecting
rich accounts and applying a flexible research
framework [20, 21]. In addition, this study takes
the form of exploratory descriptive research, in the
sense that the main goal is to document the
perceptions of the various participants with respect
to a concept that has rarely been discussed in the
literature in terms of the perceptions of these
stakeholders [20, 22]. In other words, this type of
research design describes the perceptions of indivi-
duals selected on the basis of their specific personal
experience, thereby providing a window into who
they are and the nature of their concerns [23].

This exploratory descriptive qualitative study uses
a co-construction of reality approach [24] inspired
by the constructivist paradigm [25–29]. The con-
structivist paradigm reveals how individuals seek to
understand the world in which they are living,
thereby developing a subjective vision of their
experience. In addition, since the goal of the study
is to support participants in their views as much as
possible, the researcher needs to ask general ques-
tions in order to enable participants to construct
their own meaning for a situation, a meaning that
will take form through discussions and interactions
with others [30]. The constructivist researcher is
therefore trying first and foremost to understand and
interpret the life experience of the study’s partici-
pants. The knowledge generated by this study will
therefore be considered co-constructed through the
interactions that have taken place between the
researcher and the participants [26, 27].

The method used represents a meaningful process
for formulating the personal experiences of the
participating adolescents, parents and professionals
and produces an account of the changing and
complex nature of such experiences in a real-world
context [31]. Furthermore, the method provides
participants with opportunities to learn, reflect and
consider others’ points of view [26, 27] as it explores
the perceptions of the participating teenagers, their
parents and professionals as to the social inclusion of
adolescents who have suffered moderate TBIs.
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Sample

The sample consists of three adolescents—two girls
and a boy—with TBIs. They were 14 and 15 years of
age. The sample also included two mothers, as well
as a couple (father and mother) who were supporting
their children through the rehabilitation process.
Finally, the sample included a group of four
professionals actively involved with this client
group during either the functional rehabilitation or
social reinsertion phase. These professionals were a
nurse, a social worker, an occupational therapist and
a special-education teacher. All the participants were
recruited in a Montreal-area rehabilitation centre
specialized in treating paediatric clients.

Profile of study participants

All participants’ names have been replaced by
pseudonyms to protect anonymity. The first family
consists of a mother, Helen, and her daughter,
Sophia. They were both born in Quebec. In 2006,
Sophia had a skiing accident that resulted in a
moderate TBI. The family reports that they found
the period following the accident difficult, but that
they received the required services and assistance,
such that in a short period of time Sophia had almost
fully recovered from her TBI and its sequelae. The
second family consists of a mother, Joanne, and her
daughter Karen. They are immigrants to Canada
from Armenia. In 2004, Joanne and her daughter
were involved in a serious traffic accident which
resulted in significant physical injuries for Joanne
and a moderate TBI for Karen. In this case, Joanne
was also hospitalized, such that she and her daughter
were separated for several months following the
accident. Finally, the third family consists of a
mother and father, Lorraine and Richard, and their
son Luke. They were all born in Quebec. In 2006,
Luke had a bicycle accident that left him with
a moderate TBI. Since that time, this family has
had a difficult experience living with the sequelae of
the TBI.

Data collection and conduct of the study

The adolescents and parents who met the inclusion
criteria were first contacted by a resource person
with the rehabilitation centre and asked to partici-
pate in the research project. Those who accepted
were then contacted by the investigator, who
described the project and procedure (the study’s
goal and how it would be attained) and answered
their questions. A meeting was then scheduled for an
individual interview to take place in their home in
the weeks that followed so that the person would
have enough time to think about the implications of

participating in the study and receive any clarifica-
tions that might be required.

The same recruiting process was applied to recruit
professionals who met the inclusion criteria, except
that the professional participants would also partici-
pate in an �180-minute focus group at the
rehabilitation centre. This focus group was formed
in order to create opportunities to learn, reflect and
enter into contact with the professionals’ points of
view about the experiences of adolescents who have
suffered moderate TBIs and their families [27, 31].

A consent form was signed and a questionnaire
covering socio-demographic data was completed
during a meeting with the teenager and their
parent(s) in their home. The questionnaire collected
non-nominal data on the participants, including age,
level of education and the family network. This was
followed by simultaneous individual interviews of
�45 minutes. The interviews with the adolescents
and their parents were conducted simultaneously yet
separately by the investigator and a resource person
who was fully trained beforehand. With this
approach, each participant was able to feel at ease
and express themselves freely. It also prevented
contamination of the data provided by each party
and supported an expression of their personal
experience. The interviews explored the perceptions
of the teenagers, their parents and the professionals
of the social inclusion of adolescents who have
suffered moderate TBIs, particularly with respect to
social role recovery following a definitive discharge
from a rehabilitation centre. Throughout these
meetings the investigator and the resource person
validated the words, events and circumstances
associated with any phenomenon that they did not
completely understand in order to have a full
account [20, 21, 23, 30]. Finally, audio recordings
were made of the discussions and the proceedings
transcribed verbatim.

Data coding and analysis

The data was coded and analysed in order to
reproduce as accurately as possible what the partici-
pants had said about the subject. The data collection
and analysis was inspired by Patton [32]. This author
argues that the first step in qualitative analysis is the
recording of and an analytical search for the ideas that
emerge when data is collected. The investigator
therefore took the following points into consideration
at the outset of data analysis: (1) the issues that
emerged during the conceptual and methodological
phases; and (2) the ideas or interpretations that
emerged during data collection. For the purposes of
data organization, an analytical structures approach
was used, under which the data can be grouped and
described in meaningful concepts. The analytical
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structures approach is used to analyse the content
obtained from study participants (Table I).

The analysis consisted of describing the percep-
tions of the teenagers, their parents and professionals
about the social inclusion of adolescents who have
suffered moderate TBIs, particularly with regard to
social role recovery following a definitive discharge
from a rehabilitation centre. Following the analysis,
a synthesis was performed to compare the points of
view of participants. This consisted of finding
similarities and differences. The internal validity of
the verbatim transcripts was confirmed by the
member of the research team who served as external
coder. Finally, in order to triangulate the data, the
logbook and the handwritten notes made while
participants spoke were also analysed. In other
words, these various sources of data were compared
to reveal similarities, another way to ensure data
accuracy [23, 33].

Criteria of scientificness

The study is based on the following criteria of
scientificness: (1) ensuring credibility by synthesiz-
ing the handwritten notes; (2) ensuring transfer-
ability by making a detailed description of the
context of the study so that the reader can under-
stand and anticipate a similar situation in a similar
context; and (3) attaining consistency by recording
all the changes made to the research process
[23, 26, 27]. Furthermore, and as discussed above,
the investigator tried to apply the principle of
diversification, but this was difficult to achieve,
given the recruitment conditions for this study. In
addition, the recruitment did not provide for data
saturation: redundancy had begun to appear in some
but not all of the emergent themes. The validity of
the findings was confirmed by triangulating many
sources of data, including verbatim transcripts,
handwritten notes and a logbook. Finally, the
investigator had the analyses validated by an external
researcher.

Ethical considerations

The project was submitted to the research ethics
committee of the rehabilitation centre where the
participants were recruited. In order to ensure that
the participants had given free and informed con-
sent, the investigator ensured that the study’s goal,
process and outcomes were formally explained a
second time. A single consent form was used for
each adolescent and their parent(s), since the
adolescents were minors and an approval was
required from their parents before they could

participate in a research project. In addition, the
participants were free to withdraw from the project
at any time without suffering any harm or having to
provide a reason. Data confidentiality was also
preserved. Finally, all the recordings and written
documents have been kept under lock and key and
will be destroyed once the legal retention require-
ment of 7 years has been met.

Findings1 and discussion

The three adolescents in the study—two girls and a
boy—were 14 and 15 years of age. They had each
suffered a moderate TBI between 1–3 years before
the data was collected in 2007. These young people
had all completed their primary studies and were
enrolled in full-time studies at the secondary level.
The parent participants were two mothers (one
separated and the other married) and a couple
(father and mother in a common-law relationship).
The parents were between 30–49 years of age. Two
of them have university degrees, one has a college
diploma and the other a high-school diploma
(Tables II and III).

The professionals were four women from 40–59
years of age. Three of them have university degrees.
They were practising social work, special education,
nursing and occupational therapy. One of the
professionals had between 20–25 years experience
in clinical practice, while the other three had over 25
years of practice. Two of the professionals had been
working with children/adolescents with TBIs for 16
and 20 years, a third professional had less than
5 years experience and the fourth had over 20 years
of experience. Half of these professionals were
working part-time and the other half full-time.
They were all working at the rehabilitation centre
where the study was carried out (Table IV).

The adolescent’s personal experiences (ontosystem)

The discussions with the families and professionals
confirmed that the consequences of TBIs are
neurological, cognitive, behavioural and social.
They spoke of fatiguability, difficulty concentrating,
impulsivity, disinhibition, difficulties communicat-
ing (such as aphasia) and learning difficulties and
said that these problems were frequent. As an
example of the comments collected, one adolescent
stated: ‘At the start, I often had trouble speaking’,
while another said, ‘It’s harder for me to concentrate
since the accident. I get tired more easily’. He added,
‘Because of the accident, I could say anything at all.
I could say something to someone’s face . . . I wasn’t

1The passages from verbatim transcripts presented in this article have been translated from the French for the reader’s convenience.
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like that before’. The families nevertheless reported
that most of these problems are short-lived. ‘It took
�6 months before things improved a bit’, continued
the teenager. One of the mothers said, ‘Everything’s
back to normal. I was sure that we wouldn’t get this
far. Absolutely sure [. . .] it was impossible. But no,
things returned to normal. After a few weeks, maybe
a month or two’. The adolescent who has suffered
a moderate TBI is able to make a quick recovery, yet
some of the consequences—which can be quite
subtle—may persist. ‘He makes mistakes, poor
decisions. But he used to really think things out
before. Is this his nature, or is it because of the
accident?’ asked the boy’s parents. The professionals
were of the same opinion and reported that the
adolescents may have difficulty recognizing such
consequences. ‘There will still be some small issues.
It may be a problem sometimes, specifically because
these things aren’t visible’, said a professional.

The literature on this subject corroborates the
perceptions of the adolescents, their parents and the
professionals. Many studies have found that TBIs
have myriad impacts in different areas of the lives of
teenagers [7, 8, 14, 15, 34–36, 39]. Such impacts
may be neuropsychological and psychic [11, 40–43],
cognitive [6, 44] or behavioural [45] and adolescents
who have suffered moderate TBIs must then learn to
live with the consequences, which arise in the first
few weeks and generally fade after a few months.
The evidence suggests that a TBI’s consequences are
directly tied to its severity, such that the impacts of a
moderate TBI will generally be different in serious-
ness and duration from mild or severe TBIs [46].

The professionals and the majority of the families
also noted the TBI’s impact on self-esteem during
adolescence, which is a major stage of development.
This is a fragile time in one’s life and a TBI
exacerbates all the attendant problems. Adolescents
become very sensitive to comments and opinions
expressed by others and this can make it difficult for
them to develop self-esteem. ‘The sense of belong-
ing, to be like everybody else’, said one professional.
‘An adolescent needs to identify with their group’.

Various authors report that a TBI at this stage of
life will have many impacts on the individual’s ability
to master executive functions and develop an
identity, self-esteem and confidence [12, 14, 42].
TBI will therefore limit the adolescent’s ability to
become autonomous and independent, thereby
limiting career choices and social role acquisition.

Furthermore, professionals confirm that families
may find it difficult to differentiate certain char-
acteristic traits of adolescence from what may be the
consequences of the TBI. Although they see a
difference between the two, it is not always easy to
distinguish between them. ‘In fact, it’s far from easy.
But I think that the measure could be relatively the

same: how to give structure, how to help them
control their impulses, no matter why they’re this
way’, said one professional. Another added, ‘It’s also
difficult for the young person to perceive these
things, to recognize that these problems are slight,
subtle’. Adolescence is known to be a period of life
that brings many changes at different levels, such as
psychological and behavioural changes [8, 12, 42].
If a TBI occurs during this major period of
development, with the range of impacts discussed
above, it only follows that family members will be
confused and will require more information from the
professionals involved.

The professionals also brought up an interesting
complementary issue: pre-morbid characteristics,
meaning the family’s and the adolescent’s antece-
dents to the TBI. For example, the professionals we
met said, ‘The only thing that we know, and we
know this mainly from experience, is that when we’re
working with a young person and their family, we
know that if the young person has good resources,
when they’re teenagers, depending on how they’ve
been raised, the kinds of experience they’ve had,
they’re sure to get through this faster, depending on
their sequelae. We know that this is an important
part of their recovery’.

In the past few years, some investigators have
begun questioning studies that have recruited
participants with TBIs with pre-morbid character-
istics. They feel that it is clear that the persistence or
at least the presence of certain TBI consequences
can be attributed to pre-existing factors among
children and adolescents, such as having experienced
a TBI in the past or having antecedents of
neurological, learning or psychosocial problems
[10, 36, 37].

TBI experience within the ‘family’ microsystem

The families and professionals discussed how certain
feelings, such as fear, persist among the parents.
‘They’re still worried about me. They’re still looking
out for me’, said one adolescent. The parents have a
tendency to be more protective of their child after the
accident, depending on the specific circumstances of
the accident and the images they retain of the
experience. The parent and the child often experience
the same emotions. ‘We’re more afraid for our
children than before . . . I’m always afraid that they’ll
hit their heads’ said one mother. She added, ‘There
are images that have stayed in my mind, flashes of
things come back to me. It’s not pleasant. But my
daughter no longer remembers the accident’. The
professionals also said that, as mentioned by the two
families, an accident has a tendency to create stronger
bonds; the family feels closer than they would have if
the accident hadn’t happened. ‘There’s a sensitivity’,
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explained one professional. ‘The relation-
ships . . . they’re very close’.

However, the parents did not talk about their
sense of guilt, which is another aspect of their
feelings. ‘The mothers . . . women more easily feel
guilt. With a father, it’s more like, ‘‘I didn’t know
how to protect my child’’ ’ said one of the profes-
sionals. It is possible that, once again, the circum-
stances in which the accident takes place are linked
to this idea of guilt. One of the children spoke of how
his parents felt guilty for having the accident that
caused the TBI. He said, ‘Recently, again my father
said, ‘‘It’s your fault that you had the accident’’.
I don’t like this, and I told him that I don’t like it’.

There is nevertheless agreement in the literature
that the unexpected nature of TBIs disrupts the lives
of adolescents and their families. It is a heartbreaking
experience for families, who must learn to live with
the physical, cognitive and affective disabilities that
will effect how the family functions and skew its
dynamics [2–4]. The TBI effectively disrupts the
course of their lives. It forces the adolescent and the
family to face new realities for which they are
ill-prepared [47]. The experience of these families
is made even more difficult by the fact that a TBI is a
complex health situation with a prognosis that
remains uncertain for some time and from which
rehabilitation is often a difficult process [5–7].

The professionals also discussed parental support,
which may be either sufficient or inadequate, and
how quality support fosters a better recovery. Not
only is parental support important, but professionals
also count on the support of siblings, who can have a
positive impact on the recovery of adolescents with
TBIs. As one of the professionals said, ‘We see older
brothers and sisters. Many of them become like a
parent to their younger sibling, they spend a lot of
time taking care of them. They are role models. The
young person admires their older sibling, and this
has an impact’.

Support from family members has a positive effect
on recovery when enough support is provided. Some
studies conducted over the last few years
have examined this issue. Although only a few of
them focused on adolescents and their families
[7, 39, 48–51], many more have been conducted
with adult clients suffering from a variety of health
problems [52–55]. They all confirm the important
role played by family support in the recovery process.

TBI experience within the ‘friends’ microsystem

The professionals and families had mixed opinions
about friends. More specifically, the professionals
mentioned that the adolescent who has suffered
a moderate TBI is certain to lose friends and
that their circle of friends will change. ‘I think that,

in the long-term, or in the very short-term, they lose
quite a few friends. The friends move on because it
isn’t the same young woman or young man they
knew before, they’re no longer ‘‘in’’, they don’t go
out like before’, stated one professional. In addition,
in two of the families the adolescent had lost friends.
One of them said, ‘After the accident, I lost some
friends . . . I lost a lot of friends who I’d had for a long
time’. In contrast, one family reported that their
child’s group of friends had not changed. The
professionals also said that some adolescents can
hold on to their friends. ‘My friends stayed with me’
said one adolescent. Furthermore, the professionals
stated that friends can provide a significant amount
of support in the recovery of an adolescent with a
TBI. As one of them said, ‘Friends can have a
positive impact, motivating the young person to go
visit them on the weekend, to learn things, to work
on things’. This struck a chord with two of the
families. ‘They helped a lot’, said one of the girls.
‘They came to see me at the hospital’. ‘I believe’,
said another, ‘That if I hadn’t had my friends,
I wouldn’t have gone back to school’.

The authors point out that, because of this, the
adolescent’s development will be built out of their
contact with peers. Friends constitute a significant
source of support through a complex transition
period, since they are a source of affection, sympathy
and understanding [56, 57]. Friends will therefore
have a major impact when a member of their group
suffers a TBI.

Furthermore, the professionals repeated the
importance of the antecedents of the adolescent
with a TBI and how this can also have an impact in
terms of friendships. ‘A young person who wasn’t
socially active, who didn’t have friends, well they
won’t have any more now’, stated one professional.
So it would appear that, once again, the pre-
existence of problems in a child or adolescent has
an impact on the presence and the persistence of
some certain consequences of a TBI [10, 36, 37].

TBI experience within the ‘environment’ microsystem

The professionals and one of the families interviewed
reported that an adolescent with a TBI is certain to
provoke some curiosity among neighbours, but also
compassion and a certain form of support. ‘We had
everyone’s support’, said one mother, ‘[They said]
‘‘If you need help, don’t be afraid to ask’’’. On this
subject, the professionals suggested that if such
support exists, it is at best temporary. ‘But things
don’t change from what they were like before . . . It’s
really a reflection of how things were before, whether
or not they helped each other out before’, concluded
one professional. In sum, this supports most of the
data collected from the families; they did not see
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significant differences, only small, temporary
differences.

The professionals once again related an interesting
and related phenomenon. They spoke of the major
impact that returning to the same environment—the
same social and academic setting—can have on an
adolescent with a moderate TBI. One of them said,
‘It isn’t easy for a teenager with a moderate TBI to
return to their former life. In fact, the two cases of
suicide that I’ve known were teenagers with moder-
ate TBIs. [. . .] They went back to the same group.
It’s like, if I’m on an Olympic running team and

I have a small injury, yet I go back to that group. The
need, the expectation is there’.

The literature clearly states that a moderate TBI
results in cognitive and neurological disorders and
even behavioural, intellectual and psychological
disabilities that limit the adolescent’s ability to
return to their former daily lives, including their
social, academic and leisure activities [58]. Some
authors maintain that such disabilities, whether
temporary or permanent, affect the adolescent’s
ability to function.

TBI experience within the ‘school’ microsystem

The professionals and family members had mostly
similar views on the school microsystem. To begin
with, the professionals and one of the families
recognize the importance of a gradual return to
activities as long as the young person’s fatiguability
and ability to concentrate can be respected. On this
subject, one mother said, ‘She got through her days,
but she took small breaks. At the beginning, it was
also important not to have the stress of an exam’.
A professional added, ‘You need to slip into it

Table I. Data coding and analysis.

Stages in the research process Stages in the data coding and analysis process

1 Data collection ) Recording and analytical search for emerging ideas
2 Data analysis 2.1 Issues that emerged during the conceptual and methodological phases

2.2 Ideas or interpretations that emerged during data collection
2.3 Data organization under a structured analytical approach: content analysis by

creating meaningful groups of concepts

Table II. Socio-demographic data on the adolescents with
moderate TBI.

Characteristic Number in sample

Sex Male: 1
Female: 2

Age 14 years: 1
15 years: 2

Length of time since the accident 1 year: 2
3 years: 1

Level of education Elementary school: 3
Current occupation Full-time studies: 3

Table III. Socio-demographic data on the parents of adolescents
with moderate TBIs.

Characteristic Number in sample

Sex Male: 1
Female: 3

Age 30–39 years: 1
40–49 years: 3

Marital status Separated: 1
Married: 1
Common-law spouse: 2

Level of education High school: 1
College: 1
University: 2

Relationship with the
person with a TBI

Parent: 4

Current occupation Full-time employment: 4

Table IV. Socio-demographic data on the professionals working
with adolescents with moderate TBIs.

Characteristic Number in sample

Sex Female: 4
Age 40–49 years: 3

50–59 years: 1
Level of education College: 1

University: 3
Profession Social worker: 1

Special-education teacher: 1
Nurse: 1
Occupational therapist: 1

Years of practice 20–25 years: 1
Over 25 years: 3

Years of experience
working with clients
with TBIs

Less than 5 years: 1
16–20 years: 2
Over 20 years: 1

Current occupation Full-time employment: 2
Part-time employment: 2

Place of work Rehabilitation centre: 4
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gradually because, otherwise, you can lose ground.
You shouldn’t let them fail on something too
important and then have a stress overload’. There
are also some significant features associated with this
particular time of life, such as not wanting to be
judged or identified as handicapped or needing
specific services or attention. ‘It isn’t like someone
who comes in with a broken arm or leg. They’re in a
wheelchair. ‘‘Look at you! We’re going to help’’. In
this case, it’s all on the inside’, said the mother of her
adolescent. In this sense, the professionals under-
scored how important it is to avoid marginalizing
adolescents with TBIs. One of them said, ‘The
teenagers don’t want to be identified with ‘‘I need
help’’. For example, they refuse to see a psychologist’.

In addition, the support that is available in the
academic environment may differ from one school to
another. The school’s administration and teachers
often do not have the same understanding of the TBI
as the parents. An adolescent can live with a moderate
TBI and have excellent support, as reported by one of
the families: ‘Things went well when she got back to
school, with the administration. The principal was
very cooperative’. In addition, an adolescent with

a moderate TBI can receive good support because the
accident occurred during a school activity and
the administration feels responsible or is afraid that
the family will want to retaliate somehow. This
was the case for one of the families. ‘Of course’, said
the mother, ‘the fact that it happened on a school
outing, everyone was there, everyone knew about it,
the teachers too’. Finally, a third adolescent with a
moderate TBI who attended another school may have
no support or receive no understanding from the
administration and teachers, which makes their
return to school difficult and learning almost impos-
sible. This was the experience of one of the families in
the study: ‘I wasn’t all there’, said one of the
adolescents of his return to school, ‘I was a bit lost
because I wasn’t thinking straight, and I was a bit
tired’. His parents said, ‘The return to school was a
nightmare! We had the bad luck of dealing with staff
who weren’t willing, who didn’t want to help’.
A professional added, ‘I’ve already heard from a
teacher, unfortunately [. . .]: ‘‘Oh, that’s too bad.
Something hit his head, it won’t heal, he’s gone nuts’’,
or ‘‘He’s dangerous’’, or ‘‘He isn’t any worse than
the others’’’.

Figure 1. Ecosystemic approach.
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The literature review suggests that many children
and adolescents return to school following a TBI
without receiving the support they need. It is also
suggested that most educators lack knowledge on
this client group, including the repercussions of a
TBI and, when they do have such knowledge, they
believe that such repercussions only last a few
months [35]. Other studies have discussed the
need to provide teachers with relevant information
on TBIs in adolescence to ensure more successful
returns to the academic environment [59, 60].

Limitations of the study

The main limitations of this study are associated
with the sample and the methodology. Indeed, the
sample was small and consisted mainly of girls,
when, according to recent statistics, TBIs are more
common among boys than girls. Concerning recruit-
ment, out of the 23 families that met the inclusion
criteria, 12 agreed to a call-back. The investigator
made the calls and only three agree to participate in
the study. One example of the reasons cited for this
refusal came from a family in which the parents
expressed an interest, but reported that their child
did not want to participate. Other families did not
want to look back and go over ‘bad’ memories,
stating that the accident that caused the TBI had
been relegated to the past. As for the professional
participants, the physician’s absence from the focus
group represents a significant limitation. It would
have been interesting and relevant to capture the
perceptions of a physician with many years of
experience working with children/adolescents with
TBIs. Unfortunately, the centre’s physician was
unable to attend the focus group session.
Furthermore, for each of the three families inter-
viewed, the events occurred between 1–3 years prior
to the interviews. It is therefore possible that some of
the facts had since been forgotten or were censored
or changed for unknown reasons and that other
information on the context was not provided.

Conclusion

The accounts provided by adolescents with moder-
ate TBIs, their parents and professionals are full of
confidences, information and advice. So it is
essential that professionals know the pre-morbid
characteristics of the adolescents with TBIs and their
families so that the approach can be better centred
on them throughout the care continuum.
Professionals need to have knowledge of these
individuals that goes beyond the physical symptoms,
given the significant impacts of a TBI on an
adolescent’s recovery in both the short- and
long-term. This will ensure that the services and

care provided to these clients and their families are
even more appropriate and better tailored to their
situations. What is more, health professionals will be
better placed to anticipate barriers and problems and
better able to provide guidance to adolescents with
moderate TBIs and their families. Furthermore,
given the difficulties that these clients face when they
return to academic settings, schools should also
consider the results of this study and develop
strategies for supporting the student who have
suffered a TBI in their academic integration.

This study would appear to represent a point of
departure for future research. First, more is now
known about the perceptions of adolescents who
have suffered moderate TBIs, their parents and
professionals with respect to the social inclusion of
such young people, particularly with respect to social
role recovery following a definitive discharge from a
rehabilitation centre. Based on this initial explora-
tion, it would be worthwhile to develop an interven-
tion aimed at supporting the social inclusion of
adolescents with moderate TBIs. Such a study could
develop interdisciplinary strategies based on the
available evidence in order to mitigate the repercus-
sions left by moderate TBIs in various areas of the
lives of the adolescent and their family.

Clearly this study will provide professionals in all
phases of care—such as acute-care nurses, occupa-
tional therapists and special-education teachers
involved in social reintegration—with a framework
that will help them better support the social
inclusion of adolescents and help families deal with
this difficult situation. TBIs lead to a cluster of
disorders and disabilities to which the adolescent
and their family must adapt as best they can. Such
temporary or permanent disabilities will have
impacts in many areas of their lives, whether at the
level of the personal experiences, the family, the
environment, or their school. Well-tailored and
appropriate support can only encourage the social
inclusion of a teenager recovering from a TBI.

Declaration of interest: The authors report no
conflicts of interest. The authors alone are respon-
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souffrance à la résilience. Frontières 2005;17:77–85.

2. Lefebvre H, Pelchat D, Kalubi JC, Michallet B. Expérience
distinctive de parents, de professionnels et de médecins lors de
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appropriation à l’adolescence. In: Alvin P, editor. L’annonce
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