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Abstract 

Over half million children with traumatic brain injuries (TBI) pass through United States 

emergency departments each year.  While there is Return-to-Play legislation in all 50 states, 

in response to sports-related concussion, there are very few Return-to-Learn protocols in 

place in the nation’s public schools. Concussion is a mild form of TBI; the vast spectrum of 

TBI makes it a complex disability, which may involve intensive physical rehabilitation and 

cognitive therapy. The primary purpose of this qualitative case study was to examine the 

collaboration between educational and medical providers at one high school in Michigan to 

illuminate the process of school reintegration for students with concussion.  The analysis was 

organized around Duffy’s nested theories of action to understand the communication 

strategies, decision-making processes, and culture influence on the collaboration between the 

hospital and school. Data were collected through cognitive interviewing methodology with 

medical providers, educational personnel, and a TBI teacher consultant from a district 

agency.  Findings reveal there is one directional communication from the medical 

professionals to the educators via the student, and educators defer to the doctors on how to 

accommodate the student, implementing recommended environmental accommodations 

without an educational lens for needed academic supports.  Additionally, confused 

terminology does not provide educators a clear understanding of concussion as a mild 

traumatic brain injury, the unique healing process, and a new way of learning for each 

student post injury. This study illustrates the need for a new model of “short-term disability” 

to activate educational accommodations within the framework of multi-tiered systems of 

support, shifting the perspective of educational leaders and the current mindset of 

concussion.  
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Chapter 1: Introduction 

 Traumatic brain injury (TBI) is a “disruption in the normal function of the brain that 

can be caused by a bump, blow, or jolt to the head, or penetrating head injury” (Center for 

Disease Control and Prevention, 2019).  In 2013, 2.8 million people in the United States 

sustained a TBI, of which 661,349 were children (Taylor, Bell, Breiding, & Xu, 2017).  

Children 0-5 years of age and adolescents 15-19 years of age are most vulnerable to this 

injury.  According to the Centers for Disease Control and Prevention (2015), TBI is the 

leading cause of disability in children. 

Background and Context of Study 

Federal legislation protects the rights of individuals with disabilities in the community, 

workplace, and school, according to Section 504 of the Rehabilitation Act (1973), the 

Americans with Disabilities Act (1990), and the Individuals with Disabilities Education Act 

(IDEA, 2004).  The medical community has conducted extensive study into the diagnosis of 

brain injury, identified areas of vulnerability, and created therapies for recovery.  School 

officials understand that brain injury is a disability under the IDEA, and students are eligible 

for special education services.  In 2013–2014, twenty-six thousand students aged 3-21 years 

of age received special education services nationwide (Snyder, de Brey, & Dillow, 2016).  

However, there are no formal regulations on the transfer of information or services from the 

medical to the educational settings during recovery.  This situation is compounded by the 

lack of articulation, understanding, and consideration of the unique needs of a student with 

TBI.  
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Statement of Problem 

 TBI occurs in youth and adults of all ages and covers a wide spectrum of severity.  

Over the past 20 years, literature addressing TBI recovery and rehabilitation has been 

grounded in the medical field (Hoge et al., 2008; Jennett, Snoek, Bond, & Brooks, 1981; 

Langlois, Rutland-Brown, & Wald, 2006; Thurman, Alverson, Guerrero, & Sniezek, 1999). 

More recently, in the past decade, discussion of youth with TBI has emerged in the field of 

special education predominately focused in the adolescent years, with strong connection to 

sports injury.  In 2009, the first Return-to-Play legislation passed in Washington State and 

has since been enacted in all 50 states protecting student athletes participating in organized 

sports from life threatening or potentially life-long consequences caused by returning to the 

game too soon after head injury.  However, only nine states regulate what are described as 

Return-to-Learn laws regarding reintegration process for student-athletes into school and 

educational activities post-injury (National Conference of State Legislatures, 2017; 

Thompson et al., 2016).  

Purpose of Study 

 This dissertation expanded on the researcher’s previous work, which explored the 

school re-entry experience of the student with TBI (Crylen, 2015). This work resulted in a 

new conceptual framework of the communication needed between the three players in the 

process: family, medical, and educational entities.  Recent research showed that educational 

leaders have varied resources and direction in the Return-to-Learn process, and there is a gap 

in research on the communication and collaboration needed between the medical and 

educational service providers. With a focus on educational leadership, the purpose of this 
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study was to understand the experience of school reintegration from the perspective of the 

school administration and faculty supporting a student with TBI and their family.  

 Through qualitative case study analysis of one high school within an identified 

regional education services agency in Michigan, this study described the school reintegration 

process for students with TBI, including the hospital and school communication, decision-

making, and cultures, to help explain the student’s academic and socio-emotional success. 

Significance of Study 

 As the Centers for Disease Control and Prevention (CDC, 2018) cited TBI as a 

leading cause of disability in children, this study contributed to organizational theory in 

school reintegration, helped to shape multilateral agency, and provided a springboard for 

future study into the trifecta of support for a student with brain injury.  Parents, teachers, and 

doctors will find this study useful, as Return-to-Learn guidelines are designed and 

implemented in consideration of school structures, culture, and context.  As in other areas of 

the nation, western Michigan is experiencing a growing prevalence of TBI; therefore, area 

medical providers will see the benefit of this study in the advancement of collaboration with 

local schools.  Presenting the benefits of sharing knowledge with other educators and 

families and how the study may be used to shape future programming and policy may 

motivate participant involvement. 

 Personal experience with disability prompted my research into pediatric brain injury 

recovery and reintegration into schools.  Brain injury is a hidden epidemic.  Physical 

disabilities are visible; thus, there is a general social knowledge and consideration of 

individuals with physical impairments.  Cognitive disabilities are invisible; thus, general 

social knowledge is only constructed through personification of diagnoses in mass media, 
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such as sitcom characters with autism spectrum disorder or cerebral palsy, yet only the 

recognized cognitive impairments are included in general social knowledge.  Brain injury 

remains outside this realm of social understanding. 

  Special education assessments do not identify brain injury in the category of services. 

Rather it looks for the symptoms of brain injury to address, such as learning disability.  

Special education looks at the areas of deficiency rather than the causes of disability.  As the 

researcher’s previous study has shown, there is a gap in communication between the medical 

and educational spheres of support for students with TBI, prompting a continued research 

journey into school reintegration for students with TBI. 

Research Questions 

 The primary purpose of this study was to examine the process of school reintegration 

from the perspective of the school administration and faculty supporting a student with TBI 

and their family.  The following research questions guided this study: 

1. What strategies do hospitals and schools use to communicate during the school 

reintegration process supporting a student who recently sustained a TBI?  

2. What processes do hospitals and schools use to make decisions during the school 

reintegration process supporting a student who recently sustained a TBI? 

3. In what ways do hospital and school culture impact the school reintegration 

process supporting a student who recently sustained a TBI? 

Theoretical Framework 

 To better understand how educational leaders make decisions, the researcher used a 

normative approach associated with organizational theory (Hargreaves & Hopkins, 1994; 

Hoyle, 1986).  As Bush (2015) summarized Hoyle, “Organizational Theory enhances 
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understanding of leadership and management in schools” (p. 35).  Using a normative 

approach rather than descriptive allowed the researcher to advance previous work on the 

needs of the student returning to school after sustaining TBI (Crylen, 2015). This normative 

approach to organizational theory allowed a focus on the parties involved in the reintegration 

of the student with TBI rather than a focus on the entire school organization (Bolman & 

Deal, 1991). The leadership models that influenced this study were transformative leadership, 

as it focuses on the processes in which educators engage, and participative leadership with its 

focus on decision-making processes of the group (Bush, 2015). 

Conceptual Framework 

 Although TBI is listed as a disability eligible for services under the Individuals with 

Disabilities Education Act (IDEA, 2004), educators receiving information through mass trade 

publications may be most familiar with the hot topic of sports-related concussion rather than 

TBI. Concussion is a mild form of TBI; the vast spectrum of TBI makes it a complex 

disability, which may involve intensive physical rehabilitation and cognitive therapy (CDC, 

2018). 

 As identified in the researcher’s previous work, three spheres of support intersect in 

providing services to the child: medical, family, and school (Crylen, 2015).  Each sphere 

follows a different philosophy in working with the child.  Using the lens of disability studies, 

the medical model subscribes to a mantra of we'll fix you, whereas the family may champion 

the social model of you belong as you are (Baglieri, 2017).  The school generally endorses a 

transitional special education perspective of we'll help you deal with it. The contrast of 

medical and social model of disability is apparent in education due in large part to the 

structure of special education programs and their accountability outlined in legislation.  
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 This study focused on the collaboration and communication between the school and 

medical teams throughout the reintegration process.  Examined therefore, was the school 

organization and structure supporting students’ reintegration, by study and observation of the 

organization’s politics, decision-making and evaluation processes, and community, as it 

pertains to special education for acquired disabilities.  Topics discussed in this study included 

the identification of disability, the provided accommodations, creation of an individualized 

education plan (IEP) under the category of TBI, the implementation of modifications, and the 

layers of teams working on students’ case file.  Although a focused micro-look at one high 

school’s concussion reintegration protocol through the perspective of the leaders inclusive of 

regional education service agency consultants, school principal, teachers, special education 

specialists, and medical personnel, this case study provided further evidence to understand 

the macro-view of Return-to-Learn for students with TBI. 

Legal Framework 

 The Rehabilitation Act of 1993 provided a framework for policies and procedures for 

states and school districts to implement Section 504, which is focused on non-discrimination 

based on ability in education.  Section 504 explicitly states that schools must identify 

students and evaluate their needs and develop a written educational plan that meets the needs 

of the student to ensure equal access to same educational opportunities as the fully able 

students in the classroom and extra-curricular activities. 

  The Americans with Disabilities Act extends protection (nondiscrimination) of 

Section 504 to private employers, state and local governments, and any privately-owned 

business or facility open to the public.  The Americans with Disabilities Act (ADA, 1990) 

broadens the definition of disability as “a physical or mental impairment that substantially 
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limits one or more major life activities, has a record of such impairment, or is regarded as 

having such an impairment” (Section 3, Definitions). The following statements, therefore, 

apply to students covered under the Americans with Disabilities Act as listed in the ADA 

Amendments Act of 2008: 

• Must have a physical or mental impairment, which substantially limits a major life 

activity, e.g., learning. 

• Learning is substantially limited if child receives no educational benefit from “regular 

education.” 

• Qualified student with disability must be provided aids, benefits, or services as effective 

as those provided non-disabled students. 

• Can be applied to temporary or episodic impairment based on case-by-case basis. 

  The Office of Civil Rights in the U. S. Department of Education enforces both the 

Americans with Disabilities Act and Section 504 of the Rehabilitation Act. The Individuals 

with Disabilities Education Act (IDEA, 2004) was passed with the express purpose “to 

ensure all children with disabilities have available to them a free appropriate public education 

that emphasizes special education and related services designed to meet their unique needs 

and prepare them for further education, employment and independent living” (Section 300.1, 

Purposes).  

  School districts are responsible for identifying and evaluating children ages 3-21 

years of age with one of 13 disabilities or children who have experienced a developmental 

delay.  The law requires that the school district provide a free and appropriate education 

(FAPE) in the least restrictive environment (LRE).  Districts cannot reject a student based on 

need or associated cost to make accommodations to ensure access to education.  According 
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to FAPE, special education and related services are provided at the public expense, meet the 

standards of the state education agency, and include an appropriate education within the 

child’s IEP, which is specifically tailored to meet each student’s unique needs.  

Characteristics of Students with TBI 

  Individuals with TBI often experience short- or long-term cognitive changes or 

effects of social, emotional, and behavior due to the trauma.  Many students with mild or 

moderate TBI are often unidentified or misidentified and receive services outlined in the 

Individuals with Disabilities Education Act (IDEA, 2004) for other reasons.  Those with 

severe TBI are often immediately swept into services with limited information about the full 

scope of injury and recovery.  The common areas of need in educational settings for students 

with TBI include academic accommodations, as well as behavioral and social supports 

(Schilling, 2012).  Table 1 outlines areas, challenges, and supports related to TBI. 

Table 1 

Cognitive, Behavioral, and Social Challenges and Support in TBI  
  Area Challenges Supports 

Cognitive Executive functioning skills –focusing, 

concentrating, problem-solving with 

abstract concepts 

Processing and memory 

Learning and recalling new materials 

Speech and language difficulties 

Adequate rest time 

Extra time to complete tasks 

Assistive technology 

Break assignments into steps 

Reduced academic load 

Alternative assignments 

Testing accommodations 

Direct instruction 

Behavior Hyperactivity 

Mood swings 

Low tolerance/high frustration 

Inattention to tasks 

Positive reinforcement 

Nonverbal cueing 

Consistent feedback 
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Reduce environmental 

distractions 

Social Feeling isolated from peers 

Low self-esteem 

Identity as victim, not being understood 

Ongoing counseling and 

guidance 

Social Skills group 

TBI group 

Note. Adapted from “Socio-emotional support needs for re-entry to school after traumatic 
brain injury,” by A. E. Crylen, 2015, Including Learners with Low-Incidence 
Disabilities (International Perspectives on Inclusive Education, 5, 159-179. Emerald 
Group Publishing. 

 
Definition of Key Terms 

 To provide a shared understanding of certain terms related to this study that may also 

be utilized in other fields, this study includes the following definitions:  

• 504 Plan—a nondiscriminatory accessibility plan that allows individuals to fully 

participate in all learning activities and environments.  

• Acquired disability—impairment in a person’s ability to function caused by illness or 

injury  after birth.  

• Capitalistic frames—a perspective that places value on means of production, 

distributing, and  exchange of wealth. In reference to the field of education, the 

student must acquire  schooling to be a productive member of society; in the field of 

medicine, the patient  must recover to return to work.  

• Child Find—a mandate in the Individuals with Disability Education Act (IDEA) that 

requires schools to locate, identify, and evaluate all children with disabilities from 

birth through age 21. The Child Find mandate applies to all children who reside 

within a state, including children who attend private schools and public schools, 
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highly mobile children, migrant children, homeless children, and children who are 

wards of the state (20 U.S.C. 1412(a) (3)).  

• Executive function—the complex processing of large information used in goal setting, 

planning, initiating, self-awareness, and self-monitoring.  

• Glasgow Coma Scale—a neurological scale used to assess levels of consciousness 

that is used by emergency medical services, nurses, and doctors.  

• Individualized Education Program (IEP)—mandated by the Individuals with 

Disabilities Act, defines the educational goals and objectives of a child who has been 

identified with a disability as described by federal regulations.  Each child’s IEP is 

written specifically for their individual learning needs.  

• MRI—magnetic resonance imaging used in radiology to form images of the body for 

medical diagnosis and staging of disease and injury.  

• Multi-tiered systems of support (MTSS)—the school’s plan for post-injury 

functioning youth with medical clearance that includes the technical core of 

assessments, interventions, accommodations, modifications, and formalized 504 Plan 

or IEP.  

• Neuropsychological—the study of brain damage on behavior and the function of the 

mind.  

• Stakeholders—the person or group that holds an investment in the student with TBI 

including but not exclusive to, parents, doctors, therapists, social workers, teachers, 

and friends.  
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Delimitation and Limitations of the Study 

 This study generated interesting insight into one small group of educators’ views on 

their own experiences and may reveal many perspectives that have implications for school 

reintegration for children with TBI.  The single case study sample cannot be generalized to 

other schools in other contexts and other locations.  It was expected that all responses would 

be honest, accurate, and consistent from all participants, including the hospital service 

providers and educators working with students with TBI. This case study was reflective of 

one point in time and in one school district.  

 This case study highlighted particular areas of potential interest for those who design 

and implement hospital to school transition for students with TBI.  Additionally, this research 

provided an example of how the use of semi-structured interviews and cognitive interviewing 

methods to obtain educator insight that could contribute to the development of successful 

contextually specific TBI experiences.  Results of this study indicated possible models of 

collaboration and decision-making through hospital-school communication and transition-

planning.  Different terminology in each sphere of support suggests that using a common 

framework of areas of cognitive, behavioral, and social needs would be an effective place to 

start when identifying the child’s vulnerabilities post-injury (refer to Table 1).  

Summary 

  The Center for Brain Injury Research and Training (CBIRT, 2011) has recognized “a 

critical issue in service delivery for students with TBI [to be] the significant discrepancy 

between the incidence of TBI and the identification of children with TBI for special 

education services” (p. 478).  Employing a mixed methods study, Glang, et al. (2008) found 

that “injury severity and hospital-school transition services (e.g., written or verbal 
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communication between hospital and school) were related to the provision of formal special 

education or 504 services” (p. 482).  Further research supported that frequent 

misidentification of students with brain injuries in school results in an underserved 

population (Cronin, 2000).  The CDC recognized that consistent procedures are needed for 

transitioning students from hospital to school; the CDC is further investigating Return-to-

Learn guidelines (CDC, 2018).  

  This case study provided further insight into existing collaboration between school 

and medical service providers with a school transition model involving a TBI teacher 

consultant.  Moving from the medical model to educational policy and practice, Savage, 

DePompei, Tyler, and Lash (2005) focused on the difficulty of penetrating the special 

education system in American schools for those students with an acquired disability.  In the 

United States, schools are designed to identify special needs early.  These students grow up 

in the special education system (Savage et al., 2005).  In the days, weeks, and months 

following injury, parents of students with TBI are emotionally overwhelmed and confused by 

the healthcare system, insurance coverage, and special education programs.  Pediatric 

patients who are transferred from trauma hospitals to in-patient rehabilitation centers receive 

individualized transition plans for their return to school.  However, abrupt discharge from a 

hospital requires parents to take on the role of monitoring and advocating in a new world of 

disability (Savage et al., 2005).  

  Communication plays a key role in finding the appropriate classification, placement, 

and services inside the special education system.  As Ylvisaker et al. (2001) identified that 

there is “extreme diversity of TBI” (p. 80), and disability may evolve over time.  Each TBI is 

unique, and assessment may show average knowledge of skills yet fail to capture difficulties 



 
 

13 
 

with new learning (Ylvisaker et al., 2001).  Schilling and Getch (2012) expressed a 

consensus opinion: “All those in the student’s treatment and recovery process ... should be 

consulted in making best decisions for supports and accommodations” (p. 62).  Additionally, 

school personnel must take the initiative to seek information resources about TBI.  Savage, et 

al. (2005) added that the move to inclusive classrooms in the U. S. demands that all teachers, 

both general educators and special educators, become knowledgeable in TBI.   

  Medical research on TBI has shown that the body is in survival mode during the first 

12 months after injury. The individual with TBI begins to gain awareness of their injury and 

its social implications about 18 months after injury.  Vulnerabilities in intellectual function 

surface as the individual with TBI is challenged cognitively, and erratic behavior may 

become symptomatic of such challenges and frustrations.  Educators must be aware that TBI 

is a traumatic event in one’s life, and the process of recovery involves grieving and 

adjustment to new strengths and challenges as well as social identity.  
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Chapter 2: Review of the Literature 

Overview   

 The literature on school reintegration after TBI focused on two dominant areas: 

academic process and social identity. On academic process, authors explored the prevalence 

of injury, the transfer of information, communication between all caretakers of the student 

with TBI, and establishment of long-term planning.  Research regarding social identity 

explored family and community support for a student with TBI and the concept of self-

perception in relation to age at which injury was sustained and school environment.  The 

literature pertaining to the academic process confirmed that identification of students with 

TBI in need of special education services is often delayed due to the evolution of the 

symptoms and deficits. This leads to a large discrepancy between incidence and 

identification, as discussed by Glang et al. (2008); Chevignard, Toure, Brugel, Poirier, and 

Laurent-Vannier (2010); and Schutz, Rivers, McNamar, Schutz, and Lobato (2010).  In the 

past year, the focus of the literature has turned to teacher perspectives of TBI and 

longitudinal case study analysis of school reintegration.  

Case Studies 

Field research conducted on TBI has included both emic and etic case studies, the 

insider perspective of events and happenings as well as those explained and interpreted by an 

external observer respectfully (Kottak, 2006).  

 Emic TBI case studies.  In the literature on TBI, the subset of school reintegration 

ranges from prevalence of TBI in schools, prescribed strategies, and communication with 

families.  Ylvisaker et al. (2001) best articulated the themes of services provided by public 

schools.  Simpson, Simons, and McFadyen (2002) emphasized the social work services 
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needed to complement academic accommodations.  Conoley and Sheridan (1996) elaborated 

on the social services needed for families of the student with TBI.  Clark, Stedmon, and 

Margison (2008) provided a strong qualitative case study model in An Exploration of the 

Experience of Mothers Whose Children Sustain Traumatic Brain Injury (TBI) and Their 

Families.  These studies informed the researcher’s prior conceptual framing and study on the 

child’s experience of school re-entry following TBI.  

 Etic case studies.  Most recently, the literature has expanded to exploring teacher 

beliefs and practices regarding concussions, coordination of care between hospitals and 

schools, and the creation and implementation of Return-to-Learn protocols.  Literature on the 

delivery of special education services for students with TBI focused on cognitive 

impairments, as they impact executive function and academic accommodations.  Founding 

literature on personnel qualification in special education presented by Porter (2000) and 

expanded by Schilling and Getch (2012) provided a firm understanding of the issues facing 

school special education programming.  A growing body of literature in the field of 

neuroscience focused on educational experiences and needs of school-aged youth with TBI 

returning to school (Chevignard et al., 2010; Haarbauer-Krupa, 2017; Hawley, Ward, 

Magnay, & Mychalkiw, 2004; Kahn, Linden, McKinlay, Gomez & Glang, 2018; Todis, 

McCart, & Glang, 2018).  

 Since the passage of the Individuals with Disability Education Act (IDEA) in 1990, 

much research has been conducted on the implementation of this legislation and coherence 

with No Child Left Behind (NCLB) of 2002. The literature on the national implementation of 

IDEA, as highlighted by Katsiyannis and Conderman (1994), served as a foundation to this 

study as well the review of state legislation, the Tommy Manning Act and the Zachary 
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Lystedt Law, which served as examples of the Return-to-Play legislation that has been 

enacted in all 50 states.  

Medical vs. Social Models 

As children with brain injury are the focal point of this study, research questions 

delved into how the support of medical and school personnel intersect in providing services 

to these children while considering parents desires as well.  Each of these spheres of support 

follow a different philosophy in their work with these children.  The medical model 

subscribes to a mantra of we’ll fix you, whereas the family champions the social model of you 

belong as you are. The school endorses a transitional special education perspective of we’ll 

help you deal with it. The contrast of medical and social models of disability is apparent in 

education due in large part to the structure of special education programs and their 

accountability outlined in legislation. 

 The medical model of disability assumes a clinical diagnosis and a therapeutic fix. 

Historically, this approach values the fix as the means to be a productive contributor to 

society.  If the fix doesn’t work, the individual with disability is removed from society, as 

they have no value.  As Barnes (1997) illustrated, “Disabled people’s oppression in terms of 

material consideration” (p. 11) directly correlates with capitalistic frames of productivity and 

contribution throughout Western culture.  Thus, special education was grounded in an 

attempt to transform individuals with disabilities from consumers to producers, ultimately 

creating separate educational institutions for said individuals (Goodheart, 2004).  

 In the United States, the introduction of the social model in the late 20th century 

changed public attitudes and promoted legislation to address accommodation and inclusion 

of individuals with disabilities in society.  With the influence of Shapiro (1993), the adoption 
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of the Americans with Disabilities Act and the Individuals with Disabilities Education Act 

revised the schema for special education. 

 After a long period of institutionalization, special education programming focused on 

life skills and vocational training rather than academic rigor.  Building on the cornerstone of 

the medical model, behaviorism and constructivism emerged, further theorizing education as 

a means to address the medical problem with each individual child.  

 Sociocultural theory diverts from the medical model of disability and embraces the 

social model’s emphasis on integration.  Exploring the child’s participation in community, 

both formal and informal institutions, their interpersonal communication and collaboration 

with others, and their personal growth through activity, provides the educator with a holistic 

view of the child with disability (Rogoff, Baker-Sennett, Lacasa, & Goldsmith, 1995).  

Contribution to Conceptual Framework 

 At the beginning of the researcher’s journey into school reintegration, the most 

prominent site for work on family, school, and hospital relations was the CBIRT at the 

University of Oregon led by Ann Glang.  In 2011, CBIRT developed the School Transition 

Re-entry Program (STEP), shown in Figure 1, which identified the three spheres of support 

for students with TBI: hospital staff, school personnel, and parents. The STEP model 

proposes that hospital staff and school personnel disseminate information to parents through 

top-down communication rather than through an exchange as suggested between hospital 

staff and school personnel. 
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Figure 1.  School transition re-entry program (STEP, CBIRT, 2011). Adapted from School 
transition & re-entry program (STEP): Improving the hospital-school transition of children 
with TBI (Unpublished report) by B. Todis and A. Glang, 2008, The Teaching Research 
Institute, Eugene, OR.  Reprinted with permission. 
 

Building from STEP model, the researcher identified the same parties as spheres of 

support for students with TBI and focused on the connections between the child and their 

family with the school during the school re-entry process shown in Figure 2.     
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Figure 2.  Three spheres of support model (Crylen, 2015).  Adapted from “Socio-emotional 
support needs for re-entry to school after traumatic brain injury,” by A. E. Crylen, 
2015, Including Learners with Low-Incidence Disabilities (International Perspectives 
on Inclusive Education, 5, 159-179. Emerald Group Publishing.  

 
In the current conceptual framework, the researcher extends the previous conceptual 

framework as shown in Figure 2, pulling the three spheres into a chronological map of 

recovery and school return (see Figure 3). Recognizing that each sphere provided different 

supports to the student with TBI, the Crylen (2015) study revealed that the communication 

between the medical providers and the school were one-directional, as doctors provided a 

letter of diagnosis for TBI with suggested accommodations to the school via the parent. This 

documentation was required to begin formal special education services through a 504 plan or 

IEP. The researcher found that in this process, the parents expressed a concern that they were 

in the interlocutor role between the medical and educational entities for the remainder of the 

student’s recovery and return to school. 
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Figure 3.  TBI school re-entry communication flow (Crylen, 2015). Adapted from “Socio-
emotional support needs for re-entry to school after traumatic brain injury,” by A. E. Crylen, 
2015, Including Learners with Low-Incidence Disabilities (International Perspectives on 
Inclusive Education, 5, 159-179. Emerald Group Publishing. 
  

As illustrated in Figure 3, with the spheres separated into three stages of experience, 

the process was examined using an organizational theory framework to dig deeper into the 

elements of bounded rationality, including environment, knowledge creation, and decision-

making.  Figure 4 shows how the representation has changed to suggest that a student 

experiences a life change due to injury, receives medical diagnosis and treatment, which then 

drives and shapes the education of the student with TBI.  

 

 

 

 

 

Figure 4. Current stages of TBI reintegration process. 
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Thus, school reintegration is a causal process driven by the medical model, not the 

social model evidenced by the documentation driven by the professional protocols in each 

stage.  As shown in Table 2, each stage of the process consists of a unique environment, set 

of stakeholders, record of documentation, action of clearance to the next stage, and 

knowledge base. 

Table 2 

Characteristics of Stages of TBI Reintegration 

Characteristic Injury  Medical  School 

Environment Chaos  Structured  Splintered 
 

Stakeholders Those at the 
incident 
including 
Parents/ 
Caretakers 

 Medical 
Professionals 
(EMS, 
Hospital, 
Specialists, 
Pediatrician) 

 Educational 
Professionals 
(general 
education 
teacher, special 
education 
teacher, school 
principal, TBI 
consultant) 

Documentation Recounted 
Narrative 
(memory) 

 Official 
Record 
(admission, 
exam, 
treatment) 

 Practice 
(accommodation, 
interment)  
Legal Protection 
(IEP, 504) 

Clearance to 
next stage  

Return- 
to-Play 

 Return- 
to-
Learn 

 

Knowledge 
base 

Social 
Emotional-  
Self-esteem, 
Interaction, 
Belonging 

 Physical - 
Neuroscience 

 Cognitive - 
Constructivist 
(gen. ed.) 
Behaviorist 
(special ed.) 
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 Using Cyert and March’s (1963) Carnegie model, the researcher framed the school 

reintegration process into a factory model of Return-to-Learn. The task environment is the 

injured youth with the concussion as the task. The hospital is the institutional environment 

with the technical core consisting of the diagnostic exams (Glasgow Coma Scale, disability 

rating scale, MRI scans), the surgical procedures, and rehabilitation therapies, as the cultural 

environment at the end of the first stage involves a physically and cognitively functioning 

youth.  In stage two, the task environment involves the post-injury functioning youth with 

medical clearance who moves into the institutional environment of the school’s multi-tiered 

systems of support (MTSS), with the technical core of assessments, interventions, 

accommodations, modifications, and formalized 504 Plan or IEP. The cultural environment 

thus supports the injured student participating academically at the full extent of their 

capacity. 

Contribution to the Field  

  Over the past 20 years, research in pediatric TBI has extended beyond the medical 

clinical trial and surfaced in special education case studies.  Mainstream media echoes the 

current educational focus on sports-related head injury and concussion in secondary schools. 

Although early identification has remained a constant tenet in special education, recent 

literature suggested more professional collaboration in school reintegration for students with 

TBI: “A critical factor contributing to the identification of students with TBI for special 

education is the link between hospital and school” (Glang et al., 2008, p. 477). This research 

study examined how the link is manifested through policy, protocol, and practice.  

 Reflecting the paradigm shift from medical to social model, the literature on school 

reintegration after TBI has grown more inclusive of acquired disability.  However, the 
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tension between these models articulated in disability studies literature may prove a 

hindrance to the field of special education embracing a holistic multi-disciplinary approach to 

school reintegration. Further research is needed concerning the bridging of the two 

perspectives, especially in relation to reauthorization of disability law including the IDEA 

and the Americans with Disabilities Act.  

 Current research explores school professionals’ experience working with students 

with TBI, the perceptions of educators, and the call for preferred interventions for students 

with TBI (Glang, McCart, More, & Davis, 2017; Kahn, Linden, McKinlay, Gomez & Glang, 

in press; Nagele, McCart, & Hopper, in press). Yet, there is an absence of narrative 

addressing the decision-making processes involved during the reintegration process from the 

perspective of the educators working with the student with TBI. This could be attributed to 

the known prevalence of students with TBI in schools and/or comorbidity, or other 

impairments, masking the true population of students with TBI.  

 This researcher posited that the deeper investigation as outlined in this study 

contributed a key piece to the puzzle of school reintegration for students with TBI and 

support of Return-to-Learn policy formation. The researcher’s emic and etic lenses 

appropriately balanced the bias for this research yet offer a unique perspective on the 

process.  Specifically, the absence of literature on stigma and inclusion for the full spectrum 

of TBI suggested the need for case study and longitudinal research in this area. Ethnographic 

exploration of the educators’ experience as they guide a student with TBI in the school 

reintegration process provided essential data in building collaborative programming. 
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Methods of Review 

 An initial search of literature on school reintegration after TBI was conducted in May 

2013 as part of a disability studies policy proposal paper.  Further investigation of this 

process revealed three spheres of support for an individual recovering from TBI embedded in 

both the medical and social model of disability.  A deeper investigation of the literature was 

conducted in February and March 2014 and again in September 2017 with a focus on 

educational leadership. A broad search of literature was conducted using three databases: 

World Cat, EBSCO, and Web of Science.  A primary key word search included pediatric 

TBI, school re-entry, cognitive impairments, acquired disability, academic accommodations, 

IEP process, Return-to-Learn, education leadership, and reintegration.  

 Criteria were used to sort through the found articles. Literature considered for this 

review addressed school students aged 5 to 18 with no restriction on severity of injury—

mild, moderate or severe TBI.  Excluded from this search were non-English articles focused 

on individuals with TBI who were older than school-age, predominately clinical, or legal 

case studies.  Fifty-three articles, five books, and two webpages met the criteria.  Through 

initial abstract scanning, literature was sorted into four themes: medical, social, special 

education, and educational policy perspectives.  Literature was then sorted into sub-

categories within each theme: medical–neurological science and rehabilitation therapy, 

school–processes and social behavior, family–legal status and community integration, and 

educational leadership–leadership theories and decision-making. For the purposes of this 

review, a sharper focus was given to the 37 articles within the school theme.  
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Results of Review 

 Three significant themes surfaced in the review of literature with the concentrated 

focus on the school perspective pertaining to school reintegration after TBI: academic 

process, social identity, and educational leadership.  Within the theme of academic process, 

authors explored the prevalence of injury, transfer of information, and communication 

between all caretakers of the student with TBI, and establishment of long-term planning. 

Within the theme of social identity, research explored family and community support for a 

student with TBI, self-perception in relation to age at which injury was sustained, and school 

environment. Educational leadership research explored theories of leadership and decision-

making models applied during the reintegration process. 

 Academic process. Throughout the literature pertaining to the academic process, it 

was evident that identification of students with TBI in need of special education services is 

often delayed due to the presentation of the symptoms and deficits over time. This leads to a 

large discrepancy between incidence and identification as discussed by Glang et al. (2008), 

Chevignard et al. (2010), and Schutz et al. (2010). 

 Prevalence.  In examining data from the United States Department of Education, 

Office of Special Education Programs (OSPE), several researchers found statistical 

discrepancy in the prevalence of students with TBI and those receiving special education 

services (Glang et al., 2008; Schutz et al., 2010; Ylvisaker et al., 2001).  According to OSPE, 

in the 1997–1998 school year, nearly five million students received special education 

services under IDEA.  More than 50% were identified with a specific learning disability 

label; however, only .02% was labeled under the TBI classification (Ylvisaker et al., 2001). 

The investigation into correct identification of students led Schutz et al. (2010) to conclude 
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“only one to two percent [of children permanently disabled by TBI returning to school] are 

classified as students with TBI, qualifying them for the services they need for education…. 

[which] places 98 to 99 percent at risk of academic failure and personal maladjustment” (p. 

55).  

 Glang et al. (2008) conducted a case study in Portland, Oregon, to illustrate this 

occurrence of misidentification. The study showed that 25% of the children with TBI who re-

entered school were identified with formal services through an IEP or 504 plan, and 41% of 

this student population with TBI received informal services and accommodations such as 

schedule changes, rest breaks, and so on, and 18% received no supports, (Glang et al., 2008). 

Thus, Glang et al. (2008) surmised, “TBI remains a low-incidence disability in the field of 

special education in spite of its high incidence and prevalence. This discrepancy perpetuates 

a cycle of under-funding, inadequate teacher training, and inappropriate educational services 

for this challenging disability group” (p. 478). The recommendation from this study is to 

implement a TBI screening tool for educators to use rather than a wait-and-see approach.  

 More recently, Haarbauer-Krupa (2012) found 17% of students with TBI are enrolled 

in special education services under the TBI category according to the United States 

Department of Education.  However, 60% of students with TBI do not receive services 

because of delayed presentation of symptoms and the misunderstanding of the need for 

ongoing monitoring. Chevignard et al. (2010) said, “Deficits may only become fully apparent 

when development demands increase, and once cognitive processes are expected to be fully 

developed” (p. 31). Thus, according to Glang et al. (2008), “problems with TBI tend to 

persist or worsen as children progress through school” (p. 477).  
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 Haarbauer-Krupa (2012) made the recommendation that school speech language 

pathologists are the best service providers for students with TBI, as they know the medical 

rehabilitation therapies and academic structures and goals.  Although this may be ideal, due 

to the limitations of insurance coverage in TBI recovery, families turn to schools for long-

term services. Haarbauer-Krupa (2012) continued, yet from the school perspective, “Schools 

are mandated to devise individual plans to meet a child's learning needs rather than to 

achieve recovery to maximum potential” (p. 12). The differential in outcomes is illustrated in 

the transition planning.  

 Transition planning.  Beyond the discrepancy of prevalence, research pointed to the 

need for educators to receive more accurate and pertinent information and training in the 

assistance of school re-entry for students with TBI.  This analysis shows injury severity and 

hospital-school transition services are related to school provision of formal services, as 

defined under IDEA and Section 504 of the Rehabilitation Act.  Literature drew heavily on 

program evaluation of current and proposed rehabilitation plans and facilities. Taking a 

holistic neurorehabilitation approach to school re-entry, which builds self-esteem and skills 

to promote independence to establish a new way of life, Marcantuono and Prigatano (2008) 

proposed an outpatient program—preparing patients to be students with clinical staff as their 

coaches.  

 Bridging begins at the time of admission to the program, and therapists work with 

special education “tutors, [who] are contracted by the child's school district through the local 

county's Department of Special Education and work within context of the pediatric 

neurorehabilitation program” (Marcantuono & Prigatano, 2008, p. 462).  Medical research 

proves the current challenges that insurance limits support for rehabilitative services and 
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schools deem acquired brain injury a medical condition outside of their financial support, 

(Marcantuono & Prigatano, 2008).  

 Savage and colleagues (2005) directed focus to the difficulty penetrating the special 

education system in American schools. In the US, schools are designed to identify special 

needs early. These kids grow up in the special education system (Savage, et al., 2005). In the 

days, weeks, and months following injury, parents of children with TBI are emotionally 

overwhelmed and confused by the health care system, insurance coverage, and special 

education programs. Pediatric patients who are transferred from trauma hospitals to in-patient 

rehabilitation centers receive strong transition plans as they are moved into school.  Quick 

discharge from hospital requires parents to take on the role of monitoring and advocating in a 

new world of disability (Savage et al., 2005).   

 Once inside the special education system, communication plays a key role in finding 

the appropriate classification, placement, and services.  Ylvisaker et al. (2001) and Glang, et 

al. (2008) identified an extreme diversity of TBI as disability may evolve over time. Each TBI 

is unique, and assessments may show average knowledge of skills, yet fail to capture 

difficulties with new learning, (Ylvisaker et al., 2001).  Schilling and Getch (2012A) 

expressed a consensus opinion: “All members of the child's treatment and recovery process 

should be consulted in making best decisions for supports and accommodations. 

Additionally, school personnel must take initiative to seek information resources about TBI” 

(p. 62).  Savage et al. (2005) added that the move to inclusive classrooms in the U.S. 

demands that all teachers, both general educators and special educators, become 

knowledgeable in TBI. A comprehensive picture of students’ abilities and challenges require 

academic and medical cognitive and functional evaluation. 
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 Finally, screening tools suggested in Glang et al.’s 2008 study are needed both in 

identifying and monitoring TBI. Cronin (2001) added, “Children with a history of TBI 

should be screened regularly because some cognitive problems emerge years after the injury 

as developmental demands on a child increase” (p. 377).  Although the medical model 

dictates routine follow-up after TBI, Mealings and Douglas (2010) suggested that both 

hospital and school monitor as the student is going back to school, four months after they 

return, on a regular schedule during the remainder of their school career, and when they 

begin moving on from school.  

 Social goals.  The literature pertaining to social goals showed evidence of a strong 

disconnect between self and others for the student with TBI.  Identity and inclusion are 

greatly influenced by stigma and acceptance by the community. As earlier described, 

neurorehabilitation addressees some of these issues, yet social workers are the facilitators of 

social stage of recovery and school re-entry as discussed by Mealings and Douglas (2010); 

Simpson, Simons, and McFadyen (2002); and Roscigno, Swanson, Vavilala, and Solchany 

(2011). 

  Identity.  Literature focused on the prominence of concussion during sports, making 

athletic return-to-play the focus emphasizing on returning to physical activities with 

prevention of re-injury (Sady, Vaughan, & Gioia, 2011).  A campaign in professional sports 

is trying to diminish the badge of honor and bring attention to head injury and accountability 

to teams and leagues.  Unfortunately, these efforts leave the student with TBI at a loss in 

understanding their own injury and its repercussions for the future.  Measurement of quality 

of life for children with TBI is still in the early stages, and historically, parents have served 
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as proxy (Ravens-Sieberer, 2002). However, qualitative research in the nursing and social 

work field has illuminated the struggles TBI brings to a child’s sense of self.  

 Using a grounded theory approach to identity in adolescents with TBI, Australian 

researchers Mealings and Douglas (2010) found three key themes: sense of self, awareness of 

changes, and identification of supports.  Learning that “socialization at school was described 

as a core function of school life and therefore an integral component of the student’s 

identity” (p. 7), Mealings and Douglas developed a model for attuning to the internal and 

external changes, the quality of relationships, and style of assistance that students with TBI 

experience.  As the findings of their study suggested, “It was clear that students only saw 

changes as successful when they were included in developing the strategies or changes, and 

when they felt the person suggesting or assisting in these changes understood the student” (p. 

12). Giving voice to the student during rehabilitation empowers and energizes his or her 

sense of identity and belonging. 

 In the field of social work, Roscigno et al. (2011) found that social support is 

imperative to how students adjust to change and loss.  The phenomenological investigation 

showed six main themes that illustrated the common experiences of life following TBI over 

time: 

1. It is like waking up in a bad dream; 

2. I thought going home would get me back to my old life, but it did not; 

3. Everything is such hard work; 

4. You feel like you will need to be like the person you were before; 

5. It is not all bad; and 

6. Some people get it, but many people do not. (p. 6) 
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