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Application of Life Care Planning Principles for 
Seniors Experiencing Catastrophic Injury 

Carole M. Stolte-Upman, RN, MA, CRC, CCM, CDMS, CPC 

Abstract. The graying of America has resulted in a burgeoning population of senior adults. 
According to data by the federal government, the percentage of population older than 83 years 
of age represented only 0.2% in 1990 and is projected to represent 4% by the year 2040. Senior 
Americans between 65 and 84 years of age represented approximately 4% of the population in 
]990 and 11% of the population in the year 2000 and are projected to represent 17% of the 
population in 2040. These seniors can and do experience catastrophic accidents that benefit 
from life care planning assessment and service delivery. 

Introduction 

The increased aging of our population has created a need for expanding knowledge about 
the application of the life care planning process for seniors experiencing a catastrophic injury. 
This article offers a case study and reviews some of the key elements of the life care plan as 
applied to senior adults. 

Case Study 

Take for example the experience of Mrs. Bea Griffin. Mrs. Griffin was an 86-year-old 
woman living independently with her adult son. Her life was full and productive until she 
experienced the onset of vertigo. Her son provided transportation to her general practitioner 
and they learned that she had an inner ear infection. A 10-day regime of antibiotics was 
prescribed. During this time the son hired a companion to be at home with Mrs. Griffin during 
his absence due to her continued vertigo. In spite of all good efforts, Mrs. Griffin's vertigo 
persisted following treatment. 

As Mr. Griffin had business travel planned that would take him away from home for a 
couple weeks, he and his mother agreed that she would be admitted to an assi ted living center 
for two weeks to assure her safety. Three days after admi sion to assisted living, Mrs. Griffin 
was left unattended in the shower room. She was dizzy and experienced a fall from the 
standing position. She was found breathing and unconsciou with blood coming out of her 
nose and right ear. While waiting for transport, she experienced a full eizure and wa then 
emergently transported to a local hospital where she was stabilized with lY fluids and 
ventilator support. She was later transferred to a trauma center. 

Health care providers diagnosed that Mrs. Griffin had experienced a coup-contrecoup 
injury with a subdural hematoma over the right frontal parietal area and no midline shift. Th 
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neurosurgeon suggested that thi s should be addressed n • 
• I d d 1· • . • on-surgically Her h . 
111 u e comp 1cat1on, of a urinary tract infection and p . • osp1tal course 

. . . . neumonia. Unfort 1 lengthy hosp1tahzat1on, Mrs. Gnffin demonstrated cog .1. d fi . unate Y, following a 
d • ·1· n1 ive e icits decre d an 111ab1 1ty to stand or walk. She was transferred to b . . . ·' ase attention span 

• a ram Injury treat • unable to tolerate three hours of occupational phys· 1 d ment program and was 
• ica an speech ther d · . planner was requested to develop a life care plan I ki apy a1ly. A life care 

' oo ng at the cost of her future care. 
Traumatic Brain Injury 

Over I million people will suffer traumatic brain . . . . 
more than 50,000 deaths and 80,000 cases of disabT ~~une~ (TBis? this year, resulting in 
The three leading causes of TBJ are mot h. 1 l ity NN mteractive news report, 1999). 
and fall . According to the Brain In ·u or v~ I~ e crashes, violen~e _(~ostly from firearms), 
48 bi11ion annually (CNN . t } ry Assoc,ation, the cost of bram mJury is estimated to be 

of a fal] cau ing hospit 1. :~ er~ctive news_ report, 1999). It is well-known that the likelihood 
ri k of bra· . . f a iza ion mcreases with age and studies show that seniors have a higher 
over 75 e:s1~tary rom falls ~nd men are at a higher risk than women. Specifica11y, seniors 

Janner y ge ha_ve the highest exposure (CNN interactive news report, 1999). Life care 
Pf . s who create a hfe care plan for senior adults must acknowledge the preexisting affects 
? ~g~ng and d~velop a _road map of care for the caregivers. This effort can ensure that the 
l~dividual receive~ consistent, comprehensive, cost effective care to help them function at the 
highest level possible and avoid complications. 

In_ the United States, more than one of every three persons over age 65 falls each year and 
two-thirds of those who fall do so again within six months (Hausdorff, Rios, & Edelber, 200 I; 
Hombro~k, St~vens, Wingfield, Hollis, Greenlick, & Ory, 1994). Among people age 65 and 
ol~er, uruntentional falls account for 87% of all fractures treated in emergency departments 
(Fife & Barancik, 1985), and are the second leading cause of spinal cord and brain injuries 
(Krus, Black, & Herol, 1984). Data also show that among people age 65 and older, falls are 
the leading cause of injury deaths and serious injuries and approximately 9,600 older adults 
died in 1998 from fall -related injuries (Murphy, 2000). The CDC reports that older adults are 
hospitalized for fall-related injuries five times more often than they are for injuries from other 
causes (CDC fact sheet, 2004), and of those who fall, 20-30% receive moderate to severe 
injuries that reduce mobility and independence and increase the risk of premature death 
(Alexander, Rivara, & Wolfe, 1992). Among seniors with osteoporosi , fall can cause 
devastating injuries such as hip fractures and other orthopedic injurie . Fall also can have 
serious psychological consequences. It is acknowledged that aging generally bring 
anticipated or expected challenges but the complexity of a brain injury often ha ten the 
process and these changes present unanticipated challenges for the caregiver/family. All of thi 
must be considered in the development of an effective life care plan for a senior adult. . 

While the degree of brain injury may range from concussion to coma, th~ ~q~ela will 
impact the family and client in numerous ways and degrees. The sequela of bram mJury may 
affect a person's cognitive, physical, psychological and social well-being. on _e'l,uence_ of 
brain injury may include difficulties with memory, slowed ability to p~oces mtom1a_uon, 
difficulty in concentrating, seizures, visual disturbance, headache , fatigu , alte~d sleep 
patterns, difficulty in completing tasks without cuing, increased an iet , and beha tors tbat 
may re6ult in harm to self or others. 
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Multiple options exist for senior adult living alternatives; however, specific care must be 
exercised when recommending future care venues in the presence of a brain injury. One option 
may be to provide 24-hour supervision in the home although the feasibility of this 
recommendation is based on architectural, community, family and senior acceptance along 
with caregiver participation. 

All fall risk factors must be considered in planning for the care of a senior with a brain injury. 
A one-story home with decreased safety hazards may be an appropriate setting. An alternative may 
be residing in a multi-story home if the services needed can be arranged on one floor, preferably 
the ground floor. External home safety factors such as uneven/slippery surfaces, poor lighting and 
stairs may impact the feasibility of home placement. Internally, from a fall hazard standpoint, 
caution must be exercised to assure that there are no scatter rugs, increased lighting is offered, 
floors are clear of clutter, washers and dryers are on the living level or arranged to be 
accomplished by the caregiver. A night light next to the bed and a flashlight on the nightstand may 
provide additional illumination for nighttime bathroom access. Motion detector lights and 
illuminated light switches may provide timely illumination and assist in preventing accidents. 
Hardwired smoke detectors and carbon monoxide detectors may be appropriate depending on the 
home's mechanical system. A limit on the water heater to keep the temperature at 120 degrees or 
below will decrease the possibility of scalding from extreme hot water. 

General safety considerations in the home include providing adequate lighting at the exit, 
halls, stairways, and pathways. There must be a working telephone with numbers big enough 
to read (such as a large button telephone or hands-free speaker phone), and it is helpful to have 
a telephone by the bed with emergency numbers clearly posted. Stairways must have secure 
handrails on both sides from top to bottom. Covering on stairs must be without damage and 
steps need to be even to allow sure footing. No items should ever be stored on the stairs as 
these are easy to create a tripping hazard. 

Safety in the bathroom may be addressed with the provision of assist grab bars around the 
commode and near the tub. A tub bench with hand held shower and nonskid surface in the tub 
will address the risk of falls while bathing. Nonskid flooring without a bath mat or a skid proof 
bath mat will assure firm footing. 

An additional area of the home that is associated with accidents is the kitchen. The life 
care planner needs to assess the amount of time a senior with a brain injury will spend in the 
kitchen given that the brain injury sequela may result in a functional or judgment impairment 
that requires the caregiver to perform most of the kitchen tasks. Knives need to be secured and 
knobs on the stove may need to be removed. If the senior is capable of participating in ome 
light food preparation, then an area of the kitchen can be designated as a safe area for tho e 
activities. For example, the preparation of cereal or a sandwich can be done without the use of 
the stove. Designated areas may also have labeled cabinets and clear plastic (not gla ) door 
to visualize the contents. The flooring in the kitchen should consist of a non-wax surfac and 
no carpeting in the kitchen as this may increase foot traction and caus tripping. Rubb r sole, 
weJl.fitting low•heeled shoes are essential for the safety of seniors at home. 
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ssisted til'inR Residence 

Depending on the degree of impairment, the senior's needs may be better met in a struct 
. d 1· • N II • d t· • • ured environment such as ass1ste 1vmg. ot a ass1ste 1vmg centers are equipped to meet the need 

of the . enior with a brain injury and thus careful screening of the facility and person 1 .s 
k . h . . h ne 1s 

essential. are must be t~ e_n . m t ~ mte~1ew pro~ess to ass~re t at the staff is familiar with 
cognitive . equcla of a brnm tnJury, mcludmg behavior or emotional consequence of the event. 

Another altemative for future care may be as a resident in a dedicated brain injury center 
Most often than not, the senior may lack a peer group in this setting and the life care planne. 
will need to conduct local research to determine the feasibility and appropriateness of thi: 
recommendation. 

Projected Evaluations 

enior with a brain injury will require a team of experts to maintain wellness and forestall 
complication . A gerontologist usually takes the lead in the general provision of health care 
upervi ion while a physiatrist may address the residuals and limitations associated with the 

brain injury. 

on-Medical Assessments 

The life care planner may secure an opinion on adaptive equipment that may increase 
independence and offer optimum function for the senior in the least restrictive environment. 
This type of assessment is best done in the environment where the senior lives and the care is 
to be provided rather than in a clinical setting. With decreased physical agility, the senior may 
need their bed elevated or lowered to compensate for decreased quadriceps strength. An assist 
bar next to the bed also may make getting from a reclined to a sitting position easier. 

Psychological evaluation by a clinician experienced in working with both brain injury and 
seniors will assure meaningful recommendations for the family and caregiver. Initial 
psychological evaluation of the primary family caregiver will allow the development of a plan 
to decrease stress and manage expectations. Following a catastrophic event, families of 
previously independent self-sufficient seniors are initially adrift in a sea of medical 
terminology and often unrealistic expectations. Psychological evaluation of the paid caregiver 
may afford a better rapport with the family and caregiver while also providing support and 
education to the caregiver. The experienced caregiver will benefit from an understanding of 
brain injury and how to arrange and prioritize care to decrease stress. Behavioral triggers may 
be identified that could be amenable to change and these needs could be addressed in periodic 
therapeutic interventions by a life skills coach, counselor, or psychologist. 

Neuropsychological evaluation of the senior will define the area( ) of deficit and offer a 
tool to create a course of remediation by treating therapists including peech, occupational or 
cognitive. While cognitive restoration may be a long process in seniors, the maximum 
restoration may decrease the long-term or immediate need for care. The neuropsychological 
evaluation can factor out those deficits related to the TBI versus those related to the "normal" 
aging process. 

Music and recreational therapy assessments may help to identify a tructure f~r ~e 
senior's day. Mood and affect may be tempered by non-threatening activitie uch a rngi_ng 
and dancing and the appropriate avenue of energy expenditure may decrea e behavior 



Application of Life Care Planning Principles 233 

management needs. These assessments may not be successfully completed in one visit and the 
number of visits will be determined by the needs created by a comprehensive treatment plan. 

Selection of Caregivers 

Selection of a caregiver will best be managed by educating the family about the personality 
trait necessary to care for a senior with a brain injury. Patience, compassion, humor, flexibility 
and accountability are all important strengths in the provision of care. Living companion/care 
provider employed by a home health agency will have completed the security and drug and 
work history screening via the agency and all payments for services will be made by the agency. 
This can significantly relieve the family of the task of advertising, interviewing, conducting 
background checks, bonding, insurance, taxes, and other responsibilities required to privately 
hire a caregiver. The care provider will essentially be responsible for management of the home, 
with or without the senior 's bill payment responsibility. The family will want to agree on the 
list of caregiver duties prior to the interview process to avoid conflict, and families are 
encouraged to develop a job description and discuss their expectations for the caregiver. 

Special Considerations 

It is acknowledged that the senior 's plan of care may be in place by the time a life care 
planner becomes involved with the case. However, the life care planner may want to engage 
the services of a geriatric case manager to complete the assessment conjointly to be sure the 
most appropriate course of action is developed and resources identified before proceeding with 
a life care plan. This allows a nice segue to geriatric care management services as well. 

A geriatric care manager with a strong medical background can help coordinate and 
complete the projected evaluations. This assessment should look at the current care 
constellation and identify any areas of need that are not currently being met. The geriatric care 
manager should have intimate knowledge of community resources and should also have the 
ability to identify services for adults with brain injury or network with the agencies that 
provide these services. Further, the geriatric care manager may provide crisis intervention, act 
as a liaison to family at a distance, review financial, legal and medical i sues, and provide 
consumer education and advocacy while offering counseling and support during the 
management of the case. As well, the Alzheimer 's Association may serve as a valuable 
resource for future planning. 

In the consideration of projected therapeutic treatment, the life care planner will need to 
evaluate short/long term care, counseling needs, and therapeutic need . Paramount in this area 
of consideration is the need of the family, especially the primary caregiver, and the hired 
caregiver. In the family's experience, the senior may have gone from total independence to 
exhibiting cognitive deficits without insight, or physical defects that limit hi /her participation 
in care. A common residual in traumatic brain injury is di inhibition and decreased in ight 
which can be alarming to families and will require education and counseling to affect behavior 
change for the family or senior. 

Should the life care plan focus on care in the home, then a econd caregiver or a re pite 
provider will need to be identi fied in the plan to prevent potential burnout and avoid undo 
burden on the family. Respite needs will be driven by the care recipient and the caregiver but 
should be a minimum of three weeks annually. This break can be addre ed by ha ing th enior 
evaluated by a respite provider when the need for care is anticipated or completion of the 
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application and payment of a deposit to secure a scheduled respite opportunity for the care • 
d I.ti I ·11 d giver. 

The s~asone I e care p anner w1 nee to a~sure the correct and current standard of care 
is in place m regard to legal documents for the senior. Consultation and follow-up with an eld 
law attomey will assure that any historic documents are valid and appropriate for the senior:: 
change in medical status. Attorney guidance will be necessary to determine the correct power 
of attomey such as general, limited, durable or springing (Frank, 1999). The life care planner 
will need to know if a health care proxy or durable health care power of attorney exists as well 
a other related documents that may be relevant to the senior's life care needs. 

Conclusion 

In Mrs. Griffin's situation, a return to home was not appropriate due to the residuals of her 
traumatic brain injury and her increased frailty. Mrs. Griffin lived comfortably for three years 
following this accident in an assisted living center with the support of a private attendant. She 
received physical/occupational therapy weekly to regain mobility and upper body strength. 
She also had a recreational therapist who met with her weekly to play music and work on other 
creative activities that focused on her old memories. Before her death at age 89, Mrs. Griffin 
remarked to her son that she never had "so much fun" before the accident. The family 
expressed satisfaction with the life care plan and took comfort in the life care planner's efforts 
to build quality of life services into the plan. 

References 

Alexander, B.H., Rivara, F.P., & Wolfe, M.E. (1992). The cost and frequency of 
hospitalization for fall-related injuries in older adults. American Journal of Public 
Health, 82(7), 1020-1023. 

CNN Interactive News Report. (April 14, 1999). CDC report shows prevalence of brain 
injury. Retrieved January 5, 2004 from www.cnn.com/HEALTH/9904/14/ 

brain.injury/. 

Fife, D. & Barancik, J.I. (1985). Northeastern Ohio trauma study III: Incidence of 
fractures. Annals of Emergency Medicine, 14, 244-248. 

Frank, J. (1999). "Elder Law in Maryland," Lexis Law Publishing, 235-236. 

Hausdorff, J.M., Rios, D.A., & Edelber, H.K. (2001). Gait variability and fall ris~ in 
community-living older adults: A I-year prospective tudy. Archives of Physical 

Medicine and Rehabilitation, 82(8), 1050-1056. 

Hornbrook, M.C., Stevens, V.J., Wingfield, D.J., Hollis, J.R., Greenlick, M.R., & : • 
M.G. (1994). Preventing falls among community-dwelling older persons: Res • 

from a randomized trial. The Gerontologist, 34( l ), 16-23. 

• • d erious 
Krus, K., Black, M., Heral, N. (1984). The incidence of acute_ brai~ tnJ~/; 

1 6
_201. 

impairment in a defined population. American Joumat of Epulenuvlo_i:_..,, ' 



Application of Life Care Planning Principles 235 

Murphy, S.L. (2000). Deaths: Final data for 1998. National Vital Statistics Reports, 
48(1 1 ). Hyattsville, Maryland: National Center for Health Statistics. 

National Centers for Injury Control and Prevention, Centers for Disease Control and 
Prevention, Atlanta, Georgia. The costs of fall injuries among older adults. Retrieved 
January 5, 2004 from www.cdc.gov/ncipc/factsheets/fallcost.htm. 

About the Author 

Carole M. Stolte-Upman is a registered nurse with over 30 years of nursing experience 
and a Masters degree in rehabilitation counseling. She has been a care manager for 25 years. 
Her scope of practice includes catastrophic injury and seniors. Carole is a certified case 
manager, certified disability management specialist, and a certified rehabilitation counselor. 
She was elected to serve on a national level as a Commissioner on the Commission for Case 
Manager Certification and currently serves as the immediate past-chair and chairs the Ethics 
and Professional Conduct Committee. 

Carole is the Director of Maturity Concepts: Care Management and Consulting in Towson, 
Maryland. She is a member of the National Association of Professional Geriatric Care Managers. 



236 Stolte-Upma11 


