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Abstract

Several cross-sectional, qualitative studies suggest that physical alterations in appearance or functioning have the potential to influence self-esteem. There have been no studies describing the process of adapting to body image disruption. A grounded theory or reimaging is proposed, based on the experiences of 28 participants who had experienced significant weight change, loss or paralysis of body parts, ostomies, scarring from burns or trauma, or surgical reconstruction. Participants were interviewed at 3, 6, 12, and 18 months following the physical alteration. Three phases, action processes, influencing factors, and outcomes, of reimaging are described.


  This study represents a beginning effort at formulating a grounded theory of reimaging following an alteration in body appearance or function. This theory has the potential to form a framework for developing and organizing knowledge related to this basic social process. Reimaging may occur in response to either development or situational alterations. Developmental changes such as puberty or aging occur gradually, can be anticipated, and may be shared with peers who are experiencing similar changes. Situational changes are sudden, typically unexpected, and mark the person as somehow different or set apart from peers. Both types of changes involve alterations in body image, with the potential to influence self-concept and self-esteem.

  Health care professionals have long acknowledged the importance of self-concept and self-esteem to mental health. Self-concept is influenced and sustained by significant social interactions and, in turn, influences the behaviors by which individuals strive to maintain self-respect, status and acceptance. [1-4] Individuals form a body concept or body image based on their perceptions of their body's structure, function, and appearance and on the reactions of others to their bodies. This body image influences self-concept. [5] Self-esteem reflects the person's evaluation of self-worth. [6]

  The literature suggests that self-concept and self-esteem are hierarchical constructs, that is, they have global as well as specific components. [6-15] Global self-esteem refers to overall feelings about the self and is relatively resistant to change. Specific aspects of self-image and self-esteem are more easily influenced by situational events that disrupt a particular substructure of the self such as one's role, appearance, or function. The literature in nursing and other health fields supports the concept of situational alteration in self-esteem based on factors such as altered body image or function. [8,16-19] Several studies report an association between negatively perceived body image changes and lowered self-esteem. [7,20,21] Conversely, the literature points to be influence of self-esteem on healing and general adaptation to body image changes. [16-19]

  The existing research on body image and self-esteem is predominantly quantitative and cross-sectional in nature, focusing on particular body alterations at specific times. A qualitative study can describe the subjective and lengthy process of recovery following a disruption in body image and the role of self-esteem in this process. The purpose of this study was to develop a grounded theory [22] of adapting to body image disruption over the 18-month period following an alteration in physical appearance or function.
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  METHOD

  Sample

  The study was approved by the Institutional Review Board. Participants (N = 32) contacted by placing advertisements in newspapers and through health professionals who informed patients about the criteria for participation and the nature of the study. Volunteers called the investigators for further information. Purposive sampling was used to ensure a variety of ages and types of physical changes. Participants entered into the study within 3 months of a significant alteration in physical appearance or function. Appointments were made to meat at a convenient place to obtain informed consent and complete the initial data collection. Each participant was interviewed, at home or in a place of their choice, at 3, 6, 12, and 18 months following the physical alteration. Stipends were paid following each interview.

  Two women did not complete the study; one because of severity of complications, the other because of relocation. One man withdrew and another died before completing the study. Twenty-eight participants completed all aspects of the study. They ranged in age from 19 to 85 and came from a wide range of socioeconomic backgrounds. The majority were Caucasian (89%), except for one Native American, one Black American, and one resident from India. Three fourths of the participants were women (n = 21). Body image disruptions resulted from physical changes such as rapid weight gain or loss in excess of 50 lb; amputation or paralysis of body parts; scars from burns, surgery, or trauma; ostomies; surgical reconstructions; and cardiac transplantation.
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  Procedures

  Grounded theory development [22] involves the constant comparative method of concurrent data collection and analysis. The three investigators conducted interviews using a broad interview guide. The guide, with relevant prompts, focused on participants' perceptions of themselves and their experiences prior to and throughout the study, their thoughts, feelings, adaptive strategies, and perceptions of the responses of others. The same investigator conducted all interviews for a participant. Each interview was audiotaped and transcribed, and the interviewer compared the transcript with the tape for accuracy. The tape was destroyed to ensure confidentiality. The three investigators independently reviewed copies of the transcripts and field notes and met together to arrive at consensus in coding the data. This process generated additional areas for exploration in upcoming interviews.

  Coded data were entered into Ethnograph, a computer software that facilitates data management and retrieval. Successive levels of coding were used to create increasingly abstract and mutually exclusive categories that identified phases, influencing factors, active processes, and consequences related to the basic social process that emerged.

  Theoretical sampling was used to validate and elicit descriptions of the categories across participants' data throughout the study. When no new information was discovered, the categories were considered to be saturated. However, data collection and analysis continued through all four time periods for all 28 participants. Theory building continued until the concepts were clearly defined and distinct from one another and inferences were developed and theoretically tested about the phases and relationships between the various concepts and processes.
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  Evaluation of rigor

  Discussions of validity and reliability, which are appropriate for quantitative research studies, are not appropriate to evaluation of rigor in qualitative studies. Sandelowski [23] describes strategies of auditability, credibility, fittingness, and confirm-ability as more appropriate to evaluating rigor in qualitative research.

  Interrater consistency was ensured in coding by each individual investigator reviewing each transcript, followed by the three investigators coding by group consensus. This process was followed until all three investigators were consistent in coding and saturation of categories had been reached. Coding continued after that with systematic consistency checks of each interviewer's coding by one other investigator.

  An audit trail was maintained as a record of decisions made throughout the project. Theoretical sampling was used to ensure congruence of categories across the various participants' data. Verification of the fittingness of the theory was tested in 10% of the transcripts by comparing the story line with all four transcripts of three different participants. These transcripts were consistent with the story line. The story line and processes were shared with three other participants in the study, who also confirmed that the description fit their experiences.

  Strauss and Corbin [22] further outlined key components of the research process that should be included in the report. The investigators attempted to address these guidelines in this report and had the categories, indicators, story line, and final reports reviewed by an expert consultant in the grounded theory method.
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  FINDINGS

  Reimaging emerged as the basic social process that occurs in response to significant alterations in the physical appearance or functioning of the body. Reimaging is a process with forward movement, although the pace and direction of progression may be influenced by unique attributes and circumstances. The process is highly subjective, unique to the person, and occurs simultaneously with the process of grieving the loss of one's former appearance or function.

  The process of reimaging consists of three phases: The first phase, body image disruption, is initiated by awareness of the event and characterized by responses to the loss. The second phase, wishing for restoration, is focused on hope and idealized expectations for return to the former self. The third phase replaces the idealized expectations with more realistic views of the self and self-capabilities based on the physical alteration.

  These three phases are characterized by three active, ongoing processes: (1) assimilation, the cognitive and emotional process of taking in the change; (2) accommodation, learning ways to live with the change; and (3) interpretation, perceiving the meanings of the change for self and others. These action processes occur simultaneously, are mutually interactive, and tend to reinforce each other. Outcomes of these processes are reconciliation, incorporation of the new image, and normalization of lifestyle (Figure 1).

  [image: Figure 1]Figure 1. Three phases of reimaging and their ongoing processes.
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  Phase 1: Body image disruption

  Body image disruption is the initial phase in which the study participants began to realize what was happening and began the grieving process. Significant alterations in the self, in either appearance or functioning, disrupt the body image and call for re-imaging. The physical alterations that participants experienced were planned or unplanned, desirable or undesirable. A few were planned reconstructive procedures; most were unplanned conditions because of illness, treatments, or accidents. Both undesirable changes, such as burn scars, or desirable changes, such as weight loss following gastric surgery for morbid obesity, required reimaging.

  There were four responses that characterized body image disruption: surprise or shock, attempts to minimize awareness or deny the change, painful awareness, and grieving the loss. Initial surprise and painful awareness are illustrated in the statement of one participant: "I remember thinking, God, I am not the same person." Another person expressed his feelings in this way, "My leg is gone . . . I felt low and helpless . . . it shocks anyone." A young woman, following gastric surgery for morbid obesity and a 60-lb weight loss, was shocked to feel a "tumor" (a bony prominence) and to learn that diet would continue to be a struggle to maintain the weight loss.

  Attempts to minimize awareness of the alteration in physical appearance or function took many forms such as denial and avoidance, "I tried not to think about it." Another way of minimizing awareness was to conceal or compartmentalize the change, "I rarely looked at my face as a whole, so I wouldn't see how I looked . . . I'd look at my nose . . . or my hair. But I knew better than to look at my face a lot because I'd just feel worse." Viewing the change as temporary, even though it was not, also was evident in this phase, "I don't think I realized the permanence of the limitations . . . it took weeks and I was still going through denial."

  Going out in public was often the catalyst for increased emotional pain and awareness of the changes, "[Now] I am handicapped . . . I think people feel sorry for me." As awareness of the changes became more acute, participants described feelings of depression, anger, and self-pity, "I was frustrated and depressed," or ". . . you feel helpless . . . all of a sudden you have to rely on other people," and "I was angry, because you think there's something that they could have did [sic] before they removed [the leg] . . . you fall into this bitter attitude, helpless and bitter. . ."

  When individuals begin to assimilate or take in the change, awareness is established, and participants are able to begin grieving the loss, "God, I really miss [my leg]" or "I cried for hours." Remarks such as, "I've always been busy all my life . . . I'm looking at my life [now] and I'm just a number . . . I'm not accomplishing what I should be doing in life" illustrate grieving the loss of self as a productive, functional person.
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  Phase 2: Wishing for restoration

  Despite the severity of the physical or functional disruption following the alteration, participants experience a phase defined by hope, or a wish for restoration and idealized expectations, "The first few months is the hardest because you've got to accept it and you tend to put real big expectations on what's going to happen and you're going to be back the way you were." Participants may have maintained the hope that surgery, prostheses, or other medical technologies and therapies would restore them to the way they were prior to the disruption: "Well, I think denial was a big thing, you think you're going to be 100% the way you were before, but . . . if you didn't go through that stage, I don't know that you would try as hard . . . really put that extra effort [speaking of physical therapy]."

  This wish for restoration was so powerful that it prompted intense efforts on the part of individuals to mobilize their personal resources and maximize efforts to improve healing, appearance, or functioning. Prostheses, clothing, make-up, wigs, exercises, and other methods were employed in efforts to heal, camouflage appearance, or improve functioning. Two participants with mastectomies elected not only breast reconstruction but breast enlargement and a "tummy tuck" saying that they would be "better than ever." A woman spoke of exercising well beyond the point of pain to increase function, "It hurt so bad . . . that was a little extreme."

  Idealization is interrupted by realism- periods in which individuals are confronted with the fact that they are not the same as they had been or that restorative efforts are not yielding the desired results. As participants assimilate these changes, and their meanings, they experience intense, emotional pain. A young woman who had gained 50 lb on prednisone therapy spoke of seeing this "fat lady" reflected in a shopping mall mirror and the shock of realizing it was she, "I walked around all day with my head down."

  This phase places many individuals on an emotional roller coaster. Emotional highs and lows are frequent depending on the person's interpretation of the change. To maintain the level of motivation and hope needed to continue recovery, participants minimize the intensity of those emotions that interfere with restorative efforts. These attempts include self-talk such as, "it could be worse" or "don't dwell on the negative." Others use hope for improvement to sustain them, "So you put up with it for awhile until you can make it better and that's what I hope to do with plastic surgery, I'll make it better." "I probably won't hit 10 [on my self-esteem] until I'm walking around on my prosthesis . . . then I'll hit 10."

  Two participants in the study, who had temporary colostomies, experienced the body disruption and wishing for restoration phases but did not progress to the phase of reimaging the self. The physical alterations caused distress, but the knowledge that the alteration was temporary provided reassurance. The turning point and reimaging of the body and self were not required. The younger of the two women is considering further surgery to reduce the scar.
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  Phase 3: Reimaging the self

  A turning point in the reimaging process occurs when participants experience events that prompt them to weigh the value of continued accommodation efforts such as physical therapy, reconstructive surgery, or prosthesis use against the cost in energy, time, and effort. One woman expressed this weighing when she stated that she only wears her prosthesis to work (for appearances) because "it slows me up and makes getting around harder and it's uncomfortable to wear . . . there's just really no advantage to it."

  At this time, many participants begin to replace idealized expectations with more realistic views of the self and self-capabilities in light of the alteration. This adjustment is not always easy, as one individual said, "the hardest area is realizing that isn't the way it's going to be [back to normal] and then you have to take it from there." This realization shifts the focus from one of restoring the body to reimaging the self. Accommodation and interpretation, rather than assimilation, play more important roles in this phase of reimaging. Accommodation, in this third phase, focuses on learning how to live a normal life that incorporates the physical changes: "I will get some plastic surgery done, because I want it to make me feel better about myself, make me feel more confident, uh, the arm I can't change, so I will leave it." Interpretation serves to create a better fit between one's previous self, the remaining physical or functional limitations and future goals and possibilities.

  Though the general characteristics of each phase are common to most participants, the intensity and duration of each phase are unique and often dependent on several influencing factors such as the person's valued body perspective (appearance or function) and the nature of the change, prior life experiences and self-esteem, social support and others' attitudes, and access to needed medical technology.
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  Influencing factors

  One factor influencing progression through each phase is the individual's unique body value perspective. People who primarily value their ability to function are less distressed by conditions that affect their appearance than by those conditions that limit function. Younger women participants were more distressed by obvious alterations of appearance than older men and women, who were more likely to value their abilities to perform work or domestic functions.

  Self-esteem was a factor mentioned by many participants as influential in determining the degree of individual interpretation, acceptance, and integration of these changes into a realistic concept of the self. Participants who generally hold a positive perception of the self and a positive orientation to life have a more positive outlook on their body changes and the associated consequences. This outlook was reflected in one participant's observation. "I think with an illness your mental state has a lot to do with how you respond to getting better." She continues, "I don't think I've ever underestimated my ability to do whatever I put my mind to . . . and I think that overrides the depression."

  Perceived attitudes of others often influence each phase of the reimaging process. Participants were acutely sensitive to the potential responses of others when they initially went out in public. One woman reported "testing" the responses of strangers in a mall of her altered smile. She reported feeling ambivalent; pleased that they smiled back but equally uncomfortable that they may have thought she had always looked that way. One man's first outing, following his amputation, was to a restaurant where his sister worked. He stated that his brother accompanied him. He identified that the outing went much better than he expected, however, he followed this comment with the fact that he was more comfortable because of the support of his family. Social support by family and friends was frequently reported to buffer stressors experienced by the disruption.

  Lack of access to needed medical technologies or services and the acceptability of these technologies, such as reconstructive surgery or more sophisticated prosthetics, can limit progress. This access may be limited by either geographic or financial constraints. Even when technology is available, some participants found that the outcomes were disappointing or unacceptable. This disappointment was evident for a man who traveled to another region in order to receive a prosthesis that is available in only certain parts of the country. Despite his hope that this prosthesis would allow him greater freedom, he stated that he eventually discontinued wearing it because it was too painful and "slowed him down."
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  Action processes

  Each individual's journey through the reimaging process is facilitated by three action processes: assimilation, accommodation, and interpretation. Each process reflects a repertoire of cognitive, emotional, and behavioral responses that are woven through each phase. The three processes occur concurrently and mutually reinforce each other.
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  Assimilation

  Although assimilation occurs in all three phases, it predominantly occurs during the first and second phases of reimaging. During the body disruption phase this "taking in" results in episodes of painful awareness that life will not be the same. Automatic ways of thinking and acting are disrupted: "I got up too fast on the [missing] leg and fell, so now I need to learn to take it step by step." Assimilation does not always occur immediately following the physical alternation. In some instances, assimilation can be delayed because of pain medications or other factors impacting levels of consciousness. One participant's assimilation was delayed by a 3-month hospitalization when he was heavily medicated and not fully aware of the extent of his injuries.

  Assimilation, especially during the body disruption phase, involves awareness of the loss and the initiation of the grief process, "He told me all the things they would try if the nerve didn't regenerate. . . I remember crying all the way home because I didn't think I could handle if forever." The prior body memory is strong and participants related episodes of being surprised by how they looked, what size they wore, or being disconcerted that artificial limbs or reconstructed body parts just did not feel natural or work the same.

  Assimilation is further exhibited in phase 2 when progress slows or the expected results of reconstructive surgery or prosthetics do not live up to the idealized expectations set by the participants. One woman said, "When I got the enemy [her name for her prosthesis], I knew it just was not going to be the same." Assimilation eventually results in the sobering realization that life has changed.
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  Accommodation

  This realization that life has changed prompts the individual to accommodate the self or the environment in order to live with the changes. In the first two phases of re-imaging, physical accommodation is often accomplished by strategies of concealment, assistive devices, surgical reconstruction, or prostheses. Participants discussed the types of cosmetics and clothes that they would or would not wear in order to cover a flaw. Several discussed wearing their prostheses to work for the sake of appearances. In the early phases, accommodation involved attempts to represent one's body as "normal" to the self or the public and problem solving ways to do simple daily activities such as bathing, driving, or household tasks. A woman with partial facial paralysis said, "So when I came back to work, I turned my desk around so my good side faced the door." Another participant with an amputated leg noted, "We had to have a bathroom put in downstairs and I had to get an automatic shift for my truck."

  Accommodations were common throughout all phases. However, the accommodation process during the third phase took on a different focus. Participants more realistically assessed their limitations and the associated lifestyle implications, became less sensitive and concerned with appearance and learned to manage everyday activities.

  Participants did not discard methods to conceal or cover physical alterations. During phase 3, many participants stated that physical concealment was more for others than for the self and was often done only when the participant felt the public would respond negatively. A man, who chose not to wear his to-the-hip prosthesis because of its inconvenience, said, "I feel a little uncomfortable because of course everybody stares at ya, I guess I'm getting used to it and you know I can still say I'm a little uncomfortable with that, but I'm not going to let that stop me. . . . I figured that no matter how good I got with it, I'll always be better off without it in the everyday world."

  In the third phase, reimaging the self, accommodation involves creating a fit between the prior self, life goals, and residual limitations. The process may involve relearning certain functions or positioning the self for return to work, school, or other activities. Accommodation may involve modifying goals, changing employment, or focusing on priorities. These accommodations serve to support participants' return to or redefinition of a normal life.
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  Interpretation

  The process of interpretation involves participants' perceptions of themselves, their situations, and their perceptions of others' responses. Interpretation influences individuals' thoughts, feelings, actions, and overall adjustment in each phase of reimaging. The process influences individuals' overall perceptions of the outcomes of the reimaging process.

  A 40-year-old woman highly valued her physical attractiveness. Following a mastectomy she commented, "I don't feel right in my lingerie. . . .I look like a monster because it's nice over here and pretty and feminine and then over here [surgical scar] it's just ugly." Interpreting her experience in this way, she not only sought reconstructive surgery of the breast, but opted for bilateral breast enlargement. On the other hand, a 55-year-old woman had a second mastectomy and was more comfortable omitting any prosthesis because it felt awkward.

  For many individuals, interpretation is influenced by a form of self-talk in which participants reframe and mentally rank their situations more favorably in comparison to others. A woman who survived a serious car accident said, "This is minor, I mean. . . I could be a quadriplegic, you know, I guess that's my way of accepting things-you always look at it could be worse."

  The interpretation process monitors progress, possibilities, and outcomes with the potential to influence the overall process of reimaging. Positive interpretations tend to be based on perceived mastery of a challenging situation and one's ability to accept the new image. A young man with scars from burns that covered over 50% of his body recalled, "Not a day goes by that I don't think of it. . . sometimes with bitterness but also with satisfaction knowing. . . it's an experience very few people have overcome. . . like an accomplishment."

  Negative interpretations, on the other hand, may reflect a perception that one's life or identify has been spoiled. One woman, clearly depressed, stated that she wished she were dead. Despite treatment for depression, her feelings of helplessness and passivity continued throughout the reimaging process. She wished the prosthesis would restore her mobility but rarely tried to use it. She commented, "I kind of blame myself [for the amputation] 'cause I smoked so much. . . [now after 18 months] I don't do any of the things I used to, I just watch TV." The pervasive powerlessness in her negative outlook and her passive accommodation behaviors mutually reinforced each other.
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  Outcomes

  The outcomes of the reimaging process are reconciliation and normalization. More specifically, reconciliation is an outgrowth of the assimilation process. The disruption of the body image is not quickly assimilated. The new image of the body must be accepted as reality and gradually incorporated into the self-concept. This process may take up to a year or more. Participant statements that reflect reconciliation include, "Well, OK, this is all the better it's goin' to be, now I'll deal with that," and "You can't step out of your own skin and that's literally true in my case, I look down at my [burn and graft scarred] skin and think, you know, that's not normal, obviously, but it's who I am now. . . it's something that happened, I've been transformed."

  The individual may interpret the new body image either positively or negatively when reconciliation is achieved. The positive or negative evaluation of this new aspect of the self-concept has the potential to influence self-esteem depending upon the nature of the reinterpreted or revalued aspect of the self and the significance of that aspect within the overall self-concept.

  Normalization is adapting personal goals and lifestyle to each individual's perceived definition of normalcy and learning to live with the limitations or losses of the changed body. This outcome involves interpretations made about the success or failure of the various accommodations in terms of personal roles and priorities. For a young mother, normalization was determined by her ability to fulfill educational and parenting goals, "I'm taking care of my daughter, I'm getting back out and talking to people, you know, being social, doing as much education wise as I can to prepare myself." Another woman defined normalcy as being able to return to her work role and the ability to do public presentations in her professional role, "I remember doing a presentation. . . I said, 'You can ask me any question you want as long as there are no b's or p's in the answer' [residual paralysis affected her speech] and of course they tried to find all the b's and p's [laughter]. . . I choose not to dwell on [any remaining problems]." For an older retired man, normalcy was being able to trim his hedge and help his wife with some household tasks so that he would not feel like a burden.
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  DISCUSSION

  The initial phase of body image disruption is consistent with Lindemann's [24] description of the grief process. Shock, some degree of denial, and painful awareness of the loss were common among participants. Themes of grief and loss persisted but with diminishing frequency for up to a year for most. A few participants continued to experience grief beyond a year; these individuals typically had additional complications and losses or were depressed. Recovery time was highly variable and depended upon several and unique factors but, typically, unless repeated setbacks or concurrent stressors influenced progress, most participants appeared to be reconciling the changes and normalizing their lives by the end of the first year.

  There are no published studies of the subjective process of adapting to body image alterations. Recently, Morse [25] described a comprehensive theory of illness and injury based on qualitative meta-analysis. The three initial stages of this theory-vigilance, disruption, and enduring to live-address the acute aftermath of the illness or injury experience and treatment. Once the individuals are able to acknowledge the condition and its effects, a fourth stage-suffering or striving to restore the self-is characterized by heightened emotions, grief, and mourning the loss. Morse further notes that, in this stage, individuals "refuse to accept the damaged self, often working toward a more complete recovery than is considered possible by physicians." [25] (p33) This stage, as described by Morse, is consistent with the body image disruption and wishing for restoration phases of reimaging described in the present study. Optimistic comparisons such as "it could have been worse" were common in both studies. In stage 5, learning to live with the altered self, Morse [25] describes the many tasks that must be accomplished, which the current study of reimaging refers to as the "process of accommodation." The social process of reimaging is consistent with Morse's comprehensive theory of responding to threats to integrity of the self, particularly in the posthospitalization phases of recovery from illness or injury.
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  Implications for anticipatory guidance

  Participants, even those who experienced planned reconstructive procedures, indicated significant distress or lack of familiarity with their altered appearance or functional capabilities. There is an extended period during which participants' body image remained unchanged, and the new image was not yet incorporated. Participants reported not knowing what size clothing to shop for following weight change, not recognizing their images in storefront mirrors (and being distressed when realization occurred), or trying to do physical activities in automatic ways and then having to stop themselves and accommodate to the new limitations. A frequent criticism of prosthetic devices was that they are "just not the same" as the original body part and its functioning. Anticipatory guidance can be a helpful intervention for persons who are experiencing not only loss and grief but the added distress and uncertainties of feeling ill at ease in a body that seems foreign to them. Understanding that a distinct process of reimaging occurs, with variations unique to the individual, can help the client feel less isolated in struggling with the process and less ashamed or embarrassed. Nurses, too, will be able to recognize the significance and meaning of behaviors and emotions that emerge as the client engages in the process of reimaging. This guidance can also assist the individual to anticipate potential needs or problems, provide information and support, and explore alternative strategies for problem solving.

  Additional research is needed to further test the relationships between selected influencing factors and the action processes and outcomes of the reimaging process. To facilitate quantitative research on reimaging, appropriate tools with adequate psychometric properties need to be developed. The qualitative data from the present study will be useful in developing items for future instruments.

  From participants' attributions, one can infer the self-esteem is a personal and biographical resource that serves as an influencing factor. Similarly, participants' interpretations of their outcomes, if maintained over time, would have the potential to influence the nature of the person's self-esteem. Further research is needed on the measurement and role of self-esteem as a factor in promoting outcomes and as an outcome itself of interpretations in the reimaging process.
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