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CHAPTER 1 

INTRODUCTION 

The rehabilitation of the spinal cord injured 

patient is a complex, multidisciplinary process which 

stresses existing abilities and emphasizes the highest 

degree of independence possible. A successful rehabili-

tation program ultimately depends on psychological 

adaptations. The spinal cord injured patient must 

adapt to an altered body image while striving to become 

functionally independent. The rehabilitation nurse is 

involved with care planning and patient teaching, espe-

cially for self care activities and knowledge about the 

disability. The nurse may assess the patient's bod y 

image to determine the psychological adaptation, and 

therefore plan for more appropriate times to introduce 

self care activities. The investigation of the rela-

tionship between the body image of the spinal cord 

injured patients and their level of independence is 

significant in planning nursing interventions aimed at 
- 4 ..... 

increasing the patient's independence as well as directed 

toward assisting the patient to develop a more positive 

body image. 

1 



2 

Problem of Study 

The research study was narrowed to this question: 

Is there a relationship between the independence level 

of male paraplegics and their perceived body image? 

Justification of Problem 

The National Paraplegic Foundation estimated that 

there are between 125,000 and 200,000 persons with spinal 

cord injuries in the United States, with 12,000 new 

cases annually (Stryker, 19 77 ). The major causes of 

spinal cord. injury are automobile andmotorcycle accidents, 

industrial accidents, gunshot wounds, diving accidents, 

and football injuries (Carter, 1977). Carter (1977) 

documented that spinal injuries in males occur four to 

five times more frequently than spinal injuries in 

females. The initial hospitalization period is 129 days 

for a quadriplegic and 106 days for a paraplegic at an 

estimated cost of $150 per day (Statistical Report, 1~ 7 5). 

Body image changes in plegia are documented in 

clinical research studies dealing with emotional and 

physical changes. Wachs and Zaks (1960) and Winston, 

Hirschenfang, Fine, and Stern (1969) found that the pre

dominant emotional changes due to body image disturbances 

are feelings of forced dependency, immobility, denial, 
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anxiety, and embarrassment and negativism toward the 

loss of bowel and bladder control. Fink and Shontz 

(1960), Evans (1962), and Conomy (1973) concluded that 

physical changes affecting body image appear to be 

associated with dim i nished stimuli from the peripheral 

and central nervous system leading to changes in per-

ception of body space, posture, movement, sematic bulk, 

and size. 

Throughout the rehabilitation process, the rehabili-

tation team strives to m1n1m1ze the physical dependency 

as much as possible by teaching the patient new ways of 

performing various activities of daily living. The nurse 

plays a major role 1n increasing the independence level 

of the patient through teaching the patient about activi-

ties of daily living, medications, prevention of compli-

cations, and management of bowel and bladder function. 

As independence and personal responsibility begin to 1p-

crease, a new body image develops. 

The nurse is a key person in the rehabilitation of 

the spinal cord injured patient. Through nursing inter-

ventions, the patient becomes more independent and better 

able to return to the community. Besides physical adapta-

tion, the spinal cord injured patient must adjust to the 

disability psychologically. Body image is one aspect of 
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the psychological adaptation to spinal cord injury. By 

measuring body image and independence levels, the study 

seeks to describe whether there is a relationship between 

body image and independence level in paraplegics within a 

rehabilitation setting. Nurses will then be able to 

determine the appropriate time to plan interventions 

aimed at facilitating the patient's independence. As 

nurses understand the body image alterations of para-

plegics, they can initiate nursing measures to assist 

the patient in the physiological, psychological, and 

sociological adjustment to the disability. 

Theoretical Framework 

Schilder (cited in Kolb, 1959) defined the body 

1mage as 

that picture or schema of our own body which 
we form in our minds as a tridimensional unity 
involving interpersonal: environmental, and 
temporal factors. (p. 750) 

Schilder (1950) stated that there is nothing definite or 

static about the perception of the body image. His theory 

stresses that the development of the body image is con-

tinuous, active, and affected by physiological, psycho-

logical, and sociological factors (Ritchie, 1973). 

Schonfeld (1964) classified these body image factors 

as follows: 
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(1) the actual se ~1sory experiences of the 
individual in regard to his body through the 
integration from earliest infancy to multiple 
perceptions, particularly visual and tactile; 
and the actual subjective perception of the body, 
both as to appearance and ability to function. 

(2) the internalized psychological factors 
arisin g from individual's personal and emotional 
experiences. 

(3) the sociological factors, namel y how 
his parents and society react to individual and 
his interpretation of their reactions. 

(4) attitudes toward the body derived from 
the individual's experiences, perceptions, com
parisons, and identifications with the bodies of 
other persons. (p. 494) 

The experience of the body lS bas ed upon visual and 

tactile impressions. The body image can, therefore, be 

disturbed by lesions which destro y or impair tactile 

sensations and by lesions which destro y or impair visual 

sensations. Both the cortical and the peripheral nervous 

system have an important part in the formation of the 

postural model of the body. In order to build body lmage 

the person must know the location of the body parts 

(Schilder, 1950). 

Schilder theorized that the perception of the 
bodies of others and of their expression of 
emotions is as primary as the perceptions of 
our own body and its emotions and expressions. 
(Ritchie, 1973, p. 147) 

Ritchie (1973) further stated 

that our own body and the body images of others 
are primary data of experience, and that there 
is from the beginning a very close connection 
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between the body image of ourselves and the 
body image of others. (p. 148) 

In summary, Schilder (1950) stated that the body 

image does not exist per se, but is an active and dyn amic 

part of the world. He has shown that there is a con-

tinual interchange between the body image and other's 

body images, and that persons are never completely 

contented with their body image. He also identified 

the tendency to destroy the body image, but suggested 

that such destruction is essential to the reconstruction 

of the body image (Ritchie, 1973). This theory is similar 

to Werner's (1957) suggestion that regression is but a 

form of development, and that there cannot be progression 

without regresslon. Schilder (1950) stated that "the 

experience of one's own body is the basis for all other 

life experiences" (p. 51). 

This study utilizes Schilder's (1950) theory of body 

image to explain the altered perception of body lmage 

experienced by paraplegics. This alteration is due to 

an impairment in their tactile sensations and their pro-

prioceptive abilities. The researcher sought to provide 

evidence that as the paraplegic gains independence his 

perceived body image will improve or become more positive. 
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Assumptions 

For this study, the following statements were 

assumed: 

1. Body lmage is an actively changin g and dynamic 

process. 

2. Body image is affected by physiological, psycho

logical, and sociological factors. 

3. The body is constantly undergoing change and a 

time lag exists in the person's awareness of the chan ge. 

4. Spinal cord injuries lead to an alteration in 

body image. 

5. Body image disturbances arise when there lS a 

failure to accept and adapt to the body as it lS. There 

is a conflict between the way the body is no~ perceived 

and the way the person pictures his body mentally 

(Murray, 1972b). 

Hypothesis 

For the purposes of this study, the following 

hypothesis was tested: 

The higher the independence level of male para

plegics as measured by the Activities of Daily Living 

(ADL) Rating Scale, the more positive their body image 

as measured by the Body-Cathexis Scale. 
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Definition of Terms 

For this study, the following terms were defined 

conceptually and operationally: 

Body Image 

Conceptual definition: "The picture of our own 

body which we form in our mind, that is to say the way 

ln which the body appears to ourselves" (Schilder, 1950, 

p. 11). 

Operational definition: The degree of feeling of 

satisfaction or dissatisfaction with the various parts 

or processes of the body as determined by the Body

Cathexis Scale. 

Level of Independence 

Conceptual definition: The degree to which a person 

can carry out those activities that are generally con

ducted by a normal person in his daily routine (Hirsch

berg, Lewis, & Vaughan, 1976). 

Operational definition: A numerical score on the 

ADL Rating Scale in which scores from 0 to 131 will 

determine high independence level and scores from 132 

to 264 will determine low independence level. 
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Paraplegia 

Conceptual definition: Sudden traumatic complete 

transection of the spinal cord at the thoracic or lumbar 

region diminishes the afferent and efferent tran sm ission 

of the impulses invol v ing the areas of the body be low 

the level of the injury (Boroch, 1 97 6). 

Operational definition: Adult patients whose dis-

ability results from trauma (auto and motorcycle accidents, 

industrial accidents, gunshot wounds, di v in g accidents, 

athletic accidents) to the spinal cord with residual 

loss of sensation and motor function below the level of 

the injury. 

Limitations 

Variables which may have influenced the conclusions 

of the study were: 

1 . Sex and age. 

2 • Ethnic background. 

3 . Economic status. 

4 . Use of one geographic area. 

5. Type of trauma. 

6 . Time since injury. 

7 • Marital status. 

8 . Occupation. 
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9. Sample size. 

10. Religion. 

11. Pre-injury ho bbies. 

Summary 

Schilder's ( 1 950 ) theor y of body image wa s the bas is 

for determining if there was a relationship bet ween ind e 

pendence level of paraplegic men and the ir perceived bo dy 

1ma ge. Prev ious res earch documents the alt e rations in 

body image that paraplegics experience. Re habilitation 

literature cites the importance of teachin g the patient 

to attain the highest degree of independence 1n order to 

successfully function in the communit y . Th e relationship 

between body image and independence level in paraple g ics 

has not been documented in the literature. The data 

obtained in this study will direct nurses in planning 

effective interventions toward increasing the paraple gic's 

independence as well as increasing the paraplegic's feel

in gs about his body. 



CHAPTER 2 

REVIEW OF LITERATURE 

Research studies pertaining to the broad concept 

of body image are numerous. Literature reviewed for 

this study include selected aspects of body ima ge, such 

as general definitions of body image, development of body 

image, and sexual differences in body image. Other major 

areas examined are the general concepts of body ima ge 

alterations and body image disturbances in paraplegia. 

Finally, the concept of independence in paraplegics is 

discussed with a review of Activities of Daily Living 

(ADL) scales. Research linking body image and indepen

dence in paraplegics was not identified after a literature 

search. 

Body Image 

Schilder (1950) defined body image as "the picture 

of our own body which we forrr; in our mind, that is to 

say the way in which the body appears to ourselves" 

(p. 11). Body image is based upon perceptions derived 

from all senses, especially visual and tactile lmpres

sions (Schilder, 1950). Although body image has a 

physiologic basis, it is composed of physical, psychologic, 

11 
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and social experiences. Thus, the body image not onl y 

includes the individual's personal and psychologic in -

vestment in his bod y and its parts, but also has a 

sociologic meaning for both the individual and socie t y 

(Schilder, 1 950) . 

Schonfe ld (1963 ) stated that body image is a corn-

plicated constellation of elements, both conscious and 

unconscious. Four factors comprising body image are: 

(a) actual subjective perception o f the body ; (b) inter -

nalized psychological factors arising from ind i vidu a l's 

personal-emotional experiences; (c) sociolo gical fac tors, 

such as ho w parents and society react to person's inter-

pretation of their reactions; and (d) ideal body ima ge 

formulated by the individual's attitudes toward body 

derived from identification with bodi es of other persons 

(Schonfeld, 1963). 

Gorman (1969) identified the body ima ge as an inter-

action between physical and emotional stimuli. An inter-

action between perceptual pool and experimental pool 

occurs. 

The perceptual pool consists of all our present 
and past sensory experiences, and the experimental 
pool consists of all our eyperiences, affects, 
and memories. (Gorman, 1969, p. 8) 

Individuals in the American culture tend to idealize their 

body image and think of themselves as clothed, not nude 
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(Gorman, 1969). The body image 1s more than the body , 

1ts organs, and the devices attached to the body. It 

can grow to include tools, weapons, vehicles, and object s 

freely and frequently used in close relationship to the 

body (Gorman, 1969). 

Fisher (1964) explained the body 1mage as the ps ycho

logical experience and focuses on the individual's feel

ings and attitudes toward the body. It is concerned with 

the individual's subjective experience with the body and 

manners in which the person has organized these experi

ences (Fisher, 1974). Fisher and Fisher (1964) proposed 

"the body boundary concept" and indicated that a person 

with definite body boundary is more likely to assign 

prominence to body exterior as compared to body interior 

sensations. Results from a study conducted by Fisher and 

Cleveland (1968) provide evidence that there is consider

able variation in the fi rmn~ ss of definiteness per sons. 

assign to their body boundaries. Some individuals view 

their bodies as distinctly bounded with a high degree of 

differentiation from non-self objects. Other persons v1ew 

their bodies as lacking separateness from the outside 

world (Fisher & Cleveland, 1968). 

Critchley (1968) proposed the term "corporeal aware

ness" to replace body schema and body image. Body image 
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has three formative factors: (a) v isual whi ch include s 

information from self-inspection of our bod ies and 

information from visual observation of other persons; 

(b) tactile which comprise the proprioceptive impulses 

from joints and muscles, and the exte r oceptiv e impuls es 

from touch, pain, and thermal messa ges ; and (c) l abyrin

thine which is the vestibular sense reportin g changes of 

position, direction, and acceleration (Critchley, 1 968) . 

Development of Body Image 

The body image begins to develop at birth wi th feel

lngs of comfort, pain, and hunger and continues throu gh 

the complete life span. The changes span time from when 

the infant begins to separate self from mother by dis

covering hands and feet, through the agin g process where 

changes occur in the posture, body build, and skin texture. 

The individual incorporates these changes gradually into 

their body image. Throughout this time, the body imag e is 

the product of relevant experiences which serve to orga

nize and guide behavior (McDaniel, 1969). 

Kolb (1959) believed that the individual organi zes 

the body image through the integration of multiple per

ceptions, beginning with the earliest stage of development. 

Tactile and kinesthetic sensations are primary in defining 
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body image; and visual, olfactory, auditory, thermal, 

and pain stimuli are secondary sensations ( Kolb, 1959 ) . 

In addition to modifications resulting from the develop 

mental and sensory influences, the character or qualit y 

of body image is also a function of the sociali zation 

experiences of the individual (Kolb, 1959). 

In the American culture, much emphasis is placed 

upon the ideal adult figure. Kurtz (19 7 0) reported 

that large, thin women rated their bodies as best liked 

by self, while broad-hipped, big breasted women rated 

themselves as most potent. Men felt that large s1ze was 

desirable (Secord & Jourard, 1955). In the study by 

Kurtz (1970), large muscular men rated their bodies as 

best liked by self and as more active than other body 

types. For men, tallness means dominion, self-confidence, 

leadership, and power (Kurtz, 1970). 

Sexual Differences in Body Image 

Fisher (1964) found a significant number of differ

ences in body image between the sexes. Women have a more 

clearly defined, articulated, and stable body concept 

than men and this begins in childhood (Fisher, 1964). 

The difference between male and female body images seems 

related partly to different anatomic structure and body 

functions but also to the contrasts between males and 
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females and their styles of life and cultural roles 

(Fisher, 1964). 

Average women feel more secure about their body 

boundaries than the average men. Women are more open 

to awareness of their bodies and more likely to feel 

comfortable tuning in on their body sensations (Fisher, 

1974). Women are more likely than men to perceive 

alterations in the face region, perhaps because of social 

significance attributed to the female face (Fisher, 1964). 

Women seem to have a more definite sense of body boundary 

than men. 1 The female also devotes more attention to her 

body and arrives more quickly at a realistic concept of 

her body (Fisher, 1964). The role of the woman is more 

explicitly identified with her body and its functions; 

a woman more nearly equates self with her body (Fisher, 

1964). 

Research studies by Fisher (1964) provided evidence 

that man's role and status are defined in terms of his 

achievement rather than in terms of body attributes. 

Physical strength and handsomeness are admired 1n men. 

Male athletic prowness is rewarded with praise and honor. 

For man, work and status are the prime definers of who 

he is and the amount of respect he will receive (Fisher, 

1974). Most prestigious male occupations seem to be 
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built around intellectual sharpness and cleverness. 

Fisher (1974) reported that men are more disturbed when 

they get the feeling that something has bypassed their 

body boundary and gained access to their interior. 

The scientific data that have accumulated leave 
no doubt that men and women experience their 
bodies in radically unlike ways. The dif fere nce 
between them are not only obvious anatomical ones 
but also those of more general nature, in the role 
that body plays in building identit y and judging 
life events. (Fisher, 1974, p. 62) 

Body Image Alterations 

Body Image disturbance arises when there 
is a failure to accept the body as it is and 
adapt to it; there i s a conflict between the 
way the bod y is no w perceived and th e way the 
person pictures his body mentally. (Murray , 
1 972 b, p. 69 7) 

People invest emotions In their body and its well-being 

and feel disturbed and anxious, if external or internal 

changes occur. Any alteration in the body is a disbur-

bance of one's integrity and threatens one's self. 

Leonard (1972) identified fears experienced by the dis-

abled person, as fear of death, incapacitation, pain, 

abandonment, loss of self esteem, and disturbance of 

interpersonal relationships. The more significant the 

change in the body, the more threatened is the person 

(Roberts, 1978). 
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Major alterations 1n the body cause a cr1s1s 

(Roberts, 1978). As a result of these changes, the 

person's body image must go through a re-organization 

process. The person will progress through the phases 

of crisis in an attempt to re-integrate the body image 

(Murray, 1972a). 

Lee (1970) explored through a conceptual frame of 

reference the phenomena that occur when a person en

counters a crisis that results in a change of bodily 

appearance. The phases through which persons move 1n 

their emotional reactions to trauma are identified as: 

impact, retreat, acknowledgement, and reconstruction. 

? The impact phase represents the initial encounter 

with the critical situation and renders the person in a 

state of shock. The body alteration is perceived as a 

threat. The loss of bodily control creates a loss of 

customary control of self, physical environment, time, 

and contacts with others. The greatest impact is felt 

by the adult who has spent many years developing the 

body image and self concept. The person experiences 

feelings of numbness, strangeness, and unreality. Be

haviors exhibited by the person include despair, dis

couragement, and passive acceptance. The task during 

this phase is to regain homeostasis. The person's 
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energies are turned inward ln an attempt to cope with 

the changes. 

Durin g the retreat phase, the person becomes aware 

of the alteration. As anxiet y increases the person's 

immediate r eaction is to run but is prevented by the ir 

immobilit y . The person emotionall y retreats from the 

problem thus providing the opportunit y to mourn the los s . 

Denial permeates the atmosphere at this phase of the 

adjustment. Behavior which indicates denial of the dis

ability may range from indifference to euphoria. This 

phase allows the person to reor gani ze the body image in 

an attempt to acknowledge the loss. 

The third phase is acknowledgement, the mourning 

period. The individual experiences loss of individua l i t y 

and uniqueness. Person begins to discuss the details or 

events of the injury. The task in this phase lS that the 

person must acknowledge the alteration, which he equat~s 

with the loss of body image. The person goes into a 

mourning period for the loss he experlences. Although 

the person's perception of body image is lost or changed, 

it still persists and this sensation gives rise to strange 

experience of self-not-self (Lee, 1970). Withdrawal into 

self results and is evidenced by the person's isolating 

himself from others through a variety of defenses. The 
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person's feeling of low self esteem causes this with-

drawal from life. 

As the person advances to the reconstruction phase, 

the need to mourn is replaced by the decision to tr y new 

approaches to living. The person breaks throu gh the self-

inflicted limits of the grieving process and puts into 

action the beginning of a momentum for new and satisfying 

experiences. The task is to reintegrate the positive 

forces to a sufficient degree to induce attempts at newer 

approaches to life. "The reintegration of self is the 

process of melding the self-not-self into a new experience 

of self" (Lee, 1970, p. 586). A nev.r sense of worth re-

sults which 1s very different from the old sense of well 

being. The person reaches self-acceptance. Social values 

are repatterned, so that new behaviors aimed at achieving 

approval from others are formed. Technical procedures 

and devices aid the reintegration process by removing 

limits to personal freedom and broadening paths to success 

through competency and accomplishment. 

Body Image Disturbances 
in Paraplegia 

Mueller (1962) believed that the self concept influ-

ences whether a person will seek, cooperate with, partici

pate in, or successfully utilize rehabilitation services. 
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The person with a spinal cord in j ur y ha s move d f rom a 

state of independence to one of almo s t he l p l ess depe n

dence. Physicall y re gressed to the le ve l of t he i n fan t, 

the p e rson has be c ome depend ent upon others f o r mo vement, 

nourishment, an d bo d ily care. The sp ina l c ord i n j ured 

person may experience three typ e s of pa in: (a) root pai n 

which is sharp, excruciating, and radiates alon g the 

distribution of the nerve roots; (b) burnin g pain whi c h 

is poorl y localized and diffuse; and (c ) vi scer al p a1 n 

which is dull, poorly locali zed and ha s a sicken i n g 

qualit y (Mueller, 1962). Initial psycholo gical reaction s 

are temporary depression, dependenc y , autistic thinkin g 

(belief that the person will recover lost function and 

walk again sooner or later), and frustration (Mueller, 

1962). 

The long periods of withdrawal, depression, and the 

lack of interest following spinal cord injur y are due to 

the great amount of psychic energy needed for reinte gra

tion process (Berger, 1952). The body ima ge has to be 

reorganized so that the useless member of the body can 

somehow fit itself into the individual's image of self 

(Grayson, 1952). Grayson (1952) compared the body image 

to a jigsaw puzzle in which the disability of the person 

1s represented by a grossly deformed part of the puz zle. 
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The problem is to put the puzzle together and fit the 

deformity into the picture. The struggle is painful 

and not readily accomplished, since the ego unc onsciousl y 

makes an effort to reject the deformity (Grayson, 1952 ) . 

The immediate effects on the self concept of lrre

versible paralysis and loss of sensation below the level 

of injury are: 

Normal bowel and bladder control is lost and the 
bladder empties through a tube which travels down 
the leg to a plastic bag strapped to the calf and 
filled with yellow urine. In addition, voluntary 
control of the anal sphincter has been lost and 
fecal incontinence can occur without warning. 
Orgasm in the physical sense has been lost and for 
the male psychically controlled erections cannot 
occur in spite of intense arousal. Spasticity of 
the lower body is a daily phenomenon and periodic 
spasms of the legs may cause them to flex at the 
knees and hips or scissor together. Once rounded 
and full areas of the body are not replaced by 
bony prominences. . The abilit y to s tand and 
walk is lost and the environment is viewed from 
about four feet above the ground. Conversation 
is carried on with erect people by tilting back 
the head and looking up. Self-consciousness about 
one's own body may lead some to avoid sexual con
tact altogether. For others the alteration of 
the body is so profound as to call into question 
whether or not sexual expression can even remotel y 
resemble previous sexual patterns. (Teal & 
Athelstan, 1975, p. 265) 

Kinash (1978) identified major concerns and needs of 

spinal cord injured persons. Honest and open communication 

included the need to talk and be listened to, the need 

for repeated reassurance, and the need for specific 
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explanations about what is happening. The need for 

humor and the ability to laugh with others was iden

tified as important. Another vital need was to be 

treated as an individual, not a cate gory , such as 

quadriplegic or paraplegic. Feeling experienced by 

the spinal cord injured persons were fear, inferiority , 

inadequacy, powerlessness, lack of self worth, and utter 

despair. Most persons were very concerned about the 

potential for sexual activity. 

Clinical research studies regarding the body image 

changes in paraplegia are essentially dearth. Five of 

the more recent studies are reviewed. The literature 

review found no research studies linking body image with 

independence levels in paraplegia. 

Wachs and Zaks (1960) reported that spinal cord in

jured persons are faced with a severe psychological loss 

which tends to undermine their self esteem and self con

cept as an integrated individual. The experimental study 

utilized 30 male traumatic spinal cord injureJ patients 

and ~0 male patients with chronic diseases. Utilizing 

the Draw-A-Person test, they found that the individuals 

with paralysis exhibited a tendency toward more anxiety 

or tension and a greater dependency on the female figure 

ln their environment. 
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Evans (1962) stated that body image 1s composed of 

perceptual images derived from immediate sensory experi

ence, and memory images derived from previous knowled ge. 

The perceptual 1mage is dependent on two sources of 

sensory data: those providing information from outside 

the integument (mainly visual and tactile) and those 

providing information from within the body (tactile and 

kinaesthetic sensations). The pilot s tudy found that 

the predominant physical sensations relate to adjustment 

normally applied to pain, to temperature changes, and 

to feelings of constriction of the affected extremity. 

He found no distortion of the size and shape or ability 

to ascertain correct physical position of the limbs. 

Arnohoff and Mehl (1963) asked 18 male paraplegics 

and 20 healthy controls to estimate wheelchair and 

shoulder widths by adjusting a measuring light 1n a 

darkened room. They concluded that paraplegics utilized 

the wheelchair as a frame of reference for their body 

image and thus needed body contact with the environment 

to prevent deterioration. By alleviating or preventing 

deterioration in the body image through increased and 

continued use of the body for environmental contact, 

personality dysfunction may be minimized (Arnhoff & Mehl, 

1963). 
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Winston et al. (1969) studied the emotional adju st-

ment in spinal cord injured patients and found that 

the y demonstrated conflicts about dependency, castration 7 

separation, loss of sphincter control, and exhibitionism. 

They concluded that the disability causes curtailment o f 

outlets for expression of sexual and aggressive drives 

and interferes with outlets for previousl y established 

patterns of defense. 

The study by Conomy (1973) utilized 18 spinal cord 

injured patients to question them about their body ima ge . 

Conomy (1973) found that the physical changes in body 

image deal with disordered perceptions of the bod y ima ge . 

The disordered perception of the body in space included 

the feeling that the lower limbs are floating up ward from 

the bed extended at knees or ankles and slightly flexed 

at hips. The disordered preception of posture and move-

ment included feelings of tonic incurvation of toes 

toward the plantar surface and of a bicycling t yp e exer-

cise with repetitive movement occurring at the knees, 

hips, and ankles. The disordered perception of somatic 

bulk size and continuity included feelings of increased 
' ' 

size of feet and legs, and of gaps wherein segments of the 

limb or trunk seemed missing between parts that could be 

sensed. 
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Conomy (1973) advanced four possible theories to 

explain the body image changes: (a) the zone of trau -

matic spinal necrosis in the spinal cord acts as a false 

synpase; (b) there is an alternate route for postural 

and kinetic information from the lower body to brai n 

areas, possibly the autonomic nervous system; (c) on goin g 

central nervous system activity at the most distal seg

ment of the intact portion of the spinal cord gives ris e 

to body image distortion; and (d) survivin g afferent 

neurons propagate perceptual information in spinal injury. 

Sound clinical research still needs to be done to support 

or reject any of these theories. 

Independence in Paraplegics 

Rehabilitation is the principal means of reachin g 

the ultimate goal whereby the parapl eg ic patient accomp

lishes a reorientation to the disabled state and enters 

society again as a useful citizen (Freeman, 1949). 

Henderson (1971) stated that rehabilitation emphasize s 

the restoration of the individual to optimal functional 

level in the face of permanent impairment, and the rein

tegration into daily living and society at optimal level 

commensurate with the state of disability. A significant 

part of rehabilitation is modification of behavior to 
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meet demands imposed _PY . specific disability. It requires 

learning a new behavior on the part of the patient and 

management of learning on the part of interdisciplinary 

rehabilitation team. Nurses are a vital part of the 

team and are responsible for meeting the specific patient 

learning needs through a planned program of patient teach

lng (Henderson, 1971). 

The most important aspects of rehabilitation are 

activities of daily living. Common things which each of 

us do everyday, such as dressing, bathing, and mobility 

are the core of rehabilitation (Krenzel & Rohrer, 19 72). 

Before the patient can accomplish these activities, the 

patient must be able to transfer to and from the bed, the 

toilet, the bath tub, and the car. The main patient 

objective is to learn to care for self in the daily rou

tine without dependency on others. 

Dinnerstein, Lowenthal, and Dexter (1965) outlined 

five levels of independence. The highest level is total 

independence which means that the patient can perform 

the task with near normal speed and efficiency with or 

without the use of mechanical devices. The next level 

is difficulty with independence in which patient can 

accomplish the task with or without mechanical aid at 

a slower and less e~ficient rate. The third level is 
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supervision In which the patient performs the task but 

needs instruction or observation by another person. 

The fourth level is physical help in which the patient 

does part of the task but must be helped physically 1n 

some major way. The lowest level is dependenc y In 

which the patient needs complete assistance and IS un

able to perform any part of the task alone. 

Adult paraplegics who are dependent on others for 

their personal care and mobility are bound to v1ew them

selves as a burden. Self esteem will be much heightened 

when the paraplegic is able once again to care for self 

(Krenzel & Rohrer, 1972). 

Measuring Activities of Daily Living 

Dinnerstein et al. (1965) developed the Activities 

of Daily Living Rating Scale which provides a numerical 

rating of the patient's ability in 66 different behaviors 

within 11 areas of functioning. The 11 areas of function

ing are transfer from bed, grooming, dressing, wheelchair 

activities, ambulation, bathroom activities, feeding, care 

of possessions, interpersonal relations, undressing, and 

transfer back to bed. This tool has simple instructions

and can be utilized by nurses caring for the spinal cord 

injured patients. The form takes only 15-20 minutes to 
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complete and it covers all activities important 1n ratin g 

a patient's independence. 

Donaldson, Wagner, and Gresham (19 73) desi gned the 

Unified ADL Evaluation Form which contains all self care 

and mobility variables commonly used by previou s AD L 

forms. The categories for rating the patient's function a l 

status have definite, objective criteria. The data ob

tained can be key punched directly from the form and pro

cessed by the computer. The form takes from 30-6 0 minute s 

to complete depending on the person's knowledge of the 

patient. 

Sarno, Sarno, and Levita (19 73) created the Functional 

Life Scale which provides a quantitative measure of the 

individual's ability to participate in all basic d2il y 

activities. The form is composed of 44 items within five 

categories. The categories are cognition, activities of 

daily living, activities in the home, outside activities, 

and social interaction. For proper administration of this 

tool, more in-depth training of raters is required. The 

scale was designed for use with disabled persons who are 

out of the hospital setting. 

Linn (1967) formulated the Rapid Disability Rating 

Scale for use in research. The scale is short, simple, 

and based on easily observable data. The form contains 
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16 items referring mainly to areas of functioning an d 

self care, such as eating, diet, speech, hearing , walk

ing, and dressing. The scale seems more appropriate f or 

older, chronicall y ill patients and would not d i scriminate 

significantly between spinal cord injured patients. 

Nursing Interventions 

Certain basic principles in the nursin g process 

are applicable to persons who have under gone alterations 

in body 1mage. Murray (1972b) identi fied some o f the 

nursing interventions appropriate for assisting the 

patient through the crisis of body ima ge alterations. 

To truly understand the uniqueness of th e person and 

apply basic knowled ge , it is essential to establish a 

therapeutic relationship; this begins at the time o f the 

initial contact with the patient. To establish rapport 

and a therapeutic relationship, the nurse must cope with 

personal fears, dread, and feelings of anxiet y about the 

meaning of the bodily change. Establishing and maintain

ing a therapeutic relationship involves a capacity to 

give of the self to another, and to promote a feeling of 

security and comfort in the patient. The nurse must trust 

and respect the self and the patient, and in the process 

help the patient feel self-respect. 
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Nursing interventions should be directed to the 

presenting behavior of the patient. If the person is 

den y ing, accept this without reinforcin g the denial. 

Whatever helps the patient feel adequate helps hi m 

psychologicall y to feel less helpless. If possib le, 

follow the patient's suggestions regardin g personal 

routines in care, hygiene, or sequence of care. Listen 

to and accept the feelings of the patient. People have 

a way of arrivin g at solutions for themselves if the y 

are permitted to express their feelin gs in order to 

clarify their problems. 

Any situation that causes a change 1n the body ima ge 

is a crisis and the per s onwill progress throu gh the phases 

of crisis in an attempt to reintegrate the body 1ma ge . 

Nurses, through an understanding of this crisis and 

through purposeful interventions, can influence positivel y 

the outcome of this crisis of altered body ima ge. Self

understanding and a therapeutic nurse-patient relationship, 

using principles of purposeful communication and crisi s 

intervention, are utilized in the nursin g process of 

assessment, intervention, and evaluation (Murray, 19 72 b). 

Kinash (1978) identified guidelines for nursing inter

ventions focusing on increasing independence in spinal 

cord injured persons. These patients need repeat ed 
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encouragement, and self-determined goal s ln order to 

sustain motivation to continue to stri ve f or independ ence 

in face of seemin gl y insurmountabl e obs ta c l es . They 

need a well - or gani zed, comprehensi ve, educ a t i on a l pro

gram to help them acqui r e the spe c i a l kno wledge and 

skills needed for independent functionin g . These patient s 

also need a continuous flo w of relevant, accurat e in f orma

tion during the illness experience in order to f ind mean 

in g in events wh i ch have happened and to a r r i ve at a new 

identity based upon feelings of self worth. I f patients 

are to adapt successfully to a disabilit y with life-time 

implications, they need to experience relation s hip s and 

activities that promote ego integrity durin g the illness 

experience (Kinash, 19 78). 

Summary 

Body image is how one views oneself. It is the 

picture a person has in his mind of his own body and ho w 

it appears to him; it is the total of conscious and un

conscious information, feelings, and perceptions about 

the body as separate from others (Beeken, 19 78) . With 

the growth of the individual, in si ze and shape, and with 

the evolving capacities for intricate motor activities, 

the body image is continuously modified (Kolb, 1959). 
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In the American culture, success, achie vement, beaut y , 

and strength have high values, and thu s s i gnificantl y 

affect self concept and body ima ge. Clinical research 

studies have documented the significant differ ences in 

body ima ge between men and wome n. 

Any alteration in the body , such as a spinal cord 

injur y , causes a disturbance in one's int egri t y and a 

threat to one's self. As a result of the change i n body , 

a crisis develops. The four phases incl ude i mpact , 

retreat, acknowledgement, and reconstruction (L e e , 1 970) . 

The success through each phase depends upon the person's 

perception of actual alteration, the phys iolo gi cal status 

of the individual, one's age, the nature of the illness, 

the duration of the disabilit y , and pr evi ou s coping 

mechanisms (Roberts, 19 78). The predominant emotional 

changes due to body image disturbances in paraple gia are 

feelings of dependency, depression, frustration, embar

rassment, negativism, and uncertainty regardin g future 

medical condition and economic status. The physical 

changes affecting body image in paraplegia appear to be 

due to diminished stimuli from the peripheral and central 

nervous system. The disorders are due to changes ln per

ception of body space, posture, movement, somatic bulk, 

and size and continuity. 
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In the rehabilitation of spinal cord injured pa

tients, the main objective is to teach the patient to 

care for self in the daily routine without dependency 

on others. The paraplegic's forced dependency causes 

him to view self as a burden and causes a low se lf 

esteem. As the paraplegic becomes more indep endent, 

a new self concept and body image develop based upon 

feelings of self-worth. Nurses are a vital part of 

the rehabilitation team, and are responsible for meeting 

the specific patient learning needs through planned 

programs of patient teaching. The nursing interventions 

focus on assisting the patient through the phases of 

body image reintegration, and on increasing the patient's 

level of independence. 



CHAPTER 3 

PROCEDURE FOR COLLECTI ON AND 

TREATME NT OF DATA 

This research study was a descriptive co rre l a t i onal 

study (Polit & Hungler, 1978). The aim of th is s tud y 

was to describe the relationship between t wo variables, 

level of independence and body image in paraple g ic s . 

Descriptive correlational studies are l ess concer ned 

with determining cause and effect relation s hip s tha n 

with a description of how one phenomenon is related to 

another. The data were collected by utili z in g the Body -

Cathexis Scale and the Activities of Dail y Living (ADL ) 

Ratin g Scale. 

Setting 

For this study, one setting was utili zed ln the 

collection of the data. The setting was The Institute 

for Rehabilitation and Research (TIRR) which is a non

profit, private rehabilitation center located in the 

Texas Medical Center in Houston, Texas. The bed capacity 

is 79 beds, and the average hospital stay for most 

patients is over 30 days. Some of the rehabilitative 

35 
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services provided at TIRR inc lude continuou s medical 

and nursing care, physical and occupationa l the rapy , 

social services, vocational serv ice s , r esp ir a t ory 

therapy, orthotic serv ices, and outpa ti ent depa rtme nt. 

The institute is di v ided into f ive pa ti ent ca r e 

units. For this study , patients fro m four o f t he un i t s 

were used. Two of the units are composed o f t wo 7- bed 

wards, and the other two units are comp osed of semi

private rooms. 

Each spinal cord injured patient at TI RR ha s a 

rehabilitation team guiding thei r ca r e wh i l e at th e 

institute. The team is composed of physi cian, nur se 

physical therapist, occupational ther ap i s t, and so c i a l 

worker. The team meets weekl y with t he pa ti ent to r eview 

progress of the past week and to set short an d lon g t e r m 

goals for the patient's rehabilitation pro gram. As p a rt 

of the rehabilitation program, spinal cord injure d pa

tients attend "Rap Sessions" which are a series o f planned , 

group classes taught by a nurse clinician. Th e classe s 

cover such topics as skin care, bowel care, urinary care, 

and nutrition. Before the patient's discharge, the team 

meets with the patient and the family to make the final 

plans for the patient's return horne. The spinal cord ln

jured patients make return visits to the Outpatient 
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Clinic at regular intervals for re-evaluation and follow

up treatment. 

Population and Sample 

The target population for this study c onsis ted o f 

male paraplegics between the ages of 18 and 65 years 

who were admitted to a rehabilitation center in Houston, 

Texas. The eligible subject was a male paraple g i c whose 

disability resulted from trauma to the spinal cord wi th 

residual loss of sensation and motor function in both 

lower extremities. The subject was also betwee n the 

ages of 18 and 65 years, was able to read and write 

English, and was at least 4 weeks post-injury . The 

following demographic data were obtained i n order to 

better describe the subjects: sex, age, l evel of injury, 

type of trauma, time since injury, marital status, occu 

pation, and pre-injury hobbies. 

The sampling technique used was conven1ence sampling 

which entailed the use of the most readil y available per

sons for use as subjects in the study. Due to the dif

ficulty in finding a large population of paraple g ics, the 

researcher selected all available eligible subjects from 

the setting. The sample size was 12 male subjects. 
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Protection of Human Subj ects 

Prior to data collection, permission to conduct 

the study was obtained from the Texas Wom an's Uni versi t y 

Human Research Review Committee (Appendix A) , the 

Graduate School, the agency from whi ch the subjects 

were obtained (Appendix B), and each individual s ubject 

(Appendix D). The subjects were guaranteed anonymit y by 

the use of code numbers instead of names, by the separa

tion of consent forms from the questionnaires, and by 

the reporting of data as group results. 

The researcher discussed the purposes of the study 

with the nurses on the units and with the physicians who 

attended the spinal cord injured patients. Then, the 

researcher asked eligible subjects if the y would partici

pate in the study. If the patient seemed interested, the 

researcher read a printed explanation of the purposes of 

the study, of what was required of subjects, and of poten

tial risks and benefits to the subjects (Appendix C). 

The patient was then given a consent form to read which 

restated the purposes, the methods, and the risks of the 

study (Appendix D). An opportunity to ask questions wa s 

g1ven each subject before deciding to participate or not 

to participate. The subjects then signed two consent 
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forms, one for the researcher and one for the patient 

to retain. 

Instruments 

The Activities of Daily Living (ADL ) Ratin g Scale 

(Appendix E) was utilized to measure the indepe ndenc e 

level of the subjects. The rating scale was desi gned 

to obtain a numerical rating of a patient's ability in 

66 different behaviors within 11 areas of functionin g : 

(a) transfer from bed, (b) groomin g , (c) dressing, 

(d) wheelchair activities, (e) ambulation, (f) bathroom 

activities, (g) feeding, (h) care of possessions, (i) 

interpersonal relations, (j) undressing, and (k) tran sfer 

to bed. Within each of the above 11 areas of behavior, 

6 activities were listed. Each activit y was rated on a 

5-point scale as follows: 

a--Independent: task accomplished with near normal 

speed and efficiency. 

1--Difficult, but Still Independent: task is diffi

cult or tolerance is limited, but no help is needed. 

2--Supervision: patient is told, watched, or in

structed when task is done, but no physical assistance 

is given. 
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3--Physical Help: part of task is done by another 

person, or physical assistance is given. 

4--Dependent: task is done for the patient. 

Each of the six activities of every behavior was 

scored individually. The scores of the six activities 

were then added to achieve a total score for that com

plete behavior. The scores for each of the 11 areas 

were added to obtain the total ADL score. The most 

independent patients scored from 0 to 88. The moderatel y 

independent patients scored from 89 to 177. The least 

independent patients scored from 178 to 264. 

The ADL Rating Scale was developed by Dinnerstein 

et al. (1965) as part of a larger, continuing, research 

program concerning variables influencing rehabilitation 

outcomes. The scale has been used to rate the aged and 

chronically disabled patie~t. The ADL Rating Scale pro

duced a high level of inter-rater reliability (~ = .89) 

when applied to a heterogenous group of rehabilitation 

patients. The scale also reliably indicated the indi

vidual differences in change of ADL status, from first 

admission to a rehabilitation program to rerating two 

months later. Studies documenting validity were not 

found. The present form of the rating scale appeared 

appropriate for situations in which it is desirable to 
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have a r epea table, reliable, numerical index of ADL 

status (Dinnerstein et al., 1965 ) . 

The second tool utilized was the Body-Cathexis 

(B-C) Scale (Appendix F) developed by Secord and J our ard 

(1953). Bod y ima ge was appraised by askin g the subject 

to indicate on a scale the strength and direction of 

feelings which the subject had about each of the various 

parts or functions of the body. The scale con si sted of 

a listing of 46 body parts and f unctions f ollowed by t he 

numbers 1 through 5. The subject encircled the number 

which best represented his feelings according to the 

following scale: 

1--Have strong feelings and wish chan ge could 

somehow be made. 

2--Do not like, but can put up with. 

3--Have no particular feelings one way or the other. 

4--Am satisfied. 

5--Consider myself fortunate. 

The numbers for the body parts and functions were 

added together to obtain a total score. The persons who 

were most satisfied with their body received total scores 

from 170 to 230. The persons who were moderately satis

fied with their body received total scores from 108 to 
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169. The persons who were least satisfied with their 

body received total scores from 46 to 10 7 . 

The Body-Cathexis Scale has been used with male 

and female college students (Secord & Jourard, 1953) 

and with male myocardial infarction patients (Billie, 

1977) to measure body image. The split-half reliability 

of the scale was found to be satisfactory (£ .81) by 

Secord and Jourard (1953). Feelings about the body are 

commensurate with feelings about the self was supported 

by significant correlations (£ = .58 for 'men and r = .66 

for women) between the body-cathexis and the self-cathexis 

parts of the scale (Secord & Jourard, 1953). 

Data Collection 

Before the collection of data started, the researcher 

met with the appropriate people at TIRR. The Behavioral 

Ecology Department provided the guidelines and direction 

for conducting research at TIRR. Then, the researcher 

met with the nursing administration to explain the pur

poses of the study and to elicit cooperation from the 

nurses. Next, the researcher communicated with each 

physician who worked with spinal cord injured patients 

and obtained their verbal permission to use their patients 

in the study. Finally, the investigator discussed the 
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research study with the nurses on each patient care 

unit. 

The patient census was reviewed by the researcher 

ln order to determine possible subjects, and then ch a rts 

were examined to obtain the target population. The re

searcher discussed the study with potential subjects, 

and those who agreed to participate signed consent forms. 

The researcher presented the Body-Cathexis Scale to each 

subject individually, usually at the patient's bedside. 

The researcher reviewed the Body-Cathexis Scale with each 

subject to insure that the subject understood the five 

categories rating their feelings, and that the subject 

knew to answer every item only once. Most subjects ver

balized an understanding of the instructions. Several 

subjects were unsure about the meaning of certain words, 

such as elimination, energy level, exercise, and trunk. 

These words were explained by the researcher in more 

simple terms. The subject was left alone to complete 

the form and then the researcher returned to collect 

the form. The time required to complete the form varied 

from 10 to 25 minutes. Each completed form was assigned 

a code number and the signed consent froms and the ques

tionnaires were kept in two separate folders. Each sub

ject who expressed an interest in the results of the study 
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was informed that a cop y o f the completed research s tudy 

would be filed 1n the TIRR library. 

The nurse (Registered Nur se--R · or Licensed Voca-

tional Nurse--LVN) who had cared f or the subject for at 

least 3 days and had general knowled ge of the patien t' s 

activity level was asked to complete the ADL Rating 

Scale on each subject. The researcher reviewed the form 

with each nurse and provided an opportunity t o ask ques-

tions about the form. The nur se usuall y completed t he 

form on the unit during re gular working hours and re-

quired an average of 15 minutes to comple te. Most nur ses 

commented that the form was eas y to understand and fi ll 

out, and was not too lengthy. The researcher then col-

lected the coded ADL Rating Scale fr oms from the partici-

pating nurses. 

The researcher tabulated each subject's body image 

score from the completed Body-Cathexi s Scale. The sub

jects with the most positive body image scored 230, and 

subjects with the least positive body image scored 46. 

Then the researcher tabulated each subject's level of 
' 

independence score from the ADL Rating Scale completed 

by the nurses. The most independent subjects scored 0, 

and the most dependent subjects scored 264. 
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Treatment of Data 

This descriptive correlational study pr oduced ordinal 

data, scores for level of independence and scores for 

body image. The statistical treatment of the da t a in

cluded grouped frequency distributions, measures of 

central tendency, and the correlation coefficient, the 

Spearman rho. Since the scores for the level of inde

pendence and the scores for body image were ordinal data, 

the Spearman rho was utilized to describe the relationship 

between independence level in paraplegics and their per

ceived body image. The Spearman rho was calculated to 

test the hypothesis. After arriving at the value of rho, 

the level of significance for the null hypoth es is was 

set at .05. 

Summary 

This descriptive correlational study was conducted 

to gather data relating the levels of independence and 

the perceived body image of paraplegics. The setting was 

a rehabilitation center in Houston, Texas. A convenience 

sample of 12 male paraplegics who met the delimitations 

of the study agreed to participate with informed consent~ 

Each subject completed a Body-Cathexis Scale to rate 

their body image. A nurse knowledgeable about the 
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subject's activity level completed the ADL Rating Scale 

for each subject to obtain an independence score. The 

investigator tabulated each form and obtained a body 

image score and an independence score for each subject. 

The data were organized and statistical treat me nt was 

applied. To test the hypothesis, the Spearman rho was 

computed, and the alpha level of significance was set 

at .05. 



CHAPTER 4 

ANALYSIS OF DATA 

This descriptive correlational study was conduct ed 

to investigate the relationship between the level of 

independence and the perceived body image of paraplegics, 

who were patients at a rehabilitation center. Data were 

collected through the use of the ADL Rating Scale and 

the Body-Cathexis Scale. Each subject was between the 

ages of 18 and 65 years, able to read and write Eng lish, 

and at least 4 weeks post-injury. 

The researcher obtained a sample Slze of 12 male 

subjects who completed the Body-Cathexis Scale in order 

to measure body image. The staff nurse participated ln 

the study by rating the subject's independenc e level 

using the ADL Rating Scale. Each subject had two scores 

calculated, the body image score and the independence 

score. As the body image score increases, a more posi

tive body image is denoted. As the ADL score decreases, 

the subject is defined as being more independent. 

Description of Sample 

The sample consisted of 12 male paraplegics whose 

disability resulted from trauma to the spinal cord with 

47 
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residual loss of sensation and motor function 1n both 

lower extremities. The subjects were between the ages 

of 18 and 65 years, could read and write English, and 

were at least 4 weeks post-injury. The demo graphic data 

obtained from the subjects included: age, level of l n

jury, type of trauma, time s1nce injury, marital status, 

occupation, and pre-injury hobbies. 

Due to the difficulty in finding a large population 

of paraplegic subjects, the researcher selected all 

available eligible subjects from the setting. The sample 

size was 12 male subjects. 

The subjects ranged in age from 19 to 59 years. The 

mean age for the paraplegics was 34.1 years. Table 1 out

lines the complete data concerning the age ranges of the 

subjects. 

Years 

19-25 

26-32 

33-39 

40-46 

47-53 

54-60 

n = 12 

Table 1 

Age Ranges of Subjects 

Subjects 

4 (33.4 %) 

3 (25 %) 

0 

3 (25%) 

1 (8.3%) 

1 (8.3%) 
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All of the subjects were paraplegics with either 

thoracic or lumbar injuries (Table 2). There were 10 

subjects with thoracic injuries and 2 subjects wi th 

lumbar injuries. 

Level of Injury 

Thoracic 

1-4 

5-8 

9-12 

Lumbar 

1-4 

n 12 

Table 2 

Injury Levels of Subjects 

Subjects 

2 (16. 7%) 

5 (41.6 %) 

3 (25 %) 

2 ( 16. 7%) 

All of the subjects experienced trauma which damaged 

their spinal cord causing paraplegia. Six categories of 

trauma were identified for this study (Table 3). Motor 

vehicle accidents (MVAs) included automobile, truck, and 

motorcycle accidents, and accounted for five injuries. 

Industrial accidents caused plegia in three subjects. 

Gunshot wounds (GSWs) accounted for three injuries. No 
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diving accidents or athletic injur i es were found. On e 

subject reported a helicopt e r accident a s th e caus e o f 

his injury. 

Table 3 

Types of Trauma Cau s in g Parap le gia 

Trauma Subject s 

MVAs 5 (4 1. 7%) 

Industrial accidents 3 (25 %) 

Gunshot wounds 3 (2 5%) 

Diving accidents 0 

Athletic injuries 0 

Others 1 (8. 3%) 

n = 12 

The months since injury for the subjects ran ged from 

1 month to 136 months. The mean time since injury for 

the male paraplegics was 33.5 months. Fifty percent of 

the subjects were injured for 6 months or less. Thirt y 

three percent of the subjects were injured for more than 

4 years. Table 4 outlines the data concerning time 

since injury. 
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Table 4 

Time Since Injury for Paraple gics 

Months 

1-6 

7-12 

>48 

n = 1 2 

Subjects 

6 (50 %) 

2 (16 . 7% ) 

4 (33 . 3 %) 

The marital status of the subjects was identified 

ln Table 5. Twenty-five percent of the subjects were 

single. Fifty percent of the subjects were married. 

Twenty-five percent of the subjects were divorced . None 

o f the subjects were widowe d. 

Table 5 

Marital Statu s of Paraplegics 

Marital Status Subjects 

Single 3 (25 %) 

Married 6 (50 %) 

Divorced 3 (2 5%) 

Widowed 0 

n = 12 -
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Occupational status for the subjects were identified 

ln Table 6. Seventy-five percent of the subjects re

ported blue collar occupations, such as construction 

work , maintenance work , office work, sa le s , truck driver , 

and iron work . Eight percent of the subjects reported 

being full-time students. Seventeen perc ent stated that 

they were unemployed. 

n = 

Table 6 

Occupations of Paraplegics 

Occupations Subjects 

Blue collar 9 (75 %) 

Students l (8 . 3 %) 

Unemployed 2 (16 . 7% ) 

12 

Pre-~njury hobbies for the subjects were reported 

in Table 7. Four main categories emerged from the 

hobbies identified. Outdoor activities and sports 

accounted for 33.3% of the hobbies. Thirty-three 

percent of the subjects identified fixing and racing 

automobiles, trucks, and/or motorcycles. Seventeen 

percent preferred indoor activitie s, such as cooking, 



53 

reading, and electronics. Seventeen percent of the 

paraplegics stated that the y had no hobbies. 

Table 7 

Hobbies of Paraplegics 

Hobbies 

Outdoor activities and 
sports 

Autos, trucks, and 
motorcycles 

Indoor activities 

None 

n 12 

Subjects 

4 (33.3 %) 

4 (33.3 %) 

2 (16. 7%) 

2 (16.7 %) 

Each subject's independence level was rated and 

given an ADL score. As the score decreased, the subject 

was rated as more independent. The subjects who were 

most independent scored from 0 to 88. The subjects who 

were moderately independent scored from 89 to 1 77 . The 

subjects who were least independent scored from 178 to 

264. The ADL scores ranged from 9 to 205, with a mean 

score of 88.1. Group frequency distributions were 

utilized to describe the ADL scores in more detail 

(Table 8). The majority (58%) of the subjects scored 

within the most dependent class (0 to 88), with 17 % 
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scoring 1n the moderately independent group (89 to 1 77) , 

and with 25% of the subjects rated within the least 

independent group (178 to 264). 

Table 8 

Activities of Daily Living Scores 
of Paraplegics 

Score Class 

Most independent 
(0-88) 

Moderately independent 
(89-177) 

Least independent 
(178-264) 

n 12 

Subjects 

7 (58.3 %) 

2 (16. 7% ) 

3 (25 %) 

Each subject was given a body-cathexis score to 

rate his perceived body image. As the score increased, 

the subject was said to have a more positive body image. 

The subjects who were least satisfied with their body 

scored from 46 to 107. The subjects who were moderately 

satisfied with their body scored from 108 to 169. The 

subjects who were most satisfied with their body scored 

from 170 to 230. The body-cathexis scores ranged from 

148 to 233, with the mean score of 171.8. Group fre

quency distributions were utilized to report the body 
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lmage data ln more detail (Table 9). The maj ority 

(58.3%) of the subjects scored within the most satis

fied with their body group (170-230), and t1 ll' other 

41.7 % of the subjects scored within the moderately 

satisfied with their body group (108-16 9) . 

Table 9 

Body-Cathexis Scores of Paraple gics 

Score Class 

Least satisfied 
(46-107) 

Moderately satisfied 
(108-169) 

Most satisfied 
(170-230) 

n 12 

Subjects 

0 

5 (41.7%) 

7 (58.3 %) 

Findings 

The null hypothesis for the study was that there lS 

no significant relationship between the independence 

level and the perceived body image in male paraplegics. 

To determine the correlation between ADL scores and body-

cathexis scores, the subject's paired scores were entered 

into the computer, and the Spearman rho was computated 

(Appendix G). The results of the Spearman rho was 
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rs = -.653. To determine the significance of rs = -. 653 , 

the subject's I was determined. The results of the anal y

sis were . 9 5 I 1 , 10 = 7. 4 2 5, and E_ < • 0 5 ( £ = . 0 21 ) . The 

null hypothesis that there was no relation ship between 

the ADL scores and the body- cathexis scores in male para

plegics was rejected. There was a significant nega tive 

correlation between the ADL and body-cathexis scores of 

the male parapleg ics. The lower the ADL score, the more 

independent the paraplegic was. The higher the body

cathexis score, the more satisfied was the paraple gic 

with his body. The results show a negative correlation 

between ADL and body-cathexis scores because the ADL 

scores decrease as the body-cathexis scores lncrease. 

Therefore, the research hypothesis that the hi gher the 

independence level of male paraplegic s as measured by 

the ADL Rating Scale, the more positive their body lma ge 

as measured by the Body-Cathexis Scale was supported. 

Using the computer, an equation was formulated to 

predict body image scores. The equation was "BCS = 

1 8 6 . 5 3 8 + ( - • 1 6 7 9 x AD L score ) . '' Us in g t h i s e qua t ion , 

one can explain 42.6% of the variation in the dependent 

variable, body-cathexis score given the ADL score. 

After the data collection was completed, the re

searcher computed a multiple regression using two 
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additional variables, age and time since injury. The 

researcher was interested in determining whether age 

and time since injury affected the relationship between 

independence and body image. The age ran ge for the 

subjects was extremel y wide from 19 to 59 years. The 

months since injury also had a wide range from 1 to 136 

months. Correlations were computed between body-cathexis 

scores and age, and between body-cathexis scores and time 

since injury. The results of the Spearman rho for body -

cathexis scores and age was r = -.113. To determine 
s 

the significance of r 
s 

-.113, the subject's F was 

determined. The results of the analysis were F .95 2, 9 

3.443, and£ >.05 (£ = .0 78). 

The results of the Spearman rho for body -cathexis 

scores and months since injury was r = -.099. s 
To deter-

mine the significance of rs = -.099, the subject's F was 

determined. The results of the analysis were _95 I 3 , 8 = 

2.103, and£ >.05 (£ = .179). The variables age and time 

since injury were not significant at the .05 alpha level 

and had little effect upon the relationship between inde-

pendence level and body image. 
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Summar y 

This study was conducted in order to describe th e 

relationship between independence l evel and perceived 

body imaqe in male paraplegics. The mean age for the 

subjects was 34 years. The paraplegic sample revealed 

that most of the injuries were to the thoracic vertebrae 

and were due mainly to MVAs, GSWs, and industrial acci

dents. The months since injury varied in that half of 

the subjects were injured 6 months or less, and one-third 

of paraplegics were injured over 4 years. The marital 

status of the subjects included half married and the 

other half single or divorced. The occupations identi

fied were mostly blue collar. The paraplegic sample 

described their main hobbies as outdoor activities and 

sports, cars and motorcycles, and indoor activities. 

The mean ADL score for the subjects was 88.1, and the 

mean body-cathexis score was 171.8. 

To test the hypothesis, the ADL scores of the sub

jects were compared to the body-cathexis scores of each 

subject by using the Spearman rho. The correlation co

efficient (Spearman rho, rs = -.653) was significant at 

the .OS alpha level. Therefore, the research hypothesis 

that the higher the independence level of male paraplegics 

as measured by the ADL Rating Scale, the more positive 
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their body image as measured by the Body -Cathexis Scal e 

was supported. 



CHAPTER 5 

SU~~ARY OF THE STUDY 

This chapter includes a review of the study of the 

relationship between the independence level o f para

plegics and their perceived body image. Conclusions 

have been drawn from the findings and the implications 

of these findings for nursing practice, nursin g educa

tion, and nursing research. The chapter concludes with 

possible recommendations for further study into this 

topic. 

Summary 

This study was of a descriptive correlational desi gn 

investigating the relationship between the independence 

level of paraplegics and their perceived body 1mage. 

Literature relating to broad concepts of body 1mage, 

the alterations of body image in paraplegia, and the 

role of independence in the rehabilitation of para

plegics was reviewed. Clinical research linking body 

image and independence in paraplegics was not identified 

after a literature search. 

The sample for this study was selected using the 

convenience sampling method. There were 12 paraplegic 

60 
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men selected from a 79-bed rehabilitation center in a 

large metropolitan area. Prior to data collection, per

mission to conduct the study was obtained from the Human 

Research Review Committee, the hospital admini s tration, 

the physicians, and each individual subject. An oppor

tunity to ask questions was given each subject before 

deciding whether to participate or not to participate 

in the study. Informed consent was obtained from each 

subject. 

To measure the level of independence in paraplegics, 

a staff nurse completed an ADL Rating Scale on each sub

ject. The scores could range from 0 (full y independent) 

to 264 (fully dependent). Each subject was awarded a 

numerical score for independence level. All of the sub

jects completed the self-administered Body -Cathexis Scale 

in order to measure their body image. The scores could 

range from 46 (least satisfied with body) to 230 (more 

satisfied with body). Each subject was awarded a numer

ical score for body image. The ADL scores and the body

cathexis scores were then compared to determine if any 

relationship existed between the two variables. 

The research hypothesis for the study was that the 

higher the independence level of male paraplegics as 

measured by the ADL Rating Scale, the more positive their 
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body image as measured by the Body -Cathex is Scale. The 

performance of the Spearman rho showed a modera t e ( - . 653 ) 

negative correlation between the ADL scores and the B-C 

scores at a significant alpha level of . 05 (£ = . 02 1 ) . 

Thus, the research hypothesis was suppor t ed , and a cor

relation does exist between the independence level and 

body image in male paraplegics. 

Discussions of Fi ndings 

Based on the findin gs of the study , the fo llowin g 

discussion 1s offered: 

Test of the Hypothesis 

Since the ADL scores and the B-C scores for the male 

subjects were found to have a s i gni ficant negative cor

relation at the .05 alpha l eve l, the reader may be led 

to assume that the independence levels are related to 

the body image. The level of the Spearman rho (r s 

-.653) is a moderate correlation and has a moderate 

(42.6 %) predictive value. Using the equation, BCS = 

186.538 + (-.1697 x ADL score), one can explain 42.6 % 

of the variation in the dependent variable, body image 

score. The variables, age and time since injury, added 

very little to the predictive ability of the ADL variable. 
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No cause-effect type conclusions based on t his findi ng 

can be made. 

The researcher's hypothesis tha t the hi gher the 

independence level of the male paraplegics as measured 

by the ADL Ratin g Scale, t he more positive t heir bo dy 

image as measured by the Body-Cathexis Scale was partiall y 

supported. The analysis of the data showed tha t as t he 

ADL scores decreased, the B-C scores increased. It 1s 

possible that either the independence l evel effect s th e 

body image and just as possible that the body ima ge 

effects the level of independence, or that both variables 

are related to some third variable, such as race, re li gion, 

socioeconomic status, pre-injury body image, or lack o f 

privacy during testing . 

Body Image 

The majority (53.3 %) of the subjects rat ed themselves 

as being most satisfied with their body , and the othe r 

41.7% were moderately satisfied with their body . None 

of the subjects rated themselves as bein g lea s t satisfied 

with their body. 

A possible explanation for the males scoring high 

on the B-C Scale is that the males place emphasis on 

achievement and intellectual abilities rather than 



64 

physical appearance. Research studies by Fisher ( 1 964 ) 

provided evidence that man's role and status are defined 

in terms of his achievement rather than in terms o f bod y 

attributes. If the males value intellect more than 

physical abilities, then being a paraplegic with phy sical 

disabilities would not greatly affect their bod y image. 

Independence 

The majorit y (58.3%) of the subjects were in th 

most independent category, with 16. 7% in the moderately 

independent class, and 25% in the least independent class. 

The researcher suspects that the difference in indepen

dence may be related to the time since injury. The longer 

the paraplegic has been injured, the more rehabilitation 

the patient has had which should make the patient mor e 

independent. 

Since 50 % of the subjects were injured 6 months or 

less, and 33.3% were injured greater than 4 years, the 

researcher was concerned about this effect upon the 

variables, independence and body image. A correlation 

was computed between B-C scores and time since injury . 

The results of the Spearman rho was rs -.099, with 

£ >.05. The variable, time since injury , had little 

affect upon the relationship between independence level 

and body image. 
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Conclusions and Implications 

No firm conclusions can be made due to the small 

sample size of 12 subjects. Other limitations, such 

as age, ethnic background, use of one geo graphic area, 

type of trauma, economic status, and time since in j ury , 

add to the inappropriateness of makin g conclusions. Th e 

findings apply only to the study sample. A larger sample 

size would support the generalization of these findin gs 

to the paraplegic population. 

The findings and conclusions of this study have 

implications for nursing practice, nursing education, 

and nursing research. With 12,000 new cases of spinal 

cord injury annually, nurses in various types of health 

care facilities may encounter these patients at various 

levels of care. 

An important aspect of providing care to spinal 

injured persons is understanding that body image altera

tions do occur. Physical assessment of the patient's 

independence level and psychological assessment of body 

image will provide a more complete data base for the 

spinal cord injured patient. Nursing interventions can 

then be planned to assist the patient in gaining more 

independence, and in reintegrating the body image. 

Nurses may be aware that as self care activities increase, 
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the spinal cord injured patient is reinte gratin g the body 

image to adjust to the disability. The two tools, ADL 

Rating Scale and the Body-Cathexis Scale, could be 

utilized by nurses in practice to measure independence 

and body ima ge at various stages of the rehabilitation 

process. This data could be helpful 1n evaluating 

specific nursing interventions, such as teach i n g program s 

and goal setting. 

The implications for nurs1ng education include 

teaching students the concept, developmental a spec ts, 

and factors affecting body image. Student s need to 

understand that spinal cord injuries cause body image 

alterations, and nurses must plan intervention s to assist 

the patient in reintegrating the body image. They also 

need to be aware of the relationship betwee n independence 

and body image in paraplegics. The curriculum should in

clude the role of the nurse in the rehabilitation of the 

spinal cord injured patients, the assessment of inde

pendence and of body image, and the interventions aimed 

at increasing independence and bod y ima ge . 

The implicat~0ns for nursing research are that 

nurses can continue to examine the relationship between 

independence and body image in spinal cord injured pa

tients. Studies measuring independence and body image 



67 

at several times during the rehabilitation pr ocess could 

add to the knowledge base relating these variab le s . This 

study was a be ginning step in the neede d rese arc h to be 

done concerning body ima ge and independence in para

plegics. 

Recommendations 

The following recommendations are of fered as possible 

studies related to the findings of thi s study : 

1. Replication of this study usin g l arger samples 

and randomization of selection. 

2. Replication of this study after adjusting the 

tools making them more specific for paraplegics. 

3. Replication of thi s study using quadriplegics 

instead of paraple gics for the subjects. 

4. Compari s on betwe en the Body -Cathexis Scale and 

the Draw-A-Person test in measurin g body image. 

5. Additional studies to validate the Activities 

of Daily Living Rating Scale in measurin g independence. 

6. Comparison of body ima ge scores 1n spinal cord 

injured patients before and after a planned educational 

program. 
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7. Comparison between body image and independence 

level at discharge from the rehabilitation center and 

at one year after discharge. 

8. It is recommended that further res earch be 

done which would provide better controls for age, time 

since injury, socioeconomic class, researcher bias, and 

pr1vacy. 
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TEXAS HO:viAN 1 S UNIVERSITY 

Huoan Research Committee 

Name of Investigator: Bernadette Palmer 

Address: 753 7 Brentcove Circ le 

Dallas, Texas 75214 

Dear Ms . Palmer: 

Center: Dal l as 

Date; ll / 16 /79 

Your study entitled Independence Le vel o~ Pa~alegic 

Men and Perce~ved 3ody Image 

has been reviewed by a committee of the Human Research 

Revie'tl Committee and 1 t appears to meet our -requi=ements 

in regard to protection of the individual's rights. 

Please be reminded that both the Unive~sity a~d the 

Department of Health, Education and idel.f"a:e regulations 

require that written consents must be obtaL,ed from all 

human subjects in your studies. These forms must be 

ke~t on file by you. 

Furthermore, should your project change, ~~other 

review by the Committee is required, according to DHEW 

regulations. 

Sincerely, 

~~~~-
Chairman, Human Research 

Review Committee 

t Dallas 
a --------------------------
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TEXAS \~O~'lAN' s u~.:IVERSITY 
COLLEGE OF NURS I~IG 

AGENCY PERMISSION FOR CONDUCTING STUDY * 

THE The I n ~tit:Jte r or ~8:-:F.. ':l illtat:.. on , ~ r:d. ~e ~ e e.rc~. 

GRANTS TO 3~ rT::t~.. ~ et t, e rc.L::er 
a student enrolled in a program of nursin~ leading to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following problem. 

The conditions mutually a~reed upon are as follows~ 

1. The agency '~~ (may not) be identified in the final 
report. ~ 

2. The names of c~tative or administrative personnel 
in the agency may) (may not) be identified in the 
final report. 

3. The agency (wants) (does not want ) a conference with 
the student when r pleted. 

4. The agency is (willing) (unwilling) to allow the 
completed repor circulated through interlibrary 
loan-. 

s. ~:i::~ :~~~:f~~~::u) 
Date:~:·~· 
IJMJI'-4-<ittt Palrrrwv/(IV 
Signature of Student 

*Pill out & sign three copies to be distributed as follows: 
Original - Student; First copy - Agency~ Second copy - TWu 
College of Nursin~. 
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Oral Presentation to Subj ects 

My name is Bernadette Palmer. I am a graduate nurs

Ing student at Texas Woman's University. I am conduc tin g 

a research study involvin g paraplegic me n. I am inter

ested in finding out whether your independ ence le ve l will 

affect how you feel about your body. Through th is s tudy 

I hope to provide nurses with information that will 

assist them in planning and providing more comprehensive 

nurs1ng care to paraple gics . 

As a participant in this study, you wi ll be asked to 

complete a 2 1/2 page form about your feelings concerning 

your body parts and their functions. This will take 

approximately 15 minutes. A nurse on this unit wi ll com

plete a form describin g your abilit y to c omple te cer t ain 

daily activities. 

This study has no physical risks involved . I will 

seek to eliminate any psychological risks, such as feel

ings of anxiety, by being available to you to discuss 

your feelings. Any social risks, such as public embar

rassment or improper release of data, will be avoided 

by the use of code numbers instead of your name, by 

keeping your consent forms separated from your question

naire forms, and by reporting the conclusions as group 

data instead of individual scores. Your nursin g care 
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will not be affected in any way because of your participa

tion of nonparticipation in the study. 

Your participation in this study would greatl y be 

appreciated and will assist nurses ln better understand

ing their patients who have spinal cord injuries. If 

you are interested in being a participant in this study, 

please read and sign the following consent form. Do you 

have any questions regardin g this study? 
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Consent Form 

TEXAS WO~ffiN'S UNI VE RSITY 
COLLEGE OF NURSI NG 

Consent to Act as a Subject for Research and Investi ga tion: 

The following information is to be read to or r ead by 
the subject. One copy of this form, signed and witne s sed, 
must be given to each subject. A second copy mus t be 
retained by the investigator for filing with the Chairman 
of the Human Subjects Review Committee. A third copy may 
be .made for the investigator's f iles. 

1. I hereby authorize Bernadette Palmer 
the following investigation: 

to pe r f orm 

Registered nurses on this unit will compl e te a f orm 
describing my level of independence in pe r f orming 
daily activities. I will complete a 2- pa ge que st i on 
naire concerning my feelings about my ~ody and its 
functions. 

2. The investigation listed in Paragraph 1 ha s been 
explained to me by Bernadette Palmer 

3. (a) I understand that the investigation desc r i bed in 
Paragraph 1 involves the followin g pcss ible ri sks 
or discomforts: 

(b) 

There are no physical risks involve d . Psy cholo gi 
cal risks, such as feelings of anxi ety or inf eri
ority will be lessened through the ava ilability of 
professional assistance, if needed. Social risks, 
such as public embarrassment or improper relea s e 
of data will be avoided by the use of cod e numbers 
instead of your name, by keeping consent form 
separated from questionnaire form, and by report
ing conclusions as group data instead of individ
ual scores. Your nursing care will not be 
affected in any way because of your participa
tion or nonparticipation in the study. 

I understand that the investigation described in 
Paragraph 1 has the following potential bene fits 
to myself and/or others. 
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The conclusions of this study will help nurses to 
understand the feelings of paraplegics about their 
body, and thereby, assist nurses in planning more 
appropriate types of care to accelerate the reha
bilitation process. 

(c) I understand that no medical service or compensa
tion is provided to subjects by the university as 
a result of injury from participation in research. 

4. An offer to answer all of my questions regarding the 
study has been made. If alternative procedures are 
more advantageous to me, they have been explained. 
I understand that I may terminate my participation 
in the study at any time. 

Subject's Signature Date 
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AC TI VI TI ES Of DAILY LI VI NG RAT I NG SCALE 

Inst r uct i on s : I tems are sc or ed on a 0 t o 4 s ca l e , r ang ing 
fr om i ndep ende nce " 0" to depen de nce ' '4" . Sco r e s fr or.1 0 
t o 1 i ndic a te th at no huma n as s ist ance is needed; the 
pat i e nt c an p erfor m t he ac t i vi ty a l on e . Scor es fro m 2 to 
4 i nd ic a t e t ha t s ome ot he r pe r so n mu s t be pre se n t wh e n 
t he t a s k is bei ng do ne . 

0-- I nd ep endent : Hith or 1vithou t r e l i an c e up on a 
mech~nic a l de v i c e . ~ea r n orma l sp ee d and 
effic i ency . 

1 --Di ff ic ult , bu t sti ll Indepe nd ent : Hith or Hith ou t 
mech a n ical aid, bu t s l ow, i n e f f ici en t or l imi t ed 
i n to l e r a nce . 

2- -Supervi s ion: t a sk c an be pe r fo rmed , but ha s to 
be t o l d , watc hed, or i ns t r uc t ed . Anoth e r per s on 
TilUSt be the re du rin g t as k pe 1· fo r mance . 

3 - -Phy s ica l He l p : pa t i ent can pe r f orm pa rt o f th e 
t a s k , but mu s t be h e l p ed in s ome ma jor way . This 
u s ua ll y i nv ol ve s physica l a ss i s t a nce . 

4--D ep e nden t : p a t i en t needs CO Flp l e t e as s i s t a nce a nd 
i s unable to pe rfor m any p a rt o f t a s k a l one . 

Ra t e eac h item of every ac t ivity a c cord i ng to your curr en t 
knowl edge of t h e pa t ie nt's l eve l o f ac t jvi t y : 

Ear l y Mor ning Act i vit ies 

I. Tr ansfer f ro m bed 
1) Ro l l t o side - - - - - - - - - -- - - - - - - 0 l 2 3 4 
2) Fe e t f ro m cov e r s ove r eclgc- -- 0 1 2 3 4 
3) Co me t o si tti ng at edge-- - - - - 0 l 2 3 4 
4 ) !'-Ia i n t a in sitt ing bal anc e- - - - - 0 1 2 3 4 
5) Prepare for tra nsfe r - - -- -- - - - 0 l 2 3 4 
6) Tr a ns fe r - - - - - - - - - - - - - - - - - - - - 0 l 2 3 ~ .... 

II. Gr ooming 
1) Wa s h hand s and f ace - - - - - - - - - 0 1 2 3 4 
2) Spon ge ba the - - -- - - --- - -- - - -- - 0 1 2 .) 4 
3) Bru sh t e e th or de nture s - -- --- 0 1 2 .) 4 
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4) Comb or brush hai :c----------- 0 1 2 3 4 
5) Shave--------------------- - -- 0 1 2 3 4 
6) Gather and return equipment -- 0 1 2 3 4 

III. Dressing (including :Eastcr..ers) 
1) Sleepwear off--------- -- ----- 0 1 2 3 4 
2) Shirt on - - - - - - - - - - - - - - - - - - - - 0 1 2 3 4 
3) Trousers on - - - - - - - - - - - - - - - - - 0 1 2 3 4 
4) Socks on - - - - - - - - - - - - - - - - - - - - 0 1 2 3 4 
5) Slipper s on - - - - - - - - - - - - - - - - - 0 1 2 3 4 
6) Shoes on - - - - - - - - - - - - - - - - - - - - 0 1 2 3 4 

Throughout the Day Activities 

I V. Wheelchair 
1) Lock brakes - - - - - - - - - - - - - - - - - 0 1 2 3 4 
2) Unlock brakes - - - - - - - - - - - - - - - 0 1 2 3 4 
3) Raise footrests - - - - - - - - - - - - - 0 1 2 3 4 
4) Lower footrests - - - - - - - - - - - - - 0 1 2 3 4 
5) Propel forHard - - - - - - - - - - - - - - 0 1 2 3 4 
6) Propel ll1 conge s ted area----- 0 1 2 3 4 

v. Arnbulation 
1) Rise to standing - - - - - ~ - - - ~ - - 0 1 2 3 4 
2) Balance ln standin g position- 0 1 2 3 4 
3) 1\Talk \\'i thin cubicl e-- - - ------ 0 1 2 3 4 
4) Walk forHard (.20 feet)------ ·- 0 1 2 3 4 
5) Turn 180 degrees-----~~------ 0 1 2 3 4 
6) Sit from standing - - - - - - - - - - - 0 1 2 3 4 

VI. Bathroom Activities 
1) Enter and approach - - - ~ - - - - ~ - 0 1 2 3 4 
2) Transfer onto toilet--------- 0 1 2 3 4 
3) i\lanage clothing (before)----- 0 l 2 3 4 
4) Use toilet paper------------- 0 1 2 3 4 
5) nanage clothing (after) ~- -- -- 0 1 2 3 4 
6) Transfer off toilet - - - - - - - - - 0 1 2 3 4 

VII. Feeding 
1) Cold or hot drinks----------- 0 1 2 3 .4 
2) Soup or cereo.ls - - - - - - - - - - - - - 0 1 2 3 4 
3) Finger foods - - - - - - - ~ - - - - ~ - - - 0 1 2 3 4 
4) Solid foods - - - - - - - - - - - - - - - - - 0 1 2 3 4 
5) Hard to manage foods -- ·~ ----- 0 1 2 3 4 
6) Cut meat - - - - - - - - - - - - - - - - - - - - 0 1 2 3 4 
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VIII. Care of Possessions 
1) Manage draHer--------------- - 0 
2) Mana ge cabinet------- - ------- 0 
3) Manage curtain for pr1vacy--- 0 
4) Man ag e us e of s afety p1n -- - - - 0 
5) Put garment on hang e r------- - 0 
6) Pick up object fro m floor---- 0 

I X. Interper s ona l Relations 
1) Count change - -- - - ~- -- -- -- - - - 0 
2) Us e a dial phone ------------- 0 
3) Understand signs------- - ----- 0 
4) Pick up pencil and write 

name ------------------------ 0 
5) Interest 1n personal 

app earance---------- - -------- 0 
6) Participa tion 1n social 

activity -------------------- 0 

End of Day Activities 

X. Undressing 
1) Shoes off ------ - ------------ 0 
2) Slippers off ------~--- - ---- - 0 
3) Socks off ------------------- 0 
4) Trou s ers of f -------------- - - 0 
5) Shirt off ------------------- 0 
6) Sleepwear on --------- - ------ 0 

XI. Transfer to Beu 
1) Prepare for transfer -------- 0 
2) Transfer to edge of bed-- - --- 0 
3) Position self------~--------- 0 
4) Place feet under covers------ 0 
5) Lie down -----~----------- - -- 0 
6) Adjust position for 

comfort---------------------- 0 

-------- --

1 
1 
1 
1 
1 
1 

1 
1 
1 

1 

1 

1 

1 
1 
1 
1 
l 
1 

1 
1 
1 
l 
1 

1 

2 
2 
2 
2 
2 
2 

2 
2 
2 

2 

2 

2 

2 
2 
2 
2 
2 
2 

2 
2 
2 
2 
2 

2 

3 
3 
3 
3 
3 
3 

3 
3 
3 

3 

3 

3 

3 
3 
3 
3 
3 
3 

3 
3 
3 
3 
3 

3 

Dinners t e in , A . J . , Lowen t h a 1 , ~·L , & De x t e r , } I. Eva 1 u a -
tion of a rating scale of abili ty 111 activities of 
d a. i 1 y 1 i vi n g . Archives o f Ph y s i c a 1 r~ I e d i c in e and R e -
habi1itatio~, 1965, 46, 583-58 4 . 
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4 
4 
4 
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4 
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4 

4 

4 

4 
4 
4 
4 
4 
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4 
4 
4 
4 
4 

4 
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Information Sheet 

1. Age 

2. Level of Injury 
---

3. Type of trauma (circle one) 

auto accident 

gunshot wound 

athletic injury 

industrial accident 

diving accident 

other 

4. Date of injury -----

5. Marital Status (circle one) 

single 

6. Occupation 

married 

-----------------

divorced 

7. Pre-injury hobbies or special interests 

widowed 
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BODY - CATHEXIS SCALE 

On the follo\vin g pages are list ed a numb ~ r of thin gs 
characteristic of yourself or related to you . You are 
a s ked to indicate H h i c h t h in g s you aT e s at i s :[ i c d '·\· i t h 
exactly as they ar e , ,..,-hich thing s you horry about and 
\..; o u 1 d 1 ike to change i f it were p o s s j b l e , an c1 ,,,- h j c h thin gs 
you have no f e c 1 in g s about on e v: a y or the o t h c r . 

Consider each item list ed below ancJ encircle the 
number which best represents your fee lin gs according to 
the f o 11 o '"in g scale : 

1-- Have strong feelin gs and Hish change could 
somcho\v be made. 

2-- Do not lik ~ , but can put up ~it h. 

3-- Have no particular feelings on e way or th e 
other. 

4 - ·- Am s at i s f i e d . 

5-- Consider myself fortunate. 

Hair 1 2 3 

Facial complexion 1 2 3 

Appetite 1 2 3 

Hands 1 2 3 

Distribution of hair over body 1 2 3 

Nose 1 2 3 

Fingers 1 2 7 
..) 

Elimination l 2 3 

\\ris ts 1 2 3 

Breathing 1 2 3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 

s 

5 

5 

5 

5 

5 

5 

5 

5 
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Waist 1 2 3 4 5 

Energy level 1 2 3 4 5 

Back 1 2 3 4 5 

Ears 1 2 3 4 5 

Chin 1 2 3 4 5 

Exercise 1 2 3 4 5 

Ankles 1 2 3 4 5 

Neck 1 2 3 4 5 

Shape of he o. d 1 2 3 4 5 

Body build 1 2 3 4 5 

Profile 1 2 3 4 5 

Hei aht .::-> 
1 2 3 4 5 

Age 1 2 3 4 5 

Width of shoulders 1 2 3 4 5 

Arms 1 2 3 4 5 

Chest 1 2 3 4 5 

Eyes 1 2 3 4 5 

Digestion 1 2 3 4 5 

Hips 1 2 3 4 5 

Skin texture 1 2 3 4 5 

Lips 1 2 '7 4 5 .) 

Legs 1 2 3 4 s 

Teeth 1 2 3 4 5 
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For e he ad 1 2 3 4 

Feet 1 2 3 4 

Sleep 1 2 3 4 

Vo ice 1 2 3 4 

He a lth 1 2 3 4 

Se x activit i e s 1 2 3 4 

Knee s 1 2 3 4 

Pos t ure 1 7 3 4 L. 

Face 1 2 3 4 

We ight 1 2 3 4 

Sex (male or femal e ) 1 2 3 4 

Back Vle ·h· o f head 1 2 3 4 

Trunk 1 2 3 4 

Secord, P . F ., & Jourard, S . M. Th e ap p r aisal of body
cathexis : bo dy-cathexi s and the sel f . J ou rn a l o f 
Consulting Psychology , 195 3 , !2_, 343-344. 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 
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Subjects' Paired Scores 

Subject ADL Score B-C Score 

1 115 16 7 

2 193 148 

3 43 1 70 

4 74 1 72 

5 191 160 

6 24 223 

7 116 172 

8 30 165 

9 9 1 76 

10 27 184 

11 30 1 72 

12 205 152 

n = 12 
-
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