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ABSTRACT
The goal of this qualitative case study was to describe the experience of one
service member‟s decision of whether or not to return to duty (RTD) following limb
amputation. The participants included a combat-wounded amputee and an occupational
therapist who worked with the amputee during his period of transition. Participants were
interviewed over the phone. Data from the interviews was transcribed and analyzed by a
manual coding process. The service member completed a self-report questionnaire called
the Values in Action Inventory of Strengths. Four themes were found: 1) the decision to
RTD takes a long time, 2) life factors before injury impact the decision to RTD, 3)
physical factors impact the decision to RTD, and 4) injury defined a new path in life post
rehabilitation. Being able to predict at an early stage which direction an injured service
member is most likely to follow will be a great advantage for both the individual and the
military that employs them. The results of this study will help the military to support
service members with amputations who decide to RTD or not, and to focus rehabilitation
efforts in the appropriate direction.
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CHAPTER 1

The number of military service members surviving combat injuries has increased
due to improvements in modern body armor and medical technology (Gawande, 2004;
Goldberg, 2010). However, even modern body armor has not been able to protect service
members from limb trauma caused by the increased use of improvised explosive devices
(IEDs) in Iraq and Afghanistan (Gawande, 2004; Stinner, Burns, Kirk, & Ficke, 2010).
The percentage of injured service members who become amputees as a result of their
combat injuries is nearly double what it has been in previous times of war (Perkins,
De‟Ath, Sharp, & Tai, 2012). The Department of Defense 2012 casualty report for
Operation Iraqi Freedom, Operation New Dawn, and Operation Enduring Freedom shows
5,065 service members killed in action, with 47,812 service members wounded in action.
Through 2008, there were 800 - 1,200 reported counts of traumatic limb loss of military
service members in Iraq and Afghanistan (Fitzpatrick & Pasquina, 2010; Karmarkar,
Collins, Wichman, Franklin, Fitzgerald, Dicianno, Pasquina, & Cooper, 2009). Of 815
service members who received amputations from combat injuries, “29% have had
transtibial amputations, 27% transfemoral, 22% upper limb, and 21% have lost more than
one major limb” (Fitzpatrick & Pasquina, 2010. p. 13). Due to improved medical and
rehabilitation technology, more service member amputees have been able to return to
combat duty in today‟s conflicts than in previous wars (Gailey, McFarland, Cooper,
Czerniecki, Gambel, Hubbard, Maynard, Smith, Raya, & Reiber, 2010). They face the
difficult decision of returning to their previous duty, taking a different job within the
military, or leaving the military entirely. Little has been reported on the combination of
1

factors that contribute to their decision. The army has a strong interest in this subject due
to the high number of service members who have been injured by weapons such as IEDs
and rocket propelled grenades. However it is just beginning to perform research related to
return to duty after limb trauma.
Returning to work after limb loss can be a very difficult transition. Rehabilitation
is needed to build up strength and to learn how to use prostheses and other adaptive
equipment (Gulick, 2011). Occupational therapy helps by addressing adaptations and
compensations that are needed in areas of occupation, helping to re-create a sense of selfefficacy, and re-establishing life roles (Radomski & Trombly, 2007). After physical
rehabilitation is completed, amputees must learn to deal with any lasting side effects from
their limb loss such as a decrease in occupational performance skills, physical pain or
psychological trauma.

Returning to Work After Amputation
Returning to work after amputation may require a change in job duties. Recent
research on returning to work after an amputation is difficult to find. In Millstein, Bain &
Hunter‟s 1985 study of Canadian industrial workers who sustained amputations, 89% of
the participants decided to return to work. Of these, 75% went back to a different worker
role, one that was less physically intense and more cognitively challenging. Participants
who sustained an upper limb amputation were more likely to return to work than those
with a lower limb amputation. Participants who were female and/or older age were less
likely to return to work. Workers who sustained multiple amputations were even less

2

likely to return to work. However, only 25% of the study participants with multiple
injuries did not return to work. This may indicate how important it is for an individual to
retain a worker role. Reasons for this could include financial needs and personal
motivation to return to a normal routine.
The factors that were listed by amputees as most influential to their successful
return to work in the Millstein, Bain, and Hunter (1985) study were:


Amputee‟s own attitude



Amputee‟s own skill



Positive employer attitude



Vocational services

The researchers listed the factors contributing to successful return to work as:
demographic factors (male and age under 45), more frequent wearing of prosthesis,
amputation level (single limb amputations, higher than partial hand or foot), lower levels
of phantom limb pain and residual limb pain, and vocational services support.
Psychosocial factors were not within the scope of the study (Millstein, Bain, & Hunter,
1985).
An important point is made by the authors relating to the difficulty of determining
specific predictors of successful return to work after an amputation related injury.
The identification of variables that influence rehabilitation is an important means
of developing effective treatment services. However, it must be noted that these
factors are not intended to be criteria which lead to the provision or withholding
of services. Each patient should be offered every service available, despite the
3

presence of factors which may make their rehabilitation more difficult. It is also
noted that the presence of one factor in and of itself, is not a sufficient predictor of
rehabilitation outcome. It is the combination of factors that each patient brings to
his rehabilitation, together with the multiple services that are deemed necessary,
that will lead to success (Millstein, Bain, & Hunter, 1985, p. 77).
The authors call attention to the fact that each individual with an amputation-related
injury has a unique situation and will need individualized rehabilitation services to
achieve success.
More research exists in the areas of returning to previous work roles for
individuals with stroke (Baldwin & Brusco, 2011; Culler, Wang, Byers & Trierweiler,
2011), traumatic brain injury (TBI) (Abreu, Seale, Podlesak, & Hartley, 1995; Drake,
Gray, Yoder, Pramuka & Llewllyn, 2000; Han, Suzuki, Drake, Jak, Houston, & Bondi,
2009), and post-traumatic stress disorder (PTSD) (Fort, Bouffard, Charnay, Bernard,
Boisson, Laumon & Hours, 2011) than for traumatic limb loss (Gailey et al., 2010;
Karmarkar et al., 2009). The literature in these areas of research reveal that a
combination of physical, mental and economic factors contribute to an individuals‟
successful return to work, and can include but are not limited to issues such as adapting
to physical disability and adapting to mental disability (Fort et al., 2011). More details are
provided in chapter 2.
In this case study, the term “return to duty” (RTD) will be used to describe the act
of a service member returning to an employee role in the military. Returning to a worker
role can be a very difficult undertaking. If employers are not understanding and willing to
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accommodate a worker‟s newly acquired disability, returning to work may be impossible.
If employees are not willing to adapt their work tasks, routines, and environments it may
be impossible for them to succeed in a job that they excelled in previously. Factors
outside of the work environment such as family relationships, mental health, activities of
daily living (ADL) routines and community mobility can impact in individual‟s ability to
be successful at work.
Being able to predict a service member‟s likelihood of RTD post amputation, and
learning what factors are important for a successful transition, will allow the military
rehabilitation teams, including occupational therapists, to better serve their clients.
Intervention goals can be better tailored to achieve the outcome of returning to their
previous role of military duty, transitioning to an alternative military role or transitioning
into civilian life. This case study can provide knowledge of one service member‟s
experience in deciding whether or not to return to work after sustaining limb trauma, and
to describe what factors contributed to his decision.

Problem Statement
Little is known about the period of transition when the decision is made of
whether or not to RTD for military service member amputees. It is unclear at what point
in the rehabilitation process the injured service member is ready to consciously make the
decision of whether or not to RTD. It takes a significant time commitment to rebuild
strength and learn to use prosthesis with skill after sustaining the loss of a limb. It takes
additional time and resources to retrain an injured service member for combat situations.

5

Being able to predict at an early stage which direction the injured service member is most
likely to follow would be a great advantage for both the individual and the military that
employs them. Due to the lack of research describing the predictors of successful RTD
after limb trauma, research on this important topic is warranted.

Purpose Statement
The primary objective of this study is to describe the period of transition from
injury to successful completion of rehabilitation of one combat-wounded service member
with limb loss, which led to making a decision of whether to RTD. At this stage in the
research, the experience of a military service member returning to a worker role after
sustaining limb trauma will be generally defined as RTD.

Research Questions
Grand question: What factors contributed to an individual service member‟s
decision of whether to RTD?
Additional sub-questions that were considered are:


What valued occupations contributed to their decision?



What change in habits and routines contributed to their decision?



What personal factors contributed to the individual‟s decision?



What employment or other contextual factors contributed to the individual‟s
decision?
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What impact did the individual‟s rehabilitation team have on their decision?



How does the individual describe their personal characteristics, such as selfesteem and motivation?



What impact do their personal characteristics have on their decision?

Definitions
Amputation: Also referred to as “traumatic limb loss”: the surgical removal of one or
more limbs due to medical necessity related to disease or a traumatic event (Radomski &
Trombly, 2007).
Ecology of Human Performance: Theoretical framework for use in occupational therapy
assessment and intervention with a strong focus on how clients interact with their
temporal, social, cultural and physical contexts (Dunn, Brown, & McGuigan, 1994).
Lifestyle performance model: Theoretical framework for use in occupational therapy
assessment and intervention. Based on the interrelatedness of the client, their
environment, their activity participation and their self reported quality of life (Fidler,
1996).
MOHO: Model of human occupation. Theoretical framework for use in occupational
therapy assessment and intervention. Key components of this framework are a client‟s
volition, habituation, and performance capacity, within their physical and sociocultural
context (Kielhofner, 2008).
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OIF/OEF: Operation Iraqi Freedom/Operation Enduring Freedom (Gailey et al., 2010).
“Current military operations in Iraq (OIF) and Afghanistan (OEF)” (Gaylord, 2006 p.
349).
Occupation: “The doing of work, play, or activities of daily living within a temporal,
physical, and sociocultural context that characterizes much of human life” (Kielhofner,
2008, p. 5).
PEO: Person, environment and occupational performance model. Theoretical framework
for use in occupational therapy to assess and provide intervention for a client‟s deficits in
occupational performance. Occupational performance is defined as being the intersection
of the client, their environment, and the client‟s occupations (Baum & Law, 1997).
RTD: Return to duty. For the purposes of this study, the definition of RTD is returning to
a worker role in the military.
SM: Service member. An active duty employee of one of the branches of the United
States armed forces.
Volition: an occupational therapy term referring to an individuals‟ inherent interest and
meaning garnered from an occupation (Kielhofner, Braveman, Baron, Fisher, Hammel &
Littleton, 1999); “an individual‟s personal causation, values, and interests” (Baron &
Littleton, 1998).
Work: “continuing occupation in the production of supplies and services for payment
(Vestling, Tufvesson & Iwarsson, 2003, p. 28).
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Significance of the Study
This study is important because of the nature of modern warfare in Iraq and
Afghanistan. Weapons such as IEDs, mortars, and rocket propelled grenades are used
frequently against U.S. military service members and are frequently the cause of injuries
resulting in limb loss (Smurr, Gulick, Yancosek, & Gantz, 2008). The military needs
more information on how to help identify at an early stage which of these individuals will
likely elect to RTD. Those who RTD will receive more training and those who do not
will separate from the military. In either case, they will receive appropriate levels of
rehabilitation to recover from their injuries.
Occupational therapists are responsible for evaluating clients to determine their
level of function in areas of occupation, which include activities of daily living,
instrumental activities of daily living, rest and sleep, education, work, play, leisure, and
social participation (AOTA, 2008). Occupational therapy provides valuable
rehabilitation to clients who are returning to work (Brewin & Hazell, 2004). Two
assessments that have been found useful for evaluating a client whose goal is to return to
work are the Worker Role Interview (Fisher, 1998), and Functional Capacity Evaluations
(Gibson & Strong, 2003; Cheng & Cheng, 2011). Occupational therapists also perform
job site analysis to assist in a safe transition back to work for their clients (Helm, Powell
& Nieuwenhuijsen, 1999).
Occupational therapists have an important role in the rehabilitation of clients who
have had amputations (Gulick, 2011). In the United States, there are an estimated
130,000 clients discharged each year with a newly acquired amputation due to trauma,
congenital malformation or disease (Dillingham, Pezzin, & MacKenzie, 2002). Clients
9

with newly acquired amputations have to relearn many life skills, adjust to using and
caring for a prosthesis, and create new routines to accomplish tasks that are important to
them (Gulick, 2011). This study provides a look at factors that deserve consideration
when determining intervention outcomes for service members with traumatic limb
amputations who are transitioning back to work with their newly acquired disability.

Role of the Researcher
The researcher chose this case study topic in order to examine in rich detail a
condition that is relevant to occupational therapy acute rehabilitation. The opportunity to
participate in this research came about through a larger study being performed by the US
Army Research Institute of Environmental Medicine (USARIEM). The researcher had no
connection to the military but did have some preconceived ideas about military culture
that may have influenced data analysis. These beliefs included inefficiencies within the
military‟s benefits and medical services creating long wait times and problems with
billing, filing claims, scheduling appointments, and receiving adaptive equipment that
would create an attitude of dissatisfaction in the injured service member. Another
assumption about military culture was that combat service members have the attitude of
being tough and would have a sense of duty to return to work post injury, which may
include learning how to use their prosthesis or prostheses in a combat environment. An
assumption related to personal factors of the injured service member was that they would
have experienced psychosocial issues such as family tension as well as comorbidities
such as TBI, PTSD, anxiety and depression that resulted from their direct combat
experience.
10

An initial assumption about recruitment for this study was that participants would
be unknown to the researchers at the beginning of the study, but this is now known to be
unlikely. One of the primary researchers over the larger USARIEM study recruited
among patients she knew in therapy. She may have already been familiar with the reasons
that influenced the individual to RTD or not. Another assumption about recruitment for a
qualitative study was that it would be difficult to recruit without some kind of
compensation, as is often the case with quantitative studies. The researcher has tried to
mitigate these biases by journaling about these ideas and bracketing in order to put into
words the biases that exist and to set them aside to the extent possible so that they did not
influence this qualitative research.

Limitations
A limitation to this case study is that it only presents one individual‟s view of the
decision of whether or not to RTD. There are many factors that can contribute to this kind
of a life-altering decision and this one individual may or may not represent the typical
experience - if there is a typical experience. The larger USARIEM study will be
gathering data from many more subjects and will be able to provide a more representative
sample. Another limitation is that the researcher has no prior qualitative research
experience, and therefore may not produce the fullest, richest description possible during
the interview and data analysis processes. Additionally, the researcher will not be
conducting the other interviews in the larger study, which may cause some
inconsistencies in the data between this one case study and the other interview data
collected as part of the larger study.
11

Amputation rehabilitation is an area that is lacking in research. Amputations are a
serious injury within the military that are becoming more in more common with warfare
tactics used in the OIF/OEF conflicts against American soldiers. Occupational therapy
has an important role in amputation rehabilitation. This case study is an effort to begin to
expand the research available on this topic.
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CHAPTER 2

There is lack of research on the subject of predictive factors for successfully
returning to worker roles in individuals with amputated limbs. The army has a strong
interest in this due to the high numbers of service members who have been injured by
warfare involving IEDs, mortars, and rocket propelled grenades (Smurr et al., 2008).
There appears to be more research in the areas of return to work roles for individuals
with stroke (Baldwin & Brusco, 2011; Culler et al., 2011), acquired brain injury
(ABI)/traumatic brain injury (TBI) (Drake et al., 2000; Han et al., 2009; Abreu et al.,
1995), and the psychological condition of PTSD (Fort et al., 2011). This case study will
provide an in-depth look at one service member‟s decision to return to a worker role in
the military, or RTD after having a limb amputated.

Amputations
Loss of a limb can be a devastating experience, leading to permanent changes in
important life roles. Even loss of part of one hand can have an extreme effect on an
individual‟s roles in life. In one study of partial hand amputations “41.2% were able to
return to the same job, 35.3% had to change their job and 23.5% had to retire due to the
injury” (Burger, Maver & Marincek, 2007, p. 1318). Lower level limb loss can affect an
individual‟s worker role, and it can become even more of a problem as limb loss levels
get higher. Studies of veteran lower extremity amputees reveal that higher levels of
amputations lead to significantly lower levels of physical activity and more difficulty
with ADLs and instrumental activities of daily living (IADLs) (Gailey et al., 2010;
13

Karmarkar et al., 2009). If they have trouble with ADLs and IADLs, they will certainly
have trouble with work duties. Returning to work for this population may be extremely
difficult if not impossible.

Levels of Amputation
Amputation level can predict whether or not someone successfully returns to
work. Lower level amputations are more likely to return to work and higher levels are
less likely (Hebert & Ashworth, 2006). The most common levels of amputations that
occupational therapists address include:


Transhumeral amputation: surgical removal of an upper limb across the humerus,
above the elbow (Radomski & Trombly, 2008). 22% of combat related
amputations are upper limb amputations (Fitzpatrick & Pasquina, 2010).



Transradial amputation: surgical removal of an upper limb across the radius and
ulna bones, below the elbow (Radomski & Trombly, 2008). 22% of combat
related amputations are upper limb amputations (Fitzpatrick & Pasquina, 2010).



Additional levels of amputation can occur at the wrist, at the elbow, at the
shoulder, beyond the shoulder (forequarter), at the ankle, below the knee, above
the knee, at the hip, and beyond the hip (hindquarter) (Radomski & Trombly,
2008).

See figure 1 for a diagram of upper extremity amputation levels.
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Figure 1 Levels of Amputations for Upper Extremity
Source: Radomski, M. V., & Trombly Latham, C. A. (Eds.). (2007). Occupational therapy for
physical dysfunction (6th ed.). Baltimore, MD: Lippincott Williams & Wilkins

Prosthetic Use
Prostheses are complex pieces of adaptive technology that can provide lifechanging assistance to individuals with limb loss. Occupational therapists play an
important role in helping clients achieve functional competency with their prostheses.
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Individuals who use their prostheses are more likely to return to work (Hebert &
Ashworth, 2006). Prosthesis use is also associated with higher levels of activity, which
can lead to feelings of a fuller life, increasing an amputee‟s perception of their quality of
life (Gailey et al., 2010). A prosthesis can restore functional independence both at work
and in other environments to an individual with acquired limb loss.
There are many different types of prosthetics available. The four main types are:


Body-powered: prostheses engineered to be operated with movements of the body
using tension of cables (Radomski & Trombly, 2008).



Externally powered: prostheses for upper extremity (UE) amputations and are
controlled by switches or electromyographic (EMG) signals (Radomski &
Trombly, 2008).



Myoelectric: prostheses for UE amputations and are powered by muscles of the
residual limb, which are connected to the prosthesis by electrodes. (Radomski &
Trombly, 2008).



Hybrid: prostheses that use both body power and electrical power to operate
(Radomski & Trombly, 2008).

Service members with amputations receive one of each of the first three prostheses listed
above, and sometimes the fourth type of prosthesis (Smurr et al., 2008). Prosthetics come
with different options for terminal devices. These can include hooks, cosmetic silicone
hands, and other terminal devices for specific tasks such as gripping the handlebar of a
bicycle. (Radomski & Trombly, 2008).

16

Not every individual with limb loss uses their prosthesis and not all of them who
use prostheses do so for the same length of time. More individuals with lower limb
amputations use prosthesis than individuals with upper limb amputations (Raichle,
Hanley, Molton, Kadel, Campbell, Phelps, Ehde, & Smith, 2008). Eighty four percent of
amputees with a lower limb amputation use a prosthesis for 8-16 hours per day. One
explanation for this may be that the alternative to donning a lower limb prosthesis is
using another assistive device for mobility such as a wheelchair. A wheelchair can be a
barrier when traveling to places that are not wheelchair accessible. Wheelchairs are more
noticeable, create a height barrier for social interactions, and have stronger negative
social stigma. These factors may provide motivation for individuals with lower limb loss
to use their lower limb prostheses. Individuals with lower limb loss use prostheses at
different rates and frequencies.
Individuals with upper limb loss also use prostheses at different rates and
frequencies. Fifty six percent of amputees with an upper limb amputation use a prosthesis
for 5-15 hours per day, for two to four weeks per month (Raichle et al., 2008). One
reason for the low rate and frequency of prosthesis use for individuals with upper limb
loss may be that upper limb prostheses can be more noticeable than lower limb
prostheses, which can be easily concealed by wearing long pants and shoes. In a study by
Burger, Maver & Marincek (2007), participants were less likely to wear a prosthesis if it
was not functional. A cosmetic prosthesis was reported to be unhelpful to more than two
thirds of the study subjects. Primarily it was helpful for those whose jobs required social
contact, for those with higher education. For military service members, officers of higher
rank may be more likely to wear a cosmetic prosthesis. The terminal devices that are the
17

most functional are also the ones that look least like a natural hand (Radomski &
Trombly, 2008). Some individuals may not be able to afford both a functional and
cosmetic terminal device. For those with only a functional terminal device, the attention
drawn to it when they are wearing their prosthesis in public may create feelings of selfconsciousness and may be a motivating factor to wear it less frequently. Prosthetics
bring with them an on-going expense for replacement parts and follow-up visits, which is
another possible reason for their rate of disuse (Fitzpatrick & Pasquina, 2010). The use of
prostheses seems to be contingent on the practicalities of appearance, convenience and
comfort.
Amputation level can affect the rate and frequency of prosthesis use for both
upper and lower limbs. Shorter residual limbs have fewer muscles available to operate a
prosthetic limb, which get progressively heavier as amputation levels get higher
(Radomski & Trombly, 2008). Both upper and lower limb prostheses are worn more
frequently by individuals with distal amputations (Raichle et al., 2008). This may be due
to the weight of the prostheses and the energy required to operate them. However,
evidence shows that amputees who use their prosthesis more frequently are more
successful at returning to work (Millstein, Bain, & Hunter, 1985). This supports the idea
that amputation level is a predicting factor in determining successful return to work.
Prosthesis use among service members is higher than average. A study looking at
prosthesis use in OIF/OEF and Vietnam veteran amputees showed that a high number of
veterans used their prostheses (Gailey et al., 2010). Only 8-17% of OIF/EOF and
Vietnam veterans stopped using their prostheses. Reasons reported for stopping
prosthesis use include pain, a change in how the prosthesis fits their residual limb,
18

cumulative trauma disorder to their unaffected limb, discomfort and inconvenience due to
the prosthesis weighing too much, or too difficult to manage due to bilateral lower
extremity amputations (Gailey et al., 2010; Laferrier, McFarland, Boninger, Cooper, &
Reiber, 2010).
Phantom limb pain or residual limb pain is one factor that may contribute to the
rate and frequency of prosthesis use. Lower limb amputees who report phantom limb pain
or residual limb pain are less likely to use their prosthesis (Raichle et al., 2008) and are
less likely to return to work (Millstein, Bain, & Hunter, 1985). They may be less likely to
use their prosthesis because the physical contact of the connection between the prosthesis
and the residual limb may aggravate the pain they are experiencing. High pain levels may
interfere with the individuals‟ ability to function in daily work tasks and to keep a regular
work schedule.

Occupational Performance
Upper extremity and lower extremity amputations have different types of impact
on occupational performance. Individuals with lower extremity amputations must learn
mobility skills, such as using a wheelchair for getting around, or using prostheses to relearn skills such as walking, sitting and standing. Individuals with upper extremity
amputations must re-learn many routine fine motor activities such as buttoning clothing,
making coffee, using a telephone, and drinking from a glass.
Occupational therapists (OTs) primarily work with individuals who have UE limb
loss. In a study of Vietnam and OIF/OEF veterans, functional performance in
19

occupational tasks was more successful for those with a perception of higher quality of
life and for those who used their prostheses consistently (Gailey et al., 2010). An
important part of an OT‟s role in working with this population is to train them on how to
operate their prostheses.
OTs provide invaluable support to amputees whose daily routines must be reestablished. This includes both home and work routines. For service members, their
work routines may include occupational tasks such as assembling and loading weapons,
packing and unpacking a rucksack, and operating communications equipment and other
high-tech pieces of equipment. Service members‟ routines also include a lot of gross
motor tasks such as running, climbing, squatting, and rolling that require speed and high
energy output. Fine motor and gross motor tasks can become too much of a challenge for
service members who have lost limbs. The job requirements of an amputee‟s previous job
will dictate to a large extent their ability to return to the same position. In one study of
industrial workers, “more heavy manual workers than non-manual workers had to change
their job or retire after the amputation” (Burger, Maver & Marincek, 2007, p. 1318).
Service members with combat-related roles may have to plan to return to the military in a
different, less physically demanding capacity.

Predictors of Return to Work After Traumatic Injury
Returning to work after traumatic injury is a difficult journey. Many factors have
been shown to predict successful return to work, including psychosocial factors, physical
symptoms, environmental barriers, internal character strengths, male gender, marital
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status, age, higher level of education and even genetic makeup (King, 1998; Han et al.,
2009; Lydell, Grahn, Mansson, Baigi, & Marklund, 2009). The following sections
discuss some of these factors in greater detail. What follows is not all specific to service
members with amputations. The factors discussed are common to many conditions that
require rehabilitation before returning to work and are helpful for beginning to
understand predictors of RTD for service members with combat-related amputations.
Psychosocial factors.
Psychosocial factors can predict successful return to work for individuals with
many different conditions, including musculoskeletal disorders (Bartys, Burton & Main,
2005). One study looked at psychosocial factors that contributed to the decision of
Marine recruits with musculoskeletal injuries of whether or not to RTD after being
injured during basic training (Booth-Kewley, Larson, & Highfill-McRoy, 2009). The
authors found significant RTD predictors including the recruits‟ expectations of their
level of success in the military, their military career aspirations, their level of
psychological health, and their sense of volition. These predictors are also supported by
Gambel (2010). This research indicates that service members with greater psychological
strength and internal drive are more likely to RTD.
Service members with less psychological resources may struggle more to RTD.
Low self-efficacy has been shown to lead to low success rates in returning to work due to
failure of coping skills (MacKenzie et al., 2006). The stress of serving in a military role
may be too much to bear without adequate stress management skills. Being adequately
trained and having a strong personal support system help to alleviate stress levels and are
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additional factors that predict RTD (Gambel, 2010). Psychological resilience is the result
of a combination of internal and external factors. Without it, RTD is very difficult.
Psychological resilience is an important factor to consider in service members
who are deciding whether or not to RTD. Increasing numbers of military service
members are experiencing mental health symptoms often attributed to PTSD or simply to
the inability to cope with spending time in a combat zone (Gaylord, 2006). A study that
administered a self-report mental health questionnaire to military service members
identified nearly one third of the respondents as scoring within the range recommended
for mental health assessment (Hourani, Williams, & Kress, 2006). A person‟s resiliency
and coping skills, locus of control, and underlying life satisfaction are predictors of
successful return to work after an extended sick leave (Hansen, Edlund, & Henningsson,
2004). Service members with amputations take an extended leave during their recovery
and rehabilitation. Psychological factors may have a strong influence on the decision of a
military service member of whether or not to RTD after serious injury.
Psychological factors such as depression can be a serious barrier for injured
workers successfully returning to work. This is often present in individuals who have
musculoskeletal diagnoses (Malmgren-Olsson & Armelius, 2001). It is likely that in
some cases, psychological suffering leads to an increase in physical symptoms, but it is
just as likely that physical symptoms can lead to an increase in symptoms of depression.
In one study of individuals with musculoskeletal disorders and depression, it was found
that workers with depression had trouble returning to work, and those with greater
depressive symptoms were less likely to return to work (Lloyd, Waghorn, & McHugh,
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2008). Addressing symptoms of depression during rehabilitation may be necessary before
an individual with a musculoskeletal condition is able to successfully return to work.
Mental health is known to be a serious issue for the military. Grieger and Benedek
(2006) estimate that, since 2006, as many as 60,000 veterans who served in OIF and/or
OEF experience psychiatric symptoms. These numbers were recorded six years ago and
are undoubtedly much higher now. Post traumatic stress disorder (PTSD) is one of the
most common psychological consequences of time spent in a combat zone (Brusher,
2007; Gaylord, 2006). It is not necessary to have been physically injured to experience
symptoms of PTSD. However, military veterans who have sustained severe combat
injuries while on active duty are even more likely to have a diagnosis of PTSD than their
non-injured counterparts (Grieger & Benedek, 2006). The stress of experiencing physical
and mental health symptoms simultaneously can lead to delays in recovery. Hansen,
Edlund and Henningsson (2004) noted that psychological factors can cause serious
recovery problems for military service members. Many military service members who
have sustained combat injuries may also present with psychological symptoms that need
to be treated in order to achieve full recovery from their combat injuries.
Psychosocial factors should be considered as part of occupational therapy
intervention. One case study of a woman with a musculoskeletal hand injury showed that
addressing psychosocial factors during her recovery and including them as intervention
outcomes was part of an effective method of treatment (Baron & Littleton, 1998).
Psychosocial factors must be considered for any individual whose change in physical
health status caused them to take time off work.
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Volition.
Volition is a predictor of successful return to work that is found in the literature. It
has been shown that an individual‟s volition related directly to whether or not they will
return to a worker role after an injury (Kielhofner, Braveman, Baron, Fisher, Hammel &
Littleton, 1999). Work has inherent value to many individuals and has a direct impact on
their quality of life (Baldwin & Brusco, 2011; Vestling, Tufvesson & Iwarsson, 2003).
The work someone does can be very meaningful to them. If this is the case, an individual
recovering from a serious injury or condition is more likely to do what it takes to return
to work and to re-establish this meaningful component of their life. Bisiker and
Millinchip (2007) state some of the benefits that individuals receive from returning to a
worker role in the following quote: “Enabling individuals to continue working or
training, and developing towards this, facilitates self-confidence and the maintenance of
family roles, and is often where a significant part of an individual‟s social contact takes
place (p. 262).” This quote indicates that the benefits an individual receives from
returning to work extend beyond the work environment. An individual‟s volition to return
to work may be based on a desire to restore balance to their life as a whole, not just their
life at work.
What happens when an individual lacks motivation to return to work? From a
study of patients with brain injury, “Motivation to return to work may be limited
secondary to psychological factors such as low confidence in one‟s abilities and a fear of
failure upon returning to work” (Stergiou-Kita, 2010, p. 951). An individual with a
change in their physical condition, such as with an amputation, may be afraid of failing
when they return to work. If an individual does not believe that they will be successful at
24

work, they are less likely to be motivated to return to work and are therefore less likely to
return to work. Willingness to return to work in a new role is another predictor of return
to work success (Gambel, 2010; Hebert & Ashworth, 2006). The ability to adapt to a new
role that is less physically demanding may be the only way an individual can return to
work, if the change in their physical abilities precludes them from meeting the job
requirements of their previous position.
Whether or not an individual with limb loss is returning to their previous role,
they need motivation to get through their recovery and adapt to their new physical
condition. Motivation to work hard during rehabilitation and master the prosthesis is an
asset to amputees who wish to return to work (Millstein, Bain, & Hunter, 1985). Without
motivation, there is little chance of successful return to work.
Physical health barriers.
Medical factors and rehabilitation can have an impact on whether or not someone
returns to work. Hebert and Ashworth (2006, p.613) completed a study of traumatic limb
loss in work related accidents and found that “younger age, less injury comorbidity,
shorter length of acute care stay, less time from injury to amputation surgery, and
vocational rehabilitation intervention” were predictors for successful return to work. The
presence of comorbidities is also a factor in successful return to work. In their study,
27.3% of the subjects had additional injuries sustained as a result of the accident (Hebert
& Ashworth, 2006). Additional injuries require additional healing and recovery and may
lead to additional long term health effects. Epstein, Heinemann, and McFarland (2010)
found that the incidence of head injuries sustained comorbidly with combat related limb
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loss during the OIF/OEF conflicts has been twice as frequent compared to head injuries
sustained comorbidly with combat related limb loss from the Vietnam War. Head
injuries are known to have lasting effects such as memory loss and slow cognition (Drake
et al., 2000), which may delay or prevent successful return to work.
Chronic pain is a comorbid symptom to limb loss than may have an influence on
whether or not someone returns to work. A study looking at how long it took road
accident victims to return to work indicated several predictors such as pain and other
unresolved physical issues (Fort et al., 2011). Service members who have combat-related
limb loss are likely to experience chronic pain and other physical ailments acquired from
the traumatic nature of their limb loss (Gambel, 2010). Cognitive side effects of heavy
medication used to treat pain may cause barriers to successfully completing rehabilitation
discharge plans to return to work (Wilson, 2007). Even a work day full of less physically
demanding tasks may be impossible due to the cognitive drain and endurance issues that
pain can induce. Chronic pain may prevent an individual from returning to work.
Socioeconomic and environmental barriers.
Demographic differences such as economic status can influence an individual‟s
likelihood of returning to work. Individuals living in poverty, with no health insurance,
alcohol abuse, and low levels of social support are less likely to successfully return to
work (MacKenzie et al., 2006). Low socioeconomic status may prevent an individual
from successfully returning to work due to a lack of resources and social supports
(Wilson, 2007). Lack of education can prevent individuals from returning to less
physically demanding jobs, many of which require a degree (Smurr et al., 2008). Those
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with lower level jobs are more likely to have job duties that are physically demanding
and may have more difficulty returning to work if environmental adaptations to
accommodate for their newly acquired disability cannot be implemented.
Higher socioeconomic status and greater access to resources may increase the
likelihood that an individual will return to work. A study by Hansen, Edlund and
Henningsson (2004) found that individuals with white collar jobs are more likely to
return to work after a sick leave than individuals in blue collar jobs. Hebert and Ashworth
(2006) found that those with higher income (more than $25,000 annual income) were
more likely to return to work. Those with higher level jobs tend to spend more time at
their desk, are not required to exert high levels of physical activity, and have more
motivation to continue working (retirement savings, health benefits, etc.). This indicates
that higher ranking enlisted service members and officers may be more likely to RTD
than lower-ranking enlisted military service members.
Environmental barriers such as healthcare system red tape can affect successful
return to work. Military healthcare has been found to have slow response times that
produce longer recovery periods, which delays return to work (Jennings, Yoder, Heiner,
Loan, & Bingham, 2008). Another environmental barrier that can influence successful
return to work is lack of community mobility skills (Bisiker & Millinchip, 2007). For
individuals who are unable to drive typical vehicles, they will need to adapt skills for
using public transportation. Adapted vehicles are a good option but can be very
expensive.
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TBI and Return to Work
Traumatic brain injuries (TBI) are a common injury in modern warfare (Epstein et
al., 2010). It is likely that service members who have combat related limb loss also
suffered TBIs. This additional health problem may be a significant factor in their decision
of whether or not to RTD.
There is a large body of research developing on recovery after traumatic brain
injury. Traumatic brain injury can result in permanent changes to a person‟s performance
capacity and their ability to return to their previous job. Symptoms of TBI can include
problems with executive functions and memory (Drake et al., 2000), lack of motivation,
lack of functional and physical independence, poor cognitive abilities, and lack of
compensatory strategies and feedback (Stergiou-Kita, 2010). One study looked at the
meaning of work for individuals with brain injury and determined that the meaning of
work changes after brain injury (Johansson & Tham, 2006). The authors found that social
interactions at work and the routine of a work schedule become more important than
associating a work title with a sense of personal identity. Client-centered treatment had
the best return to work results for individuals with TBI. A study analyzing critical
pathways established for the treatment of TBI patients found many issues with the
cookie-cutter approach to rehabilitation (Abreu, 1995). Occupational therapy‟s emphasis
on a client centered approach is beneficial to determining an intervention plan that best
fits an individual‟s goal for returning to work by taking into account what that transition
means to them.
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Stroke and Return to Work
There is a lot of research available on returning to work after stroke rehabilitation
(Culler et al., 2011; Vestling, Tufvesson & Iwarsson, 2003). Stroke patients experience
deficits in many different areas. A study of stroke patients and whether or not they
returned to work indicated that barriers include body function, body structure, activity
participation, environmental factors and personal factors (Culler et al., 2011). This study
found that non-physical barriers were the most difficult to overcome. One of the most
reliable predictors that the authors found of successful RTW for stroke patients is
“emotional acceptance of disability (p. 326).” Stroke can create visible physical
symptoms as well as invisible symptoms. Returning to work with invisible symptoms
may be challenging when others do not recognize the symptoms and maintain previous
expectations for work performance, which may or may not be attainable.
Endurance is a factor for individuals who are recovering from stroke and
returning to work. One stroke study reported that post stroke working hours decreased for
61% of participants (Vestling, Tufvesson & Iwarsson, 2003). Success in returning to
work hinges on having an employer who is open to working with the individuals‟ stroke
related deficits, which could include returning the individual to a different role in the
organization or adapting their environment to facilitate a more successful work outcome
(Culler et al., 2011). Other predictors of success in returning to work after stroke include
a longer work history pre-stroke, volition to return to work, and acceptance of an adapted
working style due to their acquired disability (Culler et al., 2011). Individuals recovering
from stroke may not be able to return to their previous worker role. A study of clients
with neurological deficits including stroke indicated that with rehabilitation support, the
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clients were able to make progress in returning to work roles, including returning to their
original position, returning to work in a different position, and beginning volunteering
roles (Bisiker & Millinchip, 2007). Individuals recovering from stroke can be successful
in returning to work if they have a supportive working environment with appropriate
adaptations.

Occupational Therapy’s Role in Amputation Rehabilitation
Occupational therapists play a significant role in the rehabilitation of service
members who have had upper limb amputations. Baum (2008, p. 2) defined an
occupational therapists‟ role in the military as helping
wounded warriors return to their military roles and responsibilities or transition
into civilian life; we do this by helping them to develop or regain the skills and
strategies that allow them to be successful in all areas of their lives.
This is consistent with the domain of occupational therapy as described in AOTA‟s
Occupational Therapy Practice Framework (2008).
Smurr et al. (2008) describe the amputee protocol used at the amputation unit of
Walter Reed National Military Medical Center. There are five stages of recovery, as seen
below in figure 2.
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Figure 2 Amputee Protocol Stages
Occupational therapists are involved in the rehabilitation process for upper
extremities from the acute phase through discharge (Gulick, 2011; Smurr et al., 2008).
Smurr et al. (2008) describe the role of the occupational therapist during the acute
management stage as including the following components:


Completing a comprehensive evaluation



Desensitization of the residual limb



Scar management



Wound healing



Edema control



Pain control



Gross motor activity



Psychological support



ADL retraining



Prosthesis
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Client education

Desensitization of the residual limb is important to prepare the limb for future functional
use and contact with a prosthesis, although they may or may not use a prosthesis. Edema
control and range of motion exercises are undertaken to promote future functional
capacity (Baum, 2008; Smurr et al., 2008).
Occupational Therapy Intervention during Pre-Prosthetic Training, Prosthetic
Training, and Advanced Prosthetic Training focuses on:


Client education



Donning and doffing the prosthesis



Prosthesis operation



Range of motion



Strengthening exercises



Complex ADLs (both with and without prosthesis)



Change of hand dominance and handwriting skills (if necessary)



Adaptive equipment training



Maintenance and care of prosthesis



Residual limb care (Smurr et al., 2008)

Service members are given several different types of prostheses and are trained in how to
operate each one. Checking the residual limb for skin integrity is introduced to the
service member by the OT as a new essential part of their daily routine. Occupational
therapy at this stage of amputation recovery is occupation-based and client centered
(Smurr et al., 2008).
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The discharge stage is when final preparations for community reintegration are
completed. Occupational therapists plan for discharge during the entire recovery process
from the initial evaluation and goal setting (Smurr et al., 2008). Occupational therapists
are even involved post discharge for military veterans who decide to separate from
military service by helping them with home safety assessment, home adaptations and
integrating back into the community (Smurr et al., 2008; Baum, 2008). Service members
with upper extremity amputations receive extensive occupational therapy services to help
them reach their recovery goals.

Quality of Life
Remediation of functional skills is not the only focus of therapy. “The goals of
rehabilitation after major limb loss include not only functional restoration but also a
return to a high quality of life (QOL)” (Epstein, Heinemann & McFarland, 2010, p. 373).
Quality of life is a perspective of the individual that combines personal factors,
contextual factors, performance skills. A study looking at quality of life in amputees from
the Vietnam and OIF/OEF conflicts found that veterans from the Vietnam war had better
self reported quality of life than those from the more recent OIF/OEF conflicts if they
have more than one amputation and/or were more content with the use of their prostheses
(Epstein, Heineman & McFarland, 2010). Those with depression reported significantly
worse quality of life, and Vietnam veterans reported lower total levels of quality of life
than OIF/OEF veterans, which may reflect the development of additional comorbidities
due to their higher age (Epstein, Heinemann & McFarland, 2010). Occupational therapy
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is able to contribute to a service member‟s quality of life by helping them to have success
in returning to previous roles or adapting to new roles post amputation injury.

Summary
There is not a lot of research available on predictors of RTD for service members
with combat-related amputation injuries. Literature looking at return to work predictors
for individuals with other conditions such as stroke and TBI can help to provide a
baseline for what to expect for the amputation population. More research is needed on
this subject. Level of amputation, comorbidities, and ability to complete job duties are
predictors of successful RTD. Occupational therapists play an important role in helping
service members recover from their amputation injuries and reach their post rehabilitation
goals.
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CHAPTER 3

Overview of Research Design
This study design was a qualitative case study. A case study is defined as an indepth look at one specific situation, using multiple sources of data, to uncover and
describe existing themes (Creswell, 2007, p. 73). Permission for conducting this study
was obtained from the Eastern Kentucky University Institutional Review Board (IRB) on
August 29, 2012. After obtaining IRB approval, the researcher gathered data on two
participants, the service member and the OT, as part of a larger study led by USARIEM
looking at total 20-30 participants. Data was collected through interviews and the
completion of a self-report questionnaire. Participants were purposefully selected, not
randomized, and no deception was used.

Participants
Participants included one military service member who lost a limb due to combatrelated trauma during active duty, and one member of the rehabilitation team who worked
with the soldier during rehabilitation. Inclusion criteria of the service member includes
being a United States service member who sustained major limb trauma (above the level
of the wrist or ankle) leading to limb loss in combat and who participated in rehabilitation
therapy at Walter Reed National Military Medical Center. The member of the
rehabilitation team must have worked for at least two years with combat-wounded
amputees. Service members with a documented severe brain injury were excluded from
participation based on the nature of the cognitive demands inherent in the open-ended
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questions of the semi-structured interview format. Participants were not excluded due to
age, ethnic status, or overall health status.
The subject was recruited via the USARIEM research project, lead by researchers
stationed at USARIEM: Major Matthew Scherer and Captain Laurel Coffey, with the
assistance of Major Kathleen Yancosek. The subjects are two of about 20-30 individuals
selected to participate in the larger USARIEM study.

Data Collection Methods
One service member and one member of the rehabilitation team were interviewed
for this study. Interviews were conducted by the primary researcher and took place over
the phone. Before each interview, participants read and signed informed consent forms
(See Appendix A) and sent them to the researcher, who received them before scheduling
the interviews. At the beginning of each interview, participants were reminded of their
volunteer status and that they could choose to leave the study at any time. Interviews
were semi-structured following an interview protocol (see Appendix B and C) and were
20-75 minutes in length. Interviews were audio-recorded with Audacity software and
were then transcribed verbatim by the primary researcher. The service member
participant completed a self-assessment called the Values in Action Inventory of
Strengths. This is a 240 item questionnaire that ranks 24 character strengths. The
questionnaire was used in this study to identify the service member‟s self reported
character strengths, which used to triangulate the character strengths revealed through the
service member‟s responses to interview questions.
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Data Analysis Methods
Data was analyzed in a qualitative manor using a manual coding and sorting
process. Categorical aggregation was used to analyze the interview data from the OT and
the service member. This analysis method addressed the pre-existing concept of service
members with limb loss and what factors may predict whether or not they return to duty.
Direct interpretation was used to analyze the data of the service member. Patterns were
identified and interview data was collected and sorted into 489 codes and then separated
into 16 separate categories. These were then condensed into four main themes which
represent the main focus of the case study. These are described in chapter 4. The
researcher concluded the analysis of the data by making naturalistic generalizations
which are described in chapter 5.

Verification Methods
The data in this study was reviewed for accuracy by two researchers. The constant
comparative method was used when coding data for themes and analyzing the results.
Triangulation was used through collecting data from self reported questionnaire and
interviews from the subject and rehabilitation therapist. The researcher used reflexivity
by journaling and listing of assumptions and biases before conducting research. Peer
review/peer debriefing was used. A rich, thick description was pulled together from the
data sources.
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CHAPTER 4

The researcher interviewed two individuals for this case study. One was an OT
practitioner and one was a service member who has a combat-related amputation. The OT
practitioner is a female, civilian occupational therapist who has worked at Walter Reed
National Military Medical Center for six years rehabilitating service members with
amputated limbs. The interview lasted for one hour and fifteen minutes. The interview
protocol with full list of interview questions is included in Appendix C. The OT
practitioner worked directly with the service member who was interviewed for this study
during his rehabilitation.
The service member interviewed is a forty year old male of Hispanic background,
who served in the Army for 11 years and 9 months. He retired from the Army in 2006. At
the time of his injury, he was stationed in Baquvah, Iraq. He sustained the loss of his right
arm at the shoulder. Additional demographical information is included in table 1.
Table 1 Service Member Demographics
At time of injury

At time of interview

Marital status

Married/separated

Divorced/ remarried

# of children

2

4

Level of education

Some college

Some college

Rank

Staff Sergeant

N/A

Military Occupation
Specialty (MOS)
Army Physical Fitness Test
(APFT) score

31 Bravo MP

N/A

300

N/A
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The interview lasted for 20 minutes. Interview questions are included in Appendix
B. The service member also completed a 240 question survey called the Values in Action
Inventory of Strengths (see Appendix D). This assessment was developed by a
psychologist and is designed to rank an individual‟s character strengths. Assessment
results are included in this study to provide a picture of the service member‟s selfreported character strengths and how they may have contributed to his decision of
whether to RTD. The service member‟s top six character strengths out of 24 possible
character strengths according to the survey were kindness, love, teamwork, fairness,
gratitude, hope, bravery, leadership and social intelligence. Several of these strengths
were evident from the service member interview:
•

Hope: “I knew that I needed to get better and … I didn‟t want to give up.”
– His hope for recovery helped keep him motivated during his
rehabilitation.

•

Gratitude: “I am so thankful that they were there and that they would not
let me give up.” (speaking about his therapy team) – He is able to attribute
his success in rehab to others.

•

Teamwork: “I was just able to put a softball team together of wounded
warriors here locally” – The service member valued the teamwork
atmosphere of the military and is creating opportunities to experience it
outside of the military.

•

Love: “I have a huge family back home and I knew that they would be
here if I needed anything.” – His family is very important to him.
39

Interview data was coded into 363 separate codes for the interview with the OT
practitioner and 126 separate codes for the interview with the service member. The codes
from both interviews were combined and categorized into 16 categories and are
summarized below.


Attitude



Life roles



Decide to get out



On the fence



Intervention activities



Physical factors



Decide to stay in



Prostheses



Decision to RTD is difficult



Psychological factors



Healing stage



Rehab stage



Job duties



Retire



Level of amputation



Traumatic brain injury

Further analysis of the coded data resulted in four themes, which are displayed in Table 2
with subthemes and related quotes.
Table 2 Themes with Subcategories and Supporting Quotes
Themes

Sub categories

Supporting Quotes

Theme #1

Recovery and

“for them to be able to operate a

Decision to RTD

rehabilitation take a long

prosthetic, or prosthesis I should say,

takes a long time

time

it, it, it takes time, it take muscle
memory. They have to do things

Decision changed over

over and over and over. So, before
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Table 2 (continued)
Themes

Sub categories
time

Supporting Quotes
they can move on to more fun tasks,
it was that type of meaningless

Mental health recovery

stuff” (OT practitioner).

Head injuries are
common among combat
amputee population and
may impact decision
making
Theme #2

Family, job duties, role in

“And they think about you know

Life factors before

the military, education

what if I‟m not physically able to go

injury impacts

level, motivation/level of

out and get a job, the least I can do is

decision to RTD

drive/ambition

stay in, do a desk job for six years
and then my family would be set, for
the rest of our lives” (OT
practitioner).
“if I‟m gonna be gone in a year I
want a job by that point. So, some
were very driven and ambitious in
that respect”
(OT practitioner).

Theme #3

Amputation level impacts

“Depends on the amputation, the
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Table 2 (continued)
Themes
Physical factors

Sub categories
decision to RTD

impact decision to
RTD

Supporting Quotes
number of amputations and the level
of amputations” (OT practitioner).

Other physical factors

“Now as the level gets higher on

impact decision to RTD

either arm or leg amputations it gets
more and more difficult so wrist
disartics, transradials, and even
elbow disartics and transhumerals,
they could, they could do it but once
you start getting into shoulder
disartics and forequarter it would be
really really difficult”
(OT practitioner).
“These are activities they could have
done with their eyes closed before.
But try to throw in there, now you
have a prosthesis on your arm, it, it‟s
difficult”
(OT practitioner).

Theme #4

New job duties

Injury defined a new
path in life post rehab

“They understand how it works and
that you cannot be a liability, you

The turning point

have to be a hundred percent fully
capable to do the duties that you‟re
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Table 2 (continued)
Themes

Sub categories

Supporting Quotes

Seeking out challenging

required”

activities

(OT practitioner).
“they stayed in different capacities,

Change in social

whether it‟s drill instructors, …

relationships

Some did total different jobs and did
go do a desk job or that type of
thing”
(OT practitioner).
“for instance the, the very first time
I, my, I skied, was after my injury.
And that was kinda like this defining
moment was when I realized that my
life, although it had been changed
forever, was far from over “
(Service member).

Figure 3 is a visual depiction of the RTD decision process. Each of the factors in
the boxes represents a factor that was found in this study to contribute to a service
member‟s decision process. They are all on the balance scale, and each factor has a
different weight for each individual service member. The combination of their uniquely
weighed factors will tip the scale toward RTD or toward Separate from military.
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Figure 3 RTD Decision Factors
The themes found in this study are described below with verbatim quotes
provided for support.

Theme #1 Decision Takes a Long Time
The first theme is that the decision of whether or not to return to duty takes a long
time.
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Recovery and rehabilitation take a long time.
The average stay at Walter Reed National Military Medical Center for service
members recovering from limb loss injuries was 9-12 months according to the OT
practitioner interviewed for this study. There are five phases of amputation recovery
recognized by Walter Reed and they are outlined in an amputee protocol (see figure 2 in
Chapter 2). The first phase was acute management, or initial healing, when “your goals
are more of when sutures come out there will be no signs, symptoms of infection, they
will be able, it was just all about edema control, about scar management, that type of
thing” (OT practitioner). The second phase was the pre-prosthetic training stage, where
“you start looking at ADLs and you start looking at residual limb care, what you need to
do for their own stumps and limbs” (OT practitioner). The third stage was the basic
prosthetic training stage. “now you have your prosthetic let‟s learn to walk, let‟s learn to
do it, to put on your clothes and do that type of thing” (OT practitioner). The fourth phase
is advanced prosthetic training. The OT referred to prosthetic training in the following
quote:
For them to be able to operate a prosthetic, or prosthesis I should say, it, it, it
takes time, it take muscle memory. They have to do things over and over and
over. So, before they can move on to more fun tasks, it was that type of
meaningless stuff” (OT practitioner).
The fifth stage is discharge planning, when they make detailed plans for life after they
get out of the hospital. Discharge planning takes place to some degree at each stage of the
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amputee protocol. The OT said that she would ask a client from the beginning what they
intended to do when they got out of Walter Reed.
The decision changed over time.
Not only is the recovery from an amputation-related injury an intensely physical
process, it is an intense psychological and cognitive process. At the beginning most of the
service members wanted to RTD.
For the most part we saw the guys within 48 to 72 hours of injury and at that point
they‟re almost in that mode still of get me back to my unit, let me do whatever I
need to do, I want to get back to my unit (OT practitioner).
This often changes as the reality of the service members‟ injuries and the ramifications of
their altered health status take effect.
Early, most of the guys do want that stay in part. But it comes pretty quickly that
either they realize they won‟t be able to do it or they realize they don‟t want to do
it anymore. And then there‟s that small percentage that are like, you know what I
think I could or I think I might stay in (OT practitioner).
The service members the OT practitioner worked with that took the longest to
make a decision were not necessarily changing their minds, they just could not decide
what to do.
There were a lot of times that you had to sit down and have a knockdown, drag
out what are you going to do? You need to make a decision because you cannot
stay here, and we‟re running out of things, I can‟t keep justifying keeping you
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here. What do you want do with your life and where, are you staying in, are you
getting out and, and that was hard for a lot of the guys (OT practitioner).
Mental health recovery.
Mental health recovery is an important part of service members‟ rehabilitation.
Psychological‟s a big part of it. In fact, initially it‟s almost 50% of their rehab.
They have to get to that place where they accept what happened, accept that now
they‟re a different person and they have to move on (OT practitioner).
Service members need to be able to deal with the fact that their life will never be the
same. Successful rehabilitation depends on this. Not everyone is able to process their
traumatic experience in the same way.
Some people just have some sort of innate physical or psychological strength to
get through all that or most of that, and some people don‟t. I don‟t, we don‟t
know, I can‟t figure out what it is about [PAUSE. .] some people just struggle
really really badly with the whole self image, and some people just flew through
it. We have one guy that lost, he was our very first, lost all, both his arms and both
his legs and almost from day one, he had this outlook of like you know what, it
really sucks but oh well I‟m going to move on with my life and I‟m going to do
great things and he‟s now he‟s like a motivational speaker, he does awesome (OT
practitioner).
A change in perspective and attitude is needed to be able to move forward and make
progress toward a successful recovery. The service member needs to be able to work
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towards achievable goals. Getting life to be like it was before is not achievable. Working
towards a new or life similar to their previous life, with adaptations, is achievable.
Toward the beginning of his recovery, the service member that was interviewed
for this study was able to persevere when his confidence was low due to the support of
his therapists: “I am so thankful that they were there and that they would not let me give
up. [PAUSE. . .] Even when I was sittin‟ there and I would be crying, they would, they
would continuously push me” (service member). The service member had to work
through his own grief before he was able to initiate participation in rehabilitation
activities.
One component of his attitude when making his decision of whether to RTD or
get out of the military was fear:
I was scared I was gonna miss the military so much that, it‟s just, since my life
was [PAUSE.] was actually, that, that part of my life would be ending altogether
and it really, and I you know, just kinda told her that I was kinda scared about it
because [PAUSE.] I really didn‟t know what the future held as far as like finances
and, and stuff like that (service member).
The service member interviewed for this study changed his attitude from an attitude of
fear to one of hope and confidence. Now that he is on the other side of his recovery, his
attitude is much more positive: “from how scared I was getting‟ ready to transition out, I,
I never ever in my wildest dreams thought that I would be doin‟ what I‟m doin‟ now” and
“My life now is amazing” (service member).
The OT practitioner noted how the attitudes of many of her patients changed over
time. Most of them went through a grieving phase to grieve the loss of their limb. Their
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attitudes ranged from feeling hopeless “screw this, this sucks, my life sucks, I don‟t want
to do anything”(OT practitioner) to one story of a service member with an amputation
who visited with a group of school children who “made him feel like a super hero.”
Head injuries are common among combat amputee population.
“I would almost say 95% of the amputees we saw have a mild head injury” (OT
practitioner). Head injuries can delay the cognitive aspect of making a decision of what a
service member is going to do after rehabilitation. “we had several guys that it‟s like you
had to go over the same thing every day. They just didn‟t, they didn‟t even remember that
they had a new arm.” (OT practitioner) The service member who was interviewed for this
study suffered from a brain injury as a result of the incident that caused his amputation
injury.
He suffered a pretty, pretty significant head injury but came back really well to,
again, he‟s doin‟ amazing things now. But these guys, they can‟t go through what
they went through and not have head injuries and I think that‟s sort of overlooked
a lot of times (OT service member).
Head injuries may require additional healing time and have their own set of side effects.

Theme #2 Life Factors Before Injury Impacts Decision
This study revealed a variety of factors that impact the decision of service
members with amputations of whether or not to return to duty. Factors include family, job
duties, role in the military, education level, and motivation/level of drive/ambition.
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Family.
Family was a very common consideration. The service member that was
interviewed for this study stated his family as his primary reason for leaving the military.
To make that decision was, it was a really tough one, but I, I, my kids, my kids
were [PAUSE.] pretty much grew up without me back here in California so
[PAUSE.] my decision was ultimately to be a dad, so I decided to get out (service
member).
In many cases, service members are the primary income earners in their household and so
they feel a sense of responsibility to provide for their families.
They think about you know what if I‟m not physically able to go out and get a
job, the least I can do is stay in, do a desk job for six years [until retirement] and
then my family would be set, for the rest of our lives (OT practitioner).
Service members who were married with kids back home typically made family a priority
in their decision making process.
Education.
Education level impacted their decisions.
The officers who actually went to college and got degrees, then went into the
army and you become, you‟re automatically commissioned as an officer, versus
the people who did not go through college and do not have a degree, they‟re
enlisted. So that‟s all your privates and sergeants, first sergeants, staff sergeants
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and onwards. [PAUSE. .] So, those guys, it, it‟s a little different for those versus
the guys that already had a degree (OT practitioner).
Those who already had degrees were able to fall back on their education to give them
more options. Those without, had to decide if they wanted to go back to school.
Job Duties.
The OT and the service member both mentioned job duties as important factors in
the decision process. The OT mentioned several individuals who had to choose an
alternative job role in order to stay in the military. One service member “ actually ended
up being an instructor and he was great at it, cause he was a leader to begin with” (OT
practitioner).
The service member interviewed in this study had job duties as a Staff Sergeant
before his injury that were very meaningful to him. “My world was the army. …And I
loved everything about it. I was, I, it was, it was basically what I‟d always wanted to do
and and I believed I was pretty good at it” (service member). This was an important part
of his decision to separate from the military: “When I came to the realization that I
wouldn‟t be able to lead soldiers into battle again, that was really a big factor” (service
member). He was not willing to go back to the military if he could not do what he was
doing before.
Motivation/ambition.
Personal characteristics like drive and motivation were a factor in the decision and
the actions taken to pursue the decision once it was made. “„If I‟m going to be gone in a
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year I want a job by that point.‟ So, some were very driven and ambitious in that respect”
(OT practitioner).
Some of the service members lacked ambition, which made the decision very
difficult for some of them.
If they don‟t have an idea of what they wanna be, it can be pretty daunting to
think of just going back home to mom and dad‟s house and not knowin what to
do, so then maybe they‟ll decide to stay in because they don‟t know what else to
do (OT practitioner).
Some service members were motivated by external factors.
If you‟re in 20 years you can retire with a full government pension. So I‟ve had
guys that were in 12, 13, 14 years and they‟re just like oh my god it‟s six years, if
I would just stay in. If they were single, they might think that‟s not worth it. But
they have families to think about (OT practitioner).

Theme #3 Physical Factors Impact Decision to RTD
Amputation level impacts decision to RTD.
The success of a service member‟s recovery “depends on the amputation, the
number of amputations and the level of amputations” (OT practitioner). The severity of
the amputation injury affects a service member‟s ability to RTD.
Now as the level gets higher on either arm or leg amputations it gets more and
more difficult so wrist disartics, transradials, and even elbow disartics and
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transhumerals, they could, they could do it but once you start getting into shoulder
disartics and forequarter it would be really really difficult (OT practitioner).
With any level of amputation, service members must adjust their routines and habits and
the way that they perform everyday activities. “These are activities they could have done
with their eyes closed before. But try to throw in there, now you have a prosthesis on
your arm, it, it‟s difficult” (OT practitioner).
Other physical factors impact decision to RTD.
Most of the service members that the OT worked with who have combat related
amputations also had other physical injuries, or developed other physical problems during
their rehabilitation. Achieving their previous fitness level can be challenging with these
additional problems.
They don‟t fit the, the weight requirement. … you go from a guy that was in his
topmost physical fit out there in the field, to now you‟re in the hospital, you may
have laid in that hospital bed for several months and a lot of them lose a lot of
weight initially and then they get out and they just start eating like [LAUGHING]
you can‟t even imagine, it, when you see them all you know we call it the
freshman 15, and then they start just going and going and going, especially the
wheelchair guys just blew up (OT practitioner).
During the service member‟s rehabilitation he had to heal from many different
kinds of injuries.
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I was on a combat patrol [PAUSE.] and an insurgent fired a rocket-propelled
grenade which penetrated the firewall of my vehicle, went through my arm,
amputated it at the shoulder, went through my lieutenant‟s arm, exploded behind
her, sent shrapnel through the back of my seat which lacerated my liver. I inhaled
when the rocket exploded, which severely damaged my lungs, and I also suffered
from a brain injury from the blast (service member).
In addition to healing from his amputated upper extremity, he also had to heal from liver,
lung and head injuries.
The OT practitioner interviewed for this study saw an increase over time in the
complexity of the injuries that came into the amputation unit at Walter Reed National
Military Medical Center.
By the time I left in January 2011, it was, we had eight guys that were quadruple
amputees and there was no such thing anymore as single limb amputations, it was
either multiple limbs or single limbs with loss of an eye or loss of a lung, it‟s just
much more complex in the injuries and we attributed that obviously to the
insurgents and they just got smarter and they got um, and obviously Iraq was
initially the highest population, by the time I left it was definitely Afghanistan
[where] our clients were coming from (OT practitioner).
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Theme #4 Injury Defined a New Path in Life Post Rehab
New job duties after injury.
Post rehabilitation, “40% of our guys stayed in. And of that 40%, actual return to
combat is very small. … I would say, maybe 5% of those 40% actually went back on
deployments and were called fit for duty” (OT practitioner). Returning to combat means
retraining in job duties that are very physically demanding.
These are activities they could have done with their eyes closed before. But try to
throw in there, now you have a prosthesis on your arm, it, it‟s difficult. But
[PAUSE.] take apart an M9, to load an M9, put bullets in a chamber, to work on
packing a rucksack, putting on full, full fight gear. Your Kevlar, your body armor,
stuff like that that you just, that us, the average civilian doesn‟t think of, they have
to be able to do (OT practitioner).
Service members have to meet strict physical requirements to be able to return to duty.
While they were active duty, they had to meet monthly physical fitness tests. Military
culture is focused around being competent and strong. “They understand how it works
and that you cannot be a liability, you have to be a hundred percent fully capable to do
the duties that you‟re required” (OT practitioner).
Officers and higher enlisted service members have less physically demanding
jobs.
It may be just that it was job duty, like those aren‟t the guys, your grunts, your
infantrymen were the highest population of which we saw. Those are your guys
that are out on the front. They‟re the ones that are rockin‟ it and runnin‟ and
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walking and doing all that stuff. Your higher, these are the guys that are more
behind the scenes and makin‟ the calls. And maybe that‟s why they stayed in (OT
practitioner).
Service members with combat related amputation injuries of higher rank may be able to
RTD more easily because the nature of their job duties are less physically demanding and
are more amenable to modification and adaptation as needed to make up for the loss of
limb(s).
Most of the service members with amputations at Walter Reed who RTD “stayed
in different capacities, whether it‟s drill instructors, … Some did total different jobs and
did go do a desk job or that type of thing” (OT practitioner). Most of these service
members were probably lower rank, enlisted, whose previous job duties were too
physically demanding.
Turning point.
One of the major turning points experienced by service members recovering from
amputations is reaching the acceptance stage for the loss of their limb and how this is
going to change their lives. This is seen by a change in their attitude and goals during
rehabilitation.
Initially most of them wanted to stay in. So their goals are all about what can I do
to stay in. And then they start going through the screw this, this sucks, my life
sucks, I don‟t want to do anything. So that‟s, you gotta kinda get them through
that stage and then finally when they get to acceptance, acceptance stage, it‟s they
can start actually making good goals (OT practitioner).
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A turning point could also be found when a service member started believing in
themselves. “The very first time I, my, I skied, was after my injury. And that was kinda
like this defining moment was when I realized that my life, although it had been changed
forever, was far from over” (Service member). Service members with amputations need
to rebuild their self-efficacy for participation in life‟s occupations.
The long period of time during recovery and rehabilitation gives service members
a lot of time to think about their life priorities. These may change as a result of this time
away from combat. “had I not gotten injured I would have ended up stayin‟ in, but it
kinda got me to thinking more about my home life than anything else” (service member).
This service member decided to leave the military in order to spend more time with his
family.
More likely to seek out challenging activities after their injury.
Even if they are not able to return to a dangerous combat situation, service
members who have had amputations may be willing to take risks they would not have
taken before their injury.
A lot of these guys lose that, the ability to recognize fear. Like a lot of them will
just be like, yeah let‟s go jump out a plane. Let‟s do, like things before that they
wouldn‟t have done, now they‟re almost in that weird hyper state of nothing can
kill me type of thing (OT practitioner).
This could be a result of head injuries, PTSD, or other psychological factors common to
service members who have experienced combat situations. The service member
interviewed for this study experienced an increase in risk taking behavior. “I‟m a pretty
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active person. I, I golf all the time, I, I basically, anything I wanna do I can do” (service
member). For example,
Learnin‟ how to surf or rock climbing for the first time, that was, that was really
cool [PAUSE.] you know it‟s trying, the whole thing now that, that I like to do is
if I haven‟t tried something and it‟s, and it‟s offered to me, I jump on it (service
member).
Another quote that shows a possible loss of ability to recognize fear is the
following: “I‟m able to be an example for folks like we‟ll be, take, take guys sky diving
and stuff like that, I‟m always like the first one out of the plane” (service member).
Social relationships change after their injury.
Social relationships can change in both positive and negative ways during the
challenging time of recovery from amputation injuries. Marriages often go through
difficult times or dissolve.
These guys get money as soon as they get injured [UNABLE TO
UNDERSTAND] like that and they get anywhere from 25 to 100 thousand, and
they get it within months of getting there. Well we‟ve had the horrible situations
of the wife takin, clearin the bank account, leaving and divorcing him (OT
practitioner).
The way that service members with amputations relate to their family members
can change. “a lot of times family would come up and be like, wow, he‟s got a really
short fuse now. Or, there‟s very slight, minimal personality changes” (OT practitioner).
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This may be related to their mental health recovery, possibly symptoms of PTSD. Mental
health issues can strain relationships.
Self confidence in social relationships is a struggle for recovering service
members with amputations. The OT emphasized that self image was the hardest thing to
get over during recovery for many of her clients. “it was really hard for these single guys
cause you got nobody‟s gonna like me now” (OT practitioner). They were concerned that
they would not be able to find love. Those who had a spouse or special someone in their
life were also concerned. “The married guys are like, why, she should leave me, I have
nothing for her, I‟m worthless” (OT practitioner).
The service member interviewed for this study experienced both positive and
negative changes to social relationships. His marriage ended after his injury. He and his
wife were already separated, and their relationship did not revive itself. He remarried and
had two more children after his injury. He is now able to spend more time with his family
than he did when he was an active duty military service member. “I spend a lot of time
with my family, I‟m able to be a dad, go to football games with them, watch „em play
football” (service member).

Summary
The data collected in this study reveals that there are many complex factors that
contribute to a service member with limb loss‟ decision of whether or not to RTD.
Recovery from an amputation-related injury is a long, traumatic process that requires
many stages of healing and impacts every area of a recovering service member‟s life. A
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service member with limb loss experiences change in many life factors and must adjust to
each of these changes in order to successfully transition out of recovery. Whether service
members decide to RTD or to separate from the military, they need significant supports
to endure the physical, emotional and psychological trauma they have been through.
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CHAPTER 5

The research question was what factors contribute to an individual service
member‟s decision of whether or not to RTD? The purpose of this case study was to
describe the period of transition from injury to discharge from rehabilitation, with an end
goal to either RTD or to separate from the military. The researcher found four themes to
answer this question: 1) the decision to RTD takes a long time, 2) life factors before the
injury impact decision to RTD, 3) physical factors affect RTD decision, and 4) the injury
defines a new path in the life of the SM. These themes are described in detail in chapter 4
above. The researcher also found answers to the sub-questions that were posed in chapter
1 within the four main themes. The sub questions are addressed below.

What Valued Occupations Contributed to Their Decision?
Losing a limb is likely to create difficulties in participation of valued occupations.
At the beginning of his recovery, the service member interviewed for this study claimed
to have no specific occupation-based goals. He seemed to be overwhelmed by the change
in his circumstances and simply wanted to make it through his recovery. Later on, when
his body had healed enough to participate in regular OT and PT rehabilitation, he made
the occupations that involve spending time with his kids his priority.
The service member in this study has a shoulder disarticulation and does not
typically wear a prosthesis because it is too bulky and unwieldy. Most daily functional
activities can be completed with one hand (Smurr et al., 2008). The service member made
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no mention of any bilateral tasks that he used to participate in but is no longer able to.
Instead, he listed several challenging activities that he currently participates in or did so
after his injury such as rock climbing, golf, white water rafting, parachute jumping and
skiing. The literature says that the use of a prosthesis leads to more active participation in
life occupations (Gailey et al., 2010). However, the service member in this study is an
example of how active participation can be achieved even without prosthesis use.
Through learning adaptations and acquiring adaptive equipment during his rehabilitation,
he is able to lead a full life and participate in valued occupations (Gulick, 2011).
Service members with multiple amputations would have a much harder time
participating in their valued occupations after their injury. Fitzpatrick and Pasquina
(2010) found that 21% of service members with combat related amputation injuries from
the Iraq and Afghanistan wars lost multiple limbs. The OT interviewed for this study said
that during her time working at the Walter Reed National Military Medical Center
amputation unit she saw an increase in multiple limb loss. Millstein, Bain, and Hunter
(1985) found that industrial workers who endured multiple limb loss were less likely to
return to work than those who endured loss of only one limb. This indicates that the
number of limbs may be an indicator of whether or not a combat-injured service member
will be able to successfully participate in valued work occupations and subsequently
RTD.

What Change in Habits and Routines Contributed to Their Decision?
Service members who are recovering from amputation injuries have to adjust to
life without one or more limbs. This could mean doing things one-handed or using a
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prosthetic for everyday tasks and it involves a significant change in habits and routines.
They may need to leave themselves more time to get ready in the mornings, as fine motor
tasks may take longer than they used to (Kielhofner et al., 1999). They also need to add
prosthesis care and maintenance and residual limb care to their daily routines (Gulick,
2011; Smurr et al., 2008). As stated above, the service member interviewed for this study
does not use a prosthesis and so the main changes in his habits and routines involve using
one-handed strategies to complete tasks that are typically bimanual, which in some cases
may take longer than they did when he had the use of two hands. For example, buttoning
shirts, fastening shoes, or buttering toast.

What Personal Factors Contributed to the Individual’s Decision?
Personal factors may include but are not limited to family status, education,
previous work experience, previous health status, and financial status.
Traits that are characteristic of those amputees who seek to remain on active duty
include strong individual motivation for continued military service, anticipated
ability to meet military occupational specialty (MOS) performance standards,
solid support from close family members and friends, and possession of highly
valued military-specific skills (Gambel, 2010, p. 86).
This quote from Gambel emphasizes the importance of the service member‟s previous
military role as a factor in whether or not they will RTD. In this case study, the service
member loved the military and intended to stay in for life, so this was not a predictor of
RTD in his case.
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Family can be a strong indicator in either direction. The service member in this
study was married but separated with two kids when he decided to leave the military. For
him, family was an indicator of him separating from the military to spend more time with
them. The OT interviewed in this study indicated that for other service members
recovering from amputation injuries, family was a strong reason to stay in the military in
order to finish earning full military retirement benefits. This is an example of how one
personal factor can be a predictor of either RTD or separating from the military. Each
situation is different and complex and family should only be used as a predictor of RTD
with caution.
Amputation level seems to be a predictor of RTD. Loss of any part of the limb is
going to make everyday tasks challenging. Evidence shows that higher level amputations
have more difficulty with functional activities (Gailey et al., 2010; Karmarkar et al, 2009)
and are less likely to return to work (Hebert & Ashworth, 2006). The service member in
this study has a shoulder disarticulation. Highly functional prosthetics are not available
for this level of upper extremity amputation. This is one factor that was a predictor of him
separating from the military.
Age is another factor that has been found in the literature (Hebert & Ashworth,
2006; Millstein, Bain, & Hunter, 1985). Workers with amputation injuries are less likely
to return to work if they are older in age. The service member in this case study was 34
when he was injured. This is on the older end of active duty military service. His age may
be a predictor of his decision to separate from the military.
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What Employment or Other Contextual Factors Contributed to the Individual’s
Decision?
The personal decision to pursue the return to duty or to transition to civilian life
requires a realistic appraisal of one‟s clinical, psychological, and functional
progress in light of the demands of various military and civilian occupations.
Effectively engaging the disability evaluation process and an awareness of
military and VA benefits are also very important to make the best vocational
decision for oneself and one‟s family members. With the commitment of support
from the highest levels of the U.S. military, more amputee service members can
be expected to successfully return to duty after careful consideration of their
vocational options (Gambel, 2010, p. 90).
This quote from Gambel emphasizes the importance that the military as an
organization has on the decision of whether or not to RTD. The service member shared
that the military was very supportive while he was making his decision and gave him
options for alternative job roles. A supportive employer is one of the most important
factors in successful return to work (Culler et al., 2011). Had he decided to RTD, he most
likely would have had a positive experience when asking for accommodations and
adaptations to the work environment.
The OT interviewed for this study described retirement as a big factor of whether
or not a service member decided to RTD or separate from the military. Staying in the
military with a different job was worth it for many of the OT‟s clients who were close to
reaching full military retirement benefits due to their time in the service.
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Returning to work in a different job capacity can be difficult for individuals
whose previous worker role was very meaningful to them (Kielhofner et al, 1999). The
service member in this study knew that he would have to return to a different job duty of
teaching or training state-side if he chose to RTD. He loved what he did before and this
did not want to RTD with different job duties. For him, this was a predictor of separating
from the military.

What Impact Did the Individual’s Rehabilitation Team Have on Their Decision?
OT‟s focus on client-centered practice and use client goals for their future as part
of their intervention planning (AOTA, 2008). From the beginning, therapists working
with service members with amputations try to encourage them to think about the decision
that needs to be made about the outcome of their rehabilitation. The OT interviewed for
this study did not think that she had much influence on the decision itself, but she saw
herself more of a support once the decision was made. However, she also said that OT‟s
and PT‟s would bring up the issue from the very beginning of therapy with a client.
Smurr et al. (2008) list psychological support as one of occupational therapists‟
responsibilities during the acute management phase of recovery from amputation injuries.
The role of the inpatient occupational therapist is to equip their client for successful
transition back to the community. When working with service members who are trying to
decide whether or not to RTD, occupational therapists equip them to make this decision
by educating them about their injury and prostheses, and leading them through retraining
in work skills, including combat duty skills. Without the support and training of the OTs,
the service members would be unable to RTD.
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How Does the Individual Describe Their Personal Characteristics, Such as SelfEsteem and Motivation?
The OT practitioner who was interviewed for this study noticed that internal
psychological strength was a factor that contributed to an individual‟s successful
transition from recovery of an amputation-related injury. Research has been found to
support the idea that a person‟s resiliency and coping skills, locus of control, and
underlying life satisfaction are predictors of successful RTD (Hansen, Edlund &
Henningsson, 2004). An internal locus of control provides a sense that one is in control of
one‟s fate and that efforts toward progress are not in vain. Coping skills and resiliency are
helpful for the lasting psychological effects of surviving a violent and traumatic
encounter during combat.
The service member in this study completed the Values in Action Inventory of
Strengths self-report questionnaire. This survey was taken post injury, and it is not
possible to compare these with what his results would have been had he also taken the
survey before his injury. His top ten character strengths are kindness, love, teamwork,
fairness, gratitude, hope, bravery, humor, leadership and social intelligence. Leadership
qualities indicate that the service member has an internal locus of control. He is not just
willing to let things happen to him, but he will take charge. Bravery and hope indicate
that he has the psychological strength to endure difficult life events without letting them
beat him down.
The service member did not reveal any significant self esteem struggles. Baldwin
and Bruscoe (2011) found that work is a source of self esteem in their study of
individuals with stroke and whether or not they return to work. The service member put a
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lot of value in his job before his injury and was very proud of what he did. He talks about
his current job as adding a lot of value to his life now. This indicates that work is a source
of self-esteem for the service member, and that he may have struggled with self esteem
during rehabilitation and recovery.

What Impact Do Their Personal Characteristics Have on Their Decision?
It is uncertain if a struggle with self-esteem was a component of the decision
making process of whether or not to return to duty for this service member. Overcoming
the challenge of losing a limb is commendable for any individual, whether or not they
decide to RTD. Character strengths in this case study do not seem to be a strong indicator
of whether or not an individual will return to duty.

Clinical Implications for Occupational Therapy
This study has implications for occupational therapy practice with service
members who have combat-related limb loss and with other clients with traumatic limb
loss. OT‟s are well suited for addressing the holistic needs of clients who are recovering
from amputation injuries. Many factors beyond their amputation injury contribute to
their recovery and decision of whether or not to RTD (Hansen, Edlund & Henningsson,
2004; Millstein, Bain, & Hunter, 1985). Treatment needs to be individualized to address
the unique needs of each service member. This is not always seen in practice. The OT in
this study stated that in her experience it is not possible to compare two service members
with the same injury. They cannot be held to the same expectations because their
amputation injury is only part of what they are dealing with. Mental health, other injuries,
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and client factors contribute to their healing process and choice of what to do next in life.
Many times in OT practice client factors are not taken into full consideration when
planning intervention activities. Conditions are often treated with pre-determined
intervention plans and are not individualized to each unique client. This may be due to a
variety of reasons, including a lack of time and resources.
There is a temporal element to the context of a service member‟s decision of
whether or not to RTD after limb loss. The Occupational Therapy Practice Framework
2nd Edition (AOTA, 2008) describes context as being part of occupational therapy‟s
domain. It defines context and environment as “a variety of interrelated conditions within
and surrounding the client that influence performance,” including cultural, personal,
temporal, virtual, physical and social conditions. The temporal element of the decision is
seen in the length of time it takes a service member to get through the healing and
rehabilitation process, and that the factors affecting the decision must be processed over
time as the service member adjusts to the implications of their new health status. The
temporal context of the decision process, as described in this study, needs to be taken into
account when planning for discharge.
Occupational therapists working with service members who have lost limbs in
combat should consider how the needs of their clients fit within the domain of
occupational therapy (AOTA, 2008). Clinical reasoning should be used to select a theory
that emphasizes context as one of its main components. Examples of theoretical bases
that fit this criterion are:
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PEO: Person, Environment, Occupational Performance (Baum & Law,
1997).



MOHO: Model of Human Occupation (Kielhofner, 2008).



Lifestyle Performance Model (Fidler, 1996).



Ecology of Human Performance (Dunn, Brown, & McGuigan, 1994).

Braveman (1998) conducted a literature review of return to work studies using
constructs of the model of human occupation and concluded that this frame of reference
was highly appropriate for occupational therapy clients recovering from disabilities and
trying to return to a worker role. The author of this study did not find literature reviews of
return to work studies for the other models mentioned above, and would like to point this
out as a direction for future research.
Service members with amputations interact with many different people during
their recovery including physicians, surgeons, prosthetists, physical therapists, family
members, and their military leaders (Smurr, et al., 2008). Occupational therapists need to
have good team work skills to be able to work collaboratively with all of these parties to
provide consistent support to a service member while they are making their decision of
whether or not to RTD, and afterward when they are preparing to follow through on their
decision.
Therapeutic use of self is an important tool that occupational therapists have at
their disposal (AOTA, 2008). The OT in this study found this to be an important part of
the intervention process with this population.
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The amputation rehabilitation unit at Walter Reed Military Medical Center had
the advantage of both ample time and resources for individualizing treatment to address
each service member‟s unique recovery needs. The average length of stay as reported by
the OT in this study was eight months. This is likely much longer than the typical stay for
clients in civilian rehabilitation centers. She also reported that the military had the
resources to offer a wide variety of real-life experiences to help service members in their
recovery from amputations, for example, traveling to the Grand Canyon for rafting trips.
This is likely very different from what is available to OTs providing services clients in
civilian settings. The implications for occupational therapy from this study reveal that the
process of providing successful, individualized, client-centered therapy services is
supported by providing recovery time and resources for therapy.

Limitations
One of the limitations of this study is the small sample size, which is inherent in
the nature of a case study. Each service member who is recovering from an amputation is
unique and has many factors that contribute to their decision of whether or not to RTD.
The results from this case study may not be generalizable to other service members
recovering from amputation injuries.
Phantom limb pain or residual limb pain is a common side effect of an amputation
injury (Perkins et al, 2012) and was not addressed in this study. Pain level could be a
significant reason for a combat-injured service member to decide not to RTD, or to take a
different worker role within the military.
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Future Research
This case study is part of a larger study being conducted by USARIEM. The
larger study will use a larger sample size of 15-20 service members and 15-20 therapists.
They will also be looking at each service member in more depth due to analysis of
medical records.
Future research should include interviews with family members of the service
members as another source of data that may be meaningful to this area of study.
Including a survey or interview of family members could reveal important data by asking
them about what the service member was like before their injury and to determine what
changes the family member observes during the rehabilitation process and while they are
making the decision of whether or not to RTD.
According to the OT in this study, there are many service members who are
injured while home on leave. Due to their loss of a sense of fear, they take more risks and
they tend to get into a lot of motorcycle and automobile accidents, which can lead to loss
of limbs, or injuries requiring the amputation of limbs. These service members also need
to make the decision of what they are going to do after they recovery from their injury.
They will need to decide if they can return to the military, and if so, in what capacity.
This population was not addressed in this study.

Summary
There are many factors that can point in one direction or the other to predict
whether or not service members with combat-related limb loss will RTD or not.
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However, this case study has shown that factors that are considered to be predictors are
not always accurate at predicting the outcome. There were many factors that could have
been interpreted as predictors that the service member in this case study would RTD. He
had long term military goals, he was trained as a member of the military police and he
has self-reported leadership and bravery personality characteristics. He struggled over his
decision and in the end, his unique combination of factors added up to produce a different
result. The strongest factors that seem to have guided him in this direction seem to be
spending more time with his family, having a high level amputation, and not being able
to return to the same job duties if he stayed in. This case study shows that each decision
of whether to RTD is unique and rehabilitation efforts should be individualized. Service
members with combat-related limb loss need a supportive environment in order to heal
well and make the decision of what to do with the rest of their lives.
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Consent to Participate in a Research Study
A Case Study of Predictors of Return to Duty of One Service Member with
Traumatic Limb Loss

Why am I being asked to participate in this research?
You are being invited to take part in a research study about deciding whether or not to
return to duty following limb amputation. You are being invited to participate in this
research study because you are a service member who has had a combat-related limb
amputation or you are a health professional who routinely works with service members
who have had combat-related limb amputations. If you take part in this study, you will be
one of two people to do so.

Who is doing the study?
The person in charge of this study is Carly Braun, OTS (PI) at Eastern Kentucky
University. She is being guided in this research by Dr. Dana Howell, PhD, OTD, OTR/L,
Occupational Therapy faculty. There may be other people on the research team assisting
at different times during the study.

What is the purpose of the study?
The purpose of this study is to determine what reasons contribute to a service member‟s
decision to return to duty after having a limb amputated.
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By doing this study, we hope to learn better ways of helping service members with
amputations transition back to the work environment.

Where is the study going to take place and how long will it last?
The study will take place either at your computer using Skype or over the phone. You
will need to participate in an interview that will take about an hour. If you are a service
member who has had a combat-related amputation, you will also be asked to complete a
demographic form, and two self-assessments. You may also be asked to participate in a
follow-up interview, via Skype or email that will take 10 -15 minutes. The total amount
of time you will be asked to volunteer for this study is 2 hours over the next two months.

What will I be asked to do?
You will be asked to answer questions about the decision-making process for service
members with combat-related limb amputation related to whether or not to return to duty. If
you are a service member who has had a combat-related amputation, you will also be asked
to complete a demographic form, and two self-assessments. You may also be asked to
participate in a follow-up interview, via Skype or email.
Are there reasons why I should not take part in this study?
If you are uncomfortable with discussing the decision process of whether or not to return to
duty, you may wish to decline participating in this study.

What are the possible risks and discomforts?
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There is minimal risk from participating in this study. Some questions about your health
status and decision process of whether or not to return to work may cause some
psychological discomfort.

Will I benefit from taking part in this study?
You will not get any personal benefit from taking part in this study.

Do I have to take part in this study?
If you decide to take part in the study, it should be because you really want to volunteer.
You will not lose any benefits or rights you would normally have if you choose not to
volunteer. You can stop at any time during the study and still keep the benefits and rights
you had before volunteering.

If I don’t take part in this study, are there other choices?
If you do not want to be in the study, there are no other choices except to not take part in
the study.

What will it cost me to participate?
There are no costs associated with taking part in this study.

Will I receive any payment or rewards for taking part in the study?
You will not receive any payment or reward for taking part in this study.

88

Who will see the information I give?
Your information will be combined with information from other people taking part in the
study. When we write up the study to share it with other researchers, we will write about
this combined information. You will not be identified in these written materials.

We will make every effort to prevent anyone who is not on the research team from
knowing that you gave us information, or what that information is. For example, your
name will be kept separate from the information you give, and these two things will be
stored in different places under lock and key.

However, there are some circumstances in which we may have to show your information
to other people. For example, the law may require us to show your information to a court
or to tell authorities if we believe you are a danger to yourself or someone else. Also, we
may be required to show information that identifies you to people who need to be sure we
have done the research correctly; these would be qualified people from Eastern Kentucky
University.

Can my taking part in the study end early?
If you decide to take part in the study, you still have the right to decide at any time that you
no longer want to participate. You will not be treated differently if you decide to stop
taking part in the study.
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The individuals conducting the study may need to end your participation in the study. They
may do this if you are not able to follow the directions they give you, if they find that your
being in the study is more risk than benefit to you, or if the agency funding the study
decides to stop the study early for a variety of scientific reasons.

What happens if I get hurt or sick during the study?
It is unlikely that you will get hurt or sick because of something that is done during the
study. If you do become hurt or sick during the study and can no longer participate, you
may stop participating at any time.

What if I have questions?
Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions about the study, you
can contact the investigator, Carly Braun, at 859-533-9006. If you have any questions about
your rights as a research volunteer, contact the staff in the Division of Sponsored Programs
at Eastern Kentucky University at 859-622-3636. We will give you a copy of this consent
form to take with you.

What else do I need to know?
You will be told if any new information is learned which may affect your condition or
influence your willingness to continue taking part in this study.
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I have thoroughly read this document, understand its contents, have been given an
opportunity to have my questions answered, and agree to participate in this research
project.

____________________________________________________________________
Signature of person agreeing to take part in the study

Date

____________________________________________
Printed name of person taking part in the study

___Carly Braun, OTS____________________________
Name of person providing information to subject
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INTERVIEW PROTOCOL FOR SERVICE MEMBER
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Interview Guide_Warrior
Subject number:
Interviewer:
Date:

Time:

Place:

Procedures:


Review purpose of the study



Review and sign informed consent



Complete demographic form



Test, position, and turn on tape recorder



Interview is semi-structured: questions may be asked in any order, participants
may expand any question or return to any question; and the interviewer may
ask for examples or for additional information related to the topics below.

Interview questions:
We are interested in learning more about your decision to return to duty (RTD)/or to
separate from the military after you lost your limb. We will be asking you to describe
your rehabilitation and how you made your decision.

1. Briefly describe your injury, and your rehabilitation process.
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2. What were your goals during rehabilitation?
(Probes: ambulation, activities of daily living, work, sports)

3. During rehabilitation, did you believe that you would be able to RTD? Why or
why not?
a. Were you willing to reclassify (MOS)?

4. During rehabilitation, did you want to RTD? Why or why not?

5. Describe an activity that you did in rehabilitation that you feel helped you to
recover.
(Probes: sports, games, activities of daily living)
a. Did your performance in these activities impact your decision to RTD/ to
separate from the military? How?

6. Describe an activity or event that occurred during rehabilitation that you feel did
not help you to recover. (Probes: sports, games, activities of daily living, work
tasks, family crisis, depression, medical setback, etc)

7. Describe your decision-making process to RTD/ separate from the military: What
factors or events influenced your decision?
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a. What physical factors? (Probes: both positive and negative factors such as
injury severity, # limbs lost, pain, medications, comorbidity, strength)

b. What social factors? (Probes: both positive and negative factors such as
family relationships, military, organizations, support groups)

c. Work opportunities? (Probes: civilian, military, volunteer)

d. Anything else?

8. What supports did you have that influenced your decision?

9. Do you feel that you had personal control over your decision to RTD/ separate
from the military? Why or why not?

10. Did you discuss your decision to RTD/ separate from the military with anyone?
(Probes: family, friends, coworkers, supervisors, therapists)
a. If yes, describe a discussion you had with them.
b. If no, why not?

11. Once you made your decision, and you started telling others about it, what sort of
reaction did you get?
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(Probes: positive or negative/ supportive or unsupportive)
a. How did this reaction affect you?

12. After you received your prosthetic, did it influence your decision to RTD/
separate from the military?

13. Were there any factors or circumstances that could have changed your decision?

14. Did you feel you had support from the military to RTD? Describe your
experiences of support/ non-support from the military.

15. Describe your life now. Are you happy with your decision? Why or why not?
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APPENDIX C
INTERVIEW PROTOCOL FOR THERAPIST
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Interview Guide_Provider
Subject number:
Interviewer:
Date:

Time:

Place:

Procedures:


Review purpose of the study



Review and sign informed consent



Test, position, and turn on tape recorder



Interview is semi-structured: questions may be asked in any order, participants
may expand any question or return to any question; and the interviewer may
ask for examples or for additional information related to the topics below.

Interview questions:
We are studying service members (SM) who lost a limb in combat and their decision
to return to duty (RTD) or to separate from the military. We will be asking you to
describe your experiences of rehabilitating these soldiers to understand what
influenced their decision.

1. Briefly describe your experience working with service members who are
amputees.
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2. Describe your experience working with (name specific SM if possible).

3. Describe your experience setting goals or talking about goals with service
members (SMs) during rehabilitation.
a. What, if any, goals did soldiers identify as most important?
(Probes: ambulation, activities of daily living, work, sports)
b. How much encouragement did SMs require to identify goals?

4. During rehabilitation, did you believe that SMs would be able to RTD? Why
or why not?

5. During rehabilitation, did you believe that SMs wanted to RTD? Why or why
not?

6. Describe an activity that you used with SMs that you felt he/she responded
well to during rehabilitation. (Probes: sports, games, activities of daily living,
work tasks)

7. Describe an activity or event that occurred during rehabilitation that you felt
did not help SMs‟ rehabilitation.
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(Probes: sports, games, activities of daily living, work tasks, family crisis,
depression, medical setback, etc.)

8. Did you use potential RTD as a basis for intervention planning, or for
motivating SMs? If yes, in what ways?

9. How much input, if any, do you feel you had over SMs‟ decision to RTD/
separate from the military?
a. Who raised the issue of RTD or separating from the military?
b. When was the issue raised?
c. Describe any discussions you had with SMs about their decision to
RTD/ separate from the military.

10. Once SMs received a prosthetic, describe any changes to their outlook or
mood. Did it impact SMs‟ decision to RTD/ separate from the military?

11. What physical factors do you believe influenced SMs‟ decision?
(Probes:positive and negative factors, injury severity, # limbs lost, pain,
medications, comorbities)

12. What social factors do you believe influenced SMs‟ decision?
(Probes: positive and negative factors, family, military, organizations, support
groups)
100

13. What psychological qualities or values did SMs have that influenced their
decision?
(Probes: positive and negative qualities and values; high or low self-esteem,
locus of control, motivation, courage, confidence, self-efficacy)

14. From your clinical experience, describe the type of patient that tends to RTD
after an amputation.
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VALUES IN ACTION INVENTORY OF STRENGTHS
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1)

2)

3)

I find the world a very interesting place.
O Very Much Like Me
O Like Me
Unlike Me

O Neutral

O Unlike Me

O Very Much

I always go out of my way to attend educational events.
O Very Much Like Me
O Like Me
O Neutral
Unlike Me

O Unlike Me

O Very Much

I always identify the reasons for my actions.
O Very Much Like Me
O Like Me
O Neutral
Unlike Me

O Unlike Me

O Very Much

4)

Being able to come up with new and different ideas is one of my strong points.
O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
O Very Much
Unlike Me

5)

I am very aware of my surroundings.
O Very Much Like Me
O Like Me
Unlike Me

6)

7)

8)

9)

O Neutral

O Unlike Me

O Very Much

I always have a broad outlook on what is going on.
O Very Much Like Me
O Like Me
O Neutral
Unlike Me

O Unlike Me

O Very Much

I have taken frequent stands in the face of strong opposition.
O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
Unlike Me

O Very Much

I never quit a task before it is done.
O Very Much Like Me
O Like Me
Unlike Me

O Neutral

O Unlike Me

O Very Much

I always keep my promises.
O Very Much Like Me
O Like Me
Unlike Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

10) I am never too busy to help a friend.

O Very Much Like Me
Unlike Me

O Like Me

11) I am always willing to take risks to establish a relationship.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

12) I never miss group meetings or team practices.

O Very Much Like Me
Unlike Me

O Like Me

13) I always admit when I am wrong.

O Very Much Like Me
Unlike Me

O Like Me

14) In a group, I try to make sure everyone feels included.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral
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15) I have no trouble eating healthy foods.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

16) I have never deliberately hurt anyone.

O Very Much Like Me
Unlike Me

O Like Me

17) It is important to me that I live in a world of beauty.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

18) I always express my thanks to people who care about me.

O Very Much Like Me
Unlike Me

O Like Me

19) I always look on the bright side.

O Very Much Like Me
Unlike Me
20) I am a spiritual person.

O Very Much Like Me
Unlike Me

21) I am always humble about the good things that have happened to me.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

22) Whenever my friends are in a gloomy mood, I try to tease them out of it.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

23) I want to fully participate in life, not just view it from the sidelines.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

24) I always let bygones be bygones.

O Very Much Like Me
Unlike Me
25) I am never bored.

O Very Much Like Me
Unlike Me
26) I love to learn new things.

O Very Much Like Me
Unlike Me

27) I always examine both sides of an issue.

O Very Much Like Me
Unlike Me

O Like Me
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28) When someone tells me how to do something, I automatically think of alternative ways to get the

same thing done.
O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

29) I know how to handle myself in different social situations.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

30) Regardless of what is happening, I keep in mind what is most important.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

31) I have overcome an emotional problem by facing it head on.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Unlike Me

O Very Much

32) I always finish what I start.

O Very Much Like Me
Unlike Me

33) My friends tell me that I know how to keep things real.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

34) I really enjoy doing small favors for friends.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

35) There are people in my life who care as much about my feelings and well-being as they do about

their own.
O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

36) I really enjoy being a part of a group.

O Very Much Like Me
Unlike Me

O Like Me

37) Being able to compromise is an important part of who I am.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

38) As a leader, I treat everyone equally well regardless of his or her experience.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

39) Even when candy or cookies are under my nose, I never overeat.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

40) Better safe than sorry is one of my favorite mottoes.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

41) The goodness of other people almost brings tears to my eyes.
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O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

42) I get chills when I hear about acts of great generosity.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

43) I can always find the positive in what seems negative to others.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Very Much Like Me
O Like Me
O Neutral
Unlike Me
46) Most people would say I am fun to be with.
O Very Much Like Me
O Like Me
O Neutral
Unlike Me

O Unlike Me

O Very Much

O Unlike Me

O Very Much

44) I practice my religion.

O Very Much Like Me
Unlike Me

45) I do not like to stand out in a crowd.

47) I never dread getting up in the morning.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

48) I rarely hold a grudge.

O Very Much Like Me
Unlike Me

49) I am always busy with something interesting.

O Very Much Like Me
Unlike Me

O Like Me

50) I am thrilled when I learn something new.

O Very Much Like Me
Unlike Me

O Like Me

51) I make decisions only when I have all of the facts.

O Very Much Like Me
Unlike Me

O Like Me

52) I like to think of new ways to do things.

O Very Much Like Me
Unlike Me

O Like Me

53) No matter what the situation, I am able to fit in.

O Very Much Like Me
Unlike Me

O Like Me

54) My view of the world is an excellent one.

O Very Much Like Me
Unlike Me

O Like Me

55) I never hesitate to publicly express an unpopular opinion.
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O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

56) I am a goal-oriented person.

O Very Much Like Me
Unlike Me

O Like Me

57) I believe honesty is the basis for trust.

O Very Much Like Me
Unlike Me

O Like Me

58) I go out of my way to cheer up people who appear down.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

59) There are people who accept my shortcomings.

O Very Much Like Me
Unlike Me

O Like Me

60) I am an extremely loyal person.

O Very Much Like Me
Unlike Me

O Like Me

61) I treat all people equally regardless of who they might be.

O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
O Very Much
Unlike Me
62) One of my strengths is helping a group of people work well together even when they have their
differences.
O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
O Very Much
Unlike Me
63) I am a highly disciplined person.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Unlike Me

O Very Much

64) I always think before I speak.

O Very Much Like Me
Unlike Me

O Like Me

65) I experience deep emotions when I see beautiful things.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

66) At least once a day, I stop and count my blessings.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

67) Despite challenges, I always remain hopeful about the future.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

68) My faith never deserts me during hard times.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

69) I do not act as if I am a special person.
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O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

70) I welcome the opportunity to brighten someone else's day with laughter.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

71) I never approach things halfheartedly.

O Very Much Like Me
Unlike Me
72) I never seek vengeance.

O Very Much Like Me
Unlike Me

73) I am always curious about the world.

O Very Much Like Me
Unlike Me

O Like Me

74) Every day, I look forward to the opportunity to learn and grow.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
Unlike Me
78) I have never steered a friend wrong by giving bad advice.
O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
Unlike Me

O Very Much

75) I value my ability to think critically.

O Very Much Like Me
Unlike Me

O Like Me

76) I pride myself on being original.

O Very Much Like Me
Unlike Me

O Like Me

77) I have the ability to make other people feel interesting.

O Very Much

79) I must stand up for what I believe even if there are negative results.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

80) I finish things despite obstacles in the way.

O Very Much Like Me
Unlike Me

O Like Me

81) I tell the truth even if it hurts.

O Very Much Like Me
Unlike Me

O Like Me

82) I love to make other people happy.

O Very Much Like Me
Unlike Me

O Like Me

83) I am the most important person in someone else's life.
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O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

84) I work at my very best when I am a group member.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

85) Everyone's rights are equally important to me.

O Very Much Like Me
Unlike Me

O Like Me

86) I am very good at planning group activities.

O Very Much Like Me
Unlike Me
87) I control my emotions.

O Very Much Like Me
Unlike Me

88) My friends believe that I make smart choices about what I say and do.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

89) I see beauty that other people pass by without noticing.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

90) If I receive a gift, I always let the person who gave it know I appreciated it.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

91) I have a clear picture in my mind about what I want to happen in the future.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

92) My life has a strong purpose.

O Very Much Like Me
Unlike Me

O Like Me

93) I never brag about my accomplishments.

O Very Much Like Me
Unlike Me

O Like Me

94) I try to have fun in all kinds of situations.

O Very Much Like Me
Unlike Me
95) I love what I do.

O Very Much Like Me
Unlike Me

96) I always allow others to leave their mistakes in the past and make a fresh start.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

97) I am excited by many different activities.
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O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

98) I am a true life-long learner.

O Very Much Like Me
Unlike Me

O Like Me

99) My friends value my objectivity.

O Very Much Like Me
Unlike Me

O Like Me

100) I am always coming up with new ways to do things.

O Very Much Like Me
Unlike Me

O Like Me

101) I always know what makes someone tick.

O Very Much Like Me
Unlike Me

O Like Me

102) People describe me as "wise beyond my years."

O Very Much Like Me
Unlike Me

O Like Me

103) I call for action while others talk.

O Very Much Like Me
Unlike Me
104) I am a hard worker.

O Very Much Like Me
Unlike Me

105) My promises can be trusted.

O Very Much Like Me
Unlike Me

O Like Me

106) I have voluntarily helped a neighbor in the last month.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

107) My family and close friends cannot do anything that would make me stop loving them.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

108) I never bad-mouth my group to outsiders.

O Very Much Like Me
Unlike Me
109) I give everyone a chance.

O Very Much Like Me
Unlike Me

110) To be an effective leader, I treat everyone the same.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral
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111) I never want things that are bad for me in the long run, even if they make me feel good in the short

run.
O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

112) I always avoid activities that are physically dangerous.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

113) I have often been left speechless by the beauty depicted in a movie.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

114) I am an extremely grateful person.

O Very Much Like Me
Unlike Me

O Like Me

115) If I get a bad grade or evaluation, I focus on the next opportunity, and plan to do better.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

116) In the last 24 hours, I have spent 30 minutes in prayer, meditation or contemplation.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

117) I am proud that I am an ordinary person.

O Very Much Like Me
Unlike Me

O Like Me

118) I try to add some humor to whatever I do.

O Very Much Like Me
Unlike Me

O Like Me

119) I look forward to each new day.

O Very Much Like Me
Unlike Me

O Like Me

120) I believe it is best to forgive and forget.

O Very Much Like Me
Unlike Me
121) I have many interests.

O Very Much Like Me
Unlike Me

122) I always go out of my way to visit museums.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

123) When the topic calls for it, I can be a highly rational thinker.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

124) My friends say that I have lots of new and different ideas.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral
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125) I always get along well with people I have just met.

O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
Unlike Me
126) I am always able to look at things and see the big picture.
O Very Much Like Me
O Like Me
O Neutral
O Unlike Me
Unlike Me

O Very Much
O Very Much

127) I always stand up for my beliefs.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

128) I do not give up.

O Very Much Like Me
Unlike Me
129) I am true to my own values.

O Very Much Like Me
Unlike Me

130) I always call my friends when they are sick.

O Very Much Like Me
Unlike Me

O Like Me

131) I always feel the presence of love in my life.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

132) It is important for me to maintain harmony within my group.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

133) I am strongly committed to principles of justice and equality

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

134) I believe that our human nature brings us together to work for common goals.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

135) I can always stay on a diet.

O Very Much Like Me
Unlike Me

136) I think through the consequences every time before I act.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

137) I am always aware of the natural beauty in the environment.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

138) I go to extremes to acknowledge people who are good to me.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much
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139) I have a plan for what I want to be doing five years from now.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

140) My faith makes me who I am.

O Very Much Like Me
Unlike Me

O Like Me

141) I prefer to let other people talk about themselves.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

142) I never allow a gloomy situation to take away my sense of humor.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

143) I have lots of energy.

O Very Much Like Me
Unlike Me

144) I am always willing to give someone a chance to make amends.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

145) I can find something of interest in any situation.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

146) I read all of the time.

O Very Much Like Me
Unlike Me

147) Thinking things through is part of who I am.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

148) I am an original thinker.

O Very Much Like Me
Unlike Me

149) I am good at sensing what other people are feeling.

O Very Much Like Me
Unlike Me

O Like Me

150) I have a mature view on life.

O Very Much Like Me
Unlike Me
151) I always face my fears.

O Very Much Like Me
Unlike Me

152) I never get sidetracked when I work.

O Very Much Like Me
Unlike Me

O Like Me
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153) I take pride in not exaggerating who or what I am.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

154) I am as excited about the good fortune of others as I am about my own.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

155) I can express love to someone else.

O Very Much Like Me
Unlike Me

O Like Me

156) Without exception, I support my teammates or fellow group members.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

157) I refuse to take credit for work I have not done.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

158) My friends always tell me I am a strong but fair leader.

O Very Much Like Me
Unlike Me

O Like Me

159) I can always say "enough is enough."

O Very Much Like Me
Unlike Me

O Like Me

160) I always keep straight right from wrong.

O Very Much Like Me
Unlike Me

O Like Me

161) I greatly appreciate all forms of art.

O Very Much Like Me
Unlike Me

O Like Me

162) I feel thankful for what I have received in life.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

163) I know that I will succeed with the goals I set for myself.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

164) I believe that each person has a purpose in life.

O Very Much Like Me
Unlike Me

O Like Me

165) I rarely call attention to myself.

O Very Much Like Me
Unlike Me

O Like Me

166) I have a great sense of humor.

O Very Much Like Me
Unlike Me

O Like Me

114

167) I cannot wait to get started on a project.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

168) I rarely try to get even.

O Very Much Like Me
Unlike Me

169) It is very easy for me to entertain myself.

O Very Much Like Me
Unlike Me

O Like Me

170) If I want to know something, I immediately go to the library or the Internet and look it up.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

171) I always weigh the pro's and con's.

O Very Much Like Me
Unlike Me

O Like Me

172) My imagination stretches beyond that of my friends.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

173) I am aware of my own feelings and motives.

O Very Much Like Me
Unlike Me

O Like Me

174) Others come to me for advice.

O Very Much Like Me
Unlike Me

O Like Me

175) I have overcome pain and disappointment.

O Very Much Like Me
Unlike Me

O Like Me

176) I stick with whatever I decide to do.

O Very Much Like Me
Unlike Me

O Like Me

177) I would rather die than be phony.

O Very Much Like Me
Unlike Me

O Like Me

178) I enjoy being kind to others.

O Very Much Like Me
Unlike Me

O Like Me

179) I can accept love from others.

O Very Much Like Me
Unlike Me

O Like Me

180) Even if I disagree with them, I always respect the leaders of my group.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much
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181) Even if I do not like someone, I treat him or her fairly.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

182) As a leader, I try to make all group members happy.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

183) Without exception, I do my tasks at work or school or home by the time they are due.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

184) I am a very careful person.

O Very Much Like Me
Unlike Me

185) I am in awe of simple things in life that others might take for granted

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

186) When I look at my life, I find many things to be grateful for.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

187) I am confident that my way of doing things will work out for the best.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

188) I believe in a universal power, a god.

O Very Much Like Me
Unlike Me

O Like Me

189) I have been told that modesty is one of my most notable characteristics.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

190) I find satisfaction in making others smile or laugh.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

191) I can hardly wait to see what life has in store for me in the weeks and years ahead.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

192) I am usually willing to give someone another chance.

O Very Much Like Me
Unlike Me

O Like Me

193) I think my life is extremely interesting.

O Very Much Like Me
Unlike Me

O Like Me

194) I read a huge variety of books.

O Very Much Like Me
Unlike Me

O Like Me
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195) I try to have good reasons for my important decisions.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

196) In the last month I have found an original solution to a problem in my life.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

197) I always know what to say to make people feel good.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

198) I may not say it to others, but I consider myself to be a wise person.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

199) I always speak up in protest when I hear someone say mean things.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Unlike Me

O Very Much

200) When I make plans, I am certain to make them work.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

201) My friends always tell me I am down to earth.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

202) I am thrilled when I can let others share the spotlight.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

203) I have a neighbor or someone at work or school that I really care about as a person.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

204) It is important to me to respect decisions made by my group.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

205) I believe that everyone should have a say.

O Very Much Like Me
Unlike Me

O Like Me

206) As a leader, I believe that everyone in the group should have a say in what the group does.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

207) For me, practice is as important as performance.

O Very Much Like Me
Unlike Me

O Like Me

208) I always make careful choices.

O Very Much Like Me
Unlike Me

O Like Me
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209) I often have a craving to experience great art, such as music, drama, or paintings.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

210) I feel a profound sense of appreciation every day.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

211) If I feel down, I always think about what is good in my life.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

212) My beliefs make my life important.

O Very Much Like Me
Unlike Me

O Like Me

213) No one would ever describe me as arrogant.

O Very Much Like Me
Unlike Me

O Like Me

214) I believe life is more of a playground than a battlefield.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

215) I awaken with a sense of excitement about the day's possibilities.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

216) I do not want to see anyone suffer, even my worst enemy.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

217) I really enjoy hearing about other countries and cultures.

O Very Much Like Me
Unlike Me

O Like Me

218) I love to read nonfiction books for fun.

O Very Much Like Me
Unlike Me

O Like Me

219) My friends value my good judgment.

O Very Much Like Me
Unlike Me

O Like Me

220) I have a powerful urge to do something original during this next year.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

221) It is rare that someone can take advantage of me.

O Very Much Like Me
Unlike Me

O Like Me

222) Others consider me to be a wise person.

O Very Much Like Me
Unlike Me

O Like Me
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223) I am a brave person.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

224) When I get what I want, it is because I worked hard for it.

O Very Much Like Me
Unlike Me

O Like Me

225) Others trust me to keep their secrets.

O Very Much Like Me
Unlike Me

O Like Me

226) I always listen to people talk about their problems.

O Very Much Like Me
Unlike Me

O Like Me

227) I easily share feelings with others

O Very Much Like Me
Unlike Me

O Like Me

228) I gladly sacrifice my self-interest for the benefit of the group I am in.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Unlike Me

O Very Much

229) I believe that it is worth listening to everyone's opinions.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

230) When I am in a position of authority, I never blame others for problems.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

O Like Me

O Neutral

O Unlike Me

O Very Much

231) I exercise on a regular basis.

O Very Much Like Me
Unlike Me

O Like Me

232) I cannot imagine lying or cheating.

O Very Much Like Me
Unlike Me

O Like Me

233) I have created something of beauty in the last year.

O Very Much Like Me
Unlike Me

O Like Me

234) I have been richly blessed in my life.

O Very Much Like Me
Unlike Me
235) I expect the best.

O Very Much Like Me
Unlike Me
236) I have a calling in my life.

O Very Much Like Me
Unlike Me
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237) People are drawn to me because I am humble.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

O Neutral

O Unlike Me

O Very Much

238) I am known for my good sense of humor.

O Very Much Like Me
Unlike Me

O Like Me

239) People describe me as full of zest.

O Very Much Like Me
Unlike Me

O Like Me

240) I try to respond with understanding when someone treats me badly.

O Very Much Like Me
Unlike Me

O Like Me

O Neutral

O Unlike Me

O Very Much
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