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Abstract

Complete tooth loss is a leading cause of oral disability,1,2 and is among the most
difficult treatment challenges in dentistry.3-5 Tooth loss, like the loss of other body parts,
can generate profound emotional and social responses, but there is no comprehensive
theory to explain how people psychologically manage loss of a part of their body. Given
the complexity of the phenomena surrounding these issues, the purpose of this
dissertation was to conduct a systematic review of the literature to search for and
synthesize the psychosocial theories commonly related to the loss of anatomical parts,
such as breasts, limb, or teeth, and to explain the beliefs and behaviours of people
responding to such losses. The methodological challenges encountered when
conducting the systematic search and qualitative synthesis of theories are also
presented with proposed solutions and considerations to overcome such challenges.
Finally, I explore how theories from this qualitative synthesis explain the beliefs,
concerns, and responses of people who experience complete tooth loss. The findings of
the search yielded 2,540 citations that referenced 288 articles referring to 89 primary
theories containing 586 constructs. Through the synthesis of seven construct
categories, a metatheory with essential contributions from theories related to
communications, developmental regulation, emotions, resources, and social cognition
was integrated to explain responses to loss. Different approaches of searching were
necessary, for example, both electronic and manual searches were used, including
searching of the reference list of selected articles to better understand the sources of
relevant theories. Inclusion criteria were refined using iterative and inductive processes
iii

to ensure the inclusion of all relevant literature. The qualitative synthesis presented in
this study was a useful approach for developing a metatheory that provided a
conceptual foundation, which was used to explain how people manage the loss of
anatomical parts. A metatheory synthesized from five dominant theories addressing
communication, personal background, emotions, resources, and social awareness
offers a comprehensive and plausible explanation of how people respond
psychologically and socially to the loss of their teeth, and it expands the scope of
information needed to help people manage their loss and subsequent treatment.
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Lay Summary

Tooth loss can prompt widely differing feelings and behaviours, similar to losing
other body parts. There is currently no single scientific theory that can fully explain how
people manage these experiences to help improve clinical care. Therefore, my research
focused on identifying and understanding theories that were primarily related to the loss
of body parts (e.g. breasts, limbs, or teeth), to help explain the beliefs and behaviours of
people who have lost a part of their body. The findings indicated that a combination of
five major theories could explain the experience of losing a body part. These theories
address communication, personal background, emotions, resources, and social
awareness as essential to the management of people who lost all their teeth. Overall,
these findings offer new evidence for patient-centred dental care and provide a
plausible foundation for improving the outcome of prosthodontic treatment involving the
loss of teeth and replacement with dentures.
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Preface

The sequence of chapters in this dissertation follows the manuscript-based
format. Each of these chapters include some necessary overlap with the information
provided in the dissertation introduction and discussion chapters to provide coherence
to the textual presentation. Chapter 1 provides an overall review of the literature to set
the stage for developing my doctoral research. Chapter 5 presents a general discussion
and conclusion with suggestions for future research. Chapters 2 to 4 are based on the
following manuscripts, which are published or prepared for submission to a peer
reviewed journal where I am the first author on all the manuscripts, have developed the
research design, conducted the research, and wrote the manuscripts and chapters
included in this dissertation.

Chapter 2: Al-Sahan MM, MacEntee MI, Thorne S, Bryant SR. A qualitative synthesis of
theories on psychosocial response to loss of breasts, limbs, or teeth. Journal of
Dentistry: X. 2020; 3:100014. doi: 10.1016/j.jjodo.2020.100014. The co-authors
contributed to the research design, data analysis, and gave advice on editing the
manuscript.

Chapter 3: Al-Sahan MM, MacEntee MI, Bryant SR. Methodological challenges in a
systematic search and qualitative synthesis of psychosocial theories [To be submitted].
The co-authors contributed to the research design and gave advice on editing the
manuscript.
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Chapter 4: Al-Sahan MM, MacEntee MI, Bryant SR. A metatheory explaining how
patients manage tooth loss. Gerodontology. 2020; 37(3):258–270.
doi: 10.1111/ger.12457. The co-authors contributed to the research design, data
collection and analysis, and gave advice on editing the manuscript. Ethical approval for
this study was received from the University of British Columbia’s, Behavioural Research
Ethics Board (H03-80164).
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Chapter 1: Introduction
In the dental profession prosthodontists manage patients who have severely
damaged or lost some, or all of, their natural teeth and are seeking prosthodontic
treatment that often includes replacement of missing teeth with either fixed or
removable dental prostheses. Prosthodontists routinely treat patients suffering from
complete tooth loss and help prepare them for dentures. Many patients accept and use
dentures without complaint.6,7 However, substantial uncertainty remains as some
patients have difficulty accepting the loss of their teeth or adapt poorly to dentures,8,9
yet we struggle to understand and explain their beliefs and behaviours related to tooth
loss and to manage patients effectively when they adapt poorly to dentures. It should be
possible to explain such complex human behaviours using theory, which is “a set of
systematically interrelated constructs and propositions intended to explain and predict a
phenomenon or behaviour of interest, within certain boundary conditions and
assumptions” (page 14).10 More specifically, theories should be able to explain why
some people adapt to changes better than others, identify the psychosocial factors
which I will broadly define as capturing both psychological and social factors relating to
psychological adaptation, and determine how to promote favourable management
strategies and interventions. Overall, there is a need for clearer concepts and
explanations of how people respond to complete tooth loss.
While no comprehensive theoretical foundation has been established for these
phenomena, various theories have been suggested in dentistry that offer inadequate
explanations of how people respond to the loss of their teeth. For example, dentists
have suggested that people with neuroses are more likely than psychologically healthy
1

people to respond poorly to tooth loss and dentures, though there is little empirical
evidence to support this proposition.11-15 Psychological reactions to tooth loss16 have
also been framed in the context of stress theory (ST)17 and/or by applying the stages of
grief model (SGM).8 However, stress theory does not account for how people appraise
and cope with loss, and the linearity of the stages of grief model oversimplifies the
complicated and idiosyncratic experience of grief.18 Sick role theory (SRT) has
influenced the social interpretation of dental problems and the development of
psychometric instruments for evaluating oral health-related quality of life.19 Locker20
adopted the concepts of impairment, functional limitations, disability, and handicap from
the International Classification of Impairments, Disabilities, and Handicaps (ICIDH) to
explain the experiences and consequences of oral disorders as a linear and seemingly
irreversible process, but without overtly considering the potential for reversing the
impact of disease or impairment. Similarly, others, such as Adulyanon and Sheiham,21
Gilbert et al.,22 and Locker and Gibson,23 interpreted oral health in a negative way, with
a focus on the restrictions and limitations experienced by individuals with oral
impairments. On the contrary, MacEntee7 proposed the existential model of oral health
based on the International Classification of Functioning Disability and Health (ICF),24
which provides a more dynamic and positive interpretation of oral health by explaining
that personal and environmental factors can affect the perception of oral disorders.
However, this existential model has not been explored beyond the initial conceptual
developments of MacEntee7 and of Brondani and colleagues,25 to explain the underlying
psychosocial processes associated with tooth loss. Searching the reference lists of
articles found during my initial process of reviewing the dental literature it became
2

evident that most of the available literature discussing such theoretical considerations
relating to the loss of body parts has been published in the context of limb amputation
and breast cancer, and more specifically, mastectomies. Consequently, there was a
need to explore psychological and social theories that have been employed in other
health care disciplines to understand psychological adaptation responses to similar
problems. Henceforth, I will refer to this range of theories collectively as ‘psychosocial’
theories, although I acknowledge the more formal definition of “psychosocial” which
quite interestingly does not include purely psychological factors; instead it includes only
social factors with direct psychological implications,26 whereas it also does not include
macro-level social theory (or even some meso-level social theory) not directly relating to
psychological adaptation.27 Interestingly, I found that physicians and other care
providers involved in the interdisciplinary rehabilitation practice also confront uncertainty
in their efforts to manage patients experiencing the loss of anatomical parts.28,29
Uncertainty pervades the assessment and management of patients who vary widely in
their psychosocial responses to the loss of teeth or other anatomical parts, such as
breasts and limbs.4,28,29 It is evident that people who experience loss generate complex
responses that require further consideration to better understand the beliefs and
behaviours associated with such loss.
Therefore, the purpose of this dissertation is primarily to explore how people are
likely to respond psychologically to the loss of anatomical parts via synthesis of
psychosocial theories, and secondarily to explain the methodological challenges of
searching for and synthesizing such theories. Finally, as part of this exploration of
theory, I analyzed interviews recorded from a group of participants who were
3

experiencing loss of all of their remaining natural teeth to assess the relevance of the
theoretical synthesis to their beliefs, concerns, and experiences of loss.

1.1

Psychosocial Responses to Complete Edentulism and Adaptation to

Removable Dental Prostheses
Complete loss of teeth, or edentulism, is potentially the most profound debilitating
form of dental disorders and is usually caused by dental caries and periodontal disease,
or occasionally it is a consequence of trauma, congenital absence of teeth (i.e.
anodontia), or oral cancer.30 Globally, the prevalence of edentulism among adults is
declining, with rates falling from 4.4% to 2.4% between 1990 and 2010.31 Nevertheless,
it is still the leading cause of disability associated with oral conditions in 19 of the 21
global regions, and it remains a significant risk for an aging population since rates of
edentulism increase with age.1,2 In Canada, 6.4% of the adult population are completely
edentate, and it is especially prevalent among seniors (21.7%) compared to young
adults (4.4%).32 Even with declining rates, the number of edentate seniors will persist for
some time since the proportion of those older than 65 years is expected to increase
from 15% of the population currently, to 25% by 2036.33 Complete edentulism severely
impairs chewing efficiency (eating), speaking and appearance (smiling). Complete
removable dentures are the most common treatment option to restore missing teeth in
either one or both jaw(s). The prevalence of denture use varies considerably depending
on a person’s socioeconomic status (e.g. it is higher among those with low
socioeconomic status),30 moreover, in some countries, approximately half of people
over the age of 65 are edentulous and use complete dentures, with many experiencing
4

difficulties in using them.31,34 Alternative treatment involves the use of implant-retained
dentures, improving denture stability and chewing efficiency, as well as preventing periimplant bone loss.35,36 Despite the functional benefits of implant-retained dentures,
Walton and MacEntee37 reported a 35% refusal rate of denture-users who had been
offered free implants, and nearly half of whom had refused because of concerns about
surgery or a lack of interest in dental implants.
Tooth loss, as with disfigurement from loss of other anatomical parts,38,39 can
also generate profound emotional and social responses; consequently, there is a need
to better manage the psychological trauma associated with tooth loss, especially with
respect to our aging populations.40-43 However, as yet, we lack a comprehensive
theoretical foundation to explain these responses to the loss of teeth.6-8,20 Earlier studies
have explored the psychological impact of oral impairments.6,8,16 Bolender et al.13
reported that nervous patients who were assessed using the Cornell Medical Index,44
were more likely to have difficulties with dentures, though it was not an effective
predictor for identifying emotionally disturbed patients. Similarly, others interpreted the
psychosocial disturbances caused by tooth loss and the use of dentures as a neurosis,
but offered limited evidence to support this diagnosis.11-15 Bergendal16 drew on ST17 to
explain how some patients perceive tooth loss as being more stressful than marriage,
childbirth, changing jobs, and retirement; however, ST fails to explain how patients cope
with such distress.
Fiske et al.8 applied the concepts of the SGM45 to understand the emotional
impact of tooth loss and dentures on edentulous patients, and found that patients
expressed feelings of grief sequentially from denial, anger, bargaining, and depression,
5

to acceptance of tooth loss and dentures. However, others46,47 concluded that patients
were more concerned about their general health, material concerns, and potential loss
of other anatomical parts than the potential loss of teeth. Furthermore, the SGM has
been criticized for overlooking the possibility that the grieving process is influenced by a
wide variety of circumstances and rarely manifests as a predictable sequence of
responses.48 In a follow-up survey, Davis et al.9 found that about half of their edentulous
respondents had lingering emotional difficulties related to self-image and personal
relationships, and they often felt restricted when eating, laughing, and socializing. They
also expressed a lack of satisfaction with removable dentures, and although it was not
the sole factor, it might play a role in the emotional response to tooth loss. Moreover,
Rousseau et al.49 applied the ideas of Bury’s biographical disruption theory50 to explore
the experiences of edentulous patients who used dentures. In this theory, the embodied
perceptual experience of denture use involves the extent to which the individual feels
that the denture is a part of their phenomenal body (i.e. the body as they perceive and
experience it). They determined two disruptions motivated patients to seek implantsupported dentures. Firstly, tooth loss was perceived as a “neglected mouth” and using
dentures indicated “a marker of old age”; and secondly, patients who has little
experience with chronic disability responded poorly to unanticipated tooth loss, and
often felt disembodied (i.e. the perception that their body image has been disturbed).
In contrast, the SRT described by Parsons,51 posits that clinicians are expert
gatekeepers needed to diagnose and restore a sick individual to their normal social
roles. Davis challenged the use of SRT in the context of dentistry, arguing that it relates
only to acute disorders, whereas dental conditions are usually chronic in nature and
6

often not fully resolved with treatment.52 Nonetheless, the SRT, as exemplified
practically by the sickness impact profile, has dominated explanations of how oral
disorders can disturb the productive role of people in society.53,54,19,55 Cohen and
Jago,54 and Reisine19 both drew from the SRT to propose that oral disorders can disturb
one’s role in society, implying that a dentist would help restore that role by successfully
treating the disorder. However, several authors recognized the limitations of the SRT in
accommodating measures of oral health.6,56 Locker,20 expanding on a study by Smith
and Sheiham,55 suggested that oral health-related self-esteem is better accommodated
by the biological, behavioural, and social concepts of impairment, functional limitations,
disability, and handicap. Working with the World Health Organization (WHO), Wood,57
along with Bury58 and Badley,59 had previously helped develop these broader concepts
of health and disease, highlighting the consequences of health impairments, disability,
and social disadvantage or handicap as the foundation for the ICIDH.60 Consequently,
Locker20 proposed a conceptual model of oral health that linked the concepts in a
manner similar to the ICIDH (Figure 1.1).

7

Figure 1.1. A conceptual framework of the impact of oral disorders,
adapted from Locker.20

The WHO has since replaced the ICIDH with the ICF,24 as a more dynamic
structure that acknowledges the influence of personal and environmental factors on the
consequences of diseases and disorders (Figure 1.2).

8

Figure 1.2. The International Classification of Functioning,
Disability and Health (ICF), adapted from the WHO.24

MacEntee7 used the ICF to develop the existential model of oral health to explain
the broad effects of oral health, function, and disablement (Figure 1.3). Through indepth interviews with elderly adults, MacEntee and colleagues6,7,53 found that some
people can clearly manage effectively despite their oral impairments, disease, functional
limitations, and/or disabilities. However, the model only provides a limited conceptual
basis for understanding how people manage with tooth loss and dentures, with no
practical explanation.
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Figure 1.3. Existential model of oral health, adapted from
MacEntee.7

Other studies suggest that the emotional impact of tooth loss can vary with age,
ethnicity, or cultural expectations, and it is often influenced by social characteristics,
such as financial resources and education.61-67 Apparently, social embarrassment
caused by tooth loss may be more profound in younger people.62,63 McMillan and
Wong67 reported that tooth loss did not have a significant emotional impact on older
Chinese people in Hong Kong because it is considered a normal part of aging, with little
or no negative stigma, even though it can impair eating and limit a person’s choice of
10

foods. Recently, Zhang et al.64 found that completely edentulous Chinese and
Vietnamese older adults with a low socioeconomic status tended to avoid eating hard
food due to their limited chewing abilities. Similar reports have come from Northern
India65 and Brazil,66 where older adults seem more concerned with the functional
difficulties of eating than with any perceived social stigma. However, the emotional
effects of tooth loss may also vary from place to place, which is due, at least in part, to
differences in culture and expectations.68,69 For example, completely edentulous older
adults in Hong Kong were less likely to have difficulty coming to terms with tooth loss
than those in London or Scotland,69 possibly because they perceive tooth loss as
inevitable.70 Spiritual beliefs were also found to have a noticeable impact on feelings
related to tooth loss, possibly through values and beliefs that encourage a willingness to
accept loss as part of a predestined or fated aging process.71
It is also possible that the apparent variation in responses to the disability or
inconvenience caused by tooth loss and denture use may reflect differences in how
these aspects are assessed. For example, a questionnaire-based study found that,
although new dentures did not always resolve functional problems, they usually
improved comfort, self-image, and social interactions, even if some participants
exhibited lingering negative emotional responses to tooth loss and denture use.72 The
negative responses, identified in a previous investigation,8 included feelings of
bereavement, diminished self-confidence and self-image, concerns about privacy and
secrecy, and difficulty with socializing and intimacy. While a narrative analysis6 based
on open-ended interviews with older adults, revealed a wider set of perspectives related
to the interaction between general health, oral hygiene, and oral comfort, with comfort
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including concerns around pain, eating, appearance, and self-consciousness. Many of
the older adults had some natural teeth, so it is not surprising that different perspectives
emerged from people who had no natural teeth. The findings also suggest that
adaptation to denture use may be enhanced in a social environment of peers who
accept tooth loss and denture discomfort as an unavoidable consequence of aging.
However, it was also noted that with the decreasing rate of edentulism, future denturewearers are less likely to be tolerant of their discomfort when surrounded by peers who
still have their natural teeth.6
Developmental regulation theory, including both life-span theory rooted in
psychology and life-course theory from sociology, explains how people regulate or
manage their development throughout life. MacEntee et al.73 investigated the potential
of this theory to explain the beliefs and experiences of older people related to oral care
in China, and they found that people indeed have a resilient and optimistic capacity to
cope with oral conditions throughout life, even under severe adverse circumstances.
Life course theory raises the possibility that personal responses to oral health and oral
disorders are influenced by many interacting variables over the course of a person’s
life.74 This theory explains the trajectories that influence the development, course,
change, accumulation, and effects of chronic disease by integrating the temporal
relationships and critical periods of events that influence a person over time.75 For
example, studies have found that adverse social conditions, downward social mobility,
and limited resources at critical periods throughout a person’s life can have a negative
accumulative effect on the dental health and function of older adults, which depends on
when they occur over their lifetime relative to various regional, community, and
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individual norms.76 However, the pathways by which temporal relationships and critical
periods environmentally and biologically interact to influence oral health are poorly
understood.74
In summary, current theories only provide a limited explanation of why some
people might consistently react to the loss of their teeth with less distress than
expected, while others fail to recover or resolve such a loss. To date, there is no
comprehensive theory of oral health that fully explains the psychosocial responses to
tooth loss. It is possible however, that other psychosocial theories can provide a
broader understanding of how people cope with, and adapt to, complete tooth loss. As
acknowledged in my introductory comments, it was readily evident in the preliminary
exploration of the literature that most theory-based literature explaining responses to
loss of anatomical parts was found in the context of reactions to limb amputation and
mastectomies associated with breast cancer. Therefore, the following sections introduce
these subject areas.

1.2

Psychosocial Responses to Limb Amputation and Adaptation to Prosthetic

Replacement
Limb amputation (i.e. removal of one or more of the bodies extremities) is usually
caused by trauma (e.g. car accident, war, occupational injury), a complication of a
chronic disease (e.g. diabetes mellitus, vascular diseases), malignancy of the bone or
joint, or congenital deficiency. Globally, the annual incidence of amputations ranges
widely from 3.6 to 68.4 per 100,000 people, 25% to 90% of which are related to
complications associated with diabetes mellitus.77,78 Similarly, in Canada the annual
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incidence of limb amputation, with an overall age-adjusted rate of 22.9 per 100,000
people, was also mainly caused by complications associated with diabetes mellitus
(62%).79
Amputees can experience a range of negative psychological and social
responses including grief, anxiety, functional limitations, and restricted social
interactions from their impairment and resulting disability.80,81 Prosthetic rehabilitation
can involve up to nine phases: preoperative (education, treatment plan development,
and discussions of outcomes and expectations), operative, acute post-surgical (wound
healing, pain control, emotional support, and residual limb shaping), pre-prosthetic
(improving muscle strength, flexibility and range of motion, cardiovascular conditions,
and training to stand and ambulate without prosthesis), prosthetic prescription and
fabrication, prosthetic rehabilitation (fitting and training to use the prosthesis),
community integration, vocational rehabilitation, and follow up.82 The different
treatments offered to the amputees for limb replacement may include a variety of
options: no replacement in favour of wheelchair and/or walking aid (crutch) use;
removable harness to support the prosthetic limb (passive, body-powered, electric
prostheses); and other forms of attachment, such as osseointegrated limb prostheses.
Evidently, prosthesis users vary in their embodied experience of their prosthesis use.
For example, many amputees report feeling their prosthesis as part of their body, while
others consider their prosthesis to be a valuable enabling device, though they
experience no such embodiment.83 The acceptance rate of the amputees to use their
prosthesis varies depending on the type of prostheses, for example, the acceptance
rate for an electric hand prosthesis (62%) was higher than the passive hand (48%) and
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body-powered hand prostheses (40%).84 Almost one third (33%) of amputees with a
lower limb amputation would consider an osteointegration procedure for a prosthetic
suspension, whereas 42% would not consider the procedure, mainly due to the potential
risk of infection and failure.85
Several studies have investigated the psychosocial impact of limb loss and how
amputees may adapt to their prosthetic limb.86-92 Amputees’ acceptance of using the
prostheses reportedly varied from 27% to 56% for upper limb amputation (ULA),93,94 and
46% to 96% for lower limb amputation (LLA).95,96 The factors related to acceptance of
lower limb prostheses were amputees being younger, employed, and married, as well
as those with minor amputations (e.g. foot) who experienced trauma but did not have
phantom limb pain, while less use of the prostheses was linked to residual limb pain
during function.97 Applying Andersen’s behavioural model based on the conceptual
understanding of social cognitive theory, Biddiss et al.98 found the potential predictors
for the amputee’s acceptance of prosthesis use were related to their perceived need for,
and involvement in selecting the prosthesis, as well as satisfaction with the prosthesis
and the related processes of surgical and rehabilitative care; while the predictors for not
using a prosthesis included the amputee being female within an age range of 4-35 or
50-60 years, the level of upper limb amputation being below the wrist or above the
elbow (rather than trans-radial limb amputation), and the timeframe associated with
fitting the prosthesis being more than 6 months from amputation. However, Andersen’s
behavioural model did not consider that the decision to accept or reject a prosthetic limb
may also vary widely based on other motivating factors, such as the amputee’s goals
and priorities or the overall impact on quality of life. Leventhal’s common sense self15

regulation model,99 also based on social cognitive theory, proposes that people tend to
use coping strategies to modulate their responses when faced with a stressful
experience, such as the physical symptoms following limb amputation. Furthermore, to
actively manage symptoms and prosthesis use, amputees must be aware of both the
severity and extent of the impairment as well as their response to prosthesis utilization.
For instance, lower limb amputees tended to use their prostheses when they perceived
that their physical symptoms were minimal and the treatment was effective in controlling
their impairment.86 Somewhat contrarily, the dual process model of assimilation and
accommodation is a developmental regulation theory100 that explains two modes of
adaptive self-regulation adopted by amputees to manage discrepancies between
perceived and desired goal attainment. For example, this theory was applied to explain
how limb amputees adopt both assimilative (i.e. they change situations interfering with
pursuing personal goals) and accommodative (i.e. they adjust personal goals to
situational constraints) coping strategies throughout their lifetime whilst adapting to the
consequences of limb amputation.87,88 Overall, coping strategies promote adaptation
over time during the rehabilitation process,87 with the most common strategies being
accommodative, such as accepting limitations and emotional support or adjusting
personal goals based on available resources.88
Limb amputees have also been investigated relative to the transactional theory of
stress and coping (TTSC),101 which was further developed by Lazarus into the
cognitive-motivational-relational theory of emotion (CMRTE),102 to describe coping as
an integral part of appraising goals and resources, in relation to the emotions and
behaviours stemming from stressful events, and also to identify coping strategies as
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predictors of psychosocial adaptation. For example, Oaksford et al.90 conducted a
qualitative study based on the ideas of TTSC and found that lower limb amputees
managed their loss by adopting a wide range of coping strategies, including
active/confrontive versus passive/avoidance coping; pessimistic/fatalistic versus
optimistic/positivistic coping; and social/emotional versus cognitive coping.92
Nonetheless, positive coping and psychological growth (e.g. acceptance, downward
social comparison, and humour) have been shown to facilitate a person’s adaptation to
amputation; for example, amputees downwardly compared themselves to others who
are worse off as a strategy to maintain their self-esteem.90 In comparison, Desmond and
MacLachlan found that lower limb amputees who adopted avoidance strategies
experienced psychological distress and poor adaptation outcomes, while those adopting
problem-solving strategies and who sought social support experienced favourable
adaptation to loss.89
In summary, several theories have been applied to explain the experiences of
limb amputees, including those associated with prosthesis use; however, there is no
comprehensive theoretical explanation for predicting the psychosocial outcomes
associated with limb loss or of rehabilitation efforts to improve the adaptation of a limb
amputee to the use of a prosthesis.

1.3

Psychosocial Responses to a Mastectomy and Adaptation to Prosthetic

Replacement
A mastectomy involves surgical removal of one or both breasts and is most often
offered as a life-saving intervention for women managing breast cancer. Globally, breast
17

cancer is the second most common of all cancers (11.6%) and affects 24.2% of
women,103 while in Canada, breast cancer is the third most common of all cancers
(13%), occurring among 25% of women and in less than 1% of men.104 The different
treatment options provided to a mastectomy patients ranges from no replacement of
their breast to replacement with an external prosthesis or reconstructive surgery.105,106
The psychological and social impact of mastectomy on patients can include
anxiety, depression, sexual dysfunction, and self-image or body image “embodiment”,
which often manifests as major problems with self-esteem and social embarrassment.39
Some patients may choose reconstructive surgery or a prosthesis with minimal
anticipated difference in their quality of life;105,106 however, it has also been
demonstrated that the impact among those choosing surgical reconstruction has
involved more positive feelings about body image, less sexual dysfunction, and greater
self-esteem.107 The overall impact of breast reconstruction varies among studies, with
results ranging from reports of similar quality of life outcomes being found among
patients with or without breast reconstruction108 to reconstruction providing positive
psychosocial outcomes.107 However, there are no theoretical explanations underlying
the variability in the outcomes for rehabilitation of mastectomy patients.
To better understand and manage the variability in such psychosocial outcomes,
recent literature on breast cancer has examined the importance of coping strategies to
promote long-term adaptation. For example, Drageset et al.109 applied the TTSC to
explore coping experiences and reﬂections following the ﬁrst year after a mastectomy.
They found that women were generally optimistic despite having a fear of cancer
recurrence and feelings of uncertainty about their future. The women were also
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motivated by a desire to return to a normal and healthy life, caring and showing
compassion towards others (e.g. among family and close relationships), accepting their
situation, and engaged in physical activity, self-care, and work. Others have found that
mastectomy survivors’ ability to cope appeared to benefit from spirituality and selfefficacy,110,111 for example, women’s self-efficacy and spirituality promoted coping with
functional limitations.111 As with limb loss, mastectomy survivors have also been found
to alternate between assimilative and accommodative coping strategies as they manage
their loss, based on the application of the dual process model of assimilation and
accommodation.112 Furthermore, mastectomy survivors reportedly benefited from
confronting the loss rather than fatalistically avoiding its emotional effects.110 This
prompted the suggestion that seeking social support enhanced adaptation (e.g. fighting
spirit), and overall well-being, whereas lack of social support consistently led to
maladaptive coping response (e.g. helpless-hopelessness).110
The ability to optimally cope with, and adapt to, such a stressful event has also
been linked to personal resources, such as a person’s sense of coherence (SOC) or
resilience.113 Antonovsky’s theory114 of SOC found within resource theory is a health
engendering orientation that functions as a psychological resource. Thus, individuals
with a strong sense of coherence consider life stressors to be minimal and cope well
with them, resulting in a perception of well-being. For example, Boman et al.115 found
that mastectomy patients with high levels of SOC and emotional well-being before
surgery reported better emotional well-being one year after the mastectomy.
Finally, a longitudinal study to assess whether goal adjustment capacities would predict
survivors’ emotional well-being and physical health based on the life-span theory of
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control, which is integral to developmental regulation theory,116 found that the capacity
of a breast cancer survivor (over a span of three months after a mastectomy) to utilize
available resources in their adjustment of personal goals (i.e. goal disengagement and
goal reengagement) increased their positive emotions and physical activity after
mastectomy treatment.117 Overall, as with the earlier tooth loss and limb loss literature,
a number of theories have been applied to explain the experiences of mastectomy
patients; however, there is no comprehensive explanation to predict and enhance
psychosocial outcomes for mastectomy patients.

1.4

Research Objectives and Research Questions

The research objectives are to:
1. Conduct a systematic review in order to generate a qualitative synthesis of theories
that are being used to explain the beliefs and behaviours of people responding to the
loss of anatomical parts, such as breasts, limbs, or teeth.
2. Explain the methodological challenges encountered, and the suggested solutions or
considerations, when conducting a systematic search and qualitative synthesis of
psychosocial theories.
3. Explore how existing theories explains the beliefs, concerns, and experiences of
people experiencing complete tooth loss.
The research questions guided by the objectives included the following:
1. What theories have been used to explain the beliefs and behaviours of people
responding to the loss of anatomical parts?
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2. What are the methodological challenges associated with conducting a systematic
search and qualitative synthesis of theories?
3. Do existing theories explain the beliefs, concerns, and experiences of people
experiencing complete tooth loss?

1.5

Methods of Psychosocial Assessment in the Context of Impairment
Both quantitative and qualitative research methods have been used to assess

the psychological and social responses to impairment and rehabilitation. Although
quantitative methods involving patient-based responses to questionnaires have
dominated health-based research, specifically in the assessment of psychological and
social responses to impairment and rehabilitation, qualitative methods have been
increasingly successful in discovering and explaining the dynamic and fluctuating nature
of social behaviours, beliefs, attitudes, and feelings, which can lead to a better
understanding these responses.118-120

1.5.1

The Quantitative Approach
Several psychometric instruments have dominated research in the health

disciplines; however, as it is not within the scope of this dissertation to elaborate on the
details of these instruments only their limitations will be briefly described. For example
in medicine, it has been acknowledged that psychometric instruments such as
BREAST-Q are limited in exploring the quality of life of breast cancer mastectomy
survivors,121 and in explaining their behaviours.122 In the context of limb amputation, the
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Trinity Amputation and Prosthesis Experiences Scale (TAPES) has often been used to
measure an amputee’s quality of life, presence of phantom limb pain, and perception of
body image.123,124 However, it is limited in its ability to offer information about
involvement of an amputee in the process of developing a prosthetic replacement.
In dentistry, several questionnaires or “sociodental instruments” 125 such as, the
Oral Health Impact Profile (OHIP)126 and the Oral Health-Related Quality of Life
Measure (OHQoL)127 have been developed to measure comfort, self-image, well-being,
life-satisfaction and quality of life.128,129 However, they focus mainly on negative
responses to oral impairments without regard to the possibility of positive responses to
impairment6,125,130 or the fluctuating psychological and social factors described in the
ICF, which include personal factors such as attitudes, gender, expectations,
adaptability, and self-efficacy, as well as environmental factors such as social support,
culture and ethnicity, and health policy.131-133 Overall, questionnaires appear to offer
quite limited explanations for the complex human beliefs and behaviours associated
with loss of anatomical parts.56

1.5.2

The Qualitative Approach
Qualitative methods often involve open-ended interviews that can provide an

immense source of psychological and social information when systematically analyzed
in a disciplined and accountable manner.134,135 In general, different qualitative methods
have been used to explore and explain phenomena of interest, such as human beliefs
and behaviours.118-120 For example, in the context of limb amputations and
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mastectomies, phenomenology discovers the underlying essence of the lived
experience of limb amputees with prosthetic replacements.118 Ethnography explores
and describes the cultural or social context of a group of amputees who experience
impairment.136 Grounded theory is based on a stepwise “constant comparative analysis”
approach to identify the similarities and differences between concepts or themes that
can be used to generate a theoretical relationship among the themes.119 Narrative
inquiry explores the feelings, thoughts, and experiences of mastectomy women through
their narratives.137 Interpretive description is a qualitative approach that draws from
these methodological traditions and can derive in-depth analysis of clinical knowledge
applicable to practice.138 It has been widely used in health disciplines and was
developed in response to the need for applied qualitative research methods that can
explore and explain complex human experiences within professional disciplines
concerned with applied health knowledge.138 Therefore, applying an interpretive
description approach in my research will provide new knowledge about the beliefs,
concerns, and experiences of people who experience loss of anatomical parts. This
method is also used to synthesize theory-based literature.

1.5.3

Systematic Review of Theory
The purpose of a systematic review is to summarize the evidence, synthesize a

theory, and identify gaps in knowledge for advancing patient-centred care through
healthcare policy, clinical guidelines, and allocation of health resources.139-141
Systematic review involves either a comprehensive or optimal search and review of
published literature that has: an explicit and focused question, structured algorithm for
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inclusion of studies to present as evidence, an explanation of the strength of evidence,
and a summary of the findings from the studies.142 Typologies of systematic reviews
based on research objectives can summarize literature to describe and clarify gaps in
knowledge, such as a narrative review (summarizes published literature not requiring a
comprehensive search, allowing for examination of recent literature), a scoping review
(offers a preliminary assessment of the nature and extent of available literature), and a
mapping review (maps out and categorizes existing literature to enable informed
decisions on further review or primary research needs by identifying gaps in
knowledge). Some types involve aggregating, configuring, or integrating quantitative
findings such as meta-analysis, or qualitative findings such as qualitative synthesis (e.g.
metasynthesis, meta-ethnography, or critical interpretive synthesis), or synthesis from a
mixed method such as a realist review. Finally, other types summarize multiple reviews,
for example, an umbrella overview (compiling evidence from multiple reviews) or a
meta-narrative review (creates an overarching synthesis of different narrative
reviews).143-146
As perhaps the most conventional form of systematic review, meta-analysis
involves a deductive process using statistical techniques for aggregating findings from
quantitative studies to provide a scientific foundation for evidence-based practice.147 In
contrast, qualitative synthesis of theory is an interpretive process, that entails an
iterative (i.e. a repetitive, and recursive process in qualitative data analysis) and
dynamic inductive analysis to deconstruct, aggregate, and categorize conceptual ideas
to explain human beliefs and behaviours.138,148 Health and disability researchers have
used qualitative synthesis to identify the meanings of illness and disability experiences
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involved with limb amputation and prosthesis use,83 chronic illness,149 and oral healthrelated beliefs and behaviours.150 Ultimately, qualitative synthesis of theories should
facilitate improved understanding and explanations for the phenomenon of managing
the loss of anatomical parts.151,152
The systematic search for theories in the published literature is challenging, and
there is no established method to consistently identify theories by this process.153-155
Few investigators have reported on the challenges of reviewing theory, particularly
when searching electronically, and identifying theory-based literature.156,157 For
example, searching for a theory in methodologically diverse literature can be
compromised by the limitations of the electronic databases being searched, including
poor indexing of the databases.153,156 Likewise, synthesizing theory is a difficult
challenge156 and involves different approaches, such as qualitative synthesis,158,159 and
realist review.160 A consensus has yet to be established on the optimal methodology for
conducting a systematic review of psychological and social theory. In the present
research, a qualitative synthesis approach will be used to conduct a systematic review
of psychological and social theories that explains the loss of anatomical parts.

1.6

Overview of Study Scope
Health care providers face uncertainty in treating patients’ who vary in the ways

they respond psychosocially to tooth loss and the loss of other anatomical structures
such as breasts and limbs.4,28,29 It is evident from the literature that there is no
comprehensive theoretical explanation for the phenomenon of how patients manage the
loss of anatomical parts, particularly the loss of teeth. Nor is there consensus on a
25

systematic method to review the literature to understand such a comprehensive
theoretical explanation if it did exist. Understanding this phenomenon would benefit care
providers as they seek to predict treatment outcomes and better manage patients. In
addition, this will help inform educators and policy makers aiming to improve training
programs and healthcare services. Accordingly, in this dissertation I explore the beliefs
and experiences of patients who experience the loss of anatomical parts by using a
combination of theories to develop a comprehensive theoretical perspective that
explains how patients manage loss, and in particular the loss of teeth. In chapter two, I
present a qualitative synthesis of theories to explain how patients respond
psychosocially to the loss of their anatomical parts. In chapter three, the methodological
challenges and solutions, along with considerations for overcoming the idiosyncrasies
associated with a systematic search to identify and synthesize theories, are presented.
Chapter four explores the relevance of a metatheory synthesized from five dominant
theories obtained from interviews conducted with 18 participants that were analyzed
inductively using interpretive description and qualitative synthesis to explain their beliefs
and experiences relating to tooth loss. Lastly, I present an overall discussion of the
findings from these studies, highlight the implications of the findings, and provide
suggestions for future research.
The next chapter addresses my first research objective of conducting a
systematic review of psychosocial theories most likely to explain the beliefs and
behaviours of people responding to the loss of anatomical parts, such as breasts, limbs,
or teeth.
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Chapter 2: A Qualitative Synthesis of Theories on Psychosocial
Response to Loss of Breasts, Limbs, or Teeth

2.1

Introduction
Although there is wide variation in the use and definition of terms, researchers

often use some form of theory, whether as constructs or concepts of a theory161 or as
groups of ideas within models or frameworks,162 to organize, analyze, and explain
various phenomena.161 Theory in the context of impairment can explain the beliefs and
behaviours that help to predict the outcome of treatment, thereby enabling better
management of people’s suffering. It can also help to explain the uncertainty
surrounding why some people adapt to changes better than others, and what
psychosocial factors favour adaptation, or how to promote favourable management
strategies and interventions. Therefore, theory provides health care professionals with a
way to think about conditions in which uncertainty exists.
Uncertainty pervades reports on the incidence of, and human response to the
loss of anatomical structures, such as breasts, limbs, or teeth.4,28,29 For example,
estimates of limb amputations range from 4 to 68 per 100,000 people/year, and with
25% to 90% associated with diabetes.77-79 Similarly, responses to a mastectomy, which
can be life-saving for women managing breast cancer, vary greatly,103 and although the
incidence of complete tooth loss is declining, it remains the leading cause of oral
disability globally.1,2 Indeed, uncertainty in the observable psychosocial responses to
each of these conditions has been the focus of much theorizing.
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Theorization in the context of psychosocial responses to various physical
conditions, reflects both the predictable features of specific conditions and the practices
associated with different theoretical orientations. Although no coherent theoretical basis
exists for explaining all such responses, various intriguing possibilities exist in the
literature of related phenomena. For example, Bury’s50 theory of biographical disruption
explains how people respond to chronic diseases; however, it is unclear how this
disruption might be influenced by individual characteristics of embodiment and people’s
tendencies to normalize chronic experiences even when it is severely painful for
them.163,164 Grief theory45,165 explains some aspects of the psychosocial response to
various losses, including the loss of limbs,80 breasts,166 and teeth, as well as the
experience of facial disfigurement.8,167 In contrast, the dual process model of coping
with bereavement depicts grief as a complex and dynamic progression involving various
emotional responses.18,168 Other theoretical explanations focus on maladaptive
responses to the loss of anatomical parts, drawing on stress theory16,17 or personality
theory;13 however, these explanations are also unclear about how people individually
manage to cope with the inevitable stressors that are associated with such losses.169
The concepts of coping and adapting seem to dominate explanations of the
emotional consequences of physical impairment.73,89,110,170 Social support helps reduce
anxiety and depression during stressful life events.169 However, limb amputees may
experience avoidance, denial, and loss of personal identity owing to maladaptation to
rehabilitation and psychological distress.89 Locker20 used sick role theory along with
concepts of impairment, functional limitation, disability, and handicap to explain the
social consequences of tooth loss and other dental problems; although, he did not
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identify self-determination or personal autonomy as potential ameliorating influences on
sickness and disability.7,53 Further considerations of developmental regulation theory
have demonstrated the influence of past experiences and critical life events on
subsequent biological and psychological stress, especially those relating to loss and the
pursuit of personal goals.73,87,112 Overall, it seems reasonably clear that chronic
impairment and disability prompt complicated human responses and that further
exploration is needed to help interpret and explain the range of beliefs and behaviours
associated with loss. A metatheory synthesized from five dominant theories has helped
to explain how people manage tooth loss.171 This chapter explains how the metatheory
evolved from a qualitative synthesis of theories on communication, personal
background, emotions, resources, and social awareness to offer a comprehensive and
plausible explanation of how people respond psychologically and socially to the loss of
anatomical parts.
Conventional systematic reviews designed to test theories by summarizing
evidence from clinical trials are ill-suited for exploring and interpreting complex beliefs
and behaviours.158 Alternatively, qualitative synthesis was developed as a guide for
synthesizing theories from interpretations of qualitative explorations of human beliefs
and behaviours.138,148 Among the available approaches to qualitative synthesis are
those used within the meta-study tradition that are specifically designed for reviewing
theories that have shaped a field.172 It has been observed that various disciplines (such
as sociology, psychology, nursing, and health sciences) tend to favour different
concepts and theories to explain similar phenomena for their distinct purposes.173 Using
such approaches make it possible to critically reflect on and consider the implications of
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both the theoretical and disciplinary traditions from which various ways of theorizing
have originated to better understand how they have been interpreted and applied in
relation to a specific human phenomenon.
The aim of this systematic review, therefore, was to generate a qualitative
synthesis of the psychosocial theories that are being used to explain the beliefs and
behaviours of people responding to the loss of anatomical parts, such as breasts, limbs,
or teeth.

2.2
2.2.1

Methods
Protocol
The study protocol was conducted in accordance with the Preferred Reporting

Items for Systematic Reviews and Meta-Analyses (PRISMA)174 and was preregistered
with the International Prospective Register of Systematic Reviews (PROSPERO)
(Registration: CRD42019118764).

2.2.2

Search Strategy
Four databases, including MEDLINE (OVID), EMBASE (OVID), PsycINFO and

CINAHL, were searched for articles published between January 2, 1950 and January 9,
2018, using relevant search terms for theories on how people might respond to the loss
of breasts, limbs, or teeth.175 The list of search terms included can be found in Table 2.1
(Appendix A). Three researchers independently screened the titles and abstracts of
2540 citations after excluding 843 duplicates using EndNote X8.2 citation management
software176 (Figure 2.1). These citations referenced articles in English related to the
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development or application of theories relevant to psychosocial responses to the loss of
anatomical parts with or without a prosthesis in adults (>18 yrs.). In addition, 1887
articles were excluded that, as per the consensus among the researchers, were
irrelevant to the research aims. Thus, the initial yield consisted of 479 full texts that met
the inclusion criteria. Two researchers independently reread all the full texts and found,
through reference searching, another 174 articles clarifying the development and
application of the various theories, although not specifically in the context of loss of
anatomical parts. The researchers excluded 365 texts that did not explain the
development or application of theory (Appendix B) and retained 211 texts that contained
claims about primary theories that are directly applicable to loss, as well as an
additional 77 texts that clarified the original contexts under which the primary theories
were developed. The complete list of the 288 citations can be found in Appendix C.1.
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Table 2.1. Terms and number of citations in the four databases searched to identify
theories on responses to the loss of anatomical parts.

Anatomical
Parts
Teeth

Limbs

Breasts

Teeth

Search Terms in Four Databases
MEDLINE (OVID)
exp Tooth Loss/ OR tooth loss.mp. OR exp Mouth,
Edentulous/ OR exp Jaw, Edentulous/ OR exp Oral Health/
OR edentulism.mp. OR exp Dentures/ OR denture*.mp.
AND exp Psychology/ OR psych*.ti,ab. OR exp Adaptation,
Psychological/ OR exp Social Adjustment/ OR (cope or
coping).mp. OR adapt*.mp. OR exp Emotions/ OR exp
Body Image/ OR exp "Quality of Life"/ OR exp Self Concept/
AND exp Models, Theoretical/ OR theor*.mp. OR (model or
theory).mp. OR conceptual framework.mp.
exp Amputation/ OR (Amput* or limb loss).mp OR exp
Amputees/ OR exp Artificial Limbs/ OR prosthetic*.mp. OR
artificial Limb*.mp. AND exp Psychology/ OR psych*.ti,ab.
OR exp Adaptation, Psychological/ OR psychosocial
adaptation.mp. OR exp Social Adjustment/ OR (cope or
coping).mp.AND exp Models, Theoretical/OR theor*.mp.OR
conceptual framework.mp. OR (model or theory).mp.
exp Mastectomy/ OR mastectom*.mp OR breast
reconstruction.mp. OR breast loss.mp. OR exp
Mammaplasty/ OR Mammaplast*.mp. AND exp Psychology/
OR exp Adaptation, Psychological/ OR exp Social
Adjustment/ OR (cope or coping).mp. OR psych*.ti,ab. AND
exp Models, Theoretical/ OR theor*.mp. OR conceptual
framework.mp. OR (model or theory).mp.
EMBASE (OVID)
tooth loss.mp. OR edentulism.mp. OR exp Dentures/ OR
denture*.mp. OR exp periodontal disease/ OR exp
edentulousness/ OR exp dental health/ AND exp
Psychology/ OR (cope or coping).mp. OR psych*.ti,ab. OR
exp adaptive behavior/ OR exp coping behavior/ OR exp
Emotions/ OR exp Body Image/ OR exp "Quality of Life"/
OR exp Self Concept/ AND exp theoretical model/ OR
theor*.mp. OR (model or theory).mp. OR conceptual
framework.mp.

Numbers of
Citations
Per
Total
Database
471

861

211

179

547

1,005
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Anatomical
Parts
Limbs

Breasts

Teeth

Search Terms in Four Databases
(Amput* or limb loss).mp. OR artificial limb*.mp OR exp limb
amputation/ OR exp limb prosthesis/ OR amputee*.mp.
AND exp Psychology/ OR psychosocial adaptation.mp. OR
(cope or coping).mp. OR psych*.ti,ab. OR exp adaptive
behavior/OR exp coping behavior/ AND exp theoretical
model/ OR theor*.mp. OR (model or theory).mp. OR
conceptual framework.mp.
exp Mastectomy/ OR mastectom*.mp.OR breast
reconstruction.mp.OR breast loss.mp. OR
Mammaplast*.mp. OR exp breast reconstruction/ AND exp
Psychology/ OR (cope or coping).mp. OR psych*.ti,ab. OR
exp adaptive behavior/ OR exp coping behavior/ AND
theor*.mp. OR conceptual framework.mp. OR (model or
theory).mp. OR exp theoretical model/
PsycINFO
denture*OR edentulous OR oral health OR edentulism OR
tooth loss AND emotion OR self concept OR quality of life
OR body image OR adjust* OR cope or coping OR adapt*
AND (Model or theory) OR Theor* OR conceptual
framework

Numbers of
Citations
Per
Total
Database
200

258

177
363

Limbs

prosthetic* OR artificial limb* OR Amput* OR limb loss AND
adjust* OR cope or coping OR adapt* AND (Model or
theory) OR Theor* OR conceptual framework

122

Breasts

Mammaplast* OR breast reconstruction OR breast loss OR
mastectom* AND adjust* OR cope or coping OR adapt*
AND(Model or theory) OR Theor* OR conceptual framework

64

Teeth

CINAHL
denture* OR edentulous OR edentulism OR tooth loss AND
emotion OR self concept OR quality of life OR body image
OR adjust* OR cope or coping OR adapt* OR psych* AND
conceptual framework OR model or theory OR theor*

303

prosthetic* OR artificial limb* OR Amput* OR limb loss AND
adjust* OR cope or coping OR adapt* OR psych* AND
(Model or theory) OR Theor* OR conceptual framework

411

Limbs

Breasts

Mammaplast* OR breast reconstruction OR breast loss OR
mastectom* AND cope or coping OR psych* OR adjust* OR
adapt* AND conceptual framework OR model or theory OR
theor*

980

266
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Figure 2.1. PRISMA flow chart of the search process for primary theories on
responses to loss of breasts, limbs, or teeth.

2.2.3

Analysis
In accordance with current thinking about qualitative synthesis

(metasynthesis),172,177 the researchers were guided through a three-stage process by
the inductive analytical principles of interpretive description and the qualitative synthesis
of information on theories within the 288 articles.138,148 First, deconstruction of the
assumptions and interpretation of each primary theory was undertaken during an
iterative and dynamic series of consensus-building discussions between the three
dental researchers to identify and understand the constructs of each theory relevant to
managing loss. Second, they used evidence mapping to aggregate and categorize
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conceptually similar constructs.178-180 Finally, drawing on this material, the perspectives
of the researchers’ theoretical backgrounds, and collective clinical experience, the
researchers arrived at a synthesis of dominant theories most closely associated with the
major categories of constructs used to create a plausible explanation for how people
respond to the loss of breasts, limbs, or teeth (Figure 2.2). Throughout this synthesis,
the process of data management was facilitated by QSR NVivo 11 software.181

Figure 2.2. Qualitative synthesis of theories on possible responses to
loss of anatomical parts.
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2.3

Results
The 288 articles contained 89 primary theories that were amenable to the

interpretive deconstruction, aggregation, categorization, and finally, the synthesis of a
plausible theoretical explanation about how people respond to the loss of breasts, limbs,
or teeth.

2.3.1

Deconstruction of Assumptions and Interpretation of Primary Theories
We identified 89 primary theories with a total of 586 constructs within the 288

articles; most of the 211 articles on anatomical losses applied (78%) rather than
developed (22%) theories (Table 2.2). The references to the articles can be found in
Appendix C.2 and C.3.
Table 2.2. The distribution of applied or developed primary
theories in the 211 articles relevant to loss of anatomical parts.
Anatomical Parts
(number of articles)
Breasts (n=64)

Limbs (n=37)

Teeth (n=110)

All (n=211)

Distribution
Theory

Percent

Applied

75

Developed

25

Applied

84

Developed

16

Applied

78

Developed

22

Applied

78

Developed

22
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2.3.2

Aggregation and Categorization of Constructs and Synthesis of Dominant

Theories
The deconstruction and aggregation of the information by interpretive consensus
of the researchers identified seven construct categories from the 586 constructs within
the 89 primary theories. These construct categories relate to 1) resources, 2) cognitive
appraisal, 3) physical status, 4) psychological status, 5) social influence, 6) coping
strategies, and 7) treatment outcomes (Appendix C.4). Among the 586 constructs
arising from the primary articles, 41% were related to emotions of loss; 23% to social
activity and patient communications; 21% to personal well-being and quality of life; and
15% to social support, self-efficacy, optimism, economics, or healthcare policy. Further
consideration of the associations between the seven construct categories and the 89
primary theories identified by synthesis led to the recognition of the following five
dominant theories within the collection of articles: emotion theory,102 resource theory,182
communication theory,183 developmental regulation theory,184 and social cognitive
theory.185 Over half, 58%, of the 211 articles referred to emotion theory, 37% to
communications theory, 25% to social cognitive theory, 22% to developmental
regulation theory, and 14% to resource theory; many articles referred to several theories
(Appendix C.3). The frequency with which the constructs were applied does not
necessarily imply their potential dominance. For example, constructs associated with
resource theory were the least frequently applied; however, they were recognized as
essential in explaining amputees’ responses to loss.
The construct categories overlap all five dominant theories. The constructs
associated with environmental and personal resources, for example, are present in all of
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the dominant theories, but most noticeably in resource theory and social cognitive
theory (Table 2.3; Appendix C.4).

Table 2.3. Percentage of construct categories among the 288 articles referring to

Social Cognition

154

10

8

8

45

29

Cognitive Appraisal

158

2

25

45

1

27

Physical Status

156

31

5

39

10

15

Psychological Status

107

1

6

51

11

31

Social Influence

230

35

6

19

18

22

Coping Strategies

146

3

29

50

10

8

Treatment Outcome

97

17

34

42

2

5

Regulation

Developmental

Environmental and Personal Resources

Construct Categories

Communication

Resource

Percent of Dominant Theories

Emotion

Number of Citations

the dominant theories on managing the loss of anatomical parts.

Further details on the relationships between the distributions of the 89 primary
theories, the five dominant theories, and the 211 articles referring to the development or
application of the primary theories are provided in Appendix C.3.

38

2.4

Discussion
This is the first systematic review to identify and synthesize five dominant

theories that when combined explain how people respond psychosocially to the loss of
anatomical parts. Communications theory emphasizes the importance of patient
preparation and involvement in treatment decisions. Developmental regulation theory
explains the influence of experiences and life-long adaptive capacities on personal
goals. Emotion theory focuses on appraisal and coping strategies that are employed
during stressful events. Social cognitive theory identifies environmental influences on
beliefs and behaviours, while resource theory shows how human and environmental
resources modulate the influence of loss. Each theory explains part of this complicated
psychosocial response, and together they offer a comprehensive perspective on the
potential influences and effects of anatomical loss.
Synthesis of the seven construct categories reveals that personal and
environmental resources, especially self-efficacy and social support, are central to the
effective management of loss; for instance, mastectomy survivors benefit greatly from
spirituality and self-efficacy in managing cancer.110,111,186 Cognitive appraisal can help to
enhance self-esteem, self-confidence, and other personal and social resources.90,187-189
Physical status influences the personal autonomy and independence of people
experiencing loss.6,88,190 Self-esteem and anxiety about personal appearance, sexuality,
and death are common responses to a mastectomy.190 Limb amputees can feel shock,
anger, sadness, and concern about their personal independence but also relief if the
risk of death is abated.83,119 Tooth loss can generate dismay, gloom, depression, and
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anger, but also relief from pain or discomfort, and optimism to overcome difficulties
associated with tooth loss and dentures.6,8,63,73
Social influences, especially communication with others who have experienced
similar loss, can help to prepare for disappointment and unanticipated problems and
encourage a return to normality and social integration.4,86,109 Management strategies
depend heavily on problem-focused coping strategies such as seeking information and
solutions, and emotion-focused coping as people accept, avoid, or deny a loss
irrespective of whether they seek emotional support.89,110 It is also important to consider
that treatment outcomes can generate strong emotional and physiological responses
that influence health, well-being, and social activities.109,191
Overall, each theory contributes essential aspects to understanding the
experience of illness and loss of anatomical parts, not covered by other theories.
Communication theory, for example, recognizes the emotional effects within patientclinician interactions, but not the cognitive appraisal or coping strategies explained by
emotion theory or the sociohistorical self-regulation that characterizes developmental
regulation theory. Similarly, emotion theory identifies 15 basic emotions, including joy,
shame, or fright, generated by loss and subsequent prosthetic replacement,89,92,110,192
yet it overlooks the role of clinician-patient communication in modulating emotional
responses within a clinical context. Social cognitive theory addresses a range of
behavioural and environmental interactions, notably self-efficacy and sense of
coherence, without acknowledging the cognitive appraisal of emotion theory, the lifelong changing expectations of developmental regulation theory, or the social support
and personal finances at the core of resource theory.
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There has been little effort to integrate theories across disciplinary boundaries,184
yet the integration of life-course theory from sociology with life-span theory from
psychology into the unified theory of developmental regulation offers broader insights
into chronic impairments.73,193,194 Consequently, we found that developmental regulation
theory emerged as a dominant theory likely to explain human responses to loss.

2.4.1

Limitations
The complexity of searching electronically for theories tends to produce high

yields of irrelevant literature, most likely due to the poor indexing of primary
articles.195,196 Thus, the use of keywords and subject headings alone was inadequate
when a theory was not identified in either the title or abstract of an article. Although we
restricted our search to publications in English, it is unlikely that this approach
overlooked major theories or other relevant evidence.197 We did not include search
terms on the loss of external facial structures, such as nose, ear, or eye, because our
preliminary search found only case reports without reference to theory.
Our consensus in aggregation, categorization, and synthesis rests on our
collective experiences, judgments, and biases as clinical prosthodontists who attend to
the physical and psychosocial needs and demands of people who lose teeth, however,
our review was also based also on the advice of experts in health psychology, physical
therapy, and nursing associated with people who had mastectomies or limb
amputations. Therefore, we believe that our combined clinical perspectives on the loss
of anatomical parts are quite broad. However, despite our consensus on the mapping
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and categorization of constructs and primary theories, it is possible that we misclassified
some of the constructs, especially since many of the categories are not mutually
exclusive. In our professional opinion, some constructs were clearly quite similar. In
addition, we excluded articles that did not identify a relevant theory in order to avoid
misclassifying the primary theories in our process of synthesizing the five dominant
theories.

2.4.2

Implications for Future Research and Clinical Practice
We propose this combination of five dominant theories as a prelude to the

development of a new comprehensive metatheory as envisioned by Edwards.198 We
believe that it has potential for the development of practical psychometric testing of the
predictive relevance of this combination of dominant theories to determine how people
respond psychosocially to the loss of anatomical parts.

2.5

Conclusions
This qualitative synthesis of five dominant theories with seven construct

categories derived systematically from 89 psychosocial primary theories about human
beliefs and behaviours provides a conceptual foundation for further investigation into
how people manage loss of anatomical parts such as breasts, limbs, or teeth.
Building upon the findings presented, Chapter 3 will address my second research
objective which is to explain the methodological challenges encountered, and the
suggested solutions or considerations, when conducting a systematic search and
qualitative synthesis of psychosocial theories. It is based on the methodological
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challenges I encountered in identifying and exploring theory-based literature, and the
complexity of synthesizing theories. In short, it highlights the methodological challenges
and proposes solutions or considerations for developing a systematic search to identify
theory. In addition, the practicalities of conducting a qualitative synthesis of theories that
could explain how people respond to the loss of anatomical parts will be discussed.
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Chapter 3: Methodological Challenges in a Systematic Search
and Qualitative Synthesis of Psychosocial Theories
3.1

Introduction
Several studies have suggested typologies of systematic reviews based mainly

on the research questions and search methods.143,144,146 However, there are different
types of reviews and interpretations of the terms used by each type, along with
substantial overlapping of objectives within each.145 For example, narrative, scoping,
and mapping reviews describe and clarify gaps in knowledge, and meta-analysis or
qualitative synthesis aggregate, configure or integrate data, whilst others use mixed
methods to synthesize information or summarize multiple reviews.145 Meta-analysis is
based on a comprehensive and structured review of literature with a clear a priori
question, a structured algorithm for inclusion and exclusion of studies, an explanation of
the strength of evidence, and a summary of the findings.147 In other types, such as
scoping reviews and qualitative syntheses, the research question is clarified during the
review process.142,145 Usually, meta-analyses aim to deductively generalize the effects
of a clinical intervention for a specific population, whereas qualitative syntheses more
inductively explore the concepts specific to a particular context.152
Qualitative synthesis is an interpretive, iterative, and dynamic process originally
used to synthesize findings from a purposeful selection of qualitative studies.199
Typically, it explores the theory underlying a broad body of research, such as those
relating to illness, disability or loss.149,150,152 Searching the literature systematically for
theory can be very challenging,153-156,200 especially when seeking theories to develop a
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metatheory from a large volume of methodologically diverse literature.200 Part of the
challenge arises from variations in the interpretation of associated terms. The term
“theory”, for example, can refer to a relationship between constructs and propositions
associated with a phenomenon or behaviour:10 The terms “model” or “framework may
also be used interchangeably by many researchers sometimes being used nearly
synonymously with the term theory. For instance, “model” draws on multiple theoretical
constructs to explain a particular phenomenon and a theoretical or conceptual
“framework” is used as a foundation to understand and support complex interventions.
Similar interpretative problems occur with the term “metatheory” which is used
scientifically to explain the accumulative or summative outcome of an exploration
involving multiple theories, or used philosophically to provide the ontological and
epistemological basis of an extant theory.152,198,201
The systematic search for theories in the published literature is not welldeveloped,153-155 largely because there are limits to searching electronic databases for
theory.156,157 For example, electronic searches for theory produce only a small
proportion of available articles, and usually require supplementary searches of other
sources, such as hand or chain searching the reference lists of articles published in
relevant journals,156,202 searching non-commercial grey literature for theses or reports,
or even personally contacting experts relevant to the search.203,204
This chapter will discuss the methodological challenges encountered during my
search for theory relating to the loss of anatomical parts and propose solutions for those
challenges. In addition, I will reflect on the value of the methods employed and how it
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contributed to my insights regarding the literature, explaining psychosocial responses to
loss of anatomical parts.200
The effectiveness of the literature search can be measured by its sensitivity
(recall) and specificity (precision), as suggested by Booth,205 Barroso et al.,206 and
Shaw et al.,207 in the search for qualitative data such as theory. The ratio between the
number of relevant references (specificity) and the number of retrieved citations
(sensitivity) should be optimized. Specificity or precision reflects the percentage of
relevant articles among the total yield of retrieved citations,208 and in my experience, the
electronic search for theories produced many irrelevant citations (low specificity).
Searching for theory within methodologically diverse literature is compromised by
the limitations of indexed search terms used in most electronic databases. Searches
should include multiple electronic databases, to compensate for the deficient indexing of
a selected database.209-211 Shaw et al.207 evaluated three search strategies to retrieve
qualitative studies in six electronic databases centred on using thesaurus terms or
subject headings, free-text terms, and broad-based terms. They indicated that using a
combination of different terms (thesaurus terms and free-text terms) is required to
optimize the search yield from the literature (sensitivity). Furthermore, they found that
although using only one strategy would exclude relevant citations, the vast majority
(96%) of the citations retrieved from the three strategies were irrelevant (low specificity).
As a consequence, they suggested the need to improve indexing of the databases in
which the “indexers” who identify and assign specific terms should consider the
keywords submitted by the authors of an article.206,212 Therefore, explicit descriptors
from the authors are required to enable effective indexing by databases. In my
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research, four electronic databases (MEDLINE, EMBASE, PsycINFO, and CINAHL)
were selected to search for a wide range of health disciplines associated with the loss of
anatomical parts. A pilot search was conducted to ensure that the search results
included relevant theories known to be associated with the loss of anatomical parts, and
the search strategy was customized for each database. Each database has a unique
indexing system, such as subject heading (MeSH) terms, and search terms or
techniques suitable for one database are not necessarily suitable for another. In my
search, for instance, the index term “exp Adaptation, Psychological” for MEDLINE was
equivalent to the text words “adjust” or “adapt*” in PsycINFO and CINAHL, yet the
different terms could not be interchanged between the databases. In addition, in
MEDLINE when the search terms “oral health/tooth loss/denture” were combined with
“perception” (as in “perception of loss”) or with “patient satisfaction”, the articles
identified were mostly about fabricating and using dentures or dental implants, whereas
the terms “quality of life”, “self-concept”, “body image”, and “emotion” identified
information on emotions, perceptions, self-esteem, lifestyle, and health-related quality of
life related to loss.
Finally, I will address the challenges of developing a search strategy based on a
well-defined research question and inclusion/exclusion criteria to identify theories, then
propose solutions or considerations for improving the search methods and qualitative
synthesis of theories.
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3.2

Challenges in Searching for Theories
The challenges of creating a search strategy for theories occurred when:

(1) developing the research question and inclusion criteria, (2) selecting appropriate
search methods, and (3) assessing the quality and relevance of the theories to loss of
anatomical parts.

3.2.1

Developing the Research Question and Inclusion Criteria
The initial challenge was to establish the scope of the research question and the

related inclusion and exclusion criteria. A conventional systematic review typically
involves well-defined and focused a priori review questions along with suitable inclusion
and exclusion criteria. However, the diverse concepts associated with a theory lead to
difficulties formulating the research question. For instance, some of the theories and
their constructs focused on prevention of risk behaviours (e.g. Relapse prevention
model)213 irrelevant to the research aim, while other theories provided explanations
related to managing the impact or consequence of disease (e.g. Dual process model of
assimilation and accommodation) 116 which were relevant to loss of anatomical parts.
Consequently, contrary to the preference for a priori research questions appropriate for
a meta-analysis,175 I refocused and refined the research question several times to help
control the yield of citations. This was addressed by iteratively modifying the research
question and the inclusion/exclusion criteria until the literature had been fully analyzed
and the scope of the phenomenon of interest was fully understood.156,202,214
It was difficult to define the inclusion criteria when the term “theory” is not used
consistently by the researchers or is confused with similar terms such a “model” and
48

“conceptual framework” used in similar contexts. For example, Locker20 used the terms
“conceptual framework” and “model” to explain the relationship between the theoretical
constructs associated with oral conditions and its consequences. Some researchers
have attempted to distinguish between these terms; according to van Ryan and
Heaney,215 theory refers specifically to an organization of knowledge applicable to a
variety of circumstances for analyzing, predicting, or otherwise explaining behaviours of
a specified phenomenon, while models and frameworks, according to Earp and
Ennett,162 essentially refer to conceptualizations of one or more theories. Subsequently,
articles were retrieved containing all the major concepts of the research question by
combining the following three concepts using Boolean search operators1:203 1)
“psychological adapting” or “coping”; 2) loss of anatomical parts, such as “tooth loss” or
“breast loss” or “amputee* or limb loss”; and 3) “theory” or “model” or “conceptual
framework”.

1

The Boolean search operators are and, or and not were used as conjunctions to
combine or exclude keywords in a search, resulting in more focused and productive
results.203
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The term “theory” was defined10 clearly to preclude articles irrelevant to theory,
yet an immense number of articles emerged with no explanation of theory (Appendix B).
Therefore, the focus of the search was narrowed to find studies explicitly referring to the
conceptual origins of the theories by refining the research question and inclusion
criteria.
Literature on the loss of anatomical parts was often associated with specific
psychological and/or sociological theories with roots in dissimilar academic or
healthcare disciplines, which further complicated the search. Therefore, I decided to
modify the review criteria by considering the inclusion of the conceptual origins of the
identified theories, even when they were established in a different context, to help
understand the theoretical constructs associated with the theory-based literature.
Consequently, this necessitated directly searching the reference lists of relevant articles
for the theoretical sources of the constructs.156

3.2.2

Managing Citations
The results in Table 3.1 show the sensitivity (recall) of the search with a total

yield of 2366 citations that varies among different databases. For example, the search
strategy in CINAHL identified a total of 884 citations and had a sensitivity rate of 37%,
suggesting that a citation explaining theory in the context of loss of anatomical parts will
be identified by this database by 37% of the time (884/2366). MEDLINE, EMBASE, and
PsycINFO have sensitivity rates of 26% (606/2366), 24% (565/2366), and 13%
(311/2366), respectively. Dental journals referring to tooth loss are indexed mostly by
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MEDLINE and EMBASE, from which a total of 340 and 346 citations were retrieved,
respectively, whereas journals reporting responses to loss of breasts (219) or limbs
(369) were more likely under the purview of CINAHL.
In contrast, the specificity (precision) of the search strategy was low, ranging
from 4% to 24%, due to diversity of the databases (Table 3.1). The specificity for the
loss of teeth was highest (11%) in MEDLINE and for loss of breasts (24%) in PsycINFO.
Overall, comparable to the low specificity rate (96%) reported by Shaw et al.207 for
retrieving relevant qualitative studies, I found that (93%) of the retrieved citations were
not relevant to the research question. Furthermore, from a total of 161 relevant citations,
MEDLINE and EMBASE produced 65 relevant citations relating to tooth loss compared
to seven generated by PsycINFO, and 16 generated by CINAHL relating to limb or
breast loss (Table 3.1). Despite the use of multiple databases, there was a low
specificity rate indicating the need for explicit descriptors of theory from the authors to
enable effective indexing by databases. For example, I found that the term “theory” was
not frequently identified in the title or abstract of the reviewed articles; consequently,
there was a need to review the full text to identify theory. Therefore, the inclusion of the
term “theory” in the title or abstract and indexing of the articles would potentially improve
the usefulness of electronic databases.
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Table 3.1. The number of retrieved and relevant citations as well as specificity of the
search strategy in all databases relating to loss of anatomical parts (after removal of
duplicates).
Number of Citations Relating to Loss
Retrieved

Relevant

Specificity of the search

n=2,366

n=161

(%)

Database

Breasts

Limbs

Teeth

Breasts

Limbs

Teeth

Breasts

Limbs

Teeth

MEDLINE

145

121

340

10

7

36

7

6

11

EMBASE

137

82

346

12

3

29

9

4

8

PsycINFO

37

112

162

9

5

7

24

4

4

CINAHL

219

389

276

16

16

11

7

4

4

Specificity (precision)= number of relevant citations/number of retrieved citations X 100.
Sensitivity (recall)= sum of numbers of retrieved citations in each database/2,366 X 100.

Refining the search terms and techniques had a significant role in improving the
search. Notwithstanding the confusion over “theory” and “model” explained above,
“model” has yet another meaning in statistics, and in healthcare in general when
referring to “models of care or disease” and “animal models”, while a “model” in
dentistry is used very commonly to describe a “stone cast” for replication of teeth.
Initially, I used “Psychology.fs” in my search technique as a floating term or subheading
to the MeSH terms, but this increased the number of irrelevant articles. Fortunately, the
search technique “psych*.ti.ab.” more sparingly identified “psychology” in the title or
abstract without infusing irrelevant articles. Likewise, replacing “adjustment” with “exp
Social Adjustment” and “adjust*” distinguished the technical adjustments of a prosthesis
from the psychological adjustment/adaptation to a prosthesis. Overall, the extension of
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the search by direct manual searches of reference lists identified an additional 174
citations beyond the electronic databases, of which 73% (n=127) were relevant to the
research question.
The citations were automatically exported to a citation management program
Endnote176. It was difficult to remove replicated (deduplicate) citations in Endnote176
(Clarivate Analytics, Boston, MA) because the software does not recognize them and
they can only be identified by direct comparisons between databases. Some journals
assign a unique Digital Object Identifier (DOI) standardized by the International
Organization for Standardization (ISO) to locate articles. However, they are not always
included in the database or exported to a citation management program, like
Endnote™.216 Other unique identifiers, such as the sequence of pages in journals, that
could help to identify duplicates, appear in their full length (eg.,1006–1013) in some
journals and databases but abbreviated (e.g.1006–13) in others. Overall, it is impossible
to identify and eliminate all duplicates electronically.
Citation searches should be updated, ideally after two years, to identify new
information and,175 if appropriate, to change the protocol in response to comments
about previous reports or the emergence of new search methods.217 For example, the
Cochrane Collaboration expects a justification for searches that are not updated after
two years; however, there is no consensus on how best to do this.217-219 The Cochrane
Collaboration and other groups suggest using the last date of the previous search
period as the beginning date for any new search updates. However, this would risk not
identifying citations from the original time period that had not yet been indexed at the

53

time of the original search. Consequently, I repeated the original search protocol from
the original start date and extended the new search to the more recent date.

3.2.3

Quality Assessment
There is a lack of valid methods for quality assessment of theories associated

with complex phenomena such as human beliefs and behaviours.220,221 For example,
quality assessment of social theories is based on the level of descriptions and
explanations of the relationship between the theoretical constructs. The methods
associated with systematic reviews of empirical research are not specifically designed
to review theory.154,156,157 Assessing the quality of evidence on theory involves an
interpretive (configurative) rather than a descriptive (aggregative) process to explore the
underlying theoretical assumptions and synthesis.146,158,196 The hierarchy of evidence in
some systematic methods is only practical for primary intervention studies, and has
been adopted to some extent for assessing primary qualitative studies. However, it is
unsuitable for methodologically diverse evidence involving reviews of theory where the
heterogeneity of the primary studies informed by theory cannot be appraised using
standardized quality assessment tools that focus on the validity and study design.
Consequently, each theory was judged by its relevance and plausibility in the context of
the research question.156

3.3

Challenges with the Qualitative Synthesis of Theories
Qualitative synthesis of theory is an interpretive metatheorizing process that

entails an iterative and dynamic inductive analysis to deconstruct, aggregate, categorize
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and explain conceptual ideas on human beliefs and behaviours. The methodological
approaches to synthesize theory have been explored by Ritzer222,223 and Zhao,224 for
instance, Ritzer222 identifies “metatheory” as “concerned with the study of theories,
theorists, communities of theorists, as well as with the larger intellectual and social
context of theories and theorists” (page188). Building on these approaches, Paterson et
al.152 developed the term “meta-study” to describe an “analysis of primary (i.e. middlerange) studies for the implications of their theoretical orientation” (page 92) and Thorne
et al.172 identify “metasynthesis” as “the study of the frames of reference or ‘the set of
ideas’ used in a set of primary studies” (page 1358). Metasynthesis involves interpreting
qualitative findings to develop a conceptual understanding about a particular
phenomenon of interest. In my research, qualitative synthesis of theories can lead to a
“metatheory” that is an overview of multiple theoretical perspectives;198,201 this is in
agreement with Wallis201 generating a metatheory by analyzing, sorting and
categorizing the concepts, and assumptions of existing theories, along with Edwards198
explaining that “metatheory is built and tested on other theories or conceptual models”
(page 723). Accordingly, my interpretation of metatheory is an outcome of either a
meta-study, metasynthesis or qualitative synthesis of primary theories to develop an
overarching theoretical perspective on how people respond psychosocially to the loss of
anatomical parts.
This chapter describes the challenges I encountered and the solutions I found in
the three-step process of developing a metatheory by: 1) deconstructing and
interpreting primary theories, 2) categorizing similar theoretical constructs by
aggregating relevant concepts, and 3) synthesizing the dominant theories closely
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associated with various construct categories to explain how people are likely to respond
to the loss of anatomical parts (Figure 2.2).

3.3.1

Deconstructing Assumptions and Interpreting Primary Theories
The theories and their constructs were deconstructed and interpreted using a

qualitative data software (QSR NVivo 11).181 In conventional metanalytical systematic
reviews, standardized extraction forms have been useful for organizing the wide array of
primary intervention studies with similar designs, a priori inclusion criteria, and
homogenous data. However, the forms were unsuitable for managing a diverse
collection of other information that was impossible, or at least very difficult, to measure.
The challenge was to identify and analyze numerous theories and their constructs,
especially in cases where constructs were not directly identified with a specific theory. A
full understanding of the constructs and theories based solely on the relevant articles
was not possible. Therefore, I established the context of the constructs from the
development and conceptual interpretations underlying each theory by searching for the
source of the theories, mainly by directly searching the reference lists of relevant
articles.156,202

3.3.2

Aggregation and Categorization of Constructs of Primary Theories
The challenge in identifying and interpreting the conceptual similarities and

differences between constructs was based on the assumptions underlying each theory.
The interpretations identified 586 constructs from 89 primary theories. The 89 primary
theories and their constructs were summarized utilizing QSR NVivo 11181 and an
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evidence-mapping technique to construct a visual representation of associations
between the theories and constructs. According to Miake-Lia et al.,178 evidence
mapping is the systematic search of a broad question that helps to identify gaps in
knowledge or future research needs, and offers a visual presentation of the findings in
the form of a figure, table, or searchable database. I used evidence mapping to present
the primary theories and their constructs in the form of figures and tables to identify
similarities and differences between theories and constructs (Appendix C.4). For
example, analysis of the source articles revealed the historical development of the
theories, which helped me to interpret the scope and overlap of their constructs. For
example, the stress-coping model,225 the dynamic model of affect,226 Hilton’s theory,227
the flexible coping model,228 and Roy's adaptation model229 are all associated with
CMRTE.102 However, it was unclear whether one theory was a derivation or an
extension of the other. The stress-coping model, for instance, was applied to explain the
uncertainty and anxiety of undergoing a mastectomy, but without identifying the CMRTE
as its conceptual foundation (Figure 3.1).29
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Figure 3.1. An example of how constructs of primary theories are related to the
cognitive-motivational-relational theory of emotion (CMRTE) and synthesized into
emotion theory.

The 586 constructs were categorized into seven categories based on
aggregation of the conceptual similarities. It was particularly challenging to distinguish
between some theories because of overlapping constructs. For example, the constructs
“problem-focused coping” and “emotion-focused coping” from the CMRTE correspond
closely with the constructs “assimilative coping” and “accommodative coping” from the
dual process model of assimilation and accommodation in which they were aggregated
and categorized into coping strategies and then synthesized into emotion and
developmental regulation dominant theories (Figure 3.2).102,116
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Figure 3.2. An example illustrating the aggregation of similar constructs
from primary theories and their synthesis into the dominant theories of
developmental regulation and emotion.

3.3.3

Synthesis of Dominant Theories
The analytical process using QSR NVivo 11181 indicated that theories differ and

do not completely overlap (Figure 3.3). For example, the constructs originating from the
primary theories that were synthesized into five dominant theories contribute to
explaining the phenomenon of responses to loss of anatomical parts.
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Figure 3.3. An example illustrating the diverse constructs of primary theories that are
then synthesized into the dominant theories.
.

There are four components in NVivo: providing data (organizing, managing, and
using data ﬁles); conceptualizing data (using NODES to represent concepts that are
linked to REFERENCES); writing (comments written in MEMOS and ANNOTATIONS
are linked to REFERENCES); and visualizing (the relationship between the components
can be displayed in maps and charts). I opened an NVIVO-PROJECT and imported 288
pdf files into the SOURCES from which 211 pdf file were organized into three
FOLDERS that represented topical areas such as loss of breasts, limbs, and teeth.
During the first stage of the analysis (deconstruction), I created descriptive NODES
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while reviewing 211 out of 288 full text articles to capture the constructs and associated
theory reported by the authors. During this stage I created another folder that included
the remaining 77 articles that were directly identified from the reference list of the 211
relevant articles, explaining the theoretical sources of the constructs. I then generated
1146 descriptive codes (text that represent the construct) from both groups of literature.
The NODES were grouped into higher-level categories to indicate similarities and
differences among the descriptive NODES and to organize the relationships between
them. Throughout the subsequent stages I included defining NODES and continuously
made notes (MEMOS) about insights and the process. Reviewing each NODE involved
reconsidering the categories I had created in the first stage to ensure they were
adequately grouped descriptive NODES.
During the second stage of (aggregation) I merged the NODES that represented
the same theoretical construct or “key concept” and grouped a total of 568 NODES into
seven categories, in which I considered some of the constructs as categories in their
own right (e.g. cognitive appraisal, coping strategies). This stage was time consuming
yet greatly beneficial because it forced me to become immersed in the data and reflect
upon the analytical decisions I have made at the outset. I began identifying relationships
between the categorized codes, linked NODES to one another using relationship
NODES, and created SETS. Linking the NODES helped me think about how the
categorized NODES related to one another. At this stage I found that some NODES
(e.g. social support, seeking social support) were repeated within the categories, but the
definition of the NODE was different in each category (e.g. social support is a social
resource, while seeking social support is a coping strategy). These two different codes
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reflect different concepts; therefore, this helped me to identify the nuances of my coding
and develop a high level of detail in my coding scheme. The extensive analysis that I
did in the first and second stages, with regard to organizing and interrogating my coding
scheme, has made the synthesis of numerous theories extremely manageable.
Throughout the analytical process of deconstruction, aggregation and then synthesis,
lengthy discussions among myself and two other researchers clarified the similarities
and differences of the constructs associated with 89 primary theories synthesized into
five dominant theories that plausibly and comprehensively explained how people
respond psychosocially to the loss of anatomical parts (Table 3.2).
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Table 3.2. A summary of the challenges and solutions at each stage of the systematic literature review to identify and synthesize
theories.
Review Stage

Challenges

Solutions

Systematic Search for
Theory
1. Developing the Research
Question and Inclusion

•

Diverse concepts associated with theory.

•

Variations in the use and definition of terms

Criteria
•

•

terms.

referring to theory.

•

Focus on literature explaining theories.

Theories identified but without explanation or

•

Include relevant theories that originated from other

justification of their use.
•

2. Managing Citations

•

Inclusion criteria specific to a subject excluding

disciplines.
•

Inclusion of the conceptual origins of the identified

relevant theories originating from other

theories, even when established in a different

disciplines.

context.

Systematic database searches for theories are

•

156

•

Limit scope of the search and clearly define key

Several search methods were used, including

limited (low specificity).

multiple database searches, reference searching,

Indexing systems for search terms and

and expert opinions.

techniques are not interchangeable between

•

databases.

Explicit theory descriptors are required from authors
to facilitate indexing theory-based literature.

•

Refine search terms and techniques appropriate to
each database.
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Review Stage
3. Quality Assessment

Challenges
•

Lack of valid methods for quality assessment

Solutions
•

of theories associated with complex

Assess theories from the perspective of plausibility
and relevance to the research objectives.

phenomenon.217,218
Qualitative Synthesis of
Theories
4. Deconstructing

•

Assumptions and
Interpreting

•

Primary Theories

Identifying and analyzing numerous theories

•

Used qualitative data software (e.g., QSR NVivo

and their constructs.

11)181 to identify and interpret theories and their

Constructs not identified directly with a specific

constructs.

theory.

•

Understand the conceptual interpretation underlying
each theory by directly searching the reference lists
of the relevant articles and seeking expert opinion.

5. Aggregation and

•

Identifying and interpreting conceptual

•

Used qualitative data software and evidence

Categorization

similarities and differences between

mapping to aggregate conceptually and historically

of Constructs of Primary

constructs.

similar constructs.

Theories

•

It was unclear whether one theory was derived

•

from, or an extension of, the other.

Analysis of the source articles to understand the
historical development of the theories and seeking
expert opinion.

6. Synthesis of Dominant
Theories

•

Identifying dominant theories.

•

Interpretive, iterative analysis by the consensus of
experts to distinguish the unique dominant
characteristics of the primary theories from those that
overlap.
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This chapter explains the methodological challenges and proposes solutions or
considerations associated with developing a systematic search for theories, and details
the synthesis of theories using a qualitative synthesis approach. For example, the
electronic database search yielded an immense number of irrelevant citations (low
specificity), comparable with others that reported limitations of the electronic databases
in retrieving theory-based literature.156,157 Therefore, I suggest that explicit descriptors of
either the application or development of theory and a clear universal definition of the
term “theory” from the authors are required to enable effective indexing in databases,
similar to others who found limitations in searching for qualitative studies.206,212
Several identified studies refer to theories; however, they do not explain their
underlying assumptions or the justification of using the theory. My systematic review
limited the inclusion criteria to literature explaining theories, which improved the focus
on studies that explicitly refer to the conceptual origins of the theories, even when they
were established in various health and psychosocial disciplines.
It was not possible to fully understand the constructs and theories in the context
of loss of anatomical parts based solely on the literature. Therefore, the context of the
constructs from the development and conceptual interpretations underlying each theory
was established by seeking source articles from the reference lists of the relevant
literature and by asking experts in related disciplines.
Synthesizing theories allows us to explore the implications of each theory and to
develop a robust theoretical perspective of complex phenomena.221 For example, my
initial understanding of how people respond psychosocially to tooth loss was explained
by grief and personality theories, but this synthesis expanded my understanding of such
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behaviour allowing it to be explained by five dominant theories (communication,
developmental regulation, emotions, resources, and social cognition).171 The use of
qualitative data software and evidence mapping helped to effectively synthesize
theories.
Few studies have discussed the challenges in synthesizing theory-based
literature in health care fields, specifically from literature that is methodologically
diverse.153,156 As a consequence, further methodological research is needed to evaluate
the systematic identification and quality assessment of theories associated with
complex phenomena or interventions.220,221 Operationalizing and applying valid quality
criteria will inform the understanding of theory and its development, and help guide
researchers and policy makers on the appropriate selection and application of theories
to develop complex interventions. In addition, explicit descriptors of either the
application or development of theory from the authors are required to enable effective
indexing in databases.206,212

3.4

Conclusions
The solutions for the challenges encountered during this systematic review and

qualitative synthesis are:
1. Clarification of the key search terms and inclusion criteria focused on theory;
2. Use of inclusion criteria that are sensitive to theories influencing multiple health and
psychosocial disciplines;
3. Assessment of theories based mainly on relevance and plausibility to the research
objectives;
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4. A range of methods for searching the literature, beyond an electronic search in
multiple databases, that include direct searching of existing reference lists, searches
of grey literature, and soliciting advice from content experts;
5. Use of qualitative data-management software and evidence mapping to help
deconstruct and aggregate concepts from primary theories to identify the
uniqueness and contribution of dominant theories;
6. The ability of multiple investigators to interact iteratively during the development of
the research objective and methods, especially during the deconstruction of primary
theories and aggregation of theoretical constructs, to synthesize a metatheory.
Based on the findings in Chapter 2 and those discussed in this chapter, the next
chapter addresses my third research objective to explore how theory explains the
beliefs, concerns, and experiences of people responding to complete loss of natural
teeth.
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Chapter 4: A Metatheory Explaining How Patients Manage Tooth
Loss

4.1

Introduction
Complete tooth loss is the leading cause of disability associated with oral

conditions in 19 of 21 global regions,2 and it is among the most difficult treatment
challenges in dentistry.3-5 Tooth loss can be emotionally and socially disturbing.6 Fiske
et al.8 explained it, according to grief theory interpreted by Kubler-Ross,45 as a multistaged grieving process of denial, anger, bargaining, depression, and finally,
acceptance. A more complicated, idiosyncratic and variable process of grieving a loss
has challenged the apparent rigidity and linearity of this explanation of grief.18,168 Others
interpreted the psychosocial disturbances of tooth loss and dentures as a neurosis, but
offered limited evidence to support this diagnosis.11-15 There is also the view that beliefs
and experiences associated with tooth loss are more complicated and uncertain than
manifestations of staged grief or personality theories.73 Others found that some people,
particularly those who had little experience with chronic disability, respond poorly to
tooth loss and dentures because they feel disembodied subsequent to unexpected tooth
loss.49,50,230 For example, some denture-wearers accept tooth loss as little more than a
chronic indisposition, whereas others experience chronic embarrassment and pain from
their dentures.6,20,52,187 Likewise, negative feelings of social stigma, loss of social status,
and diminished self-esteem from missing teeth contrast with the positive benefits of
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successful dentures.231,232 However, there has been little attention given to the
theoretical foundation that might explain how people respond to tooth loss.
Metatheorizing as a part of systems science is, according to Edwards,198 “a
process of theory building that integrates, synthesizes or constructively analyses other
theories and methods… [to] explore new ways of understanding” complex phenomena.
It is possible that the complex psychological and social challenges of tooth loss and
denture use can only be explained by a metatheory combining multiple primary theories
that reflect the perspectives of several healthcare disciplines. Eighty-nine primary
theories potentially relevant to the loss of anatomical parts were found in our systematic
literature review (PROSPERO registration: CRD42019118764) of how people respond
to loss, and an interpretive analysis of the findings synthesized a metatheory of
responses from five dominant theories addressing communication, developmental
regulation, emotions, resources, and social cognition.172,200,233
Communication theory addresses the importance of patient-provider cooperation,
patient preparation, and involvement in treatment decisions.183 Developmental
regulation theory explains the influence of experiences and life-long adaptive capacities
on personal goals.184 Emotion theory attends to appraisal, emotions, and coping with
stressful events.102 Resource theory explains how personal and environmental
resources modulate the influence of loss,182 while social cognitive theory focuses on the
social and environmental influences on beliefs and behaviours.185 However, there is
considerable overlap of the constructs associated with the five theories. For example,
“problem-focused coping” and “emotion-focused coping” are constructs of management
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strategies from emotion theory that are similar to “assimilative coping” and
“accommodative coping” constructs from developmental regulation theory.
The aim of this exploration was to report the relevance of this metatheory
composed of the five dominant psychosocial theories of communication, developmental
regulation, emotions, resources, and social cognition, to the beliefs, concerns, and
experiences of people experiencing tooth loss as expressed in interviews.

4.2
4.2.1

Methods
Recruitment
Qualitative synthesis of these complex human phenomena followed the general

principles of Thorne’s Interpretive Description.172,233 Patients attending a university
dental clinic for tooth extractions and immediate replacement with dentures were
recruited for open-ended interviews immediately before, and within one year after, tooth
extractions. Approval was obtained from the University’s Behavioural Research Ethics
Board (H03-80164). Patients conversant in English who were living independently in the
community, and who required extraction of all, and a minimum of five of their natural
teeth in one or both jaws, were included. The clinical status of each participant was
documented from dental records. They also responded to a self-administered
questionnaire on general and oral health and to a visual analogue scale measuring
satisfaction with their oral health before the interview.234 All but one of the participants
were fluent in English, and the one participant who was not completely fluent obtained
help from a family member to interpret some questions.
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4.2.2

Interviews
A total of 21 interviews were conducted among 18 participants selected

purposefully to freely solicit information on personal experiences before and after
extensive tooth loss.235 A male social worker familiar with interviewing techniques
conducted 19 interviews: four before the extraction of teeth, three both before and after
tooth loss for the same participants, and nine after the extraction of teeth.236 Using
similar interviewing techniques, one female prosthodontist conducted two other
interviews with participants before teeth were removed. The interviewers obtained
demographic information from each participant, and when necessary used an interview
guide to explore what they knew about the effects of tooth loss (Figure. 4.1; Appendix
D).6,7,20 Each interview required approximately 1 hour and was audio-recorded and
transcribed verbatim by a professional transcriptionist or the interviewer. The interviewer
and a prosthodontist read the transcript as soon as possible after each interview, and
through an iterative process of constant comparison modified the interview guide to
clarify and expand emerging themes.235,237
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Figure 4.1. The central questions and themes in the interview guide.

4.2.3

Data Analysis
We proposed that the metatheory of five dominant theories might help to explain

beliefs and experiences relating to the psychosocial consequences of tooth loss. Details
of the theoretical foundation and analytical method underlying initial development of the
metatheory are published elsewhere.200 The current analysis also followed the concept
of qualitative synthesis to appraise the themes arising from the interviews and relate
them to the theories.172,238 One prosthodontist (MA), in consultation with two other
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prosthodontists, analyzed the 21 interviews for contextual themes and constructs
associated with the five dominant theories. This entailed coding the transcripts using
QSR NVivo 11 software (Qualitative Solutions Research International), supplemented
with analytical maps, tables, and figures to identify, interpret, aggregate, and record
related words, phrases, and relationships that explain the beliefs, concerns, and
experiences of the participants.158,239

4.3
4.3.1

Results
Participants
The 18 participants, 10 women and eight men, aged 30-84 years, had relatively

low incomes and at least one health-related disorder (Table 4.1). Half (n=9) assessed
their general health as “good” or “fair” and their oral health as “good”, and prior to the
extractions all were partially edentate in one or both jaws because of caries, periodontal
disease, or other dental defects.
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Table 4.1. Demographic and health status of the 18 participants and the prosthodontic treatment they were offered or
received.
Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex
1. Thora

F

Age in

Disorders

years
31

Prosthodontic treatment

Self-rated satisfacti
on

Status

•

Psoriasis

•

Hiatus hernia

•

Smokes

•

Mx interim PRDP

cigarettes

•

Caries and

Fair

Fair

•

Mx/Mn partial

Self-rated offered (O) or received (R)
Poor

(R) Mx/Mn Im
CRDP

edentulism

fractured
restorations
2. Keanu

M
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•

HD

Good

Excellent •

Mx/Mn partial
edentulism

•

Periodontal disease

Poor

(R) Mx Im
CRDP/ Mn
T PRDP

and apical infection
3. Kent

M

84

•

HD

•

Impaired vision
and mobility

Excellent

Poor

•

Mx/Mn partial
edentulism

•

Excellent (R) Mx/Mn Im
CRDP

Caries and
fractured
restorations
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Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex
4. Jason

M

Age in

Disorders

years
45

•

Hepatitis C

Prosthodontic treatment

Self-rated satisfacti
on
NA

NA

Status

•

Mx partial

Self-rated offered (O) or received (R)
NA

Mn dentition

edentulism
•

(O) Mx ISD/

Caries and
fractured
restorations

5. Robert

M

83

•

HD

•

Mild cognitive

NA

NA

6. Tobias

M

65

Mx/Mn partial

•

fractured

ischemic attack

restorations

DM (Type 2)

•

GERD

Good

Good

•

CRDP

Mx/Mn partial

Good

(O) Mx CRDP/
Mn PRDP

edentulism
•

(O) Mx/Mn

Caries and

Transient

•

NA

edentulism

impairment
•

•

Caries and
periodontal disease

7. Francesca F

65

•

HD

•

GERD

Fair

Fair

•

Mx/Mn partial
edentulism

•

Fair

(O) Mx CRDP/
Mn PRDP

Caries and
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Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex

Age in

Disorders

years

Prosthodontic treatment

Self-rated satisfacti
on

Status

Self-rated offered (O) or received (R)

fractured
restorations
8. Tami

F

45

•

NA

Fair

Good

•

NA

Good

(O) Mx/Mn
CRDP

9. Efram

F

61

•

GERD

Good

Good

•

Mx/Mn partial

Good

Mn PRDP

edentulism
•

(O) Mx CRDP/

Caries and retained
roots

10. Bellen

F

63

•

Depression

•

Fibromyalgia,

•

Smokes 5

•

Mn PRDP 5 years

cigarettes/day

•

Caries and

Good

Fair

•

Mx/Mn partial

Good

(R) Mx/Mn Im
CRDP

edentulism

fractured
restorations
11. Tamara

F

57

•

NA

Poor

Fair

•

NA

Fair

(R) Mx/Mn
CRDP
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Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex
12. Nina

M

Age in

Disorders

years
52

•

DM (type 2)

Prosthodontic treatment

Self-rated satisfacti
on
Good

Good

Status

•

Mx/Mn partial

Self-rated offered (O) or received (R)
Good

Mn SDA

edentulism
•

(R) Mx CRDP/

Caries and
fractured
restorations

13. Grant

M

58

•

Hypertension

•

Smokes

Excellent

Good

•

Mx CRDP/Mn

Good

Rm/ Mn Im

partial edentulism
•

cigarettes 1.5
packs/day

(R) Mx CRDP
CRDP

Caries and
fractured
restorations

14. Gaylene F

75

•

None

Good

Good

•

Mx/Mn partial

Good

Mn PRDP

edentulism
•

(R) Mx CRDP/

Caries and
fractured
restorations

15. Karsten

M

62

•

COPD

•

Osteoarthritis

Fair

Fair

•

Mx/Mn partial
edentulism

Fair

(R) Mx/Mn Im
CRDP

77

Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex

Age in

Disorders

years

•

16. Nerissa

F

80

Prosthodontic treatment

Self-rated satisfacti
on

Status

•

Cluster migraine

Caries and

headache

fractured

•

Penicillin allergy

restorations

•

DM (type1)

•

Osteoporosis

•

HD

•

Mx PRDP 10 years

•

Precancerous

•

Caries and

•

Fair

Good

•

Self-rated offered (O) or received (R)

Mx/Mn partial

Good

CRDP

edentulism

skin lesion

fractured

Surgery left eye

restorations

(R) Mx /Mn Im

cataract

17. Arbutus

F

46

•

Penicillin allergy

•

NA

Good

Good

•

NA

Good

(R) Mx/Mn
CRDP

18. Heloise

F

55

•

Carpal tunnel
syndrome

Good

Fair

•

Mx/Mn complete
edentulism

Fair

(R) Mx CRDP/
Mn ISD

* All names are pseudonyms.
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Demographics

General Health

Self-rated

Oral Health

lifeParticipant* Sex

Age in
years

Disorders

Self-rated satisfacti
on

Prosthodontic treatment
Status

Self-rated offered (O) or received (R)

Abbreviations: Mx: Maxillary jaw; Mn: Mandibular jaw; SDA: Shortened Dental Arch; PRDP: Partial Removable Dental Prosthesis; CRDP:
Complete Removable Dental Prosthesis; ISD: Implant-Supported Denture; Im: Immediate; T: Transitional; Rm: Remake; DM: Diabetes Mellitus;
GERD: Gastroesophageal Reflux Disease; HD: Heart Disease; COPD: Chronic Obstructive Pulmonary Disease; NA: Not Available.
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4.3.2

Relevance of Themes to the Theories
Thematic analysis of the interviews identified 57 themes representing

experiences and beliefs relevant to managing tooth loss. The themes focus on the
influence of tooth loss and dentures on eating, social activities, body image, and future
treatment needs (Table 4.2). Themes relevant to seven construct categories were
interconnected within the scope of each theory (Figure. 4.2). The interaction between
appraisal and resources reflects on how participants appraise the loss of their teeth and
the resources available to help manage the physical, psychological, and social
consequences of that loss. During this process, participants were inclined to modify
their management strategies to either adapt or strive for an improved outcome.
The participants’ quotes below provide the context in which the themes were
identified during the analysis, and the relevance of the themes to the constructs and
dominant theories of the metatheory.

4.3.2.1

Theme: Dentist-Patient Rapport; Relevant Construct: Provider-Patient

Relationship; Dominant Theory: Communication
Participants established a good rapport with their dentists as a consequence of
mutual trust and the dentist’s ability to explain the stages of treatment. Keanu, for
example, said he likes his dentist because “everything is explained, the
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communication is good”, (2B)2 and likewise, Kent praised his dentist because she
“explains what she’s doing and why”. (3B)

4.3.2.2

Theme: Treatment Decisions; Relevant: Construct: Decision-Making;

Dominant: Theory: Communication
Understanding treatment options and involvement in treatment decisions were
important for all the participants to reduce the risk of disappointment with the treatment
outcomes. Tami misunderstood her dentist because “I thought I was going to get caps...
[and] keep my teeth but the [dentist] said [I] had to get dentures and I had my big cry… I
was devastated!”(8B) However, some participants were able to make collaborative
decisions with their dentist. Efram explained that the dentist:
Gave me the option of extracting all or some of my teeth [but] there’s
part of me at times that just wants to say ‘pull them all out, get plates’.
At the same time, I recognize that as soon as I do that, I remove those
binding structures in there that stabilize the denture. I’m at a decision
point right now.(9B)

2

The source of each quotation is identified by the pseudonym of the participant as
identified in Table 4.2, and the time of the source interview either before (B) or after
(A) tooth extractions.
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4.3.2.3

Theme: Effect of Past Experiences with Dental Treatment; Relevant

Construct: Critical Period; Dominant theory: Developmental Regulation
The participants’ capacity, either psychologically or socially, to learn and develop
from past experiences throughout life influenced their current feelings about teeth and
dentists. Keanu identified two critical life-events influencing his trust of dentists:
As a young child we were not encouraged to see a dentist, and in fact,
we never saw a dentist… as a welfare case when you have a toothache
you go to the hospital and stand in-line and then you sit in the dentist’s
chair and there’s a pair of scissors… that they put in your mouth… a
nurse on your leg and a nurse on top of you holding your arms. You’re
screaming… [the dentist with] the pliers extracts - no freezing, no
nothing. Now you can see where [I got] my distrust of dentists. When
I joined the armed forces, my teeth were not nice. One day I had a
toothache. I [went] to the dentist and I was shaking. The dentist said, I
won’t hurt you. He didn’t hurt me. And then it was fine. This is how I got
away from my scare of the dentist. And then, from that moment on,
everything was okay… [until my] teeth started to wobble and to move…
[and] it wasn’t comfortable anymore.(2B)
Nerissa, in contrast, blamed her dental experiences on ill-health when growing up:
As I got older, all these diseases… complicated my dental [health]… I
spent thousands of dollars getting my teeth done every year… but a lot
of it was because of diabetes and osteoporosis. My teeth were falling
out, they were decaying, [and] they were just loose… Well there’s no
use fighting it. I mean if you’re going to lose your teeth, you’re losing
your teeth. I know that all my life I’ve looked after my teeth. It’s not
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through neglect… it’s just through ill health.(16A)

4.3.2.4

Theme: Planning for Treatment in Stages; Relevant Construct: Problem-

Focused Coping; Dominant Theory: Emotion
Participants described their appraisal of emotional stressors and management
strategies before and after tooth loss. Jason tackled the problem in stages:
If I deal with getting the denture first, and seeing how it works initially,
then maybe I’ll be more comfortable with it. I don’t know how it’s going
to take. That’s why I want to do it in stages… [extract] the back teeth
first and then, if comfortable and okay, I will do the next [stage].(4B)

4.3.2.5

Theme: Accepting Limitations of Denture; Relevant Construct: Emotion-

Focused Coping; Dominant Theory: Emotion
Participants faced many challenges in terms of function, such as Nerissa, who
accepted the limitations of dentures:
You have to accept certain limitations, and I accept the fact that I had to have
dentures… so I can’t eat a big steak, I don’t eat meat much anyway so it doesn’t bother
me… we can’t have everything we want, can we?(16A)
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4.3.2.6

Theme: Family Support; Relevant Construct: Social Support;

Dominant Theory: Resource
Participants’ valued the support of family and friends whilst also often
acknowledging the limitations imposed by financial resources. Francesca’s son, as she
stated, was “always grinding [food] for me and gets me baby food and a straw”,(7B) while
Robert acknowledged happily that “there [are] so many things, I can eat.... And I have a
wonderful wife for that… She just accommodates all that”.(5B)

4.3.2.7

Theme: Financial Constraints; Relevant Construct: Financial Influences;

Dominant Theory: Resource
The financial constraints and ineffective investment in oral health were major
concerns addressed by the participants. For instance, Keanu was frustrated by the loss
of his teeth because of “all the fillings, all the work that I had done – thousands of
dollars that I had to pay – down the drain completely”.(2B) Thora was also distressed
about her failed investment and limited insurance:
Financially, that’s why I’m having a lot of problems, because I haven’t
had dental [insurance] coverage for many years. Being a single mom,
the cleanings, the fillings, re-fillings, because a lot of my fillings are
falling out. Then my teeth deteriorated. I [now] have dental
[insurance]… which covers just my dentures.(1B)
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4.3.2.8

Theme: Anticipating Progress; Relevant Construct: Self-Efficacy;

Dominant Theory: Social Cognition
Participants believed that they could learn to manage with dentures.
Bellen cautiously said that she had anticipated learning to function with dentures
because “once I get use to them, I’ll be able to chew… [I’ve] only had them three
weeks... It’s a learning curve".(10A) Similarly, Thora explained that: “It’s going to be quite
the experience learning to speak again”.(1B)

4.3.3

Relevance of Themes to the Overlapping Theories
There was also ample evidence of the harmonious confluence of developmental

regulation, emotion, resource, and social cognitive theories in the optimism, selfdetermination, emotions, social comparisons, and sense of embodiment that several
participants revealed.

4.3.3.1

Theme: Positive Attitude; Relevant Construct: Optimism; Dominant

Theories: Emotion and Resource
Some of the participants highlighted the importance of maintaining a positive
attitude to overcome difficulties associated with tooth loss. Keanu felt that previous good
experiences helped him to prepare emotionally for losing his teeth because “you have to
be positive… not that I disregard difficulties, but they come and they go”.(2A)
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4.3.3.2

Theme: Determined to Manage Difficulties; Relevant Construct: Self-

Determination; Dominant Theories: Resource and Social Cognition
Self-determination, from resource and social cognitive theories, was evident in
Keanu’s comment that “if I set my mind to do something, I have to do it”,(2A) and in
Kent’s view that “if I would let my general health affect me in a negative way I would
probably feel it all over my body. But I don’t!”(3B)

4.3.3.3

Theme: Regaining Normal Appearance and Function; Relevant

Construct: Returning to Normality; Dominant Theories: Emotion and Social
Cognition
Emotion and social cognitive theories explained how participants want to look,
eat, and socially integrate normally. Robert expected that dentures would enable him to
chew and “go out for a steak dinner”,(5B) whereas Thora:
Could eat without them… friends they understood, but going out to a
restaurant was a challenge… [dentures] make me happy, I’m just
more able to go out there and actually smile and talk to people, not
feeling embarrassed about the way my teeth look.(1A)
Nerissa reappraised and managed her situation according to social cognitive
theory by removing the lower denture because “people don’t notice, it’s not very
obvious”,(16A) and according to emotion theory by the positive feeling when “you don’t
get toothache or you don’t have fillings falling out”.(16A)
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4.3.3.4

Theme: Experience of Loss and Social Comparisons; Relevant

Construct: Social Comparisons; Dominant Theories: Emotion and Social
Cognition
Participants engaged in downward and upward social comparisons. They
compared themselves downwardly to others who experienced similar loss to see
themselves as better than others. For example, Tami explained that she:
Look[s] at other people with worse teeth… they have to live like that all
the time, so why am I feeling bad, and I’m getting my teeth fixed which
a lot of people can’t. I should be so grateful for what I got. I’m doing
very well compared to others.(8B)
Heloise, in contrast, perceived her oral condition as poor compared to others who
“have their own natural teeth, so I actually envy them and it’s horrid”.(18A)

4.3.3.5

Theme: Disembodiment from the Denture; Relevant Construct:

Embodiment; Dominant Theories: Developmental Regulation, Emotion and Social
Cognition
Nerissa felt “disembodied” from her denture, as explained by a combination of
developmental regulation, emotion, and social cognitive theories, because she was:
Conscious that I have dentures, I think, even if they fit perfectly…
they’re not my own teeth. The thing that really bugs me about dentures
is the… falseness of it all, not being natural. When I hear of all these
women having plastic surgery, I think no, I don’t think I could do that,
that’s how I feel about dentures - that its unnatural. (16A)
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Table 4.2. The 57 themes associated with the five dominant theories and seven construct categories of the metatheory found in
interviews with 18 participants before or after tooth loss.
Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes

Constructs

2

3

Construct

Dominant B A B A B A

Categories

Theories

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

A

A

A

A

A

Anticipating progress Self-efficacy

Environmental

SC

✕ ✕ ✕

✕ ✕ ✕

✕ ✕ ✕

✕

✕

✕

✕

Self-control over

Self-regulation;

and Personal

R; SC

✕ ✕ ✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

✕

✕

✕

✕

health

Self-control;

✕

A

A A
✕

Resources

Resilience
Positive attitude

Optimism

R; E

Determined to

Self-determination

R; SC

Expectations from

Outcome

R; SC

treatment outcomes

expectations

Values and beliefs;

Values and

Religious/Spiritual

beliefs; Religiosity

Support from family

Social support

✕

✕

✕ ✕

✕ ✕ ✕

✕

✕

✕

✕

✕
✕

manage difficulties
✕ ✕ ✕

✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

✕

✕ ✕ ✕

✕

✕

✕

✕

R; E

R

✕

✕ ✕ ✕ ✕

✕ ✕ ✕

✕ ✕ ✕

✕

✕

✕

✕ ✕

✕

✕

✕ ✕

and friends
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Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes
Financial support;

Constructs

2

3

Construct

Dominant B A B A B A

Categories

Theories

Financial

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

A

A

A

A

A

A

A A

✕

✕

✕ ✕

R

✕ ✕ ✕

✕ ✕

✕ ✕ ✕ ✕ ✕

✕

✕

DR; E

✕ ✕ ✕ ✕ ✕ ✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

✕

✕

✕

✕

✕

✕

✕ ✕

✕ ✕ ✕

✕

✕

✕

✕

✕

✕

✕ ✕

Financial constraints influences
Appraising the

Appraisal

significance of losing

Cognitive
Appraisal

teeth and challenges
with wearing
dentures
The impact of

General health

general health and

Physical Status C; DR; E;

✕ ✕ ✕

✕ ✕

R; SC

its relationship with
oral health
C; E; SC

✕ ✕ ✕ ✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

✕

✕

✕

✕

✕

✕

✕ ✕

History of tooth loss; Oral health

C; DR; E;

✕ ✕ ✕ ✕

✕ ✕ ✕

✕

✕

✕

✕

✕

✕

✕ ✕

Investing in oral

R; SC

Oral function and

Oral function; Oral

comfort

pain and comfort
✕ ✕ ✕

health; Lifestyle;

89

Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes

Constructs

2

3

Construct

Dominant B A B A B A

Categories

Theories

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

A

A

✕

✕ ✕

✕ ✕ ✕ ✕

✕

✕

✕ ✕

✕

A

A

A

A

A A

✕

✕

✕

✕

✕ ✕

✕

✕

Diet; Oral habits;
Oral hygiene
Blame (blaming

Emotions

Psychological

others, blamed by

(negative)

Status

E

✕

others); Selfresponsibility/Regret
(blame themselves);
Embarrassment;
Shame; Fear;
Anxiety; Frustration;
Sadness; Anger;
Denial; Depression;
Jealously; Envy;
Hopelessness
Hope; Relief; Humor Emotions

E

✕ ✕

(positive)
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Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes

Constructs

Self-consciousness;

Appearance and

Self-confidence;

self-image

2

3

Construct

Dominant B A B A B A

Categories

Theories
E; SC

✕ ✕

✕ ✕ ✕

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A
✕ ✕

A

✕ ✕ ✕

A

A

A

A

A

A A

✕

✕

✕

✕

✕

✕ ✕

Intimacy; Privacy
Disembodiment from Embodiment

✕

D; E; SC

the dentures
Performance and
social integration

Activity and
participation

E; SC

✕ ✕

✕ ✕ ✕

✕ ✕ ✕

✕ ✕ ✕

✕

✕

✕ ✕ ✕ ✕

✕

✕

✕

✕ ✕ ✕

✕

✕

✕

✕

✕

Social
Influences

Effect of past

Critical period

DR

Dentist advice;

Provider-patient

C

Dentist-patient

relationship

✕

✕

✕ ✕

experiences with
dental treatment;
Access to dental
care
✕

✕ ✕ ✕ ✕

✕ ✕ ✕

✕

✕

✕ ✕
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Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes

Constructs

2

3

Construct

Dominant B A B A B A

Categories

Theories

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

A

A

A

A

A

A

A A

rapport; Negative
communication
C

✕

C; DR

✕ ✕ ✕ ✕

✕

✕

✕

✕

✕

Treatment decisions Decision-making

C

✕ ✕ ✕ ✕

✕

✕

✕

✕

✕

Experience of loss

Social

C; DR; E;

✕

✕ ✕

and social

comparisons

R; SC

Regaining normal

Returning to

E; SC

✕ ✕ ✕ ✕ ✕ ✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

appearance and

normality

Preparedness to

Patient

losing teeth and

preparation

✕ ✕ ✕ ✕

✕ ✕

✕

✕

wearing dentures
Uncertainty

Uncertainty

regarding treatment
and adaptation

✕ ✕ ✕ ✕

✕

✕

✕ ✕

✕

✕ ✕

comparisons
✕

✕

✕

✕

✕

function
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Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes
Managing problems

Constructs
Problem-focused

associated with tooth coping

2

3

Construct

Dominant B A B A B A

Categories

Theories

Management

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

DR; E

✕

✕ ✕

✕ ✕ ✕ ✕

DR; E

✕ ✕ ✕ ✕ ✕ ✕

✕ ✕

✕ ✕ ✕

C; DR; E

✕ ✕ ✕ ✕ ✕ ✕

✕ ✕ ✕ ✕ ✕ ✕ ✕

A

A

A

A

✕

✕

✕

✕

✕

✕

✕

A

A

A A
✕

Strategies

loss and dentures
(e.g. planning for
treatment in stages)
Managing emotions

Emotion-focused

✕

✕ ✕

✕

✕ ✕

associated with tooth coping
loss and dentures
(e.g. accepting
limitations of
dentures)
Well-being;

Well-being;

Treatment

Satisfaction;

Satisfaction;

Outcomes

Quality of life

Quality of life

✕

✕

✕

(e.g. wealth and
health)
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Participants* and Time of Interview
Metatheory

Before (B) or After (A) Tooth Loss
1

Interview Themes

Constructs

2

3

Construct

Dominant B A B A B A

Categories

Theories

4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
B B B B B B A

A

A

A

A

A

A

A A

*Participant pseudonyms: 1: Thora; 2: Keanu; 3: Kent; 4: Jason; 5: Robert; 6: Tobias; 7: Francesca; 8: Tami; 9: Efram; 10: Bellen; 11:
Tamara; 12: Nina; 13: Grant; 14: Gaylene; 15: Karsten; 16: Nerissa; 17: Arbutus; 18: Heloise.
Abbreviations: C: Communications; DR: Developmental Regulation; E: Emotion; R: Resource; SC: Social Cognition.
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Figure 4.2. The constructs and seven construct categories associated with the five
dominant theories in the metatheory.
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4.4

Discussion
This qualitative exploration reveals how a metatheory composed of five

conceptually broad dominant theories addressing communication, personal background,
emotions, resources, and social awareness, explains the complex psychosocial
challenges of tooth loss. Participants responses reflect the primary and secondary
appraisals and management strategies of emotion theory, which had a dominant role in
the beliefs and experiences of all the participants.102 Clearly, these management
strategies complement each other in the adaptation process by adopting positive
emotions as a barrier against anxiety and fear.87 Participants managed to seek the
dentist’s help, while also modifying their social engagements, denture use, and
emotions, to meet the challenges of tooth loss and dentures. Developmental regulation
theory addresses a life-long adaptive capacity to adjust and learn from various stages of
dental deterioration,184 whereas self-efficacy is at the core of social cognitive theory,
explaining how people anticipate learning to manage the loss and its consequences.185
Social comparisons also help to maintain self-esteem and self-confidence in the face of
real or potential embarrassment, stress, and uncertainty of treatment. The management
and consequences of uncertainty from positive and negative experiences with dentists
throughout life can be explained by both communication and developmental regulation
theories.183,184 Resource theory has a social and financial role in the beliefs and
experiences of the participants.182 Family and friends were a significant resource that
featured mostly after teeth were extracted and participants were managing the physical
limitations and social embarrassments. However, there were concerns about the
financial consequences of unsuccessful prostheses.
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I was curious about how the experiences and beliefs of our participants represent
those attending private dental clinics. The medical profile of patients attending university
dental clinics is typically similar to the profile of the general population, at least in North
America. However, were are not certain about socioeconomic similarities.240 I was
limited by the number of participants interviewed, and I could not recruit patients who
were severely distressed about losing teeth or wearing dentures. Nonetheless, the three
participants interviewed both before and after tooth loss gave the deepest insights to the
relevance of the metatheory. Initially, the intent was to interview participants before and
after tooth loss, but we lost contact with six of the nine participants interviewed before
tooth loss, or they declined a second interview after they received dentures.
Subsequently, nine other participants were interviewed after they received dentures.
Therefore, I cannot be sure of the saturation of information during the analysis of the
interviews, and further research is required to explore and test the relevance of the
metatheory to other patients who experience mastectomy, limb amputation, or tooth
loss. Overall, my objective was not to test the predictive potential or other psychometric
properties of the metatheory, but to identify and explain the relevance of the metatheory
to the participants.172,241 The relevance of the findings to other populations and the
psychometric properties of the metatheory will need further exploration.
The participants explained that their beliefs and experiences with tooth loss were
more complicated than the limitations of staged grief theory or personality disorders as
previous opinions have proposed.8,11-14 For example, initially they experienced distress
from oral discomfort and limited function, but then, in keeping with a dynamic emotional
response to loss,18,168 they adopted different management strategies, such as seeking
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emotional support from their family and friends or professional help from a dentist.
Furthermore, I found no evidence of neurosis or other disordered responses, as others
have suggested,11,12,14 even when participants were very unhappy with the prospect of
losing teeth or the limitations of dentures. The usual response to pain was to avoid
triggering the pain and seeking professional help. Appraisal and management
strategies, as in emotion theory, pervaded most of the interviews, as others have
reported from people who lose other anatomical parts. For instance, the loss of breasts
or limbs precipitated responses that alternated between assimilating or focusing on the
loss to enhance rehabilitation, and accepting or avoiding social activities as a selfprotective strategy against negative emotions.87,112 In contrast to Bury’s theory of
biographical disruption,50 the participants anticipated losing all their teeth, and they did
not feel that their biographical expectations were disrupted. Expectations from dentures
frequently focused on a return to normal appearance and physical function, as others
reported from older experienced denture-wearers and in support of the neurocognitive
model of body-ownership, even if this required some minor adjustments of chewing and
social behaviour.6,49,230

4.4.1

Clinical Implications and Future Research
The research findings provide new empirical evidence to support a patient-

centred focus on how people are likely to seek treatment for tooth loss and how they
might respond to dentures. The metatheory, combining five dominant theories,
acknowledges the importance of communication in improving rehabilitation outcomes.242
It also suggests that treatment involving tooth loss should consider a patients’
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developmental or historical background, experiences, and communications with dental
personnel, emotional and physical expectations, and social and financial resources,
along with their social awareness and ability to manage disrupted self-confidence, social
interactions, and limited food choices.6,231,232 Dentist’s advice for patients early in the
treatment could help patients appraise, realistically anticipate, and manage their
predicament to facilitate resilience and prevent negative psychological responses,187
much as others have proposed for managing amputations of other anatomical
loss.87,109,112 For example, the desire of people undergoing a mastectomy to “return to
normal life” was a motivation to manage and recover successfully.109
Further application and exploration of this metatheory should expand our limited
knowledge of patients’ responses to dental prostheses, especially among patients who
are severely anxious before tooth loss, and among those who have not responded well
to dentures.6,8,11-15,20,187,231,232

4.5

Conclusions
A metatheory synthesized from five dominant theories addressing

communication, personal background, emotions, resources, and social awareness
offers a comprehensive and plausible explanation of how people respond
psychologically and socially to the loss of their teeth, and expands the scope of
information needed to help manage their loss and subsequent treatment.
Following on, Chapter 5 presents a general discussion and conclusion of my
dissertation. Information presented in Chapters 2 through 4 is referenced to support the
findings and arguments and address the three objectives and research questions posed
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in Chapter 1 (page 20). The limitations of the dissertation are also discussed and
suggestions for further research are proposed.
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Chapter 5: General Discussion and Conclusions
This is the first study to propose a metatheory that integrates five dominant
theories as an overarching conceptual perspective on communication, developmental
regulation, emotions, resources, and social cognition from a qualitative synthesis of 89
primary theories to explain how people manage psychologically and socially with the
loss of anatomical parts. I encountered substantial challenges throughout the stages of
reviewing theories, which offers methodological insight and possible solutions for finding
and synthesizing extant theory in the social sciences. It was not anticipated that the
three seemingly diverse interests, relating to the loss of breasts, limbs, and teeth, would
produce practically all of the literature available on theories associated with managing
loss of anatomical parts. This research represents the first comprehensive qualitative
synthesis of theories on the psychological and social management of loss of anatomical
parts amenable to prosthetic replacement. Moreover, in-depth qualitative interviews
before and after the loss of all remaining teeth and the use of a complete denture also
provided further evidence of the relevance of this metatheory.

5.1

Synthesizing Psychosocial Theories that Explain How People Respond to

Loss of Breasts, Limbs, or Teeth (Chapter 2)
This study synthesized 89 primary theories based on the inductive principles of
qualitative synthesis. This iterative and dynamic analysis deconstructs, aggregates, and
categorizes concepts to explain responses to loss. Following deconstruction of the 89
primary theories and interpretation of their 568 constructs, we aggregated and
categorized similar constructs, which led us to seven categories associated with five
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dominant theories. These five dominant theories then constitute a metatheory providing
an overarching theoretical perspective, addressing communication, developmental
regulation, emotions, resources, and social cognition. Communication theory
contributes to understanding a patient’s perspective and involvement in their treatment
decisions. Developmental regulation theory focuses on explaining the impact of a
patient’s past life experience and adaptive abilities to engage or disengage in pursuing
their personal goals to manage their loss. Emotion theory explains how patients
appraise their loss based on their personal goals and available resources, and
accordingly modify their management strategies. Social cognitive theory identifies how
patients’ beliefs and behaviours are influenced by their social environment. Finally,
resource theory most strongly accounts for the personal, social, and financial resources
involved in how patients manage loss.
In the following section, the contributions of the five dominant theories are explained in
the context of loss of limb amputation, mastectomy, and complete tooth loss.

5.1.1

Communication Theory
The importance of communication in patient-centred care has been

acknowledged in the management of chronic conditions, and it is achieved when the
provider involves patients in health care discussions and decisions.243 Sondell and
Soderfeldt,244 for example, proposed a “model for encounters in dentistry” illustrating
both the dentist and patient contributing equally to the process and outcome of
treatment; however, they do not explain the process or determine the relative
contribution of the dentist and patient to the process. Street and Epstein183 described
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the main constructs involved in effective clinician-patient communication, explaining that
mutual trust, respect, and emotional support are essential to enhance a patient’s
emotional well-being, continuity of care, and adherence to treatment
recommendations.245 Moreover, they contend that communication should interpret
scientific evidence for care in the context of the patient’s health beliefs, values and
preferences as they come to an agreement on a diagnosis and treatment options.183 For
example, in dentistry, and particularly prosthodontics which involves replacing missing
teeth, the evaluation of care is more likely to be positive when a patient is allowed to
express concerns with only minimal interference or interruption from the dentist.246
Communication can also promote emotional well-being by alleviating distress
and enhancing positive feelings to facilitate a patient’s ability to cope with the
uncertainty of managing a chronic condition.183,247 Lack of information, too much
information, or misinterpretation of information all contribute to uncertainty.248 For
example, informed patients confronted by uncertainty are likely uneasy but willing to
continue treatment, whereas a patient uninformed about such uncertainty may feel
angry and withdraw from treatment if the outcomes are not as anticipated.19,249 Effective
communication prepares patients for disappointment and provides opportunities for
coping with unanticipated outcomes by explaining problems in advance and clarifying
possible options for management.4 Therefore, uncertainty is something to be
acknowledged and managed rather than merely reduced. When patients actively
participate in treatment decisions, regardless of who assumes responsibility for the
decision, they often have less post-decision regret or anxiety and experience better
health following consultation.183 Successful communication between clinicians and
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patients should achieve a mutual understanding of the risks and benefits associated
with treatment options and enhance adherence to treatment.183 For example, amputees
who were involved in making the decision to choose the type of prosthetic limb were
willing to accept using their prosthesis.98 Finally, communication can improve health
outcomes by enhancing a patient’s self-management. Overall, patients aware of the
uncertainty tend to seek information, participate in decisions, and express concerns and
feelings (i.e. empowerment), and manage complications more effectively.250 For
example, empowering mastectomy patients by encouraging them to participate in selfhelp groups contributed to their psychological ability to manage their loss.251 This
suggests promoting empowerment to patients as a part of an intervention that is guided
by health care providers that are trained to facilitate patient self-management would be
beneficial.251

5.1.2

Developmental Regulation Theory
Developmental regulation theory explains the notion that people have the

capacity to control their life-long development through a balance of striving to attain their
goals, the adjustment of goals, and/or obtaining self-protective resources in
circumstances where goal attainment is no longer possible. Developmental regulation
theory is an integration of the life-span theory of control, which explains the influence of
the individuals control-related behaviour on their ability to attain goals, and life-course
theory, which explains the impact of a person’s social network and roles on attaining
their goals. Overall, the ability to remain in the pursuit of goals while protecting
resources needed to attain those goals can contribute to psychological well-being.184,252
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For example, breast cancer survivors’ capacity to adjust their personal goals based on
their available resources increased their positive emotions and adaptive levels of
physical and sedentary activity after treatment.117 The motivational theory of life-span
development,253 also developed from the life-span theory of control, suggests that
people strive to control their adaptive outcomes through primary control by changing the
environment to meet their needs and desires, and through secondary controls by
changing their self-concept to maintain primary control or minimize its loss.253
Secondary controls are also evident in social comparison theory, in which Festinger254
suggested that people can evaluate their opinions and abilities, either upward or
downward, relative to others for purposes of self-enhancement.255
The notion proposed by developmental regulation theory is that people with
physically disabling conditions, such as limb amputees, will likely tend to engage in
goals that are attainable while disengaging from goals that are unattainable in an effort
to remain optimistic while protecting their psychological well-being.88 However, like
communication theory, it does not explain the variability and depth of emotions
associated with the pursuit of personal goals or the importance of communication in the
process of coping with personal distress.

5.1.3

Emotion Theory
The central idea of emotion theory is that people manage the stress of

disablement by appraising the situation (primary appraisal) and the resources available
(secondary appraisal) as they cope behaviourally or emotionally, mainly through either
problem-focused or emotion-focused coping strategies.256 For example, studies
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investigating the psychosocial adaptation to limb loss, concluded that problem-focused
coping fosters positive psychosocial adjustments, while emotion-focused coping,
especially with cognitive disengagement, is associated with anxiety, depression, and
unacceptance of the disability.89,257 Moreover, it is also recognized that finding a positive
meaning, downward social comparison, and humour can contribute to successful
management of the impairment.90 There is also an assumption that problem-focused
strategies are adaptive because they involve active efforts to recognize and overcome
stressors, while emotion-focused strategies can be considered maladaptive, particularly
when they imply passivity and a refusal to accept the problem and its consequences.258
However, in some circumstances emotion-focused strategies can be adaptive in
reducing distress, either in the early stages of coping with a disability by offering time to
absorb the impact of a stressful event or in cases where the prognosis for rehabilitation
is clinically poor.259 For example, seeking social support has been helpful as an
emotion-focused coping strategy in the context of emotional reassurance in the early
phases of breast cancer care, while it could also be considered problem-focused when
adopted to seek treatment advice or instrumental support.260 Overall, it is important to
recognize that coping strategies that are adaptive at one point in the management
process may become less effective or have different effects at another point.261

5.1.4

Resource Theory
Resource theory emphasizes that personal and environmental resources, such

as family support, money, or other resources to access health care, all contribute
substantially to managing loss; they also have a central role in the coping process for
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managing loss and disability.182 Emotion theory also implies that both an individual’s
primary appraisal of the threat posed by a potential stressor and the coping strategies in
a secondary appraisal are determined largely by the resources available to mitigate the
threat. In this context, Hobfoll182 proposed the conservation of resources theory to
integrate various theoretical constructs, such as self-efficacy,262 optimism,263 sense of
coherence,114 social support,264 and resilience (hardiness).265 The conservation of
resources theory posits that stress occurs when resources are inadequate, threatened,
or lost despite a substantive investment of effort. For example, the explanation of coping
with stressful events aligns with Antonovsky’s theory of sense of coherence within
resource theory as applied to the stress of using complete dentures.266 There is also
evidence that resource theory clarifies understanding of older adult perspectives in
managing chronic disability.267 For example, resource theory has been used extensively
to explain how older people depend on friends, relatives and formal helpers to assist
with personal care needs when ill, instrumental needs to enable visits to physicians and
emotional needs when lonely.267, 268

5.1.5

Social Cognitive Theory
Human behaviour, according to social cognitive theory (originally social learning

theory), is an interplay of personal, behavioural, and environmental influences.185 Social
cognitive theory attends essentially to “reciprocal determinism” whereby behaviour
relative to goals and expectations is a result of the dynamic interaction between a wide
range of personal and environmental theoretical constructs, notably self-efficacy, selfregulation, and motivation.185 Social cognitive theory has been applied in the context of
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the self-regulatory mode269 to identify amputees likely to respond poorly to a prosthetic
limb by explaining the contribution of psychological constructs, such as perceptions of
symptoms and treatment control, in successful rehabilitations.86 Furthermore, this theory
was also used to explain the experiences and tolerance of people with removable
dentures, suggesting that appropriate management can reduce the distress of learning
to manage the artificial feel or appearance of removable dentures.187 It is, however,
limited in explaining how behavioural patterns change throughout life, as addressed by
developmental regulation theory.

5.2

Explaining the Methodological Challenges in a Systematic Search and

Qualitative Synthesis of Theories (Chapter 3)
There is a lack of effective methods for identifying theory in health care
literature;154,155 there is also no consensus for the methodology underlying a systematic
review of the psychological and social theory. The stages expected of a systematic
review for a meta-analysis of data pooled from methodologically similar studies poses a
variety of challenges for both the search for and the synthesis of theory among
methodologically diverse literature. The initial challenge in searching for theory and
understanding the extent of its use in the literature was due to the inconsistent
terminology used to describe theory as conceptual models or frameworks. In my search
for theory in the context of the loss of anatomical parts, developing an inclusion criterion
specific to loss may result in exclusion of relevant theories originating from other
disciplines, such as sociology and psychology. Therefore, the inclusion criteria were
modified to incorporate the conceptual origins of the identified theories, even when they
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were established in a different discipline. I also found that it was inadequate to rely only
on the electronic database search to identify potential literature that described relevant
theory. Indeed, only slightly more than half of the articles included in the systematic
review were generated directly from electronic database searches compared to other
search methods (primarily reference tracking from relevant literature).
Most of the articles identified for full text review did not explicitly describe the
constructs associated with theories. More than half of the full texts retrieved were
ultimately excluded because they did not adequately explain theory. Therefore, we
limited the inclusion criteria to literature explaining theories, which improved the focus
on studies that explicitly refer to the conceptual origins of the theories. Moreover, this
was partially resolved by limiting the scope of the search and clearly defining key terms
and inclusion criteria through an iterative and dynamic process.
Using the qualitative data software and evidence mapping facilitated the
synthesis of theories. Categorizing similar constructs through aggregation of relevant
concepts indicated mutual relationships between different primary theories, while a
difference between constructs suggested uniqueness and contribution of the theories to
explain human behaviours and beliefs. In short, synthesizing theory was a challenge
due to difficulties in understanding similarities and differences between the constructs of
the primary theories being analyzed and the extent to which they were complementary
or overlapping with each other in explaining how individuals respond to the loss of
anatomical parts. Therefore, identifying the theory citations from source articles and
relying on academic experts and personal, clinical, and research knowledge were used
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to overcome the challenge of explaining the conceptual basis of the theories and the
relationship between theories and constructs.

5.3

Exploring How Theory Explains the Beliefs, Concerns, and Experiences of

People Experiencing Tooth Loss (Chapter 4)
No previous research has explored how a metatheory explains individuals’
responses to the loss of teeth and use of dentures. Similar to those experiencing loss of
anatomical parts such as limbs87 or breasts,112,188 participants in this study responded to
the physical, psychological, and social challenges of tooth loss and dentures through
appraisal and modification of their management strategies, which ranged from problemfocused coping when they believed that they could control the emotional and functional
consequences of losing teeth, to emotion-focused coping when they were confronted
with distress from no longer being able to control the discomfort from denture use. At
times, these strategies complemented one another in the adaptation process, through
positive re-appraisal as explained by emotion theory. In the process of seeking
professional help from a dentist, some participants modified their approach by actively
planning the stages of treatment with the dentist before losing their teeth. They also
demonstrated evidence of a life-long adaptive capacity to adjust and learn from various
stages of their dental deterioration, as suggested by developmental regulation theory.184
For example, all participants disengaged from earlier life goals aimed at retaining their
natural teeth to now engage in managing, tolerating, or rejecting their dentures.
Moreover, such disengagement often involved either downward or upward social
comparisons as self-protective strategies to avoid self-blame. For example, one of the
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participants downwardly compared herself to her mother, who had lost her teeth earlier
in her life, and upwardly to others whose dental insurance provided better access to
dental care, whereas, another participant considered the challenge to intimacy posed by
his dental problems when compared to his partner’s good health. The participants
anticipated learning to manage their loss and to use dentures, as explained by social
cognitive theory. In agreement with other reports, new denture users anticipated the
ability to learn how to manage the functional limitations of their dentures.187 Finally, the
social and financial implications related to the participants’ beliefs and experiences were
explained by resource theory.182 For example, family and friends were a major resource,
particularly after the participants had teeth extracted and were managing the resulting
physical limitations and social embarrassments. Concurrently, there were substantial
concerns for some participants about the financial burden of dentures that they could
not wear.
Overall, the participants explained that their beliefs and experiences with tooth
loss and denture-use were more complicated than might be expected using the staged
grief theory or personality theory.8,11-14 They experienced distress from oral discomfort
and limited function, but then, in keeping with a dynamic emotional response to
loss,18,168 they adopted different management strategies, such as seeking emotional
support from their family and friends or professional help from a dentist. Likewise, we
found no convincing evidence of neurosis or other disordered responses,11,12,14 even
when participants seemed very unhappy about losing teeth or the limitations of
dentures. Instead, the usual response was to avoid triggering pain and to actively seek
professional help. Appraisal and management strategies pervaded most of the
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interviews, like other reports from people who have lost other anatomical parts
precipitated rehabilitative responses that alternated between assimilating or focusing on
the loss, and accepting or avoiding social activities as self-protective strategies against
negative emotions.87,112

5.4

Implications of the Study
Qualitative synthesis of theories is a useful approach to explore the implications

of each theory for developing a metatheory that provided a conceptual foundation,
which was used to explain how people manage in response to the loss of anatomical
parts. This research proposes that the combination of five dominant theories offers a
plausible metatheory that has been explored for its relevance in a naturalistic qualitative
enquiry among people who have experienced tooth loss. Nonetheless, the results of my
research are amenable to further assessment of this combination of dominant theories
on how people respond to the loss of anatomical parts, ultimately leading to the
potential for development of practical psychometric testing of its predictive relevance.
More specifically, in the context of complete tooth loss, the research findings
provide new empirical evidence to support a patient-centred focus on how people are
likely to seek treatment for tooth loss and how they might respond to dentures. This
metatheory acknowledges the importance of communication in improving rehabilitation
outcomes.242 It also suggests that treatment involving tooth loss should consider a
patient’s historical developmental background and experiences, communication with
dental care providers, emotional and physical expectations, and social and financial
resources, along with their social awareness and ability to manage disrupted self-
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confidence, social interactions, and limited food choices.6,231,232 Providing dental advice
early in the treatment process could help patients appraise, realistically anticipate, and
manage their predicament to facilitate resilience and prevent negative psychological
responses,187 similar to what others have proposed for managing breast or limb
amputations.87,109,112
The development of knowledge from this perspective should be of widespread
interest among dental professionals who manage patients experiencing tooth loss. It
also has potential applications for other health care providers who manage patients
struggling with chronic impairments, allowing them to better understand the impact and
management of disability. Furthermore, it should also help to inform policy makers
responsible for health care270 and educators in professional education programs.271 This
metatheory highlights the importance of communication through multidisciplinary teams
to help patients adapt and to encourage self-care, lower dependence, more social
interaction, as well as through the promotion of access to healthcare services.
Considering these may improve patients’ ability to use their prostheses and their
satisfaction, therefore, improving the individual’s quality of life and the prognosis of the
rehabilitation. This metatheory emphasizes the importance of considering psychological
and social functions in the rehabilitation of patients that complements the ability to
improve physical functions to overcome challenges with impairment and prostheses
use. The metatheory also addresses the importance of personal resources such as
social and economic resources, which can play a role in the potential of individuals to
use and adapt to the prostheses.
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There has been a consensus on suggestions that there is a need to improve the
quality of service (optimizing the use of cost-effective material and methods to maintain
quality) for delivering acceptable complete dentures.272 The decrease in the prevalence
of edentulism (as projected through 2050273) has led to a gradual decline in the
incorporation of training pertaining to complete denture prosthodontics in dental
education.1,274,275 As a consequence, there are concerns that future dentists will not be
prepared, nor will they comprehensively understand removable prosthodontics and the
ongoing need to manage edentulous patients.1,276 Even though there is a decline in
patients who are completely edentate, the aging population is growing, and there is
evidence that edentulism increase with age, when adaptive capacities are more likely to
be diminished, requiring complex rehabilitative needs to maintain their oral health and
quality of life.36 There will also be a proportion of patients who will become frail or have
restricted financial resources, where preservation of teeth could be less likely.
Therefore, it is important that dentists are clinically competent in removable
prosthodontics to ensure effective oral care of our edentulous and frail patients.1,276,277
Furthermore, prosthodontic education should also incorporate the theoretical
perspective of this metatheory to prepare and enable future dentists to provide optimal
patient management and care.
Unfortunately, there is a general lack of interest in oral health policies.278,279 For
example, British Columbia currently has an oral health policy for oral health care in longterm care facilities that is supported by government regulations; however, it fails to
implement regulations effectively, thereby limiting effective oral health care.280
MacEntee highlighted the challenges in creating and assessing oral health policies and
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the need for effective implementation.281 Recently, there have been suggestions to
create and implement policies to tackle this oral health challenge, including the need to
integrate dentistry with primary health care services.282

5.5

Limitations of the Study
The proposed metatheory and the study underlying its development have

limitations. Although the consensus in the aggregation, categorization and synthesis of
theories was based mainly on the experiences, judgments, and biases of myself and
two other prosthodontists who rehabilitate people with tooth loss, in addition to the
advice from experts in health psychology, physical therapy and nursing, the review also
includes findings from clinicians and researchers in other disciplines who manage
people with limb amputations or mastectomies. Therefore, we believe that the combined
clinical perspectives on the loss of anatomical parts can be considered quite broad.
However, despite consensus on the mapping and categorization of constructs and
primary theories, it is possible that some constructs were misclassified, especially since
many of the categories are not mutually exclusive. The articles that did not identify
relevant theories were excluded to avoid misclassifying the primary theories in the
process of synthesizing the five dominant theories.
In terms of assessing the relevance of the metatheory, it was not feasible to
interview patients who were extremely distressed about losing teeth or using dentures.
The three participants who were interviewed, both before and after their tooth loss, gave
meaningful insights into the relevance of the metatheory; however, all three were mostly
adaptive to the struggles associated with being edentulous and using dentures.
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Nonetheless, interviews with the remaining participants, either before or after tooth loss,
facilitated clarification and understanding of the information that emerged from the
preceding interviews.

5.6

Future Research
This qualitative synthesis of theories provides a conceptual foundation for further

investigation of how people manage loss of anatomical parts. There is a need to further
assess the relevance of the metatheory through qualitative research to explore how
people respond psychologically and socially before and after losing part of their facial
structures (ears, nose, eyes), limbs, or breasts to explain how they manage loss. For
example, recent evidence indicates an increase in the incidence of limb amputees in
Canada associated with complications from diabetes, therefore, increasing the demand
for related healthcare services, specifically rehabilitation services. Consequently, using
the metatheory to understand how amputees manage their impairment can enable
health care providers and policy makers to improve medical education and training
programs and to promote healthcare services.283 For example, there is a need to
educate medical trainees about the principles of Physical Medicine and Rehabilitation
(PM&R) and to integrate PM&R into the undergraduate medical curriculum.284,285 This
provides several advantages, including increased medical students awareness about
the need for interdisciplinary communication to provide optimal patient care,
continuation of care, and improved training experience to better manage patients with
chronic disabilities.285 Overall, these recommendations for PM&R training will improve
physicians’ education and increase patient referral for physiatric care.
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Health care policies are also inadequate at enabling limb amputees, patients
undergoing mastectomy, or those with a maxillofacial defect/deformity to be treated
efficiently. For example, limb amputation is costly to healthcare systems286 and it is
recognized as a public health issue.287 Future research is needed to conduct a
multicenter investigation of the relevance of this metatheory to populations, including
those who are distressed about their loss and those from different cultural backgrounds
to promote interventions that are culturally sensitive. For example, further exploration of
the resilience of breast cancer survivors across different cultures has been
suggested.113 Furthermore, in the context of managing patients with a maxillofacial
defect/deformity, longitudinal qualitative studies are needed to explore the challenges
confronted by patients and care providers (including prosthodontists) involved in the
maxillofacial rehabilitation.288

5.7

Conclusion
The qualitative synthesis of five dominant theories, with seven construct categories

derived systematically from 89 psychosocial primary theories about human beliefs and
behaviours, provides a conceptual foundation for further investigations to explain how
people manage the loss of anatomical parts.
The methodological solutions for the challenges involved in the systematic search,
along with the qualitative synthesis of related theories are:
1. Clarification of the key search-terms and inclusion criteria focused on theory;
2. Use of inclusion criteria that are sensitive to theories influencing multiple health
and psychosocial disciplines;
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3. Assessment of theories based mainly on relevance and plausibility to the
research objectives;
4. A range of methods for searching the literature, beyond an electronic search in
multiple databases, that include direct searching of existing reference lists,
searches of grey literature, and soliciting advice from content experts;
5. Use of qualitative data-management software and evidence mapping to help
deconstruct and aggregate concepts from primary theories to identify the
uniqueness and contribution of dominant theories;
6. The ability of multiple investigators to interact iteratively during the development
of the research objective and methods, especially during the deconstruction of
primary theories and aggregation of theoretical constructs to synthesize a
metatheory.
A metatheory synthesized from five dominant theories addressing
communication, personal background, emotions, resources, and social awareness,
offers a comprehensive explanation of how people respond psychologically and socially
to the loss of their teeth, and expands the scope of information needed to help manage
their loss and subsequent treatment.
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Appendices
Appendix A - Results of the Electronic Search in the Four Databases
Table A.1. Search strategy relevant to tooth loss in the OVID-MEDLINE database.
Concept no.

1

2

Concept term

Tooth Loss/Denture

Psych/Adaptation

Search terms

Results

exp Tooth Loss/

3586

exp Mouth, Edentulous/

11533

exp Jaw, Edentulous/

7910

Edentulism.mp.

1170

tooth loss.mp.

5875

exp Oral Health/

14040

exp Dentures/

43875

denture*.mp.

49389

exp Psychology

67251

psych*.ti,ab.

753799

exp Adaptation,

127453

Psychological/

3

Total

Theory/Model

exp Social Adjustment/

24487

(cope or coping).mp.

73294

adapt*.mp.

636065

exp Emotions/

227276

exp Body Image/

17002

exp “Quality of Life”/

179013

exp Self Concept/

106064

exp Models, Theoretical/

1731036

theor*.mp.

751323

conceptual framework.mp.

10614

(model or theory).mp.

2146783

Tooth Loss/Denture & Psych/Adaptation &

471

Theory/Model (English & yr=”1950-Current”)
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Table A.2. Search strategy relevant to tooth loss in the OVID-EMBASE database.
Concept no.

1

2

3

Total

Concept term

Tooth Loss/Denture

Psych/Adaptation

Theory/Model

Search terms

Results

Edentulism.mp.

1119

tooth loss.mp.

3578

exp periodontal disease/

92333

exp edentulousness/

7744

exp dental health/

3134

exp Dentures/

50973

denture*.mp.

52960

exp Psychology

257135

psych*.ti,ab.

956392

(cope or coping).mp.

103777

exp adaptive behavior/

53731

exp coping behavior/

51765

exp Emotions/

489694

exp Body Image/

19396

exp “Quality of Life"/

401345

exp Self Concept/

170622

exp theoretical model/

82994

theor*.mp.

1202906

conceptual framework.mp.

27156

(model or theory).mp.

3689891

Tooth Loss/Denture & Psych/Adaptation &

547

Theory/Model (English and yr="1950-Current")
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Table A.3. Search strategy relevant to tooth loss in the CINAHL database.
Concept no.

1

2

3
Total

Concept term

Tooth Loss/Denture

Psych/Adaptation

Theory/Model

Search terms

Results

tooth loss

2,272

edentulous

3,022

Edentulism

352

denture*

5,373

psych*

619,449

adjust*

141,796

(cope or coping),

48,038

adapt*

81,791

Emotions

31,294

Body Image

10,433

Quality of Life

129,979

Self Concept

26,073

Model or theory

472,919

Theor*

152,882

conceptual framework

36,423

Tooth Loss/Denture & Psych/Adaptation &

303

Theory/Model (English and yr="1950-Current")
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Table A.4. Search strategy relevant to tooth loss in the PsycINFO database.
Concept no.

1

2

3

Concept term

Tooth Loss/Denture

Psych/Adaptation

Theory/Model

Search terms

Results

tooth loss

132

oral health

1,677

edentulous

66

Edentulism

32

denture*

166

adjust*

191,845

(cope or coping)

89,007

adapt*

191,112

Emotions

146,673

Body Image

17,595

Quality of Life

75,077

Self Concept

71,175

(Model or theory) or

1,102,488

Theor* or conceptual
framework

Total

Tooth Loss/Denture & Psych/Adaptation &

177

Theory/Model (English and yr="1950-Current")
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Table A.5. Search strategy relevant to breast loss in the OVID-MEDLINE database.
Concept no.

1

2

Concept term

Search terms

Results

exp Mastectomy/

29940

Mastectomy/

mastectom*.mp.

37971

Reconstruction

breast loss.mp.

28

breast reconstruction.mp.

7172

exp Mammaplasty/

11921

exp Psychology/

67251

psych*.ti,ab.

753799

exp Adaptation,

127453

Psych/Adaptation

Psychological/

3

Total

Theory/Model

exp Social Adjustment/

24487

(cope or coping).mp.

73294

exp Models, Theoretical/

1731036

theor*.mp.

751323

conceptual framework.mp.

10614

(model or theory).mp.

2146783

Mastectomy/Reconstruction & Psych/Adaptation &

179

Theory/Model (English & yr="1950-Current")

148

Table A.6. Search strategy relevant to breast loss in the OVID-EMBASE database.

Concept no.

1

2

3

Total

Concept term

Search terms

Results

exp Mastectomy/

49438

Mastectomy/

mastectom*.mp.

55355

Reconstruction

breast loss.mp.

36

exp breast reconstruction/,

19003

breast reconstruction.mp.

15007

Mammaplast*.mp.

2522

exp Psychology/

257135

psych*.ti,ab.

956392

exp adaptive behavior/

53731

exp coping behavior/

51765

(cope or coping).mp.

103777

exp theoretical model/

82994

theor*.mp.

1202906

conceptual framework.mp.

27156

(model or theory).mp.

3689891

Psych/Adaptation

Theory/Model

Mastectomy/Reconstruction & Psych/Adaptation &

258

Theory/Model (English & yr="1950-Current")

149

Table A.7. Search strategy relevant to breast loss in the CINAHL database.
Concept no.

1

2

3

Total

Concept term

Search terms

Results

mastectom*

5,704

Mastectomy/

breast loss

336

Reconstruction

breast reconstruction

1,988

Mammaplast*

172

Psych*

619,449

adjust*

141,796

(cope or coping).mp.

48,038

adapt*

81,791

Model or theory

473,350

Theor*

152,882

conceptual framework

36,423

Psych/Adaptation

Theory/Model

Mastectomy /Reconstruction & Psych/Adaptation &

266

Theory/Model (English & yr="1950-Current")
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Table A.8. Search strategy relevant to breast loss in the PsycINFO database.
Concept no.

1

2

3

Concept term

Search terms

Results

mastectom*

952

Mastectomy/

breast loss

20

Reconstruction

breast reconstruction

130

Mammaplast*

95

adjust*

191,845

(cope or coping).mp.

89,007

adapt*

191,112

Model or theory OR

1,102,488

Psych/Adaptation

Theory/Model

Theor* OR conceptual
framework

Total

Mastectomy /Reconstruction & Psych/Adaptation &

64

Theory/Model
(English & yr="1950-Current")
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Table A.9. Search strategy relevant to limb loss in the OVID-MEDLINE database.
Concept no.

1

2

Concept term

Search terms

Results

exp Amputation/

20858

Amputation/

(Amput* or limb loss)

51897

Reconstruction

exp Amputees/

3265

exp Artificial Limbs/

6724

artificial Limb*.mp.

6896

prosthetic*.mp.

52048

exp Psychology/

67251

psych*.ti,ab.

753799

exp Adaptation,

127453

Psych/Adaptation

Psychological/
psychosocial

493

adaptation.mp.

3

Total

Theory/Model

exp Social Adjustment/

24487

(cope or coping).mp.

73294

exp Models, Theoretical/

1731036

theor*.mp.

751323

conceptual framework.mp.

10614

(model or theory).mp

2146783

Amputation/Reconstruction & Psych/Adaptation &

211

Theory/Model (English & yr="1950-Current")
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Table A.10. Search strategy relevant to limb loss in the OVID-EMBASE database.
Concept no.

1

2

Concept term

Search terms

Results

exp limb amputation/

15476

Amputation/

Amput* or limb loss).mp.

62517

Reconstruction

amputee*.mp.

5964

exp limb prosthesis/

7820

artificial limb*.mp.

635

exp Psychology/

257135

psych*.ti,ab.

956392

exp adaptive behavior/

53731

psychosocial

605

Psych/Adaptation

adaptation.mp.

3

Total

Theory/Model

exp coping behavior/

51765

(cope or coping).mp.

103777

exp Models, Theoretical/

82994

theor*.mp.

1202906

conceptual framework.mp.

27156

(model or theory).mp.

3689891

Amputation/Reconstruction & Psych/Adaptation &

200

Theory/Model (English & yr="1950-Current")
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Table A.11. Search strategy relevant to limb loss in the CINAHL database.
Concept no.

1

2

3

Concept term

Search terms

Results

Amput* OR limb loss

12,702

Amputation/

artificial limb*

90

Reconstruction

prosthetic*

8,291

Psych*

619,449

adjust*

141,796

adapt*

81,791

(cope or coping).mp.

48,038

(model or theory) OR

506,073

Psych/Adaptation

Theory/Model

Theor* OR conceptual
framework

Total

Amputation/Reconstruction & Psych/Adaptation &

411

Theory/Model (English & yr="1950-Current")
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Table A.12. Search strategy relevant to limb loss in the PsycINFO database.
Concept no.

1

Concept term

Amputation/
Reconstruction

2

3

Psych/Adaptation

Theory/Model

Search terms

Results

Amput* or limb loss

1,909

artificial limb*

197

prosthetic*

1,066

adjust*

191,845

(cope or coping).mp.

89,007

adapt*

191,112

(model or theory)

1,102,642

Theor*
conceptual framework

Total

Amputation/Reconstruction & Psych/Adaptation &

122

Theory/Model
(English & yr="1950-Current")
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Appendix B - Results of the Excluded Full-Text Articles.
Table B.1. Complete list of 365 excluded citations.
1.

Ambler N, Rumsey N, Harcourt D, et al. Specialist nurse counsellor
interventions at the time of diagnosis of breast cancer: comparing
'advocacy' with a conventional approach. J Adv Nurs. 1999;29(2):445453.

2.

Moser SE, Aiken LS. Cognitive and emotional factors associated with
elective breast augmentation among young women. Psychol Health.
2011;26(1):41-60.

3.

Chang RJ, Kirkpatrick K, De Boer RH, et al. Does immediate breast
reconstruction compromise the delivery of adjuvant chemotherapy?
Breast. 2013;22(1):64-69.

4.

Henriksen N, Hansen HP. Marked bodies and selves: a literary-semiotic
perspective on breast cancer and identity. Commun Med. 2009;6(2):143152.

5.

Maguire P. Psychiatric morbidity associated with mastectomy.
Experientia Suppl. 1982;41:373-380.

6.

Gomez-Campelo P, Bragado-Alvarez C, Hernandez-Lloreda MJ.
Psychological distress in women with breast and gynecological cancer
treated with radical surgery. Psycho-oncology. 2014;23(4):459-466.

7.

Barraclough J, Pinder P, Cruddas M, et al. Life events and breast cancer
prognosis. BMJ. 1992;304(6834):1078-1081.

8.

Cano SJ, Klassen AF, Scott AM, et al. The BREAST-Q: further validation
in independent clinical samples. Plast Reconstr Surg. 2012;129(2):293302.

9.

Collins KK, Liu Y, Schootman M, et al. Effects of breast cancer surgery and
surgical side effects on body image over time. Breast Cancer Res Treat.
2011;126(1):167-176.

10.

Klassen AF, Pusic AL, Scott A, et al. Satisfaction and quality of life in
women who undergo breast surgery: a qualitative study. BMC Women's
Health. 2009;9:1-8.
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11.

Wang AW, Chang CS, Chen ST, et al. Identification of posttraumatic
growth trajectories in the first year after breast cancer surgery. Psycho-oncology.
2014;23(12):1399-1405.

12.

Kaczmarek LD, Sek H, Ziarko M, et al. Mechanisms of psychological
resiliency in women after mastectomy. Contemp Oncol. 2012;16(4):341344.

13.

Barez M, Blasco T, Fernandez-Castro J, et al. A structural model of the
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Table C.2. The 89 primary theories and five dominant theories relevant to the 211 articles on the development (D) or application (A)
of primary theories on loss of anatomical parts (superscripted numbers refer to the 288 citations in Table C.1).
Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

Limbs
A

1. Sick role theory 81*

C

19

2. Models of physician-patient

C

20

3. Compliance theory 80*

C

18

4. Freidson's lay referral theory 84*

C

128

5. Labeling theory 85*

C

18

6. Gatekeeping process theory 83*

C, E

7. The conflict model of decision

C

D

Breasts
A

D

A

relationship 1,82*

63, 64

2

making 86* with the notion of
“bounded rationality” 87*
8. Empowerment theory 88*

C, E

9. Model for encounters in dentistry 65

C

10. ICIDH conceptual framework 90*

C

8

65

21, 22

24-27

11, 12

211

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories
11. Model of oral health

66

C

Teeth

Limbs

D

A

66, 67

24, 26-45, 47,

D

Breasts
A

D

A

9

3

212

12. Conceptual model of disease,

C

31, 46

C, E

47-50

disability, functional limitation, and
perceived health 91*
13. Conceptual model of health-related
quality of life 92*
14. Health related quality of life model
93

24, 26, 30, 35,

C

39, 41, 50, 51

*

15. The conceptual model for health

C, E

68

status and oral quality of life 68
16. Ferrans's conceptual framework for

C, E

quality of life 9
17. Existential model of oral health 69

C, E

69, 70

26, 36, 47, 5254, 74

212

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories
18. Redefined model of the key

Teeth

Limbs

D

A

C, E

71-73

26, 52

C

75-77

26, 46, 55-61

78

50, 62

D

Breasts
A

D

A

components relating to oral health
71

19. Multidimensional conceptual model
of oral health and oral health related
quality of life 75-77
20. Theoretical model proposed of oral

C, E

health 78
21. ICF conceptual framework 94*

C

26, 33, 53

13

22. Biopsychosocial model of lower

C, E

14

23. The disablement process model 96*

C, E

15

24. The social and production function

C, E

15

back pain 95*

theory 97*
25. Quality-of-life model for breast

C, E, DR

4-6

cancer survivors 4, 5

213

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories
26. Conceptual model of the

C, E, DR

Teeth

Limbs

D

A

74

54

Breasts

D

A

D

A

116

109, 110, 115

102

112, 116

103

relationship between oral health,
body image and social interactions
74

27. Self-determination theory 89*

C, SC, R

28. Dual process model of

DR

23

accommodative and assimilative
coping 140*
29. Model of selective optimization and

DR

136

compensation 99*,142, 154,
30. Life-span theory of control 141*

DR

31. Conceptual life-course models 144*

DR

111

134

29, 119-127,
129, 130

32. Life-course model 143*

DR

119

33. Theories of ageing: activity theory

DR

74

145

*; continuity theory 147*; socio-

emotional selectivity theory148*;

214

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

disengagement theory

150

Limbs
A

D

Breasts
A

D

A

*;

gerotranscendence theory 149*
34. Social comparison theory 146*

DR, E

36

35. Social comparison theory 138*

DR, E

38, 219

36. Theory of cognitive adaptation 107

DR, E

37. Model of positive health 224*

E, R

38. Seligman’s theory of positive

E, R

100

111, 113, 114

107, 108

104, 105

33

113, 206

psychology 232*
39. Model of change in self-image 135

E, DR

40. Model of the vicious cycle of dental

E, C

72, 135

79

fear including cognitive perceptions
79

41. Sullivan's interpersonal theory of

E, R

163

psychiatry 225*

215

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

42. Monitoring process model

175

Limbs
A

D

Breasts
A

D

A
158, 175

E, R

43. Crisis theory 137*, 183, 235*

E, SC

101, 176, 183

44. Biographical disruption concept 226*

E, R

45. Self-discrepancy theory 227*

E, SC

184

46. Conceptual framework illustrating

E, C

10

213

162

dimensions of patient satisfaction,
body image, and quality of life
outcomes for women undergoing
breast reconstruction 10
47. Reed’s theory of mastering 117

E, DR

117

48. The substantive theory of

E

209

pendulating 209
49. The broaden-and-build theory of

E, R

114

positive emotions 233*

216

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories
50. Transactional theory of stress and

E

coping (TTSC) 155*

Teeth

Limbs

D

A

136

131, 152,

D

Breasts
A

D

A

114, 194-200

184, 186, 190-

2, 104, 157,

192

160, 164-172,

214-216, 220,
238

177, 178, 185

220

173

51. Stress-coping model 238*

E

52. Dynamic model of affect 230*

E

159

53. Integrated TTSC 155*; and Kelly's

E

156

personal construct theory 228*
54. Hilton’s theory 187

E

55. Flexible coping model 151*

E, DR

56. The protective and consolation

E

187

162

106

205

157

198, 200-203

174

models 229*
57. Meditational model 210

E, R

58. Roy's adaptation model 231*

E

210

217, 218

217

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

59. Integrated Maslow’s hierarchy of

Limbs
A

D

Breasts
A

D

A

204

E

needs 234*; Roy’s adaptation model
204, 231

*

60. Integrated Roy’s adaptation 231*;

16, 17

E, C

Neumans’s system model 98*
61. Tiers of influence within the lay

E, SC

222

culture of New Zealand driving the
edentulism phenomenon 222
62. Theory of “just normal” 211

E, SC

211

63. Theory of happiness 152, 153*

E, DR

64. Pillai-Friedman and Ashline grief

E, C

7

E, C

7

67

131-133

114

model 7
65. The dual process of coping and
bereavement 245*
66. Salutogenic theory 268*

R

260

250, 251

157, 247, 248

218

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

67. Conservation of resource theory
262

246,

Limbs
A

D
249

R, SC

Breasts
A

D

A

108, 188

104, 160

*

68. Model of social determinants of

259

SC, R

health 266*, 267
69. Conceptual framework “ethnicity,

SC, R

261

254-256

aging and oral health outcomes” 261
70. Theory of cognitive dissonance 283*

SC

274

71. Social learning theory 265*

SC

72. Health locus of control theory 139*

SC, DR

118

73. Social cognitive theory 269*

SC

131

272, 273

74. Theory of objectified body

SC, E

74

270

282

consciousness
/embodiment theory 237, 243*, 244

219

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

Limbs
A

D

Breasts
A

D

A

74

75. The fear avoidance of psycho-social SC, E
difficulties following disablement
model 236*
76. Social capital theories 263, 264*

38, 252, 253,

SC, R

257, 258

77. A conceptual model illuminating the

SC, E

223

process where the patients during
treatment became aware of their
chronic disease and potential
consequences 223
78. Self-regulation of behaviour 239*

SC, E

162, 178

79. Self-regulation theory of coping with

SC, E

179, 180

illness 240*
80. Theoretical model of the factors

SC

281

associated with functional dentition
in adults 281
81. Theory of planned behaviour 285*

SC

278

276

271

220

Citations Relating to the Application (A) or Development (D) of
Primary Theories

Dominant

Theories

Theories

Teeth
D

82. Leventhal's common sense self-

SC, E

Limbs
A

D

221

Breasts
A

D

115, 207

A
181, 182

regulation model 241*
83. Self-regulatory executive function
242

208

SC, E

*

84. Expectancy-based model 275

275

SC

275

85. Kirsch’s response expectancy
theory 284*
86. Andersen behavioural model 286*

SC

119, 279, 280

87. Integrated cognitive behavioural

SC

45

277

theory 287*; Somatization theory 288*
88. Heuristic cognitive behavioural

SC, E

193

162

SC, E

189

161

model 193
89. Social-cognitive transition 189

Dominant theories: C: Communications; DR: Developmental Regulation; E: Emotion; R: Resource; SC: Social Cognition.
* 77 articles indicated the source of primary theories and not specifically to anatomical parts.
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Table C.3. Distribution of 288 citations relevant to the five dominant theories, including 211 citations applying or developing theories
on the loss of anatomical parts and 77 citations clarifying the primary theories (superscripted numbers refer to the 288 citations in
Table C.1).
Citations
Dominant Theory

Communication 1
Developmental
Regulation 99

Emotion 155

Anatomical Parts
Limbs

Breasts
Applied

Developed

Applied

2-6

7-10

11-17

4-6, 100-106

107, 108

109-115

Source of Primary Theories
Teeth

Developed

116, 117

Applied

Developed

18-64

65-79

1, 80-98

18, 29, 36, 54, 118-

67, 72, 74, 134-136

99, 137-154

26, 31, 33, 35, 36, 38,

67-74, 78, 79, 135,

83, 88, 92, 95-98,

39, 47-52, 54, 55, 62-

136, 222, 223

137, 138, 146, 151-

133

3-6, 105, 106, 156-

7-10, 107, 108, 186-

14-17, 111, 113-115,

185

193

194-208

117, 209-211

64, 131-133, 212-221

Resource 246

104, 157, 158, 163,

108, 188

113, 206

210, 249

175, 247, 248

Social Cognition
269

23, 33, 38, 213, 250-

153, 155, 224-245

260, 261

259

101, 104, 160-162,

108, 188, 189, 193,

115, 207, 208, 276,

176, 178-184, 270-

274, 275

277

211, 249

273

89, 224-226, 232,
233, 246, 262-268

23, 38, 45, 118, 119,

222, 223, 261, 281,

89, 137, 139, 227,

131, 221, 252-259,

282

235-237, 239-244,

278-280

246, 262-264, 266,
267, 269, 283-288

Total Citations

48

16

31

6

86

24

77

222

Table C.4. Distribution of 586 theoretical constructs aggregated into seven categories
among five dominant theories relating to loss of anatomical parts (superscripted
numbers refer to the 288 citations in Table C.1).

Social Cognition 269
✔

Object resources 246/ Personal transportation 23

✔

Condition resources 246 / Social support 15, 104, 112,

✔

Communication 1

Categories

1.
Environmental
and
Personal
Resources

Emotion 155

✔

Constructs

Regulation 99

Reciprocal determinism 269

Construct

Developmental

Resource 246

Dominant Theories

119, 143 158, 160, 161, 163, 164, 168, 177, 172, 201, 210, 217, 218,
224, 248, 252, 253, 257, 258, 272

Effectiveness of social support 171

✔

Role function mode 200-203, 218, 231

✔

✔

✔

✔

✔

✔

✔

Informational support 104, 188, 248

Information channels 264

Instrumental support 104, 188 / Tangible support 246

✔

Emotional support 104, 188

✔

Emotional closeness 148/ Family domain 3, 9/

✔

Family cohesiveness

188

Physician emotional support 178

✔

Social relations 145, 147, 264/Social contact 148, 188/
Social ties

130

/ Social interaction and isolation

✔
✔

74,

145, 150, 149, 266, 267

Energy resources 246/Economical influences 4-6

✔

Income 259, 266, 267/ Income adequacy 112/ Ability

✔

to pay

62, 78

Employment 119, 188, 266, 267 / Occupation 61, 95, 125

✔

Economic cycles-recessions 119, 143

✔

223

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

Personal resource 150, 163, 168, 225, 246

✔

Personal characteristics 30, 39, 51, 93, 119, 254-256, 261,

✔

✔

Personal environment 26, 52, 69, 71

✔

✔

Self-determination 89

✔

✔

279, 280, 286

/ Personal factors

13, 26, 53, 94, 95, 155, 214,

235

Temperament 152, 153
Blunting coping style 158, 175
Monitoring coping style
Attitude

158, 175

271, 272, 276, 278, 285

/

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Attitude toward dentures 118
Optimism 105, 111, 131, 160, 166, 177, 185, 262, 275

✔

✔

Pessimism 185, 262, 275

✔

✔

Actual: ought discrepancy 227

✔

✔

✔

Actual: Ideal discrepancy 227

✔

✔

✔

Resilience (personality hardiness) 49, 92, 114, 254,

✔

✔

268

Sense of coherence 157, 247, 248, 250, 251, 268

✔

Locus of control 139, 166, 265

✔

✔

✔

Self-regulation 239, 269/ Self-control 131, 187

✔

✔

✔

Patient’s personality 118

✔

✔

Personality attributes 166

✔

✔

Personal control 88, 105, 181

✔

✔

✔

Consciousness-raising 8/ Control beliefs 237, 271,

✔

✔

✔

✔

✔

276, 278, 285

Perceived control on disability 111/

224

Resource 246

Social Cognition 269

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

✔

✔

Self-responsibility 85, 220
Motivation to control 23, 88, 89

✔

Incentive motivation 269
Concern control 182, 207

✔

Losing control 163, 209

✔

✔

Personal agency 269, 276, 285

✔

✔

Expectation 26, 52, 65, 71, 73, 131, 267

✔

✔

✔

Response to expectancies 275, 284

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Health beliefs and value 26, 52, 63, 64, 71, 128, 136, 214

✔

✔

✔

Psychological, spiritual 3, 9, 168

✔

✔

✔

Spiritual perspective 157

✔

✔

Religiosity 210/ Private religiosity 205, 229/ Public

✔

✔

✔

✔

✔

Environmental influences 260

✔

✔

Environmental stimuli (focal and contextual) 58,

✔

✔

Environmental features 180

✔

✔

Environmental characteristics 30, 39, 291

✔

✔

Materialist 257

✔

Self-efficacy 88, 131, 161, 198, 210, 259, 266, 267, 269, 271-273
Outcome expectations 269
Expectation to treatment

50

Expectation of dental prosthesis

221

Expectations for breast reconstruction

religiosity

274

✔

205, 229

Environmental factors 26, 50, 53, 94, 124, 136, 155, 214,
235, 254-256, 259, 261, 266, 267

217, 218

225

Neo material 257

Social Cognition 269

✔

Socio-cultural environment 7, 26/
Social environment

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

26, 69

Cultural ideals 74
National and cultural patterns

152, 153

/ Culture

61,

95

Community development and prosperity 119, 122,

✔

144

National and regional level 252
Facilitation 269/ Developmental facilitators 119, 143
Developmental prompts

119, 143

/ Opportunity

26, 48,

49, 66, 92, 249

Developmental constraints 119, 143

✔

Income inequality 138, 219, 257/ Global financial

✔

crisis

119, 143

War 222
Goals 97, 152, 153

✔

2.

Goal importance 109

✔

Cognitive

Goal disturbance 109

✔

Appraisal
131, 140, 155, 156, 165,
166, 173, 177, 220, 230,
235

Appraisal

163, 207, 225, 238, 241

✔

/ Appraisal of stressors

106, 113, 151, 197, 232

Perceived stress 160
Assumptions 189

✔
✔

✔

Analyzing 117

✔

Personal construct 156, 228

✔

Behavioural response 220, 238

✔

Stimuli (inner/outer) 207, 241

✔

✔

✔

✔

226

Cognitive representation 207, 224, 241

✔

Stress 65, 230, 238/ Stress and arousal 189/
Psychosocial stress

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔
✔

259

Stressor 165, 167, 214, 220
Neurocognitive activation

✔
238

✔

Amputation-related stressors 113, 197, 232

✔

✔

Event related factors 235

✔

✔

Situational crises 101, 137

✔

✔

Maturational crises 101, 137

✔

✔

✔

Perceptions 26, 48, 49, 51, 62, 78, 92, 93, 224

✔

✔

Perceived Benefits 85, 220

✔

✔

Associated imagery 220

✔

✔

✔

✔

Perceived Support need 214/Perceived efficacy in
patient–physician interactions

✔

178, 272

Self-enhancement 100, 107, 146

✔

✔

✔

Self-esteem 38, 105, 111, 170, 174, 243, 270/

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Dentist self-esteem 65
Self-confidence 212
Self-concept 106, 131, 149, 151, 164, 188, 200, 243, 270/
Change in self-concept (Self-concept mode)

201-

203, 218, 231

Achievement 204, 234
A self-schema 193

✔

✔

✔

Identity 147, 182, 207 /Changes in identity 163, 184, 227

✔

✔

✔

Level of consciousness 220

✔

227

Private self-focus 242 / Private selfconsciousness

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

208

Private body consciousness 45, 287
Public self-focus

242

✔

/ Public self-consciousness

✔

✔

✔

✔

208

Public body consciousness 287
Perceived norms 285

✔

✔

✔

Subjective norm 271, 276, 278/ Positioning of the

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

norm

282

Greater perceived vulnerability 79
Vulnerability beliefs
Appearance

220

170

/ Self-image

191, 270

Alterations in self-image 135

✔

✔

✔

Self-investment 208

✔

✔

✔

Automatic thoughts and images 267

✔

✔

Reintegrate a self-image worthy of love and the

✔

✔

✔

✔

✔

✔

rewards of life

205

Appearance stereotyping 230
Appearance assumptions 267

✔

Positioning character 282
Positioning of authenticity

✔
282

✔
193

✔

✔

✔

Orofacial appearance 60, 85

✔

✔

✔

Lost part of myself 212

✔

✔

✔

Body image 74, 96, 97, 101, 162-164, 173, 180, 190, 208, 220,

✔

✔

✔

Perceived appearance change

236, 244, 247, 248, 270

228

Body image vulnerability 208

✔

Body surveillance 237

✔

Body competence 287

✔

Body image schema 193

✔

Body image emotions 267

✔

Body image disruption

176

Investment in body ideals

267

91

Perceived health / Perceived general health
62, 78

39,

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

✔

✔

✔

✔

✔

/Self-rated health 161, 253

Self-reported disability 110
Health awareness 260

✔

Attempts to incorporate the diagnosis or illness

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

into previous understandings and expectations
226

Perceived oral health 74/Self-rated oral health 23,
26, 56, 58, 59, 75-77, 130

Overall perceived condition of natural dentition
62, 78

Self-assessed oral health 61, 123/ Self-reported
oral health status

✔

132

Denture quality 118

✔

✔

Positioning of commodity 282

✔
✔

67

✔

✔

✔

256

✔

✔

✔

Negative oral health perceptions 30, 41

✔

✔

✔

Embodied disruption: the invaded, unreliable

✔

✔

✔

Teeth are important

Positive self-perceived oral health

mouth 213

229

Social Cognition 269

✔

✔

Perceived dental competence 23

✔

✔

✔

✔

particular and over one's life more generally

✔
107

Health and functioning 3, 9
Physical Status

Resource 246

Perceived competence and mastery 88, 89

Attempt to regain mastery over the event in

3.

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

Severity of rehabilitation diagnosis 206

✔

✔

Physical structure 220/ Predisposing

✔

✔

Impairment 11, 12, 24-28, 30, 32, 33, 35, 40-43, 66, 69, 90, 96, 97,
136

/ Illness, impairment, injury

✔

✔

48, 49, 92

✔

characteristics 119, 277, 279, 280, 286
Survivor recovery 249

✔

✔

✔

✔

✔

✔

✔

✔

Physiological mode 200-203, 231

✔

✔

Biological and physiological factors 39, 93

✔

✔

Physiological responses 26, 58, 93, 218, 220, 224, 238

✔

✔

Regulation patterns 160

✔

✔
✔

✔

Physical characteristics 14, 95/ Physical
sensations

180

/ Causes of sensations

180

Functional status 39, 48, 49, 50, 92, 179, 217, 218

✔

Functional skill level 206

✔

✔

Physical functioning 168

✔

✔

✔

✔

Physical activity level 14, 95

✔

✔

✔

✔

Physical and sedentary activity 103

✔

✔

✔

Motor activity 220

✔

✔

✔

Body functions and structures 26, 53, 94

✔

✔

Biomechanics 14, 95

✔

✔

Breast conserving surgery 178

✔

✔

230

Emotion 155

Resource 246

Social Cognition 269

✔

✔

✔

✔

Functional health 26, 51, 93

✔

✔

✔

✔

Oral Function 60/ Dental functioning 221

✔

✔

✔

✔

Functional dentition 281

✔

✔

Physical disability 43, 66, 174

✔

✔

✔

✔

Ability to chew and eat 67, 73/ Dimensions of

✔

✔

✔

✔

Physical health 34, 249

✔

✔

General health 26, 52, 69, 70, 71, 132, 136

✔

✔

✔

✔

Relationship between oral health and general

✔

✔

✔

✔

✔

✔

✔

✔

Deteriorated oral health 79

✔

✔

A preventive approach to oral health 47

✔

Categories

55, 66, 91, 96, 97,161, 215

Regulation 99

Functional limitation 11, 12, 24-27, 28, 30, 32, 35, 37, 40-46,

Construct

Developmental

Constructs

Communication 1

Dominant Theories

/

Oral functional limitation 26, 31, 56-59, 75-77

eating 214

heath

47

Oral health 26, 27, 34, 50, 52, 60, 61, 69, 71, 124, 217, 218, 251,
266, 267, 279

✔

Oral health as absence of disease 47

✔
✔

Oral status 24, 38, 62, 65, 68, 78, 127, 256

✔

Health condition 26, 27, 30, 41, 46, 90, 91, 94

✔

✔

Timeline-acute, chronic (perceived duration of

✔

✔

Temporal features 180

✔

✔

Disease or disorder 26, 27, 30, 41, 43, 46, 90, 91, 94

✔

✔

Pathology 96

✔

✔

Comorbidity 178

✔

✔

the condition)

✔

✔

✔

181, 182, 207

231

Stage of breast cancer 178

✔

✔

Oral disease and tissue damage 31, 55-57, 75-77

✔

✔

Oral condition 118/ Periodontal disease 222/

✔

✔

“Calcium theory” and dental caries

Social Cognition 269

222

Symptom status 26, 30, 39, 46, 93

✔

Symptom experience 179

✔

Timeline-cyclical (perceptions of symptoms
ﬂuctuating)

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

207

Biological factors 14, 95

✔

✔

Breast symptoms 168

✔

Phantom sensation and phantom pain 15, 25, 26, 112

✔

Physical symptom 103

✔

Somatization 14, 45, 95, 288

✔

Comfort 26, 69, 70, 136

✔

✔

✔

Pain and discomfort 28, 43, 44, 66, 215

✔

✔

✔

Pain, other outcomes 36

✔

✔

Pain sensitivity 45

✔

✔

Lower back pain history 14, 95

✔

Discomfort 25, 26, 55/ Physical discomfort 173

✔

✔

✔

✔

Pain intensity 110

✔

✔

Oral problem 86

✔

✔

Dental problems, dental treatment history 55

✔

Oral symptom 41, 58, 59

✔

✔

Orofacial pain 60

✔

✔

✔

✔

232

✔

✔

✔

✔

Historical, premorbid influences 190

✔

✔

Psychosocial impact 44, 60

✔

Psychological disability 11, 12, 27 28, 30, 32, 33, 35, 37,

✔

Resource 246

✔

Emotion 155

✔

Regulation 99

Oral pain, discomfort 24-27, 31, 32, 35, 37, 40-42, 45, 56-59,

Categories

Developmental

Constructs

Communication 1

Construct

Social Cognition 269

Dominant Theories

66, 67, 70, 75-77

Psychological health 34, 249
4.
Psychological
Status

✔

✔
✔

41, 43, 66, 90, 91, 96, 97, 215

Health behaviour 55, 58, 59, 132, 134

✔

Cognitive dissonance 283

✔

✔

✔
✔

Established need 119, 277, 279, 280, 286

✔

Driving force and motivation 260

✔

✔

Behaviour change 85, 220

✔

✔

✔

Compensatory behaviour 267

✔

✔

✔

Moral disengagement 269

✔

✔

Behavioural intention 271, 276, 278, 285

✔

✔

Observational learning 269

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Sense of power 188

✔

✔

✔

Oral health behaviour 68, 119, 123, 132, 143, 252, 254-257,

✔

✔

Oral hygiene/hygiene 52, 67, 70, 71, 119, 136, 254

✔

✔

Self-care and health behaviour 36/ Self-care 124

✔

✔

The relationship between oral hygiene and

✔

✔

Learning from others’ experiences
Psychological empowerment

8

88

259, 261, 266, 267, 279, 280, 286

personal hygiene

47

Lifestyle and risk behaviour 216, 281

✔

✔

✔

233

Social Cognition 269

✔

Resource 246

Diet 52, 71/ Smoking 216, 281/ Alcohol consumption

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

61, 95

Autonomy 23, 89/ Independence 67
Emotional response
214, 220, 230, 241, 248

✔

110, 115, 131, 159, 163, 170, 174, 182,

/ Affective response

Emotional representation

238

✔

/

207

Social-emotional 50

✔

Anxiety 13, 65, 101, 104, 155, 159, 173, 189, 194, 208, 220-222, 251,

✔

273

✔

/Anxiety and worry 191

Social anxiety 227, 236

✔

Psychological factors 128

✔

Fear 65, 79, 163/Fear of recurrence 168, 185

✔

Fright 65, 155

✔

Psychological distress 130, 158, 188, 247, 272

✔

Distress 216, 275/ Affective distress 199

✔

Dismayed
Gloomy

212

234

✔

✔
✔

Bereavement 163

✔

Denial 101, 104, 155, 169, 189, 192, 194/ Not happening to

✔

me 212
Bargaining 155

✔

Anger 155, 163, 194, 212/ Externalized hostility 194

✔

Depression 13, 14, 38, 95, 101, 109, 111, 112, 155, 168, 170, 194,

✔

201, 208, 210, 212, 217, 218, 221, 227, 236, 253, 273

Relief 155, 212

✔

Helplessness 155, 169, 259, 266, 267

✔

✔

234

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

Inevitability 85, 220

✔

✔

Shame 155/Body shame 169, 196

✔

✔

Positive emotion 230, 233/ Positive affect 110, 114, 206,

✔

230

Interest 155, 233

✔

Pride 155

✔

Love 155, 233

✔

✔

Compassion 155

✔

✔

Joy 233/ Happiness 114, 132, 155/Contentment 233

✔

Gratitude 155

✔

Sadness 155, 163, 212

✔

Jealousy 155

✔

Envy 155

✔

Mood 158, 166, 179

✔

Shock 104, 155, 163

✔

212

✔

Unconcerned
Disgust
Guilt

5.

155

155

✔

✔
✔

Hope 155, 206

✔

Hopelessness 155, 169, 259, 266, 267

✔

Social health 34

✔

✔

✔

Activity 15, 26, 52, 53, 69, 71, 94, 97, 112, 136, 145, 147, 212/

✔

✔

✔

✔

✔
✔

Social

Participation 26, 52, 53, 69, 71, 94, 136

Influences

Functional role participation 206

✔

✔

✔

Sexual functioning 180, 247

✔

✔

✔

235

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

Rights and social integration 249

✔

Social disability 11, 12, 27, 28, 30, 32, 33, 35, 37, 41, 43, 66,

✔

✔

✔

Sexual dysfunction 106, 151

✔

✔

✔

Handicap 11, 12, 26-28, 30, 32, 33, 35, 40-43, 45, 66, 90, 206,

✔

✔

Disadvantage, deprivation 27, 35

✔

✔

Oral disadvantage 26, 31, 46, 56-59, 75-77/ Impact on

✔

✔

✔

90, 91, 96, 97, 215

215

daily performance

25

Survival 48, 49, 92

✔

✔

Collective efficacy 252, 269

✔

✔

✔

✔

✔

✔

Social capital 138, 252, 253, 257, 258, 263, 264

✔

✔

Social norms 252, 264

✔

✔

Social cohesion
community

257

/ Sense of belonging to a

38

Community cohesion 252/ Community

✔

mobilization 252

Social stigma 173

✔

Obligations and expectations 264

✔

✔

Government policy 267, 266

✔

✔

✔

Technology 222

✔

✔

✔

Social relatedness 89

✔

✔

✔

✔

Relationship satisfaction 148

✔

✔

✔

✔

Social status 188

✔

✔

Socioeconomic status 3, 9, 55, 58, 61, 65, 68, 95, 118, 119,

✔

✔

124, 178, 278, 281

236

Social Cognition 269
✔

Social position 130/ Social conditions 127

✔

✔

✔

✔

✔

✔

Ethnicity/Race 61, 95, 178

✔

✔

Social class 29, 61, 95, 259

✔

✔

Marital status 61, 95

✔

✔

Rural isolation 222

✔

✔

Developmental stage 220

✔

Communication 1

Categories

Emotion 155

✔

Constructs

Regulation 99

Socioeconomic deprivation 216

Construct

Developmental

Resource 246

Dominant Theories

Parental socioeconomic position 29, 119, 126, 134,
143, 266, 267

/ Parental education

134

/ Education

62,

78, 125

Socio-demographic profile 61, 62, 78, 119, 123, 128, 132,
165, 270, 279-281, 286

Economic priorities 26, 71

✔

✔

✔

Access to oral health 130, 252

✔

✔

Available services 281

✔

✔

Use of services 124

✔

✔

Positioning of accessibility 282

✔

✔

Dental care system 254-256, 261

✔

✔

✔

✔

Orientation to dental care 62, 78

✔

✔

✔

✔

Life course 99, 143

✔

Critical period model 119-122, 125, 129, 144, 287

✔

Cumulative life course model (accumulation risk)

✔

119-122, 125, 129, 144

/ Accumulation model

✔

120, 121, 287

Social trajectories 119-122, 125, 129, 144, 287/ Social

✔

mobility 120, 121
The cosmic dimension 149

✔

237

Resource 246

Social Cognition 269

“Maturity and Insight” 260

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

✔

✔

✔

Provider-patient relationship 1, 20, 22, 28, 43, 54, 118,

✔

128, 162

Model of guidance-cooperation 82

✔

Quality of the general relationship 191

✔

Not responsible for the condition 19, 81

✔

Positioning of dentistry 282

✔

Medical mistrust 178

✔

Congruence of lay culture with professional

✔

health norms

18, 85

Truncated, loosely knit lay referral system 18, 80,

✔

85

Cohesive, extensive lay referral system 18, 80, 85

✔

Cultural characteristics that contradict

✔

professional culture

84, 128

Patient care experience 65

✔

Model of mutual participation 43, 82

✔

Communication 191/Talk 65/ Receptionist 65/

✔

65

Dental hygienist / Nurse

65, 101

Model of activity-passivity 82

✔

Exempt from “normal” social roles 19, 81

✔

Should try to get well 19, 81

✔

Permission giving 7

✔

Professional medical orientation 84, 128, 222

✔

Specific suggestions 7

✔

Professional experience 65

✔

238

Physician participatory style 178

✔

Exchanging and managing information 1, 21, 22, 54,

✔

Social Cognition 269

✔

Resource 246

Professional authority 222

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

162, 236

Understanding the seriousness of the disease
condition

✔

223

Interdependence mode 200-203, 218, 231

✔

Limited information 7

✔

Diffusion of health-related knowledge 252

✔

Services 191

✔

Extended lay referral structure 84, 104, 128/
Severely truncated lay referral structure

✔

✔

✔
84, 128

✔

✔

/

The lay culture of edentulism 222
Attributions 170

✔

✔

✔

Positioning of attribution 282

✔

✔

✔

Causal attributions 181, 207

✔

✔

✔

Acquisition of objective knowledge 8

✔

✔

✔

Breast cancer knowledge 178, 272

✔

✔

✔

Information satisfaction 158

✔

Illness coherence 182, 207

✔

Need for treatment 63, 64, 79, 83, 128, 279/Need 129

✔

✔

Self-defined need for dental care 62, 78

✔

✔

Demand for treatment 63, 64, 83, 128, 129

✔

✔

Returning to normality 185, 163

✔

✔

239

Becoming the person I once was 135

✔

Care 21, 65

✔

Secondary mode of care/secondary prevention

✔

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

✔

intervention 98
Tertiary preventive care/tertiary prevention

✔

98

intervention

Preparation of nursing care 174, 236

✔

Treatment 65

✔

Disease, treatment related factors 190

✔

Intensive therapy 7

✔

Beauty treatment 247

✔

✔

Experiencing treatment 192

✔

✔

Ending treatment 192

✔

✔

Quality of care, professional opinion 36

✔

Validating and responding to emotions 1, 54

✔

Compliance 65, 167

✔

Dental attendance 28, 254

✔

Validation of experience “being taken seriously”

✔

✔

✔

✔

108

Feeling of reassurance “knowing what to expect”

✔

✔

✔

108

Preparing for tooth loss 212

✔

Uncertainty 1, 54, 131, 163, 173, 185, 187

✔

Uncertainty avoidance 271

✔

240

Worry and cognitive adaptation 189

✔

✔

Questioning 117

✔

Making decisions 1, 43, 83, 86, 104, 162

✔

Decision regret 158

✔

✔

Anticipated regret 271

✔

✔

Acknowledgment 194

✔

✔

Questions about treatment options 163/ Patient-

✔

Initiated decisions

Social Cognition 269

✔

✔

2

Complacency 2, 86

✔

Treatment control 182, 207

✔

Sense of control “the ability to make choices and

✔

decisions”
choice

✔

222

Decision making: surgical treatment for breast
cancer

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

108

✔

✔

✔

/ Perceived control over treatment

162

Utilization 63, 64, 128

✔

✔

Health care utilization 119, 277, 279, 280, 286/ Dental

✔

✔

✔

✔

care utilization

222

Primary mode of care 98/ Primary prevention
intervention
Organization of care “integrated support

✔

✔

network” 108
Enabling patient self-management 1, 89

✔

✔

✔

Maintaining oral health after treatment 214

✔

✔

✔

Denture maintenance and oral health care 128

✔

Coping and adapting 26, 52, 69, 71, 73, 74

✔
✔

241

Coping 131, 169, 180, 191, 216, 238

✔

Coping response 188

✔

Coping skills 235

✔

168, 171, 172, 177, 187,

Coping behaviours 88, 106, 151

✔

194-196, 200, 214, 215,

Coping procedures 207, 241

✔

6.
Coping
Strategies
113, 136, 159, 160, 163-

230, 232, 262, 384

Employment of coping strategies overtime 197

✔

Goal engagement 99, 103, 141, 142, 154

✔

Selective, optimization and compensatory

✔

primary control

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

99, 112, 141, 142, 154

Problem focused 155, 165, 185, 187, 196, 198, 199, 240
Coping with the changes in identity

✔

184, 227

✔

✔

Positive coping style 178

✔

Planned problem solving 199, 200

✔

Seek technically competent help and cooperate

✔

✔

✔

✔

✔

19, 81

✔

Coping with focus on the problem “struggling,”
and “bearing” modes in coping

186

Vigilance 2, 86

✔

✔

Confronting 187/Confrontive coping 200

✔

Assimilative, goal pursuit 116, 140/Assimilative

✔

✔

✔

mode (tenacious goal pursuit) 110, 115/
Assimilation 102, 220
Selective primary control/secondary control 99,

✔

103, 141, 142, 154

Compensatory primary control 99, 103, 141, 142, 154

✔

242

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Social Cognition 269

Resource 246

Seeking social support 104, 163, 167, 185, 187, 192, 199,

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

200, 248

Mobilization of resources 88, 226
Enabling resources

97, 119, 277, 279, 280, 286

Security-building resources and support

260

Attention to bodily states not usually brought into
consciousness and decisions to seek help 226
Goal re-engagement 103, 109/Re-appraisal 165

✔

✔

Positive reappraisal 187, 200, 214

✔

Positive psychological response 113, 197, 232

✔

Reflections on suffering 192

✔

✔

Reflections on management 192

✔

✔

A search for meaning in experience 107, 111

✔

✔
✔

Discovery of new perspectives in life and in

✔

✔

oneself 8
Meaning based coping 155, 185

✔

✔

Benefit finding 105

✔

✔

Reimaging the self 176

✔

✔

Tooth loss, denture wearing 36

✔

Meaning of tooth loss 213, 282

✔

The meaning of tooth replacement 213

✔

Religious coping strategies 16, 17, 157

✔

✔

Positive religious coping 205, 229

✔

✔

Faith 167

✔

✔

Emotion-focused coping 155, 165, 185, 196, 198, 199, 240

✔

243

Wishing for restoration 176
Restoration oriented coping

✔

Resource 246

Social Cognition 269

Persevering with just normal 211

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

✔

✔

245

✔

Getting along 117

✔

✔

Regaining control 209

✔

✔

73, 117, 169, 174, 185, 194, 205, 212, 229

✔

Unqualified acceptance

85, 220

✔

Accepting responsibility

200

✔

Acceptance

Accept the denture 221

✔

Accept loss of the breast 183/ Acceptance of

✔

breast cancer

✔

192

Resigned 212

✔
✔

Begin to make peace with the albatross of
potential recurrence of breast cancer

183

Goal disengagement 99, 109, 141, 142, 154

✔

Disengagement 149, 150, 262

✔

Compensatory secondary control 99, 112, 141, 142, 154

✔

Accommodative, goal adjustment 140

✔

116

✔

/Accommodative mode (flexible goal

adjustment) 110, 115
Accommodation 102, 220/ Flexible coping 106, 151

✔

✔

Social comparisons 36, 73, 100, 104, 117, 138, 146

✔

✔

✔

Self-evaluation 100, 146

✔

✔

✔

✔

✔

Digesting the shock 209

✔

Adjusting to the chronic side effects of treatment

✔

✔

214

244

Redressing to just normal 211
✔

Self-preservation 204, 234

✔

✔

✔

✔

✔

✔

✔

✔

Passive coping strategy 14, 95

✔

✔

Negative religious coping 205, 229

✔

✔

Spiritual injury 205

✔

✔

Loss oriented coping 245

✔

Denial and avoidance 189

✔

✔

Defensive avoidance 2, 86

✔

✔

Fear avoidance 14, 95, 236

✔

✔

Dental avoidance 79

✔

187, 196, 200

✔

✔

✔

✔

✔

✔

Edentulism 133/ Tooth loss 130, 134

✔

✔

Coping with focus on “fighting,” “following the

✔

✔

Escape avoidance
Distancing
Privacy

✔

213

Pain catastrophizing 14, 95

187, 200

85, 220

natural course,”

✔

✔

169, 186

Adaptational outcome 165

Outcome

Social Cognition 269

✔

disruption

Adaptation 117, 131, 152, 153, 155, 194, 214, 217, 218, 220, 238
155

✔

Preserving being just normal 211

Patients’ characteristics and biographical

Treatment

Resource 246

✔

Self-controlling coping strategy 200

7.

Emotion 155

Categories

Regulation 99

Constructs

Developmental

Construct

Communication 1

Dominant Theories

✔
✔

✔

Personal growth 198/Positive growth 114

✔

✔

Adaptive tasks 235

✔

✔

✔
✔
✔

✔

245

Adjustment 109, 110, 199/ Psychosocial adjustment

Social Cognition 269

Resource 246

Emotion 155

Categories

Regulation 99

Constructs

Communication 1

Construct

Developmental

Dominant Theories

✔

✔

Positive psychosocial outcome 106

✔

✔

Psychological outcome (psychological

✔

✔

✔

✔

Post-traumatic growth symptoms 171

✔

✔

Post-traumatic depreciation symptoms 171

✔

✔

Psychological maladjustment 162/ Maladaptive

✔

✔

✔

✔

The generation of well-being 131

✔

✔

Subjective dental well-being 23

✔

✔

Physical well-being 4-6, 10, 97

✔

✔

Psychosocial well-being 10, 111, 248

✔

✔

Psychological well-being 4-6/ Emotional well-

✔

✔

Social well-being 4-6, 97/ Social acceptance 204-234

✔

✔

✔

Sexual well-being 10/ Intimacy 101, 204, 234/ Sexual

✔

✔

✔

Satisfaction 65

✔

✔

Satisfaction with life 38, 221

✔

✔

✔

✔

164, 177

adjustment)

197, 232

Adjustment to and coping with amputation and
prosthesis use

coping

112

162

Subjective well-being (happiness) 15, 33, 39, 96, 97,
113, 114, 133, 152, 153, 238, 262

being

103 275

/ Spiritual well-being

4-6, 161

changes 191

Satisfaction with overall outcome 10

✔

246

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

Satisfaction with breasts 10

✔

✔

Satisfaction with care 10

✔

✔

Satisficing 2, 87

✔

✔

Social Cognition 269

✔

Resource 246

✔

Emotion 155

Oral health outcomes 119, 130, 252, 258, 259, 261, 279, 280,

Categories

Regulation 99

Construct

Developmental

Constructs

Communication 1

Dominant Theories

286

Satisfaction with oral health 25, 26, 58, 59/
Satisfaction with chewing ability

31

Patient satisfaction 190/ Patient satisfaction of
treatment outcome

21, 22, 65

Total need satisfaction in treatment 23

Dissatisfaction with appearance 24, 25

✔

Dentist satisfaction of treatment outcome 21, 22, 65

✔

✔

✔

Consequence 181, 182, 207

✔

✔

Outcome of transition or crisis 235

✔

✔

External evaluation of reconstruction outcomes

✔

✔

Clinical treatment outcome 65

✔

✔

Tooth loss outcome 219

✔

Death 33, 185

✔

Overall quality of life (QOL) 26, 39, 41, 68, 93/ QOL 4-6,

✔

✔

✔

Oral health related QOL 23, 29, 35, 50, 51, 123, 127, 133

✔

✔

✔

Loss of QOL 72

✔

✔

✔

Restored QOL 72

✔

✔

✔

190

✔

✔
✔

30, 105, 157, 178, 182, 190
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Appendix D - Interview Guide
INTRODUCTION
My interests are focused on what are the main challenges or problems experienced as
adults with tooth loss and/or dentures, and how do you manage to overcome these
problems. Particularly, I want to explore what those challenges or problems might be
and how can these be dealt with.
Initially my goal is to learn about your experiences. I will try to ask questions that
encourage your thoughts. Basically, I want you to think out loud as much as you can
and try to teach me about the challenges, problems, and frustrations that you
experience before and after losing your teeth and how you adapt with your new
condition.
1. Is there anything you would like to ask me before we get started?
2. Can you tell me a little bit about yourself?
a. Where were you born?
b. Where did you grow up?
c. What is/was your occupation?
d. What is your marital status?
e. Do you have children, grandchildren, or great grandchildren?
Research Question #3: How do people cope and adapt to tooth loss? and what
might be done to help people cope with the functional and emotional stress of
losing teeth?
Interview Guide (before tooth loss):
Personal and Environmental Factors
•

How is your mouth?

•

What do you expect after losing your teeth?
248

•

Did the dentist prepare you for the experience of losing teeth?

•

Do you think that your mouth affects your general health?

Coping
•

Do you manage or cope with your mouth?

•

How are you managing or coping with your mouth? (has this met your
expectations?)

•

What is the meaning of acceptance?

Functional and Psychosocial Domains
Physical
•

Has your mouth (teeth, loss of teeth, dentures) affected you in terms of comfort?

•

How are you managing or coping with your mouth? (related to the above questions)

•

What kinds of things do you do to manage your mouth?

Psychological
•

How do you feel about your mouth?

•

Have you been self-conscious because of your teeth, mouth or dentures?

Social
•

Has your mouth (teeth, loss of teeth, dentures) affected your social life including
your family life?

•

Have you avoided going out because of problems with your teeth, mouth or
dentures?

Spiritual
•

What makes you cope with problems in your mouth?

Vocational
•

Has your mouth (teeth, loss of teeth, dentures) affected your performance at work?
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Outcome
•

Are you satisfied with your mouth?

•

Have you considered having a replacement for your teeth crown, bridge, denture?

Follow-up Interview Guide after Tooth Loss:
Personal and Environmental Factors
•

How is your mouth after losing your teeth?

•

Do you think that dental management met your expectations?

•

Do you think that you were prepared for the experience of losing teeth?

•

Do you think that your mouth after losing your teeth affects your general health?

Coping
•

Did you manage or cope after losing your teeth?

•

How are you managing or coping with your mouth after losing your teeth? (has this
met your expectations?)

•

Did this coping strategy help you in any way? How did it help you?

•

What is the meaning of acceptance?

Functional and Psychosocial Domains
Physical
•

Has your mouth after losing teeth affected you in terms of comfort?

•

How are you managing or coping with your mouth after losing your teeth? (related to
the above questions)

Psychological
•

How do you feel about your mouth after losing your teeth?

•

Have you been self-conscious after losing your teeth?
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Social
•

Has your mouth after losing your teeth affected your social life including your family
life?

•

Have you avoided going out because of problems after losing your teeth?

Spiritual
•

What makes you cope with your mouth after losing teeth?

Vocational
•

Has your mouth after losing teeth affected your performance at work and
communications skills?

Outcome (Adaptation)
•

Are you able to adapt after losing your teeth? How?

•

Are you satisfied with your mouth after losing your teeth?
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