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INTRODUCTION

There are approximately 400,000 am-
putees in the United States. It has been
estimated that approximately 50,000 new
amputations are performed each year.'*!*
Most amputees are males in their early six-
ties, approximately 90 percent of the am-
putations involve the lower limb, and
approximately two-thirds of lower limb
amputations are necessitated by diabe-
tes mellitus and/or peripheral vascular
disease. Although there are circumstances
when the amputation of a chronically
painful and/or infected limb may be a wel-
come therapeutic alternative to a patient,
the resulting disability is never welcome.
In addition, although amputation of a limb
is sometimes a lifesaving measure, it exacts
a physical and psychological price from the
patient. Since an increasing number of
amputations are performed each year due
to the expanding geriatric population,!®
the process of psychological adaptation of
patients to amputation seems to be a sub-
ject worthy of further investigation.

Our paper will review and synthesize
the literature devoted to the psychological
and emotional reaction of patients to am-
putation and integrate this information
with our own experience in 248 patients
with 368 amputations over the last five
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years. This report is primarily directed to-
wards non-psychiatric allied health profes-
sionals, who, we feel, have the most impact
in preventing disability and in reducing
the need for professional psychiatric inter-
vention.

ADAPTATION TO AND
ACCEPTANCE OF
AMPUTATION

The psychological reactions by patients
after surgical or traumatic amputation of a
limb are both varied and complex. Based
upon our own experience and a review of
the existing literature, we feel that an
individual’s adaptation to his/her loss
of a limb can be artificially divided into a
preoperative stage and three postopera-
tive stages.»®81720.2 I al] four stages of
adaptation, certain emotions and defense
mechanisms can be universally identi-
fied. These psychological phenomena are
normal and help the amputee in adapting
to a new body image, however, the over-
utilization of these mechanisms can result
in more disability than can be accounted
for strictly by the physical loss of the limb.

The first, or preoperative stage, of adap-
tation for the amputee begins with the pa-
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tient’s realization that the loss of limb is a
possibility. This realization may or may
not coincide with the first formal doctor-
to-patient presentation of amputation as a
therapeutic treatment. This stage is neces-
sarily absent in some patients, for example,
with emergency amputation due to trau-
matic injury. Grief is the universally iden-
tified reaction in those patients being told
that they must lose a limb.% 2% *! In addi-
tion to the grief reaction, the preoperative
stage usually includes concerns about: 1)
pain; 2) financial difficulties; 3) general
health; and 4) future functional capabilities
at home or on the job." The overall psy-
chology of the amputee is modified by how
he/she perceives the pending amputation,
which in turn is modified by variables such
as the patient’s culture, background, fam-
ily and community.® '* * Questions re-
garding the exact nature of function and
use of a prosthesis, future sexual function,
and even disposal of the amputated limb,
are all questions which are also prominent
in the minds of potential amputees.® !+

The second, or immediate postoperative,
stage is a relatively short period of time
which begins with the patient’s first post-
operative realization that the limb is no
longer present and ends during the early
phases of postamputation rehabilitation.
Randall, et. al. in their study of 100 am-
putees, noted that the immediate reaction
to amputation was modified by the cir-
cumstances surrounding the assault on the
limb.? Those patients who sustained in-
juries in battle or in the line of duty, where
loss of life was likely, were found to have a
more optimistic future outlook immedi-
ately after amputation than those indi-
viduals who sustained their injuries
through carelessness or unfortunate acci-
dents where loss of life was not a signific-
ant risk.

However, the early acceptance of am-
putation as it relates to the mechanism of
amputation injury/loss, does not seem to
be a significant factor in the ultimate re-
habilitation and acceptance of the disabil-
ity.* In fact, it has been suggested that
those showing the best early acceptance
may have delayed depressive reactions
upon return to society.? Our experience, in

over 300 amputations (Tables 1 and 2), cor-
relates with studies by Friedmann® and
Randall, et. al.** We feel that the immediate
response to amputation correlates well
with the cause of limb loss, and that, in
most cases, the early acceptance of an am-
putation does not seem to be a significant
factor in the ultimate rehabilitation and ac-
ceptance of the disability.

As patients move from the second stage,
(immediate postoperative), to the third
stage, (inhospital rehabilitation), denial
gradually replaces grief as the prominent
feature in a patient’s adaptation to ampu-
tation.' Euphoric mood, regression and
withdrawal are mechanisms used by pa-
tients to deny both anxiety and the chal-
lenge of adjustment to reality.'” Patients
often deny their injury with statements
and demonstrations of physical prowess,
such as wheelchair racing in the hallways,
boisterous behavior on the ward, and
jokes about their respective physical in-
juries.?: 3 17

Also seen during this transition period is
a process described by Parkes' as “pin-
ing,” wherein an amputee grieves for the
lost limb, a process primarily represented
through the amputee “pining” for those
aspects of life lost with the loss of limb.

The inhospital, postsurgical, rehabilita-
tion adjustment period can be made more
complex by surgical limb revision, man-
ipulation, prosthesis fitting and training,
and adjustments to friends and relatives
from whom the patient was separated
during the first and second stages. It is at
this point in the adaptation process that the
patient begins to feel deeply depressed,
insecure, uncertain, apathetic, and preoc-
cupied with limb loss.* 222

Many of these feelings arise from the pa-
tient’s interaction with those people close
to him/her. Insecurity and anxiety stem in
part from the amputees’ concern over the
anticipated reaction of loved ones and the
actual sympathy that they eventually re-
ceive from them.?® It has been suggested
that sympathy serves as a reminder to the
patients of their amputation and that em-
pathy is both more appropriate and sup-
portive.* 22 Most authors agree, however,
that although depression, anxiety, and
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feelings of self pity are prominent during
the third stage, the need for formal psychi-
atric intervention is indicated in relatively
few patients.'™* That is not to say that
there are not significant problems worthy
of professional psychiatric attention in pa-
tients during this early adaptive process,
rather it is to emphasize the need for sup-
portive intervention on the part of those
non-psychiatric personnel (prosthetists,
therapists, nurses, etc.) involved with am-
putee postsurgical care and rehabilitation,

The fourth or final stage of adaptation
begins with the patient’s return home,
usually several weeks after amputation.
While leaving the hospital represents some
evidence of recovery to the amputee, it also
forces upon him/her the more harsh
realities of disability. By the time of hospi-
tal discharge, most patients have under-
gone some prosthetic fitting and many
have actually begun or are well adapted to
ambulation as an amputee. However, upon
returning home, the amputee is abruptly
faced with a marked decrease in supportive
help (previously provided by hospital per-
sonnel) and a marked increase in demands
that manifest his/her disability, both phy-
sically and emotionally.®2°

It would appear that the amputee’s re-
turn to home is a crucial turning point in
the adaptation/rehabilitation process.
Available evidence suggests that the am-
putee will either successfully adapt during
this final phase and learn to live with his/
her disability, or will fall back into a pattern
of psychological behavior which repre-
sents a continuation of the third stage (de-
nial) of adaptation.2® 22

Certain demographic factors may also
play a role in ultimate social adjustment.
While younger patients may have more
difficulty in initially adapting to a “new
body image,” older patients tend to have
more difficulty with longterm social ad-
justment.*™* In addition, single individu-
als have more difficulty than married indi-
viduals and lower extremity amputees
have more difficulty than upper extremity
amputees.*™* Not surprisingly, those in-
dividuals with multiple amputations have
more difficulty than those individuals with
only unilateral amputations. Finally, it is of

interest to note that no real differences
have been identified between male and
female amputees in terms of social adjust-
ment after amputation.'®

The experience of the authors is in
agreement with the studies by Parkes,!®*!
Randall, et. al.22 and Reinstein, et. al.?®
with respect to age, sex, marital status,
number of amputations, and upper versus
lower limb amputations as each of these
factors relate to the process of rehabilita-
tion. A large part of the psychological reac-
tion to the fourth stage is secondary to en-
vironmental influences largely out of the
control of the patient. With proper support
and aggressive rehabilitation, the final
stage of social adjustment for the amputee
is successful in time, whereas without
support, social adjustment is seriously im-
paired.!®1®

GUIDELINES FOR THE
PSYCHOLOGICAL
MANAGEMENT OF
AMPUTEES

It is unfortunate that many times, am-
putation surgery, as a therapeutic alterna-
tive in the management of patients with
limb threatening problems, has been
looked upon with a jaundiced eye in re-
lationship to seemingly preferable limb
salvage procedures. Of particular interest,
therefore, is a recent study by Sugarbaker,
et. al. who did a quality of life assessment
in 27 patients, roughly half of whom had
limb sparing surgery plus radiation and
chemotherapy for limb cancer, while
the other half had amputation surgery and
chemotherapy. It was the initial hypothesis
of this group that limb sparing surgery re-
sulted in a higher quality of life as com-
pared to those patients treated with am-
putation; however, this hypothesis was
not demonstrated and, in several in-
stances, the amputee group had higher
quality of life scores than their counter-
parts in the limb salvage group.?® Overall,
the quality of life assessment for both
groups was not found to be significantly
different.?®
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Tucson VA Medical Center
and
University of Arizona
711177 -6/30/82
Number of Patients 248
Number of Amputations 368
Primary 300
Preparatory 54
Revisions 14
Table 1.

In our opinion, and that of Bowker,! am-
putation surgery should be viewed by all
involved personnel as a reconstructive, not
amutilating procedure. A team approach is
optimal in amputee rehabilitation and
should include the surgeon, ward team,
surgical nurses, prosthetist, physical
therapist, occupational therapist, social
worker, vocational counselor, and, if indi-
cated, a psychiatrist or psychologist.% 142!

The psychological preparation of the
potential amputee should begin as early as
possible, and preferably, should begin
preoperatively (Stage I)."* 7' When the
amputation becomes a possibility, not a
probability, the patient should be in-
formed and the entire amputation re-
habilitation process should be discussed.
Open communication is essential and
should specifically address the hows,
whys, and wherefores of the operation it-
self, disposal of the amputated limb or
part, expected phantom phenomena and
phantom pain, sexual and social readjust-
ment, prosthetic fitting and training, and
the process of amputee rehabilitation.'*

Surgeons or rehabilitation teams who
keep the possibility of amputation from
their patients until it becomes inevitable,
are left with far less desirable conditions
for successful rehabilitation than surgeons
or rehabilitation groups who integrate the
patients and families into an early program
of planned prosthetic rehabilitation.!?!
The authors would suggest that keeping
the possibility of amputation from the pa-
tient until the last possible moment serves
only to cultivate the attitude in the patient
that the amputation is a treatment failure

Tucson VA Medical Center

and
University of Arizona
Primary Amputations
711/77-6/30/82
Number of

Amputation Level Amputations
LOWER LIMB

Toe 49

Transmetatarsal 10

Symes 22

Below Knee 124

Through Knee 15

Above Knee 61

Hip 1
UPPER LIMB

Partial Hand 1

Below Elbow 9

Above Elbow 7

Shoulder 1
TOTAL 300
Table 2.

and not a lifesaving or reconstructive sur-
gical procedure. Integration of the family
into the support group for the amputee is
also recommended as early as possible
(Stage 1). The authors believe that such
family involvement decreases some of the
social problems that an amputee would
otherwise face on his return home (Stage
4).

In many institutions, amputation sur-
gery is delegated to junior house officers,
often without supervision. Such an ap-
proach, in the opinion of the authors, com-
promises optimum rehabilitation results.
Amputation surgery should command the
attention of the senior surgical staff. In our
program, the senior surgical attending is
directly involved in the performance of all
amputations and supervises the entire pro-
cess of amputation rehabilitation. A poorly
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performed amputation almost guarantees
poor rehabilitation. While a well per-
formed amputation does not guarantee a
successful rehabilitation outcome, it cer-
tainly makes successful rehabilitation
more possible.

Early prosthetic fitting and amputee re-
habiliation (Stages 2 and 3) are vital to a pa-
tient’s successful physical, psychological,
and emotional recovery, both from a short-
term and longterm standpoint.® - %18

Early prosthetic fitting and rapid re-
habilitation enable the patient to incorpo-
rate all of his physical and emotional efforts
into recovery from the earliest possible
moment, rather than allowing the patient
to focus only on disabilities and pain.? An
important corollary to this principle is the
early introduction, to the potential am-
putee, of the patients who have undergone
similar amputations and successfully
adapted to their prosthesis and their social
environment.'® The experience of the au-
thors supports the view expressed in the
literature, that the introduction of a suc-
cessful amputee patient to a potential am-
putee has been very helpful in the re-
habilitation of the latter individual .*- 10-%

CONCLUSION

Of utmost importance in the rehabilita-
tion of any amputee is the realization that
the rehabilitation process is a lifelong ef-
fort. It is only with concerted effort that the
rehabilitation team will be able to provide
the necessary reassurance for each am-
putee in order to get them through the gate
of the rehabilitation process.? It is our con-
tention that with a better understanding of
an amputees’ psychological and physical
needs, they need not become more dis-
abled than necessary by the loss of their
limb alone. In addition, it is the authors’
contention that professional psychiatric
intervention is required for relatively few
amputees, if allied health personnel play a
continually active role in the rehabilitation
process.
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