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Interviewing the Amputee—A Step
Toward Rehabilitation

Dee Malchow, R.N.
James D. Clark, Ph.D.

A wide range of emotional, psychologi-
cal, and social problems is inherent in the
reaction to loss of a limb.* Degree of recon-
ciliation to the loss, rapidity of adjustment,
and success of rehabilitation vary greatly
among individual amputees. Age, emo-
tional nature, level of understanding of the
problems faced by amputees, and support
received from family or friends are all fac-
tors that influence the adjustment process.?

A discussion between a health care pro-
fessional and the amputee, either before or
after surgery, can be an important first step
in identifying the beliefs and needs of each
amputee and can serve as a basis for de-
veloping an effective rehabilitation pro-
gram. Since close to 110,000 lower and
upper limb amputations are performed an-
nually in the United States,? the need for
such individually tailored rehabilitation
programs is significant.

A WELL CONDUCTED
INTERVIEW

At Harborview Medical Center in Seattle,
we have found that a well conducted inter-
view with the amputee can help reduce the
information gap that often exists between
patient, health practitioners, and support
groups. It not only enhances the quality of
treatment but also offers the amputee valu-
able insight and assistance in reestablishing
his or her direction in life. The interview
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focuses on the patient’s learning needs re-
garding amputation; how the patient is
adjusting and coping; how well he or she is
being supported emotionally, psychologi-
cally, and financially by others; and signifi-
cant problems that may pose roadblocks in
the future.

The interview is conducted through the
Limb Viability Service, established in 1979
at Harborview because there were no inpa-
tient services in the community specifically
oriented to amputees. About 40 amputa-
tions are performed each year at Harbor-
view, which is a regional trauma center.
Over one-third of these amputations are
due to trauma, and the remainder to vas-
cular disease.

A 20 to 30 minute interview before or
after surgery follows a variable format that
may be adapted to the circumstances of
each patient. It isimportant to keep in mind
that this is an initial assessment tool for
obtaining specific information. Patient
education, extended discussion, and
problem solving are not incorporated into
this interview but are arranged to take place
later. Information obtained in this initial
session helps increase decision accuracy
throughout treatment and gives members
of the team involved in the patient’s treat-
ment and rehabilitation an understanding
of the patient’s needs and goals. The inter-
view also helps health care professionals
assess the patient’s current level of func-
tioning in reference to available treatment
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or rehabilitation options, and it can help
them pinpoint particular teaching or train-
ing methods that can aid the patient’s ad-
justment to the amputation.

The interview format and questions are
revised and adapted for any patient, from
the teenager to the elderly. Geriatric pa-
tients account for approximately 80% of the
amputations performed in the United
States each year, and 65% to 75% of the
new amputees at Harborview are in this
patient population. Unfortunately, this age
group may have a relatively narrow band of
options available with respect to employ-
ment opportunities, income adjustments,
and personal goals. But regardless of their
limitations, geriatric patients do have goals
and aspirations that deserve attention. For
younger amputees, the interview process
can be vital as they face new choices and
decisions in reorienting their lives.

OBTAINING PERMISSION
AND DEFINING
INTERVIEW LIMITS

Asking permission to conduct the inter-
view is most important because it gives the
patient some feeling of control over the
process. Most patients welcome a chance to
talk, but some do not. The health care pro-
fessional must be sensitive to the issue of
invading the patient’s sense of privacy as
many of the questions relating to personal
matters can appear ‘‘nosy.” Other family
members or friends, however, may not be
able to serve the important role of an objec-
tive listener, and the amputee needs such a
listener during the adjustment to a trau-
matic experience in life.

Prior to the interview itself, the health
practitioner and patient discuss how long
the interview will last, how the information
will be used, and any concerns about confi-
dentiality of responses. As another means
of setting limits, the interviewer clarifies his
or herintentions with regard to meeting the
patient’s needs. The patient is made to un-
derstand that these needs will be acknowl-
edged during the interview, but that strate-
gies for dealing with them will be worked
out later. For trust to develop between pa-

tient and interviewer and for maximum re-
sults, the patient must be comfortable with
the purpose, use, and mechanics of the in-
terview process.

TIME AND PLACE OF
INTERVIEW

The specific time and place of the inter-
view are chosen carefully. The hospital is
not an ideal setting in terms of privacy, but
every effort is made to ensure the patient’s
privacy and comfort. Choosing a time
when the patient is not overly rushed or
anxious shows respect for that individual
and enhances the accuracy of his or her
answers. In most cases, the interview is
conducted after the amputation, when the
patient has had time to begin the adjust-
ment process. We have found that many
patients are not inclined to talk prior to
surgery. The exceptions may be limb sal-
vage patients who may already have tried
or considered other treatment options, or
patients with vascular disease who have
faced the possibility of amputation for some
time.

INTERVIEW FORMAT

Questions are of three types: open-
ended questions, which give the patient
maximum freedom to respond; range-of-
response questions, which allow patients
the freedom to express both positive and
negative aspects of a particular issue; and
limited-response questions, which may eli-
cit a simple yes/no answer.

We find it helpful to write down the pa-
tient’s responses during the interview.
These notes are included in the patient’s
records and may be given to the patient as a
reminder of the important issues to be con-
sidered in the coming months. Allowing
the patient to review his or her responses
also ensures that the information recorded
is accurate and helps to establish and main-
tain a high level of trust.

Perhaps the most important aspect of the
interview technique is the recognition that
there is no one right time or right place
during the course of treatment for asking
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questions. Each stage of adjustment carries
its own specific concerns and anxieties, be it
before surgery, after surgery, or during re-
habilitation. It may be appropriate to repeat
some questions at various times during the
treatment process.

CONTENT OF INTERVIEW

Four general categories encompass ques-
tions that represent the most common con-
cerns and needs amputees face: learning
needs, support systems, coping, and level
of function. The following sections include
questions that might be asked in assessing
the patient’s needs in these four areas. A
range of patient responses and their proba-
ble meanings are also given. Responses
listed are actual replies given by various
patients interviewed with this format at
Harborview Medical Center.

Learning Needs

Most new amputees have very little
knowledge about limb surgery and how
it will affect their lives. Providing informa-
tion is a key to minimizing patient anxiety,
enlisting cooperation in treatment, and ex-
pediting the adjustment process. The in-
terviewer plays an important role in deter-
mining the patient’s need for information
about amputation outcomes and can also
alert physicians, nurses, and others on the
health care team to the level and extent of
this need. Information exchanges come
through discussion between the patient
and health professionals, through pam-
phlets or written information, and through
the patient’s contact with other amputees,
arranged by the health team. The patient’s
responses to the questions regarding
learning needs (Table I) also begin to clarify
the options available to him or her at the
onset of treatment and throughout rehabili-
tation.

Support Systems

The questions presented in Table II help
assess the support systems available to the
individual and identify areas of strength
and weakness. An experience as intense
and as far-reaching as an amputation re-

quires maximum use of support systems,
especially if the rehabilitation process will
be lengthy. We have found that individuals
with close family ties, strong spiritual be-
liefs, and caring friends seem to handle this
loss better than those without such sup-
ports. These individuals are able to share
the psychological and physiological load
with others. Conversely, amputees who are
“loners” seem to have a harder time during
rehabilitation. Intense emotion, antisocial
behavior, and a general inability to ““get on
with life” seem to plague those who do not
seek or cannot accept support from others.

This phase of interviewing focuses on the
future and encourages the patient to
examine ways of resuming his or her life.
Usually, much of the anxiety and worry
eases following surgery because the patient
has experienced a sense of finality with re-
spect to the treatment decision. It is impor-
tant for both the health professional and the
patient to be aware of the existence and
value of support systems. In clarifying
questions about existing support and in
focusing on additional support pos-
sibilities, we find it helpful to give the pa-
tient a “laundry list” of options to consider
such as spiritual beliefs, meditation, hob-
bies, or other activities that offer some relief
or distraction from concern about the am-
putation. The health team can then encour-
age the patient to seek and retain additional
support, and the patient can build upon
strengths and compensate for weaknesses.

Emotional Reactions/Coping

In reporting their observations on the
grief process, several authorities have
equated the loss of a limb with the loss of a
loved one.! Certain universal reactions to
amputation can be expected, although in-
dividuals vary in how they experience
grieving.® The six typical stages of the grief
process are denial; bargaining; anger; grief,
sadness, and depression; adjustment and
adaptation; and acceptance.

During the first stage, the new amputee
obviously cannot deny the physical loss but
may deny that this loss will alter his or her
life in any significant way. In the second
stage, the patient may bargain with anyone
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whom he or she perceives to have some
control over his or her physical well-being,
e.g., God, the physician, or the health care
team. A plea from a young athlete might be:
“Call in all the experts and have them fix
my leg so that I can run again. Don't worry
about money. I'll pay any amount you
want.”

During the third stage, anger may be di-
rected toward almost anyone or anything,
e.g., the individual(s) who caused the acci-
dent (in the case of a trauma victim), the
patient him- or herself for being physically
careless, or the physician who was not able
to save the limb. Once the reality of the loss
and its implications have been absorbed,
depression sets in, and the patient may ex-
perience intense emotions, loss of appetite,
and sleep disruption. At the end of this
stage, the patient also feels anxiety about
the short-term and long-term impact of the
amputation on daily life. In the fifth stage,
the patient begins to adapt to the physical
loss and starts to make adjustments in daily
activities. Finally, the patient begins to ac-
cept the amputation and may no longer
perceive it as a tragic occurrence.

In interviewing the patient, it can be dif-
ficult to determine what stage of the grief
process he or she is experiencing. Some
individuals fluctuate. They experience the
earlier stages of grieving for a while, start
to adjust, and then revert to the earlier
stages. Appropriate questioning helps as-
sess the patient’s progress in handling the
loss.

The first question in Table IITis directed at
the grief process, and the other questions
examine how well the patient is coping
with emotional difficulties. We have found
that encouraging patients to express their
feelings helps them to relieve anxiety and
emotion and allows them to see more
clearly various approaches to their situa-
tion. The health professional can also use
this information to direct patients toward
the type of support they need.

The final questions in Table Il deal with a
highly personal area, body image, for
example, how amputees visualize them-
selves and how they believe others see
them. Body image involves self-esteem,
sexuality, and many fragile emotional con-

cerns.! The health professional may feel
reluctant to ask these questions for fear of
invading the individual’s privacy. How-
ever, body image, and especially sexuality,
are such important topics that they ought
to be approached.! We introduce these
topics and then let the patient decide
whether to continue discussing.

During this phase of the interview, it is
not unusual for a patient to express a range
of emotions from weeping to withdrawal.
Even though some of the major treatment
decisions have been made, many smaller
but emotionally charged decisions remain,
and the patient may need permission to cry
out for help. Here, the interviewer assists
the patient in discovering what resources
may be available for finding answers to his
or her questions. Since interviewing often
triggers information seeking, the inter-
viewer does everything possible to make
sure patients have immediate access to re-
sources, especially those who are im-
mobilized or isolated. A telephone, for
example, can be a valuable information
seeking tool.

Level of Function

The questions in Table IV are directed at
vocational and recreational activities. Here,
the interviewer helps the patient focus on
areas of life over which he or she may or
may not have control, and helps to identify
areas in which the patient is experiencing
excess demand. If, for example, a patientis
overly burdened about the cost of not
working for a time, or about the psycho-
logical adjustment to a loss of “sex appeal,”’
the interviewer helps him or her focus on
understanding how these concerns are
posing undue demands. The interviewer’s
role is that of a supportive coach, letting the
patient express concerns but asking ques-
tions in such a way that the amputee can
consider a range of options. Range-of-re-
sponse questions are extremely useful here
because they encourage the patients to
explore a variety of ideas and consider dif-
ferent courses.

The rehabilitation phase can be both ex-
citing and frustrating. Excitement occurs
when the amputee realizes that the so-
called handicap or disability may not be
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nearly as restrictive or significant as origi-
nally thought. Frustration can occur
through the loss that accompanies amputa-
tion, and also because range of activity or
endurance does change, even if in minor
ways. An exchange of questions and an-
swers on level of function helps to build a
sense of realism about the best options for
the future.

During the interview, the patient may
ask the health practitioner: “What do you
think I should do?”” Patients often seek an-
swers for their personal concerns from
health professionals. While it is tempting to
engage in problem solving with the patient,
it may be more helpful for the patient sim-
ply to record information rather than to ex-
change it. Problem solving during this ini-
tial interview is undesirable because it
tends to foster dependency rather than
support, and it can be very time consum-
ing. It also causes the interview to be fo-
cused on one aspect of treatment rather
than on a broader range of concerns. At
Harborview, the interviewer makes plans
with the patient to return for another dis-
cussion or has the appropriate health care
worker contact him or her regarding the
expressed problems and concerns.

The interviewer needs to resist the temp-
tation to be highly positive or optimistic
without also acknowledging the patient’s
realistic anxiety. A “low-key” approach
reassures the patient that the interviewer is
merely obtaining information and is not
trying to alter the patient’s feelings.

We have found that the interview ques-
tions elicit widely varied responses ac-
cording to the unique situation of each in-
dividual. For example, older people often
convey a concern for independent function
and self-care, while the young athlete is
typically concerned with returning to
sports and recreation. The tough, ultra-
masculine man may be unwilling or unable
to share any strong emotion other than
anger, while someone experiencing the full
impact of his or her loss may be unable to
answer questions because of intense emo-
tions. Occasionally, an individual has a full
understanding of what lies ahead because
of a close association with an amputee in
the past. More commonly, however, the

patient is ignorant about amputation and
how an altered body will affect his or her
future.

THREE EXAMPLES

Three examples follow that illustrate how
the interview format has been used during
the past three years at Harborview to gen-
erate information to meet patient needs.

Example 1

One middle-aged man indicated uncer-
tainty about his insurance coverage for a
prosthesis. Investigation by the Limb Via-
bility Services Coordinator revealed that
even though he had been forced to retire
early because of his condition, the policy
still covered his medical expenses fully, in-
cluding the cost of the artificial limb.

Example 2

An elderly lady expressed dramatic relief
during the interview when she learned that
the phantom limb sensation was normal.
She was afraid to share the experience until
she was told how common it was. “I knew I
had lost my leg, but I was afraid 1 was
beginning to lose my mind,” she said.

Example 3

In commenting on the value of the Limb
Viability Service, one patient observed: “I
never realized how lucky I was to have been
treated here until I talked with other am-
putees who had no specific support at other
hospitals. They have very little idea of
what’s happening or what's coming.
Things went so much more smoothly for

i

me.

CONCLUSION

We have found the interview technique
outlined in this paper to be extremely use-
ful in enhancing the care and rehabilitation
of our amputee patients, and we recom-
mend its use in all centers handling this
patient population. This interview tech-
nique need not be confined to major trauma
centers with specificamputee rehabilitation
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LEARNING NEEDS

Questions

1. Tell me in general what

you know about
amputations.

. Tell me what you
understand about what
will happen during your
hospital stay.

. Many amputees have
indicated that they

can still feel all or

part of their missing
limb. Do you have any
of these sensations?

. How long do you expect
it will take for your
leg (arm) to heal?

. How much do you know
about special community
services available to
amputees?

Possible Responses

Probable Meaning

“My uncle Fred had a wooden Probably has a better background

leg and he did fine with it.”

“Nothing really. There’s a
guy with a missing arm
who comes into the bar

I go to.”

“They're going to take my
leg off but I don’t know
what happens after that.”

“T hope to get a cast on
after surgery and be up
walking with it before
too long.”

“Yes, I feel like my
foot is still there but
I can see it isn't.”

(Hesitates) ““. . . no, of

course not.”

“I guess I really don’t
know.”

“The doctor said 1 could
probably go home late
next week.”

“I already have a special
bus pass for the
disabled.”

“Nothing really.”

than most about the reality of am-
putation. Understanding may de-
pend on how close he and Fred
were—if they did things together
and talked about Fred’s amputa-
tion, and if the patient had a simi-
lar type of surgery.

Typical response. Most people have
very minimal knowledge of ampu-
tations and their implications for
daily living.

Obviously does not know what is
ahead. May have been told and
not comprehended, or may not be
an information seeker.

Probably has some understanding |
of immediate cast fitting. |

Relaying accurate information and
perhaps seeking approval for
having the sensation.

May actually feel sensations in the
missing limb but may not want to
admit this.

Direct admission of lack of infor-
mation.

Probably assumes that he will be
well along in the healing process by
then. May be unsure of duration

of healing period and when pros-
thesis will be fitted.

Has some awareness of unique
benefits for disabled. May desire
more information on other specific
benefits.

May not want to identify with dis-
abled population by accepting such
services. Presently may not be
aware of any need for them.

Table 1.
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SUPPORT SYSTEMS

Questions
1. Whom do you feel
you could call on for
assistance among
your close family
and/or friends?

2. Where do you plan to
go when you leave the
hospital? What kind
of help will be
available there?

3. How do you think your
family and friends are
accepting the experi-
ence that you are
going through?

4. Other than your family
and friends, what things
may be supportive to
you at this time?

Possible Responses
“My wife (husband) will
take care of whatever
needs to be done.”’

“My biker (motorcycle)
friends will be around.”

“I think I'll have to go to

a nursing home for a while
before I go to my
apartment.”

“I haven't really thought
about it.”

"‘Real well, I think. They
told me they were glad I
was still alive and that
losing my leg was not
important in com-
parison.”

“Not too good. My mother
keeps crying a lot about me
being crippled now.”

1 feel that God has
really helped me get
through this.”

"1 do a lot of reading
and that helps me keep my
mind off all this.”

Probable Meaning

Feels that home situation is ade-
quate and supportive.

May not be a realistic support.
Frequency of contact with these
friends while the patient is hospital-
ized may indicate how available/
reliable they may actually be.

Has considered short-term goals
and circumstances.

Probably still feeling impact and
intensity of present crisis and has
not looked beyond it.

Patient is benefiting from a sup-
portive, healthy attitude of close
family,

Patient is required to give support
instead of receiving it from his
mother. This situation may inhibit
his or her ability to express grief
or true feelings.

Receives healthy support from
spiritual beliefs, whatever they
may be.

His or her pastime may be a
means of avoiding facing present
circumstances or may be merely
a healthy delay to permit normal
adjustment.

Table II.

programs; it can easily be adopted by

smaller hospitals as well. In this case the
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interview could be conducted by a physi-
cian, nurse, social worker, physical thera-
pist, or other health care professional. All
that is required is sensitivity to patient
needs and the willingness to invest some
time in providing information and support
to the new amputee.
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EMOTIONAL REACTIONS/COPING
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Questions
1. Losing a part of one’s
body is similar to
losing a member of one’s
family. Describe any strong
feelings that you have, or
have had, about this loss.

Possible Responses

“Two nights ago I broke
down and cried about it.”

2. When you have been in
difficult sitations
in the past, how have
you handled them?

3. People have a picture or
idea in their minds of
how they look to others.
How do you see your-
self now?

4. Are you more aware of
one part of your
body?

5. Do you have any con-
cerns about being
sexually appealing?

6. Do you anticipate any
problems with regard to
sexual performance
that amputation may
create?

“I'm not mad or anything.
But if the courts don't take
care of the drunk lady who
hit me, I'm going to kill
her.”

1 was overwhelmed for

a while, but time and deter-
mination on my part seemed
to work things out.”

"I usually go down to the
bar and knock a few heads
around. Then I feel better.”

“I'm not sure. I guess |
don’t have a really clear
picture of myself right
now.”

“I'm still me. The same
person I've always been.”

“I guess I think about my
legs more. I haven’'t made
myself look at it (the
stump) yet.”

“No, not really.”

“Yes. I can’t imagine

a man (woman) really wanting

to be intimate with me the
way [ am now."”

“I don’t think so. My wife
(husband) and I have talked
about this and she (he) says
it doesn’t matter.”

“I don’t know. Will it
really be a problem?”

“No.”

Probable Meaning
Evidence of normal grief reaction.

Unsuccessfully trying to repress
some intense anger about his
injury and loss.

Probably experiences grief reaction
and progresses on to normal
acceptance.

May feel that antisocial behavior is
appropriate when facing stressful
circumstances.

It takes time for the mind to ab-
sorb the impact of a significant
change in the body.

May have a healthy concept since
does not view himself or herself as
deficient because of a change in
physical appearance. Alternatively,
may not want to consider the fact
that he/she looks different now.

Normal anxiety about a change in
body image. Probably expecting
the limb to look different and
maybe ugly.

May be at point of denying loss or
merely unwilling to discuss it.

Body image has been altered and
self-esteem threatened. Apparently
does not now feel sexually
appealing.

Has given the issue some consid-
eration and has discussed it
with the appropriate party.

Honestly concerned about topic.
Probably has been unsure whom
to ask about it. Would like
information/discussion on the
issue.

Either does not anticipate prob-
lems or does not want to discuss
the topic further,

Table III.




LEVEL OF FUNCTION—VOCATIONAL AND RECREATIONAL

Questions
1. Describe the kind of
employment you were
involved in before
your amputation.

What are your job
plans for the
future?

2. If you anticipate a
change, what kind
will it be?

3. What would be the
best and worse things
that might happen to
you at work in the
next few years?

4. Describe the kinds of
activities you were
able to do before
surgery.

Which of these activities
do you expect to
resume?

5. Do you anticipate that
the expense of an
artificial limb will be
a problem?

Possible Responses

“I've been retired for
five years.”

“I'm a heavy equipment
operator and I plan to
go back to that.”

“I don’t know if I'll be

able to handle the heavy
warehouse work. Maybe now
would be a good time to go
back and finish school.”

“No changes. I'm a ‘bouncer’
and plan to go back to that”

“I hadn’t really thought
about it. There’s so much
happening to me now.”

“People might think I'm
not capable of doing my job
anymore.”

My boss came in and

told me that my job is secure
and that they will find me
another position if I can’t

go back to my old one.”

“I live alone in my own
apartment. Occasionally,
I go shopping or take a

bus ride.”

“Very athletic. I play
basketball and tennis, and
I backpack and water ski.”

“I just want to go back
to my own place and not go
to a nursing home."”

“I'd sure hate to give up
my sports, especially tennis.
Do you think I'll still be
able to play?”

“I hadn’t really thought
about it. Do they cost very
much?”’

"l expect my insurance will

pay for it.”

Probable Meaning

Does not see employment as a
concern.

Concerned about employment.
May be unwilling to explore the
appropriateness of this vocation in
relation to the amputation or may
be looking for the opportunity to
discuss whether his or her goal is
realistic.

Has given realistic consideration
to his or her job future. May want
to discuss options.

Not inclined to discuss job changes
at this time, but may need to deal
with more immediate problems
first.

Presently overwhelmed with crises
of moment. Needs more time to
accept facts of loss and then begin
to set goals.

Is concerned about demands of the
job and responses of others. Will
need additional support and
information.

Is receiving positive support and
is willing to consider various
job adjustments.

Has independent lifestyle with
only moderate physical demands.
Therapy can be directed toward
allowing him or her to meet these
needs.

Vigorous lifestyle with much physi-
cal activity. Might need informa-
tion on adaptive sports equipment.

Goal is to maintain sense of control
over lifestyle by continuing to live
independently.

Concerned about threatened
change in activity level. Seeking
information about this concern.

No concept of prosthetic costs.
Typical assumption. Not always

accurate. Needs to have it
investigated.

Table IV.
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