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Discussion

The advantages of BK amputation compared
with AK amputation have previously been
reported (Kegel et al., 1978). The energy
consumed by walking with the prosthesis is less
and the walking velocity higher (Walters et al.,
1976). The TK amputee with a prosthetic
replacement has also been reported to have
several advantages as compared to the AK
amputee. Since the distal femur is left intact,
the stump tolerates weight-bearing more
effectively (Liedberg, 1982; Hughes, 1983).
The shape of the stump permits the simplified
suspension of the prosthesis, which is
consequently easier to apply compared with an
AK prosthesis. Since most of the muscle
compartments around the hip joint and the
distal end of the femur are intact, there is no
muscle imbalance, thereby resulting in a
decreased risk of reduced motion of the hip
joint. Futhermore, the long lever arm results in
a good prosthetic gait with better balance and
control of the prosthesis (Stirnemann et al.,
1987; Baumgartner, 1979; Jensen et al., 1982;
Burgess 1977). The development of various
new types of polycentric knee construction
(Oberg, 1983) and new types of prosthetic cuff
have also improved prosthetic replacements
after TK amputations. Stirnemann et al. (1987)
reported that 84% of the BK, 66% of the TK,
and 22% of the AK amputees in their study
were “fully rehabilitated and regained their
physical and psychic independance”. In a
Danish study, Jensen and Mandrup-Poulsen
(1983) report that 72% of the BK, 69% of the
TK and 41% of the AK amputees who had been
discharged from the hospital “achieved an
outdoor walking capacity”. These findings
agree well with the present study.

Fewer of the TK amputees than the AK
amputees were afraid of being unable to retain
their prostheses in the present study, and a
significantly smaller proportion of the patients
needed a waistband on the prosthesis. The TK
prosthesis attachment with the dynamic
anchorage above the femoral condyle resulted
in a safe suspension. Furthermore, only 1 of 17
TK amputees needed to bandage the stump
before applying the prosthesis. Experience
shows that bandaging the stump after the TK
amputation is often unnecessary. Likewise AK
amputees with prosthetic replacements with an
adjustable socket did not need to bandage the

stump. It is interesting to note that the TK
amputees reported less pain when using the
prosthesis compared with AK amputees and
BK amputees. This may be explained by the
surgical technique of not using osteotomy at TK
amputation and the favourable prosthetic
suspension permitted by the femoral condyles.

Although no patient in this study was
amputated more than 5 years ago, the TK
amputees had not had their prostheses as long
as the other two groups. This could possibly
explain why as many as 82% of the TK
amputees were using two crutches or a walker.
Since the interview, some of the patients at the
Rehabilitation Centre have improved their gait
ability and, in some instances, have stopped
using walking support after continued
rehabilitation. The amount of wheelchair use
has also been‘reduced in some cases. In the
qualitative assessment, some patients reported
that they had never tried to use the prosthesis
when visiting the lavatory or sitting in ordinary
chairs. Most of these BK and TK patients had
not had their prostheses for more than 6
months. Of the AK amputees, all the patients
with the corresponding disability had had their
prosthetic replacements for more than 12
months (Fig. 6).

When it comes to the inability to apply the
prosthesis, it is known from experience that the
TK amputees need only a slight amount of help,
something a relative of the same age as the
patient can usually cope with. For the AK
amputee with a suction socket prosthesis,
professional help is usually required. Since
more than 75% of the patients still live in their
own homes, the ability to climb stairs and travel
by ordinary car plays an important part in
personal freedom. This study shows that the
higher the level of the amputation, the less the
tendency to master these abilities. Patients with
unsuitable flats who do not master these
functions are largely imprisoned in their homes.

It has been thought that TK patients have a
low prosthesis acceptance for cosmetic reasons
(Fyfe, 1990). In this study, there was no
difference in the level of cosmetic acceptance
between the different groups. One reason could
be that the better the grade of rehabilitation
and activity level of the patient, the greater the
demands imposed on the cosmetic appearance
of the prosthetic device. When analysing which
subgroups reported dissatisfaction with the







