


1984-85 1989 1992 1995
Incidence per 100,000 32.5-28.1 220 274 28.2
TT/TF* ratio 0.54 0.57 0.78 0.95
Mortality during two post-operative months
among unilateral amputees
TF 32% 28% 2% 28%
T 17% 16% 19% 17%
Mortality of all the amputees during the first 39% 36% 37% 40%
postoperative year
*TT=trans-tibial
TF=trans-femoral
Cause of 1984- 1989 1992 1995
ampulation 1985
(%) (%) (%) (%)
Diabetes mellitus 407 425 47.7 492
Arteriosclerosis 431 36.2 30.7 30.1
Embolism 38 26 449 2.7
Tumour 24 22 1.2 19
Trauma 24 6.4 66 4.4
Frostbite 4.4 1.5 23 05
Miscellancous 35 8.6 6.6 11.2
Total 100 100 100 100
71 70 70 71

Age (yrs)




Type of amputation Number of Per cent
amputations
Hemipelvectomy 4 1
Trans-femoral 106 29
Trans-tibial 101 28
Ankle* 4 1
Tmt+toe amputation 89 24
Bilateral amputations 62 17
Total 366 100

*Includes Chopart, Pirogoff and Boyd amputations

Age group 1985 1995

0-59 yrs
Number of amputees 68 67
Population 985,963 1,103,001
Number per 100,000 6.9 6.1

60-70 yrs
Number of amputees 70 78
Population 88,594 100,212
Number per 100,000 79.0 77.8

> 70 yrs
Number of amputees 190 221
Population 90,060 102,337
Number per 100,000 211.0 216.0

All age groups
Number of amputees 328 366
Population 1,164,617 | 1,305,550
Number per 100,000 28.2 28.0
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frequently associated with distal disease less
suitable for arterial reconstruction (Golledge,
1997). Better control of diabetes mellitus in
diabetic patients, patient education regarding
fool care, early recognition of foot lesions, local
care of lesions and aggressive treatment of
infection play important role in prevention of
amputations and can decrease lower limb
amputations. Smoking is the most important
actiological factor for peripheral arterial disease
(Golledge, 1997), In Finland, smoking habits
have changed and smoking is decreasing, These
factors may be explanations of why the numbers
of amputations have not increased although the
numbers of people in older age groups have
increased in the study arca.

After the earlier cpidemiological surveys there
were increasing activities to inform medical and
rehabilitation staff about amputee problems. The
ratio between trans-tibial and trans-femoral
amputations was (.34 in 1934 and in this study
0.95 (Tuble 1). There is little positive trend
concerning amputation levels.

Survival figures showed that 60% of the
paticnts were alive after one year. The mortality
rate during the first postoperative year has not
changed (Table 1). Patients undergoing lower
limb amputation for arterial occlusive disease
have multisystem medical problems that
complicate their care and contribute to mortality.
There is a very high prevalence of disability
associated with feet among persons aged 65 and
over (Williamson et al, 1987). Many foot
problems and abnormalitics are poorly reported
to physicians, and therc is also the possibility
that some doctors have managed to convey an
impression of low interest in these conditions
and little optimism about their ability to help
(Williamson ef al., 1987). Limb ischaemia may
worsen and extensive necrosis, uncontrolled
sepsis and other complications increase the
postoperative mortality. Prophylactic foot care is
encouraged and medical personnel are taught to
give attention to arteriosclerotic and diabetic
feel.

Conclusions

The study shows that the incidence of lower
limb amputations has been relatively constant
over the last ten years. The current rehabilitation
and prosthetic services of lower limb amputees
can be planned in the south of Finland on the
basis of the incidence of 28 per 100,000

inhabitants.

The risk of becoming an amputee rises with
increasing age. The age structure of the
population should be taken into account with a
view to planning the rehabilitation of lower limb
amputees,

More efforts to activate both prevention of
amputations and prosthetic rehabilitation should
be continuously emphasised. Diabetes has
become the most common cause of amputation.
Better control of diabetes and prophylactic foot
care of diabetics can make a positive
contribution in prevention of lower limb
amputations.

The low trans-tibial/trans-femoral ratio of
0.534 in 1984-1985 has improved but is not vet
satisfactory. More emphasis must be put on the
concept of preserving the knee joint and the
importance of preoperative assessment of
vascular patients.
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