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A wide range of emot ional , psychologi 
cal, and social p rob lems is inheren t in the 
react ion to loss of a l i m b . 4 Degree of recon
ciliation to the loss, rapidity of adjus tment , 
and success of rehabil i tat ion vary greatly 
a m o n g individual amputees . Age , e m o 
tional nature , level of unders tanding of the 
p rob lems faced by amputees , and support 
received from family or friends are all fac
tors that inf luence the adjus tment p r o c e s s . 3 

A discuss ion be tween a heal th care pro
fessional and the ampu tee , e i ther before or 
after surgery, can be an impor tant first s tep 
in identifying the beliefs and needs of each 
a m p u t e e and can serve as a basis for de
veloping an effective rehabil i tat ion pro
gram. S ince c lose to 110,000 lower and 
upper l imb amputa t ions are performed an
nually in the Uni ted S t a t e s , 2 the need for 
such individually tailored rehabili tation 
p rograms is significant. 

A WELL CONDUCTED 
INTERVIEW 

At Harborv iew Medical Cen te r in Seat t le , 
w e have found that a well conduc ted inter
v iew with the ampu tee can help reduce the 
informat ion gap that often exists be tween 
patient , heal th practi t ioners, and support 
g roups . It not only e n h a n c e s the quality of 
t rea tment but also offers the ampu tee valu
able ins ight and ass is tance in reestabl ishing 
his or he r direction in life. The interview 

focuses on the pat ient ' s learning needs re
garding amputa t ion; h o w the pat ient is 
adjusting and coping; how well he or she is 
be ing suppor ted emotional ly, psychologi 
cally, and financially by others; and signifi
cant p rob lems that may pose roadblocks in 
the future. 

T h e interview is conduc ted through the 
L imb Viabili ty Serv ice , es tabl ished in 1979 
at Harborv iew because there were no inpa
tient services in the communi ty specifically 
or iented to ampu tees . About 40 amputa 
t ions are per formed each year at Harbor
view, which is a regional t rauma center . 
O v e r one- th i rd of these amputa t ions are 
due to t rauma, and the remainder to vas
cular d isease . 

A 20 to 30 minu te interview before or 
after surgery follows a variable format that 
may be adapted to the c i rcumstances of 
each pat ient . It is impor tan t to keep in mind 
that this is an initial a s ses smen t tool for 
ob ta in ing specific informat ion . Pa t ien t 
e d u c a t i o n , e x t e n d e d d i s c u s s i o n , a n d 
problem solving are not incorporated into 
this in terview but are arranged to take place 
later. Information obta ined in this initial 
sess ion helps increase decis ion accuracy 
th roughout t rea tment and gives m e m b e r s 
of the team involved in the pat ient ' s treat
men t and rehabil i tat ion an unders tanding 
of the pat ient ' s needs and goals . The inter
v iew also helps heal th care professionals 
assess the pat ient ' s current level of func
t ioning in reference to available t rea tment 



or rehabil i tat ion opt ions , and it can help 
them pinpoin t particular teaching or train
ing m e t h o d s that can aid the pat ient ' s ad
ju s tmen t to the amputa t ion . 

T h e interview format and ques t ions are 
revised and adapted for any pat ient , from 
the teenager to the elderly. Geriatr ic pa
tients account for approximate ly 8 0 % of the 
amputa t ions pe r fo rmed in the Uni ted 
S ta t e s each y e a r , 5 and 6 5 % to 7 5 % o f the 
n e w a m p u t e e s at Harborv iew are in this 
pat ient populat ion. Unfortunately, this age 
group m a y have a relatively narrow band of 
opt ions available with respect to employ
ment oppor tuni t ies , i ncome adjus tments , 
and personal goals . But regardless of their 
l imitat ions, geriatric pat ients do have goals 
and aspirat ions that deserve at tent ion. For 
younge r amputees , the in terview process 
can be vital as they face new choices and 
decis ions in reorient ing their l ives. 

OBTAINING PERMISSION 
AND DEFINING 
INTERVIEW LIMITS 

Asking permiss ion to conduct the inter
v iew is mos t impor tant because it gives the 
pat ient some feeling of control over the 
p rocess . Mos t pat ients w e l c o m e a chance to 
talk, but some do not . T h e heal th care pro
fessional mus t be sensi t ive to the issue o f 
invading the pat ient ' s sense o f privacy as 
m a n y of the ques t ions relating to personal 
mat ters can appear " n o s y . " O t h e r family 
m e m b e r s or friends, however , may not be 
able to serve the impor tan t role of an ob jec 
tive l is tener, and the a m p u t e e needs such a 
l is tener during the ad jus tment to a trau
matic exper ience in life. 

Prior to the in terview itself, the heal th 
practi t ioner and pat ient discuss h o w long 
the interview will last, h o w the information 
will be used , and any concerns about confi
dentiali ty of r e sponses . As ano ther m e a n s 
of set t ing limits, the in terviewer clarifies his 
or he r in tent ions with regard to mee t ing the 
pat ient ' s needs . The pat ient is made to un
ders tand that these needs will be acknowl
edged dur ing the interview, but that strate
gies for dealing with t hem will be worked 
out later. For trust to develop be tween pa

tient and in terviewer and for m a x i m u m re
sults, the pat ient must be comfortable wi th 
the purpose , use , and mechan ics of the in
terview process . 

TIME AND PLACE OF 
INTERVIEW 

T h e specific t ime and place of the inter
v iew are chosen carefully. The hospital is 
not an ideal setting in terms of privacy, but 
every effort is made to ensu re the pat ient ' s 
privacy and comfort . Choos ing a t ime 
w h e n the pat ient is not overly rushed or 
anxious s h o w s respect for that individual 
and e n h a n c e s the accuracy of his or her 
answers . In mos t cases , the in terview is 
conduc ted after the amputa t ion , w h e n the 
pat ient has had t ime to beg in the adjust
men t process . We have found that many 
pat ients are not incl ined to talk prior to 
surgery. T h e except ions m a y be l imb sal
vage pat ients w h o may already have tried 
or cons idered o ther t rea tment opt ions , or 
pat ients with vascular disease w h o have 
faced the possibil i ty of amputa t ion for s o m e 
t ime. 

INTERVIEW FORMAT 
Ques t i ons are o f three types: open-

e n d e d ques t ions , which give the pat ient 
m a x i m u m freedom to respond; range-of-
r e sponse ques t ions , which al low pat ients 
the freedom to express bo th posit ive and 
negat ive aspec ts of a particular issue; and 
l imi ted- response ques t ions , which may eli
cit a s imple yes /no answer . 

We find it helpful to write down the pa
tient's r e sponses during the interview. 
T h e s e notes are inc luded in the pat ient ' s 
records and may be given to the patient as a 
reminder of the impor tant i ssues to be con
sidered in the coming m o n t h s . Al lowing 
the patient to review his or he r r e sponses 
also ensures that the information recorded 
is accurate and helps to establish and main
tain a high level of trust. 

Pe rhaps the mos t impor tan t aspect of the 
in terview technique is the recogni t ion that 
there is no one right t ime or right place 
dur ing the course of t rea tment for asking 



ques t ions . Each stage of ad jus tment carries 
its o w n specific concerns and anxiet ies, be it 
before surgery, after surgery, or during re
habil i tat ion. It may be appropriate to repeat 
s o m e ques t ions at various t imes during the 
t rea tment process . 

CONTENT OF INTERVIEW 
Four genera l categories e n c o m p a s s ques 

t ions that represent the most c o m m o n con
cerns and needs ampu t ee s face: learning 
needs , suppor t sys tems , coping , and level 
of function. The following sect ions include 
ques t ions that might be asked in assess ing 
the pat ient ' s needs in these four areas. A 
range of patient r e sponses and their proba
ble mean ings are also given. Responses 
listed are actual replies given by various 
pat ients in terv iewed with this format at 
Harborv iew Medica l Center . 

Learning Needs 
Most n e w ampu tees have very little 

knowledge about l imb surgery and h o w 
it will affect their l ives. Providing informa
tion is a key to minimizing patient anxiety, 
enlis t ing cooperat ion in t reatment , and ex 
pedit ing the ad jus tment process . The in
terviewer plays an impor tant role in deter
mining the pat ient ' s need for information 
about amputa t ion ou tcomes and can also 
alert phys ic ians , nurses , and o thers on the 
heal th care t eam to the level and extent of 
this need . Information exchanges c o m e 
through discussion be tween the pat ient 
and heal th professionals , through pam
phle ts or wri t ten information, and through 
the pat ient ' s contact with other amputees , 
a r ranged by the heal th team. T h e pat ient 's 
r e s p o n s e s to the ques t i ons regard ing 
learning needs (Table I) also begin to clarify 
the opt ions available to him or her at the 
onse t of t rea tment and throughout rehabili
tation. 

Support Systems 
T h e ques t ions presented in Table II he lp 

assess the support sys tems available to the 
individual and identify areas of s t rength 
and w e a k n e s s . A n exper ience as in tense 
and as far-reaching as an amputa t ion re

quires m a x i m u m use of support sys tems , 
especial ly if the rehabili tation process will 
be lengthy. We have found that individuals 
with close family ties, strong spiritual b e 
liefs, and caring friends seem to handle this 
loss bet ter than those without such sup
ports . T h e s e individuals are able to share 
the psychologica l and physiological load 
with o thers . Converse ly , amputees w h o are 
" l o n e r s " s eem to have a harder t ime during 
rehabil i tat ion. In tense emot ion , antisocial 
behavior , and a genera l inability to "ge t on 
with l i fe" seem to p lague those w h o do not 
seek or canno t accept support from others . 

Th is phase of in terviewing focuses on the 
future and encou rages the pat ient to 
examine ways of resuming his or her life. 
Usually, much of the anxiety and worry 
eases following surgery because the patient 
has exper ienced a sense of finality with re
spect to the t rea tment dec i s ion . 1 It is impor
tant for both the heal th professional and the 
pat ient to be aware of the exis tence and 
value of suppor t sys tems . In clarifying 
ques t ions about exist ing support and in 
f o c u s i n g on add i t i ona l s u p p o r t p o s 
sibilities, w e find it helpful to give the pa
tient a " laundry l is t" of opt ions to cons ider 
such as spiritual beliefs, meditat ion, hob
bies , or o ther activities that offer some relief 
or distraction from concern about the am
putat ion. T h e heal th team can then encour 
age the patient to seek and retain addit ional 
support , and the pat ient can build upon 
s t rengths and c o m p e n s a t e for weaknes se s . 

Emotional Reactions/Coping 
In repor t ing their observat ions on the 

gr ief p rocess , several authori t ies have 
equa ted the loss o f a l imb with the loss of a 
loved o n e . 1 Certain universal react ions to 
amputa t ion can be expected , a l though in
dividuals vary in h o w they exper ience 
g r i ev ing . 6 The six typical s tages of the grief 
p rocess are denial; bargaining; anger; grief, 
s adness , and depress ion; ad jus tment and 
adaptat ion; and acceptance . 

Dur ing the first s tage, the new a m p u t e e 
obviously canno t 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 pat ient may bargain with a n y o n e 



w h o m h e or she perceives to have some 
control over his or her physical wel l -being, 
e.g., G o d , the physician, or the health care 
team. A plea from a young athlete might be: 
"Ca l l in all the exper ts and have them fix 
my leg so that I can run again. Don ' t worry 
about money . I'll pay any amoun t you 
w a n t . " 

Dur ing the third s tage, anger may be di
rected toward a lmost anyone or anything, 
e.g., the individual(s) who caused the acci
dent (in the case of a t rauma vict im), the 
patient h im- or hersel f for being physical ly 
careless , or the physician w h o was not able 
to save the l imb. O n c e the reality of the loss 
and its implicat ions have been absorbed, 
depress ion sets in, and the patient may ex
per ience in tense emot ions , loss of appet i te , 
and s leep disruption. At the end of this 
s tage, the pat ient also feels anxiety about 
the shor t - te rm and long- term impact of the 
amputa t ion on daily life. In the fifth stage, 
the pat ient beg ins to adapt to the physical 
loss and starts to make ad jus tments in daily 
activities. Finally, the pat ient begins to ac 
cept the amputa t ion and may no longer 
perceive it as a tragic occurrence . 

In in terviewing the patient , it can be dif
ficult to de te rmine wha t stage of the grief 
process he or she is exper iencing. S o m e 
individuals fluctuate. They exper ience the 
earlier s tages of grieving for a whi le , start 
to adjust , and then revert to the earlier 
s tages . Appropriate questioning helps as
sess the pat ient ' s progress in handl ing the 
loss . 

T h e first ques t ion in Table III is directed at 
the grief p rocess , and the other ques t ions 
examine h o w well the pat ient is coping 
with emot iona l difficulties. We have found 
that encourag ing pat ients to express their 
feelings helps them to relieve anxiety and 
emot ion and al lows them to see more 
clearly var ious approaches to their si tua
tion. T h e heal th professional can also use 
this information to direct pat ients toward 
the type of support they need . 

T h e final ques t ions in Table III deal wi th a 
h ighly persona l area, body image , for 
example , h o w ampu tees visualize them
selves and h o w they bel ieve others see 
them. B o d y image involves se l f -es teem, 
sexuality, and m a n y fragile emot iona l con

c e r n s . 1 The heal th professional may feel 
re luctant to ask these ques t ions for fear of 
invading the individual 's privacy. H o w 
ever , b o d y image , and especial ly sexuality, 
are such impor tan t topics that they ought 
to be a p p r o a c h e d . 1 W e introduce these 
topics and then let the pat ient decide 
w h e the r to cont inue discussing. 

Dur ing this phase of the interview, it is 
not unusua l for a patient to express a range 
o f emot ions from weep ing to wi thdrawal . 
Even though s o m e of the major t rea tment 
decis ions have been made , many smaller 
but emot ional ly charged decis ions remain, 
and the pat ient may need permiss ion to cry 
out for he lp . Here , the in terviewer assists 
the pat ient in discovering wha t resources 
may be available for finding answers to h is 
or her ques t ions . S ince in terviewing often 
tr iggers information seeking, the inter
v iewer does everyth ing possible to make 
sure pat ients have immedia te access to re
sources , especial ly those w h o are im
mobi l ized or isolated. A te lephone , for 
example , can be a valuable information 
seeking tool. 

Level of Function 
T h e ques t ions in Table IV are directed at 

vocat ional and recreat ional activities. Here , 
the in terviewer helps the pat ient focus on 
areas of life over which he or she m a y or 
may not have control , and helps to identify 
areas in which the pat ient is exper ienc ing 
excess d e m a n d . If, for example , a pat ient is 
over ly bu rdened about the cost of not 
work ing for a t ime, or about the psycho
logical ad jus tment to a loss of " s e x appea l , " 
the in terviewer he lps h im or he r focus on 
unders tand ing h o w these concerns are 
pos ing undue demands . The in terviewer ' s 
role is that of a support ive coach, let t ing the 
pat ient express concerns but asking ques 
tions in such a way that the ampu tee can 
cons ider a range of opt ions . Range-of - re -
sponse ques t ions are ex t remely useful he re 
because they encourage the pat ients to 
explore a variety of ideas and consider dif
ferent courses . 

T h e rehabil i tat ion phase can be bo th ex
citing and frustrating. Exc i tement occurs 
w h e n the ampu tee realizes that the so-
called hand icap or disability may no t be 



near ly as restrictive or significant as origi
na l ly t h o u g h t . F r u s t r a t i o n can o c c u r 
through the loss that accompanies amputa
tion, and also because range of activity or 
endurance does change , even if in minor 
ways . A n exchange of ques t ions and an
swers on level of function he lps to build a 
s ense of real ism about the bes t opt ions for 
the future. 

Dur ing the interview, the pat ient may 
ask the heal th practi t ioner: " W h a t do you 
think I should d o ? " Pat ients often seek an
swers for their personal concerns from 
heal th professionals . Whi le it is tempt ing to 
engage in problem solving with the pat ient , 
it may be more helpful for the patient s im
ply to record information rather than to ex
c h a n g e it. P rob lem solving during this ini
tial in terview is undesirable because it 
t ends to foster dependency rather than 
support , and it can be very t ime consum
ing. It also causes the in terview to be fo
cused on o n e aspect of t rea tment rather 
than on a broader range of conce rns . At 
Harborview, the in terviewer makes p lans 
with the pat ient to return for another dis
cuss ion or has the appropriate health care 
worke r contact h im or her regarding the 
expressed problems and conce rns . 

T h e interviewer needs to resist the temp
tation to be highly posit ive or optimist ic 
wi thout a lso acknowledg ing the pat ient ' s 
realistic anxiety. A " l o w - k e y " approach 
reassures the pat ient that the in terviewer is 
mere ly obtaining informat ion and is not 
trying to alter the pat ient ' s feel ings. 

W e have found that the in terview ques
tions elicit widely varied r e sponses ac
cording to the unique si tuation of each in
dividual. Fo r example , older people often 
convey a conce rn for i ndependen t function 
and self-care, while the young athlete is 
typical ly c o n c e r n e d wi th re turn ing to 
sports and recreat ion. The tough, ultra-
mascu l ine man may be unwill ing or unable 
to share any s t rong emot ion other than 
anger , while s o m e o n e exper iencing the full 
impact of his or her loss may be unable to 
a n s w e r ques t ions because of in tense e m o 
t ions . Occasional ly , an individual has a full 
unders tanding of what lies ahead because 
of a c lose associat ion with an ampu tee in 
the past . More commonly , however , the 

pat ient is ignorant about amputa t ion and 
h o w an al tered body will affect his or he r 
future. 

THREE EXAMPLES 
T h r e e examples follow that illustrate h o w 

the interview format has been used during 
the past three years at Harborview to gen
erate information to mee t pat ient needs . 

Example 1 
O n e middle-aged m a n indicated uncer

tainty about his insurance coverage for a 
pros thes is . Invest igat ion by the L imb Via
bility Serv ices Coordinator revealed that 
even though he had been forced to retire 
early because of his condi t ion, the policy 
still covered his medical expenses fully, in
cluding the cost of the artificial l imb. 

Example 2 
A n elderly lady expressed dramatic relief 

during the in terview w h e n she learned that 
the phan tom l imb sensat ion was normal . 
S h e was afraid to share the exper ience until 
she was told h o w c o m m o n it was . " I k n e w I 
had lost m y leg, but I was afraid I was 
beg inn ing to lose my m i n d , " she said. 

Example 3 
In commen t ing on the value of the L imb 

Viabili ty Serv ice , one pat ient observed: " I 
never real ized h o w lucky I was to have been 
treated here until I talked with o ther am
putees w h o had no specific support at o ther 
hospi ta ls . T h e y have very little idea o f 
w h a t ' s h a p p e n i n g or w h a t ' s c o m i n g . 
Th ings wen t so much more smooth ly for 
m e . " 

CONCLUSION 
We have found the interview technique 

out l ined in this paper to be ext remely use 
ful in enhanc ing the care and rehabil i tat ion 
of our amputee pat ients , and w e recom
m e n d its use in all centers handl ing this 
pat ient populat ion. Th is in terview tech
nique need not be confined to major trauma 
centers with specific ampu tee rehabili tation 



Table I. 

LEARNING NEEDS 



Table II. 

SUPPORT SYSTEMS 

programs; it can easily be adopted by 
smaller hospi ta ls as well . In this case the 
in terview could be conduc ted by a physi 
cian, nurse , social worker , physical thera
pist, or o ther hea l th care professional . All 
that is required is sensit ivity to pat ient 
needs and the wi l l ingness to invest some 
t ime in providing information and support 
to the n e w amputee . 
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