


Causes
PVD non diabetic
PVD with diabetes mellitus
Tumour

Other

Level of amputation
Hindquarter
Above-knee
Through-knee
Below-knee
Symes

Average age at amputation — 70 years.

Tayside  DLFC
group group
Mpyocardial infarction 25.2% 42%
Other heart disease 2.9% 9% J S1%
Carcinomatosis 23.5% 14%
Cerebrovascular accident  12.3% 6%
Pulmonary disease 10.2% 5%
Bronchopneumonia 5.4% 13%
Peripheral vascular disease  0.5% 5%
Septicaemia 0.2% 3%
Renal failure 1.0% 1%
Hypoglycaemia 0.9% 1%
79.5% 1 operative
(4111  mortality
cases) (100 cases)
gSource for Tayside group — Registrar General
cotland 1987).
Mean survival overall 3 yrs. 9 mnths.

PVD
(61 cases — non diabetic)

(32 cases — diabetes mellitus)

3 yrs. 10 mnths.
3 yrs. 5 mnths.

Survival of patients dying
with: —

Above-knee amputation
Below-knee amputation

Myocardial infarction 2 yrs. 11 mnths.
25 of 61 patients
41%) with PVD)
%15 of 32 patients
46.9% ) with DM)
Bronchopnuemonia 5 yrs. 11 mnths.
having had: —

1yr. 11 mnths.
4 yrs. 0 mnths.




PVD PVD with
non diabetic | diabetes mellitus
Cause Numbers % | Numbers | %
Bronchopneumonia 9 14.8 4 12.5
Myocardial infarction 25 41.0 15 46.9
Cerebrovascular 3 49 3 9.4
accident
Carcinomatosis 7 11.5 2 6.3
Congestive cardiac 3 4.9 5 15.6
failure
Peripheral vascular 4 6.6 1 31
disease
Renal failure 1 1.6 - -
Septicaemia 3 4.9 - -
Hypoglycaemia - - 1 31
Respiratory disease 2 33 - -
Pulmonary embolism 2 33 1 3.1
Aortic an. 1 1.6 - -
Op. death 1 1.6 — -
61 100 32 100
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study cases had a post-mortem examination and
it is possible that bias towards the amputee with
a past medical history of vascular disease may
lead to a higher incidence of cardiac related
causes being recorded on the death certificate
by the certifying doctors. The policy of only
conducting post-mortems in a very few cases in
the community also means that the figures from
the Tayside group also reflect the doctors’
opinion based on clinical grounds as to the
cause of death rather than laboratory evidence.
This provides a satisfactory comparison
between the two sets of data. As stated before
are based on clinical evidence rather than
pathological evidence.
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