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Dundee revisited — 25 years of a total amputee service

C.P. U.STEWART and A. S. JAIN

Dundee Limb Fitring Centre, Dundee, Scoiland

Abstract

The Dundee Limb Firting Centre has provided
an integrated rehabilitation programme for the
amputee since 1965.

A rteview of 1846 primarv amputecs is
discussed.

During this period a dramatic change in the
above-knee/below-knee (AK/BK) ratio has
been achieved with 71% BK and 26% AK
occurring in 1989,

Over 80% of all amputees, the majority
being elderly with peripheral vascular discase.
were successfully fitted with a prosthesis.

Final discharge home or to a residential home
for the clderly was achieved in 76.2% of cases
with 3.6% dving in the Unit.

Bilateral amputation occurred in 18% of
cascs of whom 48% were BK-BK.

Overall 66% were successfully fitted with a
prosthesis.

The results demonstrate the advantages of an
intcgrated approach to the amputation and
conscquent rehabilitation.

Introduction

Dundee Limb Fitting Centre (DLFC) was
established by Professor George Murdoch in
1965 as a spccialised unit for the management
of the amputee in Tayside, Scotland. Over the
years the theme of total paiient care by a multi-
professional clinical team has cvolved. The
centrc is now an uniquc institution where the
total service for the amputee is provided by the
Tayside Health Board for the population of the
region. Over the years. because of its
reputation and quality of scrvice, the centre has
attracted referrals nationally.

All  correspondence  to  be  addressed  to
C. P. U. Stewart, Dundec Limb Fitting Centre, 133
Queen Street. Broughty Ferry, Dundee DD5 1AG.
Scotland.
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For the most, amputation is considered as the
end of the road, but for the patient it is the
beginning of a new life. Once a person becomes
an amputee his or her life style changes
dramatically. Accordingly, it behoves thosc
concerned in the management of these patients
to make life both comfortable and worth living.
It must be emphasised that amputee
management requires a holistic approach. The
management process is complex and must cover
all aspects provided by professional people
from various disciplines.

Over the years it became apparent that
oumerous  surgeons  were  periorming
amputations and that more above-knce (AK)
ampulations were carried out compared o
below-knee (BK). In Dundee sericus thought
was given to improving this situation. Various
important points werc looked at and two
significant factors were identified:

1) toconcentrate the experience in the field of
amputation surgcry;

2) to provide accurate level sclection to save
as many knee joints as possible.

The following phases of patient management
were identified:

1) wvascular assessment and levcl selection;

2) pre-operative management;

3) surgical management:

4) post-opcrative management;

5} prosthetic management and rcehabilitation.

In these areas cxpericnce was concentrated
to gain morc expertise to achicve a high quality
service. This cxpertise was then integrated 1o
provide total patient carc. Once a paticnt is
indentified by a clinician as a possible candidate
for amputation, he or she is referred 1o the
Tayside Amputation Scrvice. The service from
thereon takes over the managcment and
provides the asscssment, surgery, pre and post-
operative care and rehabilitation.
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DLFC

Scotland Tayside

Level (1982-1983) (all years) (all years) 1989
Through Hip/Hindquarter 43% 0.9% (16) 1.5%
Above-knee 31.4% (579) 32.9% 26%
Through-knee 0.5% (10) 5.0%
Below-knee 55% 62.7% (1158) 56.6% 71%
Symes 4.5% (83) 4.0%

100% (1846) 100% (1805)
Notes

1. In addition to the above there were 1,003 toes amputated in this period.
2. At DLFC there was an 18% failure rate at first level of amputation, local surgery achieved healing in 12%,

hiﬁher amputation was required for 6%.
3, D

FC figures include some patients from outwith Tayside. Mainly from N. Fife.




DLFC Scotland
Pathology (1966-1990) | (1982-83)
Peripheral vascular
disease 59.7% 65%
Diabetes mellitus 26.0% 22%
Trauma 5.3% 6%
Tumour 1% 3%
Others 8% 4%

Note

1. Others include vasculitis, varicose ulceration.

Had vascular |Had no vascular
Level surgery surgery
Hindquarter 02% (1) 0.3% (1)
Through hip 1.8% (7) 0.9% (3)
Above-knee 34.5% (133) | 25.9% (85)
Gritti-Stokes 0.6% (2) 0.6% (2)
Through-knee 1.6% (6) 3.0% (10)
Below-knee 60.3% (233) | 64.1% (210)
Syme 1.0% (4) 5.2% (17)

100% (386) | 100% (328)

Notes

1. 54.1% (386/714) of all cases (1981-1989) had a
vascular procedure.

2. Of this group it was found that those who had had
vascular procedures were slightly more likely to
have an above-knee amputation than those who
had not had any vascular surgical intervention
(0.01<p=<0.05).



All (1803) AK (588) BK (1017)
Supplied 75% (1354) 68% (400) 78% (797)
Not supplied 12% (218) 14% (84) 11% (113)
Wheelchair only 4% (77) 8% (45) 3% (31)
Wheelchair and prosthesis 6% (106) 8% (46) 5% (55)
Not recorded 3% (48) 2% (13) 2% (21)

Note 81% fitted with prosthesis.

19891-89 1989
AK Total Number 226 32
Wheelchair only 42 5
85(38%) 14(44%)
Wheelchair+prosthesis 3 9
BK Total Number 452 51
Wheelchair only 31 3
84(19%) 19(37%)
Wheelchair+prosthesis 53 16
Notes
Iz Ov%l;e/lll 25% riceivcda wheelchair
38% above-knee
19% below-knee p<0.01
For those only supplied with a wheelchair above-knees were more likely to receive a wheelchair than below-knee
(p<0.01).
2. In 19089 40% received a wheelchair
44% above-knee P
37% below-knce Not significant
Home 72.8% (527) 76.2%
Residential home 3.6% (26)
Long term care 84% (61)
Dead (in unit) 3.6% (26)
Others 11.6% (84}
Total 100% (724)
Note

Others include acute hospital transfer, and other
hospital for long term rehabilitation.
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Level ‘ Number

BK —BK ' 48% (157)

BK — AK (9% (61)

AK — AK ‘ 20% (66)

Others ‘ 13% (43)

Total \ 100% (327)
Notes

1. 327 (18%) of all amputees have had a bilateral
amputation.

2. 66% of bilateral amputees have prosthetic fitting.

3. 31% of bilateral amputees supplied with
wheelchair.

4. 74% of bilateral amputees were discharged home

or went to a residential home.
. 94% of bilateral amputees had vascular disease.
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