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restored. However there is a need to avoid
sympathy and dependence, and the loss of
manliness or femininity.

SPECIFIC NEEDS are those related to the
activities of daily living, employment and
leisure.

SOCIQOECONOMIC NEEDS vary depending
on the person’s age, and include equal
opportunities during educatton; the ability to
achieve and maintatn full earning potential, and
to be able to enjoy a full retirement.

The rehabilitation plan
Before we are able (o plan a rehabilitation

programme for a patieni we must assess a

number of factors:

+ firstly, the physical state, that is the attributes
of the stump and of the rest of the patient;

s secondly, his present and future physical
requirements in terms of the activities of daily
living (ADL), education or employment,
social and recreational activities;

« thirdly, his present and future psychological
needs in terms of the loss, its concealment, and
its relation to function;

* lastly, his capabilities must be assessed
regarding understanding. motivation and
ability to manage the hardware and training.
Moreover as many patients have unrealistic
ambitions and know little of rehabilitation, we
need to explore the expectations both of the
individual and his family.

Our rehabilitation process must encourage the
subject (o become a participating member of the
clinic team, and to develop a positive attitude of
self help. In the case of the infant born with a
congenital limb deficiency, the immediate nceds
of the child are secondary to those of the parents
and family. The birth of a limb deficient child is
a devastating blow and they want to know what
has gone wrong, why it has happened to them
and what can be done. They require adequate,
knowledgeable counselling as soon as possible
and at the first consultalion we must explain
both the normal development process and, what
has gone wrong with it this time, the reason if we
know it, and in the vast majority of cases they
must be reassured that it is not their faull. One
then has to discuss the immediate treaiment and
any future alternatives; I always give an audio
cassette recording of this consultation as an aide
memaoire. On this and subsequent occasions 1
help them 1o agree the objective “to help their

child to see him(her)self as having the smallest
possible handicap both in childhood and later as
an adult.”

For all patients, we havce to plan how to
measure, control and improve the level of
rehabilitation which has been achieved. Merely
replacing the old phrase “looking at our results”
by the modern version “Outcome Measurcs™,
does little unless it is part of an “Audit” in which
the outcomne, of each stage, is compared with a
previonsly set standard, so that the stage, whole
treatment process or even that standard can be
modified, as part of a continuing drive to
improve quality.

It is frequently assumed that the end resull
should be satisfactory. providing the surgeon
performed the amputation properly, and the
client, having no other significant disabilities, is
provided with a well-made, correctly fitting
prosthesis, and has been trained in its use.

Satisfactory often refers to our standards, but
does it match the client’s expectations?

Suppose the outcome is, in our view,
unsatisfactory - have the professionals,
hardware or system of supply failed? Sometimes
yes, but perhaps the subject has lower
aspirations and is actually satisfied with the
outcorne. [t is not my intention to comment on
the many individual methods of outcome
measurement which have been devised, often to
suit particular situations, but some confuse
ability with activity and many observe them as
an absolute, whereas the subject observes their
ability relative to their needs. These may not
remain constant and so whenever the subject
attends after an interval, we should discuss
whether the prescription or rehabilitation
process is still the optimum, in the light of any
improvement or deterioration in the person’s
general condition, alteration of his needs and
capabilities and changes in availabte prosthetic
technigues and components.

Lower limb loss

The basic physical need of the lower limb
amputee is to regain his mobility and the first
option is to achieve this in a wheelchair. There
are environmental and other circumstances in
which the amputee, particularly if bilateral, may
be better served by a wheclchair. Secondly he
can hop or use cruiches regularly or
occasionally, for example, in the bathroom or
when walking over particularly difficuit terrain.



Description

Activity score

Steps per annum

VERY HIGH
HIGH
AVERAGE
RESTRICTED
INACTIVE

more than +30
+10 o +30
-10to +10
-4010-10

less than -40

more than 2.5 million
1.25 1o 2.5 milhon
500.000 to 1.25 million
100,000 to 500,000
less than 100,000




Number of patients scen on first visit 854 Male | Female | Total
Number not fitted 35 (4.1%) Caiige’
5;8(1. before rch:::luan‘(::b t;o::plemd :;2 (22.6%) ——— 24 4 28
aximum number available for survey Neglasm - 8 15
Infection 14 3 17
Other 6 1 7
Male Female Total
Non-vascular 51 16 67
Age: Vascular 233 98 331
Under 65 122 33 161 Total 284 14 398
o
Over 65 162 81 243
Y Vascular as percentage 82% 86% 83%
Piokiiial 199 77 276 (69.3%) Non-vascular level:
Distal 85 37 122 (30.6%) Proximal 20 1 31
Distal 31 36
Total 284 14 389 p— :
Vascular level:
Proximal 179 66 245
Distal 54 32 86
Inactive Restricted Average Very high and high
All in survey 25 47 21 i
Over 65 37 50 12 1
Under 65 9 45 30 15
Proximal 40 48 11 |
Distal 16 47 24 13
Male 21 47 22 9
Female 39 45 11 4




Inactive Restricted Average Very high and high
Male: Distal: 65- 4 37 31 28
Female; Distal:  65- 17 42 33 8
Male: Proximal:  65- 6 52 30 12
Male: Distal: 65+ 19 52 29 -
Female: Proximal: 65- 27 50 23 -
Male: Proximal 65+ 37 47 14 2
Female: Distal: 65+ 36 64 - -
Female: Proximal; 65+ 45 49 5 B
Inactive Restncted Average Very high and high
Non-vascular (NVASC):
No added disability (NCD) - 12 38 50
Added disability (CD) 10 26 37 26
Vascular (VASC) no PVD
other leg (NPVD):
No added disability (NCD) - 33 58 8
Added disability 39 30 30 -
VASC + PVD other leg
(VASC-PVD):
No added disability (NCD) 25 55 20 -
Added disability (CD) 32 55 13 -
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[n the case of non-vascular (NVASC)
ampuiees the presence of a concurrent disability
(CD) reduces the percentage of those achieving
High acuvity from 50% to 26% and increases
the number in the Restricted and Inactive groups
by the same amount, while the percenlage who
are of Average Activity remains the same.

Some 58% of vascular amputees, without any
designs of vascular dysfunction in the other leg,
and without other disabilitics (VASC - NPVD -
NCD) are of average aclivily (Table 7). but the
presence of a concurrent disability (VASC -
NPVD - CD) reduccs this to 30% whilst the
percentage who are Inactive increases from nil
to 39%.

The presence of signs or symptoms of
vascular insufficiency in the contralateral leg is
also very damaging to the activity level achieved
by those who have had the amputation for
vascular disease (VASC - PVD - NCD) raising
the percentage of those who are Inactive or of
Restricted activity from 33% to 80%. The
addition of a concurrent disability (VASC - PVD
- CD) raiscs this percentage slightly further to
87%.

This survey indicales some tendencies but
could not accurately correlate the level of
activity with specific clinical factors. Although
30% of uncomplicated amputations perlormed
for non-vascular causes (NVASC - NCD)
exhibited High activifty, the fact the 12% of cases
came into the Restricted calegory confirms my
view that the activily achieved is concerned with
trying (o salisly their needs within the upper
limit set by their clinical condition. So, although
the survey cannot provide an accurate forecast of
the activity, it may provide help in guessing.

Having decided that a prosthesis is appropriate
we must now consider the prescription details in
the light of the patient’s condition, ability, and
expectations, and our knowledge and
experience.  The advance 1n prosthetic
technology over the last 25 years, and the
enormous increase in choice of systems and
components has made it easier to meet the needs
of active adults, but does not always help in
dealing with the elderly, for whom it may be
more appropriate to {it first a prosthesis
containing simple [unctional components,
upgrading this later is so indicated. rather than
prescribing one which proves 0 be wo
sophisticated and  therefore leads to
disappointment. Increasing publicity and the

media-led concept that all problems can be
solved by the application of high technology
does to help elderly paticnts to understand and
accept the limitations set for them by their age
and clinical condition. | remember well (he
veleran whose trans-femoral amputation was
performed in 1917 when he was 19 years old,
bitterly complaining to me when aged 86, that
his new prosthesis was no good — “not like the
one they made in 1919, [ could run on that one,”

So we have decided the prescription details,
when should we start? We are told to fit as soon
as possible, but amputation is a bereavement and
the subject goes through similar stages of denial,
anger and depression. Onc elderly lady asked
me, “What did they do with my leg? 1 wish T had
been able o say goodbye to it like 1 did to my
husband at his funeral.” Perhaps sometimes it
may be better to give the person a short lime to
grieve before prosthetic litling.

Assuming that we have prescribed and carmried
out the prosthetic fitting and gait re-education let
us go forward to that time when we have to
determine not only the activity achieved but also
whether or not this satisfies the user’s needs.
When { was validating the activity score method
I fitted step counters to lwo users with trans-
tibial amputations on the same day. One was a
retired policeman aged 69 whose amputation
had been performed for vascular disease. He
spent most of his days walking, within the limits
of claudication in the other leg, in his local
shopping mall. The step counter showed he was
walking 1.25 million steps per annum. The
other. a 27-year-old accountant whose
amputation was for trauma, had no other
disability. He spent most of the day sitting, and
played squash once a week. he was walking
950,000 steps per annum. The policeman’s
activity was driven by his need o meet people,
and was ncar to the maximum ability set by his
condition and age, but his needs were not
satisficd because he wanted to be able to walk
more, whereas the young man was pleased with
his performance.

Unfortunately 1 know of no scientific method
of measuring satisfaction, one can only question
the paticnt and family, look for tell-tale signs
and use onc’s expericnee. Good communication
between all members of the clinic team,
including the user, is vital to gain the necessary
information. Sometimes a person may claim to
be satisficd because they fear upsetting members






