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214 8. Ebskov

Kolind-Sgrensen, 1974, Stewart er ol., 1992
Helm et af., 1986). Before discussing long lerm
survival for NDMVT it is interesting 10 compare
the curves with the normal population. For the
normal population (age correlated) the median
survival is about 8 years. Tibell (1971) analysed
the long term survival for patients with
arteriosclerosis obliterans or with DM (first
admission between 1949 and 1965). The 50%
survival in the arteriosclerosis obliterans group
was about 2.2 years. The 50% survival in the
DM group was a little higher averaging 3 years.
Comparison of the 3 different conditions: the
normal individual, the arteriosclerotic individual
(with or without DM) and finally the amputce
(with  or without DM) indicates thal
survival/mortality  after  amputation s
multifactorial and that the amputation as an
isolated factor seems to be less important than
the actiological cause of amputation i.c.
arteriosclerosis with its generalised
manifestations affecting the brain, heart and
kidneys.

Stewart e/ al. (1992) analysed long term
survival for DM patients versus non-diabetic
vascular insufficiency patients. They found a
significant (p<0.006) difference between the
groups in favour of the non-diabetic group. The
author has found the opposite with a
signiflicantly better survival for the DM group
even though the curves converge after about 7
years. On the other hand the 50% survival (i.e.
mean survival) found by Stewart e af, (1992) is
much better than the survival found in this study.
Actually the 50% survival for both NDMVI and
DM (total materials) is less than the 50%
survival among TF amputees in Dundee in the
period 1970 10 1979 found by Stewart er af
(1992). A survival which they actually have
doubled for the period 1980-%9 to about 6 years.
Bodily and Burgess (1983) found a 50%: survival
of about 3.5 years (n=55, combined NDMVI and
DM). Rasmussen e of. (1982) found a 50%
survival averaging 20 months (n=38. NDMV]),
Mandrup-Poulsen and Jensen (1982) found
{n=310. combined NDMV! and DM) a 30%
survival of aboul 2 years and 7 months. Helm et
al. (1986) found (n=257, combined material
with NDMVI, DM and 7 trauma) a 50% survival
of about 2 years. Larsson (1994) found a 50%
survival in diabetics (n=220) of about 3 years
{after major amputation). Hansson (1964) found
a 50% survival of about | year (combincd DM

and NDMVI).

Increase in survival over time has been
analysed by Harris et af. (1988) who compared
the period 1970-1979 (116 cases) with the
period [980-1989 (189 cases) (3 years 2 months
versus 3 years 11 months) and found no
statistically significunt improvement, even
though the tendency was positive. As mentioned
above, Stewart e/ al. (1992) found an impressive
improvement in long term survival, With the
more limited time interval the author could not
find the same positive tendency in Denmark: on
the contrary it scems that the survival has been
decrecased.

The literature review shows a quite clear
picture concerning survival after amputation.
The tendency is that specialised orthopaedic
centres scem to achicve better survival as
compared to figures from lurger areas where the
data include figures from departments with less
routing experience m amputation surgery. On
the assumption that the materials (Dundee
versus present) are comparable one of the
explanations for the better survival figures is the
superiority of centralisation and Stewart and Jain
(1993} belicved that an integrated approach 1o
amputation and subsequent rchabilitation is
obviously an advantage. This point of view is
supported by the {act that a significant difference
(log rank (est, p<0.00001) was found between
the 3 types of departments which actually are
engaged in amputation surgery in Denmark
(Ebskov, 1992),

As indicated by the Cox analysis and the log
rank test level of amputation is an important
tactor as regards long term survival. Level of
amputation is influenced by several factors Le.
the experience of the surgeon, the possibility to
perform level selection by paraclinical tests
(skin perfusion cie} und the impact of vascuclar
surgery. As regards the two first mentioned
factors it seems obvious that these factors are
enhanced by centralisation. The influence of
vascular surgery on the epidemiology of
amputations is well-documented  (Holstein,
1996; Ebskov er of . 1994; Eickhoff, 1993;
Pedersen er af.. 1994; Maues et @/, 1997) but the
epidemiological inteructions in relation to level
of amputation (and long term survival) are less
simple and are controversial (Burgess and
Marsden, 1974; Scthia er al . 1986; Tsang et al.,
1991: Gregg. 1985: Kazmers ef /., 1980; Evans
ef af . 1990: Dardik ef al., 1982). Stewart ef al.







