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Abstract

Quality of life is often acknowledged as an important outcome of rehabilitation programs for people with amputation.
Despite the importance of the subject, the number of studies focusing on the multiplicity of factors influencing this
matter is still limited. These assessments are increasingly needed to demonstrate changes related to intervention over
time. In order to evaluate the quality of life of patients with lower limb amputation and wearing prostheses, a study was
conducted with 49 patients followed in a rehabilitation hospital in the Midwest region of Brazil. A generic instrument
(Medical Outcomes Study 36-Item Short-Form Health Survey) for quality of life assessment and Trinity Amputation and
Prosthesis Experience Scale-Revised that is specific for people with amputation were used in addition to a functional
assessment measure. The results showed that the time since amputation, male gender and below-knee amputations
were predictors of a better perception of quality of life and better adjustment to amputation.
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Resumo

Qualidade de vida é frequentemente reconhecida como um importante resultado de programas de reabilitacdo em
pessoas com amputacdo. Apesar da importancia do tema, o nimero de estudos centrados na multiplicidade de fatores
que a influenciam ainda é restrito. Contudo, essas avaliacbes sdo cada vez mais necessarias para demonstrar mudancas
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relacionadas a intervencdo ao longo do tempo. Com objetivo de avaliar a qualidade de vida de pacientes com amputacao
de membros inferiores e que fazem uso de proteses, realizou-se uma pesquisa com 49 pacientes acompanhados em
um hospital de reabilitacdo, na Regido Centro-Oeste, Brasil. Foram utilizados um instrumento genérico (Questionario
Genérico de Avaliacao de Qualidade de Vida) para avaliacdo de qualidade de vida, a Escala Trinity sobre a Experiéncia a
Amputacdo e uso de Protese-Versao revisada, que é especifico para pessoas com amputacdo, e uma medida de avaliacdo
funcional. Os resultados evidenciaram que o tempo desde a amputacdo, o fato de pertencer ao sexo masculino e as
amputacées abaixo do joelho foram fatores preditores de uma melhor percepcao de qualidade de vida e de um melhor
ajustamento a amputacao.

Palavras-chave: Amputacdo, Qualidade de vida, Protese, Reabilitacéo.

By definition, amputation is the process of removing a limb or part of it by sectioning one or more bones,
while disarticulation is a surgery through the joint surface (Mohammed & Shebl, 2014). Usually considered as
a mutilating procedure, it should be understood by health professionals as well as patients, as a reconstruct
or, since it is able to relieve pain and provide function improvement in relation to the maintenance of the
compromised limb, when the procedure is properly indicated (Schnur & Meier, 2014).

Among the listed causes for amputation, the most common are associated with complications of
diabetes and peripheral arterial diseases in the lower limbs (Knezevic et al., 2015). The following are amputation
traumatic causes: traffic accidents (motorcycle or car), agricultural machinery, electric shock or firearms. Cancer
represents a rare causality compared to the other causes mentioned, being those as a result of malignant
bone tumors, which included 6% of all tumors in individuals under 20 years of age (Pasquina et al., 2014).

There is an increase in the number of cases not only associated with war in some countries, but mainly
with the aging population, advances in medical treatments and increasing lifestyle-related diseases such as
diabetes and peripheral vascular disease, as well as those that result from traffic accidents in large cities,
which show an increasing trend compared to non-traumatic causes (Barbosa et al., 2016; Holzer et al., 2014).

Investigations of patients with limb amputation associated to psychosocial aspects have gained
prominence in the literature in the last 10 years. Earlier studies were based primarily on the physical aspects
of amputation. Study groups in the United Kingdom use the term Psychoprosthetics, which specifically refers
to “prosthesis-related psychology”, which is defined as the study of the psychological, social, and behavioral
aspects of amputated patients and the associated rehabilitation process. A current trend is criticism of the
use of “amputees” terminology, as it refers to losses rather than to the potential of those who have gone
through limb extirpation. The recommended term is “person with amputation”, which seeks to valuate the
individual based on his or her specificities and abilities (Schaffalitzky, Gallagher, Desmond, & Maclachlan,
2010). As a result of these publications, instruments for specific assessment of this population emerge, such
as the Trinity Amputation and Prosthetic Experiences Scales (TAPES), which aim to specifically evaluate the
quality of life of amputated individuals (Gallagher, Desmond, & MaclLachlan, 2005).

The use of quality of life measures that encompass a wide range of experiences should be encouraged
and reflects a movement within the human and biological sciences to value broader parameters rather
than just symptom control, decreased mortality or the increase in life expectancy. Quality of life allows us
to understand fundamental aspects for each individual and can bring results that help in approaching and
restructuring care programs (Akyol et al., 2013; Pocnet et al., 2016).

Patients with lower limb amputation highlight the importance of quality of life in defining a successful
treatment outcome. Despite this importance, there is a relatively limited number of studies that assess the
diversity of factors that influence quality of life of these individuals (Mohammed & Shebl, 2014; Suckow
et al., 2015).

Whereas quality of life is a multidimensional construct consisting of objective components (such as
behavior and environment) and subjective components (psychological well-being and life satisfaction), a




serious illness can have a direct impact on a person’s state of health, limiting his/her mobility and autonomy.
On the other hand, the individuals’ satisfaction with their own life may differ from that of other patients,
even though they have the same disease due to their objective health and life conditions. Objective and
subjective components are supposed to explain unique proportions of variance in people’s quality of life
(Pocnet et al., 2016).

Quality of life is influenced in a complex way by physical health, psychological state, level of
independence, social relationship and environmental relations (Panzini et al., 2017). Among the domains of
quality of life, it appears that psychological functioning and physical health are the most investigated subjects
in health, since all studies evaluated one or both aspects. However, it has been observed that other domains
are also becoming increasingly relevant and important, namely autonomy, interpersonal relationships, rights
and physical, emotional and material well-being. (Counted, Possamai, & Meade, 2018).

For patients with amputation, the perception of quality of life is more associated with pain, adaptation
to the prosthesis and psychosocial well-being than with clinical or demographic variables such as age, gender,
level and cause of amputation (Vaz, Roque, Pimentel, Rocha, & Duro, 2012). The ability to walk is considered
central to the perception of quality of life, as it directly impacts the ability to live independently (autonomy)
and community participation (Davie-Smith, Coulter, Kennon, Wyke, & Paul, 2017). Another study stresses
the importance of maximizing mobility (whether or not using a prosthesis) in patients with lower limb loss,
both for the associated immediate functional benefits and for their influence on other domains (Wurdeman,
Stevens, & Campbell, 2018).

Persons with amputation may report a reduction in their quality of life immediately after limb loss,
but over time the response may change depending on their adaptation to the new condition, with moderate
improvement as they live longer with the sequel (Asano, Rushton, Miller, & Deathe, 2008).

In the national scenario, the rehabilitation of these patients has advanced in recent years, especially
through multidisciplinary interventions and legal support in the public health system. However, there are still
difficulties to be overcome, such as delays in referral for the starting of appropriate treatment and inclusion
in rehabilitation programs, in addition to the socioeconomic difficulties that lead to abandonment of the
prosthesis, with consequent failure in rehabilitation (Pasquina & Sheehan, 2015; Silva, Rizzo, Gutierres Filho,
Ramos, & Deans, 2011). In Brazil, population statistical data are scarce. According to the 2010 Population
Census, there are over 13 million people with motor disabilities (Instituto Brasileiro de Geografia e Estatistica,
2011). Updated national statistics are required to schedule care services and public health policies. In this
scenario, this survey may contribute to the scientific development in this area of knowledge and provide
information to the institutions in their planning and evaluation of their assistance programs. Thus, this study
was conducted to evaluate the quality of life of patients with lower limb amputations and prosthesis users
in a rehabilitation hospital.

Method
Participants

This descriptive and cross-sectional study was conducted with a sample of 49 participants. These were
invited to participate in the survey during the appointments for prosthesis adjustments or for the setting of
new prosthesis, in the orthopedic workshop of a rehabilitation hospital, located in the Midwest region of
Brazil. The orthopedic workshop is the place where orthoses and prostheses are produced with the help of
a team composed of physiotherapists, occupational therapists, psychologists, physical education teachers
and prosthetists, who monitor these patients over time.

Inclusion criteria were: patients over 18 years old, with lower limb amputation for more than six
months, wearing prostheses and literate.
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Instruments

Generic Quality of Life Assessment Questionnaire — SF-36: This is a global quality of life assessment
instrument, validated for Brazilian Portuguese language. It aims to achieve minimum standards necessary
to allow comparisons between different groups involving general health concepts, not being specific for a
particular disease, age or treatment group (Ware & Sherbourne, 1992). It is multidimensional, consisting of 36
items that evaluate eight of the main health concepts (functional capacity, physical aspect, vitality, emotional
aspect, social aspect, mental health, general health conditions and pain). High scores are associated with
better perception of quality of life by the patient (Ciconelli, Ferraz, Santos, Meindo, & Quaresma, 1999). It
stands out with the highest number of occurrences appearing among papers published covering amputated
patients. (Sinha, Van Den Heuvel, Arokiasamy, & Van Dijk, 2014). In 2008, a population survey was conducted
in Brazil (Survey of Social Dimensions of Inequalities), where the SF-36 was one of the instruments used
allowing the development of normative data adjusted for age and sex for the Brazilian population (Laguardia
et al., 2013) serving as a parameter for possible outcome results.

Sociodemographic data were obtained from an electronic medical record, to know the demographic
and clinical descriptions of the participants regarding gender, age, marital status, education, place of residence
and data related to amputation such as etiology, date of surgery, laterality, amputation site.

Functional Assessment Questionnaire for Amputees (FMA). Validated for Brazilian Portuguese language
in 2008 (Kageyama et al., 2008) and is specific for this population. Composed of a series of individual
questions to assess the levels of mobility, independence and extent of prosthetic use and to identify factors
that may influence these results.

Trinity Amputation and Prosthesis Experience Scale-Revised (TAPES-R): It is intended for multidimensional
assessment of quality of life related to people with lower limb amputations adapted to a prosthesis. It is
designed to facilitate the examination of the psychosocial processes involved in adapting such a device and
the specific demands for its use. It consists of three scales: psychosocial adjustment (general, social and
limitation adjustment), activity restriction and satisfaction with the prosthesis (aesthetically and functionally).
It explores phantom limb pain experience, residual limb pain, and other non-amputation-related medical
conditions (Gallagher, Franchignoni, Giordano, & MaclLachlan, 2010).

Individual administration of these instruments required approximately 1 hour and data were
collected in a quiet, private room. The application of the instruments took place between April and
August 2017.

Procedures

This study was approved by the Research Ethics Committee of the institution where the data were
collected (CAAE: 53482816.2.0000.0022-Opinion Number: 1.500.841). All individuals who agreed to
participate were interviewed individually, signed the Free and Informed Consent Form and responded to the
survey instruments.

Descriptive and exploratory data analysis was performed using calculation of proportions for categorical
variables; for continuous variables, the mean, median, standard deviation, minimum and maximum were
used. Fisher's chi-square test was used to evaluate differences in the distribution of proportions between
groups in relation to sociodemographic and clinical variables, while Student’s t-test was used to compare
variables with two categories; and the F test, for comparing variables with more than two categories. For
the TAPES-R questionnaire, the nonparametric Mann and Kruskal Wallis test was used. For the analyses we
considered the significance level of 5%, and the software used was Stata version 15.




Results

Forty-nine patients were evaluated; 59.2% were male, 51.0% single, 40.0% with higher education;
71.0% had a job, and 8.0% were retired. The average age of the participants was 36.4 years, and the age
group between 18 and 39 years represented 59.2%. Average amputation time: 18 years.

Regarding the etiology, patients with traumatic injuries correspond to 40.8%, tumor amputations
accounted for 32.7% of the cases, while 18.4% were related to congenital deformities that required limb
amputation surgery to treat severe deformities. Table 1 shows the complete sociodemographic data of the
study population.

Table 1
Sample characterization

Participants (n = 49)

Characteristics

n %
Average age (36.4 years of age / SD 11.1)
18 to 29 years 17 347
30 to 39 12 24.5
40 to 49 14 28.6
Above 50 6 12.2
Gender
Female 20 40.8
Male 29 59.2
Marital Status
Married 21 42.9
Single 25 51.0
Widowed / separated 3 6.1
Occupation
Yes 36 73.5
No 13 26.5
Education
High School 29 59.2
University Education 20 40.8
Amputation cause
Tumors 16 32.7
Accidents 20 40.8 o
Congenital 9 18.4 %
Other 4 8.1 g
Laterality %
Left 29 59.2 Z
lw)
Right 16 327 2
Bilateral 4 8.1 I
- 5
Amputation type >
Above the knee 34 69.4 =
Below the knee 15 30.6 —
Note: SD: Standard Deviation. 5
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Generic Quality of Life Questionnaire - SF-36

The domains with the lowest average scores were functional capacity (measuring limitations to perform
certain activities) and vitality (measuring the patient’s energy and tiredness), with a score of 64.8 and 66.5,
respectively. The other domains presented an average score above 70, and the social aspect (evaluating the
interference with social activities resulting from physical or emotional problems as a result of the disease or
treatment) exhibited the highest score, 80.5. Women had lower ratings than men for all domains. However,
in the analysis of SF-36 data regarding gender, cause and type of amputation (above or below the knee), no
statistically significant differences were observed between the groups.

Functional assessment questionnaire for amputees - FMA

Patients used the prosthesis on average 13.1 hours/day (SD = 4.3), and patients with tumor amputation
used their prosthesis for a shorter period of time than the other patients (p < 0.001). In 85% of the cases
they reported being independent to put on and remove the prosthesis. The Locomotor Capabilities Index
(LCI) evaluates the patient’s independence and mobility in 14 different activities and the highest possible
score is 42. The average presented by this group was 36, showing partial difficulty.

In the home environment, 94.0% of the patients used the prosthesis, and out of these 10.0% reported
alternating activities with and without the use of their prosthesis at home. In outdoor settings this percentage
of alternation increases to 26.5%, which demonstrates greater insecurity for walking in outdoor settings,
preferring the use of locomotion assistance only.

When reviewing the ability to walk with the prosthesis, 67.0% of the patients had no restriction
on gait as evidenced by the answer “| can walk as much as | want”; 16.3% reported that they can walk
approximately 100 steps without stopping and 4.1%, that is, two patients, walk between 30 and 100 steps
without stopping. A patient walks between 10 and 30 steps, on a scale where the biggest limitation is “I
can’t walk with my prosthesis”, but no patient reported this extreme situation.

Trinity Amputation and Prosthesis Experience Scale - TAPES-R

Among the 49 respondents, the average score found for the general adjustment and social adjustment
was 3.4, and the limitation adjustment 3.0, with the maximum allowed being 4.0 and the higher the score
the greater the indication of positive adjustment. In the Activity Restriction Scale (ARS) the average value
was 0.7, with the highest possible score being 2.0; high scores are indicative of greater limitation. Regarding
satisfaction with aesthetic and functional aspects of the prosthesis, the scores obtained were 6.0 and 10.0,
respectively, with the maximum possible value of 9 and 15. For these last items, the higher the assessment,
the greater the satisfaction with the prosthesis.

No statistically significant differences were observed when comparing the adjustment scores, activity
restriction and satisfaction with the gender variable, except for the limitation adjustment (p = 0.035), that
is, female scores were higher than male scores, indicating better women'’s ability to deal with the limitation.
Significant difference was observed regarding amputation time with limitation adjustment (o = 0.028), which
indicates that, in general, the scores of those patients with over 10 years amputation were higher, compared
to those up to 10 years amputation time, indicating a better fit.

In the analysis between SF-36 and TAPES-R, it was observed that the general adjustment domain was
significantly associated with the emotional aspect (p = 0.017), the adjustment to limitation was positively
associated with functional capacity, and this association was statistically significant (p = 0.023). The The




activity restriction scores showed statistically significant associations between functional capacity (p < 0.001),
emotional aspects (p = 0.033) and mental health (p < 0.001). Aesthetic satisfaction scores were significantly
associated with vitality (o = 0.029), emotional aspect (p = 0.041) and mental health (p = 0.035). And finally,
functional satisfaction was significantly associated with mental health of SF 36 (p = 0.029) (Table 2).

Table 2
Spearman’s correlation coefficient to assess the association between SF-36 instrument domains and TAPES-R

General Ad;. Social Adj. Limitation Adj. ARS Aesthetic Satisf. Funct. Satisf.
°F 36 rho p-value rho  p-value rho p-value rho p-value rho p-value rho  p-value
Funct. Cap. 0.20 0.175 -0.05 0.723 0.32 0.023 -0.52 0 0.24 0.103 0.21 0.152
Physical Asp. 0.25 0.085 -0.03 0.829 0.23 0.120 -0.21 0.155 0.17 0.260 0.04 0.792
Pain 0.24 0.092 0.12  0.399 0.10 0.484 -0.14 0.355 0.25 0.081 0.15 0.318
Gen. Health -0.02 0.912 -0.11  0.470 0.06 0.664 -0.28 0.054 0.14 0.356 0.01 0.931
Vitality -0.06 0.665 0.06  0.665 0.16 0.289 -0.27 0.063 0.32 0.029 0.06 0.699
Social Asp. 0.12 0.413 0.09 0.530 0.18 0.222 -0.21 0.154 0.19 0.195 0.09 0.550
Emot. Asp. 0.34 0.017 0.04 0.813 0.22 0.138 -0.31 0.033 0.30 0.041 0.23 0.111
Mental Health 0.07 0.650 0.16  0.281 0.23 0.119 -0.51 0 0.31 0.035 0.32 0.029
LCl 0.09 0.552 -0.14  0.356 0.22 0.156 0 0.995 -0.10 0.504 0.01 0.960

Note: Adj.: Adjustment; Aesthetic Satisf.: Aesthetic Satisfaction; Funct., Satisf.: Functional Satisfaction; Funct. Cap.: Functional Capacity; Physical Asp.:
Physical Aspect; Gen. Health: General Health; Social Asp.: Social Aspects; Emot. Asp.: Emotional Aspects; LCI: Locomotor Capacity Index. ARS: Activity
Restriction Scale; rho: Spearman’s correlation coefficient; SF-36: Generic Quality of Life Assessment Questionnaire.

Discussion

Amputation has become one of the problems of today’s society, whether it be lifestyle related or due
to accident or disease. There is a large number of people who have one or both amputated lower limbs and
this situation tends to increase worldwide. It is estimated that 85% of the amputations that occur in the
national scenario affect the lower limbs, and in 2011, the percentage recorded was about 94% among the
amputations performed by the Sistema Unico de Satude (Ministério da Saude, 2013). People with amputation
need to adapt to the loss and changes in the pace of life in interpersonal, social and professional interactions.

There are few studies addressing the quality of life of patients with amputation when compared to
other pathologies (Akyol et al., 2013). Previous studies focused their approach primarily on physical functioning
and the use of prostheses. However, in the last ten years, new research approaches have been introduced
to understand the psychosocial aspects of this population.

The results of this research confirm literature data regarding the predominance of male patients
(59.2% of the studied sample). Studies report that the incidence of amputations according to gender may
change according to the regions studied, but global data indicate that it is higher in males (Mohammed &
Shebl, 2014, Zidarov, Swaine, & Gauthier-Gagnon, 2009).

There is consistency in the study population between the most common amputation causes, trauma
and tumor, with the average age of 36.4 years, since amputations associated with those etiologies are more
common in younger age groups. Pezzin, Dillingham, and MacKenzie (2000) reported that in the case of
traumatic causes 80% of the amputations occurred before 40 years of age. Amputation secondary to trauma
represents an important source of permanent impairment and functional limitation among adolescent and
young workers. For the Brazilian population up to 34 years of age, traumatic amputation corresponded to
more than 50% of the sample (Bergo & Prebianchi, 2018; Silva et al., 2011).
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The average age of samples from other studies generally depends on the population group surveyed,
mainly related to the cause of amputation. There are data in the literature showing the mean age at the
time of amputation ranging from 25 to 89 years (Asano et al., 2008, Coffey, Gallagher, Desmond, Ryall, &
Wegener, 2014; Sinha et al., 2014;). Among the articles investigated, there is a tendency to search for similar
etiological groups, i.e. vascular, traumatic or tumor. Thus, Mohammed and Shebl (2014) reported that the
average age of the study group was 48 years, in amputations due to diabetes and vascular complications,
which together accounted for 81% of the sample. In the survey of Asano et al. 2008, the mean age was 62
years for vascular and non-vascular causes. Other authors score the average age of 27.3 years for unilateral
amputees and 31.9 years for bilateral amputees (Akarsu, Tekin, Safaz, Goktepe, & Yazicioglu, 2013).

Cavalcanti (1994) reported similar data regarding the use of the prosthesis for a shorter number of
hours in patients with tumor amputation. Due to the diagnosis, these patients were insecure about the future,
represented by the possibility of recurrence of the disease and constant surveillance through exams, besides
the structural changes that occur in the body not only due to amputation, but also through treatments such
as chemotherapy. Accordingly, these factors interfere in the prosthesis adaptation process, causing greater
difficulty for its use.

The 18-year average time after amputation may be one of the reasons for the high scores observed
in the SF-36 assessment. Time elapsed since amputation is a predictor of quality of life and is associated with
better health outcomes, as cited by Asano et al. (2008) and Amtmann, Morgan, Kim, and Hafner (2015).
These data are similar to those obtained by TAPES-R, since patients with longer amputation time (over 10
years) presented better limitation adjustment. Longitudinal follow-up by the rehabilitation team is a positive
factor in the evaluation, as it favors adherence and continuity of care regarding the patient and the prosthesis.

Adjustment to amputation was positively correlated with the emotional aspects and the individual’s
functional capacity, while patients who presented greater activity restriction according to TAPES-R reported
lower functional capacity and lower emotional and mental health scores through the SF-36 domains. It is
evident that there is a relationship between the instruments in these assessments, since they can capture
relevant aspects in the assessment of quality of life, which was also observed in other studies (Coffey et al.,
2014; Silva et al., 2011; Sinha et al., 2014). Aesthetic satisfaction with the prosthesis, which includes shape,
color and appearance, was positively associated with the mental aspects of SF-36, including vitality, social
aspect and mental health. This result reflects the importance given by patients to the aesthetic characteristics
of the prosthesis.

The better evaluation of overall fit and functional satisfaction with the prosthesis in patients with
below knee amputations is justified by the greater functionality at this level of amputation. This result shows
that the patient was adapted to his prosthesis, was able to successfully cope with this aspect of his/her life,
and stated (by the scale) that life is complete.

Patients with lower limb amputation had a worse perception of their quality of life, especially with
regard to the dimensions of vitality and functional capacity, when compared with the general population.
But it is consistent with the normative data for SF-36 established for the Brazilian population by Laguardia
et al. (2013). Other studies point to impairment mainly regarding physical aspects and pain (Amtmann et al.,
2015; Mohammed & Shebl, 2014) and the physical function was worse assessed both in the initial evaluation
(before rehabilitation) and in the three months follow-up after the training (Zidarov et al., 2009).

The perception of quality of life for patients with amputation is more associated with pain, adaptation
to the prosthesis and psychosocial well-being than with clinical or demographic variables such as age,
gender, level or cause of amputation (Vaz et al., 2012) which enhances the results of this investigation and
no statistical differences were found when correlating SF-36 data with the same variables.




The better ability of the female population to adjust to the limitation does not reflect a better perception
of quality of life, as the scores are lower than those in males, which is confirmed in previous studies (Demet,
Martinet, Guillemin, Paysant, & André, 2003). and is also consistent with data from the Brazilian population.
The authors associated the better quality of life assessment by male patients because they are more sociable
and mainly due to the larger social support network. Knezevic et al. (2015) report that women have the
lowest scores in all the variables tested except for physical functioning.

The scores for the other domains of SF-36 are above 70 points, which characterizes a good perception
of quality of life. Fuhrer (2000) attributes what is known as the adaptation level theory that occurs over time
after the event. He argues that in circumstances with little modifications for patients, the latter become less
and less reactive. Asano et al. (2008) attribute this finding to the phenomenon of change of response, which
is the change in assessment from a redefinition of the internal standards and values of the individual. Akarsu
et al. (2013) explained this positive evaluation by the use of prostheses in the population studied, since the
perception of quality of life correlates positively with the use of this device.

Although assessments are affected by amputation in terms of quality of life and functionality, patients
can achieve an acceptable standard of living with a suitable rehabilitation program and prostheses (Akarsu
et al., 2013). Studies show the importance of speed in fitting prostheses, least non-adherence occur and
point to the scarcity of rehabilitation services after amputation and prosthesis donation (Uustal & Meier,
2014). Since the time elapsed between amputation and artificial limb adaptation is predictive of the use of
these devices, the offering of services aimed at integrating the patient and providing quality services is a
demand of individuals with amputation. The number of patients awaiting a prosthesis or even an amputation
rehabilitation program in the national scenario is unknown. Adequate quantification of this population is
necessary in order to establish rehabilitation programs.

Of utmost importance to the amputated patient is the perception that the rehabilitation process is a
lifelong effort and working with a team will provide the necessary guarantees of rehabilitation. But it must
also be held responsible for adopting behaviors that promote the health and adequacy of prostheses, such
as healthy habits, device care, and body weight maintenance (Uustal & Meier, 2014).

Currently, an appropriate conduct for professionals dealing with this population is the information
and management of expectations regarding the selection and adaptation of prostheses. Desired models
are often inaccessible and unsuitable for that particular individual, either for financial reasons or because of
one’s own profile, related to mobility and recovery possibilities. The health professionals involved should be
aware of how this advertising interferes with expectation and experience and the impact on rehabilitation
when planning the necessary care (Murray & Forshaw, 2014).

For outcome evaluation in patients with amputation, there is a large number of measures in place
that evaluate outcomes, but there is no gold standard. There is little agreement on which measure to use
and when. However, there are instruments that have their use most frequently reported in the literature,
such as SF-36 (Condie, Scott, & Treweek, 2006) and more specifically the TAPES-R.

It is highly recommended to use TAPES-R in this population. Not only will it allow an objective assessment
of the adaptation to amputation and to the use of an artificial limb after amputation, but it will also indicate
to what extent quality of life can be improved (Sinha et al., 2014).

Conclusion

As a conclusion of this survey, the time since amputation, male gender and below knee amputations
were predictors of a better perception of quality of life and better adjustment to amputation.
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A possible limitation of this study is its cross-sectional character. Longitudinal studies are suggested
for this population, as this will allow a better description of the variation in quality of life over time. And,
because of the large number of factors that can influence changes in quality of life and the importance of
understanding the significance of these factors for the individuals concerned, a methodology that encompasses
both quantitative and qualitative research should be used simultaneously with the analysis of the nature of
their interrelationships.

The objective of this study is to evaluate patients with lower limb amputation who are using prostheses.
Data cannot be generalized for the population that does not have access to this assisting technology device,
as the prosthesis can positively impact the quality of life of its users. In addition, an impactful subject, but
little studied for the patient with amputation, is the return of the patient to the job market, and studies that
address this issue are needed.
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