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ABSTRACT: A qualitative, descriptive and exploratory study was conducted through semi-structured interviews with 18 people
undergoing amputation in the period 2008-2010, in public hospitals in Florianépolis. The objectives were to analyze the care provided
by health professionals throughout the amputation process in the perspective of the amputee patient; and discuss the process of health
care to the person with amputation in the bioethical analysis perspective. Data were analyzed according to content analysis. Three
thematic categories emerged: the process of amputation; team performance and rehabilitation. Bioethics permits reflection on the care
provided to amputees and problematizes the relationship of the health care process with support available through public health
policies. The professional involved in this process has to take responsibility for putting the process in practice and interdisciplinary is
essential for the recovery of the amputated patient.

DESCRIPTORS: Amputation. Health professionals. Bioethics. Assistance to health. Public health policy.

O CUIDADO A SAUDE A PESSOA COM AMPUTACAO: ANALISE NA
PERSPECTIVA DA BIOETICA

RESUMO: Estudo qualitativo, descritivo e exploratdrio realizado por entrevista semiestruturada com 18 pessoas submetidas a
amputacao, no perfodo de 2008 a 2010, em hospitais ptiblicos da Grande Florianépolis-SC. Os objetivos foram analisar a assisténcia
prestada pelos profissionais de satide em todo o processo de amputagdo na perspectiva da pessoa com amputagdo e discutir o processo
de assisténcia a satide a pessoa com amputagdo a andlise bioética. Os dados foram analisados com base na andlise de contetido.
Emergiram trés categorias tematicas: o processo de amputacao, atuacao da equipe e reabilitacao. A bioética possibilita a reflexdo acerca
da assisténcia prestada a pessoa com amputacado e remete a problematizar a relagdo processo de assisténcia a satide com os subsidios
disponibilizados através das politicas pablicas de satide. O profissional envolvido nesse processo necessita responsabilizar-se pela
efetivagdo desse processo e a interdisciplinaridade é essencial para a recuperacdo da pessoa com amputagao.

DESCRITORES: Amputacao. Pessoal de satide. Bioética. Assisténcia a satide. Politicas publicas de satide.
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EL ATENCION DE SALUD PARA PERSONAS CON AMPUTACION:
ANALISIS EN LA PERSPECTIVA DE LA BIOETICA

RESUMEN: Estudio cualitativo, descriptivo y exploratorio desarrollado mediante entrevistas semiestructuradas con 18 personas
sometidas a amputacion en el periodo de 2008-2010, en hospitales ptblicos de Florianépolis. Los objetivos fueron analizar la atencién
brindada por profesionales de salud en todo el proceso de amputacién en la perspectiva de la persona con amputacion; y discutir el
proceso de asistencia a la salud a la persona con amputacion de la bioética andlisis de perspectiva. Los datos fueron analizados segtn el
andlisis de contenido. Emergieron tres categorias tematicas: proceso de amputacion; actuacion del equipo y rehabilitacion. La bioética
posibilita la reflexién sobre la atencién brindada a personas con amputaciéon y problematiza la relacion del proceso de atenciéon en
salud con los subsidios disponibles a través de las politicas ptblicas de salud. El profesional involucrado en este proceso se necesita
responsabilizar por la efectuacion del proceso y la interdisciplinaridad es esencial para la recuperacion de la persona con amputacion

DESCRIPTORES: Amputacion. Profesionales de salud. Bioética. Asistencia a salud. Politicas publicas de salud.

INTRODUCTION

Amputation is classified as a physical dis-
ability, as physical disability refers to an alteration
that makes the expected and appropriate perfor-
mance of the physical function of a given part of
the affected body impossible.! According to the
2010 Census undertaken in Brazil by the Brazilian
Institute for Geography and Statistics (IBGE), ap-
proximately 24% of the Brazilian population has
some disability. About 7% of this population has
a motor disability, representing approximately 3
million Brazilians.?

The Federal Constitution and the Principles
and Guidelines of the Unified Health System
(SUS) led to the emergence of decrees and laws to
support disabled people, their social integration,
care priorities and criteria to promote accessibility.
Chapter II of the Federal Constitution, article 23,
discusses that “it is the shared competency of the
Union, States, Federal District and Cities to take
care of public health and assistance, of the protec-
tion and guarantee of disabled people”.*?

Each day, health professionals face ethical
dilemmas, such as inequalities in living condition,
system users’ access to health services and the
lack of preparation/qualification of the human
resources in health. In that sense, the reflections
originating in the bioethics of protection and
intervention are (or should be) present in the ef-
fectiveness of public policies.*

The bioethics of protection and the bioethics
of intervention are a subset of bioethics related to
the population’s problems in the age of globaliza-
tion. The bioethics of protection is revealed in the
group, indicating the right to accessibility and
the need for awareness raising and action with a
view to big social changes. The relevance of public
health in Latin America needs to incorporate the
act of “protecting” those who need care, called
wounded, differently from the vulnerable. That
is, the wounded are those who, due to actual

situations, face problem that affect their living
conditions or health status; the vulnerable include
society, as anyone can catch something that in-
terferes in the living condition or health status.’
Reflections on the bioethics of intervention, on the
other hand, signal that social inclusion is related
to the daily life of each person, and guide deci-
sions and attitudes.® It supports the discussion
on health justice, social inclusion, autonomy and
citizenship.*

To the extent that the bioethics of protection
and intervention attempt to grant visibility to the
equality /inequality or equity/inequity among
people, they can provide competent support to
make them understand their rights and claim
them.® “The right to health needs to combine
the protection of individual autonomy and the
collective provision of means to put that right in
practice” .7

It is considered relevant to contextualize the
health care process to amputated people since
the hospitalization until the acquisition of the
prosthesis to adapt to the new living condition
and determine the bioethical aspects involved in
this process. In that sense, the research question
in this study was: how did health care to people
submitted to limb amputation take place from the
perspective of bioethical analysis? And the study
objectives were: to analyze the care delivered by
health professionals throughout the amputation
process from the perspective of the amputees
and discuss the health care process for amputated
people from the perspective of bioethical analysis.

METHOD

Exploratory and descriptive qualitative
study, undertaken at public hospitals in Greater
Florianépolis, which are referral institutions for
orthopedic/trauma and vascular surgery. After
approval by the Ethics Committee for Research
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Involving Human Beings at Universidade Federal
de Santa Catarina, under opinion 95.521, authori-
zation for access was obtained from the board of
each research hospital. The records of the surgeries
performed were provided by the statistics sector
of each research hospital: Hospitais Governador
Celso Ramos/Florianépolis (HGCR); Hospital
Universitario da Universidade Federal de Santa
Catarina- Florianépolis (HU/UFSC); Hospital
Regional Homero de Miranda Gomes/Sao José
(HRS]J) and Instituto de Cardiologia de Santa Ca-
tarina/Sao José (ICSC).

To discover the number of lower and/ or up-
per limb amputations, except for extremities, the
records filed at the statistics sector of each research
hospital were screened for the terms: amputation;
lower limb amputation; upper limb amputation
and disarticulation. The International Classifica-
tion of Diseases (ICD) related to the amputation
was used to perform the search at the HU only:
S88 (traumatic amputation at knee level) and
Y83.5 (amputation of limbs). The inclusion criteria
were: people over 18 years of age, submitted to
upper and/or lower limb amputation, except for
extremities, between 2008 and 2010 at the research
hospitals and living in Greater Florianépolis; being
able to communicate, according to the researchers’
subjective assessment. The exclusion criteria were:
age over 85 years and death. In total, 124 records
of surgeries were found.

To select the participants, the 124 preselected
records were contacted by phone and, if contact
was possible, they were asked whether they ac-
cepted to participate in the research or not. In this
group, 24 amputated people could be contacted, 18
of whom accepted to participate in the study. The
research participants signed the Informed Consent
Form, which authorized the investigation of the
patient history and the participation in a semi-
structured interview, with an average duration
of 40 minutes, which was digitally recorded. The
interviews were held at the participants” homes,
except for one, held at the participant’s place of
study. The data collected from the histories fol-
lowed a pre-established form that contained the
variables: sex, age, year of amputation, place of
amputation, previous amputations, cause of prob-
lem, associated diseases, marital status, education
and occupation. The participants” identification
was alphanumerical, consisting of the year of
the amputation (08=2008, 09=2009, 10=2010),
sex (F=Female, M=Male) and the number of the
interview (I, II, III, IV). To organize the data, the

software ATLAS-Ti was used. To analyze the inter-
views, thematic content analysis was applied. The
criteria established for this analysis were followed:
pre-analysis, categorization, inference, description
and interpretation.® After the transcription of the
interviews, they were subject to in-depth read-
ing, revealing pre-categories of analysis that were
combined based on similarity in thematic groups,
constituting larger categories. Thus, the collected
data could be interpreted, involving the descrip-
tion and interpretation of the selected statements,
articulated with the literature, from the perspec-
tive of bioethics.

RESULTS

Eighteen people participated in the study,
who underwent an amputation between 2008 and
2010. The participants’ characteristics revealed that
12 are male and 14 were over 50 years of age at
the time of the amputation. The main causes were
related to vascular disease, gangrene, diabetic
complications and infectious processes; Diabetes
Mellitus (DM) was the baseline disease for all
participants and only one person did not suffer
from systemic arterial hypertension. Among the
interviewees, eight had undergone earlier ampu-
tations and three had an amputation related to a
traffic accident.

As regards education: six had not finished
primary education, six had finished secondary
education, four high school and one was taking
higher education. Among the 18 participants, 11
were married, three widowed, two divorced and
two single. Concerning the current occupation: 14
were retired / pensioners, five of them due to dis-
ability related to the amputation; three received
a disease benefit and one is an athlete and swim-
ming teacher.

After the transcription and analysis process
of the interviews with the amputated people, three
thematic categories emerged related to the study
objectives: The amputation process; The team’s
activities and Rehabilitation.

The amputation process

The amputation process is sometimes long.
Before the amputation, different procedures are
accomplished in the attempt to save the limb.

I started amputating my finger in 98 [...]. I

crashed my care and broke my finger, it did not heal
and they had to amputate it. Then, I started feeling
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pain in my leg when I walked [...], I went there and
they said it was a circulation problem. In 2006, they
did a surgery to free the arteries. In 2008, however,
the circulation stopped in my leg and then they really
amputated (08MXI).

Despite knowing the ideal place of the am-
putation, based on the following report by one
of the research informants, it can be inferred that
many professionals first choose to satisfy the pa-
tient’s need, although they are aware that another
amputation will take place later on.

The wound started in the middle of the fingers
and it started rotting. For three months I slept sitting
in the couch, if my leg paired up with my body I got
crazy [...]. When I decided to go to the hospital, the
doctor said: ‘the solution is to amputate your leg.” I
went mad. Then, to satisfy me, they cut half of my
foot. The foot rotted [...], they did an angioplasty, I felt
blood boiling here in my groin. That suffering. I spent
23 days in hospital, and they amputated the leg, I was
between life and death (10MX).

When there is a death risk, priorities are set
to hemodynamically re-establish the patient and
preserving the limb is not always possible.

I also broke the femur and the fat of the femur
went to the lung, then they cleaned the lung [...]. I had
three respiratory arrests [...] they left the leg on, the
circulation stopped, necrosis developed and they had
to amputate [...]. I regained consciousness and my leg
was still there, they had reconstituted it completely,
but then the respiratory arrest happened, they stopped
taking care of the leg and necrosis started and it was
amputated, because they took care of the lung and, if
they didn’t, I could die! (09MII).

The team’s activities

The team’s activities are very important
in care delivery to people who are about to be
amputated, so as to keep them informed of all
procedures and show that they are essential in
this process, permitting recovery.

Everyone treated me very well at the hospital.
The physicians, the nurses were good. The physicians
used to sit at my headrest and say: “you won’t walk,
take care now that you don’t have one leg, use a crutch
and put it at your bedside for when you get out or it’s
preferable to move on the floor like a kitten, at least you
don’t fall” (O9FIII).

The explanation they gave it was the nurse, while
doing the dressing, he explained that the anklebone

no longer existed, none of the doctors gave an exact
explanation (08MXVI).

What helped me a lot too was the nutritionist,
and she was there since the start monitoring, she used
to give me special shakes (10MIX).

I 'was in the hospital twice, the girl looked at my
leg, did the dressing, then the doctor looked and sent
me away |[...]. They did not explain what I had and I
used to stay there (08FV).

Being able to listen to the complaint of the
patient and taking appropriate care are aspects
signaled in the following statements.

They were very polite, but we used to say that it
was hurting [...] but they did not pay attention to me,
they didn’t even want to know (09MII).

I felt like shit, they didn’t consult me. They should
have prepared me: 'I'm going to do a cleaning and who
knows remove a bit more’. But now, I came back calm,
with my foot bandaged. The anesthesia passed and,
when I moved my foot, “what, it seems that my foot is
not there! (10MIV).

The participants’ statements express the
extent to which the infrastructure available for
this type of care influences the people who need
it, that is, not only the amputated patient, but the
health professional as well.

Something happened in my second surgery. It
had been scheduled for eight in the morning and I had
the surgery at four in the afternoon. That was because,
when my parents noticed that the surgery would not
happened, they called an acquaintance to do something
and I had the surgery [...]. There was always an emer-
gency arriving (08FXVII).

At the time, the hospital director did not authorize
the physician to operate with the best material, which
was not covered by the SUS, [...] alleging that it served
for senior citizens, when this type of fracture is more
normal [...]. That's what I resent with regard to the
hospital [...], if it weren’t for that I'd be normal, walk-
ing around with the prosthesis. The doctor was most
willing (10MXVIII).

Rehabilitation

The multidisciplinary team’s activities
further the rehabilitation, in an interdisciplinary
manner. But the discourse does not characterize
this care:

[...] only by nursing, they did the dressing and
took care of the prosthesis (08MI).

[...] only with the physiotherapist, and there was
the prosthesis technician (08FXVII).

The following statement, in turn, evidences
the need for these people to enhance their criti-
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cal skills with regard to their own rehabilitation
process.

If the physiotherapist accompanied me since my
discharge to bed, for strengthening, it helped for me to
stand. As soon as I was discharged home, I talked to
a friend who’s a physiotherapist and he came. In few
weeks I was already standing (10MIX).

The amputated people demand specific re-
habilitation care. In that sense, the professionals
need to be prepared to work competently.

The staff from the health service came to my house
twice to do the dressing, but the second time the girl
got frightened and insecure, then I didn’t want that
anymore (08FXVII).

I went to Palhoga, there was a bone physician
there, an orthopedist. He said: ‘I don’t want those pa-
pers of yours, I want other tests’. I did the tests. When I
returned, he said: "you cannot use your leg. Everything
will rot inside your leg. You have diabetes” (O8FV).

This rehabilitation process includes the
acquisition of the prosthesis and the respective
forwarding, but there is not standard for the care
and the trajectory. In addition, the disuse of the
prosthesis is identified.

The forwarding started at the hospital with Dr.
Y, he knew Dr. X. from the Rehabilitation Center. He
elaborated a document, we scheduled the appointment
[...] it took two years for the prosthesis. Before that, we
bought a prosthesis that did not work [...]. I spent one
year without prosthesis (10MIX).

A year and a half to get the prosthesis, you need
the cardiologist to see how the heart, kidney, lung is
doing [...]. I got a temporary one to thin the leg and,
after I had used that for three months, I would get a real
one to fit and stay there, but they said there’s a crisis,
the government should first pay for the prosthesis for
me to get it (0OOMVIII).

Finally, based on the report, a different in the
prosthesis material is perceived, when it comes
from the SUS or not.

The quality of the SUS prosthesis is bad, the parts
are all national. It's a good prosthesis if you can’t get a
better one, but it’s uncomfortable and, as I was already
using mine, which is different, when I got the SUS’, I
continued using what I had (08FXVII).

DISCUSSION

The study findings with regard to sex and
amputation cause indicate what the other studies
also evidence. That is, men and the baseline disease
DM predominate with regard to amputation. DM

is a risk factor for amputation.”!!

As observed, the participants’ education
level is low, based on which it is considered that
knowledge deficits, especially in the male popu-
lation, about the importance of health promotion
and disease prevention, influences self-care'
actions and their “competence” to contextualize
their rights in the health care process. The research
participants, whether married or not, live with
their family, legitimizing it as support for health
promotion and disease prevention.

It was verified that the causes leading to
amputation can be triggered by a chronic illness
as well as by trauma, the latter determined by
external causes. Despite different motives for the
amputation, however, the care process is the same.
In other words, based on the statements, it can be
inferred that, despite the stakeholders’ different
ages and needs, both end up in the same health
care context: slow and fragmented.

The feelings triggered by the imminent am-
putation are similar in the people going through
this situation. After all, both are confronted with a
new living condition, besides the duality between
the need for the surgery and the “refusal” to lose
part of themselves.”” Hence, accepting that the
amputation is the best option is not easy, as the
way the people see themselves in society changes,
giving rise to countless problems. The patients are
wounded for the situations triggered with regard
to their new condition; they are not prepared to
discern what is ideal to establish better living
conditions.

When prioritizing the opinion of people to
whom an amputation has been indicated, it should
be considered whether they knew their condition
and that certain conducts will directly influence
their recovery. The care provided needs to be
focused on an effective intervention, aiming to
protect the victims. Hence, the following question
is raised for reflection: is protection the conduct
that attends to the “desire” of the patient, even if
the professional is aware that more suffering will
follow? What are the consequences of taking and
following that decision? What impacts can result
from the use of other options? The bias of the best
intervention is often to deliberate on what is the
best thing to do, taking into account the complexity
of this type of care.

Permitting the practice of autonomy means
offering information on the best conducts to be
taken; it means inserting the patients in the care
process; it means knowing how to listen to them,
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knowing their weaknesses and providing for tools
for them to feel capable and responsible for their
recovery. Thus, the respect for autonomy is re-
lated to enabling the person to move beyond their
concept of dependence.' It should be underlined,
however, that so-called autonomous persons can
also make mistakes in their decisions made, as
the conditions experienced at the moment of the
decision directly interfere in their actions.

Itis believed that clarifying the risks and ben-
efits of care delivery avoids any bottleneck in the
conduct taken. It is fundamental for the patients
to know the pros and cons of the care performed,
so as not to create mistaken expectations regard-
ing that care.

One of the reports evidences the action of
preserving life, where the most objective of care
was to hemodynamically re-establish the person,
turning the attempt to save the limb into the
second option. In this context, deciding on what
conduct to take requires countless reflections,
although it is important to establish those that per-
mit better living conditions. In view of a vulnerable
being at imminent risk of death, the act of protect-
ing is to recover the hemodynamic balance. The
participant’s discourse reveals that he understand
the sequence of conducts followed. Nevertheless,
this person expressed that he felt weakened in
view of the situation and was incapable of fully
participating in the care process. That situation
contains a paradox: one lives in a world in which
technologies emerge all the time that aim to grant
better living conditions to the people who need it,
so why not think of the combined possibility of
guaranteeing life, saving the limb and permitting
a better quality of life at the same time?

The multidisciplinary activity results in
greater safety with regard to the decision made,
permitting greater benefits for the people consid-
ered as risk groups. The professionals” experience
and the available technological apparatus are
aspects considered in the care strategies adopted,
in accordance with the complexity of the lesion."

The health professionals should acknowl-
edge the needs of the patients submitted to the
amputation, so that the orientations provided
influence the short, medium and long-term recov-
ery and, hence, the prevention of health problems
associated with the amputation. The care the team
provides should move beyond the physical and
prosthesis focus; after all, in the course of the en-
tire amputation process, psychological and social
interventions are also essential.’®

The people who receive care sometimes do
not know that that care is a right and not a favor
granted by the person who provides it. In that
sense, one of the participants praises the health
team’s activities. It can be inferred, however, that
compliments for the professionals” care evidence
the patients” lack of knowledge of their right to
high-quality care.

The bioethics of protection is one way to
reflect on the functioning of the public health sys-
tem structure, in which the State is responsible for
resource management, social control and qualified
human resources® and for providing/developing
techniques aimed at reducing the stakeholders’
disabilities.*

In the study participants’ reports, it is high-
lighted that interdisciplinary actions are a problem.
The amputated people see the professionals in an
isolated manner; the function of each is acknowl-
edged, but not the perceived importance of interdis-
ciplinary care. Nevertheless, in a multidisciplinary
team’s care process, when acting in an interdisci-
plinary manner, communication is more effective
and, consequently, the patients’ recovery and re-
habilitation process can be more satisfactory.!" 1718

Knowing how to listen is essential; this con-
ception is also articulated with the professionals’
attitudes and work conditions. As early as in 2003,
the Federal Government launched the National
Humanization Policy, aiming to promote commu-
nication among managers, workers and patients
attended by the Unified Health System (SUS). In
that policy, it was indicated that, although the
patient is co-accountable in health production,
the care and management of the work processes
should be focused on the needs of the citizens who
seek care. Thus, Humaniza SUS, during the ten
years since its creation, has aimed for knowledge
exchange and multiprofessional teamwork based
on cross-sectionality."

As observed, the precarious infrastructure,
associated with nonchalant care, leads to inap-
propriate care delivery, infringing on the rights of
the people who need it. Health professionals are
educators who should promote health and prevent
diseases and complications, reducing the problems
that affect the vulnerable society.” Therefore, it is
the duty of the State to offer a qualified and valued
team and guarantee infrastructure and quality.
Nevertheless, simply presenting policies is not
sufficient, but means are needed to execute them.
Rights have been gained through the constitution
and they have to be respected.
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The reports showed that, when care is pro-
vided in an isolated manner, the expected outcome
may not be evidenced. Therefore, it is considered
that a treatment plan centered on the person
should be comprehensive and developed from the
start of the rehabilitation process.'”?’ Rehabilitation
should be planned even before the amputation,
because the team understands the importance of
the early establishment of rehabilitation.

According to one study, health profession-
als, particularly in primary care, feel unprepared
to deliver care to disabled people, especially
people who were amputated, showing the lack of
knowledge on the importance of rehabilitation.!
The National Health Promotion Policy determines
that primary health care should solve most of the
health needs evidenced by the population.

In that perspective, it is considered that a
knowledgeable health team can plan, organize,
develop and assess actions that grant better living
conditions® to wounded people.” Nevertheless,
the professionals’ lack of preparation is evidenced,
which exacerbates avoidable situations, turning
the recovery process even slower than expected.”*

The study also evidences the team’s lack of
experience in comprehensive care to amputated
people and their relatives. These individuals figure
among the people who display multifactorial con-
sequences due to the new living condition which,
by itself, turns into a challenge for the profession-
als involved in care.

As regards the acquisition of the prosthesis,
it should be reminded that, in the state where the
study was developed, there is only one referral
center for rehabilitation, which is unable to attend
to the demand. This problem directly influences
the rehabilitation process of amputated people.
After all, care planning should be centered on the
patient’s social wellbeing and developed at the
start of the rehabilitation process."”

Hence, questions are raised on the State’s
responsibility in resource management. In 2012,
the Care Network for Disabled People was created,
which offers financial incentives for specialized
rehabilitation care centers, with a view to guaran-
teeing access to the people who need the service.*

Based on the analysis of the reports, it is
considered that the care trajectory the study
participants followed was disorganized and that
there is a lack of information about each person’s
rights with regard to the new condition. This find-
ing differs from the legislation in force in Brazil.
Article 23 in chapter II of the Federal Constitution

determines that the Union, State and Cities are
responsible for offering public health and care
conditions to disabled people.’ In that sense, the
Care Network for Disabled People emerges to
permit the execution of this right guaranteed in
the Federal Constitution.

One of the participants addressed the quality
of the prosthesis material. After all, bad-quality
material directly influences the use of the pros-
thesis or not. The decree that establishes the Care
Network for Disabled People determines on the
availability of resources to purchase materials in
order to offer prostheses.”

Concerning the non-acquisition of the pros-
thesis, this is related to the bureaucracy required in
the course of the amputation process, evidencing
yet another situation of vulnerability. In that sense,
the State should contextualize the bottlenecks and
excess bureaucracy and permit guaranteeing that
the people who need it can get such prosthesis.

Again, the Care Network for Disabled People
emerges to eliminate the difficulties to get access to
rehabilitation services, besides the other services
of the Health Care Network.” As something in-
novative, however, the results of this network
will be evidenced in the future, which cannot be
distant, as society needs to feel safe in view of the
available care services.

CONCLUSIONS

The study permits reflecting on care for
amputated people from a bioethical perspective,
considering that studies on this theme focus the
discussion on the stakeholders’ characteristics, the
professionals’ care and the amputated people’s
experience. In other words, no previous studies
are available that analyzed the bioethical aspects
of the health care process for amputated people.

Therefore, it was considered that the bioeth-
ics of protection and intervention is a productive
possibility for the process of reflecting on the care
delivered to amputated people. It is highlighted
that both contribute to the detailed arguments on
the several and different subsidies deriving from
public health policies that can intervene in the
quality of care delivery and transform the people
submitted to the amputation or not, enabling them
to reflect on their rehabilitation and new living
condition.

In addition, in the interval of almost four
years since they were submitted to the respective
amputation, a precarious situation of physical, so-
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cial and economic independence was evidenced. In
short, these qualitative research results do not per-
mit generalizations but questions: is these people’s
right to citizenship being guarantee? The question
is: the amputated people and/ or the health team’s
lack of knowledge, or the disorganization of the
health care process?

Studies are needed that focus on the ac-
tivities of amputated people, observing whether
they readapt to the new living condition and
develop a high-quality life or not. As evidenced,
the professionals’ activities in the course of the
care process to disabled people are relevant for
their rehabilitation to the “new life”. Based on
these professionals’ perspective, the care network
should be acknowledged that is established for
care to disabled people.
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