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ABSTRACT

The present study was designed to examine the nature and severity of

psychological pain and distress associated with limb loss and explore its

psychosocial consequences. Theprimary aim ofthe study was to determine the

predictive relationship between familial social support, self-esteem and

psychological adjustment of amputees. The study further attempted to

evaluate the role of various psychosocial and demographic factors in the

process of successful adjustment to amputation. In order to answer the

formulated research questions and test the study hypotheses Familial-Social

Support Scalefor Patients (Nousheen and Kamal 2001), Self-Esteem Scale

(Rifai and Tarig, 1999) and Psychological Adjustment Scale (Sabir, 1999)

were used. The data was gatheredfrom the surgical and orthopedic wards of

different government and private hospitals of district Peshawar, Khyber

Pakhtunkhwa. Thefindings of linear regression analyses revealed significant

prediction ofsuccessful psychological adjustment dueto positive self-esteem

and adequate familial social support. Result confirmed that support tends to

increase an amputee’s ability to perceive positively the reality of this tragic

incidence and also help them to cope with the stress and anxiety produced by

limb loss. Moreover, familial-social support increases an amputee’s level of

self-acceptance, self-competence andself-esteem which in turns helps them to

adjust successfully to the terrible incidence of amputation. Analyses of

variance and t-test analysis demonstrated significant differences in an

amputee’s level ofself-esteem and psychological adjustment on the bases of

gender, age, educationalstatus, cause, time since amputation and ability to do

iv

 



 

normal routine tasks. The present study affirmed that one of the greatest

difficultiesfor an individual experiencinglimb loss is not only to triumph over

the physical pain of amputation surgery but also to overcome the

psychological and social stigma associated with loss of limb. Amputees need

assurances and supportfromfamily and community in order to overcometheir

post amputation fears and doubts. It emphasizes that psychological

intervention is very essentialfor the amputees to bring them out oftheir shell

and make them adjust in society by letting go off their amputation trauma

feelings. The current research suggested that an enrich and stimulating

environment should beprovided to these people in order to help them to adjust

to their disability in a positive growth promoting way and become productive

and contributing members ofthe society
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CHAPTER-I

INTRODUCTION

Limb Amputation is indeed quite devastating and heart-breaking

incidence both physically as well as emotionally. Cutting off limb from body

is excruciating and the worst nightmare for every human being on earth

(Pardasaney, Poonam, Sullivan, Patricia, Portney, Leslie, & Mankin, 2006).

Therefore, it is quite apparent that any individual who goes through acquired

limb amputation experiences most gloomy days ofhis life and it takes him

some time before he can get over this shock.

Amputation in itself is a generic term which simply means removal or

cutting off. Acquired limb amputation or surgical removal of any bodypart is

a treatmentstrategy for the diseased, infected or injured limb. The person who

gets any of his body part removed is called an amputee. In the English

dictionary, the word limb has a literal meaning of“an arm orleg” of a person

and the word “amputation” means “to cut off (all or part of body) by surgery”

or “to prune,lop off or remove”. In medical terminology, the term amputation

means “the surgical removal of a limb due to complications associated with

disease or trauma”. Usually the amputation surgery is done to control pain and

prevent further spread of infection or disease in the affected limb (Soomro,

Bibi, Ahmed, Kamran, Minhas, Siddiqui, 2013)..

Amputation is gradually becominga serious problem around the globe

as the number of amputees is increasing at a rapid pace worldwide. At the

 

 



 

 

present time, the commonreasons of growing amputation rate are road traffic

accidents, gun-shot wounds, diabetes, vascular diseases, bomb blasts and

natural disasters (Abou-Zamzam, 2003 & Aragon-Sanchez, 2009). Throughout

the world a large number of studies have been conducted on different

disabilities including amputation. In this respect, the first ever world report on

the incidence of various disabilities was produced jointly by World Health

Organization (WHO) and the World Bank. It was reported that more than a

billion people experience different forms of disabilities around the world and

proper implementation ofrehabilitation programs was suggested to minimize

its consequences as much as possible (WHO, June 2011).

According to the estimates of World Health Organization, almost 30

million people required prosthetic limbs, braces, or other devices in Latin

America, Africa, and Asia combined, in the year 2006 (Aleccia, 2010).

Similarly, studies showed that United States had people more than 110,000

who lost their limbs every year as a result of amputation and approximately

91.7% of such amputations was related to lower extremities (Dillingham,

Pezzin, & MacKenzie, 2002). In addition to this, the national lower limb

Information Center has estimated that on annual basis, 185,000 amputations

took place in the United States and among them 75% of amputates were

above 65 years of age. Furthermore, according to some past records,

approximately 0.4% of the US population was living with limb loss in the

United States in 1996. (Ehde, Czerniccki, Smith, Douglas, Campbell,

Edwards, Jensen, Mark, & Robinson, 2000)..

 

 



 

The rate of various pathologies leading to limb amputation varies from

one place to the other. Trauma, diabetes, infections, and bone cancer are the

Pervasive cause of amputation in developing countries while peripheral

vascular disease is the common cause of amputation in case of developed

countries (Abou-Zamzam, Teruya, & Killeen, 2003: Olasinde, Oginni, &

Bankole, 2002). Moreover, majority i.e. 80 to 90% of amputees in developed

countries are mostly above 60 years of age while in the developing world, the

mainstream amputees are of young age (Masood, ali, irfan., mustafa, ghulam,

2008). However in the underdeveloped countries like Pakistan, complications

of diabetes is the leading cause of limb amputation followed by trauma or

accidents (Jawaid, et al. 2008). According to the disability statistics of

Research and Development Department of Pakistan (2012), physical

disabilities including amputation is the most commontype ofdisability among

all the other forms ofdisabilities

Table-1.1: Some Facts about Disability Rate in Pakistan
 

 

 

 

 

 

 

 

¢ Atnational level the total population ofdisabled people 5.035 million

¢ Thedisability rate 2.65%

« Disabled populationofrural areas 65.7%

je Disabled populationofurban areas 34.3%

e Disabled male population 58.4%

\¢ Disabled female population 41.6%

¢ Physically crippled population 19.2%

© Province with Highest disability rate (Punjab) 55. 9%     Source: People with disabilitics (PWDs) statistics, 2012. Research and
Development Departmentof Pakistan.

 

 



 

 

1.1 History of Limb Amputation

Lookingat thehistorical research, we come to know that acquired limb

amputation is being performed since ancienttimes andit is reckoned as one of

the oldest specialties in the field of surgery when even proper surgical

techniques were also not found to conduct safe surgeries. Archeological

findings proved that amputation procedures were also conducted in ancient

times. Similarly past studies showed that limb amputations were performed

during Neolithic times as well (Davies & Datta, 2003).

The evidence of limb amputation was found from saws of stone or

bone and also bone stumpsofskeletons of that period. The book of “Vedas”

revealed the first recorded amputation incident and prosthetic replacement.

Rig-Veda was the oldest of all Vedas and its date of compilation go back to

somewhere between 3500 and 1800 B.C. This book narrated the incident of a

battlefield where Queen Vishpla amputated her leg and after her wound was

healed, an iron leg was fitted to her bone stump through which she was able to

walk and returned to the battlefield (Franchignoni, Orlandini, Duccio,

Ferricro, Giorgio, & Moscato, 2004; Gallagher & MacLachlan, 2004).

Amputation was performed as the last option until 100 A.D. During

that time, Archigenes and Heliodorus started to use this procedure for tumor,

ulcers, injuries or deformities. But over the centuries, the techniques of the

amputation did not change muchand only the use of hotoil was introduced to

prevent blood loss. However the surgeons in ancient Greece or Rome handled

the problem ofblood loss by using the technique oftyping off and by legating
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blood vessels during surgery. However, their techniques remained veiled for

many centuries (Miller, William, Deathe, Barry, & Speechliey, 2003).

While discussing about old days techniques, even though limb

amputations existed however, they failed to obtain desired results. At that

time, amputations were made only to remove dead tissues from the body. This

limitation existed because the ancient doctors did not know the surgical

techniques to control blood loss or hemorrhagingas a result ofcutting healthy

arteries while performing the surgery. Such complications were life

threatening for the patients. However to avoid such complications as much as

possible, doctors used to rely on speed, in order to minimize pain and obtain

desirable outcomes (Mayfield, et al. 2001). However, the high mortality rate

did not decrease until anesthesia and other techniques were introduced. With

time, new operative techniques and better surgical instruments were

introduced into the medical to avoid surgical complications in amputation

surgeries

According to studies (Dettmers, et al 2001), major advancements in

the field of limb amputation were made during wars. These studies showed

that the major advancement in limb amputation surgery was the introduction

of tourniquet by a French military surgeon Ambroise Pare in 1674. Ducto the

use offatal weapons and injuries in the battlefield, Pare felt the need of more

effective methods for treating his soldiers and was known forreintroducing

the technique of legating blood vessels. It enabled the surgeons to control

blood flow during the amputation procedure in a better way. Another



 

 

noteworthy technique introduced by Pare was the introduction of an artery

forceps during sixteenth century (Kirkup, 2007).

The innovation of anesthesia was a remarkable improvement in the

world of surgery which was developed in 1840s. All such developments were

put into practice during the American civil war in which around 500,000 limb

amputations were conducted. The bullets used in the wars during that era used

to crushthe tissue and in those cases amputation was the only solution to save

the life of almost 75% of patients from battlefield (Tadmor, et al. 1997).

Comparing with today’s standards, those amputations were performed

following no hygiene and the fatality rate was quite high. In fact, one patient

out of four used to die after limb amputation surgery as it was necessary to

amputate patients from the battlefield in 24 hours in order to save their lives.

Mostly, the deaths were caused because of the surgical infections and due to

non-sterile use of tools in surgeries. It was the British surgeon JosephLister

who introduced the concept of sterile surgery which was a life-saving

advancement and which saved many lives by maintaining standards ofsterile

surgery (Deerochanawong, et al 1992).

1.2 Cultural Perspective of Amputation in Ancient Times

Studies revealed that amputation has its roots in culture as well as in

religion. Anthropological studies of cave paintings demonstrated the evidences

of limb amputations which were held in ancient times (nearly 36000 years

ago). Most of such amputations were self-mutilated.in order to please god

during religious ceremonies. In addition to this, Peruvian paintings have also

been found showing amputees in South America (Smedley & Smedley, 2005).

 

 



 

 

Moreover, in some cultures, amputations were conducted as a judicial

punishmentfor crimes. In Arabic culture, foot was amputated for being lazy,

both arms for being rebellious and a handfor theft. The religious figures were

also characterized by amputations. For instance, an ancient God, Tezxatlitoca

was a right foot amputee. New Hah who was Cetlic Irish God was portrayed

with finger prosthesis because of his left arm amputation. In those cultures

prostheses were often used in order to fill the functional, physical and

psychological gap left due to limb loss. Considering the paintings, myths,

legends and otherstudies from past, striking similarities can be seen between

the amputation and prosthetics’ used in ancient times with those which are

used now. However, it is also a candid truth that people in the past were not

inclined much towards amputations andthey preferred dying over amputation.

For instance, in ancient Egypt, people feared amputation more than they even

feared death. They even believed that amputation is going to affect the

amputee in the life after death (Van Houtum & Lavery, 1996).

Oneofthe earliest amputation incidents in the history of Egypt can be

found during the reign of Amenhotep II in 1500 BC. The remains ofmummies

also revealed the use ofprosthesis that was used to function at the place of an

amputated righttoe. It was made up from leather and wood. Accordingto their

belicf, such prosthesis would be helpfulin afterlife of the amputee (Gallagher,

2004).

In short, from ancient times until today, acquired limb amputation is

considered to be necessary as a life preserver after non-surgical treatments

have expired or failed. After discussing the great advancement in limb

 



 

amputation techniques, we shall later have a look at how modem day limb

amputations are performed and how surgeons manage them at the present

time.

1.3. Amputations: At present.

Nowadays, amputation techniques have improved significantly. For

instance, to conduct an amputation surgery, the patient is given general or

local anesthesia. General anesthesia makes the patient unconscious for the

entire course of surgery. On the other hand, local anesthesia is used only to

numbcertain area of patient’s body while the patient remains conscious during

surgery (Gallagher, et al 2001). During the limb amputation surgery, the

surgeon cuts through different layers of body tissues that may include skin,

muscles, nerves, blood vessels and bones. Brief descriptions of how these

steps are performed are discussed below:

1.3.1 Skin

Medical research showed thatfirst step in limb amputation surgery is

to cut through the patient’s skin. The cutis preplanned and therefore it only

leaves a scar at the place of the cut (Geertzen, et al 2001). The location of the

cut is extremely important so that later it does not rub against the joint where

the prosthetic limb is connected with the body.

1.3.2 Muscle

According to the studies, muscle is the maintissue that is being cut by

the surgeon during the course of an amputation surgery. They also have to

give attention to the shaping and arranging ofthe remaining muscle tissues

because it then provides significant padding around the bone after limb

 



 

 

amputation. This kind of padding is vital for maintaining a healthy base and

also it is very essential for the appropriate fitting of prosthetic limb to the

patient (Cvetkovich, 2003).

13.3 Nerves

After the surgery the doctors have to take special care to deal with the

remaining stumpsofthe nerves since they carry sensory signals like feelings

of pain. To minimize pain, surgeons cut the nerves from little above the

amputation point and the nerve endings are stitched into the surrounding

tissues. This procedure is necessary as to control unwanted regeneration of

nerve endings that may grow to form a mass called neuroma which can be

quite discomforting and source of pain for the patient (Davies & Datta, 2003).

Therefore, surgeons try to minimize painofthe patients by isolating the nerve

endings from the areas of motion andtry to keep away the nerve endings from

larger blood vessels which pulse with heartbeat (Hagberg, 2001).

1.3.4 Blood Vessels

Blood vessels of patients are tied firmly in order to control the

excessive blood flow. However, surgeons also pay special attention that the

blood supply to healthy tissues is not stopped by completely damaging the

blood vessels (Geertzen, et al., 2001).

1.3.5 Bones

Once the surgeons cut the required bone, they spend some time

smoothing any sharp edges which might be a source ofpain later or which

mightinterfere with the healing process by rubbing against the surrounding

tissues. During the surgery, surgeons keeps in mind the issues concerning

 
 



 

bone healing and also how the remaining bone will behave with prosthetic

limb (Davies & Datta, 2003).

1.4 Causes of Acquired Limb Amputation

Amputation may result from many reasons, ranging from medical

causes to surgical necessities. It may occur at the place of an accident, in an

animal attack orin a battlefield. It is specifically used for the patients who

have met irreparable damage to their limb due to any reason (Mayfield &

Sugarman, 2000). The common causes of amputation can be classified into

Trauma, Tumor, Diabetics, and Peripheral Vascular Disease.

1.4.1 Trauma

Traumarefers to conditions in which a limbis severely injured in some

accident or attack (Cvetkovich, 2003). It is associated with automobile

accidents, train and subwayaccidents, falls, factory mishaps, fire, electric

burns, warfare traumas, etc. In such cases, sometimes limb amputation may

becomea necessity for instance, in cases ofblast injuries, people are wounded

by explosive devices which require amputation. Avulsion injuries in which a

body part is tom off ic. a dog bites off a finger, also requires acquired

amputation. Morcover, the guillotine injuries in which a limb or body part is

completely torn off from the body in an accidentlike cutting off a finger while

using power saw (Caruth, 2010). Furthermore, severe burns by chemicals

sometimes also trigger an immediate need for limb amputation. It must be

remembered that amputation is considered in such cases in which there is very

little or almost no chance of saving that affected body part. Therefore, if

 



 

doctors think that amputationis essential for a quicker recovery or better and

long lasting outcomes then they will eventually suggest amputation.

1.4.2) Tumor

Limb amputation is also used to treat cancer and to remove the limb

part which contains tumor. Somehealthy tissues are also amputated in order to

make sure the tumoris completely removed from the body (Jain, 2005; Serlie

et al., 2001). Howeverin present time, amputation is carried out only when

there is no other option left for the doctors to ensure patient’s safety. MRI

scans tissue examination and helps the surgeon in deciding how muchpart of

the limb needs to be removed in order to eradicate tumor from the body. In

addition to this, surgery is planned in a way to leave behind cuffed bones

which can later be fitted easily into an artificial limb or prosthesis after

amputation (Maeda et al, 2000). However, after the surgery it is essential for a

person to learn the use ofartificial limb so that he can adaptto it as soon as

possible.

1.4.3 Diabetes

Past researchers have suggested that series of factors can lead towards

amputation and one of them is Diabetes (Bacci et al., 2002; Horgan &

MacLachlan, 2004). According to past research, diabetes is a condition in

which the pancreas of human body stops producinginsulin andas a result the

sugar level in the blood becomes too high (Heller & Pishko, 2001; Tepper et

al., 2002). The high level of sugar in the blood can damage nerves or blood

vessels particularly those present in the fect. As a consequence of nerve

damage, the sensation in feet is reduced which results in injuries or ulcers

 



without realization. The damage done to blood vessels can also reduce the

supply of blood to the feet. As a result, ulcers or wounds take longer time to

heal and are most likely to become infected. Such infections are also inclined

to spread rapidly and infect other body parts including the leg (Khader, et al

2006). Hencein such cases, amputation becomes necessary in order to prevent

further spread ofinfection. It is also essential to seek medical assistance early

in order to avoid amputation.

It is believed that people with diabetes are 15 times more prone to limb

amputations than those without diabetes (Taylor, et al 2005). In addition to

this, some of the statistics reveal that aging population, early detection of

diabetes and peripheral vascular disease are giving more hype to limb

amputations surgeries around the globe (Sandeep, ct al 2004).

1.4.4 Peripheral Vascular Disease

Peripheral Vascular Disease (PVD)also referred as Peripheral Arteries

Disease is also one of the widespread causes ofacquired limb amputation.It is

a common condition in which there is an accumulation offatty deposits in the

arteries that restrict supply of blood to the leg muscles. In somecases,critical

limb ischemia (CLI) can occur in one or both legs (Ouriel, 2001). CLI comes

under PVD and it can sometimes be treated by angioplasty or bypass for the

restoration of the blood to the affected leg (Hirsch, et al. 2006). However, such

treatments are more successful if performed carly. However, if these

techniques do not work then patient might have to go through limb

amputation. Studies showed that PVD is considered to be the most common
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cause of limb amputation in adults while PVD is not commonin the pediatric

age group(Iribarren, et al. 2000; Shepherd, et al.2002).

Some other common reasons that might lead to limb amputations

include cancers which develop inside the skin or bone ofthe limb.It also

includes osteosarcome (bone cancer) or malignant melanoma (skin cancer).

Serious infections like bone infection of osteomyelitis or necrotizing fasciitis

which is also known as flesh-eating bacteria, may also result in amputation of

the affected leg. A rare condition of Buerger’s disease in which the blood

vessels that supply blood to hands, arms, legs and feet are swollen and

blocked. As a result, gangrene and infection can occur. The treatment forthis

disease is also limb amputation (Kawamura, 2005)

1.5. Types of Acquired Limb Amputation

The major types of amputation may either lower limb amputation or

upper limb amputation

1.5.1 Lower Limb Amputation

Past studies explain that lower limb amputations can further be

classified into manytypes.Firstly, foot amputation involves amputation oftoe

or fingers of the patient and such amputations mainly affect walking and

balance. Ankle disarticulation is the amputation of entire ankle. However,

such amputees can still move without prosthesis if motivated well (Ehdect al.,

2000; Gibson, 2001).

 



 
  

Below Knee amputations are also called transtibial amputations and

such amputations are performed above ankle but below the knee. These

amputees are made to wear prosthesis as it is difficult for them to put any

weight on the remaining stump. Knee is not amputated here, only the part

below is removed. Adding on Knee bearing amputation is a complete removal

of the lower leg (Horgan & MacLachlan, 2004).

Above knee amputation is also known as transfemoral amputation and

they are made at thigh level. The remaining stumps cannot bear the weight of

the entire body however; a personis still able to sit upright. Hip disarticulation

is type of amputation which removes complete bone of the leg. Surgeons

might leave the upper femurfor stability for a suitable place for prosthesis to

be ableto fit (Taylor et al 2005).
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1.5.2 Upper Limb Amputations

According to studies conducted, upper limb amputations are further

categorized into hand and partial-hand amputations that include fingertips and

parts of the fingers (Jain & Robinson, 2008; Lotze, et al 2001). Thumb can

also be amputated and in case of thumb amputation, the grasping ability

reduces remarkably. However, when other fingers are amputated then the hand

is still able to grasp things but with less precision.

 

Amputations in which more than one finger is amputated are called

multiple digit amputations. Certain surgical methods are used to reconstruct

muscles to enhance grasping capabilities of an amputee. Wrist disarticulations

amputations involve the amputation of the hand at the wrist joint. Plastic

sockets are available nowadays that can be fitted to serve as a wrist.

Metacarpal amputations involve amputation of the entire hand up to wrist. As

a result, an amputee is completely unable to grab objects around him. Elbow

disarticulations amputations are also known as trans radial amputations. They

involve removal of the complete forearm at the elbow.It leaves a bulb shaped

stump that can bear weight (Kooijman, et al 2000).
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1.6 Psychological aspect of amputation

Psychological state of an individual is an important aspect of human

life and it consistently plays a major role in understandingthe total wellbeing

of a person. In case of amputation, it is commonly observed that the main

focus is given to the physical aspect of this unfortunate incidence and the

subsequent psychological burden it carries along with itself is usually ignored.

Moreover, the amputees are not given much psychological attention unless

they start showing some psychological symptoms and abnormalities in their

behavior.

Furthermore amputation influences dailyactivities of life, participation

in activities and overall quality of life. Studies (Grouzi, et al 2009) revealed

that as a result of limb amputation, lifestyles of amputees are changed, source

of living is partially or completely affected and it also changes the way people

think about themselves. Therefore, it would not be wrong to say that

amputation not onlyaffects people physically but also economically, socially

and psychologically.
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As far as a psychological reaction to amputation is concerned it varies

from situation to situation. Studies have revealed that the context of

amputation plays an important role in the prevalence of associated

psychological reactions (Bisschop, et al. 2004). Immediate reaction to

amputation depends on number offactors such as whether it is an accidental or

traumatic amputation orit is a planned one. Whether it had occurred due any

chronic disease and long term illness or was the result of any unexpected

stretch of infection (Parkes, 1975).

Recent research shows thatit is quite commonfor an amputee to grieve

or mourn over his amputated limb and the body image he used to havein the

old days (Desmond, 2007; Horgan & MacLachlan, 2004). An individual might

go through different stages in order to adjust and adapt. However, it might

take some time, depending on the person’s acceptance, to come to terms with

his disability. A brief review of different research on the psychological aspect

of amputation duringthe last decadeis as follow.

Table-1.2: Historical Summary of Researches on Psychological aspects

of Amputation
 

Authors Nameofthe article Results

 

| Sccnina Psychological and amputation, the more likely to be

| Washington Demographic Factors in depressed. Males reported higher rates of

Individuals with Lower depression than females. Depression was

i

|
i

The Relations among The younger the person at the time of

i

j

 

   

-
a) Limb Amputation positively correlated with social support

from friends but not from family

Janet ,Cater Traumatic Amputation: Social support and positive attitude are

(2012) Psychosocial important factors in positive adjustment

Adjustment OfSix to amputation. Active coping skills
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Army Women To Loss correlate with positive adjustment to

OfOne Or More Limb amputation

Theeffects of Amputation has proven to have serious

Nellie amputation on Body psychological, social and economic

Njambi image and well-being - impact on the lives of people and results

A systematic literature in loss of many physical functions and

Oe review abilities that were once taken for granted

Sarah Body image: an Individuals with higher pain and a shorter

Eskandari, important factor for period of time since amputation were

(2011) Adjustment to more depressed, anxious and had poorer

amputation quality oflife

Srivastava 'K. A Study of In the carly stages of amputation, the

etal. Psychological reactions can be in the form ofdisbelief,

(2010) Correlates after fear and panic, rage and anger, grief and

Amputation despair. The late stage effects are in the

form ofdepression and anxiety.

Chaya, G Reactions to Thinking about the impending limb loss

(2007) Amputation: results in classic stages of grief. Among

Recognition and these stages are denial, anger, bargaining,

Treatment depression feelings of passivity and

| being overwhelmed and acceptance

Crosby, M Body image, Whether a lower limb amputation occurs

(2005) self-esteem, and quality in early or late life, apparent differences

oflife in older exist in quality of life between older

individual with lower persons with amputation and age-adjusted

limb amputation healthy norms.

| Hawamdeh, Assessmentofanxiety The longer the time since amputation, the

| Z (2004) and depression after lesser is the prevalence of psychological
lower limb amputation abnormalities which is evident for cither

anxiety or depression, which could be

attributed to psychological adjustments

that follow amputation
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1.7. Psycho-Social consequences of Acquired Limb

Amputation

It is quite natural for an amputee to react psychologically to this tragic

incidence and feel vulnerable, empty and mutilated. Srivastava and colleagues

(2010)stated that psychological pain associated with loss of body parts is not

less than pain and grief experienced by an individual while losing his near and

dear ones. It was further added that in both cases people exhibit similar

reactions. However the immediate reaction are in the form of denial,

amazement, anguish, anger, hopelessness fear, and dread while later on it

takes the form ofanxiety and depression.

All studies on the psychological reactions to amputation confirmed the

increase likelihood of the person’s inclination towards the exhibition of

various psychological symptoms. After the painful surgery of amputation,

almost each and every patient experience psychological maladjustment and

exhibit variety of psychiatric warning signs. Some most frequent reactions are

denial, anger, extreme sensitivity, crying spells, helplessness, loss of appetite,

inability to sleep, self-pity, sense of loss and low self-esteem (Shukla and

Coworkers 1982). Due to limb’s loss, a person loses his confidence and

catches sympathetic and sometimes contemptuous glances of people and

society. They become more self-conscious, short tempered, anxious, and

apprehensive and rejects all kinds of help and support of significant others

such as family and friends (Desmond & MacLachlan, 2006). . It drastically

shattered the mentalstate of an individual and increases the tendency towards

the exposition of various psychological symptoms. Furthermore, due to

societal unfavorable attitude and discriminatory such people are more  



 

susceptible to mental and psychological strain and their behaviour is more

likely to produce many maladjustments issues in these amputees

Moreover, along with countless physical, psychological and social

problems faced by an amputee, limb loss of any family member also disturbed

the normal functioning of the whole family and has everlasting effects on the

whole family.

1.8 Impact of Amputation on the Family

Past Studies show that limb amputation or physical disability of any

memberof the family leaves the same scares of shock, depression and anxiety

on the rest of the family too along with the amputee himself (Ferguson,et al

2004). However, usually the emotional setbacks of families are not given

much importance as most ofthe attention is immediately shifted towards the

amputee. Therefore, it would not be wrong to say that even though the

families go through the same trauma and conflict, but they haveto face it in

isolation without even showing the grief in front of their amputated family

member.

Physicaldisability of a family member also affects the entire family, as

they function as a single unit. For instance, if an amputee was the only

livelihood camerin the family then after his amputation, family will not be

able to depend on him as they used to before this incidence. Due to such

reasons, his/her financial status, social contacts and entertainment activities

might also dwindle. In additionto this, the role of amputee in the family might

change from being independent to being dependent (Breakey, 1997:
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Rybarezyk & Behel, 2008). Therefore, families must also learn to adapt to the

new changes and should give an amputee enough confidence and strength to

deal with this heartrending incidence oflife. Moreover, all such factors also

determined their psychological responses to loss of limb.

1.9 Determinants of Psychological Response to Amputation

Past studies reported that the psychological response to limb

amputation depends on a large number of socio demographic factors (Peirano

& Franz, 2012; van der Schans, et al 2002). Some of the most important

determinants of psychological response to amputation are as follow:

1.9.1 Age:

The difficulty of psychological adjustment with the reality of

amputation varies with age (Ahmad, 2011). Findings of study conducted by

Crosby & Miller (2005), also confirmed that young amputees have more

problems while adjusting to their amputation as compared to aged people.

The younger the amputee at the time of amputation, the more likely he may

develop depressive symptoms.

1.9.2 Gender:

Studies showed that the reaction of males towards amputation is

different than females. Njambi Mugo (2010), found in his study that males

accept the reality of this lose earlier than females. They actively try to adjust

to this new change successfully and return to their normallife responsibilities

as quickly as possible. On the other hand, females may take time and they

think to search different modes to pull through this trauma. Conversely
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Washington (2013), observed that the rate of depression however is greater in

males as compared to females.

1.9.3 Personality Style:

It is usually observed that people who are over conscious abouttheir physical

appearance are mostlikely to react to the loss of limb in a negative way. It is

a biggest setback for them and they think that their personality will not look as

attractive as it looked before amputation. On the other hand, someindividuals

might accept the change in its practical terms without creating much fuss

aboutit (Srivastava, et al., 2010).

1.9.4 Economic and Vocational Variables:

The main bread ecarmers of the families suffer most adverse

psychological problems as limb loss influences both their earning and

livelihood (Shultz, et al 2011; Tang Castle, & Choong, 2015). They feel

emptiness and maythink as if the purpose for their existence no longerexists.

On the other hand, people who were mainly dependent on their families will

adapt to the change somewhat quickly and they maystart living with their

usual activities with slight changes in theirlife style.

1.9.5 Nature of amputation

The nature and cause of amputation is equally important in respect to

the exhibition of psychological response to amputation (Fisher & Hanspal,

1998). In cases of traumatic or accidental amputation, the person is not

mentally prepared for this loss and instantly reacts with denial and rejection.

Such people are usually at high risk of developing depression and other

psychological symptoms as compare to those who acquire this condition as a

 
 



 

result of infection or disease (Livnch & colleagues, 1999). People who

undergo planned amputation for the treatment of any disease or infection may

take time to accept the necessity of this procedure and may notreact strongly.

They usually have a realistic acceptance of this unavoidable incidence and

hence cooperate with the treatment team (Williamson & Walters, 1996).

1.9.6 Health status

Past research shows that the young adults who lose limbs due to

traumatic accidents have more chances of survival and quicker recovery than

old and weak adults (Barak, 2007; Sinha et al., 2011). The older people’s

bones are also weak and their bodies do not accept the change so easily. On

the other hand, young adults are more easily able to adjust to their new

lifestyle. Because of overall good body health, the recovery time is also fast

and their inclination towards the use of artificial limbs is also more

commendable which ultimately leads to effective psychosocial adjustment.

1.10 Amputation and Familial-Social Support

Successful adjustment to limb loss not only depends on the health

Status and personality traits of an amputee but also depends ontheattitude of

family members and availability of adequate social support. Findings of the

previous research (Lai, et al 2000) confirm the importance of adequate family

support by stating thatthe attitude of family members sometimes facilitate or

hinders their adjustment to amputation. Engstorm and colleagues (2001) also

stated that family is one of the biggest supports for the amputee and their

reaction determines how the amputees cope with this tragic incidence. It was

found that without social support such patients cxhibit more severe  



 

psychological symptoms as compare to those who have support available.

Similarly Gallagher and MacLaclan (2001) also examined the psychological

adjustment of a group of amputees and found that social support was an

importantfactor in their process of adjustment to amputation

According to research, people without family like widows suffer more

from the psychological effects of amputation (Bekrater-Bodmann,et al 2011;

Haythornthwaite & Benrud-Larson, 2000). It is difficult for them to learn to

adapt to physical change than people who have families who can provide them

with psychological support as they will be able to rehabilitate more quickly.

Moreover, they will always be ready to provide a helping hand when an

amputee is not able to manage things because of physical limitations.

However, the family will make sure that amputee’s self-esteem is not hurt in

the process of helping him

Moreover, it is quite necessary for the amputee to communicate with

family members to feel better psychologically (Unwin, et al 2009). In this

way, an individual can share one’s feelings of loss, anger, fright, resentment,

conflict and grievances with one’s family and in response to this; they can

give him moral support and encourage him towards better adaptation. Overall,

family is a big support system for the amputee and the biggest assistance in the

time of need. A study conducted by Longino and Mittelmack (1995) also

emphasized the importance of social support in adjustment of amputation. It

was stated that social environment andsocial support mayserves as a healing

mechanism in the adjustment process of amputation. It is further said that

support of family and friends may help to reduce the level of stress and
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anxiety brought through this incidence and hence positively influence their

adjustmentprocess.

It is commonly noticed that family support is more likely to raise the

self-esteem of the amputees. The support, love, care and attention of the

family ultimately ease the acceptance of this loss without decreasing their

level of self-esteem. In this respect, Symister & Ronald (2003) stated that

social support is closely linked with positive self-esteem. It increases the

confidence level of an amputee and decreases the level of anxiety and

depression. Similarly inadequate support is more likely to increase depressive

symptoms andultimately leads to negative selfesteem

1.11 Self-esteem and Amputation

Losing any part of body is indeed very similar to losing loved one.It is

never easy to acceptthe reality that a person has actually lost one of his body

parts. For many patients the imagination of being amputated is even worse

than reality. It not only affects the self-confidence of an individual but

adversely affects all the central components of quality of life (Taleporos &

McCabe, 2002). The feeling of being handicapped really hurts self-respect of

an amputee and he feels vulnerable while living in the society. Amputation

leaves everlasting scars on the mind and body of amputees which can never be

forgotten for the rest of life. Consequently it leads to feeling self-pity,

helplessness, perceived worthlessness, problems with body image and

decreased self-esteem (Robert, et al 2010).
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Self-esteem is an individual’s perception of one’s skills, abilities and

other personal qualities which usually leads them to various behavior patterns

and cognitive process. In case of any disability including amputationit is

more likely to predict an individual’s perceived rate and extend of nerve

wrecking thoughts and the degree of physical and psychological pain felt

(Panides & Ziler, 1981). As far as the idpediokongtont adjustment to amputation

is concerned, the personal attitude of the patient is very important. Rather than

developing negative attitudes, an amputation should be considered as a useful

step towards the improvementand stabilization of physical condition and

health status. In this respect self-esteem may serves as an important coping

resource. According to Winchell (1995), in case of people with good self-

esteem, the incidence of amputation is successfully incorporated and may

develop as another aspect oftheir being.

It is important to understand that while dealing with amputees, we

should not behave in such a way which might hurt their self-esteem. The goal

of rehabilitation of an amputee must be kept in mind while dealing with him

psychologically. For instance, amputees must be presented with facts in a

casual and encouraging tone so that instead of denial, they come to accept

their loss and begin to adapt to the changes. Horgan, ct al 2004 presented a

theoretical approach to the psychological rehabilitation of amputees by giving

four stages of adjustment. A brief description of these stages is as follow:

1.11.1 Shock

Shock is the patient’s immediate response to any threat for sclf-

preservation, as it leaves the individual emotionally and intellectually numb.
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When the reality of the situation is too much to handle, it results in

defenselessness and leads to disruption of organized thinking. The individual

has no plan of action and is essentially without psychological resources

(Vermuntetal., 2008).

1.11.2 Defensive retreat

Study showed that this is an adjustment phase in which the patient

denies any need for amputation (Atherton & Robertson, 2006). He tries to

engage himself in normalactivities in order to show that he is normal and he

can live life without going through amputation surgery.

1.11.3 Acknowledgement:

In this phase, the patient begins to realize the necessity of amputation

and slowly surrenders to the decision of doctors (Davidson, 2004; Mello, etal

2010). Patient goes through renewed psychological stress and in spite of

feeling depressed about one’s loss; he also begins to think intellectually.

Overall, this makes it easier for him to adjust to one’s her surroundings. Their

relationships with families improve since they do not feel themselves

dependentand frustrated.

1.11.4 Adaptation

According to past studies, it is the final stage in which an amputee is

psychologically more prepared and tries to put in efforts to adapt him to use

prosthesis or artificial limbs in order to increase mobility (Melloet al., 2010).

A person is mentally prepared to face the society and also tries to adjust daily

activities according to the new changes so that he is no more a burden on

anyone and canspendrest of life more effectively than wastingit in mourning

about this loss.
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1.12. Psychosocial adjustment to Amputation

Adjustment to amputation is not an easy process and it not only

depends on the personal traits and psychological properties of a person but

also depends on the presence or absence of adequate love, care and support of

the family and society. A study conducted by Lai, et al. (2000), revealed that

an individual's ability to subsist their amputation will be influenced by

numerous psychosocial factors. Some common factors includes the type and

severity of disability, intensity of pain, amputee’s own personality traits,

socio-cultural demands, the attitudes of significant others and availability of

adequate support system.

In case of the terrible event of amputation, an amputee not only

requires varying degrees of physical support but also needs psychological

support to maintain their emotional health. Nevertheless, not all of them are so

blessed to have it and hence many of them are left with numerous

psychological scars throughout their life. Moreover it also influences the

everyday life affairs and social relationships of amputees thereby leading them

to troubled social relationships.

As far as social relationships of amputees are concemed, research

revealed that amputation disturbed the psychological balance and self-esteem

of a person which ultimately shattered their social relationship as well. It was

stated that self-esteem along with body image mayserves as link between any

kind of disability and disruptions in social relationships (Nicolson and

Anderson, 2003). Similarly, in respect to body image research showed that it

plays a great role in psychological adjustment of amputees. It was found that

  
 



 

after amputation, an amputee finds it difficult to readjust with the pre-

amputation imagethat he had in his mind with the new formation his body has

taken. He gets frustrated, depressed and does not like looking into the mirror

(Desmond & MacLachlan, 2005; Dorstyn, et al., 2011).

Studies showed that it is important to take appropriate measures to

reduce amputee’s distress by intervening his grieve in order to ensure his

quick recovery and rehabilitation physically as well as socially (Gallagher, &

Maclachlan, 2001). Amputees need assurances and support from the

community in order to overcome their post amputation fears and doubts.

Although the treatmentof visible disability of amputation is necessary butit

also needs psychological treatment for the successful rehabilitation of the

amputees (Jensen et al., 2011).

The rehabilitation of amputees varies from one amputee to another

amputee. For instance, the victim whose mobility is very restricted due to

major limb loss will take much time in adjusting socially and psychologically.

On the other hand, an amputee with more ease of mobility can adjust and

rehabilitate more quickly with the help of proper training, encouragementand

use of artificial limb. Therefore, universal reactions cannot be completely

comprehended unless cach amputee is dealt individually. Patients who go

through traumatic amputation are more inclined towards having posttraumatic

stress disorder as compared to the other amputees. In addition, this might even

lead them to psychological problem ofsocial isolation. (Jensen, et al 2011).

An amputee might not want to meet people because of the way they look at

him with piety or scornful attitude is not bearable for him. As a consequence

 

 



 

 

individual with poor body-image, low self-concept and lowered self- esteem

may lose interest in everyday life affairs and social activities and hence

becomes unable to maintain or form new relationships (Nicolson & Anderson,

2003).

Research proved that psychological treatment for quicker rehabilitation

of an amputee is a must. Unfortunately the psychology aspectis often ignored

or glossed over in mostofthe cases while dealing with the rehabilitation ofthe

amputees. It is commonly observed that for an amputee along with the

quality of surgery or the nature of prosthetic device he may uses, the

availability of efficient psychological support also has a great significance In

addition to this, it is important to understand that an amputee is no different

from other human beings.It is just that he is being confronted with a tragedy

in his life (Desmond & MacLachlan, 2002). The problems arise when there are

misperceptions about amputees and instead of helping them rehabilitate, the

society acts against them which worsens the situation.

It is very necessary to understand that amputees are also people with

heart. They have the same feelings and emotions. Therefore, no such steps

should be taken which might hurt their self-esteem. As a consequence of

amputation, an amputee builds a self- concept that how he envisions his

disability and how he prepares himself internally to face the loss while living

in judgmental society. Individual who are not able to cope up with life

problems and had low self-esteem would not be able to deal with this terrible

incidence. Similarly it also influences the success ofrehabilitation strategies.
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According to Gallagher & MacLachlan (2000) & Rudy, et al (2003),

the rehabilitation process can occur in two ways; physiological restoration and

psychological restoration. In order to ensure rehabilitation of amputees

successfully in society, it is very essential to be aware of the basic human

needs that are necessary to live a normal human life. It may include

understanding ofbiological as well as environmental issues.

Once, an individual is aware of the basic human needs thenit gets

easier for him to understand that amputee’s balance oflife has been disrupted

because of their amputation and therefore, some efforts should be put in to

rehabilitate them. This can begin with fitting of an artificial limb or prosthesis

in amputee’s bone stumps. As a result, an amputee will soon start performing

some ofthe activities like he used to with little effort. He will begin to feel

normal gradually and will soon overcome the distress of being handicapped

(Bishop, 2005).

1.12.1 Challenges

Manyresearchers believe that the amputees faced many challenges in

their daily routine life both within themselves as well as in the society (Muller,

et al 2002; Smith, ct al 2004). Findings of the research conducted by Desmond

(2006) stated that amputation engenders a huge number of physical and

psychosocial challenges and because of limb loss several aspects of their lives

changes dramatically. Some common examples are changes in self-concept,

disturbances in physical functioning, prosthesis use and pain, alterations in

body image and lifestyle. Furthermore, it also affects their social circle and

most importantly their personality.

 



 

In respect of economic challenges faced by amputees, it has been

observed that going to work after amputationis very difficult for most ofthem

(Draganski, et al 2006; Gailey, et al 2008). Most of them find it difficult to

cope with such drastic changeinitially and they find themselves restricted and

limited in terms ofactivities that they can perform. The activities that were

ence taken for granted by them are now seen as most strength demanding

tasks for them. They find their jobs more complex and tiresome. Most ofthe

amputees are reluctant to go back to their jobs because of the same reasons

and along with someother psychological factors.

Artificial limb fitting will give them physical mobility and lead to

quicker rehabilitation. This may also be a source of reducing their

psychological stress and gradually they will adapt to his new lifestyle. As

their grief will reduce, they will start to become more socially more active and

will also begin to adjust with their new body image.

Although,it is hard for amputees to accept limb loss, however, with

proper care, at least they can cometo adapt to the new changes with positive

attitude. Hence the more positive the attitude is, the easier it is for amputees to

rehabilitate in their surroundings. Proper support, training, time and

motivation can help them and encourage them to accept this change in a

positive way. Moreover they also help them to adjust to their new body

structure and work like normal people and soon their skills can tum them into

a valuableasset forthe society.

 

 



 

1.13 Rationale of the study:

During the last few decades, the risk of acquired disabilities is

significantly increased all over the word due to increasing socio-political

instability, road accidents and natural disasters. Similarly many countries

around the world are facing the issue of terrorism and violent acts and

Pakistan is one ofits main victims as well. It has been damaging the economy,

political stability, social piece and the national security ofthis country.

In the same way, due to its big functional boundary with Afghan

border, the Khyber Pakhtunkhwa province in general, and Peshawar in

particular, is suffering a lot from terrorist activities. Violent acts, bomb blasts

and suicide bombing are the normal everyday affairs for the citizens of this

area. Lots of people are dying because of these activities and manyare left

with different types of disabilities. These sudden acquired disabilities leads to

innumerable losses such as loss of physical functions, loss of body-image, loss

ofsocial relations and mostironically loss ofbody parts.

Loss of body parts is a dramatic life changing experience and although

this procedure is used as a last resort to save the life of patient butstill it has

drastic and harmful consequences on the life of person which interfere with

their normal life style. The physical wounds of amputation may heal after

some time after amputation, but the endless psychosocial challenges take

considerable time to mend over. Review of the current literature on

amputation showed that previous studics mostly emphasized the physical and

treatment aspect of amputations and inadequate attention is given to the

corresponding psychosocial issues caused by such amputation surgeries. This
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study is therefore, designed to fill this gap in literature by highlighting the

importance of the psychosocial issues caused by amputation.

One ofthe greatest difficulties for an individual experiencing limb

loss is not only to triumph over the physical pain of amputation surgery but

also to overcomethe psychological and social stigma associated with loss of

limb. Due to societal unfavorable attitude and discrimination, such people are

more susceptible to mental and psychological strain and their behavior is more

likely to produce many maladjustments issues.

Mostofthe literature on psychological aspect of limb amputation is

from the economically developed countries where there is_ lesser

discrimination and stigma attached with disabilities as compared to Pakistan.

Very limited research had been conducted on this sensitive issue in Pakistani

context, and the issue has never been addressed in Pakhootun areas at all. The

present study is an effort to fill this lacuna by investigating the magnitude of

the psychosocial consequences of limb loss in Khyber Pakhtoonkhwa province

of Pakistan

The issue understudy would have great implications as it centered on

that segment of society who are usually neglected in every field of life. It is

emphasized that although such people are part of our society but are always

avoided and discriminated in every field oflife.. The present studyis basically

an attempt to explore the determinants ofpsychosocial adjustment ofamputees

in order to prevent further psychological issues. It was asserted that support

and encouragement offamily, friends, and society as whole play a powerful

role in the rehabilitation of these amputees. So recognizing the importance of

 

 



these variables the present study shall attempt to explore the impact of these

variables on the psychological adjustment of amputees

The current study is also of immense importance as it is an effort to

highlight the role of family and society in the rehabilitation of amputees as

adjustment ofany disability is significantly affected by the social context in

which a person lives. The study promoted the fact that family and society

plays an important role in developing positive self esteem of amputees and

helping them to cope with their disability efficiently and successfully

The current study focused specifically acquired limb amputation in

order to spot out the major psychosocial problems faced by this group of

people. The target area for this study was different areas of Khyber

Pakhtunkhwa including Peshawar city. According to Research and

Development Department of Pakistan, some facts about People with

disabilities in Khyber Pakhtunkhwa are as follow.

Table-1.3: Disabilities in Khyber Pakhtunkhwa
 

 

 

 

 

 

 

¢ Disability rate per year 2.1%

e Disabled population ofrural areas 87%

e Disabled population of urban areas 13%

e Disabled male population 59%

* Disabled female population 41%

e Physically crippled population 31.3%

* District with Highest disability rate (Malakand) 9.9% 
  Source: People with disabilities (PWDs) statistics, 2012. Research and Development

Department of Pakistan
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Table-1.3 clearly revealed that the number of physically disabled or

crippled people is much higher in the province of Khyber Pakhtunkhwa as

compared to other types of disabilities. Hence keeping in view the increasing

rate of physical disabilities including amputation the researcher attempted to

address this sensitive aspect ofhuman life. For the very purpose the researcher

wants to bring the attention of families, general public and authorities towards

these people and to makeefforts to resolve their problems or at least minimize

the intensity ofits severity.

The study was meantto conveythat it is essential to understand that

physical wounds may take less time to heal but emotional wounds and

adaptation can take much longer than that. Therefore, all amputees must be

given attention in the society and every individual should work to facilitate

them in order to feel them an integral part of the society. Only then, the

amputee’s will be able to restore their physical and mental health, participate

actively in everyday life affairs, raise families and adapt themselves in order

to lead a normal, happyandprolificlife.

Based onthe literature review on psychological aspect of amputation,

the present research idealized a conceptual framework ofa series ofplausible

relationships between different psychosocial variables which facilitate or

hinder an amputee adjustment process. This framework also serves as basis for

the formulation of research objectives and hypotheses. A diagrammatic

representation of that framework is given in figure 1.2
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CHAPTER2

RESEARCH DESIGN, OBJECTIVES,

HYPOTHESES AND OPERATIONAL

DEFINITIONS OF THE VARIABLES

2.1 Statement of the Problem

The primary aim of this study is to determine the relation between

familial-social support, self-esteem and psychosocial adjustment among the

people with acquired limb amputation

2.2 Nature of the Study

The present research is empirical and cross sectional in nature as it is

going to analyze the relationship among familial social support, accurate

perception ofreality, ability to cope with stress, self-acceptance, positive self-

image, self-competence,self-esteem and psychological adjustment

2.3. Objectives

Main objectives ofthe studyare:

i: To identify the common causes of acquired limb amputation.

L
d To investigate the psychological aspect of acquired limb amputation.

a To analyze the role of familial-social support in the psychological

adjustment of amputees.

4 To determine the importance ofpositive self -esteem in the process of

adjustment to amputation.
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2.4

N

To explore the relationship between psychological adjustment, self-

esteem and familial-social support.

To examine the importance of various demographic factors in the

developmentofpositive self-esteem ofamputees.

To find out how different demographic factors influence the

psychological adjustment of amputees.

Hypotheses

Amputation is more likely to take place due to unplanned causes as

compared to planned causes.

Acquired limb amputation is more likely to disturb the psychological

balance ofan individual.

Amputees having unplanned amputation have low self-esteem and face

more psychological adjustment issues as compared to those who have

planned amputation.

High scores on accurate perception ofreality scale tend to increases the

amputee scores on self-acceptance scale as well.

Amputees with high level of self-acceptance are psychologically better

adjusted as compared to those with low scores on self-acceptance

scale.

Positive self-image tends to increase an amputee’s ability to attain

Self-Competence.

39

  



10.

12.

13;

14.

High level of familial—social support tends to increases an amputee

ability to cope with stress and anxiety produced by amputation.

High level of familial—social support tends to increase an amputee's

level ofself-esteem as well

Higher the scores of amputee’s self-esteem, higher will be the level of

psychological adjustment.

Self-esteem mediates the relationship between family support, and

psychological adjustment.

Female amputees tend to score low on both self- esteem and

psychological adjustment scale as compared to males amputees.

The amputee’s scores of self-esteem and psychological adjustment

increases with age, time since amputation and ability to do routine

tasks.

The amputee’s scores of self-esteem and psychological adjustment

increases with increase in the level ofeducation

Amputees residing in rural areas tend to score high on self-esteem and

have less psychological issues as compared to amputees residing in

urban areas.

 

 



2.5 Operational definitions

Following are the operational definitions of the terms used in the study

and the variables measured by different scales.

1. Acquired limb Amputation: In medical terminology limb amputation

is the removal of a limb by surgery, trauma, illness or infection in order to

save the life of patient. In this present research, acquired limb amputationis

operationally defined as surgical removal of whole or part of a limb such as

arm, leg, finger, or toe as a life saving measure and exclude congenital limb

amputation. The present study focuses only those amputees who acquired this

condition at somestageoftheirlife.

2. Familial Social support: The term familial-social support in this study

has been operationally defined as the availability of adequate support and

assistance from immediate family and extended family members as well as the

larger social network including friends, neighbor and work place colleagues.

This support can be in any form such as emotional support, love and care,

financial assistance, sense of belongingness or in the form of personal advice

and guidancein dealing with life situations.

3. Self-esteem: The term self-esteem is used to describe a person’s

overall sense of self worth or personal value. It is a judgment of oneself as

well as one’s attitude towards oneself. Usually, self-esteem is shaped by an

individual’s thoughts, relationships and experiences and serves as a powerful

predictor of certain outcomes such as happiness, pride, satisfaction in marital

life as well as academic achievement. In the current context self-esteem is

 

 



operationally defined as a person’s overall opinion about his own worth and

how hefeels abouthis abilities and limitations

4. Psychological adjustment: The term psychological adjustment means

a relative adaptation of a person to the changing demands of the external

environment.Its level shows how well an individualeffectively and efficiently

be able to cope up with the situational demands ofthe environmentas well as

with the stress produced by these demands.In the present study the researcher

wanted to know an individual’s level of adjustment in response to the tragic

incident ofamputation

5. Self-Acceptance: The term self-acceptance refers to the positive

appraisal of one’s own self and is considered very important for the mental

health of a person.It also involves a realistic approach ofself-understanding,

awareness of one’s weaknesses and strengths, replacing the old behavior

patterns with new ones and developing more helpful ways of thinking and

behaving. In the present study self-acceptance is defined as an individual

acceptance of oneself in spite of his deficiencies or disability. It is an

individual satisfaction or happiness with oneself.

6. Self-Competence: self-competence is the sufficiency of a person with

enough knowledge and skills that will help them to act in a variety of

situations. It is that capacity of a person which aids him to understand the

situation and act reasonably.

ta Physical and Social Self-Acceptance: Acceptance is person’s

response to any thing that occurs in any momentoflife. It is basically a

person's assent to the reality of situation recognizing the process or condition
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without attempting to change orprotestit. In the present study physical self-

acceptance implies an individual’s acceptance ofthe limitation of his physical

body structure and health issues.

Social self-acceptance is being living and happy with whom you are

now. Furthermore it is an agreement with yourself to appreciate, validate and

accept and support who you are at this movement. Lack of acceptance

involves an unwilling or rejection to experience these thought, feelings and

emotions thereby leading to rejection of self. Being part of group still helps

people feel safe and protected but people with poor physical health feels

isolated, lonely and excluded. Poor physical and social acceptance is actually

the end product of denial, hate anger or resentmentliterally build up inside

those people as_ they are unable to accept the reality of their changed body

structure and unableto release them in acceptable manner.

8. Academic Self-Competence: The term academic-competence is

considered essential to all fields of school and college studies. These are the

developed abilities which are usually the outcomes ofintellectual discussion

and learning. Such qualities eventually contribute to the success in the

classroom and serves as a linkage across the wide range of disciplines of

knowledge

9. Ability to cope with stress and anxiety: The term copingrefers to a

person’s conscious efforts to solve personal and interpersonal issues in order

to minimize, tolerate or master the corresponding stress. Similarly, in the

current research the term “ability to cope with stress and anxiety” is

operationally defined as the conscious efforts to deal with the stress and

 

 



anxiety produced by amputation. The effectiveness of the coping depends on

individual's personality style, type of conflict or stress andthe state ofaffairs.

10. Positive self-image: self- image means how a person’s perceive about

himself. It is a kind of mental image which a person develop about himself

either from his personal experiences of from the judgmentof others. The term

positive self-image implies developing positive feelings about one-self and to

see one-self as a positive and capable person. Suchattitude leads to happiness,

better performanceand success inlife.

ll. Ability to express full range of emotions: This dimension of

personality involves the expression of different emotional reactions in a way

that is socially acceptable. A person cannot change or control his emotions

rather he must leam how to know them,live peacefully with them, manage

them and release them in a way approved bythe societal norms. Moreover if

these emotion are buried for a long time without being expressed may also

leads to various physical illnesses

12. Good interpersonal relationships: Interpersonal relationships are the

social connections which a person develops on daily basis with his family,

friends, significant others and professional acquaintances. It may ranges in

duration from brief to enduring. Good interpersonal relationship in this

research implies developing strongrelationship with people in order to fulfill

each other’s emotional and physical needs. People who lear to develop good

interpersonal relationships with others in the social context certainly

experience more success in life than those who don’t. Such close connections

 

 



may provide a sense of security and safety that is more likely to reduce anxiety

and stress thereby promoting good health.

2.6 Research design

The present research was carried out in different stages in order to

answer the formulated research questions and test the study hypotheses.In the

initials stages, the researcher finalize the target area for the study and the

inclusion/exclusion criteria for the selection of sample was determined. The

target area for the current research was major governmenthospitals and some

prominent private hospitals of Peshawar city. Furthermore, the appropriate

instruments to study the variables were also finalized.

After finalizing the sample size, inclusion /exclusion criteria, sampling

techniques and the target area, the data was collected and analyzed in order to

mect the research objectives and verify the study hypotheses. The procedure

comprised of the following steps.

Step-1: Official request and permission from the administrative

officials of the various hospitals

Step-2: Visits to concern departments ofthe hospitals:

Step-3: Scrutinyofthe patients

Step-4: Approaching the amputees

Step-5: Administration of the Instruments

Step- 6: Statistical analyses
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CHAPTER 3

METHODOLOGY

The study focused on the investigation of common psychological

reactions to the unexpected incidence of acquired limb amputation. The major

purpose of the current study was to explore the psychological sequel of

traumatic events after amputation as well as the level of post amputation

anxiety and distress. It also attempted to explore the role of various

psychosocial variables in the psychological adjustment of amputees and

further analyzed how the interrelationship of these variables influences the

process of adjustment. Moreover, the study also aimed to explore the

mediating role of different demographic factors in the way towards successful

adjustment to amputation. The current study was carried outin different steps.

The details of which are as follow:

3.1 Sample

The sample for this research study was the patients of amputation who

acquired limb loss at somestage oftheir life. The study targeted adult males

and females amputees between the age group of 19-60 years were included as

this is the most active and productive age group and is highly influenced by

any disability (Phillipo, Chalya, Joseph, Mabula, Ramesh, Isdori,

Ngayomela, Alphonce, Chandika, & Japhet, 2012) The areas targeted for this

purpose was different Government and Private Hospitals of Peshawar. The

reason for sclecting Peshawar for obtaining required information was that

majority of amputation surgeries are conducted in Peshawar. Furthermore
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Peshawar is the only medically advanced city in the province of Khyber

pukhtoonkhwa where all kinds of advanced health facilities along with highly

qualified doctors and health professionals are available. Therefore patients

from all the remote areas of Khyber pukhtoonkhwasuch as Chitral, Dir, Swat,

malakand, bajawar, kohat etc comes to Peshawar for their major health issues

and in case of emergency as well. Due to the paucity of sample 100 amputees

were selected as a sample (N=100) for the purpose of the study. This number

was reasonable as many past studies have used the same sample size with

reliable results .

3.2 Mode of Data collection

Purposive sampling technique was used to collect the targeted sample

and to meet the objectives of the study. Patients fulfilling the inclusion criteria

of the study were included in the study while excludes all those who do not

fulfill the required criteria.. The data was gathered from the surgical and

orthopedic wards of different Government hospitals such as Lady Reading

Hospital Peshawar, Khyber Teaching Hospital Peshawar, Hayatabad Medical

Complex Peshawar. Similarly, some prominentprivate hospitals and institutes

include Northwest General Hospital, Khyber Medical Center, Aman Hospital,

Mercy hospital, Kowait Hospital, Rehman Medical Institute and PIPOS.

Patients once identified were invited to take part in the study after explaining

the nature and purposeofresearch.

The detail of the number of respondents from each hospital is as

follow:

47

 



Table-3.1: Describing number of respondents from each hospital

 

 

 

(N=100)

S.No. Nameof Hospital No. of
Respondents

1 Lady Reading Hospital Peshawar 21

2 Khyber Teaching Hospital Peshawar 14

3 Hayat Abad Medical Complex Peshawar 19

4 Northwest General Hospital 4

5 Kuwait Hospital ‘7

6 Mercyhospital 8

7 Aman Hospital 5

8 Khyber Medical Center 4

9 Rehman Medical Institute 5

10 Pakistan Institute For Prosthetic And Orthotic 13

Sciences (PIPOS).

3.2.1 Inclusion Criteria

Thecriteria for the selection of study sample were as follow:

The study consisted of patients of both genders who were between the

age group of 19-60 years and who underwent limb amputation.

The study included only amputees who had undergone major limb

amputation such as lower or upper limb amputation, therefore minor

\amputation such as finger, toe or ray amputees were not included in

the sampleas it might not accompanyserious psychosocial issues.
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3.2.2

This current study was only limited to acquired limb amputees i.e.

patients who acquired amputation at some stage of their life.

Congenital limb amputees or amputees who attained this condition

since birth were excluded from the study.

Adjustments to amputation may also vary with time since amputation

therefore the sample included only those amputees who acquired this

condition with not less than six weeks before and not more than one

year. In case of amputationthe first 2-3 weeks is a period of shock and

denial for a patients therefore we cannot predict their level of

adjustment. The level of psychological stress may also decrease with

time and a person maybe able to adjust with their disability with time

Exclusion Criteria

Thefirst exclusion criterion for this study was patients with associated

physical disabilities other than amputation. Such groups might have

different problems and psychological issues that should be analyzed

and resolved separately.

Amputees with pre-existing psychiatric disorders before the incidence

of amputation were also excluded from the study.

The nature of psychosocial issues faced by amputees using artificial

limbs is usually different from those who are without such devices.

The present study excludes all those amputees who were using any

kind of prosthetic devices or artificial limbs.
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3.3. Instruments

Data was collected by using questionnaire as well as interview based

survey technique. The sample composed of amputees ofall the societal units

and every amputee was visited in person to get the required information. The

instruments comprised ofthree sections in which thefirst section was used for

the introduction of the topic and confidentiality statement. Second section

included the demographic questions including age, marital status, gender and

education etc. of the respondents. Third section contained the items regarding

familial social support, ability to cope with stress, accurate perception of

reality, psychological adjustment, and self-acceptance, self-competence and

self-esteem etc. In order to have a better idea a brief description of those

instruments are given below.

3.3.1 Demographic Data Sheet

Demographic data sheet consisted of information regarding the age,

gender, socio economic level, place of residence, educational background,

family system, number of family members and description of the incident

happened. This information was inquired to compare and analyze data in terms

ofdifferences in the study variables by these socio-demographic factors.

3.3.2 Familial Social Support Scale for Patients (FSSSP)

The Familial Social Support Scale for Patients (Nousheen & Kamal,

2001) is a 38 item scale used to measure the familial social support perceived

bythe patients in different areas. The details of different areas are as follow

. Treatment(4 items).

” Physical/health care (4 items).

 



 

. Nutrition/food (litem).

. Emotional support (18 items)

. Cooperation/domestic helps (2 items).

. Transportation (1 item).

. Financial support (2 items).

. Child care assistance (1 item).

. Sexuality/sex life (3 items)

. Attitude of the family (2 items).

Among these 38 items, 23 items are positively scored and 15 are

negatively scored which require reverse scoring. Moreover the items of the

scale were scored on 4-pointrating scale i.e. Never=1, Sometimes=2, Most of

the time=3, All the time=4. Thetotal score onthis scale is an aggregate of the

values assigned to responses. Minimum score that could be attained on FSSSP

is 38 while maximum score is 152. Higher scores indicate higher familial

support while low scores show minimum support. FSSSP have been

empirically determined and found to have discriminant validity whereas the

alpha coefficient and split-half reliability coefficient was found to be .97 and

93 whichis quite satisfactory.

3.3.3 Self-Esteem Scale

Rifai’s (1999) Self-Esteem scale shall be supplemented with Familial

Social Support Scale (FSSSP) which is a 29 items scale with four subscales

such as:

. Self- Acceptance (11 items)
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. Self- competence (6 items)

. Social and Physical Self-Acceptance (7 items)

. Academic Self-Competence (5 items).

It is an indigenous measure of self-esteem which offers assessment of

self-esteem along with four dimensions the end of each statement, five

response options are provided i.e., Extremely true= 4, Somewhat true=3,

Neither true norfalse =2, Somewhat False =1, and Extremely false=0. Reverse

scoring is used for negatively phrased items.

Self-Esteem (Rifai, 1999), is an individually administered scale but can

be used in group setting. The test completion time is 10-15 minutes as per

manual. Possible maximum and minimum score range for Self-acceptance is

0-44, Sclf-competence (0- 24), Social and Physical Self-Acceptance (0-28)

and Academic Self-Competence is 0-20. Full score of Self-Esteem scale

ranges from 0 to 116. High scores reflect high level of Self-Esteem and low

scores indicate low level of Self-Esteem. Thefirst three subscales have shown

high internal consistency as indicated by the coefficient alpha reliability of

these scales, with an average of .75. However, Academic Self Competence is

found to be quite satisfactory in terms ofinternal consistency as reflected by

coefficient alpha .64 (p<.000). Similarly his scale was validated against

Rosenberg self-esteem scale and was found to have an extensive validity

amongall other measures

3.3.4 Psychological Adjustment Scale

This assessment tool consists of 27 items with five subscales such as
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. Accurate perception ofreality (4 items)

. Ability to cope with stress and anxiety (6 items)

. Positive self-image (7 items).

. Ability to express full range ofemotions (6 items)

. Good interpersonal relationships (4 items)

Accurate perception ofreality is represented by item 3, item 6, item 23

& item 27; ability to cope with stress and anxiety is represented by item 2,

item 4, item 7, item 8, item 25 & item 26; Positive self-image is represented

by item 5, item 10, item 13, item 15, item 16, item 17 & item 21; ability to

express full range of emotions is gauged by item 1, item 11, item 14, item 18,

item 22 & item 24 and good interpersonal relationships is represented by item

9, item 12, item 19 & item 20.

Responses are scored on 4-point rating scale with response options

ranging from strongly agree (5) to strongly disagree (1). Scoring is reversed

for negatively phrased items. Possible score ranged from 27-135 with cut off =

$1. High scores reflect better psychological adjustment while low scores

indicate poor psychological adjustment. Thereliability coefficient of this scale

is .82. (Sabir, 1999).

A breif summary of the demographic information obtained through

demographic data sheet are given in the tables below:
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Table-3.2: Gender, Age And Educational And Occupational Status of

Respondents (N = 100)

 

 

S.No. Variable Grouping S%)

Male 80 (80.0)

1 Gender Female 20 (20.0)

Total 100 (100.0)

2 Age 20-29 yrs 34 (34.0)

30-40 yrs 36 (36 .0)

40-60 yrs 30 ( 30.0)

Total 100 (100.0)

3 Educational status Illiterate 40 (40 .0)

Middle 28 (28 .0)

F.A 20 (20 .0)

B.A and above 12(12 .0)

Total 100 (100.0)

4 Occupational status Shopkeeper 4 (4.0.)

Business 6 (6.0)

Farmer 17 (17.0)

Service 10 (10.0)

Driver 2(2.0)

House Wife 4 (4.0)

Misc odd jobs 57 (57.0)

Total 100 (100.0)

 

 

 



 

Table-3.2 describes the gender, age, educational status and

occupational status of the respondents. Result of the current study revealed

that majority of the respondents i.e. 80% were males and only 20% were

female. It was also found that 34% of respondents were between the age range

of 20-29 years. 36 % were found between the age group of 30-40 years while

only 30% ofthe respondents were foundin late adulthood i.e. 50-60 years.

As far as the educational status of respondents is concerned, results

depicted that majority of the respondents (40%) had no formal education or

were illiterate. Moreover 28 % of the sample was able to complete studies up

to middle school and 20 % of the total sample was intermediate degree

holders. It was further found that a small percentage ie. 12% of the

respondents had bachelors or other higher degrees.

In case of occupational status of the respondents, results further

revealed that majority (57%) of the amputees were doing some sort of odd

unskilled laborious jobs. Apart from this, 17% of amputees belonged to

farming and 10 % were doing regular service. Similarly 6% were

businessmen, 4% were shopkeepers, 4% were housewives and 2% were

divers.

  



 

Table-3.3: Income Status &Sources, Area Of Residence and Family

System of Respondents. (N=100)

 

 

S.No. Variable Grouping K%)

1 Incomestatus No Income 14 (14.0)

3000-17000 49 (49.0)

18000-34000 20 (20.0)

35000-51000 11(11 .0)

52000- 68000 6 (6 .0)

Total 100 (100.0)

2 Additional source of Nil 31 (31.0)

Income Business 9 (9.0)

Property 6 ( 6.0)

Help and support 54 (54 .0)

Total 100 (100.0)

3 Residence Urban 35 (35 .0)

Rural 65 (65 .0)

Total 100(100.0)

4 Family System Joint 61(61.0)

Nuclear 39 (39.0)

Total 100 (100.0)

 

Table-3.3 describes the income status, additional sources of income,

place of residence and family system of respondents. With respect to income

level of the respondents, results depicted that 14% of the amputees were

jobless and had no source of incomeat all. The income level of 49% ofthe
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amputees was exceptionally low i.e. 3000-17000. It was also found that 20%

of the amputees were earning from 17000 to 34000 of income while 11% had

reasonably good incomestatus which ranged from 35000- 51000. The study

also revealed that 6% of amputees belonged to income group which ranged

from 52000-68000.

Results also provide information about the additional income sources

which the respondents may have along with their regular jobs. It clearly

indicated that 31% of the respondents didn’t have any additional sources of

income. 9% had somesort of business which served as an additional source of

income while 6% had property as a source. It was also found that maximum

54% of respondents received help and support from their families and friends.

Asfar as the place of residence of the respondents is concerned, results

illustrates that mostofthe respondents (65%) were living in the rural areas and

about 35% were residing in the urban areas. Results also gave an idea about

the family system of the respondents that 61% were living in joint family

system while 39% were living in nuclear family system.
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Table-3.4: Cause, time since amputation and Ability to do routine

tasks (N=100)

S.no_ Variable Grouping K%)

1 Cause of Amputation Planned Diabetes 24 (24,0)

causes

Unplanned Accident 56 (56.0)

a Rem 9 (9.0)

Blast

Electric 4 (4.0)

Shock

Gun Shot 7 (7.0)

Total 100 (100.0)

2 Time since amputation Upto 2 Months 13 (13.0)

3- 6 months 33 (33.0)

7 months to | year 54 (54.0)

Total 100 (100.0)

3 Ability to do routine No. 37 (37.0)

tasks Yes 63 (63.0)

Total 100 (100.0)
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Table-3.4 further describes the different causes of amputation. It was

found that the major cause of amputation was accidents which were revealed

in 56% of cases and second leading cause was diabetes which was found in

24%of cases. Apart from that 9% of amputations were caused by bombblasts,

4% were caused by electric shock and 7% were caused by gunshots. Results

also revealed that majority (76%) of the cases of amputation were unplanned

such as accidents, bombblast etc. While only 24% were planned cases such as

diabetes in which doctors and patients planned with mutual consensus to go

for amputation.

With respect to the time since amputation, it was found that 13% of

cases took place within the previous 3 weeks to months and 33% ofcases take

place within last 3-6 months oftime period. It was also found that maximum

$4% of amputation took place within the previous 7 months to | year of time

period. Results also reveal that 63% of the amputees were able to do their

normal routine work and 37% ofcases faced difficulties in doing their routine

life activities

Procedure

The Main study was conducted following different steps. A brief

description ofcach step is given below in order to understand the procedure of

the research.

Step-1: Official Permission

In the first step the administrative officials of the various hospitals

were approached. They were briefed about the nature and purpose ofthe study

and the whole research aim was explained. They were assured that the data
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collected would be used for research purpose only. After that an official

request and permission letter dully signed by the research supervisor stating

the nature and purpose ofthe study was sent to all the concerned departments

of different governmentand private hospitals as well as institutes through their

hospital administrations.

Step-2: Visits to Hospitals

After obtaining the official permission from the administrative

officials, the surgical and orthopedics wards ofall the hospitals were visited.

The on duty doctors and other concerned staff were again briefed about the

purpose of study and were requested to provide the data regarding amputation

from their hospital directories.

Step-2: Visits to Hospitals

After obtaining the official permission from the administrative

officials, the surgical and orthopedics wards ofall the hospitals were visited.

The on duty doctors and other concerned staff were again briefed about the

purpose of study and were requested to provide the data regarding amputation

from their hospital directories.

Step-3: Scrutiny

All the data regarding the cases of amputations were collected with the

help of hospital directories. Patients were scrutinized according to required

research inclusion criteria e.g. age of respondents, level of amputation, time

since amputation, history of related psychiatric and associated physical

disabilitics. The final list of amputees to be included was given to the

concerned departments in order to get the contact details of the patients.

 



 

Step-4: Approaching the Amputees

Theparticipants were contacted with the help of medical records from

the concerned wards. The nature and purpose of the study was explained to

them and they were briefed about the benefits of the study The volunteered

amputees were invited to participate in the study. After obtaining their verbal

willingness, the time and venue for the administration of instruments were

finalized with them. Few of the amputees preferred to meetat their home and

workplaces while most of the participants decided to meet at their hospitals

during their regular follow up visits. Patients from other cities were requested

to have meeting with the researcher whenever they come for their regular

checkups to the hospitals.

Step-5: Administration of the Instruments

A brief description was given to the amputees regarding the topic to

make the context clear to them in order to get realistic responses. They were

assured of the nature of the confidentiality so to make them able to respond to

the questions with full freedom. The participants were not required to mention

their names on the response sheet and thus it was anonymous. The researcher

used the participants identification number as the only identifier. Participants

were given the scales under the researcher’s supervision. Self-administrative

technique was used for the collection of data . Illiterate respondents filled the

questionnaire with the help of researcher. Response rate was 100% andall the

questionnaires were received back in the form that they can added into SPSS

for statistical analysis
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Step- 6: Statistical analyses

In this step statistical procedures such as Regression, Correlation,

analyses of variance, T-statistics etc using SPSS version 20 were applied.
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CHAPTER-4

RESULTS

The collected data were statistically analyzed using SPSS version 20.

Summary statistics, frequency distribution, percentages and cross tabulations

were conducted to obtain demographic information of the respondents.

Similarly descriptive statistics such as mean, standard deviation, variance,

range etc. were also calculated for all the continuous variables which include

the scores of all the scales and subscales. Correlations were employed to

examine the relations of different variables such as familial-social support,

perception ofreality, ability to cope with stress and anxiety, self-acceptance,

self-esteem and psychological adjustment with each other as well as with the

demographic variables.

Simple and multiple regression models were used to study the

differences in the psychological outcomes and predictors of psychological

adjustment of the amputees. Independent t-tests were used to compare

different groups (i.e. gender, cause, time since amputationetc.) for the level of

adjustments and self-esteem. Similarly analyses of variance (ANOVA) were

used for comparisons of research variables between different groups of

amputees. The details of descriptive and statistical analyses are discussed

below.

 

 



 

Table-4.1: Cross Tabulation between Gender and Cause of

Amputation (N=100)
 

 

Gender Cause ie P Odds ratio

Unplanned Planned

n=76 n=24

Males 73 (96.0%) 7 (4.0%) 51.0 .000 =59.09

(n=80)

Females 3 (15.0%) 17(85.0)%

(n=20)

 

Table-4.1 shows cross-tabulation of gender and cause of amputation. It

was found that males dominate females accounting for 80% of the total

sample. With respect to cause of amputation, results depicted that 76% of

amputations were caused by planned reasons while 24% were caused by

unplanned reasons. The current cross-tabulation also showed that in case of

males, majority i.e. 96% of amputations took place due to unplanned

accidental reasons while only 4% were caused by planned reasons. On the

other hand, majority (85%) of amputation in females was caused by planned

reasons and only 15% were caused by unplanned reasons.
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Figure-4.1: Bar chart describing gender differences on the basis of

cause. (N=100)

 



 

Table-4.2: Cross Tabulation between ability to do routine tasks and

time period since amputation (N = 100)

Time since Ability to perform routine X° =p

amputation work Odds ratio

No (n=37) Yes (n=63)

Less than6 months 36(78%) 10(22%)

(n=46) 62.21 <.001 190.8

 

7 months till 1 year 1 (2%) 53(98%)

(n-54)
 

Table-4.2 shows the cross-tabulation of time period since amputation

and an amputee ability to perform daily routine tasks. Results revealed that in

cases of amputation which took place within the previous 6 months oftime,

majority (78%) of amputees were not able to perform their daily routine tasks

after the incidence of amputations. On the other hand, 22% of amputees were

able to do their routine work. Similarly, among those amputation cases which

took place within previous 7 months till 1 year, 98% were able to perform

their routine life activities while only 2% face difficulty in performing their

routine tasks and were not able to continue their routine activities.
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Pigure-4.2:__ Bar chart describing ability to perform routine task on the

basis of time period since amputation (N=100)



Table-4.3: Cross Tabulation between area of residence and cause of

amputation (N=100)

Place of Cause = Pp Odds

Residence ratio
 

Unplanned Planned

(n=76) (n=24)

Rural (n=65) 42(65%) 23(35%) 13.19 <.001 054

Urban (n=35) 34 (97%) 133%)
 

Table-4.3 shows cross-tabulation of the incidence of amputation with

respect to place of residence. Results depicted that maximum cases (65%) of

amputation took place in rural areas and among those cases a majority i.e.

65% cases took place due to unplanned accidental reasons. Similarly 35% of

the cases of amputation took place in urban areas and among those 3% were

caused by planned reasons while 97% of amputees were the victims of

unplanned accidental mishaps.
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Figure-4.3: Bar char describing the causes of amputation on the basis

of area of residence (N=100)

 



 

Table-4.4: Cross Tabulation between Age group and Gender of

amputees (N=100)

 

 

Age Group Gender xr p Odds ratio

Male Females
n=80 n=20

Early Adulthood
(n=62) 61(98.0%) 1 (2.0%) 344 <001 61.0

Late Adulthood 19 (50 %) 19(50 %)

(m=38)
 

Table-4.4 describes that majority (62%) of the respondents were in

their early adulthood and almost all (98%) were males. On the other hand 38%

of respondents were in late adulthood and among them 50% were males and

50% were females.
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Figure-4.4: Cylindrical bar chart describing the incidence of

amputation in different Age groups and Gender (N = 100)

67



Table-4.5: Cross Tabulation between Age group and cause of

amputation (N=100)

Age Group Cause x P Odds ratio

 

Unplanned Planned
n=76 n=24

Early Adulthood
(n=62) 60(97.0%) 2 (3.0%) 38.6 <.001 42.0

Late Adulthood 16 (42.0%) 22(58.0%)
(n=38)
 

Table-4.5 reveals that majority (97%) of amputations in early

adulthood took place due to unplanned causes while in late adulthood,

amputations of(58%) took place due to planned causes.
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Figure-4.5: Cylindrical bar chart describing differences in the cause of

amputation on the bases of Age group (N=100)

 

 



Table-4.6: Descriptive statistics and reliability estimates of all scales

(N=100)

    
No Scales Range Min Max Mean St.Dv Var  Skw ace a

Familial social 720° 660 1380 1053 198 3940-17 28 90?
support

29.712Self Esteem 800, 160: 060) 67.1-.,184- 4304, -36

Psychological 67.0 59.0 126.0 96.7 181 3290 -01 77 816
Adjustment

;

Table 4.6 shows descriptive statistics of the various scales used in the study.

For this purpose, the raw data is modified into interpretable facts that

comprised of mean and standard deviations along with the range of the

variables. The management of data showed that family support scale was

falling in the range of 66-138, with the mean value of 105.3, standard

deviation of 19.8 and with the variance of 394.0. Moreover, the value of

standard deviation showed that data was widely spread. Self-esteem scores

ranged from 16-96 with the mean of 67.1, standard deviation 18.4 and

variance of 339.4.

Psychological Adjustment scale had the minimum value of 59 and

maximum value 126 with the mean value of 96.7, standard deviation 18.1 and

variance of 329.6. Moreover the skewness values in above table further

explained the normal distributionofdata.

The table also indicates the magnitude ofreliability of all the three

scales administered on the present sample of 100 participants. The values

ranged from .71 to .90 for all scales i.c. Familial Social Support Scale, Self  



Esteem Scale and Psychological Adjustment Scale. Therefore, it was

concluded thatall these scales were sound in terms ofinternal consistency and

serves as reliable measures ofthe construct

Table-4.7: Descriptive Statistics and reliability estimates of Subscales

of Self-Esteem Scale (N=100) & Psychological Adjustmentscale (N = 100)

 

 

Scales Range Min Max Mean St.Dv Var Skw_ No. of a4
Items

Self- 29.0 22-23.0 52.0 399 Tah 505

|

42 4 .707

Acceptance

Self- 40 328 eo ee ek ee ee

Competence

Acadeniic “180 Be 0 “Gae  t 26S T 62

self-

competence

Physicaland 230 3.0 260 194 36 134 -L7 6.

social self-

Acceptance

Perception of 11.0 9.0 20.0 15.4 2.9 8.66 -.27 4 639

reality

Ability to 16.0 12.0 28.0 203 42 TiS 25 6 934

cope with 7

stress

Positive self- 23.0 11.0 340 248 6.2 39.0 -46 7 789

Image 1

Ability to 15.0 15.0 300 222 3.6 13,53. 207. 6 908

express 2

emotions

Interpersonal 11.0 9.0 20.0 15.3 2.8 8.03 -.19 4 323

relationships
   



 

Table 4.7 shows descriptive statistics of the subscales of self-esteem

scale and psychological adjustment scales used in the study. Results showed

that self-acceptance and self-competence had minimum value of 23 and 2

respectively and maximum value 52 and 26 with the mean values of 39.9 and

15.36, standard deviation 7.1 and 4.9 respectively. Academic self-competence

has mean value of 9.44, with standard deviation of 5.1 whereas the minimum

value was 0 and maximum value was 18.0. The skewness values also

demonstrated the normal distribution ofdata.

Similarly accurate perception ofreality and Ability to cope with stress

and anxiety had mean value, 15.4 and 20.3, standard deviation 3.9 and 4.2,

whereas variance of 8.6 and 17.87. The minimum values were 9 and 12 and

maximum values were 20 and 28 respectively. Whereas Positive self-image,

Ability to express full range of emotions and good interpersonalrelationships

had mean value 24.82, 22.25 and 15.37, standard deviation of 6.24, 3.67 and

2.83 and variance of 39.01, 13.52 and 8.03. Further its minimum values were

11, 15 and 9 and maximum values were 34, 30 and 20 respectively. Moreover

the skewness values in above table further explained the normal distribution of

data.

The Table also shows the reliability coefficients of the four (4)

subscales of Self-Esteem scale and all the five (5) subscales of Psychological

Adjustment scale used in the current study. Results shows that the alpha

reliability values of these scales ranges from .57 to .93 thereby confirming that

all these measure are significant and reliable
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Table-4.8: Alpha Reliability of Male (N = 80) and female participants (N

 

 

= 20).

S.No. Scales Male participants. Female
N=80 participants.

N=20

No. of a No. of A
Items Items

1 Familial Social Support 38 913 38 -902

Scale (FSSS)

2 Self Esteem Scale (SE) 29 -706 29 -743

3 Psychological Adjustment 27 885 27 885

Scale (PAS)
 

Table 4.10 shows thereliability coefficient of all scales for the male

and females participants of the current investigation (n = 80). Results verified

that these values are highly significant at <.01 indicating significant

correlation amongeach others

  



Table-4.14: Correlation Matrix ofall the Scales and Subscales (n= 100)

 

Variable FSSS SE PAS SA

_

SC SPSA ASC APR ACSA PSI AEFRE GIR

 

FSSS' -

SES Nb =e

PAS .760" .880"-

SA 455". 633° 12042

sc 299°" .492" 473" 465° -

SPSA 295.461° 418° 447" BT ics

ASC 240° 3977 3447 219 452" 313°. -

- -

APR 249° 4367 .482° 674" .249° 330° .102 -

ACSA .531" 6517 .797” 676° 373" asso) 318 52a.

Psi 4187 .582" 658" .7727 .5987 393° 261 665" .563"

AEFRE .137 .3497 .4037 .532™ 360° 317" .146 515” 450" 481™ —-

GIR 309" 426" 493.5817 214° 370 .018 .586" .439" .6137 sS2p- ie

  

*p<.05, **p<.01

Read FSSS as Familial Social Support Scale, SES as Self-Esteem Scale, PAS as

psychological adjustment Scale, SA as Self-Acceptance, SC as Self-competence , SPSA as

Social and physical self- acceptance s, ASC as Academic self-competence, APRas Accurate

perception ofreality, ACSA as ability to cope with stress and anxiety, PSI as Positive self

image, AEFREas ability to express full range of emotions and GIR as Good interpersonal

relationships

Table 4.14 showsInter-correlation among all the three scales and nine

subscales of the current study. The matrix demonstrated that there were

significant correlations between the different variables ranging from week to

strong positive correlation. Results depicted that the relationship between

study variables were strongly positive and statistically significant thereby

confirming the hypotheses based upon these variables. Findings showed that

familial social support was strongly correlated with both self-Esteem (r=.880,

p<.01) and psychological adjustment(r= .760, p<.01). Moreover, familial
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social support also had a good positive relation with ability to cope with stress

and anxiety (r=.531, p<.01). Results further revealed that there was significant

positive relation between self-acceptance and psychological adjustment

(r.726, p<.01), as well as between accurate perception of reality and self-

acceptancei.e. r=.674, p<.01. Findings of the study also showed thatpositive

self-image was also positively related with self-competence (r=.598, p<.01)

and is statistically significant

4.1. Nature and cause of amputation surgery

With respect to the nature and cause of amputation procedure, two

groups of amputees were identified. One group of amputees (Group-1)

comprised of all unplanned amputation cases such as those people who had

traumatic or accidental amputationi.e. accidents, bomb blasts, electric shocks

and gun shots while other group (Group-2) consisted of those amputees who

acquired this condition due to any planned cause e.g. diabetes and infections.

Table-4.10: Nature of amputation surgery (N=100)

 

 

Nature of Amputation Cause IC) Total (%)

Planned amputation Diabetes 24 (24.0) 24%

Unplanned amputation Accident 56 (56.0)

BombBlast 9 (9.0) 76%

Electric Shock 4 (4.0)

Gun Shot 7 (7.0)

Total 100 (100%) 100.0%

 

 



 

Table 4.10 describes the cause of amputation on the basis ofwhether it

was a planned procedure or it was an accidental or traumatic incidence

resulting in amputation. Results showed that majority (76%) of the cases of

amputation took place due to unplanned causes while 24% of the amputations

were caused by unplanned reasons.
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Figure-4.6: Cubic bar chart describing Unplanned and Planned causes

of Amputation (N=100)   



 

4.2 Differences in cause of amputation and level of

Psychological adjustment and self-esteem

An amputee’s level of psychological adjustment and self-esteem may

also be influenced by the cause of amputation. In order to know the

differences in an amputee level of psychological adjustment and self-esteem

on the bases of cause of amputation, the scores of psychological adjustment

scale and self-esteem scale for both groups were compared. The details are as

follow.

Table-4.11: Means, Standard Deviations & t-Values for unplanned and

planned causes of amputation (N=100)

  
 

 

Variable _‘Ptanned ihre 95 % Cl Cohe
causes n=24 causes n=76 n’sd

|
| M SD M SD (98) LL UL

ES 85.6 6.97 61.3 17:0... -6.79°°*.. 3137 --17.18 1.86

AS 118.2 6.76 89.9 15.0. -8.92%%* -34.59 -22.01 2.43

ind “p <.001

Table 4.11 indicates significant differences in the level of self-esteem

{ (98) = -6.79, p <.001} and psychological adjustment {¢ (98) = -8.92, p

<.001} of amputees on the basis of cause of amputation. Finding explained

that on self-esteem scale, amputees with planned amputation (M=85.62, SD=

6.97) scored higher as compare to amputees with unplanned amputation

(M=61.34, SD=17.02). Similarly on psychological adjustment scale, amputees

with planned amputation (M=118.29, SD= 6.76) also scored higher than

amputecs with unplanned amputation (M=89.98, SD=15.01).
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Table-4.12: Analyses of variance of Psychological adjustment, self-

esteem and educational status (N = 100)
 

Variable Group 1 Group 2 Group 3 SOD i-j
(n=40) (n=28) (n=32)

Illiterate Middle F.A n above
 

M SD M SD M SD

SES 82.10 8.74 68.46 11.91 47.37 13.06 86.18*** I>2>3

PAS 112.57. 9.36 93:64. 15:51, 79.78 10.09 72.33*** I>253

 

 

eet < 001

Analyses of variance was carried out to find out if self-esteem and

psychological adjustment increases or decreases with the level of education.

The three groups under study were (1) amputees who were illiterate, (2)

amputees who had middle level education (3) amputees who had a

qualification of intermediate and above. Table-4.12 indicates significant

differences in the scores of self-esteem scale {F (97) =86.1, p<.001} and

psychological adjustment scale {F(97) = 72.3, p<.001} due to differences in

the educational status of amputees. The results of one-way Anova revealed

that there was a significant inverse relation between psychological adjustment,

self-esteem and an amputee’s level of education. Results of the study showed

that an amputee level of self-esteem as well as psychological adjustment

decreases with an increase in the level ofeducation.

Results demonstrated that illiterate amputees scored higher than

amputees who had matriculation and amputees who were matriculate scored

better than amputees with F.A qualification and above on both scales. The

mean scores of self-esteem scale were 82 forilliterate, 68 for middle and 47

 



 

for F.A and above. In the same way, the mean scores on psychological

adjustment scales were 112 for illiterate, 93 for middle and 79 for F.A and

above. The findings of Turkey’s post-hoc test (Appendix F) also revealed

significant differences among all groups.
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Table-4.13: Analyses of variance of Psychological adjustment, self-

esteem and Age groups (N = 100)

 

Variable Group1 Group 2 Group 3 S097) i-j
(n=34) (n=36) (n=30)

20-29 yrs 30-40 yrs 49-60 yrs

M SD M SD M SD

SES 54.73 16.06 66.86 17.61 81.63 9.64 25.35*** I<2<3

PAS 84.94 13.39 9422 17.35 113.26 10.10 32.85*** 1<2<3

 

ee%p < 001

Table 4.13 shows significant differences in level of self-esteem and

psychological adjustmentofdifferent age groups of amputees. Results showed

that amputees of different age groups scored differently from each other on

both self-esteem scale {F (97) = 25.35. p<.0 001} and psychological

adjustment {F (97) =32.8. p<.001.

In case of self-esteem level, results demonstrated significant

differences amongall three age groups. It was found that amputation more

drastically effected young people (age 20-29 yrs) as compare to other age

groups. The mean scores showed that amputees between age group of 20-29

years had lowered level of self-esteem (M=54.73. SD= 16.0) amongall three

age groups. It was also found that amputees between 30-40 years of age group

had higher level of self-esteem (M=66.86. SD= 17.61) as compared to

younger age group. Similarly results showed that older amputees i.c. 40-60

years of age had the highestlevel of self-esteem (M=81.73. SD= 9.64) among

all other age groups. Similarly, in case of level of psychological adjustment,

amputees between age group of 40-60 years and abovealso scored higher than

amputees of other age groups. The mean scores on psychological adjustment
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scale showed that amputees between age 40 to 60 years (M= 113.2.

SD=10.10) were better psychologically adjusted as compare to young age

groups. The findings of Turkey’s post-hoc test (see Appendix F) also revealed

significant differences amongall groups.
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Table-4.14: Means, Standard Deviations & t-Values on level of

Psychological Adjustment and Self Esteem for less and more time since

amputation (N = 100)

 

 

 

Variables More than6 Less than 6 95% CI Cohen’sd
months months

(n=54) (n=46)

M SD M SD 1(98) LL UL

SES 79.5 Si 92.65 14.0; 10.68% 331.97. ~21.95 2.11

PAS 110.6 106 80.5 9.34 -14.8*%* -34.17 -26.12 2.01

— <,00]

Table 4.14 shows the differences in the amputee’s level of self-esteem

and psychological adjustment due to increasing time since amputation. Results

indicated significant differences between groups of amputees with less than 6

months of time since amputation and more than 6 months of time since

amputation on both self-esteem scale {t(98)= -10.6, p<.001} as well as on

psychological adjustment scale {(t (98) = -14.8. p<.001}. Findings

demonstrated that amputees with more than 6 month of time since amputation

scored higher on self-esteem scale (M= 79.5, SD = 11.2) as compare to those

amputees who had less than 6 months of time since amputation. (M= 52.6,

SD=14.0).

Similarly an amputee’s level of psychological adjustment also

increases as time since amputation increases. It was found that amputees with

more than 6 month of time since amputation were better psychologically

adjusted (M= 110.6, SD= 10.6) as compare to those amputees who had less

than 6 months of time since amputation. (M = 80.5, SD = 9.3).
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Table-4.15: Means, Standard Deviations & t-Values on level of

Psychological Adjustment and Self-esteem for ability to do routine work

or not (N = 100)

 

 

Variables Able to work Not able to 95 % CI Cohen’s d
(n=63) work (n=37)

M SD M SD 98) =LL UL

SE 78.03 12.01 48.67 11.25 -2.0*% -34.18 -24.52 2.52

PAS 108.33 11.63 77.10 6.35 -15.0%* -35.34 -27.10 3/33

 

*p <.01, **p<.001

Tables 4.15 shows marked difference in an amputee’s ability or

inability to do routine work and their level of self-esteem {t (98) = -12.0,

p<.01} and psychological adjustment {t (98) = -15.0, p<.001}. Results of the

study revealed that ability to work increases an amputce’slevel of self-esteem

which in turn increases their level of psychological adjustment. Results further

depicted that amputees who were able to do normal routine work scored

higher on both self-esteem (M= 78.0, SD= 12.0) and psychological adjustment

scales (M=108.3, SD=11.6). On the other hand those amputees who were not

able to do their routine tasks scored less on both self-esteem scale (M= 48.6,

SD= 11.2) and psychological adjustment scale (M=77.1, SD=6.35).
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Table-4.16: Means, Standard Deviations & t-Values on level of

Psychological Adjustment and Self Esteem for both genders (N = 100)

Variable Females n=20 Males n=80 95% CI Cohen’sd

 M SD M SD (98) LL UL

SES 86.2 4.99 62.4 17.43 -6.03*** -31.69 -16.00 1.8

PAS 121.2 3.54 90.6 14.85 -9.09*** -37.18 -23.86 2.85

 
Teen <.001

Table 4.16 reflects gender differences on both self-esteem scale and

psychological adjustment scale. On psychological adjustment scale results

depicted significant differences between males and females {t (98) = -9.09, p<

.001} and it was found that on average females (M=121.2.SD=3.5) scored

higher than males (M=90.6, SD=14.5). In the same way there appeared

significant differences on self-esteem scale scores as well {t (98) = -6.03, p<

.001} and here again females (M= 86.2.SD= 4.9) scored higher than males

(M= 62.4, SD= 17.4).
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Table-4.17: Means, Standard Deviations & t-Values on level of

Psychological Adjustmentand Self-esteem for rural and urban areas (N =

100)

 

variable Rural n=66 Urban=34 95 % CI Cohen’s d

M SD M SD (98) LL UL

 

SE 77.0 13.0480. 106-.11.2°** 23.86. 34.13 24¢

PAS 106.:8°-°13.0°"7/.1- 7:08) 1235%* 2491 3448 234

are <,00]

Table 4.17 indicates that on the basis of place of residence there were

considerable differences on both self-esteem scale {t (98) = 11.2, p<.001} and

psychological adjustmentscale {t(98)= 12.3, p<.001}. Findings demonstrated

that amputee residing in rural areas had much higher level of self-esteem

(M=77.0. SD= 13.0) as compare to amputees who were living in urban areas

(M=48.0. SD=10.60). In the same way, amputees residing in rural areas were

better psychologically adjusted (M=108.8. SD= 13.0) as compare to amputees

residing in urban areas (M=77.1. SD= 7.0).

 



Table-4.18: Regression Analysis of perception of reality predicting self-

Acceptance in amputees (N = 100)

 

 

Model Unstanderdized § Std Error Standardized Beta t ee

(Constant) 14.899 2.827 5277) Oe

APR 1.627 -180 674 9.02  .000

 

R *=.454; Adjusted R° =488.£(98) = 81.50, p < .001

In order to specify the predictive relationship between accurate 

 

perception of reality and self-acceptance, a linear regression analysis was

conducted using enter method. The results disclosed that 45.4% of the

variance in the dependent variable was caused by the predictor variable i.c.

accurate perception ofreality (R7=.454, (98) =81.5, p<.001). The findings of

the study indicated that accurate perception of reality was positively related

with self-acceptance {B=.674, t=9.02, p=< .001}.
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Table-4.19 Regression Analysis of level of self-acceptance predicting
psychologically adjustment of amputees (N = 100)
 

 

flodel Unstandardized B Std Error Standardized Beta t -
ea
'Constant) 22.756 7.198 3.161  .002
BA 1.852 177 724 10.34 000
 

  

R *=.537; Adjusted R® =.532.£{98)= 109.069, p <.05

Regression analysis was conducted using enter method to specify the

relationship of self-acceptance with’ psychological adjustment. The results

Suggested that there was a positive relation between self-acceptance and

psychological adjustment {B=.724, t=10.34, p< .001) and 53 % of the

variance in the dependent variable was caused by the predictor variable

{R*=.537,£(98) 109.1, p <.001).
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Table-4.20: Regression Analysis of Positive self-image predicting Self-

Competence in amputees (N = 100)

 

 

Model Unstandardized B Std Error Standardized P

Beta

(Constant) 3.618 1.641 2.205 .030

PSI 73 064 598 7.378  .000
 

R *=357, Adjusted R? =.351. £(98) = 54.437, p <.001

Linear regression analysis was applied to find out whether or not

positive self-image had an effect on the amputees level of self-competence.

The model suggested that positive self-image plays a significant role in

boosting the amputees level of self-competence and there exists a positive

relation between these two variables {B=.59, f (98) = 54.4, p< .001}. The

findings of the study indicated that 35.7% ofthe variance in the dependent

variable was caused by the predictor variable {R?=.357, f (98) = 54.43,

p<001}  
—
—
— 



Table-4.21: Regression Analysis of familial-social support predicting
amputee’s ability to cope with stress and anxiety (N = 100)
 

 

Model Unstandardized § Std Error Standardized t jw

Beta

(Constant) 8.388 1.953 4.29 000

FSSS -113 018 -531 6.20 .000

 

  

R *=282; Adjusted R* =.275.£(98) = 38.558. P< .001

In order to ascertain the extent to which familial support can predict an

amputee’s ability to cope with stress and anxiety caused by amputation, a

linear regression analyses was applied. It was foundthat familial support had a

positive effect on an amputee’s ability to cope with stress and anxiety. The

regression model was a good fit for data {R? = .282, J(98) =38.5, p<.001} and

predicted 28.2% of variance in the dependentvariable

88  



Table-4.22: Regression Analysis of Familial Social support predicting

self-esteem (N = 100)

 

 

Model Unstandardized f StdError Standardized t z

Beta

(Constant) -3.796 6.912 -.549 S84

FSSS 674 .064 .726 10.44 000

 

R *=.527, Adjusted R? =.522.£(98) = 109.1, p<.001

Linear regression analysis was conducted in order to know if there is

any relation between familial social support and self-esteem. The results

suggested that there was a positive relation between self-esteem and familial

social support {B=.726, t=10.44, p< .001) and 52 % ofthe variance in the

dependent variable was caused by the predictor variable {R?=.527, St (98)

109.1, p <.001).

  



Table-4.23: Regression Analysis for self-esteem predicting psychological

Adjustment (N = 100)

 

 

Model Unstandardized Std Error Standardized t P

B Beta

(Constant) 38.55 3.28 TL73***

—

000

SE .867 .047 880 1837"** 2000

 

 
R?* = 775, Adjusted R° =.773.£(98) = 337.6, p<.001

Linear regression analysis was carried out to specify the predictive

relationship betweenself-esteem and psychological adjustment. The finding of

regressions analyses indicates significant differences in the level of

psychological adjustmentdue to increased or decreased level of self-stem. The

model suggested psychological adjustment had a strong positive relation with

self-esteem {B=.880, t=18.37, p<.001).The finding demonstrated that 77 % of

the variance in the dependentvariable was caused bypredictor variable (R 7=

775, f(98) = 337.6. p <.001  



 

 

Table-4.24: Predictors of psychological Adjustment (N=100)

Psychological Adjustment

Model 1 Model 2 95% Cl

Variables B B

constant 23.604 26.200 17.495, 34.906

FSSS .695** .234* 116, .352

SES = .684** -557, .811

R 578 .806

F 134.125"? 201.57***

Delta R? 228

Delta F
114.166

 

*p <.05, **p <.01, ***p<.001

Multiple regression analyses were carried out to verify

possible med’

adjustment. The results confirmed the hypothesis b

self-esteem as a

iating variable of familial-social support and psychological

y verifying self-esteem as a

significant mediating predictor of familial-social support and psychological

adjustment {R°=.806,F (2, 97) = 201.57, p < -001}. A significant 80%of the

variance in the dependentvariable was caused by the predictor variables

91

 

h
m
e
O
N
C



 

5,ae Te eS

CHAPTER 5

DISCUSSION

Atpresent, the rate of amputation is increasing day by day due to

increasing socio-political instability around the globe. As far as Pakistan is

concemed, the incidence of amputation is also increasing at an alarming rate

and the reasons behind this increased rate are obvious. Unfortunately, the last

few decades has seen the dramaticrise of instability, violence andinsecurity in

our country as Pakistan is a frontline state in the global war againstterrorism.

Moreover, due to geographical proximity to Afghanistan, Khyber

Pakhtunkhwa and especially Peshawar city is paying a huge price in this war

against terror. Increasing rate of bomb blasts, terrorist attacks and brutal

violence lead to mass killings and serious injuries which results in an increase

rate ofdifferent types ofdisabilities including amputation.

Limb amputationis the form of surgery in which upper or lower limb

is removed from the body duc to any disease, infection or traumatic accident.

Losing a limbis one of the most shocking, tragic, and devastating incidentthat

takes place in the life of any individual. Despite the fact that this surgery is

usually done for improvementofhealth condition andin order to save thelife

of the person but still the victim faces terrible and hurtful psychosocial

consequences. It not only affects the physical aspect of human life but also

prohibit an individual to live a normal, healthy and constructive life ultimately

teads to various psychosocial adjustmentissues.  



 

Adjustment to limb loss is not an easy process and it depends on a

number offactors. Along with efficient psychological resources on the part of

an amputee, it also depends on the adequate help and support of family,

friends and society in order to adjust successfully to their limb loss. The

present study aims to investigate this aspect of amputation in order to spot out

the psychological burden of limb loss and to find ways to reduce this burden

as much as possible.

The present investigation is an endeavor to identify the common

psychological reactions to acquired limb amputation and to analyze the

relationship between familial- social support and psychological adjustment to

amputation. It further examined the role of accurate perception ofreality,

ability to cope with stress and anxiety, self-acceptance, positive self-image,

self-competence and positive self-esteem in the process of adjustment to

amputation.

The current research was an effort to relate psychological adjustment

with self-esteem and family support and to extend these relations in other

directions by including various demographic factors in the way towards

successful adjustment to amputation. The major points that have been couched

from the results ofthe currentstudyare discussed in this section

The study sample was adult men and women, who experienced limb

amputation at some pointin their lives. The sample consisted of amputees

between the age group of twenty to sixty years of age. The reason behind

selecting this age group was that this is the most active and prolific age group

and any kind of disability including amputation disturb their physical and
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psychological equilibrium much ruthlessly than any other age groups

(Phillipo, Chalya, Joseph, Mabula, Ramesh, Isdori, Ngayomela, Alphonce,

Chandika, & Japhet, 2012). As far as the presentresearch is concerned, the

results of the survey showed an increased trend of amputation in males as

compared to females.

In every part of the world, men are typically the bread winners of the

family and are more actively involved in different occupational and vocational

activities and hence are more proneto be the victims of amputation. On the

other hand, females are usually restricted to homes which keep them safe from

dangerous work environment. Females are seldom engaged in mechanical

work and they do not drive too often like men and hence are less likely to face

such problems. That’s why ratio of men amputee’s is comparatively larger

than female amputee’s and the same trend was shown in the present study

where theratio of males to females is 8:2.

This male domination in the current research is in agreement with

judgments byother authors such as Sarvestani & Azam (2013) whostated that

men have significantly high probability of amputation duc to road traffic as

well as work place accidents because they are more exposed to the

environmental misfortune. Furthermore, dueto their activelife styles they are

the easy victims of various infections or catching diseases which mayresult in

limb amputations trapping people of any age group.

With reference to age of amputees at the time of amputation, the

current study demonstrated significant variations. According to the findings,

majority of amputees were found in young age group i.e. twenty to forty years

 



 

  

and only thirty percent were found in late adulthood i.e. forty to sixty years.

The reasons of this increased rate of amputation at this stage of life are

obvious. As young adulthood is the most energetic and active age group and

are usually engaged in all sorts of mechanical, laborious and hazardous

activities therefore they have high risk of accidents and traumas as compared

to other age groups.

Other studies (Phillipo et al., 2012), also revealed that majority of

amputee’s in the developing countries were young as roadtraffic accidents,

falls and malignancies were the most commonindicators of amputation in the

2™ and 3™ decade oflife. Similarly, in the study of Swedish population,

Eliasson (2006) also concluded that in respect of age of amputees, there

appeared significant difference between males and females and majority of

male amputees were in their young adulthood at the time of amputation as

compared to females.

As far as educational level of amputee’s are concerned, the current

figures showed that the majority of amputees were illiterate or uneducated.

Such group of people is usually more involved in manual, unskilled or semi-

skilled jobs. Due to nature of their job they are at high risk of work place

accidents, have more chances of falls, road accidents, factory or machinery

accidents etc. These conditions usually results in minor or major injuries

leading towards limb amputation.

Secondly due to lack of awareness,illiterate folks are not able to

reecive in time medical treatment in case of accidents or disease. Hence

delayed health consultation or inappropriate treatment by quacks may further
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complicate their condition, ultimately resulting in amputation as

a

life saving

measure. Similar concerns were also shown by Phillipo et al. (2012) in their

study bystating that unfortunately in most of developing countries, patients

were mostly presented to the hospital at a stage too late at which limb recovery

was not possible. In such cases amputation may be the only hope in order to

save thepatient’slife,

As mentioned before, most of the laborers end up meeting accidents

that result in limb amputations which also results in the decline oftheir

income graphas well. The incidence of amputation not only imposes physical

limitation on a person butalso imposes countless occupational and vocational

limitations as well. In addition amputation also leads to many psychiatric

issues whichin turns influencejob performance andultimately leads to loss of

jobs and decrease incomelevel.

Srivastava et al. (1997) also agreed to same notion by stating that

amputation leads to impaired work performance, job change and

socioeconomic problems and as a consequence the incomelevel of a large

number of amputees tumed down. Findings of the present study also

confirmed that amputation do affect the income levelofa person.

Usually mostofthe patients from lower class or lower middle class go

to governmenthospitals as they can’t afford the expenses ofprivate hospitals.

As majority of the data was collected from governmenthospitals, the current

findings showed that majority of amputees belonged to lower class, had very

low incomestatus and were dependent on their families for help and support.

It was also found that 6% of the amputees belonged to high income group



 

which showed that upper class has adequate and quick access to the medical

facilities that’s why they may have less chances ofamputation.

Findings also revealed that maximum numbers of amputees were

involved in some sort of odd jobs including laborious, unskilled and semi-

skilled jobs that are potentially more risky and prone to accidents and trauma.

Findings further illustrated that the rate of amputation was also high in rural

areas and mostly influenced farmers. It is usually observed that farmers are

more susceptible to limb amputations due to frequent accidents with

machinery, farm tractor accidents, farm structure falls etc. Comparatively the

chance of amputation for business people, house wives, and office workers are

less and is also confirmed from the currentstatistics.

From the analysis of amputee’s incomestatus, it was found that

amputation influences the job status of an individual and decreases their

regular earnings due to which they were not able to fulfill their basic

necessities of life. It was found that maximum numbers of amputees was

dependent on their friends, relatives or family for their survival and were

getting help from them. This feeling of dependency and inability also

influences their self-esteem thereby leading to numerous psychological issues.

On the other hand, amputee’s who have personal business or property

may have the assurance that they are not dependent on others and would be

able to take care of themselves, their families, business and property after

some period. Such people are able to cope with their disability and are

psychologically stable enough to face the bitterness of life. Furthermore
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amputation doesn’t affect their self-esteem that much as they don’t need to

take help from otherfor satisfaction oftheir basic needs oflife.

Every individual needs help and support in case of any kind of

disability or disease and the sameis true for amputation as well. In this respect

the type of family system in which an individual lives also matters a lot.

According to the currentresults sixty one percent of amputees were living in

joint family system while thirty nine percent were living in nuclear family

system. It is important to note that the larger the family, the more will be the

chances of support and care on the part of family. In joint family systems,

there is large number of people who can provide support and help to their

disabled family member. Along with efficient physical support they also

provide adequate emotional support in order to help them to adjust to their

disability in a positive way.

However, in case of nuclear families the limited number of family

members is unable to take good care of their disabled member. The additional

duty of taking care of such family members and added financial lumber may

sometimes tired and fed up the family members as they also had their own

personal duties and responsibilities of their busy life schedules. In such case,

an amputee might also start feeling useless and burden on family resulting in

the development of numerous psychosocial symptoms.

Moreover along with family system, an amputee area of residence is

also very important in case of amputation. According to Phillipo et al. (2012),

the causes of amputation may be varied depending uponthearea ofresidence.

Present finding revealed that majority of amputees belonged to rural areas and
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as we all knows that rural areas usually lacks advanced medical facilities. In

cases of any accident or trauma, patients are not able to get instant and

adequate medical treatment and as a consequence the injury becomes severe

and infectious enough to a stage in which amputation maybe last option as a

life saving measure.

On the contrary, urban areas are enriched in medical facilities for

treating any sort of accidents which reduces the chances of conducting limb

amputation. In addition, there are better chances ofrehabilitation and access to

artificial limbs centers which aids in overcoming the trauma of limb

amputation. More overthe different conditions and causes which maylead to

amputationalso varies depending on the place ofresidence.

In respect of the causes of amputation, it was found that there were

numerous causes of amputation depending upon the health and social setting

of the society. Results showed that most common causes of amputation

nowadays are roadtraffic accidents which accounts forfifty six percentofall

the cases. Diabetic amputation traps about twenty four percent of the people

while clectric shock, falls, blasts and gunshot are also some ofthe causes of

amputation.

Similar finding was also revealed by a study conducted by Abou-

vamzam, et al (2003) and Olasinde, et al (2002) which stated that the different

conditions which lead to limb amputation have been reported to vary from one

area to another. In developed countries the most commoncause of amputation

is peripheral vascular disease while accidents, trauma, infections, uncontrolled

 

 

 



 

diabetes and tumors are the leading causes of amputation in the under

developed countries.

Oneother important factor which influences adjustment to amputation

is time period since amputation. The present study targeted amputees with

major limb amputation and only those cases were considered who acquired

amputation not less than three weeks and more than one year before. The

current figures also revealed that an amputee ability to perform his daily

routine life tasks varies with time period since amputation (Table-4.7).

Recognizing the importance of the cause of amputation in the

psychological adjustment to amputation, it was assumed that amputation is

more likely to take place due to unplanned causes as compared to planned

causes (hypothesis-1). If we analyze the causes ofthe limb amputationin this

study, it can be categorized into planned and unplanned amputation. For

instance, accidents, bomb blasts, electric shocks and gun shots all are

unplanned causes andit usually take place unexpectedly and without any prior

planning. Similarly diabetics and infections lead to planned limb amputation.

In these cases the doctor and patient mutually discuss the severity of the

condition and reach to a mutual consensus for limb amputation in order to

avoid further consequences.

The findings of present study verified the assumption and found that

nowadays amputations mostly took place due to unplanned or accidental

causes as compared to planned causes (Table-4.15). These findings are also in

lime with the case study carried out by Soomro etal. (2013)in the province of

Sindh, Pakistan. It was stated that trauma and road traffic accidents were the
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leading causes of amputation while diabetic ulcers, infections and work place

trauma were also some common causes ofamputation.

The reasons behind increased rate of unplanned amputation in this

region are obvious. Increased sociopolitical instability, terrorist attacks,

violation ofsafety andtraffic rules and insecure work environmentdrastically

increases the rate of accidents and trauma’s which in turns leads to increased

rate of amputation. In addition improper medical treatment and lack of

medical facilities further complicate the conditions and are more likely to

contribute in the mount ofunplanned oraccidental amputation

Amputationorloss of any limbrestricts physical functions ofbody and

this limitation of bodily normal functions also disturbed the psychological

state of an individual resulting in various psychosocial symptoms. Almostall

the studies (Shukla and Coworkers 1982; John, 1989) on the psychological

aspect of amputation clearly showed that this drastic life altering experience

badly disturb the psychological state of a people involved. Some common

reactions found were severe anxiety, frustration, anger, helplessness, suicidal

tendency, low self-esteem and depression.

Keeping in view the importance of psychological aspect of amputation,

the present stud hypothesizes that amputation is more likely to disturb the

psychological balance of an individual (hypothesis-2). Results of the current

study confirmed this hypothesis and revealed that nearly all the amputees

showed signs ofpsychological maladjustment (Table-4.7).

The physical limitation of amputation and perception of helplessness

and dependency eventually Icads to the development of negative feelings 
 



 

about one self. An amputee is no able o cope with severe frustration, stress

and anxiety produced by limb loss. As a consequent an individual is more

likely to exhibit various psychological symptoms such mood disorders,

negative self-image, feeling ofuseless and unworthiness, temper tantrums. and

socialisolation.

In this respect, one other hypothesis formulated by the researcher was

that amputees with unplanned amputation develop negative self-esteem and

face more psychological adjustment issues as compared to those who acquire

amputation dueto planned causes (hypothesis-3). Results of the present study

confirmed this hypothesis and found that amputees with traumatic or

unplanned amputation score low on both self-esteem and psychological

adjustment scale (Table-4.11) as compared to amputees with planned  amputation.

The underlying reason behind this is that amputees having accidental

or unplanned amputation are not mentally prepared to bear the sudden limb

loss. Such patients are more likely to go into the state of shock and denial

which might take long time before they cometo acceptthe reality ofnew body

image and its limitations. On the other hand, in case of planned amputation the

patient is mentally prepared for this loss and does not react psychologically to

the same extent as amputees with unplanned amputation. This also helps in

quicker rehabilitation of the amputees, reducing their level of psychological

distress and also helps in rebuilding their self-esteem. |

Previous research examining the relationship between cause of

amputation and corresponding psychosocial issues also confirmed this
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assumption. It was revealed that amputees with traumatic or unplanned

amputation usually had lower self-esteem and may be at higher risks of

developing anxiety and major depressive symptoms as compared to disease

related or planned amputation (Fisher & Hanspal, 1998; Livneh & Colleagues,

1999).

Apart from the cause, adjustment to amputation also depends on many

other psychological responses as well. One important factor is an amputee

acceptance ofthe reality of the fact that he has lost one of his body parts. In

this respect, the researcher intended to check relation between an amputee

perception of reality and his level of acceptance of new body image

(Hypothesis-4). Analyses of results significantly demonstrated that the two

variables were positively related with one another with value of Pearson

correlation 0.665** (Table-4.9).

It was found that accurate perception of reality serves as a good

predictor to bring change in an amputee level of self-acceptance (Table-4.18).

In the same way, poor perception ofreality tends to decreases an amputee’s

level of self-acceptance.It is quite commonfor an amputee to grieve or mourn

over his amputated limb and the body image he used to have in the old days.

These people are more likely to develop mournful or grieving attitude and

might go through thestages offrustration, anger and depression. Such people

usually deny thereality that they actually lost one of their body parts which

ean never be attained again and do notaccept their changed body structure.

The finding ofthe research conducted by Tomenoet al. (1997), was

also in agreementwith the present study and stated that some amputees casily
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accepted the reality of this unavoidable loss and readily accepted his

limitations as a result of amputation. Such attitude is an indicative of their

Strong personality traits and they had no difficulty in accepting this loss and

were ableto tolerate the course ofevents following amputation.

It is usually observed that amputees with high level of self-acceptance

are better psychologically adjusted (hypothesis 5) as compared to those who

lack self-acceptance. Findings of present study undoubtedly verified this

hypothesis by concluding that self-acceptance is an efficient predictor of

successful psychological adjustment to amputation (Table-4.19). An

individual's acceptance ofthis loss ultimately decreases their level of anxiety

and depression and speed up the adjustment process. High level ofself-

acceptance is more likely to motivate them to focus on their existing abilities

and strengths in order to live a normal and healthy life rather than mourning

and grieving.

In this respect Lobe (2006), also revealed similar findings bystating

that once an amputee accepts the reality of this undeniable loss, it becomes

easier for himvher to cope with it psychologically. The present study suggested

that acceptance ofthis tragic loss might be facilitated by efficient guidance

and counseling as well consulting religious teachings. It might help to lessen

the psychological burden of amputation and the amputee is more likely to

visualized the positive aspect oflife, evaluates his strengths andabilities and

actively cope with this life altering situation.

Research revealed that positive self-image is also an important factor

in the process of adjustment to amputation. In order to verify this aspect, the
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researcher hypothesizes that Positive self-image tends to increase an

amputee’s ability to attain Self-Competence (Hypothesis 6). The results of

hypothesis testing showed positive correlation (.599**) between these two

variables and confirmed that positive self-image plays an important in

improving the amputee’s level ofself-competence (Table-4.20).

Losing a limbis just like losing a loved one or being diagnosed with a

life threatening disease. Therefore, it is not so easy to come outofits grieving

phase and to develop positive self-image unless proper attention and support is

provided. It is hard for amputees to accept limb loss, however, with love,

proper care and attention at least they can cometo adapt to the new changes

with positive attitude. The more positive the attitude is, the easier it would be

for amputees to focus ontheir existing qualities, accentuate their strengths and

abilities and realize the fact that they are still competent enough to carry their

everydaylife affairs and manage theirlives.

Conversely with negative self-image they consider themselves useless

and incompetent and withdraw from all sorts of everydaylife affairs. These

findings are also supported by Roberta Cone (2012), by revealing in her study

that amputee’s negative self-image leads to self-consciousness about their

residual abilities and competencies. Such behavior leads to many psychosocial

seeues including avoidance ofsocial situations and social isolation.

Amputation or loss of limb is a psychologically painful and stressful

experience. It may prohibit a person to deal with various small and large tasks

of everyday life. Living with amputated limb requires developing unique

approaches in order to confront these problems. It is evident that after
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amputation, the victims face numerous personal and psychosocial challenges

and at this stage the role of family and social support is very crucial in the

amputee's psychosocial adjustment (Rybarezyk, 2008).

A study conducted by Williams, et al (2004) discovered that among the

most influential and essential aspects of individual’s support system are

_ frendship and social networks. Recognizing the importance of support factor,

the currentstudy attempted to investigate how family and friends contribute in

the successful adjustment to amputation. It was hypothesized that high level of

familial-social support tends to increase an amputee’s ability to cope with

stress and anxiety produced by amputation (hypothesis 7).

As far as our Pakistani society is concerned, it is evident that it is a

family oriented society. Strong kinship ties, sturdy religious orientation,

flexible family roles and joint family system all serve to contribute to the

welfare of its members. In case of amputation, the attitude of family and

society undoubtedly play a keyrole in the adaptation process. The findings of

the present study showed that nearly all the amputees had somesort of help

and support from their families (Table-3.3).

An interesting finding of the currentstudy was that amputees with high

level of support also had better ability to cope with stress and anxiety

produced by amputation (Table-4.21). Losing a limb could be very depressing

for the amputee and leaves everlasting effects on life. Due to physical

disability, a person loses his confidence and catches sympathetic and

sometimes contemptuous glances of people and socicty. In this respect,

support system helps an amputee to feel that he can trust and depend onhis
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family andfriends for meeting his needs. Such feeling is more likely to reduce

his level of stress and anxiety orat least may develop a capability to be able to

handle and overcome his stress and anxiety. The current finding was also

supported by a study conducted by Newsom & Schultz (1996) which stated

that the perception of no or minimal support was strongly correlated with high

level of anxiety and depression as well as poorquality oflife in the amputated

patients.

The finding of the current study undoubtedly verified that family

support is an important determinant of amputee’s psychosocial adjustment

(Table-4.24). As a result of amputation, the role of amputee in the family

might change from being an independent member to a dependent member.It

not only scriously influences personallife affaires but also social relationships.

At this stage an amputee requires adequate psychosocial resources to stabilize

his social relationships and interactions. On the other hand, in case if such

resources are lacking, the result would be psychosocial maladjustment.

Previous literature such as Roberta Cone (2012) revealed that

amputation is more likely to change body-image, distorted self-identity and

faulty sclf-image. It may also lead to prolonged psychological issues which

include high level of anxiety and depression, dissatisfaction with life, negative

feelings about personal appearance and self-worth as well as lower level of

self-esteem.

Similarly, according to Horgan and MacLachan (2004) people with

limb loss have greater vulnerability to develop various psychological

symptoms. Therefore after an amputation, an individual must leam ways to
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adapt to his distorted and changed physical and social functioning.

Furthermore they mustneed to incorporate those changes into a new sense of

self, revised self-identity and positive self-esteem.

As far as self-esteem of an amputee is concerned, studies showed that

the role of family and social support is very crucial. Adequate family and

social support tends to increase the amputee’s ability to adjust successfully to

his disability and may serve as a mediating factor in reducing his stress and

increasinghis levels ofself-esteem (hypothesis 8).

Families should help an amputee to adapt to the new changes rather

than considering them an extra burden. Family support boosts them

psychologically and theyare able to accept their new body image with more

courage which ultimately leads to development of positive self-esteem.

Previous literature on sameissue also showed evidence that family and social

support serves as a primary step towards the processing and acceptance ofthis

terrible loss. According to Orr.E et al (1995) social support sometimes can

play a role of best collaboratoror a horrible enemy for a person with limb loss.

The social pressure of physical flawlessness makes it difficult for an amputee

to accept, live and ultimately adjust with his disability.

Engstorm and colleagues (2001), stated that the only the feeling of

being alone and lacking any help and support from family and friends

imereases the level of stress and feeling of unworthiness in amputees. This

perception also leads to increased depressionlevel and lowered self-esteem.

Results of the current study also confirmed that family and social

support is directly and positively linked with the amputce’s self-esteem
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(Table-4.9). For amputees to have a stable life they need to have family

Support, a strong capability to cope stress, positive self-image and high levels

of self-acceptance. All these factors ultimately lead to increased self-esteem

which results in successful psychological adjustment to amputation. Proper

support and motivation can encourage the amputees to work like normal

people and their skills can be tumed into a valuable asset for the society. In

short, amputees need assurances and support from the community in order to

overcometheir post amputation fears and doubts.

Thefindings of the present study further demonstrated that self-esteem

can be an important coping resource and it has a direct relation with better

psychological adjustment (hypotheses 9). The higher the level of self-esteem,

higher will be rate of psychological adjustment. (Table-4.23). Amputee with

positive self-esteem realizes the fact that he is being confronted with a tragedy

in his life and it should be treated in the same wayas treating other life’s

issues. The feelings that they still have enoughstrength, talents andabilities to

live a happy and productive life, make their adjustment process much easier

and quicker.

Findings of the study were also supported by Symister, (2003). It was

found thatsocial support influences levels of optimism and self-esteem, which

im turns decreases the level of depression and also increases the level of

psychological adjustment. On the other hand problematic support is associated

with increased level of psychosocial adjustmentissues.

Hence it is clear that self-esteem mediates the relationship between

family support and psychological adjustment (hypothesis-10). Results of the
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present study also verified that there is a positive relation between adequate

family and social support, level of self-esteem and an amputee’s ability to

adjust successfully to his disability as a result of amputation (Table-4.24).

Adjustmentto limb loss or amputation is not an easy process and along

with an amputee’s psychological strength and resources it also depends on a

number of socio-demographic factors as well. Research conducted by

Cansever and colleagues (2003), also agreed to the same notionbystating that

adjustment to any kind ofloss including amputation may depends on many

factors such as age, sex, time since amputation, cause of amputation,

educational level of an amputee, place of residence etc. The current study also

investigated the moderating role of various demographic factors and found

some interesting findings in respectto these factors.

Gender is one socio demographic factor that could be associated with

the outcome following amputation. Previous literature (Hawamdeh et al.,

1983) reported that females exhibit more psychological reactions and have

lowered level ofself-esteem as compared to males. On the other hand some

others (Washington, 2013) found that in case of amputation males

comparatively suffered more than females. It was stated that males usually had

negative self-esteem following amputation and are psychologically more

disturbed than females. It is also important to consider that reaction to any

disability including amputation, may also be influenced by social pressure,

socictal expectations and general attitudes of a particular society in which an

amputec resides.
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Keeping in mind the social setup of our society, the current study

hypothesizes that females are more psychologically disturbed by amputation

as compared to males (hypothesis-11). Results of the present study

unexpectedly disallow this assumption and revealed that score of males are

comparatively low on both the scales of self-esteem and psychological

adjustment than females (T;able-4.16). This implies that in our society, males

are more psychologically shattered and disturbed by amputation as compared

to females.

The present research concluded that the underlying reasons behind

these gender differences are many. Usually men are the major bread earners of

the families and in case of any accident or amputation they are not only

concemed about their own selves but abouttheir dependents and families as

well. Amputation limits their work efficiency and productivity resulting in a

feeling of uselessness and unworthiness. They considered their disability as an

end to their role ofbasic provider ofthe family.

Furthermore because of their dominant and independent nature, men

scidom share their feelings with others and seck help from others due to which

their adjustment becomes extremely difficult. Hence they are more likely to

develop negative self-esteem leading to numerous psychological adjustment

issues. On the other hand, females by nature are the dependent ones and hence

the dependency resulting from amputation doesn’t influence them much

harshly as males. Secondly females are usually more open to share their

feelings and secking help from others in order to cope with this tragic

 
  



 

incidence. Therefore with the passage of time, females were able to rebuild

their self-esteem and adjust physically as well as psychologically.

One other important factor in the adjustmentto amputation is age at

the onset of amputation. Studies showed that the relation between age and

adjustment to amputation is obvious. Young adulthood is usually considered

as the most active and productive age group oflife. Individual at this age

group is also more conscious about their physical appearance and body

perfection and considers it as a standard ofself- evaluation. Young people are

also more sensitive about the social stigma associated with any kind of

disability. As a result in cases ofamputation they experience more anxiety and

depression resulting in distress and maladjustment as compared to other age

groups.

Older amputees are not emotionally concerned about their body

appearance as well as about the social attitudes around them. They prudently

accept the reality of this occurrence and consider it as positive towards the

recovery and improvement of their health. These assumptions were also

verified by the result of the current analyses and showed that the younger the

amputee at the time of amputation, the more likely they develop negative self-

esteem and the greater psychological adjustment problems they experienced.

However these problems decrease with increase in age at the time of

amputation (Table-4.13).

A research conducted by Dunn (1996), also agreed to the notion that

young amputees were significantly at high risk of exhibiting psychosocial

symptoms. Amputation restricted their everyday life activities and more
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specifically they not only had appearance related anxiety but are also

concemed about social stigmatization ofamputation. Older amputees have less

activity related issues as aging has already reduced their activities and they

didn’t have any physical appearance issues as well. As a result they experience

comparatively less anxiety and fewer psychological issues.

Time since amputation is also an important factor in respect to

adjustment to amputation. The results of the current research demonstrated

that the group of amputees who acquired this condition in the last six months

had comparatively low scores on self-esteem and psychological scale than

those who attained this condition last one year (Table-4.14). The current

results demonstrated that amputees take some time to adjust psychologically

and build their self-esteem once the amputationis done.

Amputation is heartrending incidence and certain degree of anxiety

and grief is particularly common reaction to this misfortune. The amputee

needs some timeto accept and cope with this incidence. With the passage of

time an amputee is more likely to overcomethe psychological pain associated

with this incidence. The help and support of family and friends may serve as

mediating force to triumphover and adjust to their disability in a productive

and growth promoting manner. Similar findings were also revealed by Horgan

and Maclachlan (2004), by stating that the prevalence ofvarious psychological

symptoms such as anxicty and depression slowly and gradually decreases as

the time since amputation increases.

One other noteworthy factor in the adjustment to amputation is the

ability to perform normal routine duties and responsibilities after amputation.
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The amputees are anxious and depressed because loss of limb limits their

normal functioning and everyday life activities. Studies showed that those

amputees who were able to continue their routine life activities with little or

no difficulty exhibit less psychological symptoms.

Results ofthe present study also revealed that amputees who were able

to do normal routine tasks scored higher on both self-esteem and

psychological adjustment (Table-4.15). Results of the study verified that the

feelings ofinability and limitations of normal physical functioning gaverise to

exposition of various psychological symptoms in these amputees and similar

conclusions were also given by Akram (2010). After discussing all the above

factors, it is concluded that amputee’s scores onself-esteem and psychological

adjustment increases with age, time since amputation andability to do routine

tasks (hypothesis 12)

A study conducted by Saradjian et al. (2008), emphasized the role of

amputee’s demographics in the process of adjustment to amputation. It was

stated that this process is more likely to influence by age, gender andlevel of

education. As far as the relation of educational qualification and adjustmentto

amputation is concerned, the present study assumed that the amputee’s scores

of self-esteem and psychological adjustment increases with increase in the

level of education (hypothesis 13). But interestingly the findings of the study

appeared in an opposite direction. It was found that amputee’s scores of self-

esteem and psychological adjustment decreases with increase in the level of

education (Table-4.12).
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It was found thatilliterate and amputees with low level of education

had more positive self-esteem and better adjustment level as compared to

amputees with high level of education. It is concluded that as compared to

illiterate people, educated people are much psychologically disturbed because

as a result of amputation they not only lose their body part but also lose their

dreams and ambitions, their achievements and

_

their accomplishments.

Secondly, , the highly educated amputees are more aware about the

consequences ofthis loss and could not be persuaded and helped very easily to

adjust to this loss and takeit as a positive step towards improvementofhealth

Status.

An amputee area ofresidence also plays an important role in their

adjustment to limb loss. In order to verify this aspect the current study

hypothesizes that amputees residing in rural areas tend to score high onself-

esteem and have less psychological issues as compared to amputees residing

in urban areas (hypothesis 14). Present findings demonstrated that amputee

residing in rural areas had muchhigher level of self-esteem and psychological

adjustment as compare to amputees who were living in urban areas (Table-

4.17).

People living in rural area lead simple life with strong family ties.

They work in close cooperation with each other and are interdependent on one

another. In case ofamputation, family and friends are readily there to help and

support them. On the other hand, urban life is usually very fast, complex and

demands full participation and work dedication. Duc to the social pressure and

societal demands amputees consider themselves useless and unfit for this
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world and lose their self-esteem. Moreover the busy and competitive life

schedules also reduce the amount of support and help being offered by family

and society. Hence urban amputees are easy victims ofnumerous psychosocial

disorders.

The results deduced from the hypothesis testing support the general

objective ofthe studyas all the results are showingpositive relation between

the dependent and the independent variables. The study clearly states that

there is a strong relation between adequate family and social support and

successful adjustment to limb loss. Moreover various socio-demographic

factors also served as moderators in successful adjustmentto amputation.

The present study affirmed thatan efficient support tends to increase

an amputee’s ability to adjust successfully to his disability as a result of

amputation. Moreover, society and families should be the source of strength

and must learn ways to help the amputee to adaptto this life altering incidence

instead of discouraging them or disowning them. Rather than feeling pity,

proficient help should be provided in order to encourage and motivate them

and give them confidence to retum back to their normal ways oflife and

continue their everyday affairs. Every individual should work to facilitate

these amputees and make them feel that they are an equally importantpart of

the socicty.

The presentstudy has thus filled a gap in theliterature by focusing on a

new dimension i.e. psychosocial dimension, which was hardly ever attended

before in this society. Theresults ofthis studywill also serve as guidelines for  



  



 

CHAPTER-6

SUMMARY, CONCLUSION, LIMITATIONS AND

RECOMMENDATIONS

6.1. Summary

Amputation orloss ofbody part is a surgical procedure used to remove

infectious, dead or nonfunctioning limb from the body as it threatens the

patient's life. Some common causes of amputation are accidents, trauma,

infections, diabetes, tumors, vascular diseases etc. the common causes of

amputation are road traffic accidents, work place accidents, industrial

accidents, combatrelated injuries, terrorist attacks andfailure of adequate and

in time medical treatment. Irrespective of its cause, limb loss is associated

various life challenges which badly disturbed the life of an individualin many

ways.

Amputation has proven to have distinctive psychological and

psychosocial consequences which need to be carefully taken into

consideration. While dealing with amputation, the majorattention is usually

given to the physical aspect of amputation by ignoring the corresponding

psychosocial consequences. Some frequently noted reactions to amputation

are sense of loss, fecling of helplessness, self-pity, hopelessness, anxiety,

depression, negative self-esteem, body image issues and social isolation.

Furthermore adjustment to the incidence of amputation is not an easy process

and it varies according to psychosocial and demographic characteristics of the

 

 



 

persons involved. Some common factors influencing adjustments to limb

amputees includes age, sex, cause of amputation, level of amputation, time

since amputation, self-esteem, personality traits, socio-cultural problems,

availability of adequate social support and the attitudes of family members.

Studies revealed that family and society also plays a powerful role in the

psychosocial adjustment of amputees. Family support may serves as cushion

against the stresses experienced by an amputee, by sharing their physical and

psychological burden oflimb loss.

Recognizing the importance of this aspect of amputation, the current

study attempted to evaluate the role of various demographic factors in the

psychological adjustment of amputation. Results of the study demonstrates

that due to socictal pressures, social demands and expectations of fulfilling

families responsibilities, males tends to exhibit much rigorous signs of

psychological maladjustment as compare to females. Similarly the younger

amputee, the greater the risk of psychological disorders as young age is most

active and productive age group and is more harshly influenced by

amputation.

As far as the cause of amputation is concemed, it was found that

accidents and trauma are the most common causes of amputation nowadays.

Moreover, amputations caused by sudden accidental reasons were associated

with shock, denial and greater adjustment problems as compared to planned

amputation such as diabetes. In the same way adjustment to amputation

imereases with increasing time since amputation as well as with an increased

ability to carry on normal routine life activities. One of the unexpected
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findings ofthe presentinvestigation was that level ofeducation was negatively

correlated with self-esteem and psychological adjustment.

The present study further explored the relationship between familial

social support, self esteem and psychological adjustment to amputation.

Findings of the current study provide empirical evidence that there exists a

strong relationship between the study variables. It was found that adequate

familial and social support tends to increase an amputees ability to perceive

accurately the reality of this tragic incidence and also help them to cope with

the stress and anxiety produced by limb loss. They accepttheir changed body

structure and after sometimethis self-acceptance leads towards the acceptance

of the fact that they still have enough skills and abilities to deal with life

situations, which increases their self-competence as well.

Results also revealed that all these factors also help an amputee to

recover from the sense ofloss and uselessness resulting in the development of

positive self-esteem. After analyses of the self-esteem of amputees, it was

found that amputees with high self-esteem are also better psychologically

adjusted as compare to amputees with low or negative self-esteem. Hence the

results confirm the hypothesis that familial social supports tends to increase an

amputee level of self-esteem which in tums helps them to adjust successfully

to amputation.

 

 

 



 

6.2 Conclusion

After detailed analysis of the psychological sequel of amputees, the

current study concluded that amputation not only results in loss of body parts

but also results in loss of body image, loss of body structure and appearance,

loss of everydaylife activities and decreased quality oflife. Although a brief

period of grief and mourningforthis loss is normal for every person as the

sudden shock of limb loss disturbs the psychological harmony of an

individual. Moreover, lengthy mourning periods may cultivate various

psychiatric and psychosocial issues which lead to wide range of adjustment

problem. Results of the present study proved that nearly all the amputees

showed signs of psychological maladjustment at varying degrees and

adjustment to amputation depends on a number of psychosocial and

demographicvariables.

The researcher affirmed that the physical wounds of amputation may

take some timeto heal but the psychological soreness of limb loss takes much

greater time to recover. The incidence of amputation affects the normal living

style and prohibits an individual to re-assimilate into society. As a result of

amputation, amputee losses much more than just a “limb” and more

specifically, he loses his right to be considered and accepted as a normal

human being. Due to the socictal negative evaluation and rejection, the

amputee becomes a victim of social injustice, discrimination and a public

figure ofdread and fright.

The current study emphasizes the fact that amputees are also part of

society and should be considered as normal human beings. Moreover, the
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problems of amputees should notbe solved by the amputee alone;rather it is a

challenge forall of us and society as a whole.It is the responsibility of family

and community to bring them back to normal life by providing adequate

support, love, care and efficient rehabilitation programs. The current

investigation reaches to the conclusion the way the amputees are treated in the

present time predicts how the amputees cope with this tragic incidence oflife

and how well they are adjusted to amputation by becoming an equally

productive and contributing member ofsociety.

63 Limitations

The present study made several contributions to the research on

acquired limp amputation.It may serve as a preliminary step to ameliorate the

overall functioning and quality oflife of amputees and helps them to regain

their physical and mental health. In order to take a broader view of the

findings of the current research and to enhance its applicability, it is

imperative to acknowledge its limitations as well. Like any other research, the

* present study also has some limitations which are discussed below.

. The currentresearch employ cross sectional method for data collection

which involves the analysis of data collected from a population at one

specific point in time. This method may not accurately reveal the

relationship between different variables as well as variation in the

adjustmentprocess with time.

. The present study includes acquired limb amputees only and amputees

with associated illness were excluded, so this limits the applicability of
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the study to only acquired limb disabilities. Amputees with other

associated disabilities may have other psychological issues and

problems which need to be discussed and studyas well.

Like other social science researches, the present study measures all the

variables through self-report measures as it was more appropriate to

analyze amputee’s feelings, thoughts and reactions. One of the

limitations on ofthis method was that the researcher had to rely on the

responses of the amputees which may had the probability of hiding

truth and provision ofsocially acceptable responses only.

Due to the scarcity of sample, the sample was limited to hundred

participants only so it might not explain the full perspective on the

subject. The results of the study should be interpreted with the

considerations that only a subset of the population has been studied.

Participants ofthis research were recruited from the different hospitals

of Peshawar city only so we cannot assume that they were fully

representativeofall the individuals who had acquired limb amputation.

Recommendations

The purpose of this study was to recognize the psychological reactions

to acquired limb amputation and to evaluate the importance offamilial and

social support in the life of these unfortunate folks. Despiteits limitations, the

present research broadens the current knowledge on psychosocial aspect of

amputation and raises many new research questions as well as provides basis

for future research. Current research suggests avenues for future studics
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regarding psychosocial consequences of limb loss. The following

recommendations should be considered before designing any future studies on

this aspect ofamputation.

The sample size was limited in this study i.e. hundred participants, so

future studies can be conducted with a larger sample size in order to

generalize the results to a larger population. As the rate of amputation

is increasing day by day therefore, the present research should be

extended to Provincial and National level which is possible only in

detailed studies and comprehensive surveys. Moreover reliable

Statistics from various health centers of Pakistan should be collected in

order to plan the provisionofefficient rehabilitation facilities.

Similar studies can be conducted on large scale with larger sample

covering more and more areas of Pakistan in order to know the rate

and magnitude of different problems arising due to psychosocial

maladjustment of amputees.

The current study targeted few psychosocial variables i.e. Familial

support, psychological adjustment and self-esteem. Future researchers

can investigate other significant psychosocial variables and explore

numerous other relationships which may contribute or hinder to

psychosocial adjustmentto amputation. Future studies can also add the

effect of different mediators as well, in order to Study its upshot on the

prescribed variables.

The present study only includes amputees withoutartificial limbs and

excludes all those who were using any kind of prosthetic devices or
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artificial limbs. Future studies should also target amputees with

artificial devices in order to explore the nature of the psychosocial

problems faced by this group ofamputees as well.

As the present study was a cross sectional, so there is a scope of

longitudinal study on the subject as well. The above mentioned

constraints of this study can be eliminated by having a lengthier

duration to conduct the research so that it can be conducted in a

broader perspective and to overcome manyofthe limitations of the

current study.

Prospective studies can take in depth analyses of all the possible

mediators and moderator of the relationship among study variables.

Some other important variables such as personality traits, mental

health, birth order, social context etc. can also be included. Moreover,

the combine effect of different demographic variables and culture

should also be considered for the purpose of more in depth viewpoint.

There is also a scope for future study in which these relationships are

tested with more modifications and some more refined statistical tools.

Practical Implications

The current study is an attemptto explore the psychological sequel of

limb loss and identify common psychosocial problems faced by amputees.

Previous literature describes that the limb amputations existed even in ancient

times but nowadays the consistency of amputation surgeries has improved in

terms of advanced surgical tools and health facilities. Findings of the current

study accentuate that along with the physical treatment of amputees, the

 



subsequent psychosocial problems should also be taken into consideration in

order to maintain their mental health and psychosocial adjustment. The present

research serves to enhance the understanding ofpsychosocial challenges faced

by people with limb loss and emphasizes the importance ofproficient social

Support in the successful rehabilitation of amputees. The current findings have

several practical implications and raised many new research queries which

provide bases for future researches in this area.

1. First of all the current research opens new avenues for future

researches by drawing attention towards the psychosocial aspect of

amputation which is rarely realized ever before. The present study will

help to create awareness among general population regarding the

significance of psychological treatment of amputees.

w
w On theresearch lines, the present research also makes its contributions

by extending the past literature regarding amputation into new

direction i.e. psychosocial dimension. It identified the relationship of

various psychosocial variables in the way towards healthy adjustment

to limb loss. Furthermore, the present study strengthen the need to

identify various factors which may hinder the process of psychosocial

adjustmentas well as factors which contribute to successful adjustment

to amputation.

3 The current investigation also emphasizes that medical practitioner,

families and society should be careful ofthe fact that amputation not

only results in physical trauma butresults in severe psychological

trauma as well. It also accentuates that almost every person undergoing
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amputation may be at the risk of developing psychological symptoms

which need to be attended vigilantly and cautiously. It is very

important for families to put in efforts for the recuperations of such

amputees and provide best support system to their amputated family

member.

This study will further help the doctors and rehabilitators in mentoring

the families that how support and encouragementis important for the

amputee.

It further helps to spot out the crucial role of family and friends in the

psychosocial adjustment of amputees. It may also help them to

understand the amputated person in a better way and provide

guidelines which serve to enhance their talents and skills in a best

possible way..

The present study may be helpful for families, health practitioners,

rehabilitation workers, counselors and researchers in the planning of

intervention strategies for this group of people. Furthermore, it

identified significant factors which would be ofgreat help in increasing

the psychological wellbeing of amputees. The current study identified

many important variables that have an impact on the life of the

amputee which previous studies have notidentified so far.

The domino effect of the present study is that it provides new

information regarding the different coping strategies which might be

helpful in dealing with limb amputation. It also highlights the
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importance of different demographic variables in the process of

adjustment to amputation

Furthermore collecting data specific to amputation while particularly

focusing on its psychosocial aspect generated new information about

this group of people that is hardly ever examined in the amputation

literature. As far as our country Pakistan is concerned, this is the most

neglected area ever addressed.

The present finding can help to know the extent to which these people

feel that their family and friends are aware of their problems and

difficulties. It may help them to know which kind of help and support

they need from the people around them and howto ask for that in a

best way.

The results of the current research suggests that an enrich and

stimulating environment is more likely to enhance the cognitive

performance andadaptability ofthis group ofpeople

The psychological intervention of amputation greatly improves the

process of rehabilitation. The results of this study will also help the

rehabilitators and counsclors to use the study information for the

inspiration of amputees and developing the hope that they can

successfully adjust to their limbloss.

Finding of the current research will be of great help to the social

workers and agencies working for the rights of disabled people

including amputees
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6.4.2

w
s

Present study emphasizes that amputees must be given attention in the

society and every individual should work to facilitate them in order to

feel an integral part ofthe society.

Educational and Action Plans

The researchers organized a two days seminar on “Counseling and

Rehabilitation of Disabled People” with the collaboration of University

of Peshawar at the College of Home Economics, University of

Peshawar. The seminar aimed to divert the attention of the local

community towards the psychosocial issues resulting from amputation.

Renowned counselors, psychologists, psychiatrists,

_

medical

professionals and orthopedic surgeons were invited as speakers who

shared their experiences and provided guidelines in order to deal with

the different physical and psychological problems of amputation.

The researcher intended to create awareness amongst the people,

media, government and non-government organizations, as well as

academic sector regarding psychological aspect of amputation. by

organizing different workshops, seminars and awareness campaigns.

The collaboration and support of the University of Peshawar and

concemed NGOs will be essentially required for holding such

programs

The researcher also intended to generate awareness among amputees

regarding their physical and mental health issues and howit can be

minimized as much as possible. It is greatly wished to make the

amputees well aware about their legal and social rights and also to
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educate them as how they can improvetheir quality oflife by adopting

effective coping strategies with the help of their families and local

community.

The researcher also planned to generate interests of the local public

and families in the wellbeing of these special people through

television, radio, newspaper and magazines.

It is also intended to educate the people as well as government about

the countless psychosocial problems which are commonly faced by

victims of amputation. It is also demanded that the government

officials and policy makers shouldfacilitate these people by creating

enriched and stimulating environment that could enhance their

cognitive abilities and increase their adaptability in the social settings.

It is aimed to ensure the provision of equal rights, job opportunities,

and special considerations for these disabled people. In this respect,

some importantissues which need needs to be addressed are as follow:

. Easy excess to artificial limb centers

. Provision of wheel chairs and limbs crutches to those amputees

whoare unableto afford.

. Special pathways should be made in public places, markets. .

parks, and educational institutes.

. Special toilet and washroom facilities in all educational

institutes and public areas
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APPENDICES

Appendix-A: GeneralInstructions

I am a Ph.D. studentat College of Home Economics, University of Peshawar.

I am doing research to investigate the role of familial-social support in the

psychosocial adjustment of amputees. For this purpose I need to ask few

questions from you. Youwill be provided a leaflet comprised of two parts. In

Part, I there are some questions about your personal life and demographic

background while part two comprised of questions about how you think and

feel after the incidence of amputation about yourself and your family and

friends. Your helpin this study will be highly appreciated. However,ifyou do

not haveto take part in this study if you do not wish to, or you can withdraw

any time. Further, if you do not wish to answer any particular question, you

can skip overit. You are requested to express your opinion explicitly in a way

you actually feel like. Your responses will remain confidential and anonymous

and no one from your family or friends can see it and it will used only for

purpose of this research. I will be thankful for your cooperation in the

completion ofthis study

Regards

Shaista Ali
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12.

Appendix-B: Demographic Data Sheet

Name(optional)
 

Age:
 

Gender a) Male b) Female

Educational Status :

a) Illiterate, _b) Up to Matric, c) Intermediate,

d) Bachelors and above

Occupation:
 

Income :
 

Additional source of Income:

a) No additional source b) Property c) Business

d) Anyother source

Area ofresidence a) Urban b) Rural

Family system a) Joint b) Nuclear

Cause ofamputation:

a) Accident

_

b) Infection c) Diabetes d) Any other

Timesince amputation:

a) Up to 2 months b) 2- 6 months c) 7 months to | year

d) More than I year

Ability to do routine daily tasks : a) Yes b) No
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Appendix-C: Familial Social Support Scale for Patients

Famillal Social SupportScale (FSSS)
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Appendix-D: Self-Esteem Scale
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Appendix-E: Psychological Adjustment Scale
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Appendix-F: POSTHOC ANALYSES

Posthoc Analyses ofAge groups andself-esteem
 

(D age (J)age Mean Std.
group group Differ Error

(I-J)

30-40 yrs -20.6" 3.24

40-60 yrs -28.6" 5.00

20-29 yrs 20.6" 3.24

_— 40-60 yrs 7.91 5.32
20-29 yrs 28.6" 5.00

30-40 yrs 7.91 5.32

20 -29 yrs

40-60 yrs

Sig.

-140

-140

95% Confidence

Interval

UL LL

-27.12 -14.24

-38.53 -18.67

14.24 27.12

-18.47 2.63

18.67 38.53

-2.63 18.47
 

Dependent Variable: SE

p<.01

Posthoc Analyses ofAge groups andpsychological adjustment

 
    (1D age (J) age Mean Std. Sig. 95% Confidence
group group Differ Error Interval

(I-J) UL LL

20 -29 3040yrs -21.6" 2.80 .000 -27.20  —_-16.079
yrs 40-60 yrs -36.4" 4.32 .000 -45.05

—

-27.9022

20-29 yrs 21.6 2.80 .000 16.07 27.2024
ao ag yr 148° 459 esi—“(itéii«| Sa

20-29 yrs 364° 394.32 .000 27.90 45.0503
oeve 148 ASD Se si oe   
Dependent Variable: PAS

p<.0l
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Posthoc Analyses ofLevel ofeducation andself-esteem
 

Educational Educational Mean
status (I) status (J) Differ

(I-J)

illiterate Upto matric 18.93"

Bachelors 32.79"

Upto matric illiterate -18.93

Bachelors 13.86"

Bachelors illiterate -32.79°

Upto matric -13.86"

 

Std. Sig. 95% Confidence
Error Interval

UL LL

2.86 -000 13.25 24.61

2.74 000 27.32 38.25

2.86 -000 -24.61 -13.25

3.00 000 7.89 19.82

2.75 000 -38.25 -27.32

3.00 000 -19.82 -7.89
 

Dependent Variable: PAS

p<.001

Posthoc Analyses ofLevel ofeducation andpsychological adjustment

Educational Educational Mean
Status (I) Status (J) Differ

(I-J)

Illiterate Upto matric 13.63

Bachelors 34.72"

Up to matric illiterate -13.63"

Bachelors 21.08"

Bachelors jijfiterate 34.72"

Upto matric -2! 08"

Std.

Error

2.75

2.64

2.752

2.89

2.64

2.89

Sig. 95% Confidence

Interval

UL LE

000 8.17 19.09

-000 29.46 39.98

-000 -19.09 -8.17

-000 15.35 26.82

-000 -39.98 -29.46

000 -26.82 -15.35
 

Dependent Variable: SE
p<.001

 

 


