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INTRODUCTION million people living with limb loss. It is estimated that 
An amputation is a surgical procedure for the removal one out of every 200 people in the U.S. has had an 

5,6 of a limb when limb recovery is impossible or when the amputation and during 1988 to 1996, there were an 
limb is dead or nonfunctional risking the patient's life. It average of 133,735 hospital discharges due to 

7has been a public health problem and is still often amputation per year .
perceived as failure of treatment but it can be the 
choice of treatment for severe trauma, vascular The major determinants of amputation in most of the 
disease and tumor resection. studies among low resource developing countries 

have been peripheral vascular disease in 25-50% of 
 Globally the rate of amputation has been on rise due to cases the other researches conducted by Warren and 

accidents, gun- shot injuries, vascular diseases, Kihn (1968), Burgess (1969) and Kerstein (1974) 
1,2diabetes, terrorist attack and earthquakes . Wide- reported 75-85% cases of lower limb amputation due 

range of studies have been conducted throughout the to peripheral vascular diseases, Whereas 57% of 
world, the first ever World report on disability, amputation were performed due to  gangrene or 

4produced jointly by WHO and the World Bank suggests infection in amputees . Other researchers suggest that 
that more than a billion people in the world today 45-70% of amputations were as a result of diabetes 
experience disability (June 2011, WHO) and mellitus, 13 times greater than all non-traumatic 

3 3,4suggested rehabilitation options . causes . However same results were yielded by 
another research conducted by Indian diabetic 

In the United States, there are approximately 1.7 pmputation study group. Trauma was narrated as a 
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main cause of upper limb amputation in numerous sampling. A detailed history was taken along with, 
researches conducted at southern Finland and physical examination, laboratory tests and radiological 

12,14
Denmark . examinations. A Performa was prepared to collect all 

possible amputee information including Patient age, 
However, as far as the site of amputation is concerned occupation, stump complications, side of amputation, 
studies showed different results, but lower-limb level of amputation and associated risk factors of 
amputations account for 97 percent of all dysvascular amputation. Patients were given pre prosthetic 

4,8,9 counseling, prosthesis, pre and post prosthesis limb loss discharges from hospital . Glattly (1964) 
physiotherapy in outpatients department. All patients conducted a survey of 12,000 new amputees over the 
were followed for their prosthesis and prognosis. The 1961-1963 period in the USA and found a 
amputees included both male and female from all over predominance of trans-tabial amputees among the 

10  Sindh. The frequency and determinants were recorded lower limb prosthesis users .Jones (1989) also found 
to evaluate causes and level of amputations; Data was that trans-tibial prostheses made up to 58.7% of all 
entered and analyzed on SPSS version window prostheses prescribed under the free limb schemes in 

20 version 15.Australia (1981-1985) . In another study by Katrak 
and Baggott (1980), it was shown that trans-tibial 
amputations were more common than trans-hemural 

13 This study presents precise data on epidemiology of amputations in Australia . Children were predominant 
amputation in low resource community, Sindh, users of Syme's and trans-radial prostheses. The 
Pakistan. The data analyses of 1115 cases were hospital of the International Committee of the Red 
performed on SPSS windows version 16 during period Cross Afghanistan in 1993 reported 2041 war injured 

11 from Oct 2007 to June 2012. All patients seeking patients mostly below knee amputees .
rehabilitation assistance for prosthesis fitting were 
analyzed at IPM&R, Dow University of Health Sciences Currently local studies for incidence of Amputations 
Karachi, Pakistan. The characteristics of amputees have been limited. The differences between studies in 
have been shown in Table-I. While Table- II shows the 

causes, presentation of rates, and level of amputation 
mean age and SD of all the patients enrolled in this 

make meaningful comparisons impossible. Hence 
study, Table-III and Table IV shows the level and cause 

accurate, up-to-date, and comparable information on 
of amputation respectively. 

the incidence of amputations is required. Therefore 
this study has been conducted with the aim to 
determine the epidemiology of amputations in low 
resource community, so that a better prevention and 
rehabilitation plan could be made.

This study was an observational, descriptive study 
conducted at Outpatients Department of Institute of 

Increasing amputation rate is a serious problem Physical Medicine and Rehabilitation (IPMR), Dow 
globally and also in our country due to road traffic University of Health Sciences, Karachi, Pakistan from 
accidents, industrialization, agriculture related injuries, October 2007 to June 2012. All patients seeking 
medical conditions, terrorist attacks, earth quake, rehabilitation advice for prosthetic fitting were included 
bomb blasts, and weapons.in the study through non probability purposive 
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The overall male to female ratio was approximately 
7:1, males are more susceptible to amputation due to 
road traffic accidents and work accidents as women 
normally in our culture do not do the mechanical work 
and they drive occasionally too.

The mean age of amputees was 38years ±17.38; the 
results are different from the different studies 
conducted in Australia, America and Saudi Arabia, in 
Australia and America the mean age of amputees were 
older than the mean age of amputees in Saudi Arabia 

(8)and in Pakistan.  This reflects predominantly younger 
age pattern of the Pakistani population due to trauma 
(50.75%), the majority of these injuries were 
associated with road traffic accidents (38.38%) and 
occupational hazards (12.37%), showing that in our 
country safety rules are generally not practiced. 

The proportion of diabetic amputees varies across the 
different regions, 17.3% in England (Harris et al 1974), 
61% in Netherlands (Boontje 1988), 58% in Nigeria 

(17, 18)
and 75% in India.  The results of the current study 
suggest the rate of amputation due to in Sindh, 
Pakistan is (15.42%) andit is possible to prevent 
dysvascular lower limb amputation by earlier detection 

(19)and good diabetic control.  (Larsson and Risberg, 
1988). A review of amputation statistics by Jonssonet 
al. (1984) on amputations in diabetic patients in 
Gotland and Umea countries 1971-1980 showed that 
a lower occurrence of amputation in Umea was 
because of early detection of gangrene and its 

22
management .

In our study population 14.26% cases were due to 
infections. Normally, surgeons treat advanced 
infections through antibiotics, drainage, removal of 
infected tissue or surgery to increase the blood flow to 
the affected area, if these options do not work, and 
tissue damage is progressing, then amputation is only 
choice to remove a source of infection and save 
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patient's life. and lower limb, as shown in this study, it is recommen-
ded to provide better medical and surgical care for 

There were also reported cases of amputation due to trauma along with implementation of safety protocols 
tumor (6%), congenital (4.57%), Gunshot injuries and guidelines to reduce the incidence of road traffic 
(2.86%), bomb blast injuries (1.34%) and others. accident and occupational hazards. 

Moreover, lower limb amputations (75.33%) were The present study should be extended to the national 
more common in low resource community than upper level to include more data for causes and level of 
limb (12.96%). Further data analysis showed that amputations and this is possible only through 
trans-tibial amputations (47.35%) as compared to comprehensive surveys o reliable statistics from 
trans-femoral (27.98%) were more common; these different centres in Pakistan to plan the provision of 
results could be correlated with the number of other better facilities.

8
researches conducted in different countries . The 
possible reason for transtibial amputation is that 
surgeons try to save the knee on the affected side 
leading to higher rate of trans-tibial amputees.

In upper limb amputation trans-radial amputations 
(7.4%) were more than trans-humeral (5.56%), 
Sturupet al. (1988) and Jones (1989) also found that 
trans-radial prostheses were the commonest upper 

15,16limb prostheses . Studies indicates that upper limb 
amputations mostly resulting from trauma especially 
machine injuries are expected to occur more 
frequently in the dominant limb. A case series carried 
out at Pakistan Institute of Medical Sciences Hospital, 

16Islamabad  in 2009 reported that 38.4% traumatic 
hand amputees were machine operators and 12.3% 
were  labourers. The most commonly reported 
machines were electrically powered saws, Chara 

21
cutting and press machines .

Other less common sites of amputation were shoulder 
disarticulation (0.71%), through knee (0.63%) and hip 
disarticulation (0.98%).

The overall impression of the study states that the 
common causes of amputation are avoidable and 
could be reduced by appropriate primary and 
secondary preventive measures. Since, in Pakistan, 
trauma is the leading cause of the amputation of upper 
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