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Ce nu este, deocamdata, cunoscut la subiectul abordat

Nu a fost descrisa calitatea vietii prin aplicarea scorurilor
specifice la pacientii cu amputatii de membre inferioare, im-
plicati in diverse programe de reabilitare medicala.

Ipoteza de cercetare

Programele de reabilitare medicala cu tehnici kinetice
active, aplicate pacientilor dupa amputarea membrului infe-
rior transtibial, contribuie la ameliorarea capacitatilor func-
tionale si a calitatii vietii.

Noutatea adusa literaturii stiintifice din domeniu

Scala TAPES a demonstrat capacitati predictive accepta-
bile pentru estimarea factorilor care influenteaza calitatea
vietii pacientilor cu amputatii de membre inferioare dupa
tratament de reabilitare cu tehnici kinetice active.

Rezumat

Introducere. Calitatea vietii pacientilor dupa amputa-
tii de membre inferioare trebuie sa fie abordata minutios si
multidimensional, cu accent pe sanatatea fizica, functionala si
mintald, cu nivel de implicare in viata sociala, pentru a putea
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What is not known yet, about the topic

Evaluation of quality of life through application of specific
scales in patients with amputations of lower extremities, im-
plicated in different programs of medical rehabilitation, has
not been approached.

Research hypothesis

Medical rehabilitation programs that include active kine-
tic techniques in patients that suffered lower limb amputati-
ons, contribute to improvement of functional capacities and
of quality of life.

Article’s added novelty on this scientific topic

The used scale of quality of life evaluation proved ac-
ceptable predictive capacities for estimation of factors that
influence quality of life of patients that suffered from lower
limb amputations, after rehabilitation treatment with active
kinetic techniques.

Abstract

Introduction. The quality of life of patients after lower
limb amputations must be approached thoroughly and in a
multidimensional way, with an accent on physical, functional
and mental health, with a certain level of implication in so-



interveni optimal, atunci cand este nevoie. Utilitatea scalelor
generice si specifice de evaluare a calitatii vietii pacientilor cu
amputatii de membre inferioare a fost demonstrata doar prin
prisma tratamentului chirurgical si cel al asistentei de prote-
zare. Studiul efectuat si-a propus drept scop evaluarea factori-
lor determinanti ai calitatii vietii prin aplicarea Trinity Ampu-
tation and Prosthesis Experience Scale (TAPES) la pacientii cu
amputatii transtibiale unilaterale, inclusi in diferite programe
de reabilitare.

Material si metode. Studiul a fost realizat pe un grup de
142 de pacienti cu diabet zaharat dupa amputarea membru-
lui inferior, care au beneficiat de 2 programe diferite de rea-
bilitare cu mijloace conventionale (70 de pacienti) si in com-
binatie cu metode de kinetoterapie (72 de pacienti). Pacientii
au completat chestionarul Trinity Amputation and Prosthesis
Experience Scale (TAPES) privind estimarea calitatii vietii. Re-
zultatele au fost analizate, folosind testele x? si U Mann-Whit-
ney.

Rezultate. Rezultatele obtinute au fost analizate prin cele
patru directii principale, abordate in scala TAPES: impactul
psihosocial, capacitatea functionald, autoevaluarea starii de
sanatate si gradul de satisfactie fatd de proteza. Acceptarea si
adaptarea la proteze a fost favorabila pentru 88,9% din cazuri
dinlotul cu reabilitare, fata de 78,2% din cazuri, in lotul fara re-
abilitare. Comparativ, mai putini pacienti pot vorbi cu usurinta
despre segmentul/membrul amputat (76,0%), fata de discuti-
ile despre proteza. in 81,4% din cazuri, in lotul firi reabilitare
vs. 44,4%, in cel cu reabilitare, prezintd limitarea activitatilor
cotidiene prin restrictii de ambulatie. Autoevaluarea starii de
sanatate prin calificativul ,bun”, dupa 6 luni in lotul cu reabili-
tare, a fost prezentata de 98,6% dintre persoane vs. 67,1%, in
lotul fara reabilitare. Ambele loturi nu au prezentat diferente
statistic semnificative referitoare la comorbiditati.

Concluzii. Programele de reabilitare medicala cu tehnici
kinetice active permit ameliorarea statutului functional si a
calitatii vietii la pacientii cu amputatii de membre inferioare,
inclusi in diferite programe de reabilitare medicala.

Cuvinte cheie: calitatea vietii, amputatia membrului infe-
rior, reabilitare medicala, tehnici kinetice active.

Introducere

Consecintele fizice si psihice ale amputdrii sunt dramatice,
cu un impact profund asupra pacientilor, afectandu-le radical
toate aspectele vietii [1]. Evaluarea calitatii vietii acestor per-
soane trebuie sa fie multidimensionald, focusata pe sanatatea
fizica, functionala si mintald, cu nivel de implicare 1n viata so-
ciala. In acest context, mentionim ci, in prezent, in Republica
Moldova se efectueaza doar evaluarea localg, la nivel de seg-
ment amputat.

Calitatea vietii persoanelor dupa amputatii de membre in-
ferioare este determinata de posibilitatile protezarii, prezenta
comorbiditatilor, durerea fantoma si a complicatiilor locale, la
nivelul bontului [1, 2]. Durata si nivelul amputatiei, prezenta
patologiilor concomitente si capacitatile mentale sunt facto-
rii cu cel mai mare impact asupra capacitatilor functionale ale
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cial life in order to be able to interfere whenever it is neces-
sary. The usefulness of generic and specific scales of quality of
life assessment in patients with lower limb amputations was
demonstrated only through the surgical treatment and pros-
thesis assistance point of view. The study performed had its
aim to evaluate the determinant factors of quality of life by
applying the Trinity Amputation and Prosthesis Experience
Scale (TAPES) in patients with unilateral transtibial amputa-
tions, included in different programs of rehabilitation.

Material and methods. The study was performed on
a group of 142 patients with diabetes mellitus that suffered
from lower limb amputation, and benefited from 2 different
rehabilitation programs with conventional methods (70 pa-
tients) and in combination with kinesiotherapy methods (72
patients). Patients filled in the Trinity Amputation and Pros-
thesis Experience questionnaire in order to estimate quality
of life. Results were analyzed by using the following tests: chi-
square, and U Mann-Whitney.

Results. The obtained results were analyzed through four
main parts of the TAPES scale: psychological and social im-
pact, functional capacity, self-evaluation of health state and
satisfaction degree regarding the prosthetic. Acceptance and
adaptation to prosthetics was favorable in 88.9% of cases
from the group with rehabilitation, compared to 78.2% of cas-
es from the group without rehabilitation. Significantly less pa-
tients can speak easily about their amputated segment / limb
(76.0%) compared to discussions about prosthetics. In 81.4%
of cases from the rehabilitation group vs. 44.4% of cases show
limitation of daily activities due to ambulation restrictions.
After 6 months, 98.6% of patients from the group with reha-
bilitation self-evaluated their health state as “good”, vs. 67.1%
from the group without rehabilitation. Both groups do not
present statistical differences regarding presented comorbidi-
ties during the study period, because they are not influenced
mainly by the functional performances of the patient.

Conclusions. Medical rehabilitation programs that include
active kinetic techniques allow improvement of the functional
status and of the quality of life in patients with lower limb
amputations included in different medical rehabilitation pro-
grams.

Key words: quality of life, lower limb amputation, medical
rehabilitation, active kinetic techniques.

Introduction

Physical and psychological consequences of amputation
are dramatic, with a huge impact on the patient that affects
in a radical way all aspects of their life [1]. Evaluation of qual-
ity of life (QOL) of these persons must be multi-dimensional
and focused on physical, functional and mental health with a
certain degree of implication in social life. In this context, we
mention that nowadays in the Republic of Moldova only local
evaluation of the amputated limb / segment is performed.

Quality of life of patients that have suffered amputations
of lower limbs proved to be influenced by the possibility of
prosthesis development, presence of comorbidities, phantom
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persoanei [3]. Prezenta comorbiditatilor si complicatiilor lor,
gen insuficientd renala, cardiaca etc., creste nivelul mortalita-
tii si tergiverseaza procesul de reabilitare [4, 5].

In prezent, evaluarea calititii vietii este unanim acceptati
drept un indicator al eficientei tratamentului chirurgical (am-
putare) vs. salvarea membrului [6-8], al eficientei programelor
de reabilitare prin prisma asistentei de protezare [9, 10], pre-
cum si a raspandirii amputatilor de membre in diverse gru-
puri de nozologii [3, 11, 12].

Pentru evaluarea calitatii vietii persoanelor care au su-
portat o amputare de membre, sunt recomandate utilizarea
scalelor de evaluare atat generice cat si specifice. Scalele re-
spective pot fi utilizate in conditii de stationar si la domiciliu,
majoritatea dintre ele fiind aplicate 1n studii retrospective [3,
11, 12]. Este important ca evaluarea sanatatii sa includa nu
doar estimarea starii de bine, relatata prin capacitatile fizice
individuale, dar si prin determinarea gradului de integrare so-
ciala [12-14].

Cele mai frecvente scale generice, aplicate persoanelor cu
amputarea membrelor, sunt: Nottingham Health Profile (NHP),
SF-36 Health Survey (SF-36), Sickness Impact Profile (SIP) [15-
18]. Dintre scalele specifice, Trinity Amputation and Prosthesis
Experience Scale (TAPES) s-a dovedit a fi cea mai complexa in
evaluarea calitatii vietii pacientilor dupa amputarea membre-
lor inferioare [15-18]. in studii longitudinale, Gallagher I. si
MacLachlan M. (2008), au argumentat valoarea TAPES in su-
pravegherea pacientului amputat dupa protezare si evaluarea
gradului de adaptare psihosociala [19].

Scopul studiului actual a fost sa determine, daca programe-
le de reabilitare medicala cu tehnici kinetice active, aplicate
pacientilor dupa amputarea membrului inferior transtibial,
contribuie la ameliorarea capacitatilor functionale si a calitatii
vietii.

Material si metode

In studiu au fost inrolati pacientii cu un membru inferior
amputat transtibial, care au fost internati in sectiile Centrului
Republican Experimental de Protezare, Ortopedie si Reabilita-
re (CREPOR) in perioada octombrie 2015 - septembrie 2016.

Argumentarea numerica a esantionului de cercetare s-a
efectuat prin aplicarea formulei de mai jos, pentru testarea
ipotezei fiind necesare inrolarea a 138 de persoane (ambele
loturi).
1 22,47 xPI-P) 1

(1-9 (P,—P)? (1-0.1)

2(1.96+1.28)°x0.505%0.495 _
(0.36—0.63)°

n

69

unde:

P = proportia reusitei reabilitdrii pacientilor cu amputatii
de membre inferioare constituie 36,0% (P ,=0,36).

P = presupunem cd reugita reabilitdrii pacientilor cu ampu-
tatii de membre prin metoda complexd va fi de 65,0% (P, =0,65).

P=(P,+P)/2=0,505

Za - valoare tabelard. Cand,a” - pragul de semnificatie este
de 5%, atunci coeficientul Za=1,96

Zy- valoare tabelard. Cand ,8” - puterea statisticd a compa-
ratiei bilaterale este de 10%, atunci coeficientul Zﬁ =1,28
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pain and local complications of the amputation stump [1, 2].
Duration and level of amputation, presence of comorbidities
and mental capacities are factors with the greatest impact on
functional capacities [3].

Presence of comorbidities and their complications, for ex-
ample renal insufficiency, cardiac failure etc. increases mortal-
ity level and delays the process of rehabilitation [4, 5].

Today, QOL evaluation is universally accepted as an indica-
tor of the efficiency of surgical treatment vs. saving the limb
[6-8], of the efficiency or rehabilitation programs from the
prosthetic point of view [9, 10], and also as an indicator of
limb amputation frequency in different nosological groups [3,
11, 12].

In order to evaluate QOL in persons that have undergone
limb amputations, it is recommended to use both generic and
specific evaluation scales. These scales can be used in medi-
cal institutions as well as at home, most of them being used
in retrospective studies [3, 11, 12]. It is important that health
evaluation includes not only the state of well-being related to
individual physical capacities, but the degree of social integra-
tion as well [12, 13, 14].

Most frequently generic scales used in patients with limb
amputation are: Nottingham Health Profile (NHP), SF-36
Health Survey (SF-36), Sickness Impact Profile (SIP) [15-18].
Out of specific scales, Trinity Amputation and Prosthesis Ex-
perience Scale (TAPES) proved to be the most complex in eval-
uating QOL in patients with lower limb amputations [15-18].
In longitudinal studies, Gallagher I. and MacLachlan M. (2008)
upholded the value of TAPES in observation of the patient af-
ter prosthesis application and evaluation of the psychological
and social degree of adaptation [19].

Research hypothesis: medical rehabilitation programs
that include active kinetic techniques applied to patients after
transtibial amputation, contributes to improvement of func-
tional capacities and of QOL.

Material and methods

Our object of study were patients that have undergone
transtibial amputations that were admitted to departments
from Republican Experimental Center of Prosthesis, Orthope-
dia and Rehabilitation (CREPOR) between October 2015 and

September 2016.

Numerical estimation of the research group was cal-
culated by the formula from below, being equal to 138 per-
sons.

1 2247y xP1-P) 1
(1-) (Py—P) T(1-0.1)
where:

P,= proportion of the successful rehabilitation of patients

with lower limb amputations equals to 36.0% (P, = 0.36).

P = we presume that successful rehabilitation of patients af-

ter the complex method will be 65.0% (P, = 0.65).

P=(P,+P)/2=0.505

Z - table value. When “a” - significance cut-off is 5%, then
Z =196

Z,~ table value. When “B” - statistical power of bilateral
comparison reaches 10%, then Zﬁ =1.28

L 2(1.96+1.28)x0.505%0.495 _
(0.36—0.63)

n

69



f=proportia subiectilor care se asteaptd sd abandoneze stu-
diul din motive diferite q=1/(1-f), f=10% (0,1).

In studiu, au fost inrolati pacienti de ambele sexe, cu varsta
cuprinsa intre 18 ani si 65 de ani, care au suportat amputare
primara unilaterala, transtibiald, de geneza diabetica. Drept
criterii de excludere, au servit prezenta urmatoarelor situatii:

® nivelul amputatiei - altul decat gamba;

® adresare repetata pentru tratament de protezare si rea-

bilitare;

® varsta pacientilor - sub 18 ani si mai mult de 65 de ani;

® yvechimea amputdrii - mai putin de 6 luni si mai mult de

12 luni;

® 3lta cauza a amputarii, decat diabetul zaharat - trauma-

tisme, tumori etc.;

® comorbiditati somatice decompensate;

® pacienti cu probleme psihice severe;

® deregldri motorii de geneza neurologica.

in total, 163 de pacienti au intrunit toate criteriile de eli-
gibilitate. Inrolarea in studiu a fost benevold, dupa semnarea
acordului informat. Protocolul de cercetare a fost aprobat de
Comitetul de Etica a Cercetarii al USMF ,Nicolae Testemitanu”
(proces-verbal nr. 9 din 21.09.2015). Alocarea in loturi a fost
aleatorie.

Pacientii din ambele loturi au primit tratament de reabili-
tate conventionala:

® masaj manual, de tonizare, la muschii bontului de ampu-

tatie, timp de 10 zile;

® aplicatii termice (48°C - 30 minute, timp de 10 zile) cu

parafina si ozocheritd, pe articulatia genunchiului;

® yltrasonoterapia bontului de amputare (0,4 W/cm?, me-

toda labila, 10 minute, timp de 10 zile);

® reeducarea mersului protezat timp de 15-20 minute, in

3 sedinte pe zi.

Lotul de experimental a fost implicat in programe de rea-
bilitare medicala cu tehnici kinetice active (2 sedinte a cate 30
de minute pe zi).

Pacientii din ambele loturi au completat 2 parti din cele 3
ale chestionarului TAPES. Partea I se refera la evaluarea im-
pactului protezei asupra statutului psihosocial (15 intrebari),
capacitatii functionale (8 Intrebari) si gradului de satisfactie
fata de proteza (1 intrebare); partea Il implica autoevaluarea
starii de sanatate (6 Intrebari) si gradul de satisfactie fata de
proteza (3 intrebari) [3]. Partea a treia a chestionarului - eva-
luarea calitatii protezei, a fost considerata irelevanta pentru
conditiile Republicii Moldova, deoarece existd posibilitati de
confectionare doar a unui singur tip de proteza); din acest
motiv, ea nu a fost prezentata pacientilor. Chestionarea paci-
entilor s-a efectuat la sfarsitul tratamentului si la o distanta
de 6 luni. Rezultatele au fost analizate, folosind testele x* si U
Mann-Whitney. Un p<0,05 a fost considerat statistic semnifi-
cativ.

Rezultate
Caracteristica generala a loturilor este prezentata in Tabe-
lul 1.

Calitatea vietii pacientilor dupd amputatii transtibiale

f = proportion of subjects that are expected to leave the
study for different reasons q=1/(1-f), f=10% (0.1).

The study included patients of both genders, with age
ranged from 18 y.o. to 65 y.o. that have undergone primary
unilateral transtibial amputation of diabetes mellitus. The fol-
lowing situations served as exclusion criteria:

m Jevel of amputation other than calf;

® patients that came repeatedly for prosthesis treatment

and rehabilitation;

® age under 18 y.o0. or above 65 y.o0.;

® time after amputation less than 6 months and longer

that 12 months;

® trauma, tumors of other causes of amputation;

® decompensated organic diseases;

® patients with severe psychic problems;

® motor disorders of neurologic genesis.

A total number of 163 patients have met the eligibility cri-
teria. Study enrollment was voluntary and informed (favor-
able notice of the Ethics Committee of Research, minutes no.
9 from 21.09.2015). Group division was random.

Patients from both groups have received conventional re-
habilitation treatment:

® ten days of manual tonifying massage of the muscles

from the amputation stump;

® ten days of paraffin and ozokerite application on knee

joint, 48°C for 30 minutes;

® ten days of ultrasound therapy of the amputation stump,

0.4 W/cm?, labile method, lasting for 10 minutes;

m re-teaching of walking with prosthetics for 15-20 mi-

nutes, 3 times a day.

The test group was involved in medical rehabilitation pro-
grams with active kinetic techniques that were performed
twice a day, 30 minutes each.

Both groups filled in the TAPES questionnaire with ques-
tions oriented on 2 out of 3 parts: [ - impact evaluation of the
prosthesis on the psychological and social status (15 ques-
tions), functional capacities (8 questions) and satisfaction
degree regarding the prosthesis (1 question); II - self-evalua-
tion of the health state (6 questions) and degree of prosthesis
satisfaction (3 questions) [3]. The third part of the question-
naire, regarding the quality of the prosthesis, (irrelevant for
the Republic of Moldova, because only one type of prosthesis
can be manufactured) was excluded. The questionnaire was
filled in after the treatment and after 6 months. Results will
be presented in comparison in both groups, in dynamics, be-
ing analyzed with the chi-square test and U Mann-Whitney
test.

A p<0.05 was considered statistically significant.

Results
General characteristic of study groups is presented in Ta-
ble 1.
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Tabelul 1. Caracteristica generala a loturilor studiate.
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Table 1. General characteristic of the groups.

Lotul fara Lotul cu Control
Parametrii reabilitare reabilitare t(t) p Factors Parameters group (no Tes.t group t(t) p
(control) (test) rehab.) (with rehab.)
Repartizare pe barbati 56 (80,0%) 57(792%) 0,11 >0,05 Gender, n (%) males 56 (80.0%) 57 (79.2%) 0.11 >0.05
sexe, n (%) femei 14 (20,0%) 15(20,8%) 0,06 >0,05 females 14 (20.0%) 15(20.8%) 0.06 >0.05
total 70 (100,0%) 72(100,0%) NAT NA total 70(100.0%) 72 (100.0%) NA  NA
Varsta medie, ani  barbati 60,8+5,7 60,0+5,0 0,10 >0,05 Mean age, males 60.8+5.7 60.0+5.0 0.10 >0.05
femei 63,447,3 57,5%7,5 0,55  >0,05 years females 63.4+7.3 57.5¢7.5 0.55 >0.05
total 61,3£6,0 59,4£5,7 022 >0,05 total 61.3+6.0 59.4+5.7 0.22  >0.05
Grupele de varsta  41-45ani 0 (0,0%) 2 (2,9%) 0,24 >0,05 Age groups 41-45years 0 (0%) 2 (2.9%) 0.24 >0.05

45-50ani 2 (2,9%) 0 (0,0%) NA NA

51-55ani  12(17,1%) 16 (22,9%) 040 >0,05
56-60ani 17 (24,3%) 24 (343%) 0,73 >0,05
61-65ani 19 (27,1%) 18(257%) 0,10 >0,05
66-70ani 15 (21,4%) 12(17,1%) 029 >0,05

45-50years 2 (2.9%) 0 (0.0%) NA NA

51-55years 12 (17.1%) 16(22.9%) 0.40 >0.05
56-60 years 17 (24.3%) 24 (34.3%) 073  >0.05
61-65years 19 (27.1%) 18(25.7%) 0.10 >0.05
66-70 years 15 (21.4%) 12 (17.1%) 029 >0.05

>70ani  5(7,1%)  0(0,0%) NA  NA >70years  5(7.1%) 0 (0.0%) NA NA
Mediul de rural 30 (42,9%) 39 (54,2%) 096 >0,05 Residency rural 30(42.9%) 39(54.2%) 096 >0.05
resedinta urban 40(57,1%) 33 (458%) 098 >0,05 urban 40 (57.1%) 33 (45.8%) 098 >0.05
Durata dupd amputare, luni 9,5+2,0 9,2%2,3 0,09 >0,05 Time after amputation, mo 9.5+2.0 9.2+2.3 0.09 >0.05
Varsta barbati 13,6+4,8 11,6+4,7 0,29 >0,05 Age of diagno- males 13.6:4.8 11.6:4.7 029 >0.05
diagnosticariicu  feme; 15167 14563 0,09 >0,05 sis establish-  fomales 15.1#67  14.5:6.3 0.09 >0.05
.
DZ% ani total 13,9452  122#52 023 >0,05 mentof DM* o1 139452  122¢52 023 >0.05
Comorbiditati HTA* 62 (88,6%) 0,19(87,5%) 0,19 >0,05 Comorbidities hypertension 62 (88.6%) 0.19 (87.5%) 0.19 >0.05
CPI¥ 43 (61,4%) 1,27 (47,2%) 1,27 >0,05 ischemic car-
osteoar- diomiopathy 43 (61.4%) 1.27 (47.2%) 127 >0.05
ticular 36 (51,4%) 0,76 (59,7%) 0,76 >0,05 bone and
joi 1.49 .7 .79 7 .
obezitate 31 (44,3%) 1,16(29,2%) 1,16 >0,05 Joint 36 (51.4%) 076 (59.7%) 076  >0.05
bont obesity 31(443%) 1.16 (29.2%) 116 >0.05
vicios 29 (41,4%) 1,08 (542%) 1,08 >0,05 vicious
stump 29 (41.4%) 1.08 (54.2%) 1.08 >0.05
reabilitare habilitati
intrecut 31(44,3%) 0,54 (37,5%) 0,54 >0,05 rehabilitation
inthepast 371 (443%) 054 (37.5%) 054 >0.05

Notd: T- neaplicabil; "- diabet zaharat; #- hipertensiune arterial3; *- cardiopa-
tie ischemica. Datele de tip continuu sunt prezentate drept medie si deviere
standard.

Adaptarea la purtarea protezei este raportata de 50,7%
dintre pacienti dupa o luna si de 76,0% dintre pacienti dupa 6
luni, raspunsul carora la enuntul ,,m-am adaptat sd port prote-
zd” este ,,acord” si,acord total”; doar 11,3% dintre pacienti au
ales optiunea,dezacord total” (Tabelul 2). Dinamica negativad a
celor 17,6% dintre pacienti, care au ales optiunea ,acord total”
dupa 1 luna si care a regresat pana la 1,4%, dupa 6 luni, poate
fi explicata prin nelmpacarea cu dizabilitatea, care a fost, intre
timp, constientizata.

Pentru pacientii din grupul cu reabilitare, acceptarea din
ce In ce mai mult a protezei, odata cu trecerea timpului, a fost
prezentd doar in 37,3% dintre cazuri dupa 1 luna. De cele mai
multe ori (51,4%), acest fenomen a fost inregistrat la pacientii
care au primit tratament conventional. Dupa 6 luni de la termi-
narea tratamentului, 78,2% dintre pacienti au enuntat ,acord

Note: *- nonapplicable; *- diabetes mellitus. Continuous data are presented as
mean and standard deviation.

Adaptation to prosthesis wearing is present in 50.7% of
patients after 1 month and in 76.0% after 6 months, their an-
swer to the question “I have adapted to prosthesis wearing”
being “agree” and “totally agree”. A percentage of 11.3% an-
swered “totally disagree” (Table 2). The negative dynamics of
17.6% that have chosen “totally agree” after 1 month, to 1.4%
after 6 months, can be explained by the fact that patients have
realized the disability and disagreed with it.

For patients from the group with rehabilitation, the in-
creasing acceptance of the prosthesis with time is seen only
in 37.3% of cases after 1 month. In most of the cases (51.4%),
this phenomena is recorded in patients that have received
conventional treatment (p<0.05). After 6 months from the
end of treatment, 78.2% of patients chose “totally agree” re-
garding the prosthesis acceptance, most of such answers
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Fig. 1 Gradul de satisfactie fatd de proteza (puncte pe scorul ratei numerice).

Fig. 1 Satisfaction degree with the prosthesis (points on numerical rate scale).

total” cu referire la acceptarea protezei; in lotul cu reabilitare
kinetoterapeutica - 88,9%.

Gradul de satisfactie fata de proteza a oscilat in limitele de
la 3 pana la 9 puncte pe scala de 10 puncte, in ambele loturi
(Figura 1). Gradul de satisfactie, atat dupa 1 luna, cat si dupa
6 luni, a fost mai mare in lotul cu reabilitare, cu toate ca, ma-
joritatea pacientilor au prezentat o satisfactie moderata - 5-7
puncte conventionale de pe scala.

Statutul psihoemotional, notat cu ,dezacord total” si , deza-
cord” la afirmatia ,Simt cd am fdcut fatd acestei traume”, 1a o
luna a prezentat un decalaj enorm intre loturi: 7,7% vs. 66,2%.
Aceasta situatie s-a schimbat dupa 6 luni, cand 71,8% dintre
pacienti au prezintat acord cu enuntul respectiv, cu precadere
in lotul cu reabilitare vs. lotul fara reabilitare (86,1% si 57,1%,
respectiv) (Tabelul 3).

,Trdiesc o viatd deplind, desi port protezda” - situatie admi-
sa dupa 1 lung, de doar 10,6% dintre pacientii chestionati. in
cele mai multe cazuri (84,3%), dezacordul a fost prezentat de
pacientii din lotul fara reabilitare. Situatia este diferita dupa 6
luni, atunci cand 57,0% dintre pacienti au prezentat ,acord”
si ,acord total”. Acest fenomen a fost mai exprimat in lotul cu
reabilitare (77,8% vs. 35,7%, 1n lotul fara reabilitare) (Tabelul
3). Raspunsurile celor 64,3% dintre pacienti au exprimat in-
grijorare, deoarece au fost profund afectati de trauma supor-
tata.

S-au obisnuit sa poarte proteza dupa 1 luna 28,9% din-
tre pacienti, cu o dinamica pozitiva inregistratd dupa 6 luni
(81,0%) (p<0,01). Aceasta situatie a fost mai frecvent prezen-
tata de pacientii din lotul cu reabilitare (88,9% vs. 72,8%, in
lotul fara reabilitare, p<0,05), Tabelul 3.

In circa 50% din cazuri, purtarea protezei face pacientii
mai dependenti de alte persoane intr-o masura mult mai mare
decat acestea si-ar dori, atat dupa 1 luna cat si dupa 6 luni de
la tratament (Tabelul 4). Dupa 6 luni, 23,2% dintre pacienti au
declarat limitarea activitatilor cotidiene, in proportii practic,
egale In ambele loturi. Cu precadere, au fost limitate activitati-

being recorded in the group with kinetic rehabilitation -
88.9% (p<0.01).

The satisfaction degree against the prosthesis varies be-
tween 3 and 9 points out of 10 in both groups (Figure 1). After
1 month, as well as after 6 months, satisfaction degree in high-
er in the group that went through rehabilitation, even though
patients show a moderate level of satisfaction - 5-7 conven-
tional scale points.

Psychological and emotional state has been qualified as “to-
tally disagree” and “disagree” regarding the “I feel that I have
coped with this trauma” statement with a huge difference be-
tween groups after one month (7.7% and 66.2%). This situa-
tion changes after 6 months, when 71.8% of patients agree with
the statement; the numbers being higher in the group with re-
habilitation vs. without rehabilitation (86.1% and 57.1%, re-
spectively) (Table 3).

“I live a full life, even if I wear a prosthesis” - situation ad-
mitted after 1 month only in 10.6% of the questioned patients.
In most of the cases (84.3%), disagreement is present among
patients from the group without rehabilitation. Situation is dif-
ferent after 6 months, when 57.0% of patients answer “agree”
and “totally agree”. This phenomenon is more significant in the
group with rehabilitation vs. the group without rehabilitation
(77.8% and. 35.7%, respectively) (Table 3). Answers of 64.3%
of patients are alarming, because they feel deeply affected by
the trauma. Calculated differences are significant statistically
for a value of p<0.01, fact that repeatedly underlines the an-
swers of patients that did not go through rehabilitation.

After 1 month, 28.9% of patients got used to wearing the
prosthesis, with positive dynamics registered after 6 months
(81.0%) (p<0.01). This situation is more frequently observed
in patients from the rehabilitation group - 88.9% vs. 72.8%
from the group without rehabilitation (p<0.05) (Table 3).

In about 50% of cases, prosthesis wearing makes patients
depend on other persons in a greater way that they would
want, both after 1 month and after 6 months as well (Table 4).
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Tabelul 2. Adaptarea la purtarea protezei.
Table 2. Adaptation to prosthesis wearing.
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Dupa 1 luna / After 1 month Dupa 6 luni / After 6 months

= 8 = 8
ol T
Grupu.l investigat T2 T o £ , T2 T o £s , U
Investigated group S 2 g 2 = A X S A g2 = Rl X ©
g = g D S 2= g = g D =8 S P,
8§ 58 8§ S§ P 5§ 83 sy &8 Py @
ae g << <=8 ae Aaa = <=
n (%) n (%) n (%) n (%) n(%) n(%) n (%) n (%)
intrebarea / Question M-am adaptat la proteza / I adapted to the prosthesis
Grupul fara reabilitare (n=70) 0 5 40 25 92.9 0 23 46 1
Group without rehabilitation (n=70) (0.0%) (71%) (57.1%) (35.7%) p<0.05 (0.0%) (32.9%) (65.7%) (1.4%) 943
Grupul cu reabilitare (n=72) 16 49 7 0 0 11 60 1 p<0.05 106.2
Group with rehabilitation (n=72) (22.2%) (68.1%) (9.7%)  (0.0%) (0.0%) (15.3%) (83.3%) (1.4%) p<0 61
Total (n=142) 16 54 47 25 92.8 0 34 106 2 92.8
(11.3%) (38.0%) (33.1%) (17.6%) p<0.05 (0.0%) (23.9%) (74.6%) (1.4) p<0.05
intrebarea / Question Cu trecerea timpului accept proteza din ce in ce mai mult /
With time, I accept the prosthesis more and more
Grupul fara reabilitare (n=70) 7 27 36 0 92.9 2 20 47 1
Group without rehabilitation (n=70) (10.0%) (38.6%) (51.4%) (0.0%) p<0.05 (2.9%) (28.6%) (67.1%) (1.4%)
101.6
Grupul cu reabilitare (n=72) 9 46 17 0 0 7 64 1 p<0.05 1053
Group with rehabilitation (n=72) (12.5%)  (63.9%) (23.6%) (0.0%) (0.0%) (9.7%) (88.9%) (1.4%) p<0.01
Total (n=142) 16 73 53 0 102.9 2 27 111 2 94.6
(11.3%) (61.4%) (37.3%) (0.0%) p<0.01 (1.4%) (19.0%) (78.2%) (1.4) p<0.05
Tabelul 3. Implicarea emotionala.
Table 3. Emotional involvement.
Dupa 1 luna / After 1 month Dupa 6 luni / After 6 months
-~ 8 - 3
< < S <
- [N 29 5
st g9 = 3 S = 9
Grupull investigat / e 2 < . g S . T 2 < . g S . U
Investigated group s = 5 S X N 59 8 X ©
S = S5 = o - 2 o= S 5 ) - 2 P
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n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Intrebare / Question Simt ca am facut fatd traumei / [ feel that I have coped with the trauma
Grupul fara reabilitare (n=70) 3 43 24 0 0 23 46 1
Group without rehabilitation (n=70) (4.3%) (61.4%) (34.3%) (0.0%) 1128 (0.0%) (32.9%) (65.7%) (1.4%) 109.8
Grupul cu reabilitare (n1=72) 8 51 12 1 p<0001 11 60 1 p<0.001 1272
Group with rehabilitation (n=72) (11.1%) (70.8%) (16.7%) (1.4%) (0.0%) (153%) (83.3%) (1.4%) p<0.05
Total (n=142) 11 94 36 1 112.20 0 34 106 1 108.6
- (7.7%) (66.2%) (254%) (0.7%) p<0.001 (0.0%) (23.9%) (74.6%) (1.4%) p<0.001
intrebare / Question Desi am protezad trdiesc o viatad deplina / Even if I wear a prosthesis, I live a full life
Grupul fara reabilitare (n=70) 1 59 10 0 0 45 25 0
Group without rehabilitation (n=70) (1.4%) (84.3%) (14.3%) (0.0%) 102.4 (0.0%) (64.3%) (35.7%) (0.0%) 113.9
Grupul cu reabilitare (n1=72) 20 47 1 1 p<0.01 16 55 1 0 p<0.01  105.2
Group with rehabilitation (n=72) (27.8%)  (653%) (1.4%) (1.4%) (22.2%) (76.4%) (1.4%) (0.0%) p<0.01
Total (n=142) 21 106 11 1 112.20 16 100 26 0 112.20
B (14.8%) (74.6%) (7.7%) (0.7%) p<0.01 (11.3%) (70.4%) (18.3%) (0.0%) p<0.01
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intrebare / Question

M-am deprins sa port proteza / I got used to prosthesis wearing

Grupul fara reabilitare (n=70) 4 36 30 0 2 17 51 0
Group without rehabilitation (n=70) (5.7%) (51.4%) (42.9%) (0.0%) (29%) (24.3%) (72.9%) (0.0%)
Grupul cu reabilitare (n=72) 11 49 11 1 1<003611 0 5 (6.9%) 64 3 2(3)35 1<208645
Group with rehabilitation (n=72) (153%) (681%) (15.3%) (1.4%) P~ (0.0%) 270 (88.9%) (42%) PV p=b-
15 85 41 1 2 22 115 3
Total (n=142) (106%)  (59.9%) (28.9%) (0.70%) (14%) (155%) (81.0%) (2.1%)
- . Nu sunt deranjat daca cineva priveste proteza mea /
Intrebare / Question It does not bother me if somebody looks at the prosthesis
Grupul fara reabilitare (n=70) 1 29 40 0 0 22 48 0
Group without rehabilitation (n=70) (1.4%) (41.4%) (57.0%) (0.0%) (0.0%) (31.4%) (68.6%) (0.0%)
Grupul cu reabilitare (n=72) 1 36 33 2 78.6 0 3 65 4 104.6 118.6
Group with rehabilitation (n=72) (1.4%) (50.0%) (45.8%) (2.78%) P>0.05  (0.0%) (42%) (903%) (5.6%)  p<0.01  p>0.05
2 65 73 2 0 25 113 4
Total (n=142) (14%)  (458%) (514%) (L41%) 0.0%) (17.6%) (79.6%) (2.8%)
Intrebare / Question mi este usor si vorbesc despre proteza / I can easily speak about the prosthesis
Grupul fara reabilitare (n=70) 1 29 39 1 0 17 53 0
Group without rehabilitation (n=70) (1.4%) (41.4%) (55.7%) (1.43%) (0.0%) (24.3%) (75.7%) (0.0%)
Grupul cu reabilitare (n=72) 1 20 48 3 8:681 1 65 6 186021 1<207665
Group with rehabilitation (n=72) (14%)  (27.8%) (66.7%) (417%) P~ (0.0%) (1.4%) (90.3%) (83%) P p<b.
2 49 87 4 0 18 118 6
Total (n=142) (14%)  (345%) (61.3%) (2.82%) 0.0%) (127%) (83.1%) (4.2%)
- . Imi este usor s vorbesc despre segmentul (membrul) amputat /
Intrebare / Question I can easily speak about the amputated segment (limb)
Grupul fara reabilitare (n=70) 1 43 26 0 0 25 45 0
Group without rehabilitation (n=70) (1.4%) (61.4%) (37.1%) (0.0%) (0.0%) (35.7%) (64.3%) (0.0%)
Grupul cu reabilitare (n=72) 5 36 30 1 8<9631 9 49 4 9<0621 <1§i(3)5
Group with rehabilitation (n=72) (6.9%) (50.0%) (41.7%) (1.4%) p=b: (0.0%) (12.5%) (68.1%) (5.6%) p<t. p=b-
6 79 56 1 0 34 94 4
Total (n=142) (42%)  (55.6%) (394%) (0.7%) (0.0%) (23.9%) (66.2%) (2.8%)
Tabelul 4. Limitarea activitatilor cotidiene si abilitatilor de munca.
Table 4. Limitation of daily activities and work abilities.
Dupa 1 luna / After 1 month Dupa 6 luni / After 6 months
- 3 — 8
T < T =
Grupul investigat / S5 = 2 S 5 8
: = Ty S 2 B3 =S RS 2
Investigated group s = 5 8 X N 59 8 b ©
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n(%)  n(%) n(%)  n(%) n(%)  n(%) n (%) n (%)
Intrebare / Question Proteza ma face sa fiu mai dependent de alte personae, mai mult decat mi-as dori /
The prosthetics makes me depend on other people more than I would want
Grupul fara reabilitare (n=70) 13 45 12 0 1 26 43 0
Group without rehabilitation (n=70) (18.6%) (64.3%) (17.1%) (0.0%) (1.43%) (37.1%) (61.4%)  (0.0%)
Grupul cu reabilitare (n=72) 0 14 54 4 Zggs 0 39 32 1 188031 1<207665
Group with rehabilitation (n=72) (0.0%) (194%) (75.0%) (5.6%) P (0.0%)  (54.2%)  (44.4%) (1.4%) P< p=t-
13 59 66 4 1 65 75 1
Total (n=142) (92%)  (415%) (465%) (2.8%) (0.7%)  (458%)  (52.8%)  (0.7%)
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Intrebare / Question

Proteza imi limiteaza activitatile cotidiene / The prosthesis limits my daily activities

Grupul fara reabilitare (n=70) 0 70 0 0 2 68 0 0
Group without rehabilitation (n=70) (0.0%) (100.0%) (0.0%) (0.0%) (29%) (97.1%) (0.0%) (0.0%)
Grupul cu reabilitare (n=72) 1 71 0 0 85(?05 5 34 33 0 123'21 13;'35
Group with rehabilitation (n=72) (14%) (98.6%) (0.0%) (0.0%) P7 (6.9%) (472%)  (458%)  (0.0%) P~ p=t.

1 141 0 0 7 102 33 0
Total (n=142) ©.7%)  (993%)  (0.0%) (0.0%) 49%) (718%)  (232%)  (0.0%)
intrebare / Question Proteza afecteazd abilitatea mea de a lucra / The prosthesis has an impact on my ability to work
Grupul fara reabilitare (n=70) 0 17 53 0 0 16 53 1
Group without rehabilitation (n=70) (0.0%) (24.3%) (75.7%) (0.0%) 112.8 (0.0%) (22.9%) (75.7%) (1.4%)

<0.001

Grupul cu reabilitare (n=72) 0 8 57 7 P 0 36 35 1 123'301 12(5)3(1)
Group with rehabilitation (n=72) (0.0%) (11.1%) (79.2%) (9.7%) (0.0%)  (50.0%) (48.6%) (1.4%) L p=t-

0 25 110 7 112.20 0 52 88 2
Total (n=142)

(0.0%) (17.6%)  (77.5%) (4.93%) p<0.001 (0.0%) (36.6%)  (62.0%)  (1.4%)
< . Fiind o persoana cu amputatie nu pot efectua lucrul (activitatea) pe care mi-o doresc /
Intrebare / Question Being a person that suffered an amputation, I can not do activities that I want
Grupul fara reabilitare (n=70) 0 11 56 3 0 11 57 2
Group without rehabilitation (n=70) (0.0%) (15.7%) (80.0%) (4.29%) (0.0%) (15.7%) (81.4%) (2.9%)
Grupul cu reabilitare (n=72) 0 7 54 11 8§§05 1 35 32 4 93'(;705 133.85
Group with rehabilitation (n=72) (0.0%)  (9.7%) (75.0%) (15.28%) p>5. (1.4%) (48.6%) (44.4%) (5.6%) p=t- p=5-

0 18 110 14 1 46 89 6
Total (n=142) 0.0%) (127%)  (77.5%) (9.9%) 0.7%) (324%)  (62.7%)  (4.2%)
intrebare / Question Proteza limiteaza tipul de lucru pe care pot sa-l efectuez / The prosthesis limits the type of work I can do
Grupul fara reabilitare (n=70) 0 12 57 1 0 12 57 1
Group without rehabilitation (n=70) (0.0%) (17.1%) (81.4%) (1.4%) (0.0%) (17.1%) (81.4%) (1.4%)
Grupul cu reabilitare (n=72) 0 10 56 6 83'0705 0 32 38 2 93(?05 123'(3)5
Group with rehabilitation (n=72) (0.0%) (13.9%) (77.8%) (83%) P (0.0%) (44.4%)  (52.8%) (2.8%) P p<t

0 22 113 7 0 44 95 3
Total (n=142) (0.0%) (155%)  (79.6%) (4.9%) (0.0%) (31.0%)  (66.9%)  (2.1%)
- . Avand proteza sunt limitat in cantitatea lucrului pe care-I pot efectua /
Intrebare / Question . . L

Having a prosthesis I can perform limited amount of work
Grupul fara reabilitare (n=70) 0 9 55 6 0 11 57 2
Group without rehabilitation (n=70) (0.0%) (12.9%) (78.6%) (8.6%) (0.0%) (15.7%) (81.4%) (2.9%)
Grupul cu reabilitare (n=72) 1 6 55 10 85'0205 1 29 39 3 9;}'0305 133'35
Group with rehabilitation (n=72) (1.4%) (8.3%) (76.4%) (13.9%) p=5. (1.4%) (40.3%) (54.2%) (4.2%) L p=t.

1 15 110 16 1 40 96 5
Total (n=142) 0.7%) (10.6%) (77.5%) (11.3%) 0.7%) (282%)  (67.6%)  (3.5%)

le viguroase - alergatul, sportul, urcatul scarilor la mai multe
etaje, deplasarea la serviciu.

In cele mai multe cazuri (77,5%), pacientii au prezentat
afectarea capacitatii de munca si imposibilitatea efectuarii
activitatii dorite. Proportia persoanelor care nu pot practia
activitatea dorita si dupa 6 luni a ramas fnalta - 66,9%, cu pre-
cadere, In lotul fara reabilitare (81,4%) vs. (44,4%), In lotul cu
reabilitare (Tabelul 4).

Proteza limiteaza tipul si volumul de lucru pe care il pot

After 6 months, 23.2% of patients declare a limitation in
daily activities in equal proportions in both groups. Mostly,
limitations are met in vigorous activities, running, sport, going
up the stairs for several floors, running to reach the bus and
getting to work.

In most of the cases (77.5%), patients show restrictions in
the ability to work and impossibility to do activities that they
would like to do. It is worth mentioning that the number of
patients that can not do activities that they would like is still
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Fig. 2 Frecventa episoadelor de durere pe parcursul saptdmanii.
Fig. 2 The frequency of pain episodes during the week.

efectua pacientii, practic, in proportii egale, inregistrandu-se
o tendinta pozitiva dupa 6 luni, insa ameliorarea situatiei s-a
Inscris in limitele de 12,7-9,9%. Persoanele care au benefici-
at de reabilitare cu tehnici kinetoterapeutice, au prezentat o
limitare mult mai mica la Indeplinirea activitatilor de munca:
52,8% vs. 81,4%, respectiv.

Majoritatea respondentilor au prezentat o stare de sana-
tate satisfacdtoare (57,7%) dupa prima luna si o stare buna
(50,0%) - dupa 6 luni. O stare bund a sanatatii dupa 6 luni a
fost raportata de 98,6% dintre beneficiarii de reabilitare acti-
va vs. 67,1%, in lotul control (Tabelul 4).

Toti pacientii monitorizati au prezentat dureri in regiunea
amputatiei si/sau dureri fantoma a membrului amputat, chiar
si dupa 6 luni. In lotul cu reabilitare, ins3, circa 60% au prezin-
tat doar 1-2 episoade de durere saptamanal, ceea ce a fost cu
15% mai putin, comparativ cu lotul fara reabilitare (Figura 2).

Un episod de durere-fantoma a durat de la 300 pana la 420
de minute, in lotul fara reabilitare si de la 360 pana la 480 de
minute - in lotul cu reabilitare. Durata medie a durerii dupa
1 luna fiind de 90,3+72,8 minute in lotul fara reabilitare si de
73,4+59,6 minute - in lotul cu reabilitare; dupa 6 luni, rezul-
tatele au fost de 171,6+40,5 vs. 62,5£58,3 minute, respectiv
(p<0,05).

Discutii

Interpretarea rezultatelor s-a efectuat, pornind de la cele
patru directii principale abordate: impactul psihosocial, capa-
citatea functionald, autoevaluarea starii de sanatate si gradul
de satisfactie fata de proteza. Factorii cu cel mai mare impact
asupra capacitatilor functionale, determinati intr-un studiu
prospectiv, de durata (la 2 saptamani, 6 luni si 12 luni), s-au
dovedit a fi: nivelul amputatiei, durata tradirii cu membrul am-
putat, prezenta patologiilor concomitente si statutul psiho-
emotional [20]. Este de mentionat faptul c3, 94,3% si 93,0%
dintre pacientii lotului fara reabilitare si cel cu reabilitare,
respectiv, pe langa manifestarile diabetului zaharat, dureri

high after 6 months - 66.9% (81.4% in the group without re-
habilitation vs. 44.4% in the group with rehabilitation), fact
that underlines the absence of the possibility to equilibrate
what they want to do and what they can do (Table 4).

Prosthesis limit the type and quantity of work patients can
perform (Table 4), in almost equal proportions, with a positive
tendency after 6 months, but situation improvement ranges
from 12.7 to 9.9% (p<0.05). Persons that went through reha-
bilitation with kinetic therapeutic techniques show less limi-
tations in work activities compared to persons that did not go
through rehabilitation, 52.8% vs. 81.4% respectively.

The majority of subjects have a satisfactory health state
(57.7%) after the first month and a good health state (50.0%)
after 6 months. After 6 months, 98.6% of patients from the test
group are in good health state, compared to 67.1% of patients
from the control group (Table 4).

All patients under observation complain of pain in the re-
gion of amputation or/and phantom pain, even after 6 months.
Around 60% of patients from the group with rehabilitation,
experience 1-2 pain episodes per week, which is 15% less
compared to the group without rehabilitation (Figure 2). Cal-
culated differences are statistically significant (p<0.01).

One pain episode lasts from 300 to 420 minutes in pa-
tients from the group without rehabilitation and from 360 to
480 minutes in patients from the rehabilitation group. Mean
duration after 1 month being 90.3+72.8 minutes in the group
without rehabilitation and 73.4+59.6 minutes in the rehabili-
tation group, and after 6 months - 171.6+40.5 and 62.5+58.3
minutes respectively (p<0.05).

Discussion

Result interpretation was performed starting from 4 main
directions approached: psychological and social impact, func-
tional capacity, self-evaluation of health state and degree of
prosthesis satisfaction.

Factors (determined by a prospective long study - 2 weeks,
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reziduale si fantoma, au prezentat si alte probleme medica-
le. Pe primul loc, s-au inregistrat patologiile cardio-vasculare
(cu o prevalenta de 88,6% pentru hipertensiune arteriala si
de 61,4% - pentru cardiopatia ischemicd), urmate de mani-
festdrile osteoarticulare (51,4%). Datele obtinute de noi sunt
similare cu cele raportate in literatura [20, 21].

Un studiu retrospectiv al unui grup de persoane cu ampu-
tatii transtibiale de geneza vascularg, a constatat ca doar 29%
dintre ele poarta proteza in afara locuintelor, 25% - poarta
proteza numai in incaperi si 46% dintre respondenti nu uti-
lizeaza proteza [22]. Acceptarea protezei, cu adaptarea la
ea, pentru lotul cu reabilitare kinetoterapica a crescut de la
9,7% (dupa o lund) pana la 83,3% (la 6 luni), fapt ce reflecta
o ameliorare semnificativa a capacitatilor functionale. Nivelul
de acceptare de 57,1%, inregistrat la o luna in grupul fara re-
abilitare, se explica prin faptul ca pacientii au primit proteza
intru-un termen mai scurt fata de persoanele care erau incluse
in programele de kinetoterapie, pentru a fi pregatite de prote-
zare.

Pacientii, inrolati in studiul de fatd, au purtat proteza 1-8
ore pe zi, dupa 1 luna si 3-14 ore, dupa 6 luni. Durata medie
de purtare a protezei a fost fara diferente semnificative: de
3,9+1,3 ore si de 3,7£1,5 ore, lotul lotul de control vs. test,
dupa 1 luna. Dupa 6 luni, durata a fost de 6,1+1,9 ore (lotul de
control) si de 8,8+2,6 ore (lotulul experimental).

Gradul de satisfactie fata de protezare este in stransa core-
lare de prezenta sindromului algic si de cel al statutului psiho-
emotional [23, 24]. Autoevaluarea starii de sandtate, mentio-
nata dupa 6 luni in lotul-test a fost de 98,6%, fata de 67,1%,
in lotul de control (p<0,05) si a fost determinata de prezenta
sindromului algic si de patologiile concomitente. Durata epi-
soadelor de durere, prezentate de pacienti la externare, au fost
in proportii similare la ambele loturi, datorita prescrierii tra-
tamentului medicamentos. Dupa 6 luni, in lotul test, circa 60%
prezinta doar 1-2 episoade sdptamanal, ceea ce este cu circa
15% mai putin, comparativ cu lotul de control. Mentinerea di-
namicii pozitive se explica prin continuarea programelor de
kinetoterapie in conditii de domiciliu.

Pacientii, care au beneficiat de tratament de reabilitare,
intru-un studiu prospectiv, efectuat timp de 6 luni (chestio-
nati cu SF-36), au demonstrat ameliorarea capacitatilor func-
tionale si psihologice in 67,4%, atunci cand au fost inclusi in
programe active, controlate, fata de 57,5%, in lotul pacientilor
externati la domiciliu, dupa protezare [25, 26]. Pacientii pri-
mului grup au prezentat, respectiv, o stare psiho-emotionala
mai buna, care a influentat, indirect, viata comunitara [25, 26].

Rezultatele obtinute de noi pun in evidenta depdasirea su-
prasolicitarii emotionale, produsa de amputare si de faptul
purtarii protezei. Astfel, este important de mentionat lipsa de-
ranjului atunci cand cineva priveste proteza (79,6% din cazuri,
dupa 6 luni, vs. 51,4%, dupa 1 lund, p>0,05), pentru pacientii
din lotul cu reabilitare. Consideram ingrijorator faptul ca, doar
35,9% si, respectiv, 12,7% dintre pacientii chestionati dupa 1
luna si 6 luni, inca nu le este usor sd vorbeasca despre proteza,
ceea ce este o dovadad de marcare profunda a statutului psiho-
emotional. In acelasi timp, este de mentionat faptul c4, chiar si
dupa 6 luni, mai putini pacienti pot vorbi cu usurinta despre
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6 months and 12 months) with the greatest impact on func-
tional capacities proved to be: duration and level of amputa-
tion, presence of comorbidities and the psychological and
emotional state [20]. It is worth mentioning that 94.3% (from
the group without rehabilitation) and 93.0% (from the group
with rehabilitation), besides diabetes mellitus manifestations,
residual and phantom pain have other medical problems.
Cardio-vascular pathologies rang on the first place (88.6%
for arterial hypertension, 61.4% for ischemic heart disease,
51.4% for bone and joint manifestations). Data analyzed by us
is similar to data from literature [20, 21].

A retrospective study performed on a group of persons
that underwent transtibial amputations due to vascular
causes estimated that only 29% wear the prosthesis outdoors,
25% - wear it only indoors and 46% do not use the prosthesis
[22]. Acceptance with adaptation to the prosthesis in patients
from the group with rehabilitation has risen from 9.7% after
1 month to 83.3% after 6 months; fact that represents signifi-
cant improvement of functional capacities. A level of 57.1%
registered after 1 month in patients that did not go through
rehabilitation can be explained by the fact that patients re-
ceived their prosthesis in a shorter period of time compared
to patients that were included in kinetic therapy in order to be
prepared for prosthesis.

Patients enrolled in the study wear the prosthesis from
1 to 8 h per day after 1 month, and from 3 to 14 h after 16
months. Mean duration of prosthesis wearing is 3.9+1.3 h and
3.7+1.5 h (p>0.05) in control and test groups respectively af-
ter 1 month. After 6 months, it was observed that these values
rise up to 6.1+1.9 h in the control group and up to 8.8+2.6 h in
the test group, roughly 2.2 h and 5.1 h more respectively, fact
considered positive dynamics.

Satisfaction degree regarding the prosthesis is in close cor-
relation with pain syndrome and psychological and emotional
state [23, 24]. Self-evaluation of the health state maintained
after 6 months equals to 98.6% in the test group and 67.1% in
the control group (p<0.05), and is marked by the presence of
pain and comorbidities. Pain episodes have similar duration in
both groups at the time of hospital discharge due to medica-
tion prescribed. Around 60% of patients from the test group
experience 1-2 pain episodes per week, which is 15% less
compared to the control group. Positive dynamics is explained
by the fact that kinetic therapy continues at home as well.

Patients that benefited from rehabilitation treatment in a
6 months prospective study (evaluated with SF-36) showed
improvement of functional and psychological capacities in
67.4% of cases included in active controlled programs, com-
pared to 57.5% of cases that were discharged after prosthesis
application [25, 26]. Patients from the first group showed bet-
ter mood and indirect influence on community life [25, 26].

Our results underline that some patients can cope with
emotional overwhelming caused by the trauma and prosthe-
sis wearing. Therefore it is important to mention lack of both-
ers when somebody looks at the prosthesis in 79.6% of cases
after 6 months, vs. 51.4% of cases after 1 month (p>0.05) for
patients from the rehabilitation group. It is concerning us that
35.9% and 12.7% of patients questioned after 1 month and 6



segmentul/membrul amputat (76,0%), comparativ cu discuti-
ile despre proteza (p<0,05).

Reeducarea capacitatilor functionale la lotul-test influen-
teaza mult calitatea vietii pacientilor cu amputatii transtibiale;
situatia a fost acceptata, dupa 6 luni, de 86,1% dintre pacientii
implicati in programe de reabilitare cu tehnici kinetice active,
fata de 57,1% - de cei din grupul de control. Statutul psiho-
emotional ameliorat a fost direct proportional cu obisnuinta
purtdrii protezei: cu dinamica pozitiva, pentru lotul de control,
de la 28,9% pana la 81,0% (p<0,05), dupa 6 luni. Aceasta di-
namica a fost mai frecvent resimtita de pacientii din lotul cu
reabilitare (88,9%) vs. cei din lotul fara reabilitare (72,8%).

Activitatile viguroase (alergatul, sportul, urcatul pe scari)
au fost deficitare in ambele loturi din cauza timpului prea
scurt pentru o reeducare a capacitatilor functionale complexe.

Proteza a limitat tipul si volumul de lucru pe care 1l efec-
tuau pacientii, practic in proportii egale, inregistrandu-se o
tendintd pozitiva dupa 6 luni, Insa, ameliorarea situatiei s-a
inscris in limitele de 12,7-9,9%. Persoanele, care au primit
tratament kinetoterapeutic, au prezentat o limitare mult mai
mica, comparativ cu cele din lotul fara reabilitare, la Tndeplini-
rea activitatilor de munca - 52,8% vs. 81,4%.

Durata si calitatea lucrului efectuat de catre persoanele
care au urmat un tratament kinetoterapeutic, a prezintat o li-
mitare mult mai micd, comparativ cu cele, care nu au urmat
acest tip de tratament: 52,8% vs. 81,4% (p<0,01), respectiv.
Dupa o analiza a posibilitatilor de Intoarcere la munca, in SUA,
doar 2,3% dintre pacienti au revenit la activitatile anterioa-
re [27]. Pacientii din studiul nostru au fost evaluati doar prin
prisma posibiltatilor de efectuare a activitatilor cotidiene, dar
nu si a celor profesionale, deoarece niciunul dintre ei nu era
angajat in campul muncii.

Concluzii

1) Programele de reabilitare medicala cu tehnici kinetice
active permit ameliorarea capacitatilor functionale si psihoe-
motionale ale pacientilor cu amputatii de membre inferioare
transtibiale.

2) Calitatea vietii apreciata cu ajutorul scalei TAPES apli-
cata pacientilor cu amputatii de membre transtibiale permite
aprecierea eficacitatii programelor de reabilitare medicala cu
tehnici kinetice active.
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Calitatea vietii pacientilor dupd amputatii transtibiale

months respectively consider it hard to talk about the prosthe-
sis, which denotes the deep impact on the psycho-emotional
state. At the same time, it is worth mentioning that even after
6 months, less patients can easily speak about the amputated
segment / limb (76.0%) compared to talks about the prosthe-
sis (p<0.05).

Re-teaching of functional capacities among patients from
the test group influences a lot the QOL after transtibial am-
putations and leads to acceptance of the situation in 86.1% of
cases after 6 months from the rehabilitation group, compared
to 57.1% of cases from the control group. The improved psy-
cho-emotional state is directly proportional to getting used
to prosthesis wearing: with positive dynamics for the control
group from 28.9% to 81.0% (p<0.05) after 6 months. This
situation is more frequent in patients from the rehabilitation
group (88.9%) compared to the control group (72.8%).

Vigorous activities (such as running, sports, taking the
stairs) are difficult for patients from both groups due to the
short period of adaptation to complex functional capacities.

The prosthesis limits the time and quantity of work that
patients can perform, almost in equal proportions with posi-
tive tendency after 6 months, but improvement ranges from
12.7% to 9.9% (p<0.05). Patients that have received kinetic
treatment show less limitations in work activities compared
to patients that did not go through rehabilitation, 52.8% vs.
81.4% respectively.

Time and quality of work done by patients that benefited
from Kkinetic therapy show less limitations compared to pa-
tients that did not benefit from rehabilitation, 52.8% vs. 81.4%
respectively (p<0.01).

After analysis of the possibility to return to work, in USA,
only 2.3% of patients could return to previous activities [27].
Patients from our study were analyzed only regarding daily
routine activities and not professional activities, nobody of
them being enrolled for jobs.

Conclusions

1) Medical rehabilitation programs that include active ki-
netic techniques allow improvement of functional and psy-
cho-emotional capacities in patients with transtibial amputa-
tions.

2) QOF evaluated with the TAPES scale in patients with
transtibial amputations allows to appreciate the efficiency of
medical rehabilitation programs that include active kinetic
techniques.
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