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Abstract

Purpose: The purpose of the study was to identify the level of depression, anxiety and
stress among the persons with amputee. Objectives: To identify the level of
depression, anxiety & stress among the persons with amputee . To explore the Socio-
demographic information of the participants. Methodology: The study was conducted
by using cross sectional method. Total 70 samples were selected conveniently for this
study from Prosthetics and Orthotics Department, CRP, Savar. All data were collected
through face-to face interview and over phone by using a semi-structured research
question technique. Results: Among 70 participants maximum age was 74 years and
as follows minimum age was 16 years where mean age calculation was 39.94 + 13.95
years. Among 70 participants 55.70% had extremely severe depression level, 34.30%
had severe depression, 7.10% had moderate severity and 2.90% had mild depression
level. 91.40% had extremely severe anxiety level and 8.60% had severe anxiety level.
52.90% had moderate stress level, where it decreases in 21.40% having severe stress
level, 15.70% had extremely severe stress level, where mild and moderate respective
to 7.10% of total number of the participants. A significant association was observed
between age category and depression (y2: 28.272, P- value: 0.001) and stress (y2:
24.034, P- value: 0.020). Conclusion: The results of the study suggest that
depression, anxiety and stress are commonly experienced after amputation. The
amputee group should have access to the amputee care program which will provide

psychiatric care alongside rehabilitation.
Key words: Amputation, Depression, Anxiety, Stress

Word count: 9,900



CHAPTER- 1 INTRODUCTION

1.1 Background

A surgical method by which a part or the whole extremity is being removed is called
amputation (Feinglass et al., 2012). Amputation is one of the significant causes of
permanent disability. An amputation is the elimination of an organ or other limbs in
the body. Amputation is defined as synthesis or spontaneous partial or completely
removable portable or part of the processing body, which is covered by skin and is
one of the most disabilities. It is a common late stage sequel of peripheral vascular
disease and diabetes or a sequel of accidental trauma, civil unrest and landmines

(Pooja & Sangeeta, 2013).

Amputation could be described as the removal of a body extremity by surgery or
trauma. It may be done to treat injury, disease, or infection. It can be easily define as
amputation is loss of all or part of a limb or extremity such as an arm, leg, foot, hand,
toe, or finger (WebMD, 2017).

Amputation the removal of a body extremity by trauma or surgery is a physical
disability that has not received considerable attention in psychosocial research.
Trauma is the leading indication for amputation in younger people. Limb loss due to a
traumatic injury is sudden and emotionally devastating (Copuroglu et al., 2010).
"Major" limb loss is defined as amputation above the elbow, below the elbow, above
the knee, below the knee, or the foot. "Minor" limb loss is defined as amputation of
the hand or digits. Lower limb amputations are much more frequent than upper limb
and are most commonly the result of disease followed by trauma (Houtum et al .,
2012). The global frequency of amputation is challenging to determine, as rates vary
widely both between and within countries (Holman et al., 2012).

A special case is that of congenital amputation, a congenital disorder, where fetal
limbs have been cut off by constrictive bands. In some countries, amputation of the
hands, feet or other body parts is or was used as a form of punishment for people who
committed crimes (Ahmed et al., 2016). The amputation of a limb brings about
several changes in the psychological and social functioning of an individual:
alterations in self-concept and body image, decreased quality of life and loss of

employment status or occupation (Falgares et al., 2019).




Such changes may reduce an individual’s ability to maintain emotional well-being
and promote maladaptive reactions, leading to psychosocial maladjustment such as
anxiety and depression (Kratz et al., 2010).

Depression may be described as feeling sad, blue, unhappy, miserable or down in the
dumps, Most of us feel this way at one time or another for short periods, True clinical
depression is a mood disorder in which feelings of sadness, loss of interest, decreased
energy, disturbed sleep, disturbed appetite, poor concentration, anger, or frustration

interfere with everyday life for weeks or longer (Ducharme et al., 2012).

Depression is a mood disorder accompanied by low self-esteem, feeling of
inadequacy, lack of self-sufficiency, and unfavorable self-impression.It is a painful
experience that depends either on a violent blow or expectation of coming danger

from an unknown source (Pashang et al., 2012).

Depression is a kind of mood disorder which may lead the person to attach with
feeling of loneliness, sadness and anger in his daily life activities. It is getting
common nowadays. And the people are suffering from this disorder in different ways.
By having this kind of disorder may interfere in your daily activities, loosing time
with result of lack production. Sometime it will take the people to relationship
breakups and suffers from chronic diseases conditions like asthma, cancer, arthritis,
cardiovascular disease and diabetes. Depression is very serious disease and it will go
worse if we don’t get a proper treatment for this. And those who are suffering from
this kind of disease will get positive response after getting proper treatment for

depression disorder from any health care center (Prefit and Szentagotai, 2018).

Depression is related to the disorder of mood that attack the feeling of person which
cause loss of interest and sadness. We can use other term for this as clinical
depression or depressive disorder, it shows that how you face the problem and deal
with that to think, feel and response to the physical and emotional situations. Maybe
you feel problems in your daily work related activities, and different kind of thoughts
comes in your mind that no need to live. There are the symptoms of depression
mentioning as following; Always feeling tearfulness, hopelessness and sadness,
Feeling irritable on small issues, Loosing of interest in daily activities like sports and
job, Sleep disorders like insomnia, Loosing of energy and feeling tiredness, Shortness

of breath, anxiety, moving around, bad thinking and speaking, Self-harassment, guilt



and blaming himself for past failures, Fear of making decisions, losing of
concentration and not proper thinking, Death thoughts, other bad thoughts like suicide
attempts, Changes in personality and memory weakness, Pain and aches, Nausea,
insomnia, appetite problem, loss of interest in personal relationship and fatigue,

Loneliness, scaring to join the community people and programs. (Hasin et al., 2018).

Anxiety is a disease of mental health category which is lead to the disorders like; fear,
worry, nervousness and apprehension. These disorder shows how a person face with
behave and emotion and also severeness of anxiety shows it will affect the person
seriously day to day life. The peoples who are suffering from severe kind of anxiety
not only harmful but life threatening for their survival. Sign and symptoms of anxiety
will sit with a person like alarm and effect bad actions on the human body. These
alarms have been noticeable in human body like sweating, tachycardia and increase
sensitivity (Felman, 2018). Anxiety is not a single symptomatic disorder, it occurs
with a group of symptoms to the people. Sometime a person may suffer from anxiety
attack which become without warning, while sometime they become panicky at noisy
and party places. Some people were struggling with fear an accidents of driving, or
obtrusive thoughts. Some people may live with chronic state of worrying about

anything, tension and everything (Hasin et al., 2018).

The American psychological association (APA) disorders shows the anxiety is an
emotion which is categorized by worried thoughts, feeling of tension and also
increasing of blood pressure in physical changes. Anxiety is related with broad kind
of disorders which is include with anxiousness, fear, nervous feelings and worrying.
When you are in danger or feeling tension by fear of something which is hurting you
then you will understand the effect of normal and regular anxiety. In case of regular
anxiety in human minds there has been a condition or danger sign of alarm bells is
ringing when a person feels fear and nervousness, start sweeting and increasing of

heart beats (Hasin et al., 2018).

Stress is characterized as a set of requirements of quantitative or qualitative character
that the person is not able to respond to positively, a stressful situation is
characterized as a condition in which the intensity level of the stressful situation is
higher than the person's ability to cope with the situation. Post-Traumatic Stress

Disorder has been identified as one of the most commonly occurring mental illnesses



in combatants. PTSD symptoms of increased arousal, intrusion, avoidance and
dissociation may improve within months in the majority of people, maladaptive
coping responses in some may lead to long term mental health consequences such as
alcohol and drug abuse, aggressive behavior, deliberate self-harm and even suicide

(Abeyasinghe et al., 2012).



1.2 Rationale

The survivors suffer a lot after any devastation especially they suffer with post-
traumatic stress related disorder. Traumatic limb amputation leads to higher levels of
anxiety, depression and emotional stress in the individual. Adaptation to this event
encounters a large number of physical changes such as impairments in physical
functioning, prosthesis use, pain, changes in employment status or occupation and
alterations in body image. In this study the investigator is interested to find out the
level of the depression, anxiety, stress of persons with amputee. The result could be
ensured us about psychological level of amputee person. However, Investigator feels
that there have still limitations. Investigator is interested to find out survivors day to
day lives, wellbeing after any injuries and psychological trauma which bring
amputation to them. In this case, usually the survivors remain in a state of depression,
anxiety and stress because most of them cannot go back to their job and also get
affected by other influences like- jobless, family burden. However, it should be on
focused that the survivors did not get support during this crisis period what they really
deserve. The persons with limb prosthesis are still having mild to severe difficulty
leading everyday life, therefore it is essential to investigate their psychological state.
It could be making aware for further any hazardous incident and predicting impact. It
could help to take precautionary management for the amputee persons. Still now there
is no statistics about their psychological state. For this reason, the investigator is
interested to know about their psychological state separately to find out the status of

their life after this terrible incident.



1.3 Research question

What is the level of depression, anxiety and stress among amputee persons?



1.4 Objectives

1.4.1 General objective

To identify the level of depression, anxiety and stress among amputee persons.

1.4.2 Specific objectives

1) To identify the socio-demographic information of the participants.
2) To identify the level of depression.

3) To identify the level of anxiety.

4) To identify the level of stress.

5) To identify the association between predicted variables & response variables.



1.5 Conceptual framework:

Predicted Variables

Age

Gender

Occupation

Earning member

Response Variables

Causes of

Depression, anxiety, stress level

amputation

Level of amputation

Type of amputation




CHAPTER-II LITERATURE REVIEW

Amputation is the removal of a limb by trauma, medical illness, or surgery. As a
surgical measure, it is used to control pain or a disease process in the affected limb,
such as malignancy or gangrene. In some cases, it is carried out on individuals as a
preventative surgery for such problems (Connel et al., 2016). Amputation leads a
person to a permanent disability. It brings a dramatically change in the life, function
and movement of the victims. These changed situations are experienced more by
lower limb amputees than by upper limb amputees. The incidence of lower limb
amputation is also higher than that of the upper limb (Calle Passcul et al., 2011).
Limbs are very vital part of human body. But unfortunately because of illness or
trauma loss of this limb or partial limb is called Amputation. Amputation leads to a
permanent disability and brings many difficulties and limitation people’s everyday

life. It hampers persons Quality of Life (QoL) (Sinha et al., 2011).

Bangladesh is a low-and-middle-income-country with a population of 160 million.
Incidence rate of lower limb amputation in Bangladesh is largely unknown except a
study published in 1997 that reviewed 6 years-worth of data from one district and
estimated incidence rate to be 75 per 100,000 populations (Aftabuddin et al., 1997).
The incidence of lower limb amputation varies significantly across the globe, ranging

from 5.8 to 31 per 100,000 (Hisam et al., 2016).

The Amputee Coalition of America estimates that there are 185,000 new lower
extremity amputations occurs each year just within the United States and also reported
that there are nearly 2 million people living with limb loss in the United States (LLA,
2012). The ratio of upper limb to lower limb amputation is 1:4. Around 30% of USA
amputee patient have lower limb loss and 10% upper limb loss patient (Cooper,

2014).

Special case is that of congenital amputation, a congenital disorder, where fetal limbs
have been cut off by constrictive bands. In some countries, amputation of the hands,
feet or other body parts is or was used as a form of punishment for people who
committed crimes (Ahmed et al., 2016). Amputation may include solitary limbs (one-

sided), both the upper or lower limbs (two-sided), or a blend of upper and lower limbs




amputation (numerous removals), amputation might be performed at different

anatomical levels (De Laat et al., 2011).

"Major" limb loss is defined as amputation above the elbow, below the elbow, above
the knee, below the knee, or the foot. "Minor" limb loss is defined as amputation of
the hand or digits. Lower limb amputations are much more frequent than upper limb
and are most commonly the result of disease followed by trauma (Van Houtum et al .,
2012). Trans tibial amputation is the most common type of major amputation seen in
war and peace. Wartime amputations in battle usually occur as the result of trauma in
young, healthy individuals and thus differ from those seen in civilian life. Since
World War II, explosive munitions such as land mines, artillery, mortars, grenades,
and bombs have been the most common cause of transtibial amputations (Van
Hountum et al., 2012). Lower limb amputations were much more common than upper
limb amputations, the former accounting for 94.8% of all amputations, and the latter
for only 5.2%. Among all lower limb amputation cases, below-knee amputations were
the most common, followed by above-knee amputations (Razak et al., 2016). The age
of the amputees ranged from below 20 years to above 70 years. The most common
age group for amputation was 21-30 years of age, accounting for 32.0%of all
amputees. The 31-40 year age group was second, accounting for 23.2% of all
amputees, and the 20 years and below age group was third (14.2%) (Pooja &
Sangeeta, 2013).

Most upper limb amputations (ULA) are caused by trauma at work in the form of
occupational accidents. As a result, it is important to pay attention to the work and
gender of patients (Brown et al., 2016). Sometimes it is not possible for patients to
return to their previous job and there is a need for them to change their role or job

(Jang et al., 2011).

LLA in both developed and developing has been found to change in their quality of
life after amputation (Perkins et al., 2012), foot ulcers due to diabetics (37.6%),
peripheral vascular diseases (31.7%), trauma, acute limb ischemia, infection, chronic
osteomyelitis, elephantiasis, pressure sore and chronic wound are the indications for
lower limb amputation in Sri Lanka (Ubayawansa, 2016). Lower limb amputation is a
lasting surgery that has significant practical and sequelae that can impact the daily

living activities of the person with amputation (Van Twillert et al., 2014).
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Lower limb amputation is a permanent surgical procedure that has important
functional and squeal that can influence the daily activity of the person with
amputation (Van Twillert et al., 2014). Peripheral vascular diseases, trauma, diabetes,
congenital anomalies, sensory problems and loss of functions are the common
incidences for amputation around the world (Porter, 2003). In the cases of
Osteosarcoma and Ewing sarcoma, being the most common bone cancers in the lower
extremity, amputation is the best solution to avoid further spreading of disease. It will

save the life of patients (Passguina, et. al., 2014).

Below knee amputations are the most common amputations those are representing
81% of trauma related amputations, there 47% expected increases in below knee
amputation from 1995 to 2004 (Van Hountam et al., 2012). There are more than 1
million annual limb amputations globally, one every 30 seconds is even more
troubling , particularly since the International Diabetes Federation (IDF) predicts that
current global prevalence of diabetes will burgeon from 285 million to reach 435
million by 2030 (Advanced Amputee Solutions, 2016). The world-wide prevalence
has been estimated that at 3—10% increasing to 15-20% among developed countries .
Age is an important factors related with amputations, such as aged over 70 years can
be risk factor for amputation with diabetics neuropathy. It classically presents as
intermittent claudication and can lead to ulcers, gangrene and amputation (Patel et al.,

2015).

The ratio of symptomatic to asymptomatic disease is up to one in three with as many
as 50% never consulting a doctor. Over 90% of the annual 5000 major leg
amputations undertaken in England can be attributed to arterial disease (Neher et al.,
2016). While diabetes is a major cause of all amputations (major and minor) in
England, the vast majority (over 90%) of the 5000 major amputations undertaken in
England every year, in people over 50 years are related to Peripheral arterial disease
(Thomas et al, 2016). Among males the percentage of major amputation associated
with peripheral vascular disease (PVD) ranged from 51% in one study site to 93% in
another. This percentage was similar in females with the exception of 30% associated
with PVD at a single study site (Hoffsated et al., 2015). The proportion of lower limb
amputations as a result of PVD was found to be lower in minor amputations and the
proportion of LLAs as a result of trauma was high in minor amputations (Thomas et

al., 2016).
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Diabetes is one of the leading causes of severe morbidity and mortality. The number
of people with diabetes in the world is expected to double between 2000 and 2030.
The greatest absolute increases in the number of people with diabetes will be in the
world (Worber et al., 2011). In the US, the majority of new amputations occur due to
complications of the vascular system (the blood vessels), especially from diabetes.
Between 2006 and 2008, there were an average of 133,735 hospital discharges for
amputation per year in the US (Kneedy et al., 2014).

Limb deficiency occurs in association with other major congenital anomalies in 12%
to 33% (Malaham et al., 2014). Amputation due to injury is relatively rare and is the
cause of only 10-20% of lower-limb loss in the developed world (Kahle et al., 2016).
Approximately 55% of civilian LLA for trauma are BKA, 40% AKA and 1% bilateral
amputations. Because of the low incidence of bilateral amputation, most studies

recruit low numbers of these amputees (Amaefula et al., 2015).

The most common causes of amputation are vascular diseases, trauma, malignancy,
and congenital deficiency. Amputation rates have increased among cardiovascular
patients, declined in individuals with trauma, and remained unchanged in patients
with cancer and congenital amputations (Varma et al., 2014). Five-year review of
lower limb amputation prevalence rates in England found that 39% of patients who
underwent major amputations during this period had a primary diagnosis of diabetes.
Moreover 43% had a diagnosis of CVD, with just 13.9% of measures being secondary
to injury or trauma (Moxey et al., 2010).

Major limb amputation influences multiple aspects of an individual's life: his body
image, mobility, self-care activities, psychosocial health, vocational and avocational
opportunities (Ikram et al., 2014). Limb loss due to a traumatic injury is sudden and
emotionally devastating (Copuroglu et al., 2010). The costs of limb amputation can be
excessive in terms of initial hospital care, rehabilitation and ongoing community
support, and this is especially so when patients can no longer cope independently in
the community and may require long-term institutional care (Peach et al., 2012). In
India, 70% of the amputees were victims of trauma and among the traumatic cases
majority suffered a road traffic accident (Pooja & Sangeeta, 2013).

80% of these cases were consequences of limb ischemia. A high pace of urbanisation,
developed modes of motorized transportation, and poor road conditions were

identified as some factors leading to higher number of road accidents resulting in

12



amputation (Chalya et al., 2012). Research has shown that the incidence of LLA is up
to 8-15 times higher in diabetic patients compared to non-diabetic patients and that up
to 70% of people die within 5 years of having an amputation as a result of diabetes.
Further, the number of people with diabetes in the United Kingdom has increased
from 1.4 million to 2.9 million since 1996 and is likely to reach 5 million by 2025. It
is also estimated that there are over three-quarters of a million people in the UK with
undiagnosed diabetes and this may not become apparent until their first admission

with non-salvageable lower limb sepsis (Mills et al., 2014).

The prevalence of lower extremity vasculopathy is varied based on the method used
to detect the vasculopathy. In this regard, the prevalence of peripheral vascular
disease in the Arab population ranges between 50 — 78.7 %.(Almoutaz et al., 2011)
Some 82.9% of those with lower-limb amputation in Scotland have lost a limb due to
peripheral vascular disease, with 38.6% of this group having undergone amputation

due to diabetes (Callaghan et al., 2011).

Gaza Palestinians who had sustained war-related traumatic extremity amputations and
were currently attending physical rehabilitation, nine out of ten had major
amputations (85%) with unilateral lower extremity amputations as the most common
type (64-5%). Nearly one in five amputees was a child. The majority of the amputees
were young men, mostly family breadwinners (Heszlein et al., 2018). Amputation is a
distressing experience that is likely to pose considerable challenges in terms of
psychological and social adjustment (Geertzen et al., 2015).

Limb absence statistics are also not officially collected in the Republic of Ireland, but
a national representative organization recently claimed that there are over 5,000
individuals living with limb absence in this country (Amputee Disability Federation
Ireland, 2014). The loss of a limb can be a life-changing event, and the research
literature details a diverse and widespread range of extensive effects that are
associated with acquired limb absence, affecting the person at the physical,
psychological and social functioning level (Desmond et al., 2014). The experience of
depression in limb absence has also been found to be linked with other negative
psychosocial outcomes that include elevated general anxiety (Atherton & Robertson,
2006), body image anxiety, feelings of vulnerability diminished self-esteem, phantom

limb pain and neuroticism (Badura-Brzoza et al., 2006), general pain, lower levels of

13



perceived health and social support (Ikram et al., 2014), greater self-awareness of
impairment, lower identification with the impairment (Senra, 2013), and lower

perceived quality of life (Asano et al., 2008).

Individuals with acquired limb absence are also often reported to express
dissatisfaction with their body image (Holzer et al., 2014). In addition to being linked
with depression and general anxiety, dissatisfaction with one’s body image after the
loss of a lower limb has been associated with lower levels of self-esteem, lower levels

of life satisfaction as well as reduced levels of physical activity (Tatar, 2010).

Studies suggested that depression is the part of life of old age disable people and
declare that disability is the most risk factors for the people having depression
disorder. Anxiety is also found as a risk factor for the old age people but not more
dangerous like depression disease. How disability increasing due to depression,
showed or explain the differences by medical condition, cognition and socioeconomic
measures. For the anxiety they don’t have any therapy to show here but the research
showed that depression will decrease by having the proper treatment (Lenze et al.,
2001). Anxiety and depression was the big part of level of impaired life quality,
conditions of physical disability, noncompliance of medical treatment, increasing the

usage of health care services and increasing rate of deaths (Yohannes, 2018).

A study is about the ex-military personals with physical disabilities like hearing,
visual and physical impairments with mental health disorders. It is relay necessary to
help and cure the personal of ex-military forces from the disability and psychological
problems which they are facing. The further researches will help us to find the way to
help them and find the solution for their well-being of ex-military personal with the
disability they have, should find the types and act to treat them to overcome from the
disease which they are suffering from (Stevelink et al., 2015). Major lower extremity
amputation is a common procedure that results in a profound change in a patient’s life
(Chalya et al., 2012). Symptoms of depression were found in 67.7% of respondents,
symptoms of anxiety in 72.2%, and post-traumatic stress disorder (PTSD) in 42%.
The disabled and women had a poorer mental health status, and there was a
significant relationship between the mental health status and traumatic events. Coping

strategies included religious and spiritual practices (Hasin et al., 2018).
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38.0% of participant with low physical disability have anxiety 66.7% of participant
with high degree of physical disability have anxiety. 17.1% of participant with low
physical disability have depression and 71.7% of participant with high degree of
physical activity have depression. The study conclude that physical disability have
positive relationship with anxiety and depression. The impact of physical disability on
mental health varies with sex, age, duration of disease and extend of physical
disability. The mental health of people with disability due must be attended in order to
meet the health need of them (Jones et al., 2014). Major factors affects the Quality of
life after amputation, Quality of life and people reintegration in the community
depends upon coordination of services from immediate life saving measure to long
term rehabilitation focus to minimize the factors related to poor physical, social,

psychological function and Quality of life (Chu K et al., 2011)

Person with amputation are rarely tended to by their genuine names and rather they
are called by their disability in its rudest and cruelest interpretation. They are
additionally barred from social projects, local area exercises, diversion, games,
aggregate occasions and so on. They have been either won't or debilitate in accessing
any sporting occasions like films, theaters, parks and so on These individuals have
indeed been avoided with regards to the cycle of social association and standard turn
of events (Maqgsood et al., 2015). People with lower limb amputation experience
anxiety and depression following amputation of the lower extremity. These
psychological reactions correlate significantly with age and marital status, and there is
no correlation with level of amputation, mode of ambulation and indication for
amputation (Moss et al., 2009). Another significant aspect of amputee health is that of
psychological well-being (Ficke et al., 2012).

Amputation is also associated with morbidity and mortality. The survival rate varies
across countries but mortality rate is generally high (Patel et al., 2015). Old age and
higher anatomical level of amputation are associated with poor survival and the
mortality rate is higher in both people with diabetes and people who do not have
diabetes (Neher et al., 2016). Amputation level also has a significant effect on the
psychological acceptance of the surgery by the amputee. The lower the amputation
level, the less detrimental the psychological effect. It can be seen that the lower the

level of amputation, the better the overall wellbeing of the subject (Patel et al., 2015).
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Amputation is a distressing experience that is likely to pose considerable challenges in
terms of psychological and social adjustment (Geertzen et al., 2015). Not only does
this procedure incur permanent physical loss, it may also lead to restrictions in many
other important life domains (Highsmith et al., 2016). The amputee most often
oppress for the lost limb and the old body image and is thought to go through four or
five stages as a part of their oppressing process, that is, refusal, anger, dealing,
depression, and acceptance. This often assimilates the way in which people usually
respond to the death of a loved one or when being diagnosed with a life threatening

illness (Chin & Toda, 2016).

After discharge from rehabilitation, a long term acclimatization phase begins, during
which the harsh realities of the disability are felt by the amputee patient in their own
living environment without the direct support of the multidisciplinary rehabilitation
team (Magsood et al., 2015). Caregiving can influence several aspects of caregivers
lives at physical, psychological, family, and social levels and may include
deterioration of physical health and increased stress, anxiety, and depression (Ong et
al., 2018). Limb amputation can lead to significant psychological and social
dysfunction among some individuals, while many others adjust and function well
(Desmond & MacLachlan, 2010). Depressive symptomatology is the most commonly
documented mood disturbance following amputation, estimates suggest that between
13% and 32% of individuals with limb amputations might experience significant
depressive symptoms at any one time (Wegener et al., 2009). Interposition in the
amputee’s distress addresses the psychological side of injury and healing which is
foremost to physical rehabilitation. Investigators have noted high prevalence of

depressive and anxiety symptoms in amputees (Czerniecki et al., 2012).

People with depression are often stigmatized by society and only a few receive proper
treatment, the way symptoms of depression are identified in patients and theories
related to etiology can influence their willingness to seek help and agree to treatment
as well as influence the attitude and behavior of the community towards them (De

Almeida et al., 2013).

Depression can make pain worse, make sleep difficult, sap the energy, take away the
enjoyment and make it difficult to take good care of health (Arango-Lasprilla et al.,

2011). A literature shows that the association between poor physical health and
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psychological illnesses is seminary. Sometime the association of physical health with
anxiety and depression is extremely less understandable, as depression is the most
famous cause of disability in the globe so the rate of suicide attempts is considerably
found high in many countries in the world. A survey which is based on population of
national cross sectional of Australia, conducted that anxiety and depression shows the
severe health problems which is impacting on the major part of the population over
the world (Stanton et al., 2019). Furthermore, perception of social support has been
shown to be related to general adjustment and lower levels of depression (Senra et al.,

2011).

A study conducted in Taiwan to assess the incidence, risk and associated risk factors
of depression in adult with physical and sensory disabilities. 749,491 people with
physical or sensory disabilities 20 years and above were included in the study. The
prevalence of depression was 6.29 per 1000 person per years. Among them 1.83 per
1000 person have major depression symptoms. The study found that type and severity
of depression, gender, age, education socio-economic status, and marital status are
associated with depression. The incidence of depression was higher in severe form of
disability than in people with mild disability. The depression was higher in women
with disabilities (2.24 per 1000) than in men with disabilities (1.55 per 1000). The
incidence of depression was high among the people with disabilities with low income
(6.10-7.50 per 1000) than in high income (4.91 per 1000). The incidence of
depression was seen more in people with disability from rural (6.79 per 1000) area
than in people with disabilities from urban area (5.51-6.10 per 1000). The study also
reveals that depression among physical and or sensory disabilities was 3.7 folds
higher than general population. The incidence of depression was higher in single
people with depression (1.72 per 1000) than in married or divorce people with
disabilities (1.85-2.67 per 1000). The study also reveals that the risk for depression
increases along with severity of disability. The study also suggests government and
family member of people with disabilities to give more attention on detecting and
treating depression in the individual. The extra measures should be taken to prevent

and treat depression among the people with disabilities (Shen et al., 2017).
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A study conducted in America for assessing the depressive symptoms and utilization
of health service among persons with limb loss (physical disabilities) shows
prevalence of 28.7% among them. The depression symptoms was used for study. The
study found factors like divorced or separates, low economic level, extreme back pain
or phantom limb pain as the risk factors for depression among them. The study also
revels higher education as protection against depression in people who lose their
limbs. 22% of participant and 44.6% of participant with depression were using mental
health service. Among the participant with depression 32.9% need mental health
service but they were not receiving it and 67.1% does not need mental health service.
The study conclude that management of pain and medical condition can decrease
depressive symptoms. The awareness about depression and its treatment may increase
the utilization of mental health service among the people who have loss limb

(physical disability) (Darnall et al., 2005).

Furthermore, perception of social support has been shown to be related to general
adjustment and lower levels of depression (Senra et al., 2011). A study using
secondary data analysis provided preliminary knowledge of the environmental
barriers, activity limitations and participation restrictions experienced by patients with
a major limb amputation (Kahle et al., 2016). Increased anxiety is common in the
early postoperative period and amongst inpatients. However, similar findings also
emerge in other patient groups and are considered an ‘appropriate’ response in light of
potentially life threatening surgery or injury and prolonged hospitalization. Anxiety
does not appear to persist in the long term following limb amputation. Potential for
post-traumatic stress disorder (PTSD) following limb amputation is widely
recognized yet poorly researched, even amongst those with traumatic limb loss
(Wegener et al., 2011). PTSD is classified as an anxiety disorder within the
International Classification of Diseases More than 85% of PTSD cases present
initially as an Acute Anxiety Disorder immediately after the event but diagnostic
criteria for PTSD must be met within six months of the stressful event or of the end of
the period of stress. One of these categories includes persistent remembering or
reliving of the stressor in intrusive flashbacks, vivid memories or recurring dreams or
in experiencing distress when exposed to circumstances resembling or associated with
the stressor (Hutton et al., 2009). Most presentations occurred in the first six months

(60% for anxiety and 35% for depression). 83% of their patients attended a
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psychiatric clinic at one point after their surgery but this had reduced to 10% after two
years. They also found that mental health problems were significantly higher in their
amputee group compared to non-amputees with severe extremity trauma which
correlates with the theory that a sense of loss and grief about the limb involved is a

significant contributing factor (Melcer et al., 2010).

Levels of anxiety and depression in traumatic amputees in the two conflicts of
Vietnam and Iraq or Afghanistan may also be affected by changes in management and
services for these conditions over time (Reiber et al., 2010). A significant increase in
anxiety and depression compared to the population average with femoral amputation
but not with tibial amputation, This suggests that the higher the severity of the injury,
the more likely the patient will be to suffer from a mental illness (Perkins et al.,
2012). An intriguing inverse relationship in that multiple amputees had lower levels
of anxiety and depression, They attributed this to the possibility that those who had
suffered an extreme level of injury were able to put their circumstances into
perspective in that they were, quite simply, glad to still be alive and not focusing on

their disability (Reiber et al., 2010).

Patients who were divorced or separated were twice as likely to suffer from
depressive symptoms as those in a relationship. Another difficulty in analysing these
differences between studies is the change in marriage habits in different populations
over time. In the UK, 22% of marriages in 1970 had ended in divorce at 15 years
compared to 33% in 1995 (Darnall et al., 2005).Traumatic limb amputation leads to
higher levels of anxiety, depression and emotional stress in the individual (Vranceanu
et al., 2014). Depression, anxiety and post-traumatic stress are among the predictors
of poor long-term Quality of Life (QOL) and reliance on pain medication
(Helmerhorst et al., 2014). The patients need to be treated using a multidisciplinary
approach with the intervention of different members of the care team. This team
consists of the physician, nurse, physiotherapist, occupational therapist, psychologist
and, in the case of the presence of a disorder such as PTSD, a psychiatrist or

psychologist (Kearns et al., 2018).

Greater active problem solving was negatively associated with depression and
internalised anger, and positively associated with positive adjustment and acceptance

of disability. Conversely, emotion-oriented coping and cognitive disengagement were
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positively associated with depression, externalized hostility and lack of acceptance of
disability, perception of social support has been shown to be related to general

adjustment and lower levels of depression (Senra et al., 2011).

Anxiety and avoidance are associated with emotion-oriented coping, which in turn is

associated with depression (Giorgio et al., 2019).

Depression symptoms did not play a significant role in the change of traumatic stress
symptoms, which was not expected. However, this sample presented a lower
prevalence of depression symptoms (Pedras et al., 2017). Traumatic stress symptoms
are associated with mental and physical health deterioration and with a poor
psychological functioning, no sociodemographic and clinical variables were

associated with traumatic stress symptoms (Mills et al., 2006).

The intensity of the stressful situation itself can affect the abilities of people more
than their age or gender, if the person uses some coping strategies in coping with
everyday stressors, there is a high probability of effective coping with the load of the
higher intensity, even amputations (Greenglass et al., 2006). Amputation of the limb
represents a major event in a person’s life with consequences that have not been fully
studied. Physical consequences are mainly related to the inability to perform different
life tasks, which were part of the person’s life before. This creates a tremendous stress

(Bhuvaneswar et al., 2007).
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CHAPTER - 111 METHODOLOGY

3.1 Study design

The study was cross - sectional Study. This was a non-experimental study design. The
studies were carried out at one time point or over a short period. A cross-sectional
study design is used when the purpose of the study is descriptive, often in the form of
a survey. Usually there was no hypothesis as such, but the aim is to describe a
population or a subgroup within the population with respect to an outcome and a set
of risk factors”. Cross-sectional methods are studies aimed at determining the
frequency of a particular attribute, such as a specific exposure, disease or any other
health-related event, in a defined population at a particular point in time. Data can
also be collected on individual characteristics, alongside information about outcome.
In this way cross-sectional studies provided a “snapshot” of the outcome and the

characteristics associated with it, at a specific point in time.
3.2 Study population

A population refers to the entire group of people or items that meet the criteria set by

the investigator. Amputee patient is the study population from CRP.
3.3 Sampling

After taking permission from the ethical body of BHPI, the investigator had to find
out the people following limb amputation. Those participants had fulfilled inclusion
criteria as they are the participants of the study. The investigator had chosen CRP
(Prosthetics & Orthotics department) as a study area for collecting data. Researcher
has called the participants by mobile phoning and meet with them inside CRP. All the
people with following limb amputation were selected for this study and that fulfilled
the inclusion criteria. The investigator explained every participant about the research
aim and objectives. The investigator had taken sampling from those who willingly
participated in this research. The investigator had selected them through convenience

sampling that are available in between the days of data collection.
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3.4 Sample size

The equation of sample size calculation is given below-

Here,
z(1-%)=1.96

P (prevalence) =50%
And, g= (1-p)

= (1-0.5)

=0.5

d=0.05

Where,

_a))?
o Z(ld 2) < pa
={(%)}2x0.5x0.5
=384

n = Sample size

Z (1 — %)Z linked to 95% confidence interval (use 1.96)

p = expected prevalence (as fraction of 1)

q = 1- p (expected non-prevalence)

d = margin of error at 5% (standard value of 0.05)
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According to this equation the sample should be more than 384 people but due to lack of
opportunity the study is conducted with 70 participants attending at prosthetics and

orthotics department, CRP selected according to inclusion and exclusion criteria.
3.5 Inclusion Criteria

a. People with limb amputation.
b. Both male female were selected.

c. People who were willing to participate in the study.

3.6 Exclusion Criteria
a. Those who are not interested to attend the program at the time of data collection

b. People who have mental illness.

3.7 Data collection tools

Demographic information of the respondents was collected by using questionnaires.
Demographic information included age, gender, educational level, marital status,
occupation. Therefore, researcher added some points in demographic questionnaire
like-causes of amputation, level of amputation, area of amputation. Moreover pen,

papers, consent form were also included in the list of data collection tools.

3.7 Data collection

Data collection method was questionnaire and before collecting data, the study aims,
objectives and study procedures were explained to participants. They were given the
opportunity to ask questions and once they were satisfied they were asked to sign the
written consent form. Once they signed the consent form, the researcher completed
the DASS-21 along with the demographic data. Researcher collected data from 16-06-
2021 to 15-10-2021. Researcher took help from in-charge of institute and persons
who were participants in this research. In certain instances, the individual being
assessed may not be able to complete the questionnaire (e, g, due to expressive or
receptive language deficits, memory impairment, post traumatic distress etc.). In these
instances, a person who was familiar with the individual being assessed could
complete the form, provided that the individual being assessed was present when the

form was completed.
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3.9 Data Analysis:

Data were analyzed by using Statistical Package for the Social Science (SPSS)
version 22 software. The variables were labeled in a list and the researcher created a
computer-based data definition record file that contained a list of variables in order.
The researcher inputted the name of the variables and defined the types, values,
decimal, label alignment and data measurement level in the variable view of SPSS.
The next task was to check the inputted data set to confirm that all data had been
correctly copied from the questionnaire paper to the SPSS data view. The raw data is
then ready to be analyzed in SPSS. Data were analyzed by descriptive statistics and
calculated as percentages and presented by using tables, bar charts, pie charts etc.
Microsoft office Excel 2010 was used to decorating the, bar charts and pie charts. By
this study a lot of information were collected. All results gave idea about level of

depression, anxiety and stress among the persons with amputee.
3.10 Ethical consideration

The proposal was submitted and prepared to the Institutional Review Board (IRB) and
Bangladesh Health Profession Institute (BHPI) and approval was obtained from the
board. The World Health Organization (WHO) and Bangladesh Medical Research
Council (BMRC) guideline was al followed to conduct the study. A written/verbal
consent was taken from participate before collecting of data. During the course of the
study, the samples who were interested in the study had given consent forms and the
purpose of the research and the consent form were explained to them verbally. The
study did not interfere with their jobs. They were informed that their participation was
fully voluntary and they had the right to withdraw or discontinue from the research at
any time. They were also informed that confidentiality was maintained regarding their
information. It should be assured the participant that his or her name or address would
not be used. The participants were also informed that the research result would not be

harmful for them.

24



CHAPTER-1V RESULTS

The study was conducted with 70 persons with amputation as participants in CRP
(Prosthetic and orthotics department), the data provide the statistics of the

participants.
4.1 Socio-demographic information

4.1.1 Age of the participants
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Figure-1: Age of the participants

In demograpic data shows that, In between 70 participants maximum age was 74
years and as follws minimum age was 16 years where mean age calculation was
39.9429+13.95 years. Here in between 0-20 years of age limit about 2.90% or 2
participants participated in this study. 44.30% or 31 participants were between 21-40
years of age. Also 31 participants or 44.30% of total participants were between 41-60
years of age. Only 6 participants or 8.60% of total participants were in between 61-80

years of age.
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4.1.2 Gender of the participants

B Male ®Female

Figure-2: Gender of the participants

Demographic data shows that, among 70 participants most of the participants were
male, in number it was 56 and female were 14. In which male 80% rather than female

20%.
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4.1.3 Living area of the participants
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Figure-3: Living area of the participants

Most of the participants live in rural area about 65.70% or 46 persons where 34.30%

or 24 person live in urban area.
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4.1.4 Education of the participants
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Figure-4: Education of the participants

In case of education maximum participants received or completed their primary

education 32.90% or 23 participants, 30.00% or 21 participants completed or received

their secondary education, 6 participants or 8.60% went for higher secondary, 5.70%

or 4 participants went for undergraduate and also the same number and percentage

follows for graduate level. Only 3 participants or 4.30% went for post graduate degree

and in between 70 participants 9 participants or 12.90% were illiterate.
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4.1.5 Marital status of the participants

Marital status

m Single ™ Married

Figure-5: Marital status

In case of their marital status 55 participants or 78.60% which was majority of
number of attendance were married, where 21.40% or 15 participants were single or

unmarried.
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4.1.6 Occupation of the participants
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Figure-6: Occupation of the participants

Most of the participants lays on others category which was 30% or 21 participants of
total attendance. Where it included rickshaw puller, driver, farmer, day laborer or
other local works. Where 16 participants or 22.90% of total were businessman. 10
participants or 14.30% were homemaker. 8 participants or 11.40% were student. 6
participants or 8.60% were non-government employee where 1 participants or 1.40%
was government employee. 4 participants or 5.70% unemployed just because of their
inability to work. 1 participants or 1.40% was able to work though unemployed. 3

participants or 4.30% of total participants went for retired.
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4.1.7 Family member of the participants
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Figure-7: Family member of the participants

53 participants or 75.70% had at least 4-6 members in their family. Where 11
participants or 15.70% of total number was having 7-9 members in their family. 6

participants or 8.60% had 1-3 members in their family.
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4.1.8 Earning member of family of the participants

Earning member
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Figure-8: Earning member of family of participants

52 participants had 1 earning member in their family, 15 participants had 2 earning
member, 3 participants each had respective to 3, 4 and 5 earning member in their

family.
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4.1.9 Causes of amputation

B Traumatic ™ Vascular disease and infection

Figure-9: Causes of amputation

Most participants about 43 or 61% were amputee because of trauma, where 27
participants or 39% were became amputee person just because of vascular disease and

infection.
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4.1.10 Level of amputation
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Figure-10: Level of amputation

In this study 66 participants or 94.30% went for lower limb amputation where 2
participants or 2.90% went for upper limb amputation. 2 participants or 2.90%

alongside went for both limb amputations.
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4.1.11 Area of amputation
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Figure-11: Area of amputation

Most of the cases of this study about 39 participants or 55.70% were gone for below
knee amputation and afterwards 25 participants or 35.70% were above knee amputee.
Above elbow, below elbow, through hip, through knee, below elbow and through

ankle, below elbow and above knee each of them bears 1 participants or 1.40%.

35



4.1.12 Types of amputation
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Figure-12: Types of amputation

68 participants or 97.10% were unilateral amputee and 2 participants or 2.90% were

bilateral amputee in this study.

36



4.2. Level of depression of the participants
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Figure-13: Depression level of the participants

Among 70 participants 39 participants or 55.70% had extremely severe depression
level, where 24 participants or 34.30% had severe depression, 5 participants or 7.10%

had moderate severity and 2 participants or 2.90% had mid depression level.
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4.3 Level of anxiety of the participants

m Severe © Extremely severe

Figure-14: Anxiety level of the participants

Through this conducted study 64 participants or 91.40% had extremely severe anxiety

level and 6 participants or 8.60% had severe anxiety level.
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4.4 Level of stress of the participants
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Figure-15: Stress level of the participants

Among 70 participants, 37 participants or 52.90% had moderate stress level, where it
decreases in 15 participants or 21.40% having severe stress level, 11 participants or
15.70% had extremely severe stress level, where mild and moderate respective to 5

participants or 7.10% and 2 participants of total number of the participants.
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4.5 Association between predicted variables & response variables

Chi- square test was performed to detect the significance of the association between

predicted variables and response variables.

A significant association was observed between age category and depression (2 -

value: 28.272, P- value: 0.001) and stress (y2 - value: 24.034, P- value: 0.020).

Table- 1: Association between predicted variables & response variables

Predicted Response Depression Anxiety Stress

variables: variables:

Age x2 — value: 28.272 | 2 — value: 0.847 | x2 — value: 24.034
P- value: 0.001* P- value: 0.838 P- value: 0.020*

Gender x2 — value: 1.991 x2 — value: 3.691 | y2 — value: 0.966
P- value: 0.574 P- value: 0.055 P- value: 0.915

Occupation x2 — value: 10.976 | 2 — value: 8.947 | ¥2 — value: 16.729

P- value: 0.989

P- value: 0.347

P- value: 0.988

Earning member of the

family

x2 — value: 4.475

x2 — value: 0.767

x2 — value: 20.296

P- value: 0.973

P- value: 0.943

P- value: 0.207

Causes of amputation

x2 — value: 4.195

x2 — value: 2.186

x2 — value: 5.082

P- value: 0.241

P- value: 0.139

P- value: 0.279

Level of amputation

x2 — value: 5.466

x2 — value: 0.398

x2 — value: 9.035

P- value: 0.486

P- value: 0.820

P- value: 0.339

Type of amputation

x2 — value: 3.946

x2 — value: 0.193

x2 — value: 1.836

P- value: 0.267

40

P- value: 0.660

P- value: 0.766

* Significant



CHAPTER-V DISCUSSION

The amputation of a limb brings about several changes in the psychological and social
functioning of an individual. In this study in between 70 participants maximum age
was 74 years and as follws minimum age was 16 years where mean age calculation
was 39.9429 years. Most of the participants were in age range of 21-60 years about
88.60%, where it included youth, adult. Other 8.60% were senior adult. Only 2.90%
were adolescent. Lower limb amputations are more often done usually at the age
between fifties and seventies, average age of the patients with amputation was 65
years (Hirsh et al., 2010). People who sustain traumatic limb amputation, whether
military or civilian, are typically working-age adults in otherwise good health. The
circumstances surrounding disease-related amputation and the associated long-term
prognoses differ substantially from those surrounding traumatic amputation
(Dougherty, 2001). Negative relationship of age with development of depression and
anxiety symptoms has been reported (Nunes et al., 2012). Another study found no
significant difference in major depressive disorder post-amputation with respect to
age (Karira et al., 2011).
However, noted a positive relationship between advanced age and psychological
disorders (Rybarczyk et al., 1995). This study also found positive relation between
age, depression and stress. Where the interaction between age and time since
amputation did not predict depression (Frank et al., 1984). Younger participants
readily seek help for their psychological problems in comparison to older people
(Ebrahimzadeh et al., 2004). Which is consistent with this study. Among 70
participants 80% were male as dominant comparatively to female in this study.
Amputations are more common among males than females (Yakubu et al., 1996).
Male predominance could be derived from the reason that ours is a patriarchal type of
society where the men are the bread earners of the family and the women usually
prefer to stay at home. Another reason could be that men report for rehabilitation and
also seek help for their psychological problems more readily. Similar findings have
also been reported where they reported 75% of patients were male (Cavanagh et al.,
20006).
In other research showed before that gender does not prove to be significant predictor
(Solgajova et al., 2015). The majority of patients are males with range of 14—65 years
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(mean age: 33.29 years) which means that it most commonly involves the
reproductive age group (Malik et al., 2012).

Most of the participants live in rural area about 65.70% or 46 persons where 34.30%
or 24 person live in urban area in this study. Another research reported that majority
(81%) of their cases were from rural areas. Most likely explanation for that
observation was that the majority (74.9%) of the population in their state was from
rural back ground (Mansoor et al., 2010).

Education maximum participants received or completed their primary education
32.90% or 23 participants, 30.00% or 21 participants completed or received their
secondary education, 6 participants or 8.60% went for higher secondary, 5.70% or 4
participants went for undergraduate and also the same number and percentage follows
for graduate level. Only 3 participants or 4.30% went for post graduate degree and in
between 70 participants 9 participants or 12.90% were illiterate. Low literacy rates is
explained on the basis that most of the people who visit government hospitals of their
valley are from poor background where it is very difficult for people to achieve and
afford formal education. The other reason could be that Jammu & Kashmir is one of
the states of India where literacy rates are low (54.46%) than average in India
(Mansoor et al., 2010). Study of amputees reported that majority of their patients
were uneducated (Shukla et al., 1982).

55 participants or 78.60% which was majority of number of attendance were married,
where 21.40% or 15 participants were single or unmarried in this study. Unmarried
patients and those married with no kids were more prone to develop depressive
tendencies. It has been reported that single patients and patients with no social support
had more depression and anxiety (Hawamdeh et al., 2008). Amputees who were
married had a lower rate of mental health problems (Nunes et al., 2012). Patients who
were divorced or separated were twice as likely to suffer from depressive symptoms
as those in a relationship (Darnall et al., 2005).Most of the participants lays on others
category which was 30% or 21 participants of total attendance.

Where it included rickshaw puller, driver, farmer, day laborer or other local works.
Where 16 participants or 22.90% of total were businessman. 10 participants or
14.30% were homemaker. 8 participants or 11.40% were student. 6 participants or
8.60% were non-government employee where 1 participants or 1.40% was
government employee. 4 participants or 5.70% unemployed just because of their

inability to work. 1 participants or 1.40% was able to work though unemployed. 3
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participants or 4.30% of total participants went for retired. Unemployed patients
suffers from depression than others (Hawamdeh et al., 2008).

In this study 52 participants had 1 earning member in their family, 15 participants had
2 earning member, 3 participants each had respective to 3, 4 and 5 earning member in
their family. The unemployed status of male members can have a direct impact on the
family’s income and living standards, since in India the male is traditionally the
primary earning member of the family (Mathur, 1994).

Most participants in this study about 43 or 61% were amputee because of trauma,
where 27 participants or 39% were became amputee person just because of vascular
disease and infection. Previous study in Bangladesh found that vascular diseases as
the most common indication of limb amputation (Aftabuddin et al., 1997). Another
research found that traumatic amputees were at greater risk of significant depressive
symptoms when compared to amputation secondary to vascular causes and cancer
(Darnall et al., 2005). Patients with lower limb amputation are included in the group
of patients with chronic diseases; their amputation is often a result of their chronic
disease (diabetes mellitus, arteriosclerosis).The patients are usually informed about a
potential amputation as a result of their chronic disease which they have had for
several months, thus they have adequate time to prepare for such a situation (Hampel
et al., 2005).

In this study 66 participants or 94.30% went for lower limb amputation where 2
participants or 2.90% went for upper limb amputation. 2 participants or 2.90%
alongside went for both limb amputations. Previously not significant research found
for this study. In this study 68 participants or 97.10% were unilateral amputee and 2
participants or 2.90% were bilateral amputee in this study. Not significant association
found here in this study.

Among 70 participants 39 participants or 55.70% had extremely severe depression
level, where 24 participants or 34.30% had severe depression, 5 participants or 7.10%
had moderate severity and 2 participants or 2.90% had mid depression level. A study
from India, reported that 63% of the amputee were suffering from major depressive
disorder (Mansoor et al., 2010).

(Reiber et al., 2010) found an intriguing inverse relationship in that multiple amputees
had lower levels of anxiety and depression, Younger amputees had increased
psychological symptoms and increased rate of depression. Through this conducted

study 64 participants or 91.40% had extremely severe anxiety level and 6 participants
43



or 8.60% had severe anxiety level. In a recent report concluded that 67% of all
amputees did not cope with their amputation and became depressive while 15%
developed symptoms of anxiety (Shukla et al., 1982).

Among 70 participants, 37 participants or 52.90% had moderate stress level, where it
decreases in 15 participants or 21.40% having severe stress level, 11 participants or
15.70% had extremely severe stress level, where mild and moderate respective to 5
participants or 7.10% and 2 participants of total number of the participants. Previously
research also not significant as associate with the conducted study. Well-known fact
that anxiety symptoms are associated with traumatic stress symptoms (Cavanagh et

al., 2006).

Limitations of the study:

100% accuracy will not be possible in any research so that some limitation may exist.
Regarding this study, there were some limitations or barriers to consider the result of
the study. The limitation of this study was small sample size. It was taken only 70
samples. Due to time limitation and COVID-19 spread out least of data was collected
over phone. Also To conduct the research project on this topic, time period was very
limited. Time and resources were limited which have a great deal of impact on the
study. Convenience sampling often suffers from biases because this method may
represent the views of a specific group and not the entire population. In this study
sample was conducted at Centre for the Rehabilitation of the Paralysed (CRP) which
may not represent the whole country. No research has been done before on this topic
specifically. So there was little evidence to support the result of this project in the

context of Bangladesh.
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CHAPTER-VI CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion:

Amputation is one of the leading causes of poor functioning, hampered daily living
activities and a socioeconomic challenge. This is particularly true for developing
countries like Bangladesh, where health support system including the rehabilitation
system is not within the reach of ordinary people. It is clear that, this destructive
condition not only affects the patient but also their family. Bangladesh is a developing
country with low socio-economic condition where people are not enough concerned
about psychological terms and implications. Health services are not sufficient in the
Government and non-government sector. Through this study level of depression,
anxiety, stress may not defined well but a view may articulated through this. There is

no related research in our country, so it will help further level for next several years.
6.2 Recommendations:

Regular follow up for the patients must be included after rehabilitation period. The
amputee group should have access to the amputee care program which will provide
psychiatric care alongside rehabilitation. Family support, enhance willpower to
survive, so it will be better to provide family education that it is a situation where

nobody have any options.
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APPENDICES

Appendix-I Permission letter

Permi !
1670672021
The Head of the program
Centre for the Rehabilitation of the Paralysed (CRP),
Chapain, Savar, Dhaka-1343.

Subject: Secking permission for data collection of 4™ year physiotherapy research project.

Respected Sir,

With due respect and humble submission to state that I am Md. Nasim Mahmud, student of 4™
Professional B.Sc. in Physiotherapy at Bangladesh Health Professions Institute (BHPI). The
cthical committee has approved my rescarch project entitled on “Level of depression, anxiety
and stress among the persons with amputee” under the supervision of Prof. Md. Obaidul
Haque, Professor of physiotherapy and Vice principal (BHPI),CRP, Savar, Dhaka-1343,
Bangladesh. Conducting this research project is partial fulfillment of the requirement for the
degree of B.Sc. in physiotherapy. I want to collect data for my research project from the patients
of Prosthetics & Orthotics (P&O) department, CRP-Savar. So, I need permission for data
collection from the Prosthetics & Orthotics (P&O) department of CRP-Savar. I would like to
assure that anything of my study will not be harmful for the participants.

May I, therefore pray and hope that you would be kind enough to grant my application & give
me permission for data collection and oblige thereby.

Sincerely,

N Nasim Mahmyd .

Md. Nasim Mahmud
4" professional B.Sc. in Physiotherapy
Roll: 04, Session: 2015-16, ID: 112150275

BHPI, CRP, Savar , Dhaka-1343, Bangladesh
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x| Bangladesh Health Professions Institute (BHPI)

; BRANGUADESH REALTH | ™
{ SIONY NYTTIVTE J (The Academic Institute of CRPY
R' —
(‘
CRPBUPHIRB 062021 406
A 16/06/2021
I.\\

Md. Nasim Mahmud

B.ScCin Physiotherapy

Session: 201516, Stdent 1D: 112150275
BHPL CRP. Savar, Dhaka- 1343, Bangladesh,

Subject: Approval of the thesis proposal "Level of Depression, Anxiety and Stress among, the

persons with Amputee" by ethies committee,

Dear Md. Nasim Mahmud.

Congratulations.
The Institutional Review Board (IRB) of BHPI has reviewed and discussed your application to

conduct the above mentioned dissertation, with yourself as the Principal investigator. The
Following documents have been reviewed and approved:

Sr. No. Name of the Documents

Dissertation Proposal

Questionnaire (English & Bangali version)

Information sheet & consent form.
The purpose of the study is to determine the level of depression, anxiety and stress among the
persons with amputee. The study involves use of a questionnaire to identify the level of depression.
anxiety and stress among the persons with-amputee, that may take 20 to 25 minutes to answer the
questionnaire and there is no likelihood ofany harm to the participants. The members of the Ethics
committee have approved the study to be conducted in the presented form at the meeting held at

8.30 am on 1** March, 2020 at BHPI (23" IRB Meeting).

G 10 —

8
The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information
or informed consent and ask to be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947. World Medical Association Declaration of

Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,

. ~

[ulithonaen. )

Muhammad Millat Hossain ?
Assistant Professor, Dept. of Rehabilitation Science
Member Secretary, Institutional Review Board (IRB)

BHPI, CRP, Savar, Dhaka-1343, Banglgldcsh

CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404
E-mail : principal-bhpi@crp-bangladesh.org, Web: bhpi.edu.bd, www.crp-bangladesh.org
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Appendix-II Consent form (Bengali & English)
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“Informed consent™

Assalamu Alaikum, T am Md. Nasim Mahmud, 4th Year B Sc in Physiotherapy student, BHPIL,
CFP, Savar, Dhaka-1343. [ am asking vou to participate in a research study. This form is designed
to give you information about this study. I want to describe this study to you and answer any of
vour questions. My project title is “Level of depression, anxiety and stress among the persons
with amputee™ The purpese of this study Te identify the level of depression, anxiety and stress
among amputes persons. This will take approximately 20 - 30 minutes.

During the interview period if you feel any emotional disturbance, social and economic risk and
any other discomfort, physical risk please tell me, I will stop the interview immediately. I am
committed that the study will not harmful or risk for you. There is no payment for taking part in
the study. All information provided by you will be treated as confidential and in the event of any

report or publication it will be ensured that the source of information remains anonymous.

Your participation in this study 1s veluntary and you may withdraw yourself at any time during
this study without any negative consequences. You also have the right not to answer a particular
question that you don’t like or do not want to answer during interview. If you have any query about
the study or your right as a participant. you may contact with me or my supervisor Prof. Md.
Obaidul Haque, Professor of physiotherapy and vice principal, BHFL CRP, Savar, Dhaka. Do you

have any questions before I start?

So may [ have your consent to proceed with the interview?

O N [ ]

Signature of the Investigator & Dater ... ... e

Signature of the Participant & Date: .
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Appendix-1II Questionnaire (Bengali & English)
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“Level of depression, anxiety and stress among the persons with amputee™

Socio-demographic questionnaire

Name of Interviewet: ...........cooeeneenennnn..... Date of inferview: ..o

“Part one: Respondent Identification™

Name of Respondent: ... IDmon o
Address: e Contact mumbers
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“Part two: Demographic Information™

SN Questions Response Code
01. | How old are you? Years:
02. | Gender 1. Male 1
2. Female 2
03. | Living area 1. Urban 1
2. Rural 2
04. | Level of education 1. Iliterate 1
2. Primary 2
3. Secondary 3
4. Higher Secondary 4
5. Undergraduate
6. Graduate 5
7. Post graduate 6
03, | Marital status 1. Single 1
2. Married 2
3. Separated 3
4. Divorced 4
5. Unmarried 5
06. | Employment status 1. Govermment 1
employee
2. Nen-government 2
employee
3. Businessman 3
4. Unemployed(able 4
to work)
5. Unemployed{unable 5
to work)
6. Student 6
7. Homemaker 7
8. Retired 8
9. Others 9
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SN Questions Eesponse Code

07. | Family member Number:

08. | Earning member Number:

09. | Cause of amputation

10. | Level of amputation 1. Upper limb 1
2. Lower limb 2

11. | Area of amputation 1. Above elbow 1
2. Below elbow 2
3. Through shoulder 3
4. Through hip 4
5. Above knee 5
6. Through knee ]
7. Below knee 7
8. Through ankle 8

12. | Types of amputation 1. Unilateral 1
2. Bilateral 2
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“Part three: Depression, Anxiety & Stress Scale™

<+ Depression: (Over the past week)

0 Did not apply to me at all - NEVER

1 Applied to me some degree, or some of time - SOMETIMES

2 Applied to me to a considerable degree, or a good part of time — OFTEN

3 Applied to me very much, or most of the time — ALMOST ALWAYS

SN Questions N=0 | 5=1 | O=I | AA=3| Score

13, | I couldn’t seem to experience any pesitive feeling
at all

14, | I found it difficult to work up the initiative to do
thing

15. | I felt that I had nothing to look forward to

16. | I felt down-hearted and blue

17. | I was unable to become enthusiastic about
anything

18, | I felt I wasn't worth much as a person

19. | I felt that life was meaningless

Totals:
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< Anxiety: (Over the past week)

0 Did not apply to me at all

1 Applied to me some degree, or some of time

- NEVER

— SOMETIMES

1 Applied to me to a considerable degree, or a good part of time — OFTEN

3 Applied to me very much, or most of the time

ALMOST ALWAYS

SN Questions N=0 | 5=1 | O=I [AA=3| Score
20. | Iwas aware of dryness of my mouth
21. | I expenienced breathing difficulty( eg, excessively

rapid breathing, breathlessness in the absence of

physical exertion)
22, | I expenienced trembling( eg, in the hands)
23, | I was worried about situations in which I might

panic and make a fool of myself
24, | Ifelt [ was close to panic
25, | I'was aware of the action of my heart in the

absence of physical exertion( eg, sense of heart

rate increase, heart missing a beat)
26. | I felt scared without any good reason

Totals:
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# Stress: (Over the past week)

0 Did not apply to me at all - NEVER

1 Applied to me some degree, or some of time - SOMETIMES

2 Applied to me to a considerable degree, or a good part of time — OFTEN

3 Applied to me very much, or most of the time — ALMOST ALWAYS

SN Questions N=0 | 5=1 | O=I | AA=3| Score

27. | I found it hard to wind down

28. |Itended to over-react to situations

29, | I felt that [ was wsing a lot of nervous energy

30. | I found myself getting agitated

31. | I found it difficult to relax

32, | I was intolerant of anything that kept me from
getting on with what I was doing

33, | I felt I was rather touchy

Totals:
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DASS 21 SCORE

Depression Score Anxiety Score Stress score
Severity Depression Anxiety Stress
Normal 0-4 0-3 0-7
Mild 5-6 4-5 8-9
Moderate 7-10 6-7 10-12
Severe 11-13 8-9 13-16
Extremely severe 14+ 10+ 17+

74




