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RESPONDING TO THE 
EMOTIONAL NEEDS

OF PEOPLE WITH AN 
AMPUTATION



What are we trying to improve?

Â ñAdaptation to chronic illness and disability is 
a dynamic, gradually unfolding and 
progressive process through which the 
individual strives to reach an optimal state of 
person-environment congruence referred to 
as adjustment...ò.

Â Livneh & Antonak (1997)



Livneh & Antonak (1997)

Âñé a person operating at this level 
demonstrates (1) psychosocial equilibrium or 
reintegration; (2) awareness of remaining 
assets; (3) positive self-esteem, self-concept, 
and sense or personal mastery; (4) successful 
negotiation of the environment; and (5) 
active participation in social, vocational and 
recreational activitiesò



Common Reactions
Livneh and Antonak (1997)

Â Shock or Impact

Â Anxiety and Distress

Â Hostility (internalised then externalised)

Â Depression and grief; sadness for losses

Â Acknowledgement 

(includes early acceptance)

Â Reorganisation or reconstruction



Positive Adjustment

Â depends on client variables:

Â Age (and values)

Â Time since amputation

Â Site of amputation (limb; length)

Â Coexisting medical problems

Â Pain 

Â Activity restriction

Â Quality and number of social supports



écont.)

Â Depends on:

Â Attitude

Â Optimism *

Â Locus of control / Accepting responsibility

Â Active Coping (VS passive)
andé

Â Reason for surgery (i.e. sub-type of pt)





écont.)

Â Depends on:

Â Attitude

Â Optimism *

Â Locus of control / Accepting responsibility

Â Focus on adapting (vs less helpful foci)

Â Active Coping (VS passive)
and

Â Reason for surgery (i.e. sub-type of pt)



Peripheral Vascular Disease 

Â Presentation affected by:

Â Older mean age

Â Possible impaired cognition

Â Possible low baseline of activity and 
independence

ÂMedical comorbidity (vision, diabetes, etcé)

Â Past health behaviours and tmt adherence

Â Often able to prepare themselves for the idea



Peripheral Vascular Disease 

Â Older age implications:

Â Greater uncertainty about income and 
finances

Â Less time to adapt (e.g. career) if needed

Â Harder to adapt if less flexible

Â May(?) feel that they have less to lose

Â ++ have many previous situations and 
success to draw on



Trauma

Â PTSD quite common*

Â Lower mean age

Â Ergo greater impact on body image, identity, 
sexuality, and vocational functioning.

Â Often have better baseline health and 
capacity to adapt vocationally



Post - traumatic stress

1. Re-experiencing (intrusive memories and 
images, distress on reminders, nightmares)

2. Avoidance (thought suppression, avoids 
reminders and situations, substance useé)

3. Arousal and Anxiety (sleep disturbance, 
impaired memory and concentration, startle 
response, difficulty relaxing)

-> Can affect willingness to do treatment



Post - traumatic stress

Â Most common after an accidental injury

Â Approx 10 to 50% in the first few weeks

Â Incidence increases after discharge from 
hospital

Â Prevalence of up to 70% at six months (e.g. 
Copuroglu et al (2010). 



Impact of PTSD

Â Avoidance of appointments (as emotional 
trigger / reminder)

Â Possible avoidance of looking at or caring for 
stump or changing pressure garments

Â Interaction with pain

Â Irritability -> affects relationships with family 
and health professionals

Â Leads to depression



Trauma

Â PTSD quite common*

Â Lower mean age

Â Ergo greater impact on body image, identity, 
sexuality, and vocational functioning.

Â ++ Often have better baseline health and 
capacity to adapt vocationally



Tumours and Disease

Â Also facing life-threatening illness and 
uncertain prognosis

Â ++More likely to view the amputation as life -
saving surgery

Â Still distressed, though, about losses and 
changes. 



Models and formulations

Â Biopsychosocial Model

Coping     Thoughts &
Efforts     Assumptions

Impairment Distress & Disability

Social supports



Assessment

Â Refer to Pamela Gallagher (this conference)



Assessment

Â Screen for comorbidity:

Â Post-traumatic stress disorder

Â Major Depressive Disorder*

Â Chronic Pain Problem

Â Pre-existing psychiatric diagnosis

Â Additional health problems

Â All will require specialist assessment and 
intervention. Need for referral.



Major Depression

Â Reduced ability to experience interest, 
enthusiasm or pleasure

Â Thinking negatively about:

Â Self (worthless; useless; ugly; guilty)

Â Future (hopeless; despair; suicidal thoughts)

Â World (pointlessness; catastrophising)

Â Low energy, motivation and concentration

Â Disturbed sleep

Â Disturbed appetite



Assessment

Â Screen for comorbidity:

Â Post-traumatic stress disorder

Â Major Depressive Disorder*

Â Chronic Pain Problem

Â Pre-existing psychiatric diagnosis

Â Additional health problems

Â All will require further assessment and 
intervention. Need for referral *





STEPS WE CAN ALL USE TO 

HELP OUR CLIENTS



Sequencing Interventions

Â Address basic needs first (e.g. acute distress; 
uncertainty; anxiety, trauma -related stress)

Â Only then consider addressing longer-term 
issues (as chronicity starts to establish)

Â Activate early



The ñMagic Wand Questionò



A. Normalise and Validate

Â Explain that it is universal and inevitable that 
they will feel down and demoralised at times

Â Discuss how coping and adapting is also 
universal

Â Encourage appropriate expression of emotion

Â Discuss how working with a social worker, 
counsellor or psychô is also common and 
helpful

*  see information sheet



B. Education and Hope

Â Educate about what to expect in terms of 
pain, return of function, over what time 
periods

Â Discuss the goals that they value the most

Â Set immediate- and medium-term goals to 
deliver a sense of meaningful progress

Â Introduce to other (soundly adjusting) 
amputees



C. Increase confidence

Â Examine why their confidence might be low 
and challenge if appropriate.

Â Start with very small goals;      accumulate 
ñsuccess experiencesò

Â Do ñbehavioural experimentsò

Â Ask them if they would like to hear about or 
meet other clients

Â Give information and resources



D. Focus on Strengths

Â In assessment, take a lifespan history of 
adversity and challenges that they have 
overcome, problems solved, things achieved 
when they were unsure.

Â This yields an understanding (1) that they 
have coped before and (2) what their coping 
strategies are and (3) that the health 
professional has respect for them.



E.  Set goals and teach goal -
setting

Â S    Specific; well-defined

Â M   Meaningful to the individual

Â A    Achievable

Â R    Realistic

Â T    Time specific

Â And, consistent with readiness for change 
principles. 



F. Treat Pain

Â Improves mood

Â Improves prosthesis use

Â Increases mobility

Etcé



G. Solve Problems

Â Identify the issues or problems that are 
causing that client distress or worry

Â Actively assist

Â Also teach and role-model problem-solving 
skills

Â Aids a sense of alliance with the health 
professional and future adherence. 



H. ñSocialiseò into the practice 
and attitude of rehab

Â Educate about the essential ingredients of 
rehabilitation

Â Responsibility and locus of control

Â Tolerating short-term pain and discomfort

Â Normalise ideas like 

Â Acceptance  

Â Adaptation and compensation

Â Optimisation



SOC Model  - Baltes

Â Selection of Goals

Â Optimisation of method

Â Compensation or adaptation

Â Theory generated to understand who copes 
well with aging . Applies just as well to a 
sudden loss of functioning , as it does to 
gradual decline. 



SOC Model 

Â SELECTION refers to developing and 
choosing goals,

Â OPTIMISATION refers to the application and 
reýnement of goal-relevant means,

Â COMPENSATION is the substitution of means 
when previous means are no longer 
available.



I. Building Social Supports

Â Involve significant others:

Â Educate the other

Â Be as directive as required

Â Encourage social reintegration & resumption

Â Encourage the person to test out any fears

Â ñPrecedence settingò as a strategy

Â How to tolerate asking for help



J. Encourage them to accept 
a mental health referral

Â Normalise (but donôt trivialise)

Â Help explain that there are ideas and 
strategies that an expert has up their sleeve 
that the average person would not think of.

Â Examples:

Â Car owner   - electrical mechanic

Â Retiree   - financial planner

Â Health problem   - doctor



K. Coach in more 
adaptive thinking

Â Focus on intrinsic value, not achievement-
based self-worth

Â Socratic questions about how they judge others 
and how others value them

Â Focus on what I CAN do now

Â Focus on gains or achievements since onset

Â Focus on future goals and achievements



The life sketch
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Recommend Peer Support 
Groups

Â E.g.  Limbs 4 life

www.limbs4life.com

Â NSW amputees association

www.amputeesnsw.org.au

http://www.limbs4life.com/


When to refer?




