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Abstract
Background. It is considered relevant to contextualize the health care process to amputated people since the hospitalization 

until the acquisition of the prosthesis to adapt to the new living condition and determine the bioethical aspects involved in this 
process. In that sense, the research question in this study was: how did health care to people submitted to limb amputation 
take place from the perspective of bioethical analysis? And the study objectives were: to analyze the care delivered by health 
professionals throughout the amputation process from the perspective of the amputees and discuss the health care process for 
amputated people from the perspective of bioethical analysis.

Aims. The overall objective of the standards and guidelines is to establish a basis for the provision of a service of excellence 
to the amputee population with equity of access throughout the Romania. It also aims to assist clinical governance and service 
development with standards presented in a format easily accessible for audit purposes.

Methods. A qualitative, descriptive and exploratory study was conducted through semi-structured questionnaires with 
175 people undergoing amputation in the period 2008-2020, in SC. Theranova Protezare SRL in Romania. The objectives 
were to analyze the care provided by health professionals throughout the amputation process in the perspective of the amputee 
patient; and discuss the process of health care to the person with amputation in the bioethical analysis perspective. Data were 
analyzed according to content analysis. Three thematic categories emerged: the process of amputation; team performance and 
rehabilitation. Bioethics permits reflection on the care provided to amputees and problematizes the relationship of the health care 
process with support available through public health policies. The professional involved in this process has to take responsibility 
for putting the process in practice and interdisciplinary is essential for the recovery of the amputated patient.

Results. It was verified that the causes leading to amputation can be triggered by a chronic illness as well as by trauma, the 
latter determined by external causes. Despite different motives for the amputation, however, the care process is the same. In other 
words, based on the statements, it can be inferred that, despite the stakeholders’ different ages and needs, both end up in the same 
health care context: slow and fragmented.

Conclusions. In addition, in the interval of almost twelve years since they were submitted to the respective amputation, a 
precarious situation of physical, social and economic independence was evidenced. In short, these qualitative research results do 
not permit generalizations but questions: is these people’s right to socio-professional integration being guaranteed? The question 
is: the amputated people and/or the health team’s lack of knowledge, or the disorganization of the health care process?
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Introduction
The loss of a lower limb has severe implications for 

a person’s mobility, and ability to perform activities of 
daily living (Brasil, 1999). This negatively impacts on 
their participation and integration into society (Instituto 
Brasileiro de Geografia e Estatística, 2010). The ultimate 
goal of rehabilitation after limb loss is to ambulate 
successfully with the use of a prosthesis (Ministério 
da Saúde, 2010) and to return to a high level of social 
reintegration. Prosthetic rehabilitation is a complex 
task that ideally requires input from a transdisciplinary 
rehabilitation team. However, most often internationally, 
physiotherapists are in charge of the physical rehabilitation 
process (Vargas, 2013a).

To the extent that the bioethics of protection and 
intervention attempt to grant visibility to the equality/
inequality or equity/inequity among people, they can provide 
competent support to make them understand their rights 
and claim them (Garrafa, 2012). “The right to health needs 
to combine the protection of individual autonomy and the 
collective provision of means to put that right in practice” 
(Alvarsson, 2012).

Hypothesis
Starting from the idea that the prosthesis manufacturing 

process and the management of patients with amputations 
should start as soon as possible, we wanted to find out some 
data about the information patients receive, the way and the 
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duration of the recovery process, the time required to obtain 
funding from the national Health Insurance (C.A.S.), we 
included in the questionnaire a series of questions to give 
us a broader picture of these defining elements. The most 
important and decisive decisions in this whole prosthesis 
manufacturing process must be made on the basis of the 
clearest and most comprehensive information possible in 
all that means amputation, recovery, life after amputation, 
possibilities and limitations in everyday life, which is why 
it is important for patients and their relatives to have this 
information so that they can make the best decisions.

Material and methods
a) Period and place of the research
A qualitative, descriptive and exploratory study was 

conducted through semi-structured questionnaires with 175 
people undergoing amputation in the period 2008-2020, in 
SC. Theranova Protezare SRL in Romania.

b) Subjects and groups 
To select the participants, the 268 preselected records 

were contacted personally, if contact was possible, they were 
asked whether they accepted to participate in the research 
or not. These participants represent a retrospective study 
of amputees who were served by Theranova. Therefore, a 
declaration from an ethics entity was not necessary. GDPR 
policy has been followed to the extent that the participating 
persons gave their consent, they have not been nominalized 
and they cannot be identified in any way. From this group 
175 of whom accepted to participate in the study.

c) Tests applied
The research participants signed the Informed 

Consent Form, which authorized the investigation of the 
patient history and the participation in a semi structured 
questionnaire which was digitally recorded. The title of our 
questionnaire is: “Prosthesis evaluation questionnaire for 
persons with lower limb amputations: Assessing prosthesis-
related quality of life” author Jaco Du Plessis 

d) Statistical processing
Demographic and clinical characteristics of patients 

were analyzed and no formal hypothesis was tested. Discrete 
variables are presented as count and frequency (%). All the 
data were processed and grouped using Microsoft Excel 
2016.

Results
Out of the total of 175 completed questionnaires, it is 

highlighted that 71% of the respondents are male and only 
29% female (Fig. 1).

Fig. 1 – Distribution by gender. 

Regarding the level of amputation, 135 people (77%) 
have thigh amputations (transfemoral) compared to 37 
people (37%) with leg amputation (transtibial) and the 
difference is the amputations of the upper limbs, forearm 
and arm (Fig. 2).

Fig. 2 – Distribution on amputation levels.

A small percentage of only 3% are patients with 
bilateral amputations, 52% are amputated on the left side 
and 45% on the right side (Fig. 3).
 

Fig. 3 – Distribution on the amputated side. 

The causes of amputations are represented in a higher 
percentage of diseases (arteriopathy, diabetes, infections, 
tumors) 84%, followed by amputations due to accidents 
12% and only 7% are congenital cases (Fig. 4).

Fig. 4 – Distribution according to the reason for amputation.
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From the point of view of the age of those involved 
in completing the questionnaires, 89 people were aged 
between 41-65 years, 48 people were over 65 years old, 
young adults aged 26-40 were 28, young people between 
18-25 years old were only 8 in number and 2 people were 
under 18 years old (Fig. 5).

Fig. 5 – Distribution by age categories.

Of the 175 participants in the survey, 96 are retirees, 60 
are employees, 5 are entrepreneurs, 12 are unemployed and 
2 are students (Fig. 6).

Fig. 6 – Distribution by occupation.

Patients in urban areas represent 64.8% those in rural 
areas 35.2%. 131 people have secondary education, 33 
have higher education and 11 of them have education 
under 10 classes (Fig. 7).

Fig. 7 – Distribution of patients according to studies. 

Given that the vast majority of patients suffering from 
amputations are retirees whose family income is provided 
only by pension or social benefits, the costs involved in 
the prosthetic manufacturing process are a decisive factor 
when choosing the prosthesis model to be made (Fig. 8).

Fig. 8 – Distribution of income sources. 

For this reason, the role of state financial support 
through the health insurance system is important even if 
the amount of money offered by this insurance system is 
not the desired one, but for many patients it is the only 
way they can get a prosthetic device that can give them 
the chance for a recovery and social reintegration. Of the 
answers given by respondents out of the total number of 
people who received financial aid from the National Health 
Insurance (C.A.S.) 15% obtained the decision in one 
year, 32% waited between 6 and 12 months to obtain the 
decision from C.A.S., 26% obtained the decision within 
3-6 months, 14% within 3-6 months, 6% within one month 
and 4% had to wait more than a year to obtain the decision 
from C.A.S., while 3% did not use C.A.S. support (Fig. 9).

Fig. 9 – The waiting time for receiving the approval from C.A.S.

Another question we have asked patients was whether 
they wanted a more rudimentary prosthesis for which the 
costs would be fully covered by the C.A.S. or something 
more efficient, which of course involves additional costs 
on behalf of the patient but also offers a higher comfort in 
terms of prosthesis wear. From the answers received, it is 
clear that the vast majority of patients would like something 
better, although in many cases they are limited to what the 
health system offers them due to the lack of funds needed 
to cover additional expenses (Fig. 10).
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Fig. 10 – Patients preference for prostheses. 

All those who chose the prosthesis option paid by the 
state subsidy cited as a reason the lack of money needed to 
purchase a better prosthesis.

Fig. 11 shows us the number of patients who have 
benefited or not from psychological counseling.

.
Fig. 11 – Psychological recovery.

Another important thing to note is that only 20% of 
patients answered positively to the question of whether 
they benefited from a recovery process compared to the 
80% who did not mention such a thing (Fig. 12).

Fig. 12 – Participating in a recovery process. 

The statistical data from the completed questionnaire 
show us a satisfactory result when we talk about the period 
of time that passes from amputation to the first prosthesis. 
A fairly good percentage (24%) say that they manage 

to buy their first prosthesis in less than 6 months after 
amputation, followed by a period between 6 and 12 months 
in a percentage of 40%. Those who manage to do this about 
6 months after amputation end up representing 11%. The 
percentage of patients who end up waiting a year or even 
more than two years to be able to buy their first prosthesis 
is present but quite small of 1%, 3% and 4% respectively 
(Fig. 13).

Fig. 13 – Time period from amputation to first prosthesis. 

Table I 
Demographic and financial data. 

Characteristic Patients n (%)

Gender Males 124 (71)
Women 51 (29)

Age (years)

< 18 2 (1)
18-25 8 (5)
26-40 28 (16)
41-65 89 (51)
> 65 48 (27)

Occupation

Student 2 (1)
Entrepeneur 5 (3)
Unemployed 12 (7)
Employee 60 (34)
Retired 96 (55)

Studies
Elementary 11 (6)
High School 131 (75)
University or higher 33 (19)

Income
Family 10 (6)
Social Security 36 (21)
Salary 73 (42)
Retirement Fund 56 (32)

Table II 
Amputation and prosthesis data. 

Characteristic Patients n (%)

Amputation level
Upper limb 3 (2)
Leg 37 (21)
Thigh 135 (77)

Amputation side
Right 79 (45)
Left 91 (52)
Bilateral 5 (3)

Favorite prostheses, 
dependin on the price

C.A.S. funded 37 (21)
Performant 124 (71)
More performant 14 (8)

Waiting time from 
amputation to prosthesis

None 42 (24)
< 1 month 19 (11)
1-3 months 71 (41)
3-6 months 29 (17)
6-12 months 5 (3)
1 year 2 (1)
> 1 year 7 (4)
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Table III 
Recovery data. 

Characteristic Patients n (%)

Psychological recovery Yes 20 (11)
No 155 (89)

Participating in a recovery 
process

Yes 35 (20)
No 140 (80)

Even if the number of patients who completed the 
questionnaires is only a small sample compared to 
the number of patients who annually would undergo a 
prosthetic manufacturing process, we consider that the 
results of analysis and data processing are a good starting 
point for future evaluation at the national level with an 
even greater number of patients. The information obtained 
will provide us with the necessary basis for establishing 
conclusions that we hope will bring a new approach 
to the entire prosthetic process in our country with the 
involvement of all personnel involved in decision taking in 
all areas of activity that are an integral part of this process.

Discussion
The study findings with regard to sex and amputation 

cause indicate what the other studies also evidence. That 
is, men and the baseline disease DM predominate with 
regard to amputation. DM is a risk factor for amputation 
(Alvarsson et al., 2012; Holman et al., 2012; Andrews et 
al., 2013).

As observed, the participants’ education level is low, 
based on which it is considered that knowledge deficits, 
especially in the male population, about the importance of 
health promotion and disease prevention, influences self-
care (Fontes et al., 2011) actions and their “competence” 
to contextualize their rights in the health care process. The 
research participants, whether married or not, live with 
their family, legitimizing it as support for health promotion 
and disease prevention.

The feelings triggered by the imminent amputation are 
similar in the people going through this situation. After all, 
both are confronted with a new living condition, besides the 
duality between the need for the surgery and the “refusal” 
to lose part of themselves (Gabarra et al., 2009). Hence, 
accepting that the amputation is the best option is not 
easy, as the way the people see themselves in society 
changes, giving rise to countless problems. The patients 
are wounded for the situations triggered with regard to 
their new condition; they are not prepared to discern what 
is ideal to establish better living conditions.

Permitting the practice of autonomy means offering 
information on the best conducts to be taken; it means 
inserting the patients in the care process; it means knowing 
how to listen to them, knowing their weaknesses and 
providing for tools for them to feel capable and responsible 
for their recovery. Thus, the respect for autonomy is related 
to enabling the person to move beyond their concept of 
dependence (Vargas et al., 2013b). It should be underlined, 
however, that so-called autonomous persons can also 
make mistakes in their decisions made, as the conditions 
experienced at the moment of the decision directly interfere 
in their actions.

It is believed that clarifying the risks and benefits of 

care delivery avoids any bottleneck in the conduct taken. 
It is fundamental for the patients to know the pros and 
cons of the care performed, so as not to create mistaken 
expectations regarding that care (Magalhães et al., 2013).

The multidisciplinary activity results in greater safety 
with regard to the decision made, permitting greater 
benefits for the people considered as risk groups. The 
professionals’ experience and the available technological 
apparatus are aspects considered in the care strategies 
adopted, in accordance with the complexity of the lesion 
(Magalhães et al., 2013).

The health professionals should acknowledge the 
needs of the patients submitted to the amputation, so that 
the orientations provided influence the short, medium 
and long-term recovery and, hence, the prevention of 
health problems associated with the amputation. The 
care the team provides should move beyond the physical 
and prosthesis focus; after all, in the course of the entire 
amputation process, psychological and social interventions 
are also essential (Liu et al., 2010).

The people who receive care sometimes do not 
know that that care is a right and not a favor granted 
by the person who provides it. In that sense, one of the 
participants praises the health team’s activities. It can be 
inferred, however, that compliments for the professionals’ 
care evidence the patients’ lack of knowledge of their right 
to high-quality care.

The bioethics of protection is one way to reflect on the 
functioning of the public health system structure, in which 
the State is responsible for resource management, social 
control and qualified human resources (Gomes, 2012) and 
for providing/developing techniques aimed at reducing the 
stakeholders’ disabilities (Vargas, 2013a).

In the study participants’ reports, it is highlighted that 
interdisciplinary actions are a problem. The amputated 
people see the professionals in an isolated manner; the 
function of each is acknowledged, but not the perceived 
importance of interdisciplinary care. Nevertheless, in a 
multidisciplinary team’s care process, when acting in an 
interdisciplinary manner, communication is more effective 
and, consequently, the patients’ recovery and rehabilitation 
process can be more satisfactory (Andrews et al., 2013; 
Latlief et al., 2012; Schoeller et al., 2013).

Knowing how to listen is essential; this conception is 
also articulated with the professionals’ attitudes and work 
conditions. 

As observed, the precarious infrastructure, associated 
with nonchalant care, leads to inappropriate care delivery, 
infringing on the rights of the people who need it. Health 
professionals are educators who should promote health and 
prevent diseases and complications, reducing the problems 
that affect the vulnerable society (5). Therefore, it is the 
duty of the State to offer a qualified and valued team and 
guarantee infrastructure and quality. Nevertheless, simply 
presenting policies is not sufficient, but means are needed 
to execute them. Rights have been gained through the 
constitution and they have to be respected.

Hence, questions are raised on the State’s responsibility 
in resource management. In 2012, the Care Network for 
Disabled People was created, which offers financial 
incentives for specialized rehabilitation care centers, with 
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a view to guaranteeing access to the people who need the 
service (Sena et al., 2012).

The reports showed that, when care is provided in 
an isolated manner, the expected outcome may not be 
evidenced. Therefore, it is considered that a treatment 
plan centered on the person should be comprehensive 
and developed from the start of the rehabilitation process 
(3, 5) Rehabilitation should be planned even before the 
amputation, because the team understands the importance 
of the early establishment of rehabilitation.

According to one study, health professionals, 
particularly in primary care, feel unprepared to deliver care 
to disabled people, especially people who were amputated, 
showing the lack of knowledge on the importance of 
rehabilitation (Baena & Soares, 2012). The National 
Health Promotion Policy determines that primary health 
care should solve most of the health needs evidenced by 
the population (5).

In that perspective, it is considered that a knowledgeable 
health team can plan, organize, develop and assess actions 
that grant better living conditions (Mattioni et al., 2011) to 
wounded people (5). Nevertheless, the professionals’ lack 
of preparation is evidenced, which exacerbates avoidable 
situations, turning the recovery process even slower than 
expected (Baena & Soares, 2012; Mattioni et al., 2011) 

The study also evidences the team’s lack of experience 
in comprehensive care to amputated people and their 
relatives. These individuals figure among the people who 
display multifactorial consequences due to the new living 
condition which, by itself, turns into a challenge for the 
professionals involved in care (Baena & Soares, 2012; 
Mattioni et al., 2011).

As regards the acquisition of the prosthesis, it should be 
reminded that, in the state where the study was developed, 
there is only one referral center for rehabilitation, which 
is unable to attend to the demand. This problem directly 
influences the rehabilitation process of amputated 
people. After all, care planning should be centered on the 
patient’s social wellbeing and developed at the start of the 
rehabilitation process (3) 

Conclusions
1. The study permits reflecting on care for amputated 

people from a bioethical perspective, considering 
that studies on this theme focus the discussion on the 
stakeholders’ characteristics, the professionals’ care and 
the amputated people’s experience. In other words, in 
Romania, no previous studies are available that analyzed 
the bioethical aspects of the health care process for 
amputated people.

2. Therefore, it was considered that the bioethics of 
protection and intervention is a productive possibility for 
the process of reflecting on the care delivered to amputated 
people. It is highlighted that both contribute to the detailed 
arguments on several and different subsidies deriving from 
public health policies that can intervene in the quality 
of care delivery and transform the people submitted to 
the amputation or not, enabling them to reflect on their 
rehabilitation and new living condition.

3. In addition, in the interval of almost twelve years 
since they were submitted to the respective amputation, 

a precarious situation of physical, social and economic 
independence was evidenced. In short, these qualitative 
research results do not permit generalizations but questions: 
is these people’s right to socio-professional integration 
being guaranteed? The question is: the amputated people 
and/or the health team’s lack of knowledge, or the 
disorganization of the health care process?

4. Studies are needed that focus on the activities of 
amputated people, observing whether they readapt to the 
new living condition and develop a high-quality life or not. 
As evidenced, the professionals’ activities in the course of 
the care process to disabled people are relevant for their 
rehabilitation to the “new life”. Based on these professionals’ 
perspective, the care network should be acknowledged that 
is established for care of disabled people.
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