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Amputation is one of the most dreadful complications in diabetes. Diabetic amputees are at elevated
risk of psychological distress due to their disability. Thus, the current study aimed to evaluate the effect
of intensive counseling on psychological outcomes among type 2 diabetic patients undergoing
amputation. The study was conducted among 62 consecutive patients admitted in the diabetic centre
and who underwent an amputation. These patients were randomly assigned to a routine counseling
group (RCG-26) and intensive counseling group (ICG-36). World Health Quality of Life (WHQOL) was
administered individually to all the patients based on inclusion criteria. In the RCG group,
psychological therapy was given before amputation. For patients in the ICG group, psychological
therapy was given before and every day after amputation, till the day of discharge. WHQOL
guestionnaire scores together with the demographic details were also recorded accordingly. The
finding highlighted that the overall quality of the life improves in ICG group in both BKA and Toe
amputation, as compared to the RCG group. ICG has better impact on QOL than RCG in amputation
patients. Thus, intensive assessment and intervention has to be included as part of routine
management among patients with diabetes when they undergo a surgical amputation.
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INTRODUCTION

Patients with type 2 diabetes mellitus (T2DM) develop
multiple complications such as retinopathy, nephropathy
and neuropathy. Ulceration and amputation are the most
important consequences in diabetic foot problem (Aalaa
et al.,, 2012; Alavi et al., 2014; Cavanagh et al., 2005).
About 4 to 10% of diabetic patients suffer from a foot

ulcer (Lauterbach et al., 2010; CDC, 2005, Abbas and
Archibald 2005). In a recent review on the global
variability in the incidence of lower extremity amputation,
about around 10.5% of patients underwent major
amputations due to diabetic foot. In diabetic patients,
majority of the amputation are preceded by foot infection
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(ADA, 1999; Moxey et al., 2011). Hence the development
of foot infection is the result of combination of infection,
peripheral vascular disease, poor foot care and
peripheral neuropathy (Boulton, 1996; Boulton et al.,
2005). In India, diabetic foot complication is the most
common cause of hospitalization among diabetic patients
due to various sociocultural practices like barefoot
walking, lack of knowledge on diabetic foot complications,
poor education and socioeconomic conditions (Vijay et
al., 1997). In India, it is found that the prevalence of
foot ulcers in diabetes patients is 3%, which is lesser
as compared to western population (Pendsey, 1994).
Severe diabetic foot infections leads to amputation, it
is estimated that diabetes leads to more than 50% of
amputation (Bengalorkar and Kumar 2011), among
them, nearly 85% of the amputation in diabetic
patients are due to foot ulcer (Pecoraro et al., 1990).
The economic and emotional consequences for the
patient and the family can be enormous (Shobhana et al.,
2000). Prevalence of foot ulceration is high among rural
population than urban population, despite receiving
similar counseling. Further, rural patients were more
prone to re ulceration and need surgical intervention
(Viswanathan et al., 2006). It is also reported that 25% of
amputees suffer from depression, feeling of insecurity,
self consciousness and restlessness (Parkes, 1976).
Amputation is triple threat which Involves loss of
function, sensation and body image. It is a life changing
event which affects almost all aspects of the individual
life. Amputations are classified into major (above/below
knee) and minor (removal of toes and feet) amputations.
Worldwide, about 50% of all non-traumatic lower
extremity amputations are due to diabetes (Chaturvedi et
al., 2001). The risk of lower extremity amputation is 15
to 46 times higher in diabetic patients than in persons
who do not have diabetes (Lavery et al., 1996). It was
shown that 15% of patients with diabetes develop a foot
ulcer during their lifetime (Reiber, 1996). Due to DFU, in
every 30 s one leg is being amputated among T2DM
patients (Richard and Schuldiner, 2008). Amputation is a
major cause of substantial emotional and physical
distress. It also affects the financial condition and
productivity of the amputee’s, which reflects on the
quality of life (Vieikyte, 2001). An alteration in an
individual's body image sets up a series of emotional,
perceptual and psychological reactions and also noted
that limb amputation could lead to a long-term disorder
in the individual's body experience (Srivastava et al.,
2010). Body image is the scheme of our own body, which
forms in every one’s minds. It has direct connection with
psychological adjustment; its dynamic construction was
subject to revision and reconstruction in response to both
internal and external stimuli. Readjusting to life after
amputation is associated with depression, anxiety and
disturbed body image (Rybarczyk et al., 1992). Apart from
physical disability, amputees suffer from psychological
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and psychosocial problems and not much focus is given
on the psychological state of the individual who
undergoes amputation unless he or she presents with
behavioral abnormalities.

Amputee’s experience post-traumatic stress disorder,
due to traumatic injury (Breslau, 2001). The occurrence
of physical disability presents the patient with not only
physiological, but also a psychological disturbances.
Role of psychological intervention will not only help in
adaptation but will also enhance the well being in cases
with amputation and it also plays a major role in
adaptation among amputee (Desmond and Maclachlan,
2002). Intervention in the amputee’s distress would
address the psychological part of the injury and healing
which is paramount to physical rehabilitation (Schubert et
al., 1992). Recent studies emphasized significant levels
of anxiety, grief and social isolation found among people
with amputations (Schubert et al., 1992; Frierson and
Lippmann 1987; Thompson and Haran, 1984). When
compared with single counseling session, multiple
counseling sessions was effective in improving the
rehabilitation of the amputees (Srivastava and
Chaudhury, 2014). Perhaps, there is paucity of studies
which focused on the effect of intensive counseling;
hence an attempt has been made here to analyze the
effectiveness of intensive psychological counseling with
routine psychological counseling.

MATERIALS AND METHODS

A hospital based prospective follow up study was conducted
among 62 consecutive patients with T2DM who underwent
amputation in a tertiary care hospital, North Chennai, India, during
the study period (June 2015 to February 2016). The study
population includes all patients aged 40-70 with diabetic duration
more of than 2 years. Psychological details were recorded
accordingly. Patients with TIDM, major psychiatric disorder were
excluded from the study. The study was approved by institution
ethics committee. Patients were assigned to intensive counseling
group (ICG) or routine counseling group (RCG) based on
randomization chart. Performa measuring the quality of life was
administered individually before and after amputation for both the
groups.

Group-1- routine counseling

In RCG group psychological counseling was given to the patients
before amputation. Pre amputation stress level was assessed using
WHQOL questionnaire and post amputation stress level was
assessed using the same questionnaire on the day of discharge.

Group-2- intensive counseling

In ICG group psychological counseling was given before
amputation. Pre-amputation stress level was administered using
WHOQL questionnaire. They were followed up and post
psychological counseling were given everyday till the day of
discharge  addressing their specific concerns related to
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Table 1. Demographic details of the study population.

Variable Frequency n(%) N=62
Rural 2(3.22)
Back ground Urban 60(97)
llliterate 2(34)
. School 31(50)
Education College 8(13)
Professional 2(3)
Unemployed 14(23)
Occupation Government 1(24)
P Private 32(52)
Business 1(2)
<5000 14(23)
Family income per month 5000-10000 2(44)
y P 10000-20000 10(16)
>20000 11(18)
Age (MeanzSD) 60.55 + 8.45
Type of amputation Toe 39(63)
yp P Below knee 23(37)
FH of DM Yes 42 (68)
Table 2. Comparison of pre and post be amputation quality of life among T2DM.
RCG P- ICG P -
Parameters
Pre - amp Post - amp Value Pre - amp Post - amp Value
Physical Health 24.375+8.89 36.75+£13.41 0.005* 16.13+10.19 63+11.42 0.0001**
Psychological health 22+6.19 34.625+30.68 0.063 17.78+7.25 85.13+9.96  0.0001**
Social 24.68+140.6 30.815+17.174 0.040 44.04+11.01 83.2615.13  0.0001**
Environmental 34.5+9.22 40.68+19.76 0.111 38.2645.13 67.86+9.6 0.0001**

*Significant at 0.05 level; ** Significant at 0.01 level.

psychological issues and post amputation stress were measured
using same questionnaire on the day of discharge.

World Health Quality of Life (WHQOL)

WHQOL was administered throughout the study. It consists of 4
domains with 26 questions which measures physical health,
psychological health, social and environmental factors. SPSS
software was used to assess data.

RESULTS

A total of 62 patients were included in the study out of
which 36 patients were enrolled in the intensive
counseling group (ICG) and 26 in the routine counseling
group (RCG). Mean age of the RCG and ICG patients

was 60.11 and 60.86, respectively. Demographic
variables of patients are represented in Table 1. Majority
of the patients are educated at school level and
employed in private sector. Mostly, family income of
patients was between 5000-10,000 Rs. hailing from an
urban background. Among the study group, 63% of
patient had undergone toe amputation and 37% had
below knee amputation. 68% of patient's had family
history of diabetes and mean duration of diabetes in
RCG and ICG was 12.76 and 13.69 years, respectively.
The mean score of all domains of Quality of Life in Pre
& Post amputation among RCG & ICG group is
presented in Tables 2 and 3. RCG group did not show a
significant difference among pre & post amputation in all
the four domains of WHQOL in both Toe and BKA
amputation. In ICG group, significant improvement was
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Table 3. Comparison of pre and post below knee amputee’s quality of life among T2DM.
RCG P - ICG
Parameters P - Value
Pre - amp Post - amp Value Pre - amp Post - amp
Physical Health 3+3.16 6.9+4.8 0.77 5.23+4.418 64+11.09 0.0001**
Psychological health 6.3+5.313 5.6+£4.76 0.809 14.53+£17.2 79.76+6.89 0.0001**
Social 32.5+£8.822 29.4+15.20 0.548 27.30+18.38 73.61+5.560 0.0001**
Environmental 35.7£15.36 32.1+12.61 0.314 24.84+11.717 67.53+12.65 0.0001**
*Significant at 0.05 level; **Significant at 0.01 level.
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Figure 1. Quality of life of pre and post toe (a) and below knee

amputation (b) subjects in RCG.

observed in both Toe (p<0.0001) and BKA (p<0.0001)
amputation in all domains of quality of life such as
physical health, psychological health, social health and
environmental factors. The intensive psychological
counseling has better psychological outcomes on the
quality of life as compared to RCG. Further finding
showed that intensive psychological counseling showed
better improvement in BKA amputation, as compared to
toe amputation in all the domains of WHQOL.

Figure 1 shows that there is no much difference

found between pre and post Toe and below knee
amputation subjects in control group and with single
psychological counseling session, no significant
improvements were found among amputees during the
time of discharge.

Figure 2 clearly depicts that patient rendered with
intensive psychological counseling in ICG group had vast
improvements on quality of life. With one time
psychological counseling, patients had no significant
improvements in RCG group but with continuous
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Figure 2. Quality of life of Pre and Post toe (a) and below knee amputation (b)

subjects in ICG.

intensive psychological counseling till day of discharge
had significant improvement in post amputee’s quality of
life as compared to pre amputee’s quality of life in same
group at the time of discharge.

DISCUSSION

Psychological counseling plays an important role in
managing diabetes. Psychological problems such as
depression, stress and anxiety also have adverse effects
in the management of diabetes. T2DM patients
undergoing amputation suffer from various psychological
stages of grief such as, denial, anger, bargaining,
depression and acceptance which affects quality of life
among amputees. Several studies have showed
significant levels of anxiety, grief and social isolation
among people with amputations (Schubert et al., 1992;
Frierson and Lippmann, 1987; Thompson and Haran,

1984). Psychological adjustment plays a vital role among
amputees quality of life, difficulties in adjustment are
associated with reports of depression, feelings of
hopelessness, low self-esteem, fatigue, anxiety and
sometimes suicidal ideation (Desmond and MacLachlan,
2002). A multitude of related problems, including
maladaptive coping behaviors (e.g, drug/alcohol
consumption), greater disability, poorer social functioning,
and loss of functional independence, may result from
difficulties in psychological adjustment (Shobhana et al.,
2000). Psychological state of the individual is equally
important in understanding the total well being of the
patient (Srivastava et al., 2010). Most amputees are in
need of reassurance and psychological support, because
amputation is a visible disability, there is usually hesitancy
on the part of others to consider amputees as normal
healthy individuals (Schubert et al., 1992).

The present study evaluated the effect of intensive
psychological counseling on psychological outcomes



among T2DM undergoing amputation and this is the first
study to analyze the amputee’s quality of life and
determine whether it changes with intensive psychological
counseling. Psychological factors play a major role in
diabetes management. The present study finding
highlighted that the in ICG group, there was a significant
improvement in all the domains of WHQOL such as
physical health, social, psychological and environmental
domains, whereas in RCG group, no significant
improvement was observed in all the domains except
physical health, which might be due to medication
provided in the health care system.

Thus, the findings emphasized that the intensive
counseling showed a better improvement in quality of life
of amputees. Further with the routine counseling, the
quality of life remained the same without further
improvements in psychological aspects of amputees.
Intensive counseling showed a significant difference in
post amputation subjects in all domains of WHQOL as
compared to pre amputation subjects by rendering
continues sessions of counseling to the amputees till day
of discharge. Amputees suffer from poor acceptance
of body image, poor quality of life, providing intensive
counseling and injecting strongly sense of acceptance
in them and its use reduces depression and improves
amputee’s quality of life. Effectiveness and usefulness
of psychotherapeutic intervention in ameliorating the
psychological distress of the amputees (Srivastava and
Chaudhury, 2014) with regard to this study present study
addresses the psychological concern of amputees during
hospitalization, hence day to day intensive psychological
counseling care is essential through regular observation,
in order to improve amputee’s quality of life. Thus, the
intensive psychological counseling among amputees was
effective in alleviating psychological distress and created
positive impact on quality of life of amputees.

In view of poor quality of life among amputees, it is
recommended that psychological counseling together
with regular follow up, addressing psychological related
concerns has to be included as a part of overall
management of amputees. Further, the role of counselor/
psychologist should be included as part of managing
amputee’s quality of life.

Conclusion

In India, this is perhaps the first study in the domain of
intensive psychological counseling till the day of
discharge among amputees. This study highlighted the
importance of intensive psychological counseling and
showed a better impact as compared to routine
psychological counseling in life of amputees. It is also
proven that the patient offered intensive psychological
counseling has better psychological out comes than
patient offered routine psychological counseling. This
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study emphasizes the importance of intensive psycho-
logical counseling rendered daily after an amputation till
the day of discharge to reduce the sudden psychological
trauma of an amputation. Thus, amputees have to be
followed up with continuous psychological intervention till
the day of discharge for their well-being. The study
evaluated that rendering intensive psychological
counseling among amputees shows significant improve-
ments among psychological parameters due to which,
amputees’ well-being and quality of life was improved.
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