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Abstract

Background: Trauma has been the major indication for
limb amputation in almost all studies emanating from the
different parts of Nigeria, except in Maiduguri. Earlier
studies from this part of the country recorded malignancy
as the leading indlication for amputation. There is need to
review the current pattern of causes. The aim of this study
is to ascertain the current indications for amputation in the
University of Maiduguri Teaching Hospital and compare
the findings with similar studies conducted in this centre
about 15 years ago with a view to highlighting the changes
in the pattern of causes. This would enable meaningful
preventive measures to be proffered.

Methods: Case notes of all patients that underwent
amputation surgery at the University of Maiduguri
Teaching Hospital between January 2000 and December
2004 were retrieved and retrospectively studied. Data
collected from the folders include demographic indices,
indication for amputation, level and laterality of
amputation, follow up visits and use of prosthesis.
Results: Forty-five patients' case notes with 49
amputations were analyzed. The male to female ratio was
3.5:1. The peak age incidence was in the 4" and 5" decade
with 18 patients (40%). Trauma accounted for the highest
indication with 21 amputations (42.8%) while malignancy
was responsible for only 9 (18.4%). There were more
lower extremity amputations, 35 (71.4%), as compared to
the upper extremity, 14 (28.6%). Below knee amputation
was the commonest amputation carried out constituting
22 (62.8%) of the 35 lower limb amputations.

Conclusion: Trauma, especially following from road
traffic accidents was the major cause of limb loss in this
part of Nigeria. Concerted efforts at enforcing the already
existing traffic laws and regulations would go a long way in
reducing the number and severity of cases of road traffic
injuries that would require amputation.
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INTRODUCTION
Colloquially speaking, the indications for amputation are

the three Ds: Dead, Dangerous and Damn nuisance.’
Amputation of a limb or part of a limb is required when
the vitality of the partis destroyed by injury or disease or
when the life of the patientis threatened by the spread of
a local condition. Amputation may also be desirable in
patients with deformity or paralysis, where it is
considered that the patient would be better served by an
artificial limb.” An amputation, therefore, does not have
to be considered a failure of treatment. Frequently, it is
the treatment of choice for a devastating injury to the
lower extremity where reconstruction may be along and
costly undertaking that leads to the preservation of a
functionally unsatisfactory extremity. It may be the
treatment of choice to improve mobility, to relieve pain,
or even to save life’. With a prosthesis that fits well, the
patient is most likely to become an active member of
society and independent in his life-style. This is a five-
year (2000-2004) retrospective study which aims at
identifying causes leading to amputation as seen in the
University of Maiduguri Teaching Hospital (UMTH).This
would be compared with similar earlier studies carried
out in the same hospital more than a decade ago so as
to highlight the changing pattern of causes. This would
therefore hopefully be used to proffer possible
preventive measures where applicable.

PATIENTS AND METHODS

University of Maiduguri Teaching Hospital is a tertiary
centre which serves the Northeastern region of Nigeria
as well as the adjoining towns of the neighbouring
Republic of Chad and The Cameroons. All patients that
have undergone limb amputation surgery at the UMTH
between January 2000 and December 2004 were
recruited into the study. Their case notes were retrieved
from the Medical Records Department. Data collected
from the folders include demographic indices, indication
for amputation, level and laterality of amputation, follow
up visits and use of prosthesis. Involvement of
traditional bone setters prior to hospital presentation
was also extracted. The inclusion criteria for the study
were that the case note must be available and must
contain all the required data. Multi-way frequency
tables were used for analyses.
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RESULTS

During the study period a total of 1025 patients were
operated upon in the Orthopaedics Department. Fifty-six
patients had amputations for various causes, that means
amputations accounted for 5.5% of all orthopaedic
operations during the study period. Of these, 11 patients'
folders could not be found or did not contain all the
required data and therefore were excluded from the study,
leaving us with 45 patients (80.3% of amputation patients)
to be analyzed. On the 45 patients, 49 amputations were
performed.

There were 35 males and 10 females (M: F = 3.5:1). The
median age at presentation was 36.6 years with a range of
1to 85 years. The peak age incidence was in the 4" to the
5" decade of life with 18 patients (40.1%) as highlighted in
Figure 1. Children accounted for 11 (24.4%) patients.
There was no significant preponderance of any particular
occupation, only two were vehicle drivers and none was a
motorcyclist. Table |
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Figure 1. Age distribution of amputees

TABLEI. OCCUPATIONAL DISTRIBUTION OF CASES

OCCUPATION FREQUENCY (%)
Driver 2(44)
Student 5 (1’I 1)
Widow 1(2.2)
Farmer 9 (20.0)
Police 1(2.2)
Army 1(2.2)
Civil Servant 4(8.9)
Trader 5(11.1)
House wife (11 1)
Butcher 1(2.2)
Child 11 (24.4)
TOTAL 45 (100)
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INDICATION AND LEVEL OF AMPUTATION
Forty-nine amputations were performed on the 45
patients. This is accounted for by two of the patients who
had bilateral below knee amputations and a shoulder
disarticulation secondary to severe electric burns. Two
children underwent amputation following gangrene
secondary to snake bite to the lower extremity. Another
child of one year had to be offered a below elbow
amputation due to gangrene of the hand following an
'intravenous'injection in a drug store.

Trauma was the indication for amputation in the majority
of cases, 21 (42.8%). Malignancy accounted for only 9
(18.4%). Five of the 21 trauma patients had traditional
bone setters' (TBS) tight splinting as the cause of their
gangrene. There were lower limb amputations, 35
(71.4%), as compared to the upper limb 14 (28.6%).
Below knee amputation was the commonest
amputation carried out constituting 22 (62.8%) of the 35
lower limb amputations. Details are shown in Table II.
There was no significant difference in the predilection to
a particular side except in the below knee level. Fifteen
(68.2%) of the 22 below knee amputations were on the
left side.

TABLE I1. INDICATION AND LEVEL OF AMPUTATION
LEVEL OF AMPUTATIO N

LOWER LIMB
A/K B/K FOOT

UPPER LIMB
SD A/E B/E DT

INDICATION
TRAUMA 21 (42.8%)

TOTAL

RTA 3 4 1 1 1 2 12
ASSAULT 1 1
GSW 1 1
INDUSTRIAL TRAUMA 1 1 2
TBS GANGRENE 1 2 2 5
BURNS 2 1 1 4
DIABETES (12.4%) 1 5 6
MALIGNANCY 9 (18.4%)
scc 1 3 1 5
BONE TUMOURS 2 1 1 4
PVD 1 4 5
OTHERS
MYCETOMA 1 1
IATROGENIC 1 1
SNAKE BITE 1 1 2
TOTAL 11 22 2 3 5 3 3 49
LIMB TOTAL 35 (71.4%) 14 (28.6%)
KEY: A/K Above Knee, B/K Below Knee, S/D Shoulder Disarticulation, A/E Above Elbow, B/E Below
Elbow, DT Digital, RTA Road Traffic Accident, GSW Gun Shot Wound, TBS Traditional Bone Setter,
SCC Squamous Cell Carcinoma. PVD Peripheral Vascular Disease

There was no mortality recorded among the 45 patients
studied. The duration of hospital stay ranged from one
day to 4 months; one child had traumatic amputation of
the right middle finger by a grinding machine which was
refashioned as a day case, another woman underwent
bilateral below knee amputation and a right shoulder
disarticulation following a high tension electric burn with
gangrene, which kept her in hospital for the 4 months.
One 63-year-old diabetic with a below knee stump
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developed post operative flap necrosis for which he had to
have a re- amputation at a higher level. Eleven patients
initially had provisional (guillotine) amputation because of
sepsis, and these were refashioned later.

FOLLOW UP AND USE OF PROSTHESIS

Only 17 (37.8%) of the 45 patients were available for
follow up, the remaining 28 (62.2%) were lost to follow up.
Their last contact was at the time of discharge from
hospital. Of the 17 follow up patients, 6 accepted referral
for prosthetic fitting while the remaining cited financial
constraint as the reason they could not go for prosthetic
limb fitting. At the end of the survey only one 65-year-old
retired police man was seen with a below knee prosthesis.

DISCUSSION

The causes that lead to amputation differ in different parts
of the world’, and even in the same environment the
indications for amputation do show some variations with
time. This study highlights the changing pattern for
amputations in the UMTH. There are also some major
differences between outcomes of amputation in a
developing economy as compared to a developed
economy. In the developing world, major amputation in
most cases leads to destitution; this is mainly because
amputees can not afford prosthetic fitting,”” whereas it is
not the case in the developed world. Another problem
amputees face in a developing economy is the social
stigma attached to amputees; most are seen as social
outcasts, such that in some parts of Nigeria amputees are
not even given the traditionally accepted decent burials
that is seen as the birth right of every individual.’ These
probably explain why most patients find it difficult to give
consent for the procedure even in the face of life-
threatening conditions like wet gangrene.’

In this series we recorded male preponderance of
amputees; this is in keeping with similar studies in most
regions of Nigeria.”** The peak age incidence in our series
was in the fourth and fifth decade of life which is similar to
the findings by Adotey and Jebbin in Port Harcourt
Nigeria,’ but at variance with the report from Jos, Nigeria®,
where the first decade was found as the peak age
incidence in amputations following trauma. This could be
explained by the fact that their series focused on only
amputations following trauma.

In this series trauma is the leading indication for
amputation. This is at variance with an earlier study in our
hospital more than a decade ago which reported
malignancy as the leading indication for amputation.” This
study has shown a change in that pattern. As the results in
Table Il show, trauma is now the leading cause which is in
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keeping with other studies conducted in other parts of
this country.”*® These changes could be explained by
the increase in the number of vehicles plying our roads
when compared to the situation 15 years ago. Another
possible explanation could be the fact that, due to lack of
Orthopaedic surgeons in this centre at the period of the
study most gangrenous limbs and other severe injuries
to the limbs were referred to other centres. Like some
other series,™” diabetic septic foot ranked third as an
indication for amputation. Prophylactic foot care and
hygiene, aggressive antibiotic treatment, proper wound
excision (debridément), frequent dressings, coupled
with control of blood sugar should all add together to
minimize the incidence of amputations in diabetics."
Our series found some cases of amputation due to
peripheral vascular disease which contrasts the
findings of the earlier study reported from this centre™
which did not include a single case. This could probably
be due to increased awareness of the availability of
Orthopaedic services by the community. This finding is
similar to that of other workers in the other parts of
Nigeria.” " Our finding of only one patient using
prosthesis and majority of the patients being lost to
follow up highlight the poor rehabilitation and follow up
habit in this environment. This is not peculiar to this
environment alone as highlighted by the work of Kidmas
et al, in Jos, Nigeria.” Post-traumatic TBS gangrene in
this series show some improvement when compared to
the findings of the earlier study.”

In conclusion, the efforts expended on preventing
amputation in those parts of the world where facilities for
rehabilitation are scarce or unaffordable can not be over
emphasized. In most cases amputation on most
patients in Nigeria spell doom to that person as well as
the extended family that more often than not depend on
thatindividual for survival. Strict enforcement of existing
traffic regulations, targeted health educational
campaigns as well as involvement of Non
Governmental Organizations in assisting amputees
with procurement of prostheses and subsequent
rehabilitation will go a long way in saving a lot of limbs
and the many lives that depend on those amputees.
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