Research Article

British Journal of Medical Practitioners, December 2010, Volume 3, Number 4

BJMP 2010;3(4):a347

Prevalence of Psychiatric Co morbidities in Traumatic Amputees-A cross sectional
study from Kashmir (Indian Part)

Imtiyaz Mansoor, Mushtaq A Margoob, Nasseer Masoodi, Huda Mushtaq, Tayzeen Younis, Arshad Hussain, Shabir
Dhar, and Parvez Chowdary

ABSTRACT

Background and objectives: Loss of a limb for any a reason is a major event with profound implications on the psychological health of an individual involved. Due to prevailing
sociopolitical disturbances in Kashmir Valley (Indian administered) and lack of epidemiological data, a study of amputation and its co-morbid psychiatric conditions seems
crucial for planning care management for these patients. The aim of our current study was to study various socio-demographic variables of amputees and to find prevalence of
psychiatric disorders in amputees from the out-patient population.

Methods: A total of 100 consecutive cases of amputation were studied. Patients who had an amputation were identified and diagnosed according to DSM-IVcriteria for
psychiatric co morbidities. Epidemiological and demographic data obtained from the interview of the subjects was analysed and simple percentages were obtained. Prevalence of
psychiatric co-morbidities and indication for the amputation were calculated.

Results: In our study we found that, majority (45%) of the amputees were males in the age group of 15-30 years from rural areas (81%) with low literacy rates. Motor vehicle
accident accounts for majority (53%) of amputations followed by 21% from ongoing sociopolitical disturbance (landmines, blast, firearms). The most common co-morbid
psychiatric condition in our study was major depressive disorder (63%). 40% of patients were suffering from anxiety disorders which included 20% as PTSD (Post Traumatic
Stress Disorder), 4% as ssPTSD (sub syndromal PTSD), 10% as GAD (Generalized Anxiety Disorder), and 6% as panic disorder.

Conclusion: Most of the patients with psychiatric co-morbidities were males of younger age group from rural areas. Major depressive disorder was the most common co-
morbidity.
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Background:

Loss of a limb for any a reason is a major event with profound
implications on the psychological health of an individual
involved. It has been seen that 20-60% of the amputees
attending surgical or rehabilitation clinics are assessed as being
clinically depressed'?. Individuals suffering traumatic limb loss
at any age are likely to suffer subsequent difficulties with their
body image, but these relationships are more striking in the
younger age groups who have experienced traumatic injuries.
The psychological reactions to amputation are clearly diverse
and range from severe disability at one extreme; determined and
effective resumption of a full and active life at other end.
Indeed, among adults the age at which an individual receives
the amputation is also an important factor. The investigation of
psycho-social adaptation to amputation has generated a
plethora of clinical and empirical studies 7. An amputation is
typically equated with loss of once perception of wholeness®,
loss of spouse ®, symbolic castration and even death '™ ''. The
individual’s response to a traumatic event is influenced by
personality traits, psychiatric premorbid state, gender, peri-
traumatic dissociation, prolonged disability of traumatic events,
lack of social support and inadequate coping strategies '*".
Even though the previous research on consequences of
amputation has focused primarily on relationships among

demographic variables, coping mechanisms, and outcome
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measures; there is lack of literature on prevalence of various
specific psychiatric disorders post-amputation '* 7. Most of the
literature and research on prevalence of specific psychiatric

morbidity has largely focused on symptoms of depression'®.

To the best of our knowledge there has been very littde
published about the psychiatric co-morbidity in the victims of
amputation. In view of paucity of studies in this field, especially
due to prevailing sociopolitical disturbances in Kashmir valley
(Indian administered), study of amputation and its co morbid
psychiatric  conditions seems crucial for planning care
management of these patients. Such a study seems justified for
more than one reason, as the present state of affairs is in sharp
contrast to the traditional circumstances that people of valley

used to live in. The aim of our current study is:
1. To study various socio-demographic variables of amputees.

2. To find prevalence of psychiatric disorders in amputees
from the out-patient population of the bones and joint
surgery hospital, Srinagar which also has an artificial limb

rehabilitation centre attached with it.



Materials and methods:

The study was conducted in the Post Graduate Department of
Orthopaedics, Govt. Medical College, Srinagar. This 200
bedded hospital is the sole orthopaedic hospital in the Kashmir
valley and Ladakh and caters to the needs of all districts of the
valley and Ladakh region and some areas of Jammu province. It
is affiliated to Govt. Medical College, Srinagar as the teaching
hospital, for both under and post graduate studies. A total of
100 patients were studied. The sample comprised of 100
consecutive cases of amputation. Patients who had an
amputation were identified and diagnosed according to DSM-
IV Y lead criteria for psychiatric co morbidity. After patient
consent, a detailed history was taken, and a general physical
examination was performed to identify any medical problems. A
detailed semi structured interview with all relevant items from
MINI ?° (mini international neuro psychiatric interview) was
administered to all the cases included in the study. The cases

were selected on the basis of inclusion and exclusion criterion.

Inclusion criteria:

1. Informed consent from the patients under study
2. Amputation of more than one year duration

3. Age more than 14 years and less than 60 years
4

Patients were included in the study irrespective of their sex

Exclusion criteria:

1. Those who do not give consent

2. Those persons who have history of any DSM-IV axis I or
axis II disorder before the development of amputation.

3. Presence of disabling medical or neurological conditions
like motor neuron disease, Parkinson disease, etc.

4. Age less than 14 years
Age more than 60 years

Observations and results:

The data was categorised according to age, sex, residential
address, education etc. Data obtained from the interview of the
subjects was analysed and simple percentages were obtained.
Besides socio-demographic profile, prevalence of psychiatric co-
morbidities and reason for amputations were calculated. Results

are shown in tables 1-3.

Table-1: Socio-demographic characteristics of the amputees
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Literate 39 39
Marriage Married 55 55
Un-married 45 45
Residence Rural 81 81
Urban 19 19
Occupation Domestic workers 42 42
Unskilled laborers 19 19
Students 17 17
Businessmen 16 16
Govt. employees 06 06
Religion Islam 95 95
Sikhism 03 03
Hinduism 02 02
Table-2: Indication/cause of amputation
Indication/cause Number (n) Percentage
Motor vehicle accident 53 53
Blast 11 11
Land mine 06 06
Fire arm injury 04 04
Others* 26 26

*The others include fall from tree,

mishap, fall from hillock.

electrocution, machinery

Table-3: Prevalence of psychiatric co-morbidities in amputees

Co morbidity Number(n) Percentage
Major depressive disorder 63 63

Post traumatic stress disorder |20 20
Impulse control disorder 19 19
Phantom limb phenomenon |14 14
Generalized anxiety disorder |10 10

Panic disorder 06 06

Sub syndromal PTSD 04 04

None 16 16
Discussion

Characteristic Number (n) [Percentage
Age 15-30 45 45

31-45 30 30

46-60 25 25
Sex Male 79 79

Female 21 21
Education Illiterate 61 61
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Socio-demographic profile: In our study we found that males
out-numbered females by approximately 4:1 ratio (79% males,
21% females). The majority (45%) of the amputees were males
in the age group of 15-30 years, followed by 30% in the age
group of 31-45 years and 25% in the age group of 46-60 years.
The most likely explanation for this observation is that younger

people are known to have higher exposure to the violence as



compared to older people. In addition younger patient readily
seek help for their psychological problems in comparison to
older people. The results are consistent with the study
conducted by Ebrahimzadeh et al ?' and Shukla ! et al. 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 by Cavanagh et al
where they reported 75% of patients were male . 55% of our
patients were married which could be due to the reason that
majority of our sample were of adults in the marriageable age
group. The findings of our study are consistent with the earlier
reported studies by Margoob et al 2. We also observed that
majority (81%) of our cases were from rural areas with low
literacy rates. Most likely explanation for this observation is that
the majority (74.9%) of the population in our state is from
rural back ground. Low literacy rates is explained on the basis
that most of the people who visit government hospitals of our
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
(65.38%) 2. Shukla et al in their study of amputees reported
that majority of their patients were uneducated '. In our study
majority of the patients (95%) were Muslim. This is explained
by the demographic profiles of the valley of Kashmir-Muslims
are the majority community and other communities like
Hinduism, Sikhism form part of minority. The greater
percentage of Muslims is also substantiated because of mass
exodus of minority community in early nineties with start of
armed conflict in Kashmir whereby non Muslims migrated

amass to different parts of the country.

Reason for amputation: In our study motor vehicle accident
account for majority (53%) of the amputations. Most plausible
explanations include overwhelming increase of traffic with road
being in dilapidated conditions, narrow lanes, lack of driving
skills by the motorists, lack of road signs and poor judgment
while crossing the road by the pedestrians across the valley 2.
The lawlessness and violence in valley also contribute to reckless
driving and negligence of law enforcement agencies. The other
collective percentage of 21% which includes 11% for blast
injuries, 6% for land mine explosions and 4% for fire arm
injury is significant by all means because of the ongoing
sociopolitical disturbance in Kashmir since 1990s. The above
findings are in accordance with high prevalence of traumatic
events in Kashmir as observed by Margoob et al . The study
revealed that 59.51% of adult men and 57.39% of women have

lifetime prevalence of exposure to traumatic events.
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Prevalence of psychiatric co-morbidities:The most common co
morbid psychiatric condition in our study was major depressive

disorder. 63% of patients were suffering from it. Our results are
in accordance with the study conducted by Shukla et al
(70.2%). Similar findings have also been reported by Rendal et
al > and Kashif et al*In our study 40% of patients were
suffering from anxiety disorders which included 20% as PTSD
(Post Traumatic Stress Disorder), 4% as ssPTSD (sub
syndromal PTSD), 10% as GAD (Generalized Anxiety
Disorder), and 6% as panic disorder. The higher prevalence of
PTSD in our study sample is because of higher rate of PTSD in
this part of the world as reported in a series of studies by
Margoob et al®. The results of our study are also in
agreement with those reported by Fukunishi®® (33.9%), and
Grieger et al 7. 19 % of patients in our study reported impulse
control disorder in the form of crying spells and outbursts of
anger. The lower prevalence of phantom phenomenon (14%)
in our sample could be attributed to the fact that the time
duration since amputation was variable and usually of longer
duration. This is in agreement with the study by Ebrahimzadeh
et al?' where it is reported that 40% ofthe patients had
phantom sensation and 32% were suffering from phantom
pain. In another study by Lacorix et al %, 90% had phantom
sensation and 29% had phantom pain. Our observation is
further substantiated by Melzack *°, Sherman et al *', and Pezzin
Et al 3 who in their respective studies reported that phantom
limb sensation and pain gradually decreases with time. In our
study 16% of the patients reported to have no psychiatric co
morbidity. This could be due to various coping strategies
adopted by the patients with primarily religious and spiritual
involvement and obedience to local clergy, Imams (person who
leads daily worship services at mosques) and spiritual healers **.
This observation is in agreement with the study by Margoob et
al %%, In another study Huda et al ** and Margoob et al * found
that resorting to religious practices happens to be most often
used coping method for dealing with problems and intense
emotions of trauma in Kashmiri society. Similar observations
have been made by studies in internally displaced people of
Chechnya by Jong Kde et al .

In light of the above observations of our study, spreading
awareness about the co-morbid psychiatric disorders in
amputees can be very helpful in diagnosing and proper
treatment of such cases and further to prevent chronic
debilitating course associated with amputation. More intensive
physical and psychiatric rehabilitation with the attention to the
provision of prosthesis, retraining, and financial support

packages may improve the quality of life of these patients.

Limitations of our study include a small sample size (100). Also
results can’t be generalised for rest of India or Asia because of

socio-political and religious practice differences.



Conclusion:

Psychiatric co-morbidities are very common in amputees in our
study. Most of the patients were married males of younger age
group from rural areas. The majority of the sample population
comprised of unemployed people and those less educated.
Major depressive disorder is the most common co-morbidity
followed by anxiety disorders in which PTSD subjects were
predominant followed by impulse control disorder and
phantom phenomenon respectively. A significant number

reported no symptoms of mental health illness.

Competing Interests

None declared

Author Details

Imtiyaz Mansoor MD,DA-Registrar Dept of Psychiatry, SKIMS Medical College
Bemina, Srinagar Kashmir (India)

Mushtaq A Margoob MD-Prof and Head, Dept of Psychiatry GMC Srinagar,
Kashmir (India)

Nasseer Masoodi, MD, CMD, CPE, FACP-Assistant Professor Clinical Sciences
FSU College of Medicine, Tallahassee, FL. Courtesy Assistant Professor Geriatrics
UF College of Medicine, Gainesville, FL. Medical Director Health Services ACV
Inc, Dowling Park, FL, USA,

Huda Mushtaq MA ,M Phil-Lecturer Clinical Psychology GMC Srinagar,
Kashmir (India)

Tayzeen Younis MBBS, DGO-Registrar, SKIMS Medical College Bemina,
Srinagar Kashmir (India)

Arshad Hussain MD-Lecturer Dept of Psychiatry GMC Srinagar, Kashmir (India)
Shabir Dhar MD-Lecturer Orthopedics, SKIMS Medical College Bemina,
Srinagar Kashmir (India)

Parvez Chowdary -Registrar Dept of Anesthesiology GMC Srinagar, Kashmir
(India)

CORRESSPONDENCE: Imtiyaz Mansoor MD, DA-Registrar Dept of
Psychiatry, SKIMS Medical College Bemina, Srinagar Kashmir (India)

Email: muqeetbiya@yahoo.com

REFERENCES

1. Shukla GD, Sahu C, Tripathi RP, Gupta D. phantom limbs: A

1982;141:54-58.

2. Kashani JH, Frank RG, Kashni SR, et al. Depression among amputees.
J Clin Psychiat 1983;44:256-258.

3. Randall G, Ewalt J, Blair H. Psychiatric reaction to amputation. JAMA
1945;128:440-446.

4. Bradway JK, Malone JM, , Racey ] et.al.: Psychological adaptation to

phenomenological study. Br J Psychiat

amputation: an overview. Orthotics and prosthetics.1984; 38:46-50

5. Kohl §J: Emotional coping with amputation, in rehabilitation
psychology: A comprehensive textbook, edited by Kruger DW,
Rockville, MD, Aspen, 1984, pp 273-282

6. Livneh H, Antonak RF: Psychosocial adaptation to chronic illness and
disability. Gaithersburg, MD, Aspen, 1997

7. Moos RH, Schaefer JA: The crisis of physical illness in coping with
physical illness, vol2, New perspectives, edited by Moos RH.,New York
Plenum, 1984, pp 3-31

8. Kingdon D, Pearce T: Psychosocial assessment and management of the
amputee, in rehabilitation management of the amputees, edited by
Banarjee S. Baltimore, MD, Williams and Wilkins 1982, pp 350-371

9. Parkes CM: Components of the reaction to loss of a limb spouse or
home. Jour Psychosom. Res 1972; 16: 343-349

10. Block WE, Ventur PA: A study of the psychoanalytic concept of
castration anxiety in symbolically castrated amputees. Psychiatr Q
1963; 37: 518-26

11. Goldberg RT: New trends in the rehabilitation of lower extremity
amputees. Rehabil Lit 1984; 45:2-1

British Journal of Medical Practitioners, December 2010, Volume 3, Number 4

12. Schnyder U, Moergeli H, Trentz O, et al: Prediction of psychiatric
morbidity in severely injured accident victims at one-year follow-up.
Am ] Respir Crit Care Med 2001; 164:653-656

13. Scragg P, Jones A, Fauvel N: Psychological problems following ICU
treatment. Anaesthesia 2001; 56:9-14

14. Richter JC, Pajonk FG,Waydhas C, et al: Quality of life after long-term
Surgical intensive care treatment. Anaesthesist 2000; 49:822— 828

15. Pajonk FG, Fischer A, Waydhas C, et al: Outcome of long-term
intensive therapy of surgery patients. Unfallchirurg 2002;105:423—430

16. Desmond DM, MacLachlan M: coping strategies as predictors of
psychosocial adaptation in a sample of elderly veterans with acquired
lower limb amputation. Soc sci med 2006;62:208-216(cross
ref) (medline)

17. Kamenchenko PV, Yastrebov VS, Tiganov AS (eds): psychiatric
consequences of traumatic amputations. Clinical disorders and stressful
life events. International universities press stress and health series, no
7. Edited by Miller TW.

18. Sarah R Cavanagh, Lisa M Shin, Nasser Kramouz, Scott L Roch:
psychiatric and emotional sequelae of surgical amputation.

19. American Psychiatric Association : Diagnostic and statistical manual of
mental disorders.4th Edn.Washington D.C.American Psychiatric
Association, 1994

20. Mini International neuro-psychiatric interview.DSM 4,
D..Sheehan,].Janavs et al M.i.n.i. 5.0.0(July, 1) 1999

21. Ebrahimzadeh M.H. Fattahi A.S. Long-term follow-up of Iranian
veteran lower limb amputees from Iran-Iraq War:A study of 168
cases.Kosar Medical Journal, Iran (Persia),2004; 10;190-120

22. Cavanagh SR, Shin LM, Karamouz N, Rauch SL: Psychiatric and
emotional sequelae of surgical amputation. Psychosomatics 2006,
47:459-464

23. Margoob MA et al. community prevalence of trauma in south Asia-
experience from Kashmir JK Prac. 2006, 13 (supplement) S14-S17

24. Paper-2, Jammu and Kashmir, census of india-2001.

25. Yatoo GH and Tabish A. the profile of head injuries and traumatic
brain injury deaths in Kashmir. ] Trauma Manag Outcomes. 2008, 2:5.

26. Kashif AW, Walia TS et al. effect of short term psychiatric intervention
in amputees. MJAFI 2004; 60:231-234.

27. Fukunishi,I, Sasaki K, Chishima,Y.Anze M.Saijo M: Emotional
disturbance in trauma patients during the rehabilitation
phase.Gen.Hosp Psychiatry 1996: 18: 121-127.

28. Grieger TA, et al. PTSD and depression in battle-injures soldiers. Am J
Psychiatry 163:10, 0ct2006.

29. Lacroix R, Melzack R, Smith D, Mitchell N. Multiple phantom limbs
in a child. Cortex 1992;28:503+507

30. Melzack,R. Phantom limbs and concepts of neuromatrix Neurosci
1990,13:88-92.

31. Sherman RA, Sherman CJ, Gall NG. A survey of current phantom limb
pain treatment in the United States. Pain 1980;8:85+99

32. Pezzin L.E. Dillingham T.R., Mackenzie E.]J. Rehabilitation and long
term outcomes of persons with trauma related amputations.Phys.Med
Rehabil.2000:81; 292-300

33. Huda M, Margoob et al. Pir, Faqir and psychotherapist: their role in
psychosocial intervention of trauma. JK Pract 2006; 13(suppl1):s89-
$93.

34. Margoob et al. one year longitudinal study of snowstorm disaster
survivors in Kashmir. JK pract 2006; 13(suppl1):s29-s38.

35. Jong KDe et al, Kams Vander et al. the trauma of ongoing wasr in
Chechnya, a MSF report 2004.

36. Margoob MA, Firdosi M et al. Treatment secking PTSD patient
population-experience from Kashmir. JK Practitioner 2006;13(supp
1):557-s60.

BJMP.org



