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Almost all individuals undergoing amputations will experience a number of 
psychological phases, including a sense of loss, a tendency to withdraw as a 
means of denying or repressing the existence of the amputation, a sense of grief 
or mourning, followed by frustration and often suppressed anger and hostility. 
The final phase is generally passive acceptance. Although appropriate 
psychological intervention can help the individual through each of these phases it 
should not be expected to eliminate them. Neither should it be expected that 
every amputee will respond to intervention the same way. The amputee who has 
had an opportunity to prepare for the eventual loss of a limb prior to surgical 
intervention generally suffers less severe emotional reaction during these phases 
than the traumatic amputee whose injury allowed no period of preparation. 
 
It is also extremely important to remember that the implications of a traumatic or 
surgical amputation are pervasive throughout the injured client's life and certainly 
are not restricted to vocational factors, social interaction, the individual's capacity 
to relate to people, leisure time and recreational pursuits, avocational interests, 
work attitudes, and the manner in which an individual relates to family members 
can all be adversely affected by amputation. While the health care team's first 
concern generally is to maintain the highest level of physical functioning possible 
after surgery, it is gradually being recognized that the psychological implications 
of an amputation generally are far more devastating than the physical aspects. 
An individual's ability to relate to people and deal with daily psychological 
stresses, social situations, and interpersonal (including sexual) relationships are 
all at issue. 
 
As mentioned, there are differences in psychological response between the 
individual who has been prepared for surgical intervention resulting in amputation 
and that individual who has had a traumatic amputation with no opportunity for 
preparation. Nevertheless, there certain universal responses that seem 
consistent across all amputations, including self-pity, anxiety, shock, grief, anger, 
and frustration (Friedman, 1978, page 17). The amputee may experience 
feelings of inferiority, social isolation, and negative self- worth. Reactive 
depressions are common in the amputee, and in some instances preexisting and 
long-standing character disorders are exacerbated. All of these complications 
need to be met with appropriate levels of counseling and therapeutic intervention. 
 
The rehabilitation professional should recognize that different etiologies can 
produce somewhat different psychological reactions, and therefore different 
approaches in the therapeutic relationship may be necessary. A prime example 
is seen in congenital limb deficiency, where problems generally do not result from 
sudden loss of the extremity but later stem from parental over-protection and 
early rejection experienced by the "crippled or deformed child." In some 
instances childhood handicaps result in early maturation, but in far more cases 
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social immaturity becomes a common and continuing problem. It can have an 
extremely negative impact and result in problems in education and social 
maturation. 
 
On the other hand, it is not uncommon for the traumatic amputee to deal with 
psychological stress by retreating from or avoiding the consequences of 
disability. This usually involves a degree of social isolation, not only from friends 
and significant others in the individual's environment, but also from family 
members. Depression and social withdrawal may manifest in an attempt by the 
patient to drive family members away during this time of crisis.  
 
It is also important to recognize that such psychological reactions typically have 
an extremely negative impact on the potential for an individual to adapt to a 
prosthetic device. Negative reactions significantly reduce the client’s ability to 
learn how to use the prosthesis and result in a reduction in function.  This 
situation may further frustrate the client and exacerbate the overall psychological 
problems. Psychological counseling is typically necessary at these stages, and 
the severity of psychological problems may even dictate the need for psychiatric 
intervention and psychotropic medication.  
 
In the case of traumatic amputation, particularly in instances involving faulty 
design of equipment or vehicular accidents, the amputee may feel that others are 
to blame for the accident, which resulted in the loss of a limb. Many such 
individuals harbor a deep hostility and anger, which they find difficult to release in 
a socially acceptable fashion. This underlying anger and hostility may further 
exacerbate psychological problems and manifest as more severe depression and 
more complete social withdrawal.  
 
There are numerous reasons why psychological intervention is critical at this 
stage of the rehabilitation process. Not only is this intervention necessary to help 
the individual work through social problems, but such intervention may also be 
necessary if appropriate prosthetic fitting and maximum levels of prosthetic 
function are to be achieved. During these stages of psychological disability, many 
amputees are more concerned with the cosmetic appearance of the prosthesis 
rather than with its function. Their goal is to use the cosmetic prosthesis as a 
means of denying or repressing the existence of disability. This attitude rarely 
provides a solution to the emotional problems and stresses that exist and often at 
later stages, adds to a client's frustration with an inability to develop functional 
skills to perform tasks. 
 
The rehabilitation professional is an integral part of the health care team at this 
point in the patient's recovery. Although the rehabilitation professional certainly is 
one source of individual counseling intervention, the primary purpose of early 
intervention should be to identify the type and severity of the psychological 
impairment for appropriate referral to psychologists or psychiatrists who have 
experience working with this particular disability. The rehabilitation professional 
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can also be effective in helping the individual to begin to understand that 
significant function and good long-term vocational rehabilitation potential can be 
achieved with prosthetic fitting. Intervention should not be restricted solely to 
vocational counseling. It should take into account avocational pursuits, social 
interaction, interpersonal relationships, marital relationships, and sexual 
functioning as well. As with many chronic and severe physical and psychological 
disabilities, it is the rehabilitation counselor's responsibility to take into account 
the needs of the whole person, and not to deal strictly with the handicapping 
condition. 
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