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ABSTRACT

Background: Major lower limb amputation (LLA) is a life-changing event described as
the loss of a limb at or proximal to the ankle upwards. The amputation itself is a change
in body structure but has a significant influence on many activities, participation in
activities and quality of life. Optimal functional outcomes for persons with a major LLA
require intensive long-term rehabilitation and costly assistive devices such as prostheses.
Due to the high costs associated with it, the increasing number of persons with major LLA
places a burden on the resource-limited public health system. In order for the provincial
department of health to plan to provide sufficient human and financial resources and
procure enough assistive devices such as prostheses, the need for these devices and the
incidence of major LLAs should be established. The study aims to determine the
incidence and common causes of major LLAs in adults and children who underwent major
lower limb amputations at Tygerberg Hospital over one year from 19 December 2019 to
20 December 2020.

Methods: A quantitative, retrospective, and descriptive study design was used. The study
was set in the Tygerberg Hospital servicing the Tygerberg health catchment area in the
City of Cape Town Municipality. A self-developed data collection sheet was used to collect
data pertaining to the socio-demographic profile, comorbidities, cause of amputation and
associated outcomes, such as in-hospital mortality and length of hospital stay. The
medical records were collected from the electronic database enterprise content
management (ECM) of Tygerberg Hospital using names and file numbers obtained from
the surgical records and surgical register from the surgeries. Data was captured

retrospectively from December 2019 to December 2020 in 2020 to 2021. The incidence



of major LLA is reported as a number per 100000 of the at-risk population of 533047 in
2019 (Stats SA, 2019) that access the public health system and reside in the Tygerberg
sub-district. Descriptive and inferential statistics were used.

Ethics: Ethics approval to conduct this study was granted by the Biomedical Research
Ethics Committee of the University of the Western Cape (BM19/6/17). Permission to
collect data was obtained from the provincial department of health and the chief medical
officer of Tygerberg Hospital prior to the collection of data.

Results: There were a total of 106 participants. The incidence of LLA was 19.8 per
100000 between 19 December 2019 and 20 December 2020 at Tygerberg tertiary
hospital. Only three of these participants were minors. The mean age of the participants
was 56 years. The majority of participants was males (53.7%; n = 57) compared to
females (46.3%; n = 49). The primary cause of major LLA was diabetes mellitus (51.9%;
n = 56) and peripheral vascular disease (28.3%; n = 30). The mean length of stay was
22.58 days.

Conclusion: Diabetes mellitus and peripheral vascular disease were the leading causes
of major lower limb amputations. Considering the rapid increase in DMII, especially in
Africa, an increase in the incidence of major LLAs is expected. This study is only one of
two studies done the first of which was done in 1993 by J A Hendry in the Tygerberg sub-
district of the City of Cape Town to provide some data pertaining to the incidence and
common causes of LLA, which could assist the provincial department of health in planning

and allocating the appropriate resources or preventative strategies.
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CHAPTER ONE

INTRODUCTION

1.1 Background and introduction

The incidence of major lower limb amputation (LLA) refers to the number of people who
have had amputations of the lower limb/s above the ankle joint in a specific geographical
setting within a determined timeframe. Incidence statistics are used to determine the need
for assistive devices such as crutches and prosthetics and assist with the planning and

allocation of public health resources and human resources (Bonita et al., 2006).

Maijor lower limb amputation is the surgical procedure of removing part of or the whole
limb through or proximal to the ankle (Al Agha et al., 2017). Having an amputation leads
to altered function and body image; this has a significant influence on many activities,
participation in activities and quality of life, decreased self-esteem, social isolation,
perceived vulnerability, body image problems, and a sense of stigmatisation have also

been associated with limb loss (Jo et al., 2021).

The incidence of major LLA varies globally (Moxey et al., 2011) and incidence figures are
scarce. It ranges from 8.8 per 100000 in the Netherlands in 2004 (Fortington et al., 2013)
to 92.5 per 100000 individuals in Ireland in 2009 (Buckley et al., 2012). There are minimal
population-based incidence figures for major LLA in African countries. In South Africa,
recent studies from January 2014 to December 2015 (2 years) at the Inkosi Albert Luthuli
Central Hospital (IALCH) in KwaZulu Natal (KZN) had an incidence of 234 individuals who

1



have had lower limb amputations or 17 per 1000 diabetic patients who had LLA for the
first time (Mtshali & Mahomed, 2020). At Addington hospital between 2010 and 2014
there were 667 individuals who have had LLA (Manickum et al., 2019). At Greys Hospital
in KZN between January 2013 and July 2018 (5 years), 363 patients had LLAs (Khan et
al., 2020). To date, there was only one incidence study done on the number of LLAs have
been conducted at the Tygerberg Hospital or in the Western Cape Province in 1993 by J

A Hendry.

There are several leading causes for major LLAs in the Western world, and these are
complications of diabetes mellitus, peripheral vascular disease, trauma such as burns,
congenital limb deformities and cancer (Imam et al., 2017). Historically, there used to be
marked differences between the causes of LLA between developed and developing
countries. The most common cause of major lower limb amputations globally is
complications to DMII (Al Agha et al., 2017). Dysvascular causes are the most common
cause of LLAs in the developed world, while trauma used to be the most common cause
in developing countries (Shaw et al., 2018). The rapid increase in urbanisation of South
Africa and the westernisation of lifestyles and diets of South Africans is having a
considerable impact on disease profiles in South Africa. Diseases such as diabetes and
atherosclerosis, previously thought to be rare among the population of the country, are
now becoming more prevalent. These disease processes have multiple systemic effects
and may manifest with pathologies involving the lower limbs and may ultimately require

a lower limb amputation (Khan et al., 2020).



There is a radical increase in the number of persons diagnosed with DMII in South Africa.
According to the IDF 2021, South Africa has the biggest increase in the number of people
diagnosed with DMII, from 1.9 million to 4.2 million, which is the largest on the African
continent (IDF Diabetes Atlas, 2021). The increase of people suffering from DMII may
result in a potential surge in the number of LLAs in South Africa as DMII is the leading
cause of LLA globally (Dunbar et al., 2015), however, there are few LLA incidence studies

in South Africa.

Major lower limb amputation is associated with significant morbidity, mortality, and
disability. An amputation is not only the loss of a limb but can also mean disability,
unemployment, high insurance payments and a poor quality of life (Godlwana, 2008).
Major LLA carries a high psychological and socio-economic burden on the victim and the

community of the amputee, as well as for the health system (Al Agha et al., 2017).

Having a lower limb amputation has substantial implications for the human and financial
resources of the public health system. In the United States, acute and post-acute care for
major LLAs exceeds USD 4 billion (Dillingham et al., 2005). In 2015/2016, the provincial
departments of health and local governments in South Africa spent ZAR1639 per
uninsured person on district health services in 2015/16, irrespective of the health
condition (Massyn et al., 2015). In KZN, the mean hospital cost per major lower limb
amputation in 2015/2016 was USD16718 or approximately ZAR245836,52 and in 2020,

USD21441, which is equal to ZAR315287,76 (Mtshali et al., 2022).



Therefore, it may have significant financial implications for the already burdened
provincial public health system. There is currently no information on the incidence of LLA
in the Tygerberg sub-district of the City of Cape Town Metropole and very little in South
Africa in order to describe the need for physical and financial resources, i.e., medical
professionals, hospital care, prostheses and walking or assistive devices and the potential

impact or strain on the health system.

1.2 Problem statement

The loss of a limb is a potentially devastating event and often results in profound physical,
psychological and vocational consequences (Dillingham et al., 2002). In South Africa,
there is a rapid increase in the prevalence of DMII, particularly in individuals aged
between 20 and 79 years, which has increased twofold from 2000 to 2009 (Pheiffer et al.,

2018). South Africa had 4.2 million people with DMII in 2021 (IDF Diabetes Atlas, 2021).

Considering the increase in DMII and the fact that it is the most significant risk factor for
lower limb amputation, it is likely that the number of major LLAs will also increase. The
public health system in South Africa is under-resourced, and the substantial increase in
the number of people with lower limb amputations is adding further strain to the limited

resources (Stats SA, 2019).

The potential increase in the number of persons with major limb amputation increases the
burden on the financial resources of the public health system and has significant

implications for human resources. People who have undergone a lower limb amputation



require intensive acute care and long-term rehabilitation. There are currently very few
physiotherapists and occupational therapists employed in government facilities, resulting
in a potential lack of manpower to provide quality rehabilitation to persons with major
LLAs. A lack of rehabilitation results in decreased functional outcomes for these patients

(Ennion & Rhoda, 2016).

Despite the potential impact on the financial and human resources in the government
health setting, there are no statistics on the incidence of lower limb amputation in adults
and children within the Tygerberg sub-district of the City of Cape Town Municipality. There

are also no statistical records regarding LLAs at Tygerberg Hospital.

1.3 Research question

What is the incidence, common causes and demographic profile of adults and children
with major lower limb amputation at Tygerberg Hospital in the Tygerberg sub-district of

the City of Cape Town Municipality catchment area?

1.4 Study aim

The aim of the study is to determine the incidence, common causes, comorbidities and
demographic profile of adults and children with major lower limb amputation at Tygerberg

Hospital in the Tygerberg sub-district of the Cape Town Municipality for one year.

1.5 Study objectives

The objectives of the study are to determine the following:



1) Incidence of major LLA,

2) Common causes of LLA,

3) Comorbidities associated with LLA,

4) In-hospital mortality of patients with LLA,

5) Length of hospital stay of patients with LLA,

at the Tygerberg Hospital in the Tygerberg sub-district of the Cape Town Municipality

catchment area (Appendix A).

1.6 Significance of the study

There is a dearth of information regarding the incidence and common causes of major
lower limb amputations in South Africa, and none at the Tygerberg Hospital. Major lower
limb amputation continues to be a common procedure in South Africa and carries an
enormous financial burden not only for the person with the LLA and their families but also
for the health care system. Determining the incidence of major lower limb amputations
will provide important information to assist in planning for financial and physical resources
for the already burdened provincial health department. Identifying the common causes
may also give valuable information to prevent or slow the rate of major lower limb
amputations and may serve as valuable for pilot studies to prevent major lower limb

amputations and common causes.

1.7 Operational definitions

Major lower limb amputations: Loss in the transverse anatomical plane at or proximal

to the ankle joint (Pran et al., 2021).



Under-resourced: Not provided with as much money or as many staff, materials, etc.,

as needed (Oxford Learners Dictionary, 2023).

Human resources: Human resources, when pertaining to health care, can be defined as
the different kinds of clinical and non-clinical staff responsible for public and individual

health intervention (Kabene et al., 2006).

Outpatient: A person who goes to a hospital for treatment but does not stay there (Oxford

Learners Dictionary, 2023).

Readmission: To be admitted to hospital within 30 days of discharge from hospital

(Zasadil & Peele, 2015).

In-hospital mortality: Deaths that occur while in hospital (Stewart et al., 2016).

1.8 Outline of thesis

CHAPTER 1

This chapter introduces the reader to the research topic, specifically the incidence and
common causes of major lower limb amputations. This chapter highlights the lack of
research, specifically incidence studies in South Africa and Africa. The significance of the
study was described, and the reader was introduced to the research question, aim and
objectives of this study. The theoretical framework used to guide the study and the

methodological approach will be described in subsequent chapters.



CHAPTER 2

This chapter describes the theoretical framework and provides an in-depth synopsis of
current and global evidence related to incidence-related studies in different countries and
literature on common causes of major lower limb amputations. This chapter also
described relevant literature on the cost per amputation, specifically the monetary value

cost to the country locally and internationally.

CHAPTER 3

This chapter describes the methodological design of the study, study setting, study
population and sample strategy, data collection procedures, instruments, and ethical

clearance.

CHAPTER 4

The results of this study are reported in line with the research questions and objectives
of the study. The main findings are presented in narrative paragraphs and visually

illustrated using figures, graphs, and tables.

CHAPTER 5

This chapter provides a summary of the main findings, an integrated discussion critically
analysing the findings of the study and comparing it to local and international literature.
The study'’s clinical implications and the use for further research of incidence studies are

also discussed.



CHAPTER 6

This is the final chapter in which the main findings are summarised. The strengths,
limitations and recommendations for further research are highlighted and a conclusion is

made from the results.



CHAPTER TWO

LITERATURE REVIEW

2.1 Theoretical framework

In order to be fully integrated back into society after the loss of a limb, the person with an
amputation will require access to expensive assistive devices such as crutches,
wheelchairs and, ultimately, a prosthesis. The World Health Organization (WHO)
estimates that approximately one billion people globally require assistive technology,
while only ten per cent of those who require it have access to it (Brouillette, 2017). As a
result, the WHO established the Global Cooperation on Assistive Health Technology
(GATE) initiative. The GATE initiative formulated the ‘Global priority research agenda for
improving access to high-quality affordable assistive technology’ (Brouillette, 2017), the

theoretical background for this study.

This global research priority agenda aims to facilitate improved access to assistive
technology (such as prosthetics) through stimulating research into the need for and

impact of assistive technology. The agenda has five guiding areas for research, namely:

‘1. Effects, costs, and economic impact of assistive technology.
2. Assistive technology policies, systems, service provision models and best
practices.

3. High-quality and affordable assistive technology.

10



4. Human resources for the assistive technology sector.
5. Standards and methodologies for the assessment of assistive technology need

and unmet need.’” (Brouillette, 2017; p. 2)

Each of the five categories also has more detailed subsections. The proposed study
aligns with category five, question 5.1, ‘How can accurate data about the prevalence of
impairments/disability be collected and used in a standardised, valid and reliable way, so
that governments and service providers can plan and operate effectively?’ (Brouillette,
2017; p. 13). Collecting information on the incidence of lower limb amputation will provide
insight into how this information can be collected and assist the government with planning
resources. Furthermore, if the number of people who experience lower limb amputation
is known, it will provide more insight into the need for prostheses and possibly answer
question 3.1 (Brouillette, 2017; p. 11) ‘What types of assistive products are most needed,

which ones have demonstrated most beneficial to users?’

2.2 Introduction and aetiology

Major lower limb amputation is a lifesaving procedure (Adams & Lakra, 2023). It is a life-
changing operation that results in significant morbidity and mortality worldwide. The
adverse social implications and effects on the capacity to work, quality of life, and self-
image are devastating (Aljarrah et al., 2019). The global incidence of major lower limb

amputation varies widely with geographical location (Pran et al., 2021).
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There is little research undertaken in South Africa. The following literature review
discusses the incidence and prevalence of LLA in South Africa and internationally, the
main causes of lower limb amputation, morbidity and mortality of LLA, and the financial

implications for the health department and individuals.

There are no national incidence studies for LLA done in South Africa. International
incidence of lower limb amputation ranged from 8.8 per 100000 in the Netherlands in
2004 (Fortington et al., 2013) to 92.5 per 100000 individuals in Ireland in 2009 (Buckley
et al., 2012). Over seven years, between 2010 and 2014, the tertiary hospital of Trinidad
and Tobago had an average of 28 per 100000 individuals with major lower limb
amputations per year (Pran et al., 2021). In Sweden, a national study from 2007 to 2018
recorded a declining trend of LLA with a national average of 22.1 per 100000 (Jarl et al.,

2022).

South Africa's population was 60.6 million at the end of June 2022 and has shown positive
population growth over the last 20 years and a life expectancy of 62.8 years, which is also
on an upward trend (Stats SA, 2022). The Tygerberg sub-district of the City of Cape Town
has a population of approximately 533047 (Stats SA, 2019). South Africa is still a
developing country (Bakari, 2017) and is still considered a low- to middle-income class

country (Mooney et al., 2008).

12



There are several main causes for major LLA in the Western world, including
complications of diabetes mellitus, peripheral vascular disease, trauma such as burns,

congenital limb deformities and cancer (Imam et al., 2017).

Trauma used to be the most common cause in Low to middle income countries (Pran et
al., 2021). Complication to diabetes mellitus is the leading cause of LLA in the world to
date. South Africa is becoming more Westernised and has adopted a more sedentary
lifestyle (Sarvestani & Azam, 2013). This has led to a rapid increase in DMII, with the
International Diabetes Federation (IDF) reporting 2.3 million new cases of DMII over ten

years (IDF Diabetes Atlas, 2021).

Lower limb amputation has significant implications for the human and financial resources
of the public health system. In the United States, the total cost care for major lower limb
amputations exceeds USD 4.3 billion yearly (Dillingham, Pezzin & Shore, 2005). The
provincial departments of health and local governments in South Africa spent ZAR1639
per uninsured person on district health services in 2015/16, irrespective of the health
condition (Massyn et al., 2015). The hospital expenses specifically related to LLA is high;
in KZN, the mean hospital expense per lower limb amputation caused by diabetes mellitus
between 2015 and 2016 was approximately ZAR245836,52, and in 2020, ZAR315287,76
(Mtshali et al., 2022). The average hospital cost per diabetic-related amputation between
2013 and 2017 was ZAR323418 (Thompson et al., 2020), and the annual cost to the KZN

department of health is in excess of ZAR398 million per annum which is rising.

13



Therefore, it might have significant financial implications for the burdened provincial public
health system. There is no current information pertaining to the incidence of major LLAs
in the Tygerberg sub-district of the City of Cape Town Metropole to describe the need for
adequate human and financial resources such as physical rehabilitation, prosthesis,
assistive devices, preventative measures as well as the potential impact on the health

system as a whole.
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CHAPTER THREE

METHODOLOGY

3.1 Introduction

This chapter provides a detailed description of the research approach, study design,
research setting, population sample size and sampling procedure. It also discusses the
data collection and analysis processes, including the ethical considerations. The methods

and instruments used to collect data are described.

3.2 Study setting

The study setting is the Tygerberg sub-district of the City of Cape Town Municipality of
the Western Cape. Only two hospitals perform major lower limb amputations within the
Tygerberg sub-district: Karl Bremer and Tygerberg Hospitals. Due to the COVID-19
pandemic, the national government put restrictions in place from 26 March 2022 till 18
August 2020 which impeded on the accessibility of the two facilities in the Tygerberg sub-
district. The restrictions included but were not limited to restricted access to the facilities
whereby only staff, patients, medical students and interns enrolled at Karl Bremer and
Tygerberg Hospitals were allowed access to the institution. Once access was granted,
only a select number of people were allowed to enter the hospital at any time. Karl
Bremer, however, extended its restriction period over several months until approximately
September to October 2020 and due to time constrictions, it was not possible to collect

data from Karl Bremer Hospital. Karl Bremer was, therefore, excluded, and data was only
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collected from Tygerberg Hospital. The incidence of major lower limb amputations was
determined at Tygerberg Hospital over the period of a year starting from 19 December
2019 to 20 December 2020. Tygerberg tertiary hospital officially opened in 1976 to serve
as a tertiary training hospital; prior to this, Karl Bremer Hospital was used for tertiary
medical school training, however, this was deemed inadequate. According to the Manual
for Interns and Doctors, provided by Tygerberg Hospital, Tygerberg tertiary hospital has
approximately 1384 beds and 28 operating theatres. The total number of beds includes
carefully situated special ward units. The main operating facilities comprise 28 operating
theatres, including six special investigation theatres as well as six recovery areas.
Tygerberg Hospital also provides emergency facilities. This unit has three 24-hour
emergency theatres and a six-bed acute intensive care unit. Each department at

Tygerberg Hospital has an outpatient section for consultation and training.

There are several unique services at Tygerberg tertiary hospital, which include the Carel
Du Toit Centre for hearing impaired, centre for mental health, clinical nutrition and
vitaminology, clinical retinal laboratory, cochlear implant unit, complex craniofacial
surgery unit, complex radiation, and oncology therapy. Also, there is the metabolic unit,
in-vitro fertilisation, kidney transplant unit, human genetics unit, neonatal intensive care
unit, neuropsychiatric unit, open heart surgery unit, perinatal stress disorder unit,
specialised pulmonary function unit, tuberculosis unit, Tygerbear social work unit, day
surgery unit, MRI, Oncology, adult burns unit, hyperbaric oxygen facility, PET CT

Scanner, Pain services (Tygerberg Hospital, 2022).

3.3 Study approach and design
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A quantitative retrospective study approach was utilised to collect data for this study.
Ideally, the incidence would be determined prospectively, but due to the COVID-19
pandemic and the restrictions which resulted in a national lockdown, it was not possible
to conduct a prospective study as planned due to the limited access to records at the
Tygerberg Hospital at the time. Instead, a retrospective descriptive study design was used
to determine the incidence of major lower limb amputations at Tygerberg Hospital in the

City of Cape Town Metropole. The advantages of retrospective research are:

e There is minimal cost and minimal use of resources as pre-existing data is
investigated.

e Increased speed of data collection and analyses due to the fact that the data is
available and obtained from clinical databases.

e An association between the variable and the outcome may be derived from cohort

studies.

There are, however, disadvantages to retrospective studies, such as retrospective data
examining already existing data that was collected or entered into a clinical database

previously and not data collected for the research. This does lead to the following:

The risk of bias from resources;

There are data set requirements;

Comparison group limitations; and

Relevant information lost (Talari & Goyal, 2020)
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3.4 Study population, sampling Strategy and size

In the Tygerberg sub-district, there were approximately 533047 people in 2019 (Stats SA,

2019).

The population is described according to the objectives of the study per 100000.

Table 1: List of suburbs within the Tygerberg sub-district in the City of Cape Town.

Number Area Estimated population sizes
1 Bellville 112507

2 Elsies River 42479

3 Parow 119462

4 Goodwood 50285

5 Belhar 56234

6 Delft 152030

7 Epping Industria 50

A purposive sampling strategy was used for the total consenting population. The study
included every individual who underwent their first major lower limb amputation in the
specified timeframe and resided within the Tygerberg sub-district of the City of Cape

Town Municipality.
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Inclusion criteria

Any person who underwent a major lower limb amputation (through or above the
subtalar/ankle joint) at Tygerberg Hospital for the first time (re-amputation at another level
was not included) and who was referred to Tygerberg via the Western Cape health

department referral system were included.

Exclusion criteria
e The participant had previous major lower limb amputation/s.
e Amputation procedure fell outside the timeframe.
e The participant had lower limb amputation below the ankle joint resulting in

transmetatarsal amputation.

3.5 Instruments of data collection

A data extraction sheet (Appendix B) was developed based on recommendations made
by a systematic review of population-based amputation studies (van Netten et al., 2016)
and general information included in similar incidence studies for different conditions
(Joseph et al., 2015). The sheet has 12 questions that capture descriptive demographic
variables such as gender, date of birth, date of amputation surgery, level of amputation,
the primary cause of lower limb amputation, comorbidities, in-hospital mortality and date

of discharge (length of hospital stay).
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3.6 Procedure of data collection

Prior to data capturing, several hospital employees from both Tygerberg and Karl Bremer
Hospitals were interviewed and asked: ‘In which wards were lower limb amputations
cared for, ‘In which theatres were lower limbs amputated’, ‘Which departments
(speciality) looked after lower limb amputations’, ‘Which doctor/s performed amputations
and how could | get hold of them’. These questions helped lead the researcher to the
specific wards and theatre departments. The vascular, orthopaedic and theatre
departments were contacted, and information on the previous years’ surgeries was
discussed. Data from the orthopaedic department was collected. The vascular

department had no information or statistics from previous years.

Data capturing for December 2019 to December 2020 commenced retrospectively,
periodically and on separate occasions due to COVID-19 restrictions set out by the
government and facilities of the Tygerberg health sector from August—September 2020,
June—August 2021 and October—November 2021 with visits to the facilities, namely Karl

Bremer and Tygerberg Hospitals.

Tygerberg tertiary hospital has several operating theatres: Orthopaedic theatre, theatre
C1AT, Theatre G and H and trauma theatre. Data was collected and captured from the
specific theatres’ registries, and information such as patient names, file numbers, date of
surgery, and type of amputation performed was obtained first from the orthopaedic
department theatre notes and then from the other theatres. The institution was visited on

several occasions over 12 months to collect and document data from theatre registries;
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Tygerberg G and H theatres were missing the registry for November 2019 to mid-
February 2020; however, the theatre admission booklet was used to retrieve some of the
missing data. Those theatres and their registries were scrutinised, and the names and file
numbers of those who underwent major lower limb amputations were recorded. The
information was then used to retrieve the files uploaded to the enterprise content
management system of Tygerberg Hospital. Several search strategies were used, starting
with looking up the patient's file number. However, the file number recorded/written down
was not always correct, so certain numbers were changed during the search, which could
have been written down inaccurately, i.e., 5 and 8, 1 and 7, 6 and 8, etc. until the correct
cross-referenced match between name and surname, corresponding operation and date
were found. The relevant information from the supporting documents in the file was
captured, and data was extracted using the self-developed data extraction sheet

(Appendix S).

3.7 Analysis of data

Using the data extraction sheet (Appendix S), the data of participants’ names, file
numbers and surgery procedures were collected from theatre registries and collected
manually from the theatres of Tygerberg Hospital. The medical file numbers, names and
dates of birth were used to look up patients’ medical records. Each participant had a data
capturing sheet, and once completed, the sheet was then coded using a TBH code, with
numbers starting at 001 to 135. The researcher then removed three duplicates,
exclusions of which there were 16 and used an Excel spreadsheet (Appendix E) to

document each participant’s results according to the self-developed data capturing sheet.
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The data was recorded on a self-developed data capturing sheet and then coded and
captured on a Microsoft Excel spreadsheet. Once data was checked and cleaned, it was
exported and analysed descriptively using SPSS vs 27. Data was presented as

frequencies, standard deviations and means.

3.8 Scientific rigour

Scientific rigour in this study was ensured by clear documentation of the methods for
replicability of the study. A reliable and valid tool: data extraction sheet (Appendix S) was
developed and used based on the work of van Netten et al. (2016) as described above,
and the content was validated by the researcher for the instrument meeting the objectives
of the study. The extraction sheet was used to collect data and ensure the internal and
external validity of the results to answer the research question. Reliability throughout the
data collection processes was ensured by going through several processes documented
in the process of data collection. The primary student researcher noted missing data from
clinical files during data capturing from the clinical files and ECM system. Data was coded,
verified and extracted. The sampling method and data analysis procedures are clearly
outlined in the methodology. Both methodological and reporting processes (results) are
transparently documented to ensure scientific rigour. All results are reported, thus

eliminating reporting bias.
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3.9 Ethical considerations

Ethical clearance was obtained from the Biomedical Research Ethics Committee of the
University of the Western Cape to commence with the study (Ethics clearance number:
BM19/6/17). Permission from the Western Cape health department (Tygerberg health
district) was granted to begin the research (WC_201910_001) (Appendix B), following
this permission was acquired from Tygerberg Hospital to conduct research at the facility
(Appendix D) that included permission to access the facilities and patient records from
the medical managers of the two hospitals on 22 February 2020. Karl Bremer hospital
consented and approved access to facilities as well as medical records from the hospitals.
All recorded data was coded, and password protected, and the identities of participants
were coded and protected to protect their identity, e.g., TBHOO1. All their personal
information was captured and kept private, and only the primary investigator can access
the information, which is now locked away and stored. The data will be kept for five years
and, after that, deleted from all known devices and physical records shredded in a secure
location. Feedback and acknowledgement will be given to Tygerberg Hospital and the

Tygerberg health district within six months of the completion of the research.
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CHAPTER FOUR

RESULTS

4.1 Introduction

In this chapter, the main findings of the study will be presented in accordance with the
research objectives. The results will be discussed starting with the incidence of major
lower limb amputation, demographic details, common causes, comorbidities, types of
surgical procedure, level of amputation, in-hospital mortality, length of hospital stay and

re-amputation of participants with major lower limb amputations.

4.2 Incidence of major lower limb amputations

Between 19 December 2019 and 20 December 2020, 106 major lower limb amputations
were recorded at Tygerberg tertiary hospital, with an incidence rate of 19.8 per 100000
of the population in 2020. There are no other associated incidence or prevalence studies,
statistical tools or documented theatre notes to provide insight into the statistics for major
lower limb amputations prior to December 2019. This is based on the Tygerberg tertiary

hospital inpatient service population of 381535 for 2020 (Tygerberg Hospital, 2022).

4.3 Demographics of participants

The records of 106 participants were included in the study. There were three minors and
103 adults over the age of 18 years with a mean age of 56 years (SD+- 14,82; range 12—
81). The ages ranged from 12 being the youngest participant, to 81 being the eldest
participant, with the majority of participants (54%; n = 57) being male.
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The majority (81%; n = 82) of participants had little to no income (Figure 4.1), and most

were on a pension (37%; n = 39), while almost a third were unemployed (29%; n = 31).

m Permanent Employment
= Unemployed

= Disability Grant

m Pensioner

® Not of working age

= No data

Figure 4.1 Employment status

The majority of participants were either married (41.5%; n = 44) or never married/single

(37.7%: n = 40) (Figure 4.2).
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m Married
= Divorced
= Widowed
= Single

= No data

Figure 4.2 Marital status

Transfemoral amputation was the most common (62.3%; n = 66) level of amputation in
this cohort, followed by trans-tibial amputation (34%; n = 36). Two participants had hip
disarticulation (1.9%; n = 2), and one had above and below knee amputation in the same
hospital admission (0.9%; n = 1). One of the participants’ surgery data was inaccessible

(Figure 4.3).
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Figure 4.3 Level of Amputation

4.4 Common causes of major lower limb amputations

The most common cause of major lower limb amputation at Tygerberg Hospital was the
complications of diabetes mellitus (51.9%; n = 56), followed by peripheral vascular
disease (28.3%; n = 30) and trauma (10%; n = 11). These included burns, electric burns,

motor vehicle accidents, pedestrian accidents and blunt force trauma (Figure 4.4).
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m Peripheral Vascular disease
= Diabetes

= Trauma

m Cancer

= |nfection

® No data

Figure 4.4 Primary cause of major lower limb amputation

4.5 Comorbidities associated with major lower limb amputation

Major lower limb amputations are usually associated with several comorbidities because
most are caused by chronic illnesses such as diabetes. Hypertension (66%; n = 70) was
the most common comorbidity, followed by diabetes (51.9%; n = 56) and peripheral
vascular disease (28.3%; n = 30). A large percentage (27.4%; n = 29) of participants
suffered from a combination of diabetes, hypertension, and dyslipidemia, commonly

known as metabolic syndrome.
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4.6 Type of surgical procedure

The fish mouth incision procedure was the most common type of surgical procedure

(69.8%; n = 74), followed by the guillotine approach (1.9%; n = 2), and there was no

information available on the type of surgical procedure for 22 participants.

Side Amputated

Both sides but differeant level r

Bilateral

B Percentage(%)

; : | [
I M Frequency(n)
Right

Figure 4.5 Side amputated

29



4.6 In-hospital mortality rate of major lower limb amputation

A relatively large percentage (7.5%; n = 8) of the participants did not survive the
amputation surgery or died days later in the hospital following major lower limb
amputation. Of these eight fatalities, two of those eight participants underwent hip
disarticulation, one had a trans-tibial amputation, and the other five participants

underwent transfemoral amputations.

4.7 Length of hospital stay

The mean length of hospital stay was 22.58 days (SD +- 17.79; range 4-89 days). Most

participants spent 18 or less days in hospital (59.4%; n = 63).

4.8 Re-amputation

There was a total of ten readmissions documented. All ten readmissions had re-
amputations. One of the participants had the same leg amputated at a higher level, and

(80%; n = 8/10) had the contralateral side amputated.
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CHAPTER FIVE

DISCUSSION

5.1 Introduction

This chapter presents an overview of the main findings, critically analysed, and appraises
in relation to the local and global context and evidence. The findings are integrated into
the discussion in line with the theoretical framework that applies to this study. The thesis

is concluded in Chapter 6.

This study was conducted between 19 December 2019 and 20 December 2020. As of
December 2019, South Africa was under lockdown and in a state of disaster during
COVID-19. The implementation of strict protocols and limited access to the facilities
allowed access to only staff, patients, medical students, and interns enrolled at Karl
Bremer and Tygerberg Hospitals. However, Karl Bremer extended its restriction period
for several months until October 2020. Due to time constrictions, the data from Karl
Bremer Hospital was unobtainable, so it was excluded from this study. Data was only
collected from the Tygerberg Hospital. Major lower limb amputations are considered
lifesaving procedures and were undertaken during COVID-19 when South Africa was
under a state of disaster, and all procedures that were not considered lifesaving were
reduced or cancelled. It is unclear if the amount of major lower limb amputations were
more or less than in previous years due to the pandemic, but the assumption is that it

would be less.
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5.2 Incidence of Lower Limb amputation

There were 106 incidences of major lower limb amputations performed at Tygerberg
Hospital between December 2019 and December 2020, resulting in an incidence rate of
19.8 per 100000 of the population in 2020. Even though this number might be lower than
anticipated due to the COVID-19 pandemic, the incidence was higher than a national
study conducted in the Netherlands in 2004 but consistent with data collected at a tertiary
care institute in Trinidad and Tobago. At this hospital in Trinidad and Tobago, data was
collected over six years between January 2010 and December 2016, and the reported
incidence rate of LLA was 28 per 100000 (Pran et al., 2021). Tygerberg tertiary hospital's
LLA rate is higher than the eight per 100000 which was reported in the Netherlands
(Fortington et al., 2013) and significantly less than that of Ireland in 2009, which recorded
an incidence of 95 per 100000 (Buckley et al., 2012). Several factors were similar
between Tygerberg Hospital and the research done in Trinidad and Tobago. In Trinidad
and Tobago, DMII is prevalent, and this, similar to the current study, is the most common
cause of major lower limb amputation. There were also similarities between the
comorbidities and risk factors identified in the populations described in both these studies.
In the Trinidad and Tobago study, 70 per cent (66% in the current study) of persons with
lower limb amputations also presented with hypertension, and 50 per cent (51.9% in
current study) of those who suffered limb loss was as a result of DMII (Pran et al., 2021).
It should be noted that in Trinidad and Tobago, there was an increase in LLA over the six

years.
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In developing countries globally, the leading cause of major lower limb amputations is
uncontrolled diabetes, trauma and infection. In developed countries, vascular disease is
the main cause of major lower limb amputations (Pran et al., 2021). South Africa is
becoming more Westernised and has adopted more of a Westernised lifestyle which has
shown an increase in the incidence of DMII. The reason for this increase in the prevalence

of DMII could be due to a sedentary lifestyle (Sarvestani & Azam, 2013).

Another possible reason for the relatively low incidence of lower limb amputation in this
study could be that the study only investigated the incidence of major lower limb
amputations performed at Tygerberg tertiary hospital. The information was gathered from
Tygerberg’s medical records department. Tygerberg has recently manually uploaded all
prior medical records onto an electronic system known as ECM (enterprise content
management). This has not been completely reliable because some documents and/or
missing medical information from the medical records were not retrievable due to loss or
human error. In South Africa, it is a medico-legal requisite to record and keep adequate
medical records from all healthcare professionals and the retention of medical records by
healthcare institutions (HPCSA, 2022). Records are to contain valuable information
regarding a patient's condition and management at the healthcare facility (HPCSA, 2022).
There is a direct relationship between the quality of note-keeping and the quality of care
in healthcare facilities in the Netherlands. Inadequate record keeping or loss of records
is a major obstacle in archival research (Wegner, 2013), which could result in an under-

reporting of the incidence of lower limb amputations.
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5.3 Demographics of participants with lower limb amputations

South Africa is a middle- to lower-income class country (Mooney et al., 2008). Most
participants are male (54%; n = 57) compared to females (46%; n = 49) this is similar to
the research done in Trinidad and Tobago from 2010 to 2016 which found that 59% of all
participants who had amputations were male and only 41% were female (Pran et al.,
2021), similarly in Jordan which is a low to middle income country found that participants
who had amputations between 2012 and 2017 presented with a rate of 61% being male

compared to 39% being female (Aljarrah et al., 2019).

Poverty significantly and negatively affects daily activity participation due to physical and
emotional stresses associated with lower limb amputations. Major lower limb amputations
have an incalculable financial and socio-economic effect on individuals, society and
households. In this study, only (13%; n = 14) of the participants were permanently
employed prior to having their lower limb or limbs amputated, with the majority of
participants deemed to be under financial strain or dependent on family members,
guardians or friends. In KZN, the average hospital cost per diabetic-related amputation
between 2013 and 2017 was ZAR323418 (Thompson et al., 2020). When extrapolating
this cost per amputation to the number of diabetes-related (51.9%; n = 55) amputations
performed at Tygerberg Hospital during the study period, it would approximately amount
to ZAR17787990. This unplanned financial burden places tremendous strain on the
already under-resourced facility. If policies, strategies and resources are put in place to
prevent major lower limb amputations and prevent DMII, the number of major lower limb

amputations could be reduced, and the financial burden could be significantly reduced.
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Adequate human and physical resources such as prostheses and assistive devices need
to be allocated to ensure optimal functional outcomes for persons with lower limb

amputations.

5.4 Causes of lower limb amputation

The leading cause of LLA in this study was diabetes (51.9%; n = 55). Diabetes mellitus
type 2 is the leading cause of non-traumatic major lower limb amputations in the world

and among the leading ten causes of death worldwide (WHO, 2019).

Diabetes affects 451 million adults worldwide, and the number is projected to rise to 693
million cases by 2030 and 783 million cases by 2045 (IDF Diabetes Atlas, 2021). In 2017,
over 15.5 million adults in Africa had diabetes, with 69.2 per cent of people unaware of
their diabetic status (Pheiffer et al.,, 2021) and in 2021, 12.7 million people had
undiagnosed DMII with a 53.6 per cent proportion of people undiagnosed (IDF Diabetes
Atlas, 2021). In 2020, South Africa's public health sector had already spent ZAR 2.7 billion
on all cases of DMII (diagnosed and undiagnosed), which is estimated to increase to ZAR
35.1 billion in 2030 (Erzse et al., 2019). Diabetes mellitus type 2 was the main cause of
major lower limb amputations at the Tygerberg Hospital in 2020 and the leading cause of
LLA in South Africa in 2015 (Dunbar et al., 2015), resulting in a direct increase in the

number of major LLAs if DMII is not prevented.

Complications of DM I, such as diabetic foot ulcers, are very common, and this is the

most common cause of lower limb amputation, which, in turn, could potentially lead to an
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increase in diabetic-related deaths in South Africa. Diabetes mellitus type 2 poses a
serious health and economic burden on under-resourced healthcare facilities. Africa had
a diabetes-related expenditure of USD13 billion, one per cent of total global expenditure
in 2021 (IDF Diabetes Atlas, 2021). Diabetes Mellitus type 2 has a primary burden due to
the primary cost to the healthcare system for the management of DMII disease but it also

has a secondary cost of potential LLA and the costs associated with that procedure.

In higher-income areas in the world, peripheral vascular disease ranked first as the cause
of amputation, while trauma, infection, complications of diabetes mellitus and malignancy
are indications for amputation in low- to middle-income countries. In an older study
conducted in four public hospitals in Cape Town in 2015, 72.3 per cent of lower limb
amputations resulted from diabetes mellitus (Dunbar et al., 2015). This correlates to the
findings in this study, while peripheral vascular disease was the second most recorded

cause of LLAs (28.3%; n = 30) in this study.

5.5 Comorbidities associated with lower limb amputation

Several comorbidities were associated with the participants in this study of which the most
frequently recorded comorbidity was hypertension (70%; n = 66). Hypertension was found
to be more common in participants who smoke and those who have diabetes. The
relationship between hypertension and diabetes has been associated with peripheral
vascular disease. Hypertension coupled with peripheral vascular disease increases
morbidity and mortality and is an important predictor of cardiac death (Kucharska-Newton

et al., 2010). Hypertension does not directly impact mortality in South Africa (Diallo et al.,
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2021); it can, however, lead to earlier deaths when coupled with other comorbidities
associated with LLAs and post-LLA procedures. It is important that preventative strategies
be implemented for hypertension as well as diabetes to prevent in-hospital mortality and

prevent LLA.

5.6 In-hospital mortality rate of lower limb amputation

There were (7.5%; n = 8) deaths which correlate with the in-hospital mortality rate of eight
per cent of 348 participants who underwent major lower limb amputations in South Africa

between 2013 and 2018 (Khan et al., 2020).

There was a 100 per cent in-hospital mortality rate of participants with hip disarticulation.
In the United States, hip disarticulation accounts for 0.5 per cent of major lower limb
amputations and only performed for the reasons of severe infection, necrotising fasciitis,
tumours, infections following arthroplasty, extensive osteomyelitis, infection in vascular
graft and server decubitus ulcers in paraplegics. It was also reported that in the United
States, there was a 44 per cent mortality rate in patients who had emergency hip
disarticulation due to severe infection and infection following arthroplasty (Zalavras et al.,
2009). Participants who underwent high transfemoral amputations and hip disarticulations
have a higher morbidity rate, especially when associated with infection and other

comorbidities. This may lead to a higher in-hospital mortality rate.

Transfemoral amputations (62.3%; n = 66) were most frequently reported, followed by

transtibial amputations (34%; n = 36) at Tygerberg Hospital. This finding is similar to what

37



was reported in a study conducted at GF Jooste Hospital, Somerset Hospital, Groote
Schuur and Victoria Hospitals between 2009 and 2010. In this older study, non-diabetic
transfemoral lower extremity amputations 59.7 per cent and diabetic transfemoral
amputations 28.5 per cent were more common compared to non-diabetic transtibial lower
extremity amputations 14.7 per cent and diabetic transtibial amputations at 27.6 per cent
(Dunbar et al., 2015). This compared to the international care institute of Trinidad and
Tobago, which showed 60 per cent of all major lower limb amputations to have been
transfemoral amputations and 28.9 per cent transtibial amputations (Pran et al., 2021). It
is well known that patients with lower-level amputations (transtibial) have better functional
outcomes when compared to transfemoral amputations (Adams & Lakra, 2022). At the
institute of Trinidad and Tobago, records indicated that most of the participants had a
history of diabetic foot problems and sepsis, which led to LLA being performed as a
lifesaving procedure (Pran et al., 2021). This is also true for Tygerberg tertiary hospital,
as the risk for re-amputation is so high that surgeons opt for high-level amputations,
especially in patients with DMII, for the first procedure. This might have a direct impact
on prosthetic use due to the higher energy demand of transfemoral and higher prosthesis

use which, will lead to loss of function (Adams & Lakra, 2022).

5.7 Length of hospital stay for lower limb amputation

Participants spent a mean length of 22.58 days, ranging from four days to the longest at
89 days at Tygerberg Hospital. Between 2009 and 2010, Groote Schuur, GF Jooste,
Somerset and Victoria Hospitals had a mean hospital stay of nine days (Dunbar et al.,

2015). More similar to Tygerberg was Trinidad and Tobago, with a mean length stay of
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15.2 days. There could be several reasons to hypothesise why the hospital stay length
was longer than prior studies at other Cape Town Municipality hospitals and compared to
Trinidad and Tobago; during the COVID-19 pandemic, there was less operating time and
only lifesaving procedures were done, which led to the triage system being used for
surgery. Participants might have been admitted before surgery, which could have
influenced the length of their hospital stay. Prolonged waiting periods could have had an
effect as the patient’s health may have worsened, and post-operative complications and

care would have intensified, leading to a prolonged hospital stay.

This is the first incidence study of major lower limb amputations at Tygerberg tertiary
hospital within the Tygerberg sub-district of the City of Cape Town Municipality. The rate
of DMII in South Africa is increasing, with predictions of a more staggering increase by
2030 and 2045. Diabetes Mellitus type 2 is the leading cause of major lower limb
amputations in people with low- to middle-incomes. It would be imperative to work on
strategies to educate and implement preventative strategies for major lower limb
amputations and to identify statistics of people who have diabetes, particularly with 67.9
per cent of all African people being unaware that they have DMII. Statistical studies will

also help identify the areas with the most needs.
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CHAPTER SIX

CONCLUSION

6.1 Summary of findings

A total of 106 participants had LLA with an incidence rate of 19.8 per 100000 at Tygerberg
tertiary hospital. Three were minors. The mean age of participants was 56. The leading
cause of major lower limb amputations was DMII (51.9%; n = 56) and peripheral vascular
disease (28.3%; n = 30). Hypertension (66%; n = 70) was the most prevalent comorbidity
in participants, and this is a common trend for those suffering from diabetes and
peripheral vascular disease. Most were in the middle to low socio-economic class with
the majority of participants either unemployed (29%; n = 31) or on pension (37%; n = 39).
Surgeons opted for a transfemoral (62.3%; n = 66) level of amputation while only 34 per
cent (n = 36) were amputated at a transtibial level. Only two participants had hip
disarticulation amputation; however, both died during the hospital stay. There were eight
recorded deaths of patients during their hospital stay. The mean length of hospital stay

was 22.58 days, with the shortest stay being four days and the longest stay 89 days.

6.2 Limitations and strengths of this study

Data for this study was collected between December 2019 and December 2020. As a
result of the COVID-19 pandemic lockdown, only front-line workers were permitted
access to hospitals from March 2020. The restrictions placed on travel led to several

delays in retrieving information and communication between the researcher and Karl
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Bremer Hospital. As of 26 March 2020 to 18 August 2020, restrictions limited access to
the facilities whereby only staff, patients and medical students and interns enrolled at Karl
Bremer and Tygerberg Hospitals were allowed access to the institution; once access was
granted, only a select number of people were allowed to enter the hospital at any given
time. Karl Bremer, however, extended its restriction period over several months till
October 2020 and due to time constraints, data from Karl Bremer was unobtainable,
therefore, Karl Bremer Hospital was excluded, and only data from Tygerberg Hospital
was collected. A retrospective descriptive study was used due to the access limitations
to facilities. Irretrievable medical records also limited the study, as well as poorly recorded
records with loss of clinical notes or poorly documented clinical notes. Relevant clinical
information could have been lost and not recorded. This also means that participants
could have be missed in the process of data collection and this would have affected the
validity and reliability of the data and, therefore, might have an impact on the results of

this study.

The incidence of LLA has not yet been explored at Tygerberg tertiary hospital or in the
Tygerberg sub-district of the City of Cape Town Municipality. The researcher used all
possible data sources to source all possible participants and record the most accurate
data. Therefore, the incidence can be considered valid and reliable rather than the
estimated rates and is described per 100000 of the population serviced in this district.
The study also provides a baseline for benchmarking LLA incidence and common causes
against other hospitals in the Western Cape and South Africa, as well as in Africa and

other continents. This study also provides a database for follow-up studies on LLA
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participants' rehabilitative needs, quality of life outcomes and reintegration into the
community. The strength of the study is also in the methods employed in ensuring
scientific rigour and validity of the analysis and reporting of results and transparency of

the methodology.

6.3 Recommendations based on the study findings

e There is a need for hospital essential studies at Tygerberg tertiary hospital and in
the Tygerberg sub-district. Hospital essential studies record data about disease or
surgery directly to a hospital’s mainframe and could provide insight into the burden
of disease. This will assist with financial planning and allocation of resources to
specific areas within the health care facility and health department.

e There is a need for further research, specifically incidence studies such as the
incidence of DMII and DMII associated with LLA in the Tygerberg sub-district
region. There is little research to identify the burden of disease and cost specifically
to Tygerberg. South Africa has the highest increase of newly diagnosed DMII
cases on the African continent, and the causes and statistics are known and
understood. This will assist policymakers and primary healthcare in implementing
prevention strategies such as local foot care clinics and mass education.

e To implement anonymous registries for all lower limb or major lower limb
amputations with the relevant clinical information. This will assist in identifying the
number of LLA surgeries that take place annually and provide relevant information
to the causes and risk factors associated with LLA in that hospital and possibly

regions such as Tygerberg.
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e Further studies should be conducted to understand the socio-economic risk factors
of lower limb amputations. A large percentage of participants in this study were
unemployed or on a pension and have a poor socio-economic status prior to
amputation. This can be considered both arisk factor for disability as well as having
a negative effect on functional outcomes and reintegration into the community.
Further research may help clinicians, policymakers and government by
implementing preventative programmes in the specific at-risk socio-economic

regions.

Preventative Strategies:

e Pilot studies on the Implementation of Diabetic clinics, which include DMII foot
care, wound care, nutritional education, and lifestyle change. Diabetic foot clinics
have been shown to decrease foot ulcers and directly impact preventing LLA
(Komelyagina et al., 2016).

e More frequent screening for DMII, which might be costly initially, might save future

costs.

6.4 Conclusion

This study provides valuable information into the incidence of LLA at Tygerberg Hospital,
which provides healthcare for approximately 533047 people in the referral system. It
provides the essential information to accurately plan for human and financial resources
to manage LLA and procure adequate assistive devices such as prosthetics. This study

also provides information on the causes, comorbidities and demographic profiles of
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people who have LLA. This gives us insight into its epidemiology and to learn whom it
affects personally and institutionally. This is the first incidence study done in the

Tygerberg sub-district region.

This research provides information into the common causes of LLA being DMII and, with
DMII being on an upward trajectory, it currently presents a bleak picture on the possible
increase in the number of LLA cases. The information in this study may contribute to pilot

studies and further research into treatment and preventative measures for LLA.
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APPENDIX A - A Map of Referral and Support Areas of the Public Sector
Hospitals
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TBHO15 1 18 8 a 1 2
TBHO16 1 14 =] o] 1 2
TBHO17 1 33 12 0 1 2
TBHO20 1 13 1 0 1 2
TBHO21 2 25 14 0 0 2
TBHO22 2z 23 14 0] 1 2
TBHO23 1 23 1 1 1 2
TBHO24 2 52 14 0] 1 2
TBHO25 1 35 9 0 1 1
TBHO27 2 11 1 0 1 2
TBHO2E 1 27 8 0] 1 2
TBHO29 3 29 10 0 1 2
TBHO31 0 26 12 0 1 2
TBHO33 1 89 8 0 1 2
TBHO34 1 46 1 o 1 2
TBHO35 2 T 14 0 1 2
TBHO36 1 9 g 0 0 1
TBHO38 o 8 9 o] L 2
TBHO39 1 8 9 o] 1 2
TBHO40 3 8 10 4] 1 2
TBHO41 4 18 0 0 1 2
Primary Reason for Amputaion Length of hospital stay Comorbiditities Survival Readmission Readmitted amputation level
TBHO42 2 76 14 0 a ¥
TBHO44 o] 55 1 0 gl P
TBHO47 1 11 8 1 1 2
TBHO48 1 61 8 0 1 Z
TBHO49 (0] 7 14 0 1 ¥
TBHO50 2 38 14 0 1 2
TBHOS51 2 54 14 0 ar e
TBHO52 3 6 10 (8] 1 2
TBHO53 1 26 9 0 - b Z
TBHOS54 X 13 2 0 1 2
TBHOS55 5 15 2 s 4
TBHOS6 4] 11 . - 0 9] 1
TBHOS57 0 42 1 0 : | Z
TBHOS58 T 10 0 1 i 2
TBHO59 4] 23 1 0 1s 4
TBHO&O 3 4 10 (8] 1 2
TBHOG61 3 8 10 (0] 1 2
TBHO63 3 16 10 (4] 1 2
TBHOG66 o 10 12 0 s e
TBHO&7 ; 15 0 i 4 1 2
TBHOGE 1 13 0 (o] 1 2
TBHO69 X 18 8 (8] 1 2
TBHO70 o 18 1 0 s e
TBHO71 0 26 12 (8] 1 2
TBHO72 1 11 8 (0] 1 2
TBHO74 X 47 2 (8] 1 2
TBHO75 1 4 9 0 s e
TBHO77 (4] 15 1 1 1 2
TBHO78 [¢] 18 12 (0] 1 2
TBHO79 X 8 8 1 1 2
TBHO80 1 31 8 0 s e
TBHO81 1 24 9 0 0 u
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Primary Reason for Amputaion Length of hospital stay Comorbiditities Survival Readmission Readmitted amputation level

TBHO82 o 76 1 0 s 1 2
TBHO84 o 21 1 0 1 2
TBHO85 i 8 8 [s] o] 1
TBHO86 o 5 12 Lo} i 2
TBHO87 3 7 8 0 5 2
TBHO8S o 12 1 1 1 2
TBHO91 1 12 8 0 1 2
TBHO93 1 26 8 0 i | 2
TBHO94 1 18 8 0 0 3
TBHO95 i 1% 8 0 2
TBHO96 0 14 1 0 : i 2
TBHO97 o a 1 a 1 2
TBHO98 [s] 12 12 [s] 1 2
TBHO9S 2 45 1 0 i | 2
TBH100 1 10 9 0 : | 2
TBH102 o 10 12 0 o] 3
TBH103 . 2% 9 s] X 2
TBH104 ¥ 81 14 0 1 2
TBH105 1 24 g 0 1 Z
TBH106 1 26 9 0 ¢ | 2
TBH107 o 12 9 0 X 2
TBH108 o 10 1 (o] ;: 2
TBH109 o 12 12 0 1 2
TBH110 1 50 9 0 i B 2
TBH111 i 16 9 [s] 1 ¢]
TBH112 o 16 1 0 i 2
TBH113 1 31 8 8] X 2
TBH11l6 3 13 10 0 1 2
TBH117 1 7 8 (] 1 2
TBH118 1 i8 9 o i, 2
TBH120 T 10 8 0 1 2
TBH121 1 4 8 0 1 2
Primary Reason for Amputaion Length of hospital stay Comorbiditities Survival Readmission Readmitted amputation level
TBH122 1 51 9 0 1 2
TBH123 0] 10 T o 1 .
TBH126 1 16 9 4] 1 2
TBH127 1 18 5 (0] 1l 2
TBH129 1 18 9 0] 1 2
TBH130 1 57 0 L8] 1 7
TBH131 1 8 8 i 1 2
TBH132 2 25 14 (0] 1 2
TBH134 0 12 i 0 1 2
TBH135 1 38 8 4] 1 2
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Diabetes Hypertension Hyperlipidemia Peripheral vascular disease Metabolic disease Smoking Morbidity rate
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Diabetes Hypertension Hyperlipidemia Peripheral vascular disease Metabolic disease Smoking Morbidity rate
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Age Employment Marital Status  Substance Abuse Gender  Type of Surgical procedure

employed=0 Married=0 Smoking=10 Female=0 Fishmouth incision approach=0
unemployed=1 Single=1 Drugs=1 Male=1 Guillotine approach=1
Grant(disability)=2 Widowed=2  Alcohol=2 No data=2 Other=2
Pension=3 Divorced=3 smoking and alcohol=3 No data=3
No Data=4 No data= 4 Drugs and alcohol=4
not of working age=5 smoking and drugs=5
Alcohal, drugs and smoking=6
No data=7
None=8
Side amputated Level of amputation Primary Reason for Amputation Length of hospital stay
Left=0 Below knee=0 Peripheral Vascular Disease(excluding Diabetes)=0
Right=1 Above Knee=1 Diabetes=1
bilateral=2 Hip Disarticulation=2 Trauma=2
both sides with same admission=3  above and below knee=3  Cancer=3
no data=4 no data=4 infection(wet gangrene)=4
no data=5
Comorbiditities Survival
Diabetes=0 Survived hospital stay=0
Hypertnsion{Conaray artery disease and peripheral artery disease)=1 Death during hospital stay=1
Chronic Obstructive Pulmonary disease(asthma)=2 No data=2

Cerebral Vascular Accident=3

Spinal Cord injury{paraplegia)=4
Arthritis{Rheumatoid and Ostea)=5
Hyperlipidemia=6

Kidney Disease{acute and chronic)=7
Diabetes and Hypertension=8
Diabetes, hypertension and hyperlipidemia= 9
Cancer= 10

Diabetes and Hyperlipidemia=11
Peripheral Vascular Disease=12
Gout=13

None=14

MO data=15
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Readmitted in time period for complications post amputation Readmitted Amputation Diabetes Hypertension Hyperlipidemia

Yes=0 Higher level=0 Yes=0 Yes=0 Yes=0
No=1 contralateral side=1 No=1 No=1 No=1
no data=2 no data=2 No data=2 No data=2 Mo data=2

Peripheral vascular Disease  Lifestyle disease Smoking  morbidity rate

Yes=0 Yes=0 Yes=0 Transtibial=0

MNo=1 Mo=1 MNo=1 Transfemur=1

Mo data= 2 Mo data=2 Mo data=2 Hip Dysarticulation=2
Survived= 3
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APPENDIX F - Results

Age of Participants

Cumulative

Frequency FPercent “alid Percent Fercent
“Walid 12 1 .8 9 8
1ok 1 g .9 1.9
17 1 g g 2.8
23 1 g 9 38
26 1 g 8 | 4.7
28 3 28 2.8 7.5
30 1 9 9 . 8.5
i 1 .8 .9 9.4
35 2 1.9 1.9 11.3
36 2 1:9 1..9 1_3.2
37 1 8 .8 14.2
39 1 g g 151
a0 1 8 8 16.0
41 1 g 9 17.0
42 1 g — — 17.9
43 1 .9 g 18.9
45 - g— _- .QA —19.8 n
46 3 2.8 2.8 276
48 4 g .9 23.6
s [{ B4l BIE BIN -1
50 1 ] .g .
51 _2 1.9 1.9 27.4
53 1€ | 2.7 | 15 11 330
54 13 | 2% | §Es 11 35.8
85 13 | 28 | 148 188 384 )
56 1 .9 .9 39.6
a7 140 431 108 111 ««d]
58 14 1 ag | i85 188 581
59 2 1.9 1.9 50.0
60 . . 5 4.7 4.7 54.7
61 3 Z8 28 57.5
62 5] 57 5.7 63.2
63 4 38 38 67.0
o LN BV 181 o)
65 g 4.7 4.7 T8
66 4 3.8 38 74
67 TER P el | 2, W] - 821
68 2 158 128 840
69 2 1.9 1.9 85.8
71 3 2.8 2.8 88.7
2 2 1.9 1.9 90.6
73 1- g .Q- 91.-5
75 2 1.8 1.9 93.4
T 2 1:9 1..9 -95-.3
d:] 4 3B 3B 991
81 1 g 9 100.0
Total 106 100.0 100.0
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Statistics

Age of Paricipants

Population Descriptive Statistics

M Mean Std. Deviation  Variance
N niid 105 Age of Participants 106 56132 14748 217.511
Missing : Valid N (listwise) 106 ' '
Mean 56.13 Std. Deviation and Variance use N rather than N-1 in denominators.
Median 50.50
Std. Deviation 14,818
Variance 219.582 Gender
Range E:]Q Cumulative
Mirism 19 Fregquency  Percent  Valid Percent Fercent
Maximum a1 Yalid  Female 49 46.2 462 462
Male 57 538 538 100.0
Total 1086 . 100.0 . 100.0 .
Marital Status
Cumulative
Freguency FPercent  ‘alid Fercent Fercant
Walid Married 44 415 415 415
Single 11 40 | _3?.? 11 3_7_? 11 ¥8.2
widowsd | 15 | 142 ||| a2 | l934
Divorced 11 5 1 47 i1} 4? 11 _98.1
Mo data 2 1.9 1.8 100.0
Total 106 100.0 100.0
Employement Status
Cumulative
Freguency Percent  “alid Percent Fercent
Valid  Employed 14 132 132 132
Unemployed kx| 292 292 425
Disability Grant 12 1943 . 113 . 538
F'.E.r:lsinr'i “ 3§ 358 . 36..8 QU..E
Mo data ] 57 LT 96.2
Mot of working age 4 R | 348 100.0
Total 106 100.0 100.0
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Participants who smoke

Cumulative
Frequency Fercent Yalid Percent Farcent
Valid *es 74 69.8 69.8 69.8
Mo 25 2386 236 934
ND Data IS 6.6 E_.E 1000
Total 1086 100.0 100.0
Primary reason for amputation
Cumulative
Frequency Fercent Yalid Percent Fercent
Valid  Peripheral vascular an 28.3 2813 283
disease excluding
dighetes
Diabetes 55 519 518 80.2
Trauma et e 104 90,6
t_:an::e_r B I 6.6 — Ei —_— ay.2
Infection 1 4 g 9841
Mo data 1y T _;i- A—1_.QUI = ;“1-9 ne 100.0
Total 1086 100.0 100.0
Type of surgical procedure
Cumulative
Frequency Percent YWalid Fercent Fercant
Yalid Fishmouth appraach 7 69.8 G9.8 69.8
Guillatine appr:;a_ch_ LAl 2 i 1.4 A 1E! 1 ¥ _?1.T
E_]t_her g8 7.5 7.5 8.2
Mo data 22 20.8 208 100.0
Tatal 106 100.0 100.0
Side of amputation
Cumulative
Frequeney Fercent Yalid Percent Fercent
Valid  Left 43 40.6 406 40.6
Right 56 528 52.8 a934
Bllateral 1 8 g . 943
Both sides with same 6 5.7 57 | 100.0
admission
Tc;tal . 1086 100.0 100.0
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Level of amputation

Cumulative
Freguency Percent  Valid Percent FPercent
Walid Below knee 36 340 34.0 340
Above Knee Ga 62.3 62.3 96.2
Hip dysarticulation 2 1.4 1.4 4981
Above and below knee 1 9 9 991
no data 1 9 9 100.0
Total 106 100.0 100.0
Statistics
Participants
with
comhbinarion
Farticipants of diabetes,
Participants with hypertension
Comorbiditie Paricipants FParticipants with peripheral and
s of ‘with Diabetes with Hypendyslipid vascular hyperidyslipid
participants Mellitus Hypertension emia disease emia
I Yalid oz 106 106 106 106 s 106 _ 106 _
M@s;_i_n_g ___EJ . 28 [_]___ __EJ_ ___[] | 848 0 0
Std. Deviation \ 4 436 o 498 A6 ! A64 A64
Wariance 19677 27 248 25 25 25
Participants with Diabetes Mellitus
Cumulative
Fregquency Farcent Yalid Percent Fercent
Valid fes i 528 528 528
] 49 46.2 462 491
Mo Data 1 R 8 100.0
Total 106 100.0 100.0
Participants with Hypertension
Cumulative
Freguency Fercent YWalid Percent Percent
Walid Yes 70 Ga.0 GE.0 G6.0
Mo 34 330 33.0 9491
Mo Data 1 i A 100.0
Total 106 100.0 100.0
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Participants with Hyper/dyslipidemia

Cumulative
Frequency Fercent Yalid Percent Farcent
Valid  Yes 29 274 274 274
Mo 76 e | 717 5491
Mo Data T | 8 | 100.0

Total 106 100.0 100.0

Participants with peripheral vascular disease

Cumulative
Frequency Fercent Yalid Percent Fercent
Valid Yes 79 45 | 745 745
Mo 26 245 | 245 591
Mo Data T | 8. 4 100.0

Total 106 100.0 100.0

Participants with combination of diabetes, hypertension and
hyperidyslipidemia

Cumulative
Freguency Fercent Walid Percent Fercent

Valid *Yes 11 _29 1 g?.# i1} 2?._4_ | 11 ._'2?.4
o 1 4317 | 71574 | 891
Mo Data 1 | A 100.0
Total | -1-05 | -1II-JI'_'I.III 1l 1IIIIZI.-EI- | 1
Statistics

Length of Hospital Stay

I Yalid AL LS
Missing 1

Mean 2258

Std. Deviation | 1_?.?91_

Variance NE515

Range a5

Minirmum 4

Maximum a8




Length of Hospital Stay

Cumulative
Frequency Fercent “Walid Fercent Fercent

Walid 3 2.8 28 28
1 ‘g 1.0 38

1 8 1.0 4.8

5 4.7 4.8 9.5

T 6.6 6.7 16.2

2 1.9 1.9 181

7 6.6 6.7 248

5 4.7 4.8 295

5] 5.7 5.7 352

5 4.7 4.8 40.0

2 1.9 1.9 41.9

o 1:8 1.9 438

G R 5.7 49.5

2 4:5' , =4._97 ' 51.4

L L 60.0

3 28 29 62.9

2 1.9 F o £4.8
T — e —EUR g

g | B, i 69.5

- vi g 724

4] 11 4.7 T__ _458_.. ___??.1
IR I
0 I

1 a9 H 808 B20.0

1 9 10 1.0

e — 1. 829

2 18 1.9 848
ITNIVERSE
e i o emotos - R el
1 -8 1.0 BY.B
Tl BN (&)

2 i il | 390.5

1 8 1.0 . 91.4

1 8 1.0 924

1 a 1.0 933

1 R 1.0 94.3

1 8 1.0 952

1 9 1.0 96.2

2 1.9 1.9 981

1 8 1.0 99.0

1 9 1.0 100.0

105 981 100.0
Mis=ing 1 8
Total 106 100.0
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Survival rate

Cumulative
Frequency Fercent Yalid Percent Fercent
Yalid Survived hospital stay a7 91.5 91.5 91.5
Died ] ] _ Fid _ g9.1
Mo data 1 | 8 _ 9 1E!U.EI
Total 106 100.0 100.0
Readmission following amputation
Cumulative
Frequency Fercent Yalid Percent Fercent
Walid yas 10 | 9.4 10.2 10.2
no 8a 830 898 100.0
Total 98 §2.5 100.0
Missing  System 8 T
Total . 106 1DUF. -—— -
Readmission amputation level and side
Curmulative
Frequency Fercent Yalid Percent Fercent
Valid  higher level 1 9 4 :9
contralateral s@a: _ _ 8 _TE _ _ Tﬁ _ _8_5
na data 11! ! _9'1’ _511;5 11} 91.5_ f} :IE!D_,U
Total 106 100.0 100.0
Morbidity rate per level of amputation
Cumulative
Frequency Fercent Yalid Percent Fercent
Valid Below Kneel Transtibial 1 B | 4! 4
Above Knee.; B ‘5_ e _4_; - . 4% JiEsadas 57
Transfemaral
ThroughHile B & | 12 12 s ( & 17§ s
Dysarticulation
Surl.riw_ad Q_B 92:5 : g2.5 1[]00
Total 106 100.0 100.0




Readmission amputation level and side

Cumulative
Frequency FPercent Yalid Percent Fercent
Yalid higher leve| 1 ] 111 111
contralateral side g8 | 7.5 | g9 100.0
Tatal g 85 100.0
Missing  System a7 | a1.5
Total 106 100.0
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APPENDIX G — Afrikaans Information Sheet for Children Participants

|
A

e

UNIVERSITEIT VAN WESs Kaap

[
&
!
%

Privaaisak X 17, Bellville 7535, Sud-Afrika
Tel- +27 20.959 9153 Fax: 27 21959 {247
E-pos: TimothykaylorOBgmail.com

INFORMASIEBLAD: Kindars

Projek Onderwerp: Voorkoms en algemene corsake van die hoof laer ledemaat-amputasie
in'm sub-distrik in Kaapstad.

Waaroor gaan hierdie projek?

Hierdie navorsingsprojek word uitgevoer deur Mnr Timothy Kaylor verbonde aan die Universiteit
wan Weskaap. Ons nooi u om deel te neem san hierdie ondersocekprojek omdat u in die
hospitaal 1= &n u ‘n gedesaite van u been veroos het. Die doel van hierdie projek s om vas te stel
hoeveal mense hul bene verlcor het en waarom dit gebeur het.

Wat =sal van u varwag word indien u bereld is om deel te neem?
lemand sal na u Mmediese leér kyk an 'n vorm voltood met vraa wat gebaseer is op die informasie
in u leer. Indien die informasie in U leér nie duldelik ks, sal die person u nader vir duidelikheid.

Sal my deelname aan hlerdie studie vertroulik gehou word?

Die navorsers ondemeem om u dentiteil te beskerm asook die aard van u bydrae. Om te
versaker dat u identiteit anoniam en u Informasle vertroulik sal bly ons die volgende doen: (1) u
naam sal e in dia opnamea en ander versamelde data genoem word nig; (2) ‘'n kode sal geplaas
word op die opnama &n ander ingesamalde data] (3) deur gabruik te maak van n identifisering-
sleutel, sal die naverser hul opnames Koppal aan die ideniiteit: en (4) slegs die navorser =al
toegang het tot hierdie identifiserings-sleutel.

Om u wertroubkhesd te verseker, sal elektroniese data op dwe navorser =e persoonlike rekenaar
gestoor word, ‘n wagword sal op die Ber gepiaas word. Indien die data elekironies aangestuur
moet word, sal ‘n enkriptiese boodskapdiens gebruik word. Die l&ers sal in numenese volgorde
genommer word en ander verskuilde name aangestuur ward. Indien ons ‘n varsliag of in ‘n artiked
oor die navorsingsprojek skryf, sal u identiteit anoniem wees.

Wat is die risikos verbonde aan hierdie navorsing?

U mag harsear voal omdat U 'n been vedoor het of U mag bedmk voel as u daaroor praat.
indien u eniga van hierdie emosies ervaar, sal ong u na ‘n sielkundige verwys wat verbonde is
aan dhe hospital sodal u cor u emosies kan praat.

Wat is die voordele verbonde aan hierdle navorsing?

Die navorsing is nie onbwerp om u persconlik t2 help nie, maar die resultate sal die navorser
help om vas te stel hoeveel mense het hul bene verloor het en wat die algemene redes daanmoor
is. Higrdie informaske sal hospitale in staal stel om beter sorg te verseker aan pasiénte wal in die
toekoms hul bene verboor.
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Moek ek deel wees van hierdie navorsing en mag ek my dealname enige tyd staak?

U hoef geensinz deel te neem aan higrdie navorsing indien u nie wil nle_ Indien u besluit om nie
deel te neem nie, sal u geensins gepenalisear word nie of u sal geen voordele varloor waanwoor
u andersins kwalifiseer nie.

Wat indien ek vrae het?

Hierdia navorsing word uitgevoor deur Mnr Timothy Kaylor verbonde aan die Universiteit van
Waskaap. Indien u enige vrae oor die navorsing self het, kontak asseblief vir Mnr Timothy Kaylor
by: timothykaylorO8@gmail.com. Indien u vrae het aangaande hierdie siudie en u regte as
deelnemer of u wil enige problem wat u ondervind het tydens hierdie studie rapporteer kontak
asseblief:

Prof Michael Rows

Hoof van die Departement: Physioterapie
Universiteit Weskaap

Privaat Sak X17

Bellville 7535

mrowefluwe ac.za

Prof Anthea Rhoda

Dekaan van die fakulteii van Gemeenszkap en Gesondheld Wetenskap
Universiteit van \Weskaap '

Privaat Sak X17

Bellville 7535

che-deansoffice @ uwe.ac.z2a

BIOMEDIESE HAVORSINGS ETIESE KOMITEE

Tel: (21 9549 2988

E-pos: E:ﬁ:urch-fthtm@;uwc.u{.zu

Wuavorsings kantoor, Nowe Kuns Gebou, C-Block, Boonste verdieping, Kamer 28, Universiteit van
Weskaap, Privaat Sak X 17,7535

Hierdie navorsing 15 goedgekeur deur die Universiteit van Weskaap se Navorsings Eliese
Komitee. (VERWYSINGS NOMMER: moef ingesiuil word by onfvamgs van die toepasiike
MNavorsings Eliese Komilea)
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APPENDIX H - Afrikaans Information Sheet for Adult Participants

UNIVERSITEIT VAN WES Kaap

Prrvaarsak X 17, Belbnlle 7535, Swud-Afrika
Tl # 27 212959 @353 Fax: 27 21979 1217
E-paoaz TimothykaylorDBgmail com

INFORMASIE ELAD: Volwasenas

Projek Onderwerp: Yoorkoms en algemene corsake van die hoof laer ledemaat-amputasie
in ‘n sub-distrik in Kaapstad.

Waaroor gaan hlerdie projek?

Hierdia navorsingsprojek word uilgeveer deur Mnr Timothy Kaylor verbonde aan die Universiteit
van Weskaap. Ons nooi o om dee! te _neem aan hlerdiea ondersgekprojek omdat u in die
hospitaal is en u ‘'n gedesite vanu been verloor het. Die doel van hierdie projek is om vas te stel
hoevesl mense hul bene veroor het en waarom dit gebeur hat.

Wat sal van my verwag word Indien ek bereid is om deel te neem?

‘n Verpleegster of navorsingsassistent sal na U mediese l&er kyk en 'n vorm voltooi met vrae wat
gebaseear is op die informasie in u léer. Indian die informasie in u leér nie duidelik is nie, sal dia
person u vrae vra om duidelikhaid te kry of b kan ook telefonies gekontak word nadat u uit die
hospitaal ontslaan is.

Sal my deelname aan hierdie studie vertroulik gehou word?

Die navorsers ondemesam om o identitell te beskerm asook die aard van u bydrae. Om te
werseker dat u (denfiteit anoniem bly en U informasie vertroufik hamear =al word, sal ons die
volgende doen: (1) u naam sal nie in die opname en ander ingesameide data genoem word nie;
{2) 'n kode sal geplaas word op die opname en ander versamelde daia; (3) deur gebruik te maak
van 'n identifiseringsieutel, =al die navorser hul opnames koppel aan u identiteit; en (4) stegs die
navorser sal toegang het tot hierdie identifisenngsleutel.

Om u veriroulikheid te verseker, sal elektroniese data op die navorser se persoonlike rekenaar
gestoar word, ‘'n wagwoord sal op die ler geplaas word. Indien die data elekironiese aangestuur
moet word, sal ‘n enkriptiesa boodEkap diens gebruik word. Die lers 2al in nimariese volgorda
genommer word, an onder verskuide name aangestuur word. Indien ong ‘'m versiag of in 'n
arlikel cor die navorsingsprojek skryf, sal u identiteit beskerm word.

Wat is die risikos verbonde aan hierdie navorsing?

Daar iz risikoz verbonde aan alle interaksies met u self en ander. U mag hartseer voel omdat u
‘n bean veroor het of u mag bedruk voel as u daaroor praat indien u u been in ‘n ongeluk veroor
het Indien u enige van hierdie emosies ervaar. sal ons u na ‘n siefkundige verwys wat verbonde
s aan die hospital sodat u cor u emosies kan praal

Wat is die voordele verbonde aan hierdie navorsing?

Dl navorsing is nie ontwerp om u persocnlik te help nde. maar die resultate sal die navorser
heip om vas te stel hoeveel mense hul bene verloor het en wat die algemene redes daanoaor is.
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Hierdie informasie sal hospitale In staat stel om beter sorg te verseker aan pasiénta wat in die
toekoms hul bene verboor.

Moek ek desl wees van hierdie navorsing an mag ek my deelname enige tyd staak?

U deelname aan hierdie stude s wolkome vrywillig. U mag verkies om geenszing deel te neem
nie. Indien u besluit om nie deel te neam nie, of op te hou, sal u geensins gepenalisear wond nie,
of u zal geen voordele verloor waarvoor u andersins kwalifisesr nie.

Wat indien ek vras hat?

Hierdie navorsing word uitgevoer deur Mnor Timothy Kaylor verbonde aan die Universiteit van
Weskaap. Indien u enige vrae oor die navorsing salf het, kontak asseblief vir Mnr Timothy Kaylor
by: timothykaylorO8@gmail.com. Indien u vras het aangaande hierdie swudie en u regte as
deelnemer, of u wil enige probleem wat u ondervind het tydens hlerdie studie rapporteer, kontak
azseblief:

Prof Michael Rowe

Hoof van die Depariement: Physioterapie
Universiteit Weskaap

Privaat Sak X17

Bellville 7535

rowefuwe. ac.za

Prof Anthea Rhoda
Dekaan van die fakulteit van Gemeanskap en Gesondheids Wetenskap

Universiteit van Weaskaap
Privaat Sak xX17

Beilville 7535

BIOMEDIESE MAVORSINGS ETIESE KOMITEE

Tel: (21 954 2988

E-pos: research-ethics{@uwe_oc za

MNavorsings kantoor, Nuwe Kons Gebou, C-Block, Boonste verdieping, Kamer 28 Universiteil var
Weskaap, Privaat Sak X 17, 7535

Hierdie navorsing s goedgekeur deur de Universiteit van Weskaap se Mavorsings Etiese
Komitee, (VERWYSINGS NOMMER: mos! ingesiuf word by onfvangs van die foepasiike
MNavorsings Eliese Komites)
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APPENDIX | - Afrikaans Adult Consent Form

UNIVERSITEIT VAN WESKAAP

Privaat Bag X 17. Bellville 7533, South Affica
Tel: +27 21-9582542 Fax: 27 21 959 1217
E-pos: Timothykaylor08gmail.com

N

OUER 'WVOOG TOESTEMINGSVORNM

Onderwerp van navorsings projek: Voorkoms en algemene oorsake van die hoof laer

ledemaat amputasie in “n sub-distrik in Kaapstad.

Hierdie studie is ten volle aan myv en my kind verduidelik en ons toon begrip van wat ons
moet doen. Ek gee hiermee toestemming dat my kind deel kan heé aan bogenoemde studie. Ek
is tevrede daarmee dat alle vrae wat aan ons gevia is, beantwoord 1s. Ons verstaan dat ons
kind se naam anoniem sal wees en dat hy'sy enige tvd van die studie kan ontirek, sonder dat

enige rede verskaf word. Hyisy sal nie gestraf word oor hierdie besluit nie.

Ouer BAam ....oceevemeeninrs semnamannas

Ouer handiekening. ......covnermrmsnnrnnrmsssnnsmmnnnes

Biomedical Research Ethics Committee Biomediese Navorsings Etiese Kommitee
Tel: 021 950 2088
E-pos: research-ethics@uwce.ac.za

Navorsings kantoor, Nuwe Kuns gebou, C-Block, Boonste verdieping, Kamer 28,
Universiteit van Weskaap, Privaat Sak X 17, 7333
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APPENDIX J - Afrikaans Minor Consent Form

UNIVERSITEIT VAN WESKAAP

Povaat 52k X 17, Bellville 7335, Swmd-Afnka
Tel: +27 21-9F9 2542 Fax: 27 21-9F9 1207
E-pos: Timothykaylord3gmail.com

TOESTEMINGSVORM: Kinders

Onderwerp van navorsings projek:  Voorkoms en algemene corsake van die hoof laer
ledemaat-amputasie in ‘n sub-distrik in Kaapstad.

femand het, in ‘n {aal wal ek versiaan, 2an my verduidelik dat my hospital-informasie vir hierdie
navarsing gebruik sal word. My vrae zangaande hierdie studie is beantwoord. Ek verstaan wat
van my verwag word en dat my naam anoniem sal bly. Ek yversiaan dat ek enige tyd uit die
navorsingsprogram kan onfirek sonder om enige redes te verskaf EK sal ook nie benadeel word

indien ek besluit om te onttek nie.

DeeINemMET NA Al aasassnasssanassasmasaam

Bicmediese Navorsings Etiese Komitee

Tel: 021 959 2038

E-pos: research-ethics@uwe.ac.za

Navorsings kantoor, Nuwe Kunste Gebou, C-Block, Boonste Verdieping, Kamer 28, Universiteit
Weskaap, Privaat Sak X 17, 7335

Thestemings vorm
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APPENDIX K - Information Sheet Adults

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel- 427 21-9F9 9353 Fax: 27 21-979 1217
E-mail: TimothykaylorO8gmail.com

INFORMATION SHEET: Adults

Project Title: Incidence and common causes of major lower limb amputation in a
sub-district in Cape Town.

What is this study about?

This is a research project being conducted by Mr Timothy Kaylor at the University of the Western
Cape. We are inviting you to participate in this research project because you are in hospital
because you lost a part of your leg. The purpose of this research project is to determine how
many people suffer a lower limb amputation, and what the common causes of itis.

What will | be asked to do if | agree to participate?

A nurse or research assistant will look at your medical folder and complete a form based on the
information in your folder. If the information is not clearly documented, someone might ask you a
couple of questions for clarity, or contact you telephonically after you have been discharged from
hospital.

Would my participation in this study be kept confidential?

The researchers undertake to protect your identity and the nature of your contribution. To
ensure your identity will be protected and treated confidentially we will do the following: (1) your
name will not be included on the surveys and other collected data; (2) a code will be placed on
the survey and other collected data; (3) through the use of an identification key, the researcher
will be able to link your survey to your identity; and (4) only the researcher will have access to
the identification key.

To ensure your confidentiality, electronic data will be kept on the researcher's personal
computer, in a password pratected folder. If data is to be sent electronically, a security encryption
message service will be used and the files will be labelled numerically or under an alias name. If
we write a report or article about this research project, your identity will be protected.

What are the risks of this research?

All interactions with others and self, carry an amount of risk. You might feel sad because of
losing your leg, or you might feel stressed talking about it if you lost your leg in an accident. If
you experience any of these problems, we will refer you to the psychologist at the hospital that
will help you talk about these feelings.

What are the benefits of this research?
This research is not designed to help you personally, but the results may help the investigator
learn more about the number of people who suffer a lower limb amputation and what the

80



common causes are. This information will help the government health system plan to provide
better care to patients who also lost their legs in future.

Do | have to be in this research and may | stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part at
all. If you decide to participate in this research, you may stop participating at any time. If you
decide not to participate in this study or if you stop participating at any time, you will not be
penalized or lose any benefits to which you otherwise qualify

What if | have questions?

This research is being conducted by Mr Timothy Kaylor at the University of the Western Cape. If

you have any questions about the research study itself, please contact J Mr Timothy Kaylor at:.
timothykaylor08@gmail.com. Should you have any questions regarding this study and your
rights as a research participant or if you wish to report any problems you have experienced
related to the study, please contact:

Prof Michael Rowe

Head of Depariment: Physiotherapy
University of the Western Cape
Private Bag X17

Bellville 7535

mrowe@uwc.ac.za

Prof Anthea Rhoda

Dean of the Faculty of Community and Health Sciences
University of the Western Cape

Private Bag X17

Bellville 7535

chs-deansoffice@uwc.ac.za

BIOMEDICAL RESEARCH ETHICS COMMITTEE

Tel: 021 959 2988

E-mail: research-ethics{@uwc.ac.za

Research Office, New Arts Building, C-Block, Top Floor, Room 28, University of the Western Cape,
Private Bag X 17, 75335

This research has been approved by the University of the Western Cape’s Research Ethics
Committee. (REFERENCE NUMBER: to be inserted on receipt thereof from the applicable
Research Ethics Committee)
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APPENDIX L - Information Sheet for Children

& 98! UNIVERSITY OF THE WESTERN CAPE
ﬁ Private Bag X 17, Bellville 7535, South Africa
N Tel: +27 21-859 8353 Fax: 27 21 959 1217
[&Eﬁ _jg*_—;? E-mail: Timothykaylor0Sgmail.com
ICE PRO.

INFORMATION SHEET: Children

Project Title: Incidence and common causes of major lower limb amputation in a
sub-district in Cape Town.

What is this study about?

This is a research project being conducted by Ir Timothy Kaylorat the University of the Western
Cape. We are inviting you to participate in this research project because you.are in hospital and
lost a part of your leg. The purpose of this research project is to determine how many people
have lost their legs and why it happened.

What will you be asked to do if you agree to participate?
Someone will look at your medical folder and complete a form with some guestions based on the
information in your folder. IT the information is not clearly documented in the falder, someone

—lid e~ RS x - E_ o BB

Would my participation in this study be kept confidential?

The researchers undertake to protect your identity and the nature of your contribution. To
ensure that your identity will be protected and treated confidentially we will do the following: (1)
your name will not be included on the surveys and other collected data; (2) a code will be placed
on the survey and other collected data: (3) through the use of an identification key, the
researcher will be able to link their survey to their identity: and (4) only the researcher will have
access to the identification key

To ensure your EOﬂﬁd?ﬂHgﬁiE, electronic data will'be kept on the researchers personal
computer, in a password protected folder. If data is 1o be sent electronically, a security encryption
message service will be used and the files will be labelled numerically or under an alias name. If
we write a report or article about this research project, yaur identity will be protected.

What are the risks of this research?

You might feel sad because of losing your leg, or you might feel stressed falking about it_ If you
experience any of these problems, we will refer you to the psychologist at the hospital that will
help you talk about these feelings.

What are the benefits of this research?

This research i3 not designed to help you personally, but the resuits may help the investigator
learn more about the number of people who lost their leg, and what the commaon reasons are.
This information will help the hospitals plan to provide better care to patients who also lost their
legs in future.
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Do | have to be in this research and may | stop participating at any time?
You do no have to take part in this study at all if you do not want to. If you decide not to take
part, you will not be penalized or lose any benefits to which you otherwise gualify.

What if | have questions?

This research is being conducted by Mr Timothy Kaylor at the University of the Western Cape.
you have any questions about the research study itself, please contact J Mr Timothy Kaylor at..
timothykaylor08@gmail.com. Should you have any questions regarding this study and your
rights as a research participant or if you wish to report any problems you have experienced
related to the study, please contact:

Prof Michael Rowe

Head of Department: Physiotherapy
University of the Western Cape
Private Bag X17

Bellville 7535

mrowe@uwc ac.za

Prof Anthea Rhoda

Dean of the Faculty of Community and Health Sciences
University of the Western Cape

Private Bag X17

Bellville 7533

chs-deansoffice@UWe ac 74

BIOMEDICAL RESEARCH ETHICS COMMITTEE

Tel: 021 959 2088

E-mail- research-ethics @wwe ac.za

Research Office, New Arts Building, C-BElock Top Floor, Room 28, University 67 the Western Cape,
Private Bag X 17,7533

This research has been approved by the University of the Western Cape’s Research Ethics
Committee. (REFERENCE NUMBER: fo be inserfed on receipt thereof from the applicabie
Research Fthics Commitiee)

If
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APPENDIX M - consent Form for Children

|
i

©
s m‘--.

UNIVERSITY OF THE WESTERN CAPE

s
LA
] ﬁ ; Private Bag X 17, Bellville 7535, South Africa
i : Tel: +27 21959 2542 Fax: 27 21959 1217
: __,5,1 E-mail: Timothykayborl8gmad.com
FiEE FIgiel

ASSENT FORM: Children

Title of Research Project: Incidence and common causes of major lower limb
amputation in a sub-district in Cape Town.

Someone has explained tor me that my hospital infermation will be used for a study, in a
language tha! | understand. My guestons about the study have been answered. | understand
what | will have io de, and that my name will be kept a secrel. | understand thai | may withdraw
from the study at any time without giving & reason and that nothing bad will happen to me

because of it.

Participant’s Nami@.......cccocienansceesccann

Participant’s signatura.

Biomedical Research Ethics Commitiec

Tel: (21 959 2088

E-maal: research-ethicscuwe ac.za

Research (dfice, New Arts Bulding, C-Block, Top Floor, Room 28, University of the Western Cape,
Pnwvate Bag X% 17, 7533
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APPENDIX N - Consent Form for Parents or Guardians

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7335, South Afnca
Tel: +27 21-9592542 Fax: 27 21-959 1217
E-mail: Timothykagoridgmai com

PARENTAL fGUARDIAN CONSENT FOHRM

Title of Research Project: Incidence amnd common canses of major lower limb

ampuatstion in a sab-district of the city of Cape Town Municipality

The study has been desenbed fo me and my child so that he'she understands what he/she has
to do, and | consent for my child to participate in the above research stodv, T am happy that
any gquestions mysclf and my child have asked have been omswered: We understand that my
child’s name will not be used on any fomm andthuthc.l'shq may stop participating in the study
anytime he'she chooses without giving o reason and that he'she will not be pumished 10 any
way for stoppng.

4
Parent’™s MEAmMe. coc.cocosenecpaonaniaonnm

Parent’s signature

i .

Biomedienl Research Ethics Commuttes
Tel: 021 959 2985
E-mail: research-ethics@uwe, ac.za

Rescarch Office, New Arts Bullding, C-Block, Top Floor, Room 28, University af the
Western Cape, Private Bag X 17, 7535
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APPENDIX O - Isixhosa Information Sheet for Parents or Guardians

UNIvERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellvlle 7335, South Africa
Tel: +27 21959 9353 Fax: 27 21959 1217
E-mail: TimothykaylorDEgmail.com

Phepha Ngcaciso:Lwabantu Abadala

Igama lophando: lzehlo ezighelakileyo ngamandla kusiko lwemlilenze
Kwizikhululo eziphezulu Entshona koloni.

Zimalunga nantonl ezl zifundo?

Olu luphando olughutywa mgu Maumzane Timothy Kaylor kwisikolo esiphakamileyo iDyunivesithi
‘fase MNishona Koloni. Siyakumema wena ukuba uihathe nxaxheba kofuphando ngoba wse
sibhediele ngenxa yokuphulukana nelinye lefungu hwakho fomlenze . Unobangela woluphando
kukujonga bangaphi abantu abachaphazeleka kolu ghagho lokusikwa kwamathambo amalungu
omlenze kwaye [Zinton! ezighelekileyo ezenzakayo ukubangela oku.

Yintoni elindelake Ndiyenze ukuba ndiyavuma ukuthatha inxaxheba?

Umongikazi okanye umnceedisi woluphando ol uzakujonga ingxelo yakho yvase sibhedlale aze
aqukubhele ngobhala imininingwana leyo athe wayufumana kwingxaly leyo yakho. Ukuba kuthe
kwafumaneka ukuba kula ngxelo yakho kukho izinto ezithila azinga cacanga |, kungakho umntu
kwaba bakhakakanyiweyo bangakutzalala ummxeba ukuze babuze Imibuzo ethile ukuze babe
nokucaceiwa kwimibuzo leyo sele use khaya

Ingaba Mgokuthatha inxaxheba keluphando Iwezifundeo , igama lam tohlala
lisemfihlakalweni?

Abhaphandi aba bayabhabhatisa ngoku khusela igama kakhe kunye nesimo eso ukuso.
Ukuginisekisa ukuba igama lakha kunya nawe likhuselekile bakulandala imigathango ethiled1)
Igamia lakho soza lifakwe nanini koluphando naphina kolugokelelo lengxelo yakho : (2)
Mgamanani athile azosetyenziswa nakweyiphi ingxelo emalunga nawe(3) Kwi meko
yokwahiula' calula ingweblo, umphandi lowo nguye ozayazi ukuba yeka bani inguelo:(4) kwaye
nguye yedwa {umphandi) czakwazi ukuhluka ukuba yekabani iyeka bani inguelo leyo.

Ukuginisekisa ukhuseleko iwengxelo leyo iqokelelweyo iva kungoinwa phantsi koshicelelo
wembhaletwano ye computha kwicandelo elohlukileyo ebucala apho kuzesetyenziswa amanani
ahlukileyo abe esariwa ngubiphandi lowo. Ukuba lengrelo hanjiswe ngembhalelwano ye
compuiha kosetyenziswa indlela efiblakaleyo |, kwaye ingxebo leyo igulathiweyo ivakunombhobyva
ngamanani athile ckanya kusetyenziswe amagama nje aganjiweyo / agwetyiweyo . Lkuba
sibhala iziphumo ckanye igitanza malunga noluphando igama lakho lizakukhuselwa .

86



Zinton| azibungozi koluphando?

Lonke unxibelelwano nabanye abantu nawe ziphathisana nobungozi. Ungaziva unxunguphale
ngoba uphulukene nomlenze wakho, okanye ungaziva ungaphantsi konxinizelelo ukuthetha
ngayo lemeko kuba uphulekena nomienze wakho. Ukuba kwenzekile udiule kwezingxaki
siyakuthi ke sikuthumele kuggirha wenggondo apho azokunika wuxilongo ukuze benomelana
noku apho esibhediele ube noziva ukhululekile ukuthetha ngayo lemeko.

Zintonl Indzuzo koluphando?

CQluphando alwenzelwanga ukucenda wena bugu | Kodwa ukucenda abaphand| aba bafunde
nzulu malunga namanani abantu abacaphazeleka kolu siko lomienze kwaye nonobangela woku.
Oluphands luzakucenda urhulumente kwicandelo wezempilo ukuza namacebo babenedlela
engcono yokunakekela izigulane zabo ezo ziphulakane nemilenze yazo.

Ingaba Kufunaka Ndibekhona koluphando Kwaye ndingayeka uthatha inxaxhaba nanini
na?

Ukuthatha inxaxheba koluphande kuxhomeakake kuwe. Ungakhetha ungathathi nxaxheba konke
konke . Ukuba uggibe ukuba awusathathl nxaxheba kolufundo okanye uyeke sele ugalile . soze
ujeziswe okanye ungafumani uncedo bekumela ulifumane ngenxa yonku.

Ukuba Ndinemibuzo ndithini 7

Oluphando luguiungwa nguiMnumzane Timothy Kaylor kwi Dyunivesithi Yase Nishona Kolonl.
Ukuba unombuzo nowuphi na malunga noluphando, cela ughangamishelane no Mnumnzane
Timothy Kavior kwezi nkcukacha timothykayiorO8gmait.eom .Ukuba ukhe wane mibuzo
malunga nezi zifundo ckanye kukhona ongakuxela ongakuthanga ohlangabezane nayo kwezi
zifundo, lilungelo lakha njengo mihathl nxaxheba kwezi zifundo ukuba vyidiulisele ku:

Prof Michael Rowe

Head of Depatment: Physiotherapy
University of the Westem Cape
Private Bag X17

Bellville 7535

mroweuwe. ac.za

Prof Anthea Rhoda
Dean of the Faculty of Community and Health Sciences
University of the Westerm Cape

Private Bag X17
Belville 7535
chs-deansoffice@uwc.ac Za

BIOMEDICAL RESEARCH ETHICS COMMITTEE

Tel: 021 959 293K

E-mail: rescanch-cthicsiowwe ac za

Research Office, Mew Ars Building, C-Block, Top Floor, Room 28, University af the Western Cape,
Private Bag X 17, 7335

This research has been approved by the University of the Western Cape's Research Ethics
Committee. (REFERENCE NUMBER: fo be inserfed on receipt thereof from the applicable
Research Ethics Commitiae)
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APPENDIX P - Isixhosa Information Sheet for Children

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 20959 9153 Fasc 27 218959 1217
E-mail: Timothykaylonidgmad.com

Phapha Ngcaciso (Labantwana

lgama Lophandeo:lzehle Ezighelekileyo ngamandla kusike Lwemilenze
Kwizikhululo eziphezulu Entshona Koloni.

Zimalunga Mantoni ezl zifundo?

Olu luphando olughutywa ngu Mnumzane Timothy Kaylor Kwisikolo esiphakamileyo Kwi
Dyunuwvesithi Yase Nishona kolomiSiyakumema ukuba uthatine nxaxhaba koluphando ngoba
use sibhedlele ngenxa yokuphulukana nefinye ilungu lakho wenyawo. Unobangela woluphando
kukujonga bangaphi abaniu abachaphazeleka kolu ghagho lokusikwa bwamathambo malungu
omlenze, kwaye IZintoni ezighelekileyo ezenzekayo ukubangela oku.

Yintoni elindelake ndiyenze ukuba ndiyavuma ukuthatha inxaxheba?

Kukho umntu ozakujonga ingxefo yakho yase sibhedlele aze aqukumbele ngokubhala ingxelo
kwi phepha eline mibuzo ngako oko athe wakufumana kwingxelo leyo vakho. Ukuba kuthe
kwafunyaniswa kukho ingxelo enga cacanga , kuyobakho umntu czakubuza imibuzo ethile
ukuqukumbela langxelo.

Ingaba Ngokuthatha inxaxheba koluphando Iwezifundo igama lam lohiala
lisemfinlakalwenl?

Mbaphandi aba bayabhambathisa ngokukhusela igama lakho kunye nesimo eso ukuso.
Ukuginisekisa ukuba igama lakho kunye nawe kuhlala kukhuselekile bakulandeta imigathanga
ethile:(1) lgama lakho soze fifakwe nanini keluphando naphina kolugokelelo ngxelo yakho:(2)
MNgamanani athile azosetyenziswa nakweyiphi ingxelo emalunga nawe:(3) Kwi meko yokwahiua/
calula ingxelo . umphandi lowe nguye ozayazi kuba yeka bani ingxelo: (4) Kwaye nguye yedwa
(umphandi) ozakwazl ukuhlula ukuba yekabani yeka bani longxeto leyo.

Ukuginizekisa ukhuseleko lwengxelo leyo igokelelweyo ivakungcinwa phantsi koshicelelo
lwembalebvano ye camputha kwicandelo elohlukileyo ebucala, apho kusetyenziswa amanan|
ochlukileyo abe esaziwa nguhMphandi lowo. Uktba lengxeis ihanjiswa ngembhalelwano ye
computha kuyosetyenziswa indlela efihlakeleyn, Kwaye ingxelo leyo igulathiweyo
iyakunombolwa ngamanani athile okanye kusetyenziswe amagama nje aganjiweyo
agwetyiweyo. Likuba sibhala [ziphumo okanye isitanza malunga noluphando igama lakho
lizakukhuselwa.

Zintoni ezibubungozi Koluphandao?

Ungaziva unxunguphele ngenxa yesisehlo okanye uzive uphantsi konxanzelelo ngoku thetha
ngalento. Ukuba kwenzekile udiule kwezingxaki sivakuthi ke sikuthumele ku gairha wenggondo
apho azokunika uxilongo kuze ukwazi ukumelana noku apho esibhediele ube noziva
ukhululekile ukuthetha ngesisinlo.
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Zintoni indzuzro Koluphando?

uphando alwanzelwanga ukucenda wena bugu, kodwa ukucenda abaphandi aba bafunde
nzulu malunga namanani abantu abachaphazaieks kolu siko lomienze kwaye nonobangela
woku. Dluphando luzakucenda urhulumente kwicandalo wazempilo ukuza namacebo
babenedlala engcono yokunakekela imgulane zabo ezo riphulukane nemilenze yazo.

Mgaba kufuneka Ndibekhona koluphando kwaye Mdingayeka uthatha inxaxheba nanini?
Ukuthatha inkaxhaba koluphando kuxhomekeke kuwe | Ungakhetha ungathathi nkaxheba konke
konka. Ukuba uggibe ukuba ungathathi incachaba kolufundo okanye uyeke sele ugalile, soze
ujeriswe okanye ungafumani ncedo bekumela uyalifumana ngenxa yoku.

Ukuba Mdinemibuzo Ndithini?

Cluphando lugulugwa nguldnumzane Timathy Kaylor Kwi Dyunivesithi Yase Mishona kodoni.
Ukuba unombuzo nowwphi na malunga noluphanda, cala ughagamishelane no Mnumzanea
Timothy Kaylor kwezi nkcukachatimotiykaytorD8gmail.com . Ukuba kuthe wane mibuzo
malurga mnezi zifundo okanye kukhona ongakuxela ongakuthandanga ohlangabezane nayo
kwezi zifundo, ungelo lakho njengo mthathi nxaxheaba kwezi zifundo ukuba uyvidiulisela ku:
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Head of Department: Physiotherapy
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Tl (21 959 2948
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APPENDIX Q = Isixhosa Consent Form for Parents and Guardians

LUNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Afnca

Tel: +27 21-9592342 Fax: 27 21-959 1217
E-mail: Timothykadoagmail com

Phepha Vume Lo Mazali / Moakekeli Womntwana,

Igama lophando ngenkeukacha @ lzehlo Enghelekileyo ngamandla kusiko lwemilenze
Kwiakhululo exiphezuluy Entshona Kolom

Exn zsifundo scacismwe kum nako motemnawam kbiee abanckugonde bwenmwant kwave ax
phumele akwanee. Mdiyavuva kuba yonke mmibues bendinayo nomntwna wam cbenavo
tphendulwe. Siyazi ukoba igama lomntwana wam soxe lisctyenziswe nanini kwaye angayeka
uthatha inxaxheba nenim ne kwem sfundo xa efuna ngaphandle konikezela smathn kkwaye

S0AE RECZISVWE,

Igama Lo Mzabi....oooooniiiiitnniinnn
Isivumiehewano 0o MEal.. . oo cbieicsnntnaneasesesessens

Biomedical Research Ethics Commuttes
Tel: 021 959 2988
E-mail: rescarch-gthics @ uwe nc.za

Research Office. New Ans Building, C-Block, Top Floor, Room 28, University af the
Western Cape, Prvate Bag X 17, 7535
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APPENDIX R - Isixhosa Consent Form for Children

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21.959 2542 Fax: 27 21.959 1217
E-mail: TimothykaylorO8gmail.com

Phepha Vume : Labantwana

lgama Lophando ngenkcukacha: lzehlo Ezighelekileyo ngamandla kusiko lwemilenze
kwizikhululo eziphezulu Entshona Koloni.

Kukho umntu ondicaciseleyo ukuba ingxelo yam yase sibhedlele izakusetyenziswa kwizifundo
ngo Iwimi endiluvayo. Imibuzo ebendinayo malunga nezifundo ezi iphendulwe yonke Ndiyayazi
okumele ndikwenze . kwaye igama lam lizohlala lise mfihlakalweni ngaxesha lonke. Ndiyazi
ukuba ndinga rhoxa nanini kwezi zifundo ngaphandie konikisa isizathu kwaye akukhonto embi

engenzeka kum ngenxa yoko.

Igama Lo mthathl Nxaxheba
Isisvumelwano so Mthathi Nxaxheba..............cccviiiiiiiiiinnnn.

Isuku...... -y - X2 ¥-

Biomedical Rescarch Ethics Commuttee

Tel: 021 959 2988

E-mail: research-cthics@uwc ac.za

Rescarch Office, New Ants Building, C-Block, Top Floor, Room 28, University of the Westem Cape,
Private Bag X 17, 7535

Consent Form
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APPENDIX S - Data Extraction Sheet

UNIVERSITY OF THE WESTERN CAPE

Private Bag 3 17, Bellvlle 7535, South Afriea
Tefl +27 21-959 9353 Fax: 27 I1-950 1207
E-mail: timothykaylor&@ gmail com

Incidence of Major lower limb amputation in the Tveerberg sub-district o

Cape Town Survey

Socio-demographic profile information:

Gender: M /F

Age: —r
Date of Birth:

Race: B''W /A 1/ othes

Residential address:

f

Employment status: (please tck the mwost sppropnaie)

Too young to work (under 18 years)

Retired

Unemployed (under 65 years)

On disability grant

Self-emploved (informally)

Formal permanent cmployment

Marital status; (please tick the most sppropriate)

Too yvoung to be mamied {under 15 years)

Marmed

Divorced

Widowed

In a parinershop ¢ relationshop (with or
without children) but notmarmed

Lifestyle: {pleasc tick all that apply)

Smokes tobacco

Abuses alcohol (= 14 dnnks per week)

Uses other substances

Record #:
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-&r @ 2 [ UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

s Tel: +27 21-959 9353 Fax: 27 21-959 1217
j E-mail: timothykaylor08(@gmail.com

Medical information:

Type of amputation —
surgical procedure
used: (eg.
Guillotine)

Side of amputation: (left or | Left Right
right)

Level of amputation: Trans-tibial | Through- Transfemoral | Hip-

(please tick)
knee disarticulation

Reason / primary cause for Diabetes Traumatic
amputation:

Traumatic or dysvascular | Dysvascular | Pernipheral
(specify)
vasc

disease

Presence of Co-
morbidities: (please list all)

Length of hospital stay: Admission date: Discharge date:

Number of days in
hospital:

Date of death (if

applicable):

Cause of death (if

applicable):

Record #:

(van Netten et al., 2016)
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APPENDIX T — Professional Editors Declaration

35 Narnia Lane
Knysna 6570

Email: imarion100@gmail.com

Cell: 083 5906762

12 June 2023
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APPENDIX U — similarity Index Report

INCIDENCE AND COMMON CAUSES OF MAJOR LOWER LIMB
AMPUTATION AT A HOSPITAL IN A SUB-DISTRICT OF THE CITY

OF CAPE TOWN MUNICIPALITY.
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