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ABSTRACT 

Background: Transtibial amputation substantially affects physical function, pain, emotional wellbeing, 

social participation, and general health perception. Prosthetic rehabilitation is central to recovery, yet 

comparative evidence regarding the effect of laminated and molded transtibial prostheses on quality of 

life remains limited. Objective: To evaluate and compare quality of life among patients using laminated 

and molded transtibial prostheses. Methods: A pretest-posttest comparative interventional study was 

conducted at the Institute of Physical Medicine and Rehabilitation, Dow University of Health Sciences. 

Twenty male patients aged 20-60 years with transtibial amputation were recruited through convenience 

sampling and allocated into two groups: laminated prosthesis (n=10) and molded prosthesis (n=10). 

Quality of life was assessed before prosthetic fitting and again after six weeks using the SF-36 

questionnaire. Data were analyzed in SPSS version 20 using descriptive statistics and t-tests, with p<0.05 

considered statistically significant. Results: Significant pretest-posttest improvement was observed in all 

eight quality-of-life domains, including limitation of activities (p=0.001), social activities (p<0.001), 

energy (p=0.001), emotion (p<0.001), role limitation due to physical health (p<0.001), role limitation due 

to emotional health (p<0.001), pain (p<0.001), and general health (p<0.001). Between-group comparison 

showed significant differences only for limitation of activities (p=0.002) and social activities (p=0.010), 

while the total quality-of-life score did not differ significantly between groups (92.30 ± 8.72 vs 97.00 ± 

3.94; p=0.138). Conclusion: Both laminated and molded transtibial prostheses were associated with 

significant improvement in quality of life after rehabilitation, with no statistically significant difference 

in overall post-intervention quality-of-life score between groups. Keywords: transtibial amputation, 

prosthesis, laminated prosthesis, molded prosthesis, quality of life, rehabilitation. 

INTRODUCTION 

Lower-limb amputation is a major life-changing event that results in substantial physical, psychological, 

and social consequences for affected individuals. Transtibial amputation, involving loss of the lower limb 

between the knee and ankle, is one of the most common levels of amputation and is generally associated 

with better functional potential than transfemoral amputation because preservation of the knee joint 

facilitates gait training, mobility, and prosthetic rehabilitation (1,10,11). Amputation may be performed 

because of trauma, vascular compromise, infection, tumor, or other severe pathology when limb salvage 

is not feasible or when removal of the affected segment is necessary to preserve life and improve overall 

function (1-7). Although amputation eliminates a diseased or nonviable limb, long-term outcomes 

depend heavily on rehabilitation quality, prosthetic fitting, and the individual’s ability to adapt physically 

and emotionally to limb loss (3,13-16). 

A prosthesis is an artificial device designed to replace a missing body part and restore function to the 

greatest extent possible (9). In transtibial amputation, prosthetic rehabilitation aims not only to improve 
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ambulation and independence in activities of daily living but also to enhance broader health-related 

quality of life. Health-related quality of life is a multidimensional construct that includes physical 

functioning, emotional wellbeing, social participation, pain, vitality, and general health perception 

rather than survival alone (13-16). For individuals with lower-limb amputation, quality of life is 

influenced by multiple factors, including level of amputation, pain, prosthetic use, mobility, 

comorbidities, social support, and rehabilitation outcomes (17-37). Previous studies have shown that 

prosthetic rehabilitation can improve mobility and daily functioning, although many amputees continue 

to experience pain, restricted participation, emotional distress, and reduced overall quality of life 

compared with the general population (17-21,28-32). 

Published literature has also shown that prosthesis use is generally associated with better function and 

improved adjustment following lower-limb amputation, but the degree of improvement varies across 

patient groups and prosthetic systems (18,19,24,26,28,37). Some evidence suggests that functional 

restoration and quality of life may depend not only on wearing a prosthesis but also on prosthetic 

comfort, socket fit, structural durability, and the individual’s ability to use the device effectively in 

everyday life (22,25,27,33,34). Laminated and molded transtibial prostheses are both commonly used in 

clinical practice, yet comparative evidence regarding their relative impact on quality of life remains 

limited in the local rehabilitation setting. Much of the available literature has focused on prosthesis use 

in general, amputation level, or rehabilitation outcomes, while fewer studies have directly evaluated 

whether one transtibial prosthetic fabrication method offers superior patient-reported benefit over 

another. 

This lack of comparative evidence is clinically relevant because prosthetic prescription and fabrication 

influence comfort, function, patient satisfaction, and long-term rehabilitation success. A clearer 

understanding of whether laminated or molded transtibial prostheses are associated with better quality 

of life may support more evidence-based decisions in prosthetic management and rehabilitation 

planning. Therefore, the present study was conducted to evaluate the quality of life of patients using 

laminated and molded transtibial prostheses and to compare outcomes between these two prosthetic 

groups. 

MATERIALS AND METHODS 

This study was designed as a pretest-posttest comparative interventional study to evaluate quality of life 

among individuals with transtibial amputation before and after provision of two different types of 

prostheses. The study was conducted at the Institute of Physical Medicine and Rehabilitation, Dow 

University of Health Sciences, after obtaining institutional permission. The duration of the study was six 

months following approval of the synopsis. Ethical permission to conduct the study was obtained from 

Isra University, and confidentiality of participant data was maintained throughout the research process. 

Data were coded before analysis to support privacy and data protection.  

A total of 20 patients with transtibial amputation were included in the study through convenient non-

probability sampling. Eligible participants were males aged 20 to 60 years with transtibial-level 

amputation. Patients were excluded if they had any additional amputation in the body, known 

comorbidities, or psychosocial issues that could interfere with the assessment of quality of life. After 

recruitment, participants were allocated into two equal groups. Group A received a laminated transtibial 

prosthesis, whereas Group B received a molded transtibial prosthesis. Each group therefore comprised 

10 participants.  

Quality of life was assessed using the Short Form-36 (SF-36) questionnaire. Baseline assessment was 

performed before prosthetic provision. After fabrication and fitting of the assigned prosthesis, 

participants were reviewed again at six weeks, and the SF-36 questionnaire was re-administered to 

evaluate post-intervention quality of life. The questionnaire was used to assess multiple domains of 

health-related quality of life, including limitations in physical activities, role limitations due to physical 
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health, role limitations due to emotional health, pain, emotional wellbeing, energy, social functioning, 

and general health perception. The primary outcome of the study was change in quality-of-life status 

following prosthetic use, with secondary comparison between the laminated and molded prosthesis 

groups.  

The fabrication process for both transtibial prostheses began with casting of the residual limb. A negative 

cast was obtained from the patient and then filled with a mixture of plaster of Paris and water to create 

the positive model. After hardening, the plaster bandage was removed and the model was modified 

according to prosthetic requirements. The prepared model was then used for the fabrication of either a 

laminated or molded transtibial prosthesis. In the laminated prosthesis group, the prosthesis 

incorporated a socket, ankle block for height adjustment, and SACH foot. In the molded prosthesis 

group, the prosthesis incorporated components including a socket cylinder for height adjustment, a 

convex ankle disc, and a foot component.  

 

Figure 1 Comparison of laminated and molded transtibial prostheses demonstrating structural design and clinical application in 

amputee rehabilitation 

The main study variables included prosthesis type and quality-of-life outcomes measured before and 

after intervention. To reduce procedural variation, all participants underwent the same assessment 

schedule and were evaluated using the same questionnaire at the same two time points. Because the 

study used a pretest-posttest design with two intervention groups, comparisons were made both within 

participants over time and between groups after treatment. Data were entered and analyzed using 

Statistical Package for the Social Sciences (SPSS) version 20. Descriptive statistics were used to 

summarize participant characteristics and questionnaire responses. Continuous variables such as age, 

height, and weight were reported using means and standard deviations, while categorical responses were 

presented as frequencies and percentages. Inferential analysis was performed using the t-test, as specified 

in the original study protocol, to assess differences in quality-of-life scores. A p-value of less than 0.05 

was considered statistically significant.  

RESULTS 

A total of 20 male participants with transtibial amputation were enrolled and completed the study, with 

10 assigned to the laminated prosthesis group and 10 to the molded prosthesis group. The overall sample 

had a mean age of 31.90 ± 8.43 years, mean weight of 59.60 ± 10.91 kg, and mean height of 5.24 ± 0.25 ft. 

At baseline, the laminated group was slightly younger and lighter than the molded group, with mean 

ages of 30.10 ± 7.55 and 33.70 ± 9.26 years, respectively, while mean weights were 55.70 ± 8.34 kg and 

63.50 ± 12.16 kg. Mean height was comparable between groups at 5.20 ± 0.18 ft for the laminated group 

and 5.27 ± 0.31 ft for the molded group.  
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Table 1. Baseline Characteristics of the Study Participants 

Variable Overall (n=20) Mean ± SD Laminated (n=10) Mean ± SD Molded (n=10) Mean ± SD 

Age, years 31.90 ± 8.43 30.10 ± 7.55 33.70 ± 9.26 

Weight, kg 59.60 ± 10.91 55.70 ± 8.34 63.50 ± 12.16 

Height, ft 5.24 ± 0.25 5.20 ± 0.18 5.27 ± 0.31 

Before prosthetic intervention, perceived health status was generally low. In the full cohort, 65% of 

participants rated their health as somewhat worse than one year earlier and only 20% rated it as 

somewhat improved. After six weeks of prosthetic use, this pattern reversed: 55% reported their health 

as much improved and 40% as somewhat improved compared with one year earlier, while only 5% 

continued to report poorer health. General health status also improved substantially, with posttest 

ratings showing 90% of participants reporting excellent health and 10% reporting very good health, 

compared with pretest values of 40% good, 35% fair, and 25% poor.  

Within-group pretest-posttest analysis demonstrated statistically significant improvement across all 

eight analyzed quality-of-life domains. The largest mean change was observed in role limitation due to 

emotional health, with a mean difference of -85.00 ± 27.52 and a highly significant paired t-value of -

13.813. This was followed by role limitation due to physical health, which improved by -73.75 ± 47.62, 

and general health, which improved by -47.00 ± 25.10. Social activities also improved markedly, with a 

mean difference of -47.50 ± 32.35, while limitation of activities improved by -39.25 ± 47.11. All domains 

reached statistical significance, with p-values ranging from 0.001 to <0.001.  

Table 2. Pretest–Posttest Comparison of Quality-of-Life Domains in the Overall Sample (n=20) 

Domain Mean Difference SD t df p-value 

Limitation of activities -39.250 47.108 -3.726 19 0.001 

Social activities -47.500 32.353 -6.566 19 <0.001 

Energy 78.500 84.684 4.146 19 0.001 

Emotion -34.469 24.601 -6.266 19 <0.001 

Role limitation due to physical health -73.750 47.624 -6.925 19 <0.001 

Role limitation due to emotional health -85.000 27.519 -13.813 19 <0.001 

Pain -46.625 33.749 -6.178 19 <0.001 

General health -47.000 25.100 -8.374 19 <0.001 

At the between-group level, comparison of post-intervention domain scores showed that most quality-of-

life domains did not differ significantly between participants using laminated and molded transtibial 

prostheses. No statistically significant between-group differences were found for role limitation due to 

physical health, role limitation due to emotional health, energy, emotion, pain, or general health, with 

all p-values exceeding 0.05. However, limitation of activities differed significantly between groups, with 

a mean difference of -7.10 points (95% CI: -11.32 to -2.88; p = 0.002), and social activities also showed a 

significant between-group difference, with a mean difference of 1.30 points (95% CI: 0.35 to 2.25; p = 

0.010). These findings indicate that although both prosthetic types improved quality of life, differences 

between fabrication types were domain-specific rather than global.  

Table 3. Between-Group Comparison of Post-Intervention Quality-of-Life Domains 

Domain Mean Difference (Laminated − Molded) 95% CI p-value 

Limitation of activities -7.10 -11.32 to -2.88 0.002 

Role limitation due to physical health -0.40 -1.24 to 0.44 0.331 

Role limitation due to emotional health 0.10 -0.11 to 0.31 0.331 

Energy -0.20 -2.20 to 1.80 0.836 

Emotion 0.80 -1.74 to 3.34 0.517 

Social activities 1.30 0.35 to 2.25 0.010 

Pain 1.00 -1.09 to 3.09 0.328 

General health -0.20 -1.34 to 0.94 0.717 

When total quality-of-life scores were compared between the two prosthesis groups, the molded group 

had a numerically higher mean posttest score than the laminated group (97.00 ± 3.94 vs 92.30 ± 8.72), 

but this difference was not statistically significant. The mean difference in total quality-of-life score was 

-4.70 points, with a 95% confidence interval from -11.06 to 1.66 and a p-value of 0.138, indicating that the 
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overall quality-of-life benefit was comparable between groups despite minor numerical advantage in 

favor of the molded prosthesis.  

Table 4. Between-Group Comparison of Total Quality-of-Life Score 

Group n Mean ± SD Mean Difference 95% CI p-value 

Laminated prosthesis 10 92.30 ± 8.72 
   

Molded prosthesis 10 97.00 ± 3.94 -4.70 -11.06 to 1.66 0.138 

At the item level, the post-intervention distribution also reflected broad functional improvement. For 

example, in the full sample, 80% of participants reported no limitation in vigorous activities after 

intervention, 80% reported no limitation in moderate activities, 75% reported no limitation in carrying 

groceries, and 90% reported no limitation in climbing several flights of stairs. Similarly, role restrictions 

improved sharply: 95% of participants reported no reduction in work or other activities due to physical 

health, and 100% reported no reduction in work time due to emotional health. These descriptive changes 

are consistent with the statistically significant domain-level improvements shown in the paired analysis.  

 

Figure 2 total quality of life, pain, emotion, energy, role limitations, and general health 

The between-group effect profile showed that most domain-specific confidence intervals crossed the 

null, confirming the absence of statistically reliable differences between laminated and molded 

prostheses for total quality of life, pain, emotion, energy, role limitations, and general health. The two 

exceptions were limitation of activities, where the mean difference favored the molded group by 7.10 

points (95% CI: -11.32 to -2.88; p = 0.002), and social activities, where a smaller but statistically significant 

1.30-point difference was observed (95% CI: 0.35 to 2.25; p = 0.010). Total quality-of-life score remained 

numerically higher in the molded group by 4.70 points, but the confidence interval was wide and crossed 

zero, indicating that this overall difference was not statistically conclusive.  

DISCUSSION 

The present study evaluated quality of life in patients with transtibial amputation following 

rehabilitation with laminated and molded transtibial prostheses. The findings showed that prosthetic 

intervention was associated with statistically significant improvement across all measured quality-of-life 

domains, including limitation of activities, social functioning, energy, emotional wellbeing, pain, role 

limitation due to physical health, role limitation due to emotional health, and general health perception. 

These findings support the broader rehabilitation literature showing that provision of a functional 

transtibial prosthesis can substantially improve post-amputation adjustment, mobility, and perceived 

health status in lower-limb amputees (17-21,24,26,28,30,31). In the current study, improvement was 

evident not only in inferential testing but also in descriptive health ratings, as participants shifted from 
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predominantly fair or poor self-rated health at baseline to overwhelmingly excellent or very good health 

after six weeks of prosthetic use.  

The observed overall improvement is biologically and clinically plausible. Restoration of limb function 

through transtibial prosthetic fitting can reduce dependency, improve basic mobility, support 

reintegration into routine activities, and enhance confidence in social participation. Previous studies 

have similarly reported that prosthetic rehabilitation contributes to better functional status and quality 

of life, particularly when the residual limb is adequately fitted and rehabilitation is initiated 

appropriately (17,19,25,26,30,31). Transtibial amputees generally achieve better rehabilitation outcomes 

than more proximal amputees because preservation of the knee joint reduces energy expenditure during 

ambulation and allows more efficient gait retraining (10,11,20,21). The current results are therefore 

consistent with established biomechanical and rehabilitation principles, as well as with earlier work 

showing that prosthesis use itself is an important determinant of quality of life in amputee populations 

(18,24,28,37).  

An important finding of this study was that both laminated and molded prostheses produced 

improvement, but the overall total quality-of-life score did not differ significantly between groups. 

Although the molded prosthesis group demonstrated a numerically higher posttest total score than the 

laminated group, the mean difference was not statistically significant. This suggests that, at least within 

the small sample and short follow-up used in this study, the broader rehabilitation benefit may be related 

more to successful prosthetic provision and use than to fabrication type alone. This interpretation is 

aligned with prior literature indicating that functional recovery and quality of life are influenced by 

multiple interacting factors, including prosthetic use, mobility, pain, social support, and adaptation, 

rather than any single design feature in isolation (22,24,26-29,34,37). From a clinical perspective, these 

findings imply that both laminated and molded transtibial prostheses can be acceptable rehabilitation 

options when appropriately fitted and prescribed.  

At the domain level, significant between-group differences were identified for limitation of activities and 

social activities, while other domains remained comparable. This pattern suggests that prosthetic type 

may influence certain functional or participation-related outcomes more than global quality of life. 

However, these domain-specific differences should be interpreted cautiously. The sample size was small, 

each group contained only 10 participants, and the study did not report standardized domain scoring 

procedures in sufficient detail to support strong mechanistic conclusions. In addition, several raw 

response tables in the source manuscript contain wording inconsistencies and category-label 

irregularities, which reduce confidence in item-level interpretation even though the reported inferential 

results were retained. Accordingly, the safest interpretation is that both prosthesis types improved quality 

of life substantially, with only limited evidence of differential benefit between them.  

The findings of this study also reinforce the multidimensional nature of quality of life after amputation. 

Improvement was seen in physical, emotional, and social domains, indicating that prosthetic 

rehabilitation should not be viewed solely as a mechanical restoration process. Studies by Sinha et al., 

Asano et al., Samuelsson et al., and others have shown that employment status, mobility, pain burden, 

prosthesis-related problems, comorbidities, and psychosocial support all influence perceived quality of 

life after lower-limb amputation (26,28,37). The current results similarly indicate that improved mobility 

and reduction in role restriction may translate into better social engagement, emotional stabilization, 

and stronger general health perception. This supports a holistic model of amputee rehabilitation in 

which the prosthesis is one component of a broader physical and psychosocial adjustment process.  

The study has several strengths. It directly compared two commonly used transtibial prosthetic 

fabrication approaches within the same clinical setting, used the same assessment instrument before 

and after intervention, and included complete follow-up for all recruited participants. These features 

allowed straightforward within-group and between-group comparisons. However, important limitations 

must be acknowledged. The study used convenience non-probability sampling, included only male 
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participants, and had a very small sample size, all of which limit external validity. The follow-up period 

was only six weeks, which may be insufficient to evaluate longer-term adaptation, durability, and 

sustained quality-of-life change. The study also did not describe randomization procedures clearly, did 

not report blinding, and did not address potential confounding factors such as cause of amputation, 

residual limb condition, socioeconomic status, prior prosthesis exposure, or rehabilitation intensity. 

These methodological limitations likely reduced the precision of group comparisons and may have 

obscured true differences between prosthetic types.  

Another limitation is the quality of reporting in the original manuscript dataset. Several questionnaire 

response categories appear linguistically distorted, and some domain labels are inconsistently described 

across the narrative and tables. Although the statistical tables provided sufficient information to support 

the main conclusions, clearer reporting of SF-36 scoring, domain transformation, and clinical meaning 

of score direction would have improved interpretability. Future studies should use larger and more 

representative samples, include both sexes, apply more rigorous allocation procedures, extend follow-up 

duration, and report standardized scoring and effect estimates more transparently. Comparative studies 

incorporating comfort, gait performance, prosthetic satisfaction, and cost-effectiveness would also be 

valuable in determining whether one transtibial prosthetic fabrication technique offers clinically 

meaningful long-term advantage over another.  

Overall, the present findings indicate that prosthetic rehabilitation in transtibial amputees is associated 

with substantial short-term improvement in quality of life, while the comparative advantage of 

laminated versus molded prostheses remains limited and domain-specific in this dataset. The results 

therefore support the clinical value of timely prosthetic fitting and rehabilitation, while also 

highlighting the need for better-designed comparative studies to guide evidence-based prosthetic 

prescription.  

CONCLUSION 

Both laminated and molded transtibial prostheses were associated with significant short-term 

improvement in quality of life among male patients with transtibial amputation, with marked gains 

across physical, emotional, social, pain, and general health domains after six weeks of rehabilitation. 

Although the molded prosthesis group showed a numerically higher total post-intervention quality-of-

life score, the overall between-group difference was not statistically significant, indicating that both 

prosthetic approaches may provide comparable overall benefit in routine rehabilitation settings. These 

findings support the importance of prosthetic fitting as a central component of transtibial amputee 

rehabilitation while suggesting that prosthesis type alone may not be the primary determinant of overall 

quality-of-life outcome.  

REFERENCES 

1. Sarmiento A. Amputations: lower extremity. In: Orthopedics: Seeking a Balance. 2012. p. 17-26.  

2. Amputee Coalition. Limb loss definitions. Fact sheet [Internet]. 2008 [cited 2017 Sep 24]. Available 

from: http://www.amputee coalition.org/resources/limb-loss-definitions/  

3. Department of Veterans Affairs, Department of Defense. Clinical practice guideline for 

rehabilitation of lower limb amputation. 2007.  

4. Moore TJ. Planning for optimal function in amputation surgery. In: Atlas of Limb Prosthetics: 

Surgical, Prosthetic, and Rehabilitation Principles. 2002.  

5. McNamara MG, Heckman JD, Corley FG. Severe open fractures of the lower extremity: a 

retrospective evaluation of the Mangled Extremity Severity Score (MESS). J Orthop Trauma. 

1994;8:81-7.  



JHWCR | 2026;4(7) | ISSN 3007-0570 | © 2026 The Authors | CC BY 4.0 | Page 8 

6. Russell WL, Sailors DM, Whittle TB, Fisher DF Jr, Burns RP. Limb salvage versus traumatic 

amputation. A decision based on a seven-part predictive index. Ann Surg. 1991;213:473-81.  

7. Johansen K, Daines M, Howey T, Helfet D, Hansen ST Jr. Objective criteria accurately predict 

amputation following lower extremity trauma. J Trauma. 1990;30:568-73.  

8. Devan H, Carman A, Hendrick P, Hale L, Ribeiro DC. Spinal, pelvic, and hip movement asymmetries 

in people with lower-limb amputation: systematic review. J Rehabil Res Dev. 2015;52(1):1-20.  

9. Spires MC, Kelly BM, Davis AJ, editors. Prosthetic restoration and rehabilitation of the upper and 

lower extremity. Demos Medical Publishing; 2013. 

10. Transtibial prostheses - PT and amputees - Google Sites [Internet]. [cited 2017 Apr 14]. Available 

from: https://sites.google.com/site/introductiontoamputees/contact-your-intructor/transtibial-

prostheses  

11. Carter NA. High pressure laminating with fibrous glass mat. In: Sixth Electrical Insulation 

Conference; 1965. 

12. Culpepper JC. Merriam-Webster online: the language center. Electron Resour Rev. 2000;4(1-2):9-11. 

13. World Health Organization. The World Health Organization Quality of Life assessment (WHOQOL): 

position paper from the World Health Organization. Soc Sci Med. 2005;41(10):1403-9. 

14. Ferrans CE. Definitions and conceptual models of quality of life. In: Lipscomb J, Gotay CC, Snyder 

C, editors. Outcomes Assessment in Cancer. Cambridge: Cambridge University Press; 2005. p. 14-30. 

15. Cella D, Fount S, Rothrock N, Gershon R, Cook K, Reeve B, et al. The Patient Reported Outcomes 

Measurement Information System (PROMIS): progress of an NIH roadmap cooperative group 

during its first two years. Med Care. 2007;45(5 Suppl 1):S3-11. 

16. DeWalt DA, Rothrock N, Yount S, Stone AA. Evaluation of item candidates: the PROMIS qualitative 

item review. Med Care. 2007;45(5 Suppl 1):S12-21. 

17. Samuelsen BT, Andrews KL, Houdek MT, Terry MJ, Shives TC, Sim FH. The impact of the immediate 

postoperative prosthesis on patient mobility and quality of life after transtibial amputation. Am J 

Phys Med Rehabil. 2017;96(2):116-9. 

18. Chan SY, Li WS, Chau WW, Law SW, Chan KM. Evaluation of use of prosthesis, mobility, and quality 

of life in young and adult persons with unilateral above-knee amputation 7 years after the 2008 

Sichuan earthquake. J Prosthet Orthot. 2017;00:00-00. 

19. Prim GS, Santos FAS, Vieira M, Nassar V. Prospective comparative study for the evaluation of 

prosthetic rehabilitation users with transtibial amputation. Cien Saude Colet. 2016;21(10):3183-92. 

20. Knežević  A, Salamon T, Milankov M, Ninković  S, Jeremić  Knežević  M, Tomašević  Todorović  S. 

Assessment of quality of life in patients after lower limb amputation. Med Pregl. 2015;68(3-4):103-8. 

21. Quigley M, Dillon MP. Quality of life in persons with partial foot or transtibial amputation: a 

systematic review. Prosthet Orthot Int. 2016;40(1):18-30. 

22. Mathi E, Savla D, Sreeraj SR, Mishra S. Quality of life in transtibial amputees: an exploratory study 

using TAPES-R questionnaire. Int J Health Sci Res. 2014;4(7):162. 

23. Keeling JJ, Shawen SB, Forsberg JA, Kirk KL, Hsu JR, Gwinn DE, et al. Comparison of functional 

outcomes following bridge synostosis with non-bone-bridging transtibial combat-related 

amputations. J Bone Joint Surg Am. 2013;95(10):888-93. 



JHWCR | 2026;4(7) | ISSN 3007-0570 | © 2026 The Authors | CC BY 4.0 | Page 9 

24. Adegoke BAO, Kehinde AO, Akosile CO, Oyeyemi AL. Quality of life of Nigerians with unilateral 

lower limb amputation. Disabil CBR Incl Dev. 2012;23(4). 

25. Van de Meent H, Hopman MT, Frölke JP. Walking ability and quality of life in subjects with 

transfemoral amputation: a comparison of osseointegration with socket prostheses. Arch Phys Med 

Rehabil. 2013;94:2174-8. 

26. Samuelsson KAM, Töytäri O, Salminen AL, Brandt Å. Effects of lower limb prosthesis on activity, 

participation, and quality of life: a systematic review. Prosthet Orthot Int. 2012;36(2):145-58. 

27. Akarsu S, Tekin L, Safaz I, Göktepe AS, Yazıcıoğ lu K. Quality of life and functionality after lower 

limb amputations: comparison between uni- vs bilateral amputee patients. Prosthet Orthot Int. 

2013;37(1):9-13. 

28. Sinha R, van den Heuvel WJA, Arokiasamy P. Factors affecting quality of life in lower limb amputees. 

Prosthet Orthot Int. 2011;35(1):90-6. 

29. Demet K, Martinet N, Guillemin F, Paysant J, André JM. Health related quality of life and related 

factors in persons with upper and lower limb amputation. 2009. 

30. Horne CE, Neil JA. Quality of life in patients with prosthetic legs: a comparison study. J Prosthet 

Orthot. 2009;21:154-9. 

31. Zidarov D, Swaine B, Gauthier-Gagnon C. Quality of life of persons with lower-limb amputation 

during rehabilitation and at 3-month follow-up. 2009. 

32. Tekin L, Safaz I, Göktepe AS, Yazıcıoğ lu K. Comparison of quality of life and functionality in patients 

with traumatic unilateral below knee amputation and salvage surgery. Prosthet Orthot Int. 

2009;33(1):17-24. 

33. Hagberg K. Outcome for persons treated with bone-anchored transfemoral amputation prostheses 

using osseointegration at 2-year follow-up. 2008. 

34. Deans SA, McFadyen AK, Rowe PJ. Physical activity and quality of life in amputees. 2008. 

35. Dillingham TR, Pezzin LE, Shore AD. Rehabilitation setting and associated outcomes in elderly 

persons with major lower extremity dysvascular amputation. 2008. 

36. Chan SY, Wong MS, et al. Psychological adjustment and social activities in adults with unilateral 

above-knee amputation. 2008. 

37. Asano M, Rushton P, Miller WC, Deathe BA. Predictors of quality of life among persons with lower 

limb amputation. 2008. 


