
Limb Amputations in Owerri                     Orient Journal of Medicine   Vol 28 [1-2] Jan-Jun, 2016 

 

www.orientjom.com  17 

ORIGINAL ARTICLE 
 
 
 
 
 
 
 
 
 

Epidemiology and pattern of limb amputations at a private hospital in 
Owerri, Imo State, South-East Nigeria 
 

Solomon N UKIBE1 

Nkiruka R UKIBE2 

Alphonsus C OBI- 

     OKARO3 

Jervas EKEZIE1 

Chukwubike U 

                 OKEKE1 

Chidinma T 

         ONYEANUSI1 
 
1Dept of Prosthetics & 
Orthotics, School of Health 
Technology, Federal 
University of Technology 
Owerri, Imo State, NIGERIA 
2Dept of Medical Laboratory  
Science, Faculty of Health 
Science, Nnamdi Azikiwe 
University Teaching Hospital 
Nnewi, NIGERIA 
3Dept of Community Medicine 
College of Medicine, Nnamdi 
Azikiwe University Teaching 
Hospital, Nnewi, NIGERIA 
 

Author for Correspondence 
Solomon N UKIBE 
Dept of Prosthetics 
&Orthotics, School of Health 
Technology, Federal 
University of Technology 
Owerri, NIGERIA 
 

Email: soloukibe@yahoo.com 
Phone: +234 803 500 0346 
 

Received:  October 26th, 2015 
Accepted: May 14th, 2016 
 

DISCLOSURES: NONE 

 

ABSTRACT 

Background: Amputation of either the upper or lower extremities in 
man presents a special public health challenge due to the problems 
associated with patients’ rehabilitation. 
Objective: To determine the epidemiology and pattern of limb 
amputations in a private medical setting in Owerri, Imo State. 
Methodology: This was a 5-year retrospective epidemiological study of a 
total of 251patients who had amputations between 2006 and 2010. 
Results: Out of 251 patients studied, 166 (66.14%) were males while 85 
(38.86%) were females. Lower limb amputations (LLA) occurred more 
frequently (189) than upper limb amputations (ULA) (62) in the ratio of 
3:1. The age group with the highest rate of amputation (LLA) in both 
sexes was 41-60 years (64%). Trauma was the most common reason for 
upper limb amputations (75.8%), while peripheral vascular disease was 
the most frequent indication for lower limb amputation (49.8%). The 
occupational group with the highest rate of amputation was the 
commercial motor cyclists (33.9%), followed by commercial drivers 
(21.5%). The pattern of amputation showed that digits/toes amputations 
were the most frequent procedures (35.1%) followed by below 
knee/below elbow amputations (27.2%). 
Conclusion: Amputations were more in the males of the productive age 
range, and most of them were in the lower limbs. Trauma was the most 
frequent indication for limb amputations. This has a far-reaching effect 
on family and state economy. 
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INTRODUCTION 
Human limbs are sometimes removed either 
deliberately to save life, or forcefully/ 
accidentally through trauma. This procedure, 
which is termed amputation in medicine, is 
usually associated with psychosocial trauma. 
In certain traumatic conditions like severe 
road traffic accidents, a limb can be so badly 
damaged that all efforts to save it would fail.  
 
Studies in Nigeria have reported trauma as 
the most common indication for amputation 
in many centres.1,2,3,4,5 However, some other 
studies have shown diabetic complications as 
a high ranking cause of amputation in some 
parts of Nigeria.6,7,8,9,10,11 A 15-year review by 
Thanni and Tade showed a variation in 
indications for amputation between the 
northern and southern parts of Nigeria.12 
Whereas trauma was reported to be the 
leading indication for amputation in southern 
Nigeria, the activities of traditional bone 
setters with resultant gangrene, is the leading 
indication in northern Nigeria.13 Irrespective 
of the reason, amputation presents a peculiar 
problem to the patient, his family, and society 
at large, considering the inherent difficulties 
encountered with psychosocial and physical 
rehabilitation. 
  
Studies have shown that more males are 
affected by amputation than females.5,11,14 
This is probably due to the fact that males are 
involved in activities which are more prone to 
trauma from road traffic accidents, falls from 
heights, assaults, sports, etc. 

 
The present study was, therefore, designed to 
determine the epidemiology and pattern of 
limb amputation in the study area with a 
view to developing effective rehabilitation 
measures that will be of public health 
importance. 

 
METHODOLOGY 
Study Area: This study was conducted at 
Christina Specialist Hospital, Egbu, Owerri, 
which is one of the few privately owned 
orthopaedic hospitals in the South-East of 
Nigeria. The catchment areas include 
Anambra, Abia, Rivers and Ebonyi States. 
 

Study Design: This was a 5-year retrospective 
epidemiological study involving 251 patients 
who had amputation surgeries between 2006 
and 2010. Their case notes were pulled from 
the Medical Records Department of the 
hospital after due permission had been 
sought for and obtained from the hospital 
authorities. Information extracted include 
biodata, age, sex, occupation, type and reason 
for amputation 
Statistical Analysis: Data obtained were 
analysed using simple statistical instruments 
such as mean, percentage and ratios.  

 

RESULTS 
The results showed that the age group with 
the highest incidence of amputations (Table 1) 
was the 41-60year group (56.6%), followed by 
the 61-80year group (37.5%). Out of 251 
amputations, 166 (66.1%) were males while 85 
(33.2%) were females, giving a male:female 
ratio of 2:1 (Table 2). The occupational group 
with the highest rate of amputations was the 
commercial motor cyclists 85(33.9%), 
followed by commercial drivers 54 (21.5%), 
see Table 3.  
 

Trauma accounted for 47 (75.8%) of all upper 
limb amputations (ULA) followed by 
congenital deformities 6 (9.68%), see Table 4. 
On the other hand, perivascular disease 
accounted for 125 (66.1%) of all lower limb 
amputations (LLA) followed by trauma 49 
(25.9%), see Table 5. The pattern of 
amputations (Table 6) shows that hand / 
fingers and digits/toes were the most 
frequent procedures 49(19.5%) and 39(15.5%), 
respectively, followed by below elbow 
35(13.9%) and below knee 35(13.9%) 
amputations. 

 
Table 1. Age distribution of amputee patients 
treated at Christina Specialist Hospital, Owerri 
between 2006 and 2010 

 
Age Group 

(years) 
Frequency Percentage 

(%) 

1-20 5 2 
21-40 10 3.98 
41-60 142 56.6 
61-80 94 37.4 

 
Total 251 100 
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Table 2. Sex distribution of amputee patients 
treated at Christina Specialist Hospital, Owerri 
between 2006 and 2010 

 
Gender Frequency Percentage (%) 

Male 166 66.1 
Female 

 
85 33.9 

Total 
 

251 100 

 
 
 
Table 3. Occupational distribution of amputees 
treated at Christina Specialist Hospital Owerri 

 
Occupation Frequency Percentage 

(%) 

Commercial 
motorcyclists 

85        33.9 

Commercial 
drivers 
 

54        21.5 

Factory 
workers 
 

36        14.3 

Climbers 
 

50 20 

Civil servants 
 

26 10.4 

Total 
 

251 100 

 
 

 
Table 4. Reasons for upper extremity amputations  
at Christina Specialist Hospital, Owerri 

 
Reasons for 
Amputation 

No. of 
Cases 

Percentage 
(%) 

  

Trauma 
 

47 75.8   

Congenital 
deformity 

6 9.68   

Tumour 
 

5 8.06   

Perivascular 
Disease 

4 6.45   

Total 62 100   

     
     
 
 
 
 
 

Table 5. Reasons for lower extremity amputations 
at Christina Specialist Hospital, Owerri 

 
Reasons for 
Amputation 

No. of 
Cases 

Percentage 
(%) 

Trauma 
 

49 25.9 

Congenital 
Deformity 
 

6 3.17 

Tumour 
 

9 4.76 

Perivascular 
Disease 
 

125 66.1 

Total 189 100 

   
 
Table 6. Pattern of upper and lower limb 
amputations at Christina Specialist Hospital 
Owerri 

 
Upper 
Limb 

Level Males Females Total 

 Shoulder 
Disarticulation 

1 0 1 

 Above elbow 16 9 25 
 Elbow 

Disarticulation 
0 3 3 

 Below elbow 17 18 35 
 Wrist 

Disarticulation 
10 7 17 

 Hand/Finger 38 11 49 
Lower 
limb 

Hip 
Disarticulation 

1 0 1 

 Above knee 19 13 32 
 Knee 

Disarticulation 
10 2 12 

 Below knee 21 14 35 
 Ankle 

Disarticulation 
1 1 2 

 Foot/Toes 32 7 39 
 

 Total 166  
 

85 251 

 
DISCUSSION 
This study revealed that the majority of 
amputees in the study area are males in the 
productive age group. Previous studies 
reported similar findings.1,11,15,20 This has far 
reaching effects on the economy of both the 
family, and State at large, since males are 
most often the bread winners of their families 
in our part of the world. The loss of a limb 
presents an added burden on the family as 
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the cost of rehabilitation may be out of reach 
for most families. The fact that the lower limb 
was more involved in amputation than the 
upper limb had previously been reported.11It 
is believed that the upper limb has better 
vascularity than the lower limb which is more 
often involved in trauma considering the 
ambulatory and weight bearing functions of 
the lower limb. 
 
The study, also, showed that the age group 
with the highest rate of amputations was 41-
60years. This represents the productive 
segment of the population. This group, also, 
represents the period when human activities 
are significantly high, with the increased risk 
of trauma from road traffic accidents, falls 
from height and gunshot injuries. Some 
previous studies reported lower peak age 
incidences.4,14,17 The variation may be due to 
the hospital setting used for the study since 
most of the studies were teaching hospital 
based where patients’ often present on 
referral. 
 
Trauma was the most frequent indication for 
upper limb amputations (ULA) and the peak 
age incidence was 21-44 years, while 
peripheral vascular disease was the most 
frequent indication for lower limb 
amputations (LLA) with a peak age incidence 
of 41-60years. The role of trauma in limb 
amputations has been previously reported by 
authors in other geopolitical zones of Nigeria. 
For instance, in South-West Nigeria, 
Olaseinde, et al, reported that trauma was 
responsible for 73.4% of all amputations, 
whereas, in South-South Nigeria, Ekekere 
reported that trauma accounted for 76.5% of 
all amputations.2,3 
 
A study by Onuminya, et al, also corroborated 
the report of trauma as a common indication 
for amputation in Nigeria.5 Common causes 
of trauma in the study area included fatal 
motor traffic accidents, falls from height, and 
crimes leading to gunshot wounds. These 
may be minimized by the construction of 
good road networks, reduction of crime rates 
by more job creation, and effective policing of 
the society. 
 

The higher incidence of amputations in 
commercial motorcyclists and drivers may be 
explained by the fact that these people are 
more exposed to trauma by RTAs than many 
other people in the society. Some of them are 
illiterate, and barely understand or respect 
road signs, and some of them drive under the 
influence of drugs including alcohol, and in 
this part of the world, roads are often in poor 
state of maintenance.  
 
The victims of these incidents often patronize 
the traditional bone setters in preference to 
orthodox facilities where their injuries would 
be properly and promptly 
managed.5,13Presentation to these bone setters 
is due mostly to their low charges, and 
sometimes, ignorance on the part of these 
injured persons. Such people frequently end 
up with complications and present late to 
hospitals when the limb may no longer be 
salvageable.  
 
Previous authors have reported on the 
activities of traditional bone setters in 
Nigeria.5,18,19,24 In Western countries, trauma 
plays a less important role as an indication for 
amputation; rather, peripheral vascular 
diseases play greater roles and even when 
they occur, the victims are promptly taken to 
the appropriate hospitals where facilities exist 
for optimal care, leaving no room for 
complications, or the subsequent need for 
amputations.16,20,21 
 
The high incidence of peripheral vascular 
diseases as indication for lower limb 
amputation in the study area highlights the 
role that diabetes has recently played in the 
area as most of the cases were due to diabetic 
complications. Previous studies had 
documented diabetic gangrene as a leading 
cause of amputations in Nigeria.11,23 

 
It was also found that the most frequent 
pattern of amputation in the study was digital 
amputation, followed by below-
elbow/below-knee amputations. Ideally, this 
makes the prospects of rehabilitation brighter, 
but in actual fact, many of these amputees 
end up becoming beggars in the churches or 
mosques due to poverty and ignorance. 
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Furthermore, there are inadequate/ill-
equipped rehabilitation centres to take care of 
the population of people who need 
rehabilitation. This is where the government 
and wealthy citizens have greater roles to 
play by establishing well-equipped centres to 
cater for these victims. 
 
CONCLUSION 
Amputation surgery was performed more in 
males than females in the study and was 
mainly due to trauma. This presents a public 
health problem since rehabilitation centres are 
few and ill-equipped and amputees hardly 
access them due to high costs or ignorance. 
 
ACKNOWLEDGEMENT 
The authors are grateful to the management and staff of 
Christina Specialist Hospital Egbu Owerri, Imo State 
for their total cooperation throughout the study. 

 
REFERENCES 
1. Onuba O, Udoidiok E. The scope of 

amputation in the developing countries. 
Postgraduate Doctor Africa 1989; 11(5):118-121. 

2. Olaseinde AA, Oginni LM, Bankole JO, 
Adegbeingbe, Oluwadiya KS. Indications for 
amputation at Ile-Ife, Nigeria, Niger J Med 
2002; 11(3):118-121. 

3. Ekere AA. The scope of extremity 
amputations in a private hospital in South-
South region of Nigeria. Niger J Med 2003; 
12(4):225-228. 

4. Unegbu MI, Dim EM. Safer amputations: A 
review of 158 cases. Niger J Surg Sci 2007; 
17(2):25-32 

5. Onuminya JE, Obekpa PO, Ihezue HE, 
Ukaegbu ND, Onabowale BO. Major 
amputations in Nigeria: A plea to educate 
traditional bone setters. Tropical Doctor 2000; 
30:133-135 

6. Solagberu BA. The scope of amputations in a 
Nigerian teaching hospital. Afr J Med Med Sci 
2001; 30(3):225-227. 

7. Solagberu BA. A diabetic foot in Nigeria: A 
review article. Afr J Med Med Sci 2003; 
32(2):111-118. 

8. Ogunlade SO, Alonge TO, Omololu AB, et al. 
Major limb amputations in Ibadan. Afr J Med 
MedSci2002; 31(4):333-336. 

9. Ajai EA, Ajai AO. Pattern and outcome of 
diabetic admissions at a Federal Medical 
Centre: A 5-year review. Ann Afr Med 2009; 
8(4):271-275. 

10. Chijioke A, Adamu AN, Makusidi AM. 
Mortality pattern among type 2 diabetic 

patients in Ilorin, Nigeria. Journal of 
Endocrinology, Metabolism and Diabetes of South 
Africa2010; 15(2): 29. 

11. Dada AA, Awoyomi BO. Is the trend of 
amputation in Nigeria changing? A review of 
15 consecutive cases seen at Federal Medical 
centre Ebute Metta, Lagos, Nigeria. Niger Med 
J 2010; 9(51):167-169. 

12. Thanni LO, Tade AO. Extremity amputation 
in Nigeria-a review of indications and 
Mortality. Surgeon 2007; 5(4):213-217. 

13. Akiode O, Shonubi AM, Musa A, et al. Major 
limb amputations: an audit of indications in a 
sub-urban surgical practice. J Natl Med Asses 
2005; 97(1):74-78. 

14. Obalum DC, Okeke GC. Lower limb 
amputations at a Nigerian tertiary hospital. 
West Afr J Med 2009; 28(1):24-27. 

15. Naaeder SB. Amputation of the lower limb in 
Korle-Bu teaching hospital, Accra. West Afr J 
Med 1993; 12(1):21-26. 

16. Ward FE, Amputations. In: Hardy JD (Ed). 
Hards Textbook of Surgery. Philadelphia 
Lippincott. 1993:1208-1214. 

17. Adotey JM, Jebbin NJ. Lower extremity 
amputations in Port-Harcourt: a retrospective 
study. Nigerian Journal of Orthopaedics and 
Trauma 2002; 1(1):29-33. 

18. Dormans JP, Fisher RC, Pill SG. Orthopaedics 
in the developing world: present and future 
concerns. J Am Acad Orthop Surg 2001; 9:3335-
3337. 

19. Yakubu A, Muhammad I, Mabogunje OA. 
Major limb amputations in adults, Zaria, 
Nigeria. J Roy Coll Surg Edinb 1996; 41:102-104. 

20. Anderson CD, Steward JD, Unger DV. Recent 
advances in lower limb amputations. 
CurrOpinOrthop 2007; 18: 137-144. 

21. Gupta A, Shalford RA, Wolff TW, Tsai TM, 
Scheker LR, et al. Treatment of severely 
injured upper extremity. J Bone Joint Surg 
1999;81A:1628-1651. 

22. Dirschl DR, Datiners LE. The mangled 
extremity. When should it be amputated? J 
Am Acad Orthop Surg 1996; 4:182-190. 

23. Ofiaeli RO. Indications, level and outcome of 
lower extremity amputations in Nnewi, 
Nigeria. J Med Inv Pract 2001; 2:18-21. 

24. Eze CB. Limb gangrene in traditional 
orthopaedic(bone setters) practice and 
amputation at the NOHE-facts and fallacies. 
Niger Med J 1991; 21:125-128. 

25. Nwankwo OE, Katchy AU.  Limb gangrene 
following treatment of limb injury by 
traditional bone setter: a report of 15 
consecutive cases. Niger Post grad Med J 2005; 
12: 57-60. 


