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ABSTRACT
Background and Purpose: Current research has revealed that as much as 52.4% of individuals with
lower limb loss report falling at least once in the past year. Previous research has also indicated that
rehabilitation, including physical therapy (PT), generally improves patient outcomes after definitive
amputation. Socioeconomic status has been shown to be an important factor in accessing healthcare but
has yet to be investigated in this population. The purpose of this study was to investigate the effects of
socioeconomic status and access to PT, and how limb loss affects mobility and fear of falling
perception. We hypothesized: [1] individuals with socioeconomic difficulty would have reduced access
to PT after amputation, and [2] individuals with limb loss will have increased fear of falling and
decreased mobility performance when compared to non-amputee, age-matched controls.
Subjects: 23 participants (7 females,16 males) mean age 51.30 years old (+ 13.17 SD, range 22-70)
with lower limb loss ambulating with a definitive prosthesis.
Materials/Methods: Participants completed a survey that included the Fear of Falling Avoidance
Behavior Questionnaire (FFABQ), questions to determine their socioeconomic status, and whether they
received PT after amputation. Mobility outcomes were measured using the standardized Timed Up and
Go test (TUG) and the Six Minute Walk Test (6MWT).
Results: There was no statistically significant difference in access to PT after amputation between those
with and without financial difficulty (p=.354). However, 75% of participants who had no socioeconomic
difficulty reported receiving PT, in comparison to only 25% in those who had socioeconomic difficulty.
Additionally, 34.8% of our participants reported socioeconomic difficulties. When comparing the
participants with amputation to the non-amputee, age-matched controls, there was a significant difference
in the TUG (p<.001), 6MWT (p<.001), and FFABQ (p=.008). On average, participants with limb loss
were 4.4 seconds slower on the TUG, walked 136.4m less on the 6MWT, and had an increased FFABQ
III

score of 6.6 points out of 56 points.
Discussion: Access to physical therapy and socioeconomic status have been overlooked in current
literature for individuals after amputation. While the effect of socioeconomic status on PT access did
not reach statistical significance in this preliminary study, only 25% of those who reported
socioeconomic difficulty received physical therapy after amputation, compared to 75% in those who
reported no difficulty. Further research is needed to determine whether low socioeconomic status is
predictive of receiving rehabilitation services post-amputation and long-term outcomes. Our findings
also showed that when compared to age-matched non-amputees, amputees tend to have impaired
mobility and higher degree of fear of falling. These findings agree with current literature.
Conclusion: Although not statistically significant, our preliminary findings showed that
socioeconomic difficulty may affect access to physical therapy after amputation. Furthermore, our data
demonstrated that individuals with lower limb loss exhibit reduced mobility performance and increased
fear of falling when compared to the age-matched controls.
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INTRODUCTION
Research has showed that individuals with lower extremity loss ambulating with a prosthesis are at
greater risk for falls.1 A previous study by Miller et al. has revealed that as many as 52.4% of individuals
with lower extremity amputation report falling at least once in the past year.1 Approximately two-thirds of
those who had fallen reported falling twice or more.1 In addition, 40.4% of all reported falls resulted in
injuries, with 19.3% of them requiring medical attention.1 Consequently it is no surprise that fear of
falling has been shown to be quite prevalent in this population with 49.2% of individuals with lower limb
loss report that they have a fear of falling, compared to 40% of individuals without an amputation in the
same age group.1 The fear of falling reported by this population can lead to avoidance behaviors, which
can then further hinder mobility and participation in the community.1,2 Furthermore, balance confidence
within the amputee population is significantly lower when compared to an age-matched control group.2 In
a study that investigated falls in younger amputees (ages 18-44), 87.5% of the falls that resulted in
hospitalization occurred within the first 6 months following definitive amputation.3 Furthermore, there
was a significant increase in risk of rehospitalization with increased age.3 These findings demonstrate the
crucial need of physical therapy, emphasizing gait training, fall prevention and safe transfer strategies,
and other interventions to be delivered early in order to optimize patient's mobility and to increase safety.
Socioeconomic status, comorbidities, and access to health care are important factors that may be
contributing to the decreased mobility and fear of falling seen in this population. A previous study has
also shown that those with an amputation that have a higher income (>$40,000), exhibit a much lower
fear of falling (58% reduction) when compared to those with lower income.1 Additionally,
comorbidities that can significantly increase the likelihood of lower limb amputation such as diabetes
mellitus has been shown to be strongly tied to socioeconomic factors. Gaskin et al. identified low
socioeconomic status as well as living in high-poverty neighborhoods with inadequate access to
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recreational facilities and health care services as key risk factors for type 2 diabetes. 4 Uncontrolled
diabetes mellitus can lead to peripheral neuropathy in one out of four individuals with diabetes.5 a
condition that impairs the body’s healing and sensation abilities and is a precursor to amputation. Persons
with diabetes are 8 times more likely to require amputation.6 It is safe to say that without the necessary
resources and access to healthcare, the diabetic condition of many of those living in poverty could
ultimately result in limb loss and have adverse effects in the recovery from lower limb amputation.
In the United States, individuals with low socioeconomic status make up two-thirds of the nation’s
uninsured,7 with uninsured Americans having significantly higher mortality rates than individuals with
private insurance. Uninsurance was also found to be associated with prevalence of smoking and lower
self-rated health.8 Baker et al identified that middle age adults who were continuously uninsured were
much more likely than those who were continuously insured to experience a major decline in their overall
health and overall mobility. It is well known that healthcare and access to healthcare in this nation is a
very sensitive topic, however, the effects of the lack of access to healthcare are evident, and further
research in specific populations is essential.
Traditionally, when an individual is fitted for a prosthesis following amputation, they are seen by a
prosthetist who evaluates the fit and educate the patient regarding the application and removal of the
device. Although prosthetists are involved in this process, it is not always the case for physical therapists,
whose services are not always prescribed to individuals after lower limb loss. Previous study has shown
that prosthetists are not confident in administering standardized mobility outcome measures such as the
TUG and the 6 minute walk test, two fundamental outcome measurements of mobility and fall risk, to
assess the patient's fall risk. 9 Although the role of prosthetists is absolutely essential, physical therapists
are also crucial as they receive extensive training in functional outcome measures, safe transfers, gait
analysis and training. This also highlights some of the differences in roles between prosthetists and
2

physical therapists that, although different, should complement each other in every well-rounded postamputation program.
Physical therapy is necessary and critical to the continuum of care for individuals with lower
extremity amputation. Early physical therapy such as range of motion (ROM) exercise, bed mobility and
positioning of both limbs are important to patient functions and the prevention of other complications.
Prosthetic training in amputee rehabilitation is a long process that involves functional movement training
and strengthening to help facilitate activities such as standing, maintaining balance, and walking with the
prostheses. A retrospective study by Christiansen et al. has demonstrated that gait training with the
prosthesis increases distance and speed significantly. Participants in their study exhibited statistically
significant improvement from the initial test to discharge in 2 Minute Walk, Timed Up and Go, and Gait
Speed outcomes. Furthermore, a study by Sjodahl et al. has shown that a combination of psychological
and physiotherapeutic treatment can lead to considerable gait improvements in this population. The
authors noted that participants in the study exhibited a decrease in compensatory gait pattern and an
increase in gait speed by 20-79%. Participants also reported an increased control of the prosthesis,
freedom, self-confidence, and quality of life.10
Current research shows that fear of falling and diminished mobility are prevalent in individuals
with lower limb loss. The available clinical evidence supports the notion that early access to physical
therapy intervention significantly improves mobility in those with lower extremity amputation. However,
it is currently unclear how socioeconomic status affects physical therapy services accessibility postamputation. The overall purpose of this study was to investigate the effects of an individual’s
socioeconomic status, physical therapy treatment in prosthetic training, and accessibility of physical
therapy on mobility in individuals with lower extremity amputation. The following specific aims and
corresponding hypotheses were examined and tested in this study.
3

Project Aims and Hypothesis
1. Aim 1: Investigate the effects of socioeconomic status on access to physical therapy in
individuals with lower extremity limb loss.
Hypothesis #1: Individuals with socioeconomic difficulty will have reduced access to
physical therapy services after amputation when compared to those with no difficulty.
2. Aim 2: Compare mobility and fear of falling between age-matched individuals with and
without lower extremity amputation.
Hypothesis #2: Individuals with lower limb loss will have increased total time for the TUG
test, decreased total distance for the 6MWT, and increased score in Fear of Falling
Avoidance Belief Questionnaire in comparison to non-amputee, age-matched control group.
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METHODS
Subject and Instrumentation
Twenty-three participants with lower limb loss volunteered to participate in this study. Most of
them were referred from local prosthetics and orthotics clinics, while others were recruited from a patient
support group (Amputee Coalition of Southern Nevada). In order to participate in our study, eligible
participants had to be at least 18 years of age and have had a unilateral or bilateral lower limb loss,
regardless of level of amputation. participants were required to currently be using a lower limb prosthesis
for ambulation and to walk independently for at least 50 meters without help from others with or without
using assistive devices. Participants that did not meet these criteria were excluded from the study. The
entire process took approximately 45-60 minutes. The age-matched control group for this study consisted
of mobility data collected from a previous study that utilized the same instrumentation and functional
outcomes in community-dwelling older adults without amputation.
Procedure
Informed consent was collected from each subject prior to data collection. Each subject was
informed of their right to withdraw from the study at any time, for any reason without penalty. Each
subject filled out a survey that included a medical history and other health-related questionnaires. The
survey is detailed below.
Functional Mobility and Physical Therapy Exposure Questionnaires
Participants completed three standardized questionnaires: The Short-Form Health Survey (SF36v2), the Fear of Falling and Avoidance Belief Questionnaire (FFABQ), and Section 4 of the Prosthesis
Evaluation Questionnaire (PEQ). Mobility and PT access-related questions were included in order to
determine participants’ exposure to gait training and physical therapy. These specific questions are as
follows:
5

1. Did you receive any training (walking, putting it on/removing) for your prosthesis since your
amputation?
2. Did you receive any physical therapy (PT) training to help you with your prosthesis (walking,
fall education, perform daily and recreational activities)?
3. If yes, how soon after you received your prosthesis did you receive this PT training?
4. How often and for how long did you receive this PT training?
The Short-Form Health Survey (SF-36v2) gathered general information about the subject's
demographic and medical history.11 The Fear of Falling and Avoidance Behavior Questionnaire (FFABQ)
is a subjective assessment of a person’s fear of falling during certain activities.12
The Prosthesis Evaluation Questionnaire (PEQ) is another valuable functional outcome measure.
It is a self- reported questionnaire that contains 54 questions divided into nine different functional
sections. It contains questions about a person’s prosthesis as it relates to its effects on quality of life,
mobility, satisfaction and psychosocial aspects. Each one of the nine functional domain scales can be used
individually or in different combinations for specific purposes. This questionnaire has been shown to have
a high degree of content validity and temporal stability.13 For the purpose of this study, our domain of
interest was mobility. Thus, only section 4 of the PEQ was utilized.
Socioeconomic Status
Our survey included a simple socioeconomic question that has been shown to be 98% sensitive for
detecting people living below poverty line:14
1. Do you ever have difficulty making ends meet at the end of the month?
After completing the questionnaires, the subject's height and weight were collected followed by mobility
assessments.

Mobility Assessments
The functional outcome measures included the Timed-Up-and-Go (TUG) test and the Six-Minute
6

Walk Test. TUG time was measured using an instrumented TUG bench and procedures validated in a
previous study by Lee et al. Briefly, the bench is equipped with force sensors that detects the loading
exerted to the seat. The start of timing was determined when 90 percent of the subject’s body weight is off
the bench and stops when 90 percent of the body weight was returned to the bench when the participant
sat down.
For the TUG, participants were asked to perform the TUG test in 2 walking distances (3 and 9
meters) consisting of 3 trials each. The bench height of the instrumented TUG bench was adjusted
according to the individual’s leg length for the most reliable results. It has been shown that this height
adjustment is particularly important for taller individuals.15 Leg length was determined based on the
popliteal crease to the bottom of their shoe using their uninvolved leg if amputation was unilateral. If
amputation was bilateral, measurement of the right prosthesis was collected. In the event that the subject
could not arise from the bench unassisted at that height, bench height was adjusted and recorded in order
for the successful completion of the test. A demonstration trial was performed by a researcher so the
subject understood what was expected of them during the task followed by a practice trial. Participants
were instructed to sit on the bench, and when cued with “ready?, go” they will get up from the bench,
walk at a safe but brisk walking pace toward a target at the designated distance, turn around, walk back to
the bench and sit down. The total time was recorded from the moment they arose from the bench to when
they sit back down, as previously discussed.
For the Six Minute Walk Test, participants instructed to cover as much ground as possible within
the 6 minutes along a designated marked straight walkway with a distance of 33 meters (100 ft.). A
trained researcher followed the participants throughout the process to walk continuously and as far as
possible according to a validated standardized procedure. Participants were informed that it is acceptable
if they are unable to continue or begin to slow down and they may take breaks to rest if necessary.
7

Reliability of the Outcomes Used in Current Research
Intraclass correlation coefficients (ICCs) for the following tests are established:
1. Administration of Timed-Up-and-Go test for the investigator in this study= 0.985.
2. PEQ mobility/ambulation= .90. 16
3. SF-36= 0.689-0.972.11
4. Six Minute Walk Test younger population: 0.89-0.96;17 older populations:0.88-0.97.18
5. FFABQ=0.812.19
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STATISTICAL ANALYSIS
To investigate the effect of socioeconomic status on mobility, independent sample t-tests were
utilized to compare the variables of interest between those who reported no socioeconomic difficulty vs
those who had socioeconomic difficulty. Furthermore, to investigate the effect of socioeconomic status on
physical therapy access, we compared the percentage of individuals who received physical therapy
intervention between those with and without economic hardship using a chi-square analysis.
To investigate the influence of physical therapy intervention after amputation, independent
sample t tests were used to compare the variables of interest between those who received and did not
receive physical therapy. To further investigate the effect of amputation on mobility, an independent t-test
was performed to compare performance on the average 3 meter TUG time, 9 meter TUG time, 6 Minute
Walk Test, and Fear of Falling and Avoidance Belief Questionnaire between amputee participants and
age-matched controls (age 50-70). Additional t-tests were performed to analyze subgroups within this
subject population (ages 50-59 and 60-70).
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RESULTS
Demographic, anthropometric, and amputation characteristics of the participants are presented in
Table 1. Additionally, Table 2 shows our results in regard to socioeconomic impact on TUG, 6MWT,
FFABQ, and PEQ. There was no statistically significant difference between individuals with and without
socioeconomic difficulty in any of these measures. Table 3 presented results from our chi square analysis;
of note 34.8% of the individuals with limb loss reported socioeconomic difficulties, of them, only 25%
received PT after amputation when compared to 75% in those who reported no socioeconomic difficulty
(Fisher’s Exact Test, p=0.354; 2-sided). Table 4 presented the comparison between individuals who
received physical therapy and those who did not in regard to their performance in the TUG, 6MWT,
FFABQ, and PEQ. We found no significant difference between groups that received physical therapy
intervention compared to those that didn’t received physical therapy intervention when compared within
3m Tug. Lastly, Table 5 examines the older amputee participants age 50-70 and compared them to age
match controls. We found a statistically significant difference in 3m TUG (50-70 year old amputee group
= 11.84±5.46, 50-70 year old control group= 7.37±2.37; t(164)=5.70, p<.001 (two tailed)), 9m TUG (5070 year old amputee group = 23.03±9.10, 50-70 year old control group= 14.74±4.37; t(148)=5.80,
p<.001 (two tailed)), FFABQ (50-70 year old amputee group = 12.69±10.27, 50-70 year old control
group= 6.06±8.46; t(164)=2.67, p=.008 (two tailed)) and 6MWT (50-70 year old amputee group =
374.79±208.68, 50-70 year old control group= 511.21±79.06; t(91)=-4.32, p<.001 (two tailed)) between
the older amputee participants age 50-70 years old and control subjects age 50-70 years old.
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Table 1
Demographic and anthropometric characteristics of the participants
Characteristics
Age (y)
Height (m)
Body Mass (kg)
BMI (kg/m2)
Bilateral Amputation
Unilateral Amputation
Transfemoral Amputation
Transtibial Amputation
Hip Disarticulation

Male (n=16)
50.69±12.89
1.81±0.12
98.63±18.82
30.07±4.86
2
14
2
14
0

Female (n=7)
52.71±13.69
1.69±0.07
85.80±24.16
29.85±7.86
0
7
4
2
1

Table 2
Socioeconomic difficulty and its effect on mobility, FFABQ, and PEQ
TUG 9m
Socioeconom TUG 3m
6MWT Average
Average (s)
Average (s)
ic Difficulty
(m)
Yes (n=8)
11.31 ± 5.91 20.93 ± 9.88 328.19 ± 117.11
No (n=14)
10.02 ± 4.15 20.01 ± 7.18 432.76 ± 190.94
p value
0.554
0.804
0.178
FFABQ and PEQ Socioeconomic Difficulty “no” (n=15)

FFABQ Score
Average
15.00 ± 10.06
10.13 ± 13.46
0.381

Table 3
Chi square analysis: Physical Therapy and Socioeconomic Difficulty Crosstabulation

Did not receive
Physical Therapy
Received Physical
Therapy
Total

No Socioeconomic
Difficulty

Yes Socioeconomic
Difficulty

3 (20%)

4 (50%)

12 (80%)

4 (50%)

15 (100%)

8 (100%)

Fisher’s Exact Test p=0.354
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PEQ Score
Average
61.91 ± 23.25
72.39 ± 23.13
0.313

Table 4
Physical Therapy intervention and its effect on mobility, FFABQ, and PEQ.
TUG 3m
TUG 9m
Attended
6MWT Average
Average (s)
Average (s)
Physical
(m)
Therapy
Yes (n=15)
10.24 ± 4.11 20.02 ± 6.99
416.99 ± 192.17
No (n=7)
11.02 ± 6.30 21.02 ± 10.56
347.04 ± 119.20
p value
0.728
0.794
0.310
FFABQ and PEQ Attended Physical Therapy “yes” (n=16)

FFABQ Score
Average

PEQ Score
Average

10.69 ± 13.52
14.43 ± 9.66
0.463

67.32 ± 24.43
72.01 ± 21.56
0.666

Table 5
Age-matched mobility and FFABQ comparison between amputee and control subjects
Outcome
TUG 3m Average
TUG 9m Average 6MWT Average
FFABQ Average
Measure
(s)
(s)
(m)
Score
50-70 years
11.84 ± 5.46*
23.03 ± 9.10*
374.79 ± 208.68* 12.69 ± 10.27*
Amputee
(n=13)
7.37 ± 2.37
14.74 ± 4.37
511.21 ± 79.06
6.06 ± 8.46
50-70 Control
(n=80-153)
TUG 3m 50-70 Control (n=153), TUG 9m 50-70 Control (n=137), 6MWT 50-70 Control (n=80), FFABQ
50-70 Control (n=153)
*significant difference
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DISCUSSION
Physical therapy post-amputation improves overall gait performance and shortens the duration of
time to regain independent ambulation,20, 21 which in turn contribute to decreased incidence of falls.
Physical therapy has been shown to reduce time in inpatient rehab length of stay and to initial prosthetic
casting, accelerating the process to independence.21 Physical therapists also play a vital role in prosthetic
training in amputee rehabilitation, which is a long process that involves functional movement,
strengthening, and other techniques to promote balance, gait and quality of life, and to prevent secondary
complications such as joint contracture, back pain, and falls. While physical therapy is clearly beneficial
after amputation, access to proper healthcare is limited due to a myriad of factors such as socioeconomic
status, lifestyle choices, and level of education. In addition to a lack of insurance coverage, several factors
have been shown to predict inadequate medical care such as living in rural areas,22 minority race, and lack
of higher education.23,24
Results of previous literature highlight the importance of accessible healthcare and its effects on
health. A study in particular by Leavitt determined a direct correlation between poverty and access to
comprehensive, effective, and efficient medical care.25 We hypothesized that participants in our study with
socioeconomic difficulty undergoing rehabilitation after amputation would have diminished outcomes
than those with no difficulty. To our surprise, 30% of our participants did not participate in physical
therapy after amputation even though a majority of them reported no socioeconomic difficulty. The exact
reasons individuals with lower limb loss chose not to undergo PT after amputation are unclear. We
speculate there is a possibility of a lack of awareness of the role physical therapy has in rehabilitation
among the general public, especially post-operatively in an acute care setting. Additionally, poor intrinsic
motivation, family support, transportation and perception of physical therapy could contribute to subjects
stating they did not receive PT services. Future research should investigate the reason as to why PT
13

services are not readily implemented in the amputee plan of care along with perceived limitations to
participate in physical therapy.
Our research failed to demonstrate statistically significant effects of socioeconomic difficulty and
on our main mobility outcome measures. This result is likely due to the limited sample size in this
preliminary study. However, some trends seem to exist in the TUG, 6MWT, FFABQ, and PEQ scores
between groups. We found that amputees who reported socioeconomic difficulty, on average, were 2
seconds slower in completing the TUG at 3m and 9m distance. As for the 6MWT, these participants
walked on average, 74 meters less which is greater than the minimal clinically important difference
(MCID) of 50 meters established for the geriatric population.26 FFABQ scores were on average 5 points
higher in those with socioeconomic difficulty indicating an increased fear avoidance behavior, along with
lower PEQ scores, which suggest greater dissatisfaction with their prosthesis in regards to their perceived
mobility.
Our preliminary results showed that socioeconomic status appears to have an impact on whether
or not an individual with limb loss receives physical therapy after amputation. Based on table 3, the
probability of receiving physical therapy after amputation in those without economical difficulty (12 out
of 15, 80%) was 1.6 times higher than those with economical difficulty (4 out of 8, 50%). However, our
hypotheses that early physical therapy and socioeconomic status would impact their mobility and fear of
falling outcome measures were not supported. Future studies should consider the level of higher education
in addition to socioeconomic status as additional factors determining whether an individual will undergo
physical therapy after amputation. It is imperative for future research to further investigate some of the
barriers to healthcare access in this specific population and to investigate why there seems to be a
disparity in healthcare access between those who have socioeconomic hardships and those who do not.
In regard to the impact of receiving physical therapy after amputation, amputees who did not
14

receive therapy, completed the TUG at 3m and 9m distance on average, 1 second slower than their
counterparts. Furthermore, participants who did not attend physical therapy ambulated on average 69
meters less in the 6MWT, thus surpassing the MCID of 50 meters as defined by Perera et al. Lastly,
participants who did not receive physical therapy on average scored 3 points greater on the FFABQ in
comparison to those who did receive physical therapy, which is concurrent with our hypothesis. We
believe this can be attributed to various factors but not limited to poor prosthetic fit, impaired kinematics,
and decreased endurance.
Lastly, we discovered a significant difference in FFABQ scores, TUG and 6MWT between
individuals with amputations ages 50-70 years of age when compared to those in the age-matched control
group. These results, while consistent with current evidence highlight a distinctive susceptibility to the
development of avoidance behaviors due to fear of falling in this specific age group. As healthcare
providers, it is imperative to be aware of this risk in order to address it early through education and
physical therapy interventions in order to maximize mobility and the quality of life in those with lower
limb loss. Increased fear of falling and lower 6MWT in the 50+ age group when compared to those
without amputation is concurrent with current findings.

15

LIMITATIONS
There might be a few reasons why we were not able to demonstrate a statistically significant
difference on physical therapy accessibility between those who reported having socioeconomic difficulty
and those who did not. The first reason is that our sample size is small. A number of previous studies
utilized healthcare databases and hence have a larger sample compared to ours, which involved additional
assessments. Second, recruitment of participants relied on referrals from a select few local prosthetic and
physical therapy clinics which might have led to selection bias in our study. There is the possibility that
only participants with certain personality, physical capacity, and socioeconomic characteristics might
have participated in our study. For example, only those with a lower fear of falling may have felt
confident performing the mobility tests required in this study. Furthermore, while we were able to
determine whether or not participants currently have difficulty making ends meet at the end of the month,
we were unable to determine whether or not participants were above or below the poverty line at the time
of amputation, which may have been a contributing factor in whether or not they received physical
therapy.
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CONCLUSION
We found that older adults with lower limb loss demonstrate a higher fear of falling and reduced
mobility than those without limb loss in the same cohort. This is in agreement with the latest available
evidence. However, there is no significant difference in functional outcome measures between those who
received physical therapy and those who did not. This is also the case for socioeconomic difficulty, for
there was no significant difference between those with socioeconomic difficulty compared to those
without difficulty. Although there is no statistical significance, it is evident that there are trends in the
TUG, 6MWT, and FFABQ that can be informative. With that in mind, participants who did not receive
physical therapy had decreased mobility, increased fear of falling, and overall less satisfaction with their
prosthesis. The same trend is apparent in socioeconomic difficulty, for those who had socioeconomic
difficulty had decreased mobility, increased fear of falling, and overall less satisfaction with their
prosthesis. Our study highlights the effects of physical therapy and socioeconomic status, however,
without a proper sample size the link is unclear. Future studies should continue to investigate the link
between socioeconomic status, and physical therapy on mobility and fear of falling. Additionally, future
studies should look into whether there is a direct correlation between socioeconomic status and access of
physical therapy for those with lower extremity amputation.
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