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OBJECTIVE—To estimate the impact of diabetes on mortality in patients after first major
lower extremity amputation (LEA).

RESEARCH DESIGN AND METHODS—Using claims data of a nationwide statutory
health insurance, we assessed all deaths in a cohort of all 444 patients with a first major LEA since
2005 (71.8% male; mean age 69.1 years; 58.3% diabetic; 43% with amputation above the knee)
up to 2009. Using Cox regression, we estimated the time-dependent hazard ratios to compare
patients with and without diabetes.

RESULTS—The cumulative 5-year mortality was 68% in diabetic and 59% in nondiabetic
individuals. In the first course, mortality was lower in diabetic compared with nondiabetic
patients. Later, the diabetes risk increased yielding crossed survival curves after 2 to 3 years
(time dependency of diabetes; P = 0.003). Age- and sex-adjusted hazard ratios for diabetes were
as follows: 0–30 days: 0.50 [95% CI 0.31–0.84]; 31–60 days: 0.60 [0.25–1.41]; 61 days to
6 months: 0.75 [0.38–1.48]; .6–12 months: 1.27 [0.63–2.53]; .12–24 months: 1.65 [0.88–
3.08];.24–36 months: 2.02 [0.80–5.09]; and.36–60 months: 1.91 [0.70–5.21]. The pattern
was similar in both sexes. In the full model, significant risk factors for mortality were age (1.05;
1.03–1.06), amputation above the knee (1.50; 1.16–1.94), and quartile category 3 or 4 of the
number of prescribed medications (1.64; 1.12–2.40 and 1.76; 1.20–2.59). Further adjustment
for comorbidity did not alter the results.

CONCLUSIONS—In this population-based study, we found a time-dependent mortality risk
of diabetes following first major LEA, which may be in part a result of a healthier lifestyle in
diabetic patients or the access to specific treatment structures in diabetic individuals.
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Lower extremity complications, par-
ticularly ulceration and amputation,
are significant sources of morbidity

in the diabetic population. Although the
reduction of lower extremity amputation
(LEA) in diabetes has frequently been
cited as a primary objective by health
systems and organizations (1,2), diabetic

individuals still have a largely increased
LEA risk compared with nondiabetic pa-
tients (3,4). Avoidance of amputation
should not only be targeted because of
the associated economic consequences
(high costs because of repeated hospital-
izations, rehabilitation, home care, and
social-service support) but also because

of quality-of-life issues. Alternative treat-
ment options might seem costly in the
short term, but most cost-effectiveness
analyses that also considered the long-
term perspective have concluded that
treatment alternatives in which the limb
is saved are most cost effective (see
Supplementary Ref. 1). Furthermore, di-
abetes has been considered to be associ-
ated with an excess mortality in patients
after LEA, in particular in the periopera-
tive period and during the first year (5,6).
Some studies found contrasting results,
with similar or reduced mortality in dia-
betic compared with nondiabetic patients
(7–11; and Supplementary Refs. 2–4).
However, several studies are not popu-
lation based but use data from spe-
cialized diabetes centers or had short
follow-up periods. Thus results remain
controversial.

Hence, the aim of our study was to
evaluate the mortality risk in diabetic and
nondiabetic individuals after a first major
LEA since 2005 up to 2009 in Germany,
using claim data of a nationwide statutory
health insurance.

RESEARCH DESIGN AND
METHODS

Study population and data
assessment
We used data of a cohort of patients with
incident LEA, for which analyses on in-
cidence have been published elsewhere
(3). In brief, these patients were derived
from the Gmünder ErsatzKasse (GEK), a
statutory health insurance company that
insured 1.6 million people located in all
regions of Germany (1.9% of the German
population). We included all people who
were members of the GEK for at least 1
year within the period 1 January 2004 to
31 December 2007. Diabetic patients
were defined according to an established
procedure (12) as subjects with at least
one of the following characteristics: 1) di-
abetes diagnosis (ICD E10-E14) in at least
three of four consecutive quarters, 2) at
least two prescriptions of antidiabetic
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medication (ATC code A10) within 12
months, or 3) at least one prescription of
an antidiabetic medication and one diabe-
tes diagnosis or one measurement of blood
glucose or HbA1c within 12 months. We
assessed all incident LEAs between 2005
and 2007 in patients with an amputation-
free period of at least 1 year. Lower limb
amputations were classified according to
a previous study (3) using specific opera-
tion procedure codes (OPS codes 5–
864.3, 5–865.3, and 5–869.0) of the
hospital discharge documentation. A total
of 994 patients with a first minor or major
LEA were included.

The current study was restricted to
major amputations (any resection proxi-
mal to the midtarsal level, according to
the 2007 International Consensus of the
Diabetic Foot [13]). Patients with minor
amputations were further followed up
until 31 December 2009 and were in-
cluded if a major amputation occurred.
A total of 454 patients with an incident
major LEA were studied, of whom 418
had their event between 2005 and 2007.
The index date was the day of the first
major amputation. We further excluded
all people coinsured as a dependent and
members who left the GEK for reasons
other than death within the study period
(n = 10). Both criteria were applied to
avoid informative censoring in the sur-
vival analysis (e.g., an insurance period
ends because of death but this reason
might not be documented in these cases).
Our final cohort, therefore, comprised
444 patients with a first major LEA be-
tween 2005 and follow up to 2009.

We further used medication claims
data for the year preceding the index date.
Treatment with cardiovascular drugs
(b-blockers, ACE inhibitors, sartans, sta-
tins, ezetimibe, fibrates, and clopidogrel)
and antidiabetic drugs (insulin, oral anti-
diabetic agents) was assessed. Because it
has been shown that the number of dis-
tinct medications prescribed in the previ-
ous year is a good predictor of mortality
(14), we included this indicator as a
comorbidity measure. Furthermore, we
assessed the following outpatient diagno-
ses: 1) hypertension (ICD-10: I10-I15), 2)
chronic ischemic heart diseases (ICD-10:
I20-I21, I25), 3) cerebral ischemia/
chronic stroke (ICD-10: G45, I60-I64,
I69), and 4) renal failure (ICD-10: N18-
N19) coded according to a previous
study using German claims data (see
Supplementary Ref. 5). At least one of
these diagnoses had to be recorded in a
1-year period (including the quarter of

the index date and the preceding three
quarters). Quarters had to be chosen be-
cause this is the basic time period for
coding diagnoses in outpatient care in
Germany.

Statistical analysis
Target variable was the time from the first
major LEA up to death or the end of the
study period (31 December 2009),
whichever came first. We assessed sur-
vival with the Kaplan Meier estimator,
stratified for diabetes. Crude differences
between diabetic and nondiabetic indi-
viduals were planned to be statistically
compared using the log-rank test, if the
proportional hazard assumption was not
violated. But because survival curves of
the diabetic and the nondiabetic group
were crossing, proportional hazards
could not be assumed, which was statis-
tically tested using the test proposed by
Grambsch and Therneau (15). We then
performed Cox regression using discrete
time intervals to model the time depen-
dency of diabetes (16) and to evaluate
predictors of death in multivariate analy-
ses. As predictors, we included diabetes,
interaction of diabetes with the discrete
time intervals (30 and 60 days, 6, 12,
24, 36, and 60 months), and age (as con-
tinuous variable). In a second model, the
location of the amputation (below or
above knee) and the number of pre-
scribed medications, which were catego-
rized into quartiles, were added as further
independent variables. In a sensitivity
analysis, we also included the above given
outpatient diagnoses for hypertension,
chronic ischemic heart diseases, cerebral
ischemia/chronic stroke, and renal failure.

The Cox regression was also per-
formed stratified for men and women.

All analyses were performed using R
(A Language and Environment for Statis-
tical Computing, Release 2.10.1; R Foun-
dation for Statistical Computing, http://
www.R-project.org), and the results of
the Cox models were verified using the
Statistical Analysis Systems SAS (SAS for
Windows XP Professional, Release 9.2
TS2M0; SAS Institute, Cary, NC).

RESULTS—Results did not differ sub-
stantially between men and women. Thus
we report the results for the whole pop-
ulation.

Baseline characteristics of the study
population
Of the 444 individuals with incident
major amputation between 2005 and up

to 2009, 319 (71.8%) were male, and
mean age (SD) was 69.1 (11.7) years. Of
the individuals, 259 (58.3%) of them had
diabetes and 192 (43.2%) of the LEAs
were above the knee. Diabetic patients
were slightly older, more likely to be
male, and had more prescribed medica-
tions compared with nondiabetic individ-
uals. The proportion of amputations
above the knee was lower in diabetic
than in nondiabetic patients. Diabetic
patients were more likely to have a di-
agnosis of hypertension, chronic ischemic
heart diseases, cerebral ischemia/chronic
stroke, or renal failure. Table 1 shows the
description of the subjects with incident
major amputation, stratified for diabetes.

Survival and mortality in the study
population
Overall, 245 individuals died within the
study period of up to 5 years, 146 and 99
with and without diabetes, respectively.
The mean observation time per patient
(SD) was 1.9 (1.6) years.

Figure 1 shows the Kaplan-Meier
curves crossing each other after about 2
years in the whole population (number of
survivors under the curves in Table 2).
The assumption of proportional hazards
seemed to be violated: there was a signif-
icant time dependency of diabetes (P =
0.003). This means corresponding to the
figure that the relative mortality risk as a
result of diabetes was time dependent:
in the first time after LEA, diabetic indi-
viduals had better survival. But in the
time course the diabetes risk increased
yielding crossed survival curves after
about 2 to 3 years. The relative mortality
risk for diabetes, adjusted for sex and
age, was as follows: baseline 0–30 days:
0.50 [95% CI 0.31–0.84]; 31–60 days:
0.60 [0.25–1.41]; 61 days to 6 months:
0.75 [0.38–1.48];.6 to 12 months: 1.27
[0.63–2.53]; .12 to 24 months: 1.65
[0.88–3.08]; .24 to 36 months: 2.02
[0.80–5.09]; and .36 to 60 months:
1.91 [0.70–5.21]. As expected, age was
significantly associated with mortality.
Cumulative mortality after 1 month,
1 year, and 5 years, as derived from the
Kaplan-Meier estimates, was 10, 31, and
68% in diabetic and 19, 40, and 59% in
nondiabetic individuals, respectively.

Model 2 in Table 3 shows the results
when the LEA location and the number of
prescribed medications are included as
further predictors. The hazard ratios of
model 1 remained. Amputation above
the knee (1.50; 1.16–1.94), and quartile
category 3 or 4 of number of prescribed
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medications (1.64; 1.12–2.40 and 1.76;
1.20–2.59) were both significantly asso-
ciated with mortality.

The inclusion of hypertension,
chronic ischemic heart diseases, cerebral

ischemia/chronic stroke, and renal failure
in a sensitivity analysis did not alter our
findings (data not shown). Furthermore,
none of these variables were statistically
significant or associated with mortality.

CONCLUSIONS

Study findings and implications
In this population-based study we could
analyze survival in patients with incident
major amputation in Germany up to 5
years (2005–2009), with a focus on dia-
betes as a predictor. As expected, we
found a high mortality in this population.
After 3 years follow-up, more than 50% of
the patients in our cohort had died. In-
terestingly, the influence of diabetes in
our study was significantly time depen-
dent: in the first time after incident LEA,
mortality was lower in diabetic than in
nondiabetic individuals. There was an in-
creasing trend of diabetes risk during ob-
servation time, and after about 2 to 3
years, diabetic individuals had a higher
mortality than nondiabetic individuals.
The number of prescribed medications,
included as a proxy for comorbidity,
and the amputation level were signifi-
cantly associated with mortality; how-
ever, they did not alter these estimates.
Looking for an explanation of our finding,
one could argue that diabetic individuals
have more comorbidities, as indicated by
medications and outpatient diagnoses,
but are, however, more closely monitored
by several specialists because of their
chronic disease, and if problems arise
they are identified and treated early. In
Germany, nationwide disease manage-
ment programs for diabetes have been im-
plemented since 2003. These programs
defined contents and time frames for the
treatment of diabetes and its complica-
tions, and they provided interfaces among
the different levels of care. Diabetic indi-
viduals were more likely to have an am-
putation below the knee eventually
because of the more distally pronounced
distribution pattern of peripheral arterial
disease compared with nondiabetic pa-
tients (17,18). In previously published
series, patients with below-knee amputa-
tion had been reported to have signifi-
cantly better survival outcomes than
above-knee amputees (7,19,20). When
we stratified our analyses for amputation
level, the time dependency of diabetes
seemed to be only present for below-
knee amputations, not for amputations
above the knee (data not shown). How-
ever, the case numbers were too low to
yield valid estimates. Further analyses
are warranted. In the above-mentioned
disease management programs, networks
of specialized physicians have been intro-
duced in various German regions and are
thought to be responsible for a recently

Table 1—Description of the study population: patients with first LEA during
2005 to 2009 (GEK insurants, Germany)

Diabetes No diabetes All

n 259 185 444
Mean age (years) (SD)1 69.3 (10.7) 68.8 (13.1) 69.1 (11.7)
Sex (% male) 75.7 66.5 71.8
Above-knee amputation (%) 37.5 51.4 43.2
Number of prescribed medications2

First quartile 11 6 8
Median 16 11 14
Third quartile 21 16 19
Maximum 47 37 47

Insulin therapy (%) 62.5 — 36.5
Oral antidiabetic medication (%)2 38.6 — 22.5
Cardiovascular medication (%)2,3 87.3 63.8 77.5
Diagnoses in outpatient care4

Hypertension (%) 79.2 62.7 72.3
Chronic ischemic heart diseases (%) 46.7 32.4 40.8
Cerebral ischemia/chronic stroke (%) 25.9 20.5 23.6
Renal failure 31.7 13.5 24.1

1Age at time of first major LEA; 2substances, in the year before first major LEA; 3b-blockers, ACE inhibitors,
sartans, statins, ezetimibe, fibrates, and clopidogrel; 4in the quarter of the first major LEA and in the preceding
3 quarters (e.g., 1 year).

Figure 1—Crude survival curves after first major LEA (GEK insurants, Germany, 2005–2009).
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observed decline in major amputation
rates as well as reductions of the excess
amputation risk because of diabetes in
German diabetic populations (3,21).
One might argue that even those diabetic
patients in whom major amputation
cannot be avoided might profit from im-
proved treatment structures by achieving
more distal major amputation levels,
tighter glycemic control, and more ag-
gressive cardiovascular risk management.
Such a concept has been proven to be ef-
fective by improving 5-year survival rates
in diabetic foot ulcer patients recently
(22). In this context the observed larger
number of prescribed medications in di-
abetic patients also might be a hint for
more aggressive management of cardio-
vascular risk factors, not only a marker
of comorbidity.

Other factors may play a role, like a
lower proportion of smokers among di-
abetic individuals undergoing amputa-
tion compared with their nondiabetic
counterparts (see Supplementary Ref. 2).
However, in our data we have no infor-
mation about detailed clinical or lifestyle

variables, e.g., smoking habits or glyce-
mic control, and only limited information
about history of coronary or cerebrovas-
cular events, chronic heart failure, and re-
nal function. Exact causes of death also
cannot be determined by our data.

Comparison with other studies
The 1-year mortality of diabetic patients
in our study (31%) was comparable with
the numbers from other studies (31–
34%) (7,11,23). The 5-year mortality in
diabetic patients in our cohort showed
conformity with those from the study of
Aulivola et al. (7) (68 and 69%, respec-
tively) but was lower than reported from
other cohorts investigated in the 1990s
reporting 80–90% mortality after 5 years
(5,10). Mortality reported from nondia-
betic patients in other studies showed
much more variability, probably because
of more heterogenous patient cohorts
(1-year: 29–43%, 5-years: 49–77%) (5,7,
8,10,11,23).

Several studies evaluated mortality
after incident amputations in diabetic
compared with nondiabetic patients.

Diabetes has been considered to be asso-
ciated with an excess mortality in patients
after LEA, in particular in the perioper-
ative period and during the first year
(5,6). Some studies found contrasting re-
sults, with similar mortality in diabetic
compared with nondiabetic patients (7–
11,23; and Supplementary Refs. 2–4).
However, several studies were not popu-
lation based but used data from special-
ized diabetes centers. Only a few studies
looked over a 5-year period. An improved
survival of diabetic patients 1 and 2 years
after major amputation compared with
nondiabetic patients and a loss of this dif-
ference during longer follow-up periods
has been described also by Pohjolainen
and Alaranta (10). A few other studies
found similar early death rates (up to 3
years) for diabetic and nondiabetic pa-
tients following major amputation with
worsening of the prognosis for diabetic
patients during further observation (up
to 10 years) (7–9). Most other studies
did not evaluate an interaction between
diabetes and time (5,6,9,23). Thus study
results remain conflicting, and further
studies are warranted to confirm and ex-
plain our findings.

Study limitations and strengths
Several limitations have to be considered.
First, in particular in the last years of ob-
servation, the case numbers are low, lead-
ing to a lack of power to detect statistically
significant differences between patients
with and without diabetes. Second, we
have only limited information about clin-
ical variables and do not know patients’
lifestyles. However, we included the
number of prescribed drugs as well as
outpatient diagnoses of relevant comor-
bidities. We also had no information
about the reason of amputation and thus
could not exclude traumatic amputations.
However, the proportion of amputations
as a result of trauma can be considered to
be low (see Supplementary Ref. 6). Fi-
nally, the insurants of the GEK are not
representative for the German population
with respect to age, sex, and socioeco-
nomic position (24), which might have
an impact on morbidity and on the utili-
zation of health care resources. Thus a
translation of our results in other popula-
tions should be performed with caution.
However, the incidence of LEA in our
population was well in line with the in-
cidence of LEA in a study based on hos-
pital records in a German region as was
the proportion of patients with diabetes
(21).

Table 3—Predictors for mortality after first major LEA, Cox regression (GEK insurants,
Germany, 2005–2009)

HR for death (95% CI)

Model 1 Model 2

Diabetes
30–30 days 0.50 (0.30–0.84)* 0.44 (0.26–0.74)*
330–60 days 0.60 (0.25–1.41) 0.52 (0.22–1.23)
360 days to 6 months 0.75 (0.38–1.48) 0.65 (0.32–1.29)
36 to 12 months 1.27 (0.63–2.53) 1.11 (0.55–2.32)
312 to 24 months 1.65 (0.88–3.08) 1.46 (0.78–2.76)
324 to 36 months 2.02 (0.80–5.09) 1.76 (0.69–4.46)
336 to 60 months 1.91 (0.70–5.21) 1.64 (0.60–4.49)

Age (years) (continuously, per year) 1.05 (1.04–1.07)* 1.05 (1.04–1.06)*
Sex (men vs. women) 1.01 (0.77–1.34) 0.98 (0.74–1.29)
Location of amputation (above vs. below knee) — 1.50 (1.12–2.40)*
Quartile category of number of prescribed

medications (baseline: quartile 1 [0–8])
2 [8–14] — 1.16 (0.79–1.70)*
3 [14–19] — 1.64 (1.12–2.40)*
4 [19–47] — 1.76 (1.20–2.59)

*P , 0.05.

Table 2—Survival after first major LEA (GEK insurants, Germany, 2005–2009)

Survivors

Time

1 Month 1 Year 2 Years 3 Years 4 Years 5 Years

No diabetes 81 (75–86) 60 (53–67) 52 (45–60) 48 (41–56) 43 (35–52) 41 (33–50)
Diabetes 90 (86–93) 69 (64–75) 55 (50–62) 46 (40–53) 35 (29–43) 32 (24–41)
Data are % (95% CI).

care.diabetesjournals.org DIABETES CARE, VOLUME 34, JUNE 2011 1353

Icks and Associates

D
ow

nloaded from
 http://ada.silverchair.com

/care/article-pdf/34/6/1350/610003/1350.pdf by guest on 17 April 2024



The main strength of our study is that
we were able to analyze a large population-
based dataset without selection with re-
spect to diabetes complications and that
diabetes status could directly be assessed
at study entry.

In conclusion, in our German
population-based study, we found a high
mortality in patients with a first major
amputation. Interestingly, the influence of
diabetes was time dependent: in the first
~2 to 3 years after first LEA, mortality was
lower in diabetic than in nondiabetic
individuals. Only thereafter, diabetic pa-
tients had a higher mortality than non-
diabetic patients. Our observation is in
contrast with several, but not all, studies.
Possible explanations may be differences
in comorbidities, the access to specific
treatment structures for diabetic patients,
or smoking habits, as indicated by a
higher proportion of above-knee ampu-
tations in nondiabetic patients. However,
results remain conflicting, and further stud-
ies are warranted to confirm and explain
the results.

Acknowledgments—This project was sup-
ported by a grant from the German Ministry of
Health and the German Diabetes Foundation.
The GermanDiabetes Center is financed by the
German Federal Ministry of Health and by the
Northrhine-Westphalian Ministry of Science.
No potential conflicts of interest relevant to

this article were reported.
A.I. initiated the study, developed the study

protocol, wrote the manuscript, and is the guar-
antor for the article. M.S. coordinated data
analysis and performed the statistical analysis.
S.M. provided clinical expertise. J.G. developed
the study protocol. B.H. andG.Gi. gave statistical
expertise. G.Gl. coordinated data analysis. F.H.
developed the study protocol and coordinated
data analysis. All authors commented on man-
uscript drafts.

References
1. American Diabetes Association. Stand-

ards of medical care in diabetes—2010
(Position Statement). Diabetes Care 2010;
34(Suppl. 1):S11–S61

2. World Health Organization.Diabetes Care
and Research in Europe. The Saint Vincent

Declaration. Geneva, World Health Org.,
1989 (ICP/CLR 034)

3. Icks A, Haastert B, Trautner C, Giani G,
Glaeske G, Hoffmann F. Incidence of
lower-limb amputations in the diabetic
compared to the non-diabetic population.
Findings from nationwide insurance data,
Germany, 2005-2007. Exp Clin Endo-
crinol Diabetes 2009;117:500–504

4. Eskelinen E, Eskelinen A, Albäck A,
Lepäntalo M. Major amputation incidence
decreases both in non-diabetic and in di-
abetic patients in Helsinki. Scand J Surg
2006;95:185–189

5. Heikkinen M, Saarinen J, Suominen VP,
Virkkunen J, Salenius J. Lower limb am-
putations: differences between the genders
and long-term survival. Prosthet Orthot Int
2007;31:277–286

6. Kulkarni J, Pande S, Morris J. Survival
rates in dysvascular lower limb amputees.
Int J Surg 2006;4:217–221

7. Aulivola B, Hile CN, Hamdan AD, et al.
Major lower extremity amputation: out-
come of a modern series. Arch Surg 2004;
139:395–399

8. Subramaniam B, Pomposelli F, Talmor D,
Park KW. Perioperative and long-term
morbidity and mortality after above-knee
and below-knee amputations in diabetics
and nondiabetics. Anesth Analg 2005;
100:1241–1247

9. Mayfield JA, Reiber GE, Maynard C,
Czerniecki JM, Caps MT, Sangeorzan BJ.
Survival following lower-limb amputation
in a veteran population. J Rehabil Res Dev
2001;38:341–345

10. Pohjolainen T, Alaranta H. Ten-year sur-
vival of Finnish lower limb amputees.
Prosthet Orthot Int 1998;22:10–16

11. Dillingham TR, Pezzin LE, Shore AD.
Reamputation, mortality, and health care
costs among persons with dysvascular
lower-limb amputations. Arch Phys Med
Rehabil 2005;86:480–486

12. Köster I, von Ferber L, Ihle P, Schubert I,
Hauner H. The cost burden of diabetes
mellitus: the evidence from Germany—
the CoDiM study. Diabetologia 2006;49:
1498–1504

13. Boulton AJM, van Houtum WH. The di-
abetic foot: proceedings of the 5th Inter-
national Symposium on the Diabetic Foot,
9–12 May 2007, Noordwijkerhout, the
Netherlands. Diabet Metab Res Rev 2008;24
(Suppl.):S1–S193

14. Schneeweiss S, Seeger JD, Maclure M,
Wang PS, Avorn J, Glynn RJ. Performance

of comorbidity scores to control for con-
founding in epidemiologic studies using
claims data. Am J Epidemiol 2001;154:
854–864

15. Grambsch PM, Therneau TM. Propor-
tional hazards tests and diagnostics based
on weighted residuals. Biometrika 1994;
81:515–526

16. Machin D, Cheung YB, Parmar MKB.
Survival Analysis: A Practical Approach.
2nd ed. New York, John Wiley & Sons,
2005

17. Ciavarella A, Silletti A, Mustacchio A, et al.
Angiographic evaluation of the anatomic
pattern of arterial obstructions in diabetic
patients with critical limb ischaemia. Di-
abete Metab 1993;19:586–589

18. Rueda CA, Nehler MR, Perry DJ, et al.
Patterns of artery disease in 450 patients
undergoing revascularization for critical
limb ischemia: implications for clinical
trial design. J Vasc Surg 2008;47:995–999

19. Feinglass J, Pearce WH, Martin GJ, et al.
Postoperative and late survival outcomes
after major amputation: findings from the
Department of Veterans Affairs National
Surgical Quality Improvement Program.
Surgery 2001;130:21–29

20. Aragón-Sánchez J, Hernández-Herrero
MJ, Lázaro-Martínez JL, et al. In-hospital
complications and mortality following
major lower extremity amputations in a
series of predominantly diabetic patients.
Int J Low Extrem Wounds 2010;9:16–
23

21. Trautner C, Haastert B, Mauckner P,
Gätcke LM, Giani G. Reduced incidence of
lower-limb amputations in the diabetic
population of a German city, 1990-2005:
results of the Leverkusen Amputation Re-
duction Study (LARS). Diabetes Care 2007;
30:2633–2637

22. Young MJ, McCardle JE, Randall LE,
Barclay JI. Improved survival of diabetic
foot ulcer patients 1995-2008: possible
impact of aggressive cardiovascular risk
management. Diabetes Care 2008;31:2143–
2147

23. Vamos EP, Bottle A, Majeed A, Millett C.
Trends in lower extremity amputations
in people with and without diabetes in
England, 1996-2005. Diabetes Res Clin
Pract 2010;87:275–282

24. Schnee M. Socioeconomic structure and
morbidity in statutory health insurances.
In Health Monitor (Gesundheitsmonitor).
Böcken J, Braun B, Amhof R., Eds. Gü-
tersloh, Bertelsmann, 2008, p. 88–104

1354 DIABETES CARE, VOLUME 34, JUNE 2011 care.diabetesjournals.org

Diabetes impact on mortality after amputation

D
ow

nloaded from
 http://ada.silverchair.com

/care/article-pdf/34/6/1350/610003/1350.pdf by guest on 17 April 2024


