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ABSTRACT

An amputation causes irreversible life-changing impairments as well as physical and mental changes. Individuals with an amputation
face major challenges in terms of physical function, affecting activities of daily living and participation in regular physical activity.
Exploring the views of individuals with a below-knee amputation towards physical activity is necessary for broadening understanding
of perceptions, including motivations and barriers. Participants were recruited from respondents who had completed a survey that
explored physical activity in people with a below-knee amputation. Semi-structured interviews conducted via telephone were audio-
recorded and analysed using the general inductive approach. Seven individuals with a below-knee amputation were included in

this study. Two broad categories were identified: personal factors and support factors. Within these categories four subcategories
arose: attitudes, health, social support, environment and services. We found that both internal and external factors influence the
perceptions of individuals with an amputation towards physical activity. These factors also largely interacted with each other. In
addition, current and previous activity levels influenced views towards physical activity. Behaviour change interventions, such as
motivational interviewing, may improve physical activity participation of individuals with a below-knee amputation.
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INTRODUCTION

Physical activity positively enhances the health and well-being of
all individuals (Bize, Johnson, & Plotnikoff, 2007; Haskell et al.,
2007). Physical activity is defined as “any bodily movement that
results in an increase in energy expenditure” (Caspersen, Powell,
& Christenson, 1985, p. 126), and thus includes incidental and
intentional activities, such as work, sports and home-related
activities that result in energy expenditure. It is associated with

a wide range of health benefits, such as prevention of chronic
diseases, and improvement in cardiovascular and psychological
functioning (Bragaru et al., 2013). Regular participation in
physical activity has also been shown to improve overall well-
being and quality of life in the general population (Bize et al.,
2007), particularly when minimum recommended intensity

and frequency guidelines are met (World Health Organisation,
2010). However, due to a number of personal, social and
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environmental factors, 60% of the general population in New
Zealand and comparable Western countries are physically
inactive (Giles-Corti & Donovan, 2002; Seefeldt, Malina, & Clark,
2002), resulting in an estimated five million deaths per year
(Sallis et al., 2016).

Individuals with a physical disability may have additional
physical, social and psychological challenges that inhibit regular
intentional and incidental physical activity participation (Rimmer
& Marques, 2012; Rimmer, Riley, Wang, Rauworth, & Jurkowski,
2004). Lower limb amputation causes a permanent physical
disability, which can negatively impact psychosocial functioning
and mental health (Bragaru, Dekker, Geertzen, & Dijkstra, 2011;
Da Silva, Rizzo, Gutierres Filho, Ramos & Deans, 2011; Vissers et
al., 2008). In addition, physical disability factors, such as postural
and gait asymmetries (Gaunaurd, Gailey, Hafner, Gomez-

Marin, & Kirk-Sanchez, 2011), and the increased metabolic



cost of walking (Nolan & Lees, 2000; Waters & Mulroy, 1999),
may present as significant barriers to engagement in physical
activity. However, the benefits of physical activity in this specific
population include a range of physical and psychological factors,
such as increased cardiopulmonary function, reduced stress and
depression, and improved body image (Bragaru et al., 2011;
Tatar, 2010; Wetterhahn, Hanson, & Levy, 2002). Despite these
benefits, the number of adults with amputations who engage in
regular physical activity is less than half of age-matched adults
with intact lower limbs (Kars, Hofman, Geertzen, Pepping, &
Dekker, 2009).

In New Zealand, one in 1,000 people have an amputation,

and reportedly, the most common causes of amputation are
dysvascular (52%) and traumatic (31%) (New Zealand Atrtificial
Limb Service, 2018). Recent findings from a national cross-
sectional survey of adults with a below-knee amputation in
New Zealand suggest that individuals with an amputation
perceived physical activity participation as having positive
benefits (Jayakaran, Perry, & Hale, 2018), as measured by the
Exercise Benefits and Barriers Scale (Sechrist, Walker, & Pender,
1987). However, this perception did not positively correlate
with reported physical activity levels. There is currently no New
Zealand specific research on why individuals with an amputation
may engage less in physical activity, and there is a need to
explore the perspectives of individuals with an amputation in
New Zealand, which may be unique. Therefore, the aim of this
study was to explore the attitudes of individuals with a below-
knee amputation towards physical activity.

METHODS

Study design

This study used a qualitative design, which included individual,
semi-structured interviews of the participants. Ethical approval
was obtained from the University of Otago Human (Health)
Ethics Committee (ref: H14/121), and all participants provided
written informed consent prior to participation.

Participants

Participants were recruited from a cohort of individuals who
had earlier completed a survey (conducted between May
2015 and December 2015) and indicated that they would be
interested in being contacted for an interview (Jayakaran et
al., 2018). Individuals aged 40 years and over with a below-
knee amputation due to a trauma or a dysvascular condition
were included in the study. Individuals who had received an
amputation more than a year ago and were using a lower limb
prosthesis to assist with the performance of daily functional
activities were also included. Participants were excluded if they
had a history of trauma, fracture or surgeries to the lower limb
within the past year.

Procedures

Participants were initially contacted by telephone and asked
whether they were interested in participating in the study.
Those that agreed were forwarded the information sheet and
written consent form via email or post with a return envelope.
Once written informed consent had been obtained, dates and
times for the individual, semi-structured telephone interviews
were scheduled. Participants were not compensated for their
involvement in the study.

A semi-structured interview guide (Appendix 1) was developed
by members of the research team. The guide consisted of eight
main topic categories, with related sub-questions. The guide
followed a similar structure to that used by Bragaru et al. (2013),
with the interview starting with an informal conversation about
the participant’s age, occupation and amputation characteristics.
Participants were then asked if they had questions and wished
to continue further. Following this, participants were asked
questions relating to their perception of their own health and
activity. All questions were open-ended to encourage free-
flowing conversation based around health; physical activity;

and physical activity facilitators, barriers, and support. Where
necessary, prompts were used to elicit a more detailed response.
If participants strayed too far from the topic, the interviewer
used the guide to start a new topic and to steer them back

to the core of the discussion. To ensure that the interview
questions/prompts followed a logical order, the interview guide
was trialled once with an adult aged over 60 years who had
initially been non-weight bearing and then partially weight
bearing on the right leg for over 10 months. Following the trial
interview, the guide was adapted and improved in order to best
collect unanticipated meanings and attitudes of the individuals
(Bragaru et al., 2013).

All interviews were conducted in English and were recorded
with a mobile device. The duration of each interview ranged
from 20 to 40 minutes. To ensure validity of results, one
interviewer conducted all interviews (MK). Other team members
were present during the interview to take notes of key concepts
and, if needed, prompt interviewer on topics (Kallio, Pietilg,
Johnson, & Kangasniemi, 2016). All interviews were transcribed
verbatim and recordings were destroyed after transcription.
Participants were coded P1 to P7 and with either a “T" for
traumatic amputation or “D"” for dysvascular amputation.

Analysis

The transcribed raw data were analysed following the general
inductive approach (Thomas, 2006) and coded for key ideas
relating to the research objective. This approach provides a
systematic procedure for the analysis of qualitative data to
discover valid and reliable findings, particularly when researchers
are unfamiliar with any of the traditional approaches to
qualitative analysis (Thomas, 2006). Independent parallel coding
was undertaken to ensure trustworthiness of the coding (Figure
1). The transcripts were read thoroughly, four times each, and
then coded for the key ideas that were identified in the text.

A Microsoft Excel spreadsheet was used to record the key

ideas with supporting quotes. These ideas were then further
grouped to create major themes. Alterations were made to

the spreadsheet as needed during team meetings/discussions.
The major themes were identified from the combination of

key ideas that had similar overall concepts. Finally, the themes
were further grouped into broader categories according to
overarching similarities relating to either personal factors or
support factors. These themes were discussed within the team
to ensure the relevance to key research objectives. Member
checks were completed with research participants to ensure
that the derivation of themes was representative of their beliefs
towards physical activity.
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CODING

Interviews were read and coded individually by 4 members
of the team.

COMBINING CATEGORIES

Team members met in groups of 2 to discuss categories and
merge where applicable.

CHECKING/COMPARISON BETWEEN GROUPS

Merging of the two sets of categories developed
individually by the two groups.

DISCUSSION WITH SENIOR RESEARCHERS

Verification and refinement of categories and adjustment of
key points where necessary.

THEMES FINALISED

Figure 1: Flow diagram of data deduction and analysis
process
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Figure 2: Individual items that influenced participants’
views of physical activity
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RESULTS

A total of 25 individuals who met the inclusion criteria

were approached, and seven of these participated in this
study (dysvascular n = 2, traumatic n = 5). The mean age of
participants was 65 (standard deviation 8) years (Table 1). A
top-down approach was used when deducing the themes
from the interviews. The important emerging ideas from the
interviews were organised into four major themes: attitude,
health, social support and environment/services. These themes
were further identified into two categories: personal factors
and external factors (Figure 2). The themes identified in this
study gave a deeper understanding towards the positive and
negative attitudes relating to physical activity participation.
The supporting quotes for the major themes are detailed in
Appendix 2.

Table 1: Participants demographic information (n = 7)

Participant Sex Age (years) Cause of amputation
P1 Male 62 Traumatic
P2 Male 75 Traumatic
P3 Male 58 Traumatic
P4 Male 64 Traumatic
P5 Male 58 Traumatic
P6 Male 60 Dysvascular
P7 Male 79 Dysvascular

Personal factors

Attitude: Five of the seven participants felt that being physically
active allowed them to be seen by others and themselves
as the same person they were before losing their limb. They
did not feel nor want to be seen differently, as P3T said: “...
to prove to people that ... my leg doesn’t disadvantage me
... | pushed myself to prove that | was the same bloke that
| was beforehand.” For these participants, physical activity
participation meant that others may not see them as a
person with a disability, as they were still free to do things
independently for themselves.

For many participants, being active was ingrained in their
personality, and it was a part of who they were. Maintaining an
active lifestyle post-amputation enhanced their self-efficacy and
positively reinforced being active throughout their life. Certain
activities, such as fishing, gardening and, for one participant,
regular work, enabled them to feel like the same person they
were prior to their amputation. It helped them regain their
self-identity and sense of self. In order to remain active, one
participant discussed how their mindset allowed them to
continue with their activities: “/ don’t um dwell on having lost a
leg and I still do what | want to do.” (P3T)

However, two participants had opposing views on remaining
physically active due to personal barriers. These individuals felt
they had lost their sense of self, had increased reliance on others
and could not participate in physical activity. These participants
also felt that even their daily tasks were extremely challenging.



While they valued physical activity, they did not see themselves
as capable of it. For example: “/t's torture, | can’t do it. | can’t
do any physical activity at all ... | can hardly walk, | fall over a
lot” (P7D).

Health: This theme includes both physical and mental health.
For five of the participants, physical activity was seen as a
positive health behaviour, with a number of positive health
benefits. These participants identified that a motivator for
physical activity was physical benefits and believed that these
benefits included weight loss; lowered resting heart rate, blood
cholesterol and blood pressure; and improved mobility and
fitness. For example, one participant said: “Yeah that’s the full
exercise | do to keep my fitness up” (P6D). Two participants also
discussed improvement in their quality of life. For example: “/f |
want a better quality of life, nobody is going to give that to me,
| have to do that myself” (P6D). Physical activity participation
was perceived by four participants to improve mental health by
enhancing a positive attitude following an amputation.

Despite these views, three participants stated that their current
or ongoing poor health limited their ability to participate in
physical activity. All participants in this study identified that the
biggest barrier to physical activity participation was the issues
following the amputation, such as phantom pain, stump pain
associated with the prosthesis, loss of balance and other co-
morbidities. For example, one participant said: “The stump gets
sore, that’s what would stop me" (P4T).

External factors

Social support: All seven participants found that adequate social
support networks encouraged them to participate in physical
activity. Social support enhanced participants’ ability to cope
with potential barriers preventing physical activity and improved
their participation in daily activities. Social support networks
included family, friends, community groups and employers
which enabled the continuation of enjoyable activities and
everyday tasks. For example: “/ can still get out there and fish
because | got friends that take me out fishing” (P6D). Family
members often arose as a key support network: “My wife will
take my arm, just for balance, just in case someone bumps into
me" (P3T). This illustrates the importance for individuals with an
amputation to feel supported.

Two participants felt that inadequate social support networks
led to a reduction in their ability to cope with physical activity

in the community or home. One participant, who was a keen
fisherman and owned a boat but could no longer balance to
safely steer it. They discussed how lack of social support affected
his participation in this hobby, stating: “/ sort of don’t have
anybody with a boat to go out with...” (P4T). While another
suggested that additional support was necessary for resuming
their previous leisure activities: “Nobody caters for the disabled
... once you get out of hospital you never see anybody ... you're
sort of left to your own devices” (P2T).

Environment and services: A number of individuals found a way
to adapt their environment to suit their needs. One participant
acknowledged their own limitations, but also actively problem
solved so they could complete daily activities: “/ have to use a
shower stool all the time. | find it a bit safer, you don’t slip over”
(P2T). Other participants acknowledged that certain services
enabled their participation in enjoyable activities: “The library
down here has been adapted so that there is no limitation. |

can just wheel in and the door opens and | go and read my
reading” (P6D). Services such as transportation, financial aid,
rehabilitation and personal services enabled some participants
to remain active in their environments. For example: “/ use a
disability sticker on the car so | park as close as | can...when |
go shopping” (PAT). This suggests that this participant was then
able to walk a more manageable distance, thereby increasing
their physical activity.

A few participants found that services provided to them were
inadequate and proved to be a limiting factor towards achieving
physical activity. One participant stated that some routes/paths
prevented them from being mobile in the community: “/ find
soft sand and gravel a bit of a bugger to walk in and up and
down hills" (P2T). However, other participants persevered within
the limitations of the environment, even if it meant they had to
be extra vigilant to prevent a fall: “Definitely got to be careful of
footpaths, especially if it's raining, it’s slippery” (P4T).

Lack of services, such as public transport, indirectly limited
participants’ ability to engage in activity: “Lack of transport; |
Just can't really get around” (P5T). Finances also had an indirect
effect on the ability of participants to remain physically active:
“I haven't got a whole lot of finances, by the time you pay
your bills and everything, you haven't really got a lot left to do
anything” (P5T).

e,,o
Support

Figure 3: lllustration of major theme interactions

Theme interaction

An overview of theme interactions is illustrated in Figure 3. It
shows that the main themes cannot be considered separately
due to their close relationship with one another — they all had
an impact on the views of physical activity. Many interactions
between the four main themes were observed during our
analysis. For example, one participant mentioned his passion for
gardening and that he liked to be out in the garden alone, but
he was unable to dig up the garden, and so his family would
help him with this. This shows the complex relationship between
his beliefs, values and attitude in wanting to be independent in
physical activity of personal meaning to him, while admitting the
need for support from family due to his physical limitations: “/'m
passionate about gardening and | can still do those things...
[though] | need somebody around me to dlig the garden up and
so forth" (P6D).
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Member checks

In order to ensure interpretations made from our analysis of the
data were accurate, a summary of our key findings and figures
were sent to all study participants. Of the two participants

who replied, both agreed strongly with the findings. One
participant highlighted the importance of fortnightly visits with
his facilitator, motivating him to achieve physical activity goals
that had been previously set, which emphasised the importance
of having someone to share goals with. The other participant
said: “There is no single thing that could be improved to
benefit all amputees” (P3T). This participant also said his age

at amputation was a key factor for him, an idea not previously
mentioned in this study: “/ had the advantage of still being a
young man with the desire to achieve a normal life when | lost
my leg” (P3T).

DISCUSSION

The purpose of this study was to better appreciate the
perceptions towards physical activity of individuals with a lower
limb amputation. We found common attitudes about physical
activity were determined by both personal and external factors,
such as individual beliefs and values, and the environment
respectively. These factors have been understood to contribute
both positively and negatively towards the views of individuals
with an amputation on physical activity.

Further, we also identified an interaction between the four
themes. Similar to the findings of the current study, Lui and Hui
(2009) identified interactions between personal factors, disability
and health, and the environment for individuals with physical
disabilities. An individual’s attitude towards physical activity
could be influenced by their health, including their self-efficacy
and locus of control beliefs; the support they have around

them; and their environment (Castellani, lanni, Ricca, Mannucci,
& Rotella, 2003; Woodard & Berry, 2001). This suggests that

in order to alter views about physical activity it is necessary to
understand how these other factors influence attitudes towards
physical activity. Participants of the current study mentioned the
need for support from others in order to participate in physical
activities and described how their social support networks also
helped them maintain their independence. This finding identifies
a link between physical activity, social support and a general
attitude towards physical activity participation.

It was apparent in our study that the participants who were
active pre-amputation often remained active post-amputation
(Bragaru et al., 2013). The participants who were active when
interviewed had positive attitudes towards physical activity.
Conversely, participants who viewed themselves as inactive
believed physical activity to be impossible and, as a result,
were unlikely to change their behaviours even though they
acknowledged that physical activity might be of benefit to
their long-term health. Physical activity can include a range of
activities, and the current study adopted the broader definition
of physical activity, which can range from low-intensity
walking to high-intensity, vigorous activity. Previous research
investigating chronic conditions identified individuals as the
main facilitator or manager for their long-term care (Clark,
Gong, & Kaciroti, 2014). Reportedly, individuals with asthma
were more likely to use corticosteroid inhalers if they saw these
as beneficial within the self-management of their condition.
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Similarly, able-bodied and physically disabled participants who
valued the benefits of physical activity were more likely to use
physical activity participation as a self-management strategy
for health (Giles-Corti & Donovan, 2002) and their condition
(Allender, Cowburn, & Foster, 2006), respectively.

Participants in the current study were solely responsible for the
amount of physical activity they undertook to manage their
physical and mental health. Some of the participants discussed
the perceived health benefits that physical activity had afforded
them as a reason for their continued participation. However,
unlike previous findings (Allender et al., 2006; Giles-Corti &
Donovan, 2002), the participants who deemed themselves
inactive were also aware of the benefits of physical activity.
While they did not undervalue physical activity participation,
they perceived it as impossible due to their condition or personal
circumstances. Brawley, Rejeski, and King (2003) found that
factors such as perceived poor health and pain relating to their
comorbidities inhibited the ability of the individuals in their study
to be active.

Self-efficacy is a determinant in participation of regular,
intentional and structured physical activity in a clinical
population (Castellani et al., 2003; Woodard & Berry, 2001).
Participants of the current study who perceived themselves

as physically active appeared to have fewer barriers when
engaging in physical activity. The decision to engage in regular
physical activity participation was positively reinforced via
improved quality of life and socialisation. Additionally, these
participants perceived that decreased physical activity would
result in negative consequences. Therefore, strategies to
overcome this may benefit long-term improvement of physical
activity in individuals with an amputation. Kirk, MacMillan, and
Webster (2010) reported that individuals with type-2 diabetes
mellitus and/or cardio-vascular diseases who have progressed
to higher stages of behaviour change reported higher levels
of physical activity and self-efficacy. Although individuals with
an amputation may have different challenges, the relationship
between the trans-theoretical model of change and physical
activity participation may be true for the amputation population.
Motivational interviewing could be a tool clinicians use as it is
designed to find a constructive way to elicit behaviour change
within the individual (Miller & Rollnick, 2013). Both the trans-
theoretical model of change and motivational interviewing
could be used as tools to facilitate behaviour change about
physical activity and improve activity levels for individuals with
an amputation.

As far as we are aware, this is the first qualitative study to
explore the attitudes and beliefs towards physical activity in
persons living in New Zealand with a below-knee amputation.
This means that qualitative data and results derived from the
study are more of a representation of individuals with a below-
knee amputation in New Zealand. Our results may differ from
findings in other countries due to alternate cultural beliefs
(Brink, 2001). Our research is important as it can help to inform
clinicians of the perceptions of individuals with a below-knee
amputation towards physical activity, and offer potential
strategies to effectively motivate patients to engage in physical
activity (Ohman, 2005).



Member checks were performed in order to improve
trustworthiness and credibility of collected data (Ohman, 2005).
Independent parallel coding was performed in order to account
for different interpretations of data, and enhance consistency in
the data analysis process (Thomas, 2006).

All participants interviewed in the study were males, and the
views of females in physical activity participation is not known.
While, this is a limitation of the findings, it should be noted that
amputations are typically more prevalent in the male population
(Sarvestani & Azam, 2013).

The current study included participants with dysvascular and
trauma amputations, which are the primary aetiologies of
amputation in New Zealand. The beliefs and attitudes of
individuals with a dysvascular amputation may be different from
that of individuals with a traumatic amputation. The current
study was not able to differentiate this due to a small sample
size. Future research should build on the current findings and
explore any differences between the aetiologies.

Other potential limitations include lack of interviewer
experience. While the quality of the data can be dependent
on the researcher’s skill and experience (Ohman, 2005),

we performed a trial interview and three interviews with

an experienced qualitative researcher as a support person.
The interview guide also helped minimise this limitation by
promoting consistency with the interviews.

CONCLUSION

Al relationships between themes, identified from our interviews,
had both positive and negative aspects. Despite identifying
multiple different themes, we found that there was significant
interdependence between themes for participants. We found
that those individuals who could still participate in physical
activity had more positive views relating to physical activity
and could more readily find solutions to barriers. Conversely,
participants who found day-to-day living difficult were less
likely to remain active, and identified more barriers (and

fewer strategies) which prevented them from participating

in physical activity. Another key finding was that participants
who expressed a positive view on physical activity participation
may be at a higher stage of behaviour change readiness
compared to those who perceive more barriers in physical
activity participation. Behaviour change interventions, such as
motivational interviewing targeting self-efficacy of individuals
or collaborative goal setting may improve the physical activity
participation of individuals with a below-knee amputation.

KEY POINTS

1. Individuals who participated in physical activity had more
positive views towards overcoming their barriers.

2. Individuals with a positive view on physical activity
participation may be at a higher stage of behaviour change
readiness compared to those who perceive more barriers in
physical activity participation.

3. Behaviour change interventions, such as motivational
interviewing targeting self-efficacy of individuals or a
collaborative goal setting, may improve the physical activity
participation of individuals with a below-knee amputation.
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Appendix 1

SEMI-STRUCTURED INTERVIEW GUIDE

Major questions
1. How would you describe your own health at the moment?

2. Tell us about how you manage your own health at the moment?
3. What kind of things affect your ability to manage your own health and activity level?
a) How confident do you feel in your abilities to manage your activity levels by yourself?
4. What does physical activity mean to you?
a) Why is it important?
b) How do you think your physical activity at the moment impacts on your ability to perform everyday tasks?
5. Tell us about your physical activity?
a) What benefits have you received from being physically active? (such as mental, physical, social)
6. What things encourage you to be active?
a) What things prevent you from being active right now (such as societal, personal)?
b) How do facilities enable or prevent you from being active (such as taxis, foot paths, transport, infrastructure, finances)?
7. What type of support do you receive to aid you in being active (such as family or community or government agencies?)
8. How confident do you feel doing physical activity?

Probing questions
1. You mentioned ... how did you feel about that? Could you tell me a little more?

2. How do you deal with that? What kind of things do you do to get around that?
3. Why is that important to you?

4. Please explain further.
5

. Can you give us an example of that? When did you experience this?
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Appendix 2

SUPPORTING QUOTES FOR MAJOR THEMES

Attitude
P6D

That's [physical activity] my freedom you know, it still means
that I've got my, my freedom...

And you know when I'm out there on the water, just to be
out of the house. You know it gives you ... in my mind I'm
like, look aye I'm still able to do these things

Like I said, doing my gardening outside, | can do that
because | am doing it.

| don't want anybody to do that for me.

| am passionate about fishing, I'm passionate about
gardening and | can still do those things.

P3T

I don't feel | need any support.

You're certainly not going to let anyone judge you as, you
know, as disabled or crippled.

There is nothing that | want to do that I'm prevented from
doing.

| can go out and spend all day in the garden, | can go
shopping with my wife, | can do things you know that still
makes me feel good.

PAT

I’'m not young but | don’t want to walk around with a stick.
I'd rather walk myself.

The last four or five years | have been fine on my own... |
haven’t needed any help.

It's good to find an exercise you enjoy.

P2T

Well you try and do everything yourself... You're very
independent.

P7D

| work on the attitude that | can do anything at all that
hasn’t been proved to me that | can't do it. Some things take
a lot longer than they used too, but | persevere.

Well, I'd like to be able to live a normal life! But | can’t
anymore.

No, I have to have the wife to help me.

P5T

| used to have home help and | used to have people do my
shopping for me, but | can manage that on my own now.

Like I say, I live alone and no one else is gonna do anything
else for me. Gotta do it myself.
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Health
PAT

... You get enough problems with life, aches and pains,
without adding unfit ...

But glad | did [keep active] cos you know you can’t stop the
rest of your life because you have an accident... It's a bit of a
hindrance but hey, got to get on with life don't ya.

| think exercises is important, you know, especially when you
get to my age.

| think it's important to keep as fit as you can.

I'm pretty chuffed about that. Yeah so. Umm I'm in excellent
health.

... It's hard to exercise with a disability.
My stump stops me.

It's bad enough trying to find a job at that age without a
disability, but with a disability, it's hugely against ya.

P6D

I've got to keep my mind you know, alive and active instead
of dwelling on the meanest things in life you know, the
things that | can’t do.

I mean it helps you keep a positive attitude to life.

... because my picture of diabetic is an obese person, a sickly
person, who's not active and doesn’t work and all of that.

You know I'm still, I'm still doing a lot of physical things.

I need those exercises to be where | am today.

P3T

Benefits [of physical activity]? Look | feel better about myself,
I don’t, um, dwell on having lost a leg.

Can only walk maybe 50m at a quick rate before I've got to
stop and relax my stump inside the leg.

P2T

Try and walk around as much as | can.
| think you've got to keep fit... you've got to keep mobile.

You know | trip over a fair bit now, just you know you catch
your foot on something and go ... ass over kite.

I can't walk a long way or for a long time, only about half a
K [kilometre] would sort of pull me up, I'd have to stop.

P7D

| can hardly walk, I fall over a lot... If it involves standing up,
| fall over.

I've got virtually no balance at all.

My complete lack of any balance. My lack of any strength.



P5T

- Like I'say, I can only get out once a week, so | don't really
know, | guess | feel a bit better once I'm out.

- | do the vacuuming, mop the floor. Getting around the
house is fine, it's just going out anywhere is hard.

Social support
PAT

- | have a lot of friends who are interested in the same sort of
things which is good.

- We talk about things and upcoming events and that, so
yeah, | enjoy that very much.

- I sort of don't have anybody with a boat to go out with
(insufficient social support).

- Not so much now but I did when [ first had my accident,
yeah, they all came round.

- Just being there.
- You know it's nice to have your family around and that.
PeD

- Aslong as I'm not by myself, you know as long as I'm with
family members.

- I need somebody around me to dig the garden up and so
forth.

- But I think my own church group, you know because my
church, they have activities which, you know, you can go
there and have a chat.

- lcan't do that so they have to do that, they do that for me.

-l can still get out there and fish because I got friends that
take me out fishing.

- in the morning I can’t dress myself properly (insufficient
social support).

P7D

- We go out together, take a picnic lunch and go out to spots
that lookout over the beach and that sort of thing.

- But!did get very lonely — and we've got a fairly good
marriage | think.

- Both my wife and | have mobility scooters.

- Well it keeps the mind active for one uhh and I'm a fairly
sociable person and | do enjoy the interaction with other
people.

- No, I have to have the wife to help me.
pP2T

- Oh, heavy lifting and stuff like that | have to get my son
around to help me.

- Nobody caters for the disabled (insufficient social support).

- Once you get out of hospital you never see anybody
(insufficient social support).

- You're sort of left to your own devices (insufficient social
support).

- Well if you look around there’s not a lot of help round
(insufficient social support).

P3T

- My wife will take my arm, just for balance, just in case
someone bumps into me.

P5T

- Like I say, I live alone and no one else is gonna do anything
else for me. Gotta do it myself.

- lwas pretty scared because I'm on my own | haven't really
got any family or anything like that I just live alone.

- Like I said, I'm housebound all the time.
- I've got no way of getting around you see.
- Well I guess lack of transport, | just can’t really get around.

Environment and services
PAT

- Yeah when the weathers nice, it’s nice to get up early, the
early sunrise.

-l got a left-hand accelerator fitted onto the car because |
can’t use the right one.

-l use a disability sticker on the car so | park as close as | can
to the um when | go shopping.

- ldon't feel quite so umm what'’s the word? ... Confident, on
wet, wet tiles or um, footpaths.

- Definitely got to be careful of footpaths, especially if it's
raining, it's slippery

- They're pretty well situated [disability parks], there’s quite
enough of them

- So, you've got to pay to be in the park, that's what annoys
you when you get people park in them.

- Used to have a caregiver but she’s passed away.

- They made sure the house was wheelchair compatible, did
the bathroom and put a lift, out the back so | could umm,
get the wheelchair in the house,

P6D

- When I'm out there on the water, just to be out of the
house.

- I've got an elevator outside my house to be able to get in
and out of the house.

- The shower is changed; you know | don’t have a bathtub
where | can wheel the wheelchair inside the shower.

- We don't go anywhere that doesn’t handle disabled people.
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p2T

P5T

128

I'm finding the steps to become a bit of a hazard (insufficient
support).

| like a handrail when I'm going up and down steps.

But if | asked them to put a ramp in, they would. She’s told
me that.

| have to use a shower stool all the time. | find it a bit safer,
you don't slip over.

| put handrails in my shower. Things like that.

But | would like to see more disabled facilities in the likes of
motels and resorts and things like that (insufficient support).

When they build houses, it should be compulsory to put
a handrail in the shower. And anti-slip floors (insufficient
support).

You know for trimming branches and that but you don‘t get
any assistance with that (insufficient support).

Uhh physiotherapists, they got me a cane but it's not very
good so | still use the crutch.

| can do the shopping then catch a taxi home.

Lack of transport | just can't really get around (insufficient
support).

It's so hard for me to actually do anything, because | have to
walk. I've got no way of getting around you see (insufficient
support).

| tried to get a car, but my finances [inaudible] and couldn’t
get support to get a car. If | have to get anywhere, my
neighbours will give me a lift (insufficient support).
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P7D

Both my wife and | have mobility scooters and | get around a
lot and travel around a lot on this.

I've got a big one [mobility scooter] and I'm a fairly big guy
myself and | do a lot of miles.

We were going down there and they really put it out for us,
they went and took us around and didn’t cost us anything.

You can get — well tourists can — get mobility scooters for
free supplied by the council.

| find that uhh I am restricted by the council gates and
fences and such, where they put things in front of anybody
on a scooter (insufficient support).

Because there’s no cover on the scooter and if it's raining, |
get drenched (insufficient support).

[The Lions Club] they went and took us around and didn‘t
cost us anything.

P3T

Limb service supplied me with legs whenever I've needed it.



