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SUMMARY

Introduction Identification of predictive factors for walking ability with a prosthesis, after lower limb
amputation, is very important in order to define patient’s potentials and realistic rehabilitation goals,
however challenging they are.

Objective The objective of this study was to investigate whether variables determined at the beginning
of rehabilitation process are able to predict walking ability at the end of the treatment using support
vector machines (SVMs).

Methods This research was designed as a retrospective clinical case series. The outcome was defined as
three-leveled ambulation ability. SVMs were used for predicting model forming.

Results The study included 263 patients, average age 60.82 + 9.27 years. In creating SVM models, eleven
variables were included: age, gender, cause of amputation, amputation level, period from amputation to
prosthetic rehabilitation, Functional Comorbidity Index (FCI), presence of diabetes, presence of a partner,
restriction concerning hip or knee extension, residual limb hip extensor strength, and mobility at admis-
sion. Six SVM models were created with four, five, six, eight, 10, and 11 variables, respectively. Genetic
algorithm was used as an optimization procedure in order to select the best variables for predicting the
level of walking ability. The accuracy of these models ranged from 72.5% to 82.5%.

Conclusion By using SVM model with four variables (age, FCl, level of amputation, and mobility at ad-
mission) we are able to predict the level of ambulation with a prosthesis in lower limb amputees with

high accuracy.

Keywords: amputation; rehabilitation; recovery of function; support vector machines

INTRODUCTION

Lower limb amputation represents one of the
classical rehabilitation problems amenable to
intervention by a physiatrist. Because of the
aging of the population and the increased in-
cidence of diabetes, the number of amputations
is expected to increase in the future [1].

One of the crucial moments in the period
after lower limb amputation is the decision
whether the patient will be a proper candidate
for a prosthesis. This decision is not always easy,
and factors that could predict rehabilitation
outcome in these patients are only partially un-
derstood [2]. The physiatrist, the therapist and
especially the health insurance are all interested
in the costs of prosthetics and rehabilitation
treatment on the one hand, while, on the other
hand, patients and their families are interested
in the highest possible functional outcome after
major limb amputation. In Serbia, after lower
limb amputation, patients are examined by a
physiatrist, who is responsible for prescribing a
prosthesis. This examination often takes place
several months after the amputation due to
medical or administrative reasons. The num-
ber of patients that will be able to walk with
a prosthesis after lower limb amputation vary
among authors in the range of 50-90% [3, 4, 5].

Many factors potentially influence walking
ability with a prosthesis. Patients with dysvas-
cular amputations often have diabetes mellitus,
and both conditions are associated with the
reduction of physical and cognitive capacities.
These reductions can affect the prosthetic use
[6]. The influence of comorbidities on func-
tional outcome in patients with lower limb
amputation is questionable. There is often a
lack of clear connection between comorbidi-
ties and walking ability [7-11]. Lower limb
amputation constitutes more than 95% of all
amputation, while the most common level is
transtibial [12, 13]. It is generally accepted that
the functioning of these patients is worse in
higher amputation level and in older age [6,
8]. Information on influence of gender on
functionality, on the other hand, is relatively
scarce [14]. It is generally accepted that men
are more often affected by lower limb amputa-
tion [15]. Whether gender has any influence on
functional outcome in these patients remains
an open question. While some researchers have
found lower functionality in women, others did
not find significant difference [9, 14]. Residual
limb hip extensor muscle strength was shown
to be a strong predictor of the walking distance
of these patients [7], while the presence of re-
sidual limb contracture was negatively linked
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to prosthetic ambulation in the literature [7, 9]. We must
not underestimate the influence of social support on the
functional outcome of lower limb amputees [8]. Patients
with good social support appear to show greater mobility
after amputation [16].

Identification of predictive factors for walking ability
in these patients is very important in order to define a
patient’s potential and realistic rehabilitation goals. Most of
the articles used linear or logistic regression models, which
were formed and analyzed on one sample of patients, i.e.
regression models were not tested on unknown patients [6,
7, 8, 10, 14]. On the other hand, some more advanced re-
gression models could be useful in the analysis of this kind
of data which are very “noisy”, uncertain or incomplete.

In the last few decades, the applications of machine
learning and optimization methods in the procedures of
medical diagnoses and prognosis have become very com-
mon because of their efficiency in cases where only small
amount of data are available or they are incomplete or noisy.

In this paper, we used a relatively new method of ma-
chine learning for making the mathematical model for
predicting the level of walking ability with a prosthesis
after lower limb amputation. We have proposed a predic-
tion model based on support vector machines (SVMs)
[17], where a set of input variables was optimized using
global optimization algorithm named genetic algorithm
(GA) [18]. SVM is a soft computing method which refers
to learning from experimental data and human knowl-
edge by transferring them into analytical models. SVM is
a learning method, which overlaps with statistics in many
ways, but it’s not a statistical method. SVM acts as one of
the best approaches of data modeling, based on the princi-
ple of structural risk minimization, avoiding local minima
and handling large amounts of data very well. In recent
years, SVM has found application in many wide medical
applications including digital imaging [19], medical signal
processing [20], and various prediction problems [21, 22].

OBJECTIVE

The objective of this study was to investigate whether vari-
ables determined at the beginning of rehabilitation process
are able to predict the ability of lower limb amputees to
walk with a prosthesis after treatment using SVM models.

METHODS

This study was designed as a retrospective clinical case
series. It encompassed patients with lower limb amputa-
tion who underwent prosthetic rehabilitation treatment at
the Medical Rehabilitation Clinic of the Clinical Centre of
Vojvodina in the city of Novi Sad, in the period from 2000
to 2009. We searched the archive in the given period with
the key diagnosis of "amputation.“ All medical records
found underwent a thorough review. Inclusion criteria
were as follows: unilateral transtibial or transfemoral am-
putation, patients who received their first prosthesis. We

excluded patients who did not get prosthesis, patients who
underwent prosthetic fitting and gait training earlier, pa-
tients who underwent prosthetic fitting and gait training in
outpatient manner, patients with bilateral amputation (toe
amputation excluded), patients who due to the complica-
tions could not finish prosthetic fitting and gait training,
and patients with incomplete medical documentation.

We collected data about the level of amputation (trans-
femoral/transtibial), age, gender, the period from amputa-
tion to prosthetic rehabilitation, the cause of amputation
(dysvascular, trauma, other), the number of comorbid
conditions was assessed by Functional Comorbidity Index
(FCI) [23]. Two physicians scored the presence of 18 co-
morbidities independently, while in case of a disagreement,
each diagnosis was achieved through consensus. We noted
the presence of phantom pain, the presence of hip or knee
extension restriction in residual limb which was defined as
a hip extension less than 0° or a knee extension less than
-10° measured with classical goniometer. Residual limb hip
extensors strength was graded according to manual muscle
testing. Furthermore, we identified whether patients had
a partner or not. We also recorded the mobility level of
these patients at admission and grouped our findings into
three different levels: the first consisted of those patients
who were ambulatory with crutches or a walker even out-
doors; the second consisted of the patients who were able
to walk with crutches or a walker only indoors and needed
a wheelchair for outdoors mobility, and the third were the
patients who were not able to ambulate with crutches or a
walker and needed a wheelchair all the time.

At the end of the rehabilitation treatment, the patients
were divided into three functional levels: the patients who
were unable to walk independently with a prosthesis, the
patients who were able to walk independently with a pros-
thesis only indoors, and finally, the patients who were able
to walk with a prosthesis outdoors.

The data were summarized descriptively with frequency
and percentage tables, Students t-test was used to compare
age, FCI, and the time from amputation until prosthetic reha-
bilitation, while ¥ test was used for comparisons of functional
outcome categories and the level of amputation for females
and males. P < 0.05 was considered statistically significant.

SVMs were used for creating mathematical models for
predicting the level of walking ability with a prosthesis.

SVM learning algorithm (classifier) attempts to learn the
input-output relation by using a training data set X = {/x,
yhi=1, .., m,where the inputs x are n-dimensional vectors
and the labels y are discrete. There are two phases when ap-
plying supervised learning algorithms for problem-solving.
The first phase is the so-called learning phase where the
learning algorithms design a mathematical model of a de-
pendency; classifiers (in a classification i.e., pattern recogni-
tion) based on the training data given. The second phase is
the test and/or application phase. In this phase, the models
developed by the learning algorithms are used to predict
the outputs y of the data which are unseen by the learning
algorithms in the learning phase. Before an actual applica-
tion, the test phase is always carried out for checking the
accuracy of the models developed in the first phase.
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GA represents a robust optimization method based on
elementary mechanisms of evolution. GA imitates pro-
cesses of nature selection and reproduction in order to
solve a certain optimization problem. The first point of
such mathematical evolution is the population of # indi-
viduals where every individual represents a potential solu-
tion. Every individual has its measure of adjustment, i.e.
in mathematical sense, the value of optimization criteria.
Using operators like selection, crossover and mutation GA
attempt, through iterations (generations of population), we
achieved the best value of optimization criteria function.

RESULTS

We identified 373 patients with ‘amputation’ as the pri-
mary diagnosis, 110 of which were excluded from this

study for the following reasons: 30 patients were bilateral
lower limb amputees, 32 patients underwent a prosthetic
titting and training earlier, 27 patients did not receive a
prosthesis, nine patients were excluded due to an incom-
plete medical documentation (there were no data about
the rehabilitation outcome), 10 patients were excluded due
to complications which prevented further rehabilitation,
and two were excluded because the amputation diagnosis
referred to upper extremities. A total of 263 patients were
included in the study. The characteristics of these patients
are given in Table 1.

There were no significant differences between men
and women in terms of the average age (60.56 vs. 62.09;
t=-1.01; p = 0.313), FCI scores (2.16 vs. 2.33; t = -0.149;
p = 0.881), and the period from the amputation to
prosthetic rehabilitation (185.57 vs. 189.36; t = -1.048;
p = 0.295). Although women suffered from transfemoral

Table 1. Patients’ characteristics and the prosthetic rehabilitation outcome

Characteristics Value
Mean + SD 60.82 +9.27
Age (years)
Range 24-82
Male 218 (83%)
Gender
Female 45 (17%)
PAD (with or without DM) 237 (90.1%)
Cause of amputation Trauma 16 (6.1%)
Other 10 (3.8%)
. Transtibial 93 (35%)
Amputation level
Transfemoral 170 (65%)
Period from amputation to prosthetic Mean 186.22
fitting and training (days) Range 28-973
Mean = SD 2.19+1.03
Functional comorbidity index (FCI)
Range 0-5
PAD 236 (89.7%)
DM 172 (65.4%)

Myocardial infarct

37 (14.1%)

The most common comorbidities from FCI

Upper gastrointestinal disease (ulcer, hernia, reflux)

30 (11.4%)

Visual impairment (cataract, glaucoma) 23 (8.8%)
Stroke or TIA 22 (8.4%)
Yes 52 (27.8%)
Phantom pain No 135 (72.2%)
Missing data 76
Yes 192 (75.6%)
Partner No 62 (24.4%)
Missing data 9
Yes 38 (15.5%)
Restriction of hip or knee extension No 207 (84.5%)
Missing data 18
Grade 2 74 (29.2%)
Residual limb hip extensor strength Grade 3 167 (66.0%)
according to MMT Grade 4 12 (4.7%)
Missing data 10
Ambulatory with crutches / a walker outdoors 132 (50.2%)

Mobility at admission

Ambulatory with crutches / a walker indoors only, a wheelchair outdoors

56 (21.3%)

Mobile only with a wheelchair

75 (28.5%)

Functional outcome after rehabilitation

Unable to walk 18 (6.8%)
Walk indoors only 71 (27%)
Walk outdoors 174 (66.2%)

Values are presented as mean value + standard deviation and as the number of patients with percentage (%).
PAD - peripheral arterial disease; DM — diabetes mellitus; TIA — transient ischemic attack; MMT — manual muscle testing
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level of amputation more often, this difference was not sig-
nificant [136 (62.4%) vs. 34 (75.6%), x*= 2.831; p = 0.092].
On the other hand, men reached significantly higher
functional level at the end of rehabilitation treatment
(x*=6.672; p = 0.036) (Table 2).

As expected, the walking ability of the patients with
transtibial level of amputation with a prosthesis was much

better than in the case of the patients with transfemoral
level (x*>=14.047; p = 0.001) (Table 3).

In order to create optimal SVM model for predicting
the level of walking ability after lower limb amputation,
we optimized a set of input variables using GA. Every in-
dividual of GA population represents a “bit mask” which
determines which variable will be used in the SVM model.

Table 2. Functional outcome levels at the end of the rehabilitation treatment in men and women

Unable to walk with a Walk with a prosthesis Walk with a prosthesis 7
Gender . ] Total X p
prosthesis indoors only outdoors
N 12 55 151 218
Men % 55 25.2 69.3 100.0
% 66.7 775 86.8 82.9
N 6 16 23 45
Women % 133 35.6 511 100.0 6.672 0.036
>% 333 255 13.2 17.1
N 18 71 174 263
Total % 6.8 27.0 66.2 100.0
2% 100.0 100.0 100.0 100.0

N - number of patients

Table 3. Level of amputation and functional outcome at the end of the rehabilitation treatment

Amputationilevel Unable to wallf with a Walk.with a prosthesis Walk with a prosthesis Total - b
prosthesis indoors only outdoors
N 5 13 75 93
Transtibial % 54 14.0 80.6 100.0
2% 27.8 18.3 43.1 354
N 13 58 929 170
Transfemoral | % 7.6 341 58.2 100.0 | 14.047 | 0.001
2% 72.2 81.7 56.9 64.6
N 18 71 174 263
Total % 6.8 27.0 66.2 100.0
2% 100.0 100.0 100.0 100.0
Table 4. Selected variables and accuracy of SVM classifiers on test data
. Number of selected variables
Variables
5 6 8 10 11
Age X X X
Gender X X X X X
Period from amputation to prosthetic fitting and training X
Partner X X X X
Cause of amputation X X X
Amputation level X X X X
FCl X X X X X
Diabetes mellitus X X X
Residual limb hip extensor strength X X X
Restriction of hip or knee extension X X X X
Mobility at admission X X X X
% 82.5 77.5 77.5 77.5 77.5 72.5
Accuracy -
Predicted/Actual 33/40 31/40 31/40 31/40 31/40 29/40
FCI - Functional Comorbidity Index
Table 5. Predicted versus actual functional outcome levels
PREDICTED
ACTUAL Unable to walk Able to vsi/rz::jko\g/:tshoir;rosthesis Able to Wa(l)l:j:[/\(/jigc\:sprosthesis Total
Unable to walk 0 1 0 1
Able to walk with a prosthesis indoors only 0 9 3 12
Able to walk with a prosthesis outdoors 0 3 24 27
Total 0 13 27 40
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Optimization criteria was the accuracy of classification on
set test data. In order to compare the influence of differ-
ent variables and a different number of variables with the
accuracy of prediction models, we created several SVM
models (Table 4).

Interestingly, our first model with four variables was the
most accurate one. That model included age, amputation
level, FCI, and mobility at admission to the Clinic, and
successfully predicted 33 of 40 functional outcome lev-
els (Table 5). Gender, FCI, and residual limb contracture
were the most frequent variables in our models, while the
period from amputation to prosthetic fitting and training
was present in only one model (the one which included
all variables).

Our model failed to predict the functional level for a
patient who was unable to walk with a prosthesis, while the
accuracy for those able to walk with a prosthesis indoors
and outdoors was 69.2% and 88.9%, respectively.

DISCUSSION

The prediction of walking ability after lower limb amputa-
tion is crucial in the rehabilitation process of these patients.
It represents the base for the prosthesis prescription. The
purpose of this study was to explore the possibilities of func-
tional level prediction in these patients. Although it is clear
that walking ability with a prosthesis depends on more than
one factor, the predominant predictors are still vague.

In our analysis, we recognized two groups of significant
variables. The first group consisted of those variables that
were used in the SVM model which was the most accurate
(with four variables), and the second consisted of variables
that were selected for the majority of the models. We as-
sumed that these variables were the most important for
our prediction and we took a closer look at them.

During the 10-year period of our research, the majority
of patients with lower limb amputation were men. This
was similar to other researches [24, 25]. In the literature,
however, data about gender influence on prosthetic re-
habilitation outcome is scarce [14]. Lefebvre and Chevan
[26] found transfemoral level of amputation more often
in women, which could explain lower functional levels in
female patients. In our study, women suffered from trans-
femoral level of amputation more often, although this dif-
ference did not reach any significance. On the other hand,
men had a significantly higher walking ability with a pros-
thesis. It is well known that women reach lower walking
speed and lower step length in comparison to men [27, 28,
29]; therefore, we can presume that the difference in gen-
der will be more profound after lower limb amputation.
Our models included gender in five of six models, which
indicates that gender could be considered as a predictor
for ambulation with a prosthesis.

People who lived with their partners showed increased
social support, which could improve the outcome after
lower limb amputation [16]. The presence of a partner was
an important variable in our study as well. It was present
in four SVM models.

Age was an important predictor for walking ability after
lower limb amputation in our study, since it was selected in
the first model with the highest accuracy. This is consistent
with other researchers [7, 30].

We found that transfemoral level of amputation was the
most common level in our study, which was inconsistent
with other researchers, who argued that the transtibial
level of amputation was the most frequent one [24, 31].
The reason for this distinction probably lies in the fact that
patients reach vascular surgeons too late in our country; in
other words, their primary disease reaches the advanced
stage and the level of amputation has to be higher. It is of a
great importance to preserve knee joint, if possible, keep-
ing in mind functional outcome of these patients [32]. Our
study agrees with these findings, highlighting that the level
of amputation was an important factor in the prediction,
given it was part of the most accurate model.

Walking with a prosthesis requires higher energy con-
sumption than walking with both intact lower extremities
[33]. Comorbidities such as peripheral artery disease, myo-
cardial infarcts, angina pectoris, heart failure or diabetes re-
duce cardiovascular capacity in these patients, and also the
walking ability with a prosthesis. In our study, each of the
six models included FCI, which was interpreted as having a
great significance for this variable, although we were not sure
whether it was independent of the other variables or not. It
would be possible that FCI emerging among other variables
consisted of unbalanced data if it was collected with the low-
est degree of error. However, De Laat et al. [34] in their study
found that FCI was connected to the independence of lower
limb amputees in climbing stairs. FCI was not used too often
in the literature, probably because it is a relatively new index.
Its orientation to function is crucial, and we are expecting a
larger number of studies using this index in the future.

Some authors argue that the presence of contractures
could be a negative prognostic factor for successful pros-
thetic ambulation [9]. Our findings were similar, and the
presence of the residual limb restriction of hip or knee
extension was included in five of six models. Raya et al. [7]
found that residual limb hip extensors strength is a very
important predictor of walking with a prosthesis, which
is in line with our findings.

The functional mobility after lower limb amputation is
an important predictor of rehabilitation outcomes [6]. We
divided mobility at admission in three groups according to
the patients’ ability to use crutches. This variable was includ-
ed in four of six models, including the most accurate one.

Our models predicted walking ability after prosthetic
rehabilitation with high accuracy. It should be emphasized
that these results were achieved on samples unknown to
our models. Every model was tested on an unknown data
set — in other words, we randomly chose 40 patients whose
data was excluded from the training set when the mod-
els were formed. Then we tested given SVM models on
40 previously unseen patients’ data. As far as we know,
this was the first study where SVMs were used in order to
predict functional outcome after lower limb amputation.

In addition, quality of data could be analyzed in a
mathematically more formal way. This means that the best
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prediction results were obtained with only four input argu-
ments (82.5%), while the accuracy of prediction decreases
with more arguments in input vector (Table 4). In our case,
a relatively small number of input arguments (maximum
11) could not lead to curse of dimensionality problem,
i.e. the model complexity. We assume that the quality of
the collected data directly leads to unbalanced data sets,
which presents a challenge when training a classifier and
SVMs. Therefore, we propose GA optimization approach
to select features (input parameters), which gets the high-
est classification accuracy.

Despite meeting our goals, this study had limitations
which are characteristic of a retrospective analysis. The
quality of data relied on the reliability of medical docu-
mentation. Therefore, certain limitations in our study war-
rant further consideration. Firstly, manual muscle testing
and measurement of joint range of motion was performed
by many therapists (more than 10), which could put the
reliability of these measurements in question. Secondly,
similarly to all retrospective studies, we also had a prob-

REFERENCES

1. Huang ME, Laura AM, Lipschutz R, Kuiken TA. Rehabilitation and
prosthetic restoration in lower limb amputation. In: Braddom
RL, editor. Physical Medicine and Rehabilitation. Philadelphia:
Saunders; 2011. p. 277-316.

2. Walsh NE, Bosker G, Santa Maria D. Upper and Lower Extremity
Prosthetics. In: WR F, DeLisa JA, editors. Physical Medicine and
Rehabilitation: Principles and Practice. Philadelphia: Lippincot
Williams and Wilkins; 2010.

3. Webster JB, Hakimi KN, Williams RM, Turner AP, Norvell DC,
Czerniecki JM. Prosthetic fitting, use, and satisfaction following
lower-limb amputation: a prospective study. J Rehabil Res Dev.
2012;49(10):1493-504.

[DOI: 10.1682/JRRD.2012.01.0001] [PMID: 23516053]

4. Nehler MR, Coll JR, Hiatt WR, Regensteiner JG, Schnickel GT, Klenke
WA, et al. Functional outcome in a contemporary series of major
lower extremity amputations. J Vasc Surg. 2003; 38(1):7-14.

[DOI: 10.1016/50741-5214(03)00092-2] [PMID: 12844082]

5. Roberts TL, Pasquina PF, Nelson VS, Flood KM, Bryant PR, Huang
ME. Limb deficiency and prosthetic management. Comorbidities
associated with limb loss. Arch Phys Med Rehabil. 2006; 87(3 Suppl
1):521-7.[DOI: 10.1016/j.apmr.2005.11.025] [PMID: 16500190]

6. van Eijk MS, van der Linde H, Buijck B, Geurts A, Zuidema S,
Koopmans R. Predicting prosthetic use in elderly patients after
major lower limb amputation. Prosthet Orthot Int. 2012; 36(1):45-
52.[DOI: 10.1177/0309364611430885] [PMID: 22252778]

7. Raya MA, Gailey RS, Fiebert IM, Roach KE. Impairment variables
predicting activity limitation in individuals with lower limb
amputation. Prosthet Orthot Int. 2010; 34(1):73-84.

[DOI: 10.3109/03093640903585008] [PMID: 20196689]

8. SchoppenT, Boonstra A, Groothoff J, Vries Jd, Goeken L, Wisma W.
Physical, Mental, and Social Predictors of Functional Outcome in
Unilateral Lower-Limb Amputees. Archives of Physical Medicine
and Rehabilitation. 2003; 84(6):803-11.

[DOI: 10.3109/03093640903585008] [PMID: 12808530]

9. Munin M, Guzman M, Boninger M, Fitzgerald S, Penrod L, Singh J.
Predictive factors for successful early prosthetic ambulation among
lower-limb amputees. J Rehabil Res Dev. 2001; 38(4):379-84.
[PMID: 11563490]

10. Eijk MS, van der Linde H, Buijck Bl, Zuidema SU, Koopmans RT.
Geriatric rehabilitation of lower limb amputees: a multicenter
study. Disabil Rehabil. 2012; 34(2):145-50.

[DOI: 10.3109/09638288.2011.591888] [PMID: 21958418]

11. Sansam K, Neumann V, O’Connor R, Bhakta B. Predicting walking
ability following lower limb amputation: a systematic review of the
literature. J Rehabil Med. 2009; 41(8):593-603.

[DOI: 10.2340/16501977-0393] [PMID: 19565152]

lem with the missing data and we did not include the fac-
tors such as phantom pain in further analysis due to the
fact that a substantial number of patients’ histories were
missing this information. Similarly, we could not iden-
tify enough data about cognitive and social factors which
could be important predictors of the functional outcome
in these patients. Despite all aforementioned facts, our
models predict functional outcome with high accuracy.

CONCLUSION

By using an SVM model with four variables (age, FCI, level
of amputation, and mobility at admission) we can predict
the level of ambulation with a prosthesis in lower limb
amputees with high accuracy.

For future researches we suggest using new variables,
such as cognitive, social variables, and phantom pain in
order to estimate walking ability with a prosthesis more
precisely.

12. Fletcher DD, Andrews KL, Butters MA, Jacobsen SJ, Rowland CM,
Hallett JW Jr. Rehabilitation of the geriatric vascular amputee
patient: a population-based study. Arch Phys Med Rehabil. 2001;
82(6):776-9. [DOI: 10.1053/apmr.2001.21856] [PMID: 11387582]

13. Aulivola B, Hile CN, Hamdan AD, Sheahan MG, Veraldi JR, Skillman
JJ, et al. Major lower extremity amputation: outcome of a modern
series. Arch Surg. 2004; 139(4):395-9; discussion 9.

[DOI: 10.1001/archsurg.139.4.395] [PMID: 15078707]

14. Singh R, Hunter J, Philip A, Tyson S. Gender differences in
amputation outcome. Disabil Rehabil. 2008; 30(2):122-5.
[DOI: 10.1080/09638280701254095] [PMID: 17852206]

15. Heikkinen M, Saarinen J, Suominen VP, Virkkunen J, Salenius J.
Lower limb amputations: differences between the genders and
long-term survival. Prosthet Orthot Int. 2007; 31(3):277-86.

[DOI: 10.1080/03093640601040244] [PMID: 17979013]

16. Williams RM, Ehde DM, Smith DG, Czerniecki JM, Hoffman AJ,
Robinson LR. A two-year longitudinal study of social support
following amputation. Disabil Rehabil. 2004; 26(14-15):862-74.
[DOI: 10.1080/09638280410001708878] [PMID: 15497915]

17. Kecman V. Learning and Soft Computing- Support Vector Machines,
Neural Networks, and Fuzzy Logic Models. Cambridge: MIT Press;
2001.

18. Goldberg D. Genetic Algorithms in Search, Optimization, and
Machine Learning. Boston: Addison-Wesley Longman Publishing
Co; 1989.

19. El-Nagal, Yang Y, Wernick MN, Galatsanos NP, Nishikawa
RM. A support vector machine approach for detection of
microcalcifications. IEEE transactions on medical imaging. 2002;
21(12):1552-63. [DOI: 10.1109/TMI.2002.806569] [PMID: 12588039]

20. Subasi A, Gursoy I. EEG signal classification using PCA, ICA, LDA and
support vector machines. Expert Syst Appl. 2010; 37(12):8659-66.
[DOI: 10.1016/j.eswa.2010.06.065]

21. Mourao-Miranda J, Reinders AA, Rocha-Rego V, Lappin J, Rondina
J, Morgan C, et al. Individualized prediction of illness course at
the first psychotic episode: a support vector machine MRI study.
Psychol Med. 2012; 42(5):1037-47.

[DOI: 10.1017/50033291711002005] [PMID: 22059690]

22. Sartakhti JS, Zangooei MH, Mozafari K. Hepatitis disease diagnosis
using a novel hybrid method based on support vector machine
and simulated annealing (SYM-SA). Comput Methods Programs
Biomed. 2012; 108(2):570-9.

[DOI: 10.1016/j.cmpb.2011.08.003] [PMID: 21968203]

23. Groll D, To T, Bombardier C, Wright J. The development of a
comorbidity index with physical function as the outcome. J Clin
Epidemiol. 2005; 58(6):595-602.

[DOI: 10.1097/00007611-200295080-00019] [PMID: 15878473]



Srp Arh Celok Lek. 2016 Sep-Oct;144(9-10):507-513

24.

25.

26.

27.

28.

29.

n

Dillingham TR, Pezzin LE, MacKenzie EJ. Limb amputation and limb
deficiency: epidemiology and recent trends in the United States.
South Med J. 2002; 95(8):875-83.

[DOI: 10.1097/00007611-200295080-00019] [PMID: 12190225]

Wu J, Chan TS, Bowring G. Functional Outcomes of Major Lower
Limb Amputation 1994-2006: A Modern Series. J Prosthet Orthot.
2010; 22(3):152-6. [DOI: 10.1097/JPO.0b013e3181e983ac]
Lefebvre KM, Chevan J. Sex disparities in level of amputation. Arch
Phys Med Rehabil. 2011; 92(1):118-24.

[DOI: 10.1016/j.apmr.2010.10.005] [PMID: 21187214]

Oberg T, Karsznia A, Oberg K. Basic gait parameters: reference data
for normal subjects, 10-79 years of age. J Rehabil Res Dev. 1993;
30(2):210-23. [PMID: 8035350]

Al-Obaidi S, Wall JC, Al-Yagoub A, Al-Ghanim M. Basic gait
parameters: a comparison of reference data for normal subjects 20
to 29 years of age from Kuwait and Scandinavia. J Rehabil Res Dev.
2003; 40(4):361-6.

[DOI: 10.1682/JRRD.2003.07.0361] [PMID: 15074447]

Wagpnild J, Wall-Scheffler CM. Energetic consequences of human
sociality: walking speed choices among friendly dyads. PLoS One.

30.

31.

32

33.

34.

513

2013; 8(10):e76576. [DOI: 10.1371/journal.pone.0076576]

[PMID: 24194840]

Frlan-Vrgoc L, Vrbanic TS, Kraguljac D, Kovacevic M. Functional
outcome assessment of lower limb amputees and prosthetic users
with a 2-minute walk test. Coll Antropol. 2011; 35(4):1215-8.
[PMID: 22397262]

Ephraim PL, Wegener ST, MacKanzie EJ, Pezzin TRDE. Phantom
Pain, Residual Limb Pain, and Back Pain in Amputees: Results of a
National Survey. Arch Phys Med Rehabil. 2005; 86:1910-9.

[DOI: 10.1016/j.apmr.2005.03.031] [PMID: 16213230]

Fleury AM, Salih SA, Peel NM. Rehabilitation of the older vascular
amputee: a review of the literature. Geriatr Gerontol Int. 2012;
13(2):264-73.[DOI: 10.1111/ggi.12016] [PMID: 23279009]
Waters RL, Mulroy S. The energy expenditure of normal and
pathologic gait. Gait Posture. 1999; 9(3):207-31.

[DOI: 10.1016/50966-6362(99)00009-0] [PMID: 10575082]

de Laat FA, Rommers GM, Dijkstra PU, Geertzen JH, Roorda LD.
Climbing stairs after outpatient rehabilitation for a lower-limb
amputation. Arch Phys Med Rehabil. 2013; 94(8):1573-9.

[DOI: 10.1016/j.apmr.2013.01.020] [PMID: 23385109]

®aKTopu Koju yTUUY Ha cnocobHOCT Xoaara y3 nomoh npotese Koa 60necHUKa

nocsne amnytauuje Hore

AnekcaHpgap KHexesuh'?, MuneHa MeTkosuh?, Anekcangpa Mukos'#, Munuua Jepemnh-Knexesuh', Yuna [Jemewwn-dproan',
KceHwuja bowwkosuh'? CHexaHa Tomawwesuh-Togoposuh', 3opaH . Jennunh?

'YHugep3utet y Hosom Cagy, MeguuunHcku pakyntet, Hosu Cag, Cpbuja;
2KnuHunuku LeHTap BojsoguHe, KnuHuka 3a megmumHcky pexabunutauuyjy, Hosu Cag, Cpbuja;

3YHuBep3uteT y Hosom Cagy, GakynTeT TexHUuKuX Hayka, Hosu Cag, Cpbuja;
*VIHCTUTYT 3a 3A4PABCTBEHY 3aLUTUTY feLle 1 oMnagnHe BojsogunHe, Hosu Cap, Cpbuja

KPATAK CAAPXKAJ

YBop VpeHTndunKoBame GpakTopa Koju Mory fa npeasuae cno-
COBOHOCT 3a X0A Y3 NomMoh NpoTe3e HaKoOH amnyTaLmje AOHUX
eKcTpemmTeTa BEOMa je BaHO Kako 6v ce aedrHMcany noTeH-
LmMjanu nauujeHaTa U NocTaBUIM peanHn pexabunmtaLnoHm
LMSbeBu.

Lnm papa Linm oBe ctyauje 6uo je ga ce ncnuta, y3 nomoh
anropuTama 6a3mpaHyx Ha NOTNOPHNUM BeKTopuMa (SVM), aa
N GakTopu yTBPHEHN Ha MOYETKY pexabunmtaLyoHor npoueca
Mory Aa npefsuae ncxon pexabunutayuje.

MeTope papa OBo UCTpaxrBame AN3ajHUPAHO je Kao peTpoc-
neKTMBHA KJIMHNYKa cepuja C/lyyajeBa TOKOM Koje Cy aHanm3u-
paHe nctopuje 6onectn naumjeHarta. Micxopd je gepmHucaH Kao
TpocTeneHa CNocobHOCT xoAa y3 nomoh npotese. Y popmu-
paky Moaena 3a npefsubatbe KopurwheHu cy SVM.
PesyntaTtm Y cTyaujy je yKibyuyeHo 263 naumjeHTa npoceyHe
cTapoctu 60,82 + 9,27 roanHa. Y popmupanme SYM mopena
YK/bYUEHO je jeflaHaecT Bapunjabnu: cTapocT, noJs, y3poK am-

pumrbeH « Received: 21/08/2015

nyTauuje, HUBO amnyTauuje, nepuoa o4 amnyTaumje fo npo-
TeTU4Ke pexabunutauuje, pyHKLMOHANHN KOMOPOMANTETHN
nHpekc (FCl), nprcyctso wehepHe 60necTy, NPUCyCcTBO NapT-
Hepa, orpaHMyYeHa eKCTeH3mja KyKa 1im KomneHa pe3sugyanHor
eKcTpemuTeTa, MUWUNAHA CHara eKCTeH3opa pe3ungyanHor
eKCTpemuTeTa, MOBUNHOCT Npur npujemy. DopmrpaHo je wect
mopena ca 4, 5, 6,8, 10 u 11 Bapujabnu. lfeHeTcKn anroputmu
(TA) kopuwheHm cy aa 6u ce ogabpane Hajoorbe Bapuvjabne 3a
npeasuharbe HUBOA 0CNOCOB/LEHOCTY 3a X0 Ca NPOTE30M.
MpeunsHocT mogena KpeTana ce of 72,5% po 82,5%.
3akrmpyuak Kopuctehu SVM mogen ca yetvpu Bapujabne (cTa-
pocT, FCl, H1BO amnyTaumje U CNOCOBGHOCT KpeTaka Npu npuje-
My), MOXEMO Y BCOKOM MPOLIEHTY NpefBUAETH HNBO CNOCO6-
HOCTM 3a xoA Y3 nomoh npoTe3e 0coba ca ammnyTaLmjoM AOHUX
eKCTpemuTeTa.

KrmbyuHe peun: amnyTauuja; pexabunutauyja; ornopasak GyHK-
Luje; NOTNOPHMN BEKTOpY
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