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Therapy is recommended before, during, and after prosthetic fitting. Individual experiences will vary.
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To learn more about the AmpuShield®, peer support programs,
and patient events, visit HangerClinic.com



OUTCOMES FOR LIMB MANAGEMENT

Over 35 years of clinical studies have documented the advantages of removable rigid dressings to optimize patient outcomes through contracture
prevention, wound protection, faster healing time and return to activities of daily living, while allowing for easy and frequent wound inspection.
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AMPUTEE PEER SUPPORT

Evidence shows that the most effective way for patients to adjust to life with limb loss is through education and emotional support from peers who
have successfully moved forward after amputation. Peer visitors are uniquely qualified to help amputees cope because they have first-hand experience

2%

OF PATIENTS INDICATED THAT
A PEER VISIT SUBSTANTIALLY
IMPROVED THEIR OUTLOOK*

overcoming negative emotions during their own recovery and rehabilitation process.

BENEFITS INCLUDE:

* More successful rehabilitation outcomes

° Improved ability to cope with depression, fear and feelings of helplessness
° Faster acceptance of a prosthesis and return to activities of daily living

* Social interaction and participation in activities

* Greater preoperative impact than education alone
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