
"The Geriatric Amputees" 

Results o f t h e Q u e s t i o n n a i r e 

T h e r e w e r e t w e n t y - t h r e e r e p l i e s b y 
m a i l t o t h e q u e s t i o n n a i r e o n m a n ­
a g e m e n t o f l o w e r - l i m b g e r i a t r i c a m ­
p u t e e s t h a t a p p e a r e d in the S p r i n g 
1 9 7 7 issue o f the N E W S L E T T E R . T e n 
w e r e s i g n e d b y p r o s t h e t i s t s , f i v e 
c a m e f r o m M . D . ' s a n d t w o f r o m 
t h e r a p i s t s . T h e r e m a r k s i n c l u d e d o n 
t h e s ix u n s i g n e d f o r m s a p p e a r t o 
h a v e c o m e f r o m p r o s t h e t i s t s . 

T h e r a w r e s u l t s , q u e s t i o n - b y -
q u e s t i o n , a re s h o w n b e l o w : 

1 . Should the prosthesis weigh less 

than conventional prostheses? 

PROSTHETISTS 

A K yes : 15 N o : 1 
BK yes : 14 N o : 2 

C o m m e n t s m a d e b y t h e p ros the t i s t s : 

• They cannot be made too l ight. 
• W e use endoskeletal AK set ups and 
l ight feet as often as possible to reduce 
we ight . 
• Yes. Unless " c o n v e n t i o n a l " prosth­
eses are already very l ight. BK's should 
we igh between 1 1/2 - 3 lbs. and AK's f rom 
4 1/2 - 6 1/2 lbs. Decreases energy consump­
t i on , eases suspension. Soon, however , 

new mater ia ls and techn iques shou ld 
a l low all prostheses to we igh about the 
same. Ma jo r di f ference for geriatr ics is 
not we igh t but socket comfo r t and cost. 
• A ma jor comp la in t f rom the geriatr ic 
pat ient is the we igh t of the prosthesis. 
• In most cases convent iona l prostheses 
are prescr ibed and the geriatr ic patient 
has t roub le w i t h them usual ly because of 
the weight . But age and strength are the 
di f ference. 
• This is debatable, each case should be 
considered ind iv idua l l y . I feel that most 
geriatr ic males w o u l d prefer a conven ­
t ional prothesis. 
• As m u c h we igh t as you can knock off 
the better. The o ld story of the leg be ing 
so l ight that in a strong w i n d it is hard to 
con t ro l , just a tale. 



• W h e n e v e r poss ib le , a l i gh t -we igh t 
prosthesis is desirable for geriatr ic pa­
tients. 
• Patients' resources less and need for 
strength not impor tant , 
• I do not feel that this is a very major 
issue as far as funct ion is concerned . Most 
patients comp la in about weight early but 
those w h o do funct ion do not con t inue 
these compla in ts , 
• It is general ly desirable that prostheses 
be as light as possible. 
• Light l imbs seem to be tolerated much 
more than the heavy l imb. 
• An attempt is a lways made to mainta in 
l ightness in al l prostheses, h o w e v e r , 
especial ly AK geriatrics w h o are f ight ing 
qui te a lever arm in regard to weight . 
• The decrease in energy öu t -pu t du r ing 
a m b u l a t i o n is very impo r t an t for the 
geriatric amputee. Decrease in we ight 
decreases energy out -put w h i c h in turn 
decreases the stress on the cardiovascular 
system. 
• Even where a geriatric has not exper i ­
enced an ampu ta t i on , there is loss of 
muscular strength. This is the primary-
reason for a l ighter prosthesis. 

PHYSICIANS 

A K Yes : 5 N o : 1 

BK Yes : 4 N o : 2 

• If the geriatric amputee is unable to 
manage the c o n v e n t i o n a l prosthesis , 
mak ing a l ighter l imb increases his dif­
f icult ies when wa l k i ng in a high w i n d or 
deep snow. In these cases I fit the geriatric 
amputee w i th an art iculated peg leg in ­
var iably w i th a successful result. 
• Ini t ial ly they do qui te w e l l , however , a 
l ighter, especial ly AK prosthesis w o u l d 
help. 
• I th ink all prostheses should we igh 
less, part icular ly for geriatrics. The pros-
thetists should go to extra lengths to th in 
out the shell o f exoskeletal l imbs as thin 
as possible and consistent w i t h durab i l ­
ity. This is just not done enough w i t h the 
shins of AK and BK prostheses. 
• If there is sensory loss, a heavier pros­
thesis for sensory f e e d b a c k m a y be 
necessary. 

THERAPISTS 

• O n e therapist felt that both the AK and 
BK prosthesis should we igh less than the 
convent iona l and commented that "Pa­
tients seem to prefer an extremely light­
weight prosthesis." The other therapist 
d id not check any of the boxes but wro te 
in " I n d i v i d u a l i z e d A d j u s t m e n t " and 
commented that " A neurophysio log ica l 
tunct ional evaluat ion should determine if 
the patient responds better to heavier or 
l ighter sensory bomba rdmen t . " 

DISCUSSION 

T h e grea t m a j o r i t y o f c l i n i c i a n s 

s e e m to fee l tha t l o w e r - l i m b p ros ­

theses tha t w e i g h less t h a n t h o s e 

g e n e r a l l y a v a i l a b l e are d e s i r a b l e for 

t h e o l d e r p a t i e n t . 

2. What type of knee do you gener­

ally use for above-knee cases? 

PROSTHETISTS 

M a n u a l l o c k 6 

W e i g h t - b e a r i n g 

(Safety Knee) 10 

O t h e r (p lease s p e c i f y ) 11 

Pros the t i s ts ' c o m m e n t s w e r e as f o l ­

l o w s : 

Manual Lock: 

• Treatment for the dysvascular amputee 
should always be separated f rom geriatr ic 
amputees w i t h other causes for ampu ta ­
t ion at Rancho, we l l over 90 percent of 
amputat ions are secondary to vascular 
prob lems. Manua l lock knees have cut 
d o w n PT t ime by t w o weeks, and , c o m ­
b ined w i t h an adjustable socket, have 
made it possible to conver t nearly all of 
ou r dysvascu la r AK 's in to prosthesis 
wearers and more impor tant ly , they use 
them. 
• At our c l in ic ei ther the adjustable AK 
" R a n c h o d e s i g n " or conven t i ona l AK 
have lock ing knees. 
• W e have not been pleased w i t h the 
var ious "sa fe ty " knees. The on ly really 
useful one is the SHS — w e do not use it 
for geriatr ic patients, but it's the best. 
• Balsa Lock knee, wherever possible, 
l ight we igh t foot w i t h soft heel. Polyp­
ropy lene jo in t and band (where s tump is 
long) 

Weight-Bearing (Safety-Knee): 

• The f r ic t ion lock type of knee w i l l w o r k 
for 80% o f the AK's. 
• The we ight -bear ing knee seems to be 
the most easily managed by elder ly a m ­
putees. 
• Manua l lock knees on ly w h e n safety 
knee is inadequate. 
• I prefer endoskeletal . 
• About 9 0 % of our geriatr ic patients are 
f itted w i t h f r ic t ion lock ing knees and 10% 
are fitted w i t h manual locks. 
• Aside f rom poorer musculature, the 
ev idence of less p rop r i ocep t i on i l lus­
trates that the AK geriatr ic has d i f f icu l ty 
k n o w i n g where his knee and foot are. 
O n l y in extreme severe muscular weak­
ness is a manual lock prescr ibed. 

Manual lock & Weight-bearing 

(Safety) Knee: 

Var i es w i t h p a t i e n t n e e d . 

All three types marked: 

• Depends on needs of the patient and 
his abi l i ty to cont ro l the knee w i t h his 
o w n efforts, as we l l as his expected level 
of per formance. 

Other: 

• Constant f r ic t ion knee for the e lder ly . 
No t m u c h main tenance p rob l em . Var i ­
ab le gait is no t an i m p o r t a n t fac to r . 
M a u c h S-N-S for the younger amputee. 

None Marked: 

• M y approach is to evaluate each per­
son ind iv idua l ly . O u r pr imary knee is the 
Bock Safety knee, re ly ing p r imar i l y upon 
a l ignment stabi l i ty and fast p lantar f lex­
ion of S/A foot. I use Ko lman on ly when 
absolutely necessary due to noise prob­
lems. 

PHYSICIANS 

M a n u a l L o c k 2 

W e i g h t - b e a r i n g (Safety) K n e e 3 

O t h e r (P lease s p e c i f y ) 0 

T h e p h y s i c i a n s c o m m e n t s w e r e as 

f o l l o w s : 

Manual Lock: 

• Bock Ger iat r ic . Most of ten. We igh t -
bear ing (Safety) knee, s e l d o m . O f t e n 
knee lock w i t h op t ion to give constant 
f r ic t ion if open , as a tr ia l . 
• Safety is very impor tant . There is more 
energy required to operate a safety knee 
(Bock). I reserve it for the younger am­
putee. 

Weight-Bearing Safety Knee: 

• W e need a manual lock that is sturdier 
than the Bock ger ia t r ic knee. Ideal ly 
someone should manufacture a lock that 
cou ld be p laced on the outside o f the 
prosthesis so that if patient f ina l ly con f i ­
dent enough w i t h free knee after pract ice 
he cou ld remove it. 
• I usual ly use the Ot to Bock Safety knee 
w h i c h stands use by the geriatr ic am­
pu tee w e l l . H o w e v e r , have run in to 
b reakdown prob lems w i t h this knee in 
my younger patients. 

THERAPISTS 

T h e c o m m e n t s f r o m t h e two t he r ­

ap is ts w e r e : 

• Knee usual ly depends o n pat ient 's 
f unc t i ona l demands , e q u i p m e n t cost , 
prosthetist conven ience in non-standard 
set-ups in that order. 
• M y t ra in ing is def ic ient in the pros­
thesis — but excel lent in observat ion of 
phys io logica l response. 

DISCUSSION 

O p i n i o n o n use o f m a n u a l l o c k 

v e r s u s t h e w e i g h t - b e a r i n g (Sa fe ty ) 

k n e e is s l i g h t l y i n f a v o r o f t h e 

w e i g h t - b e a r i n g (Safe ty) k n e e . C e r ­

t a i n l y t h e w e i g h t - b e a r i n g u n i t s p r o ­

v i d e m o r e f u n c t i o n a n d be t te r a p ­

p e a r a n c e w h e n t h e y c a n b e u s e d . It is 



g r a t i f y i n g t o f i n d t h a t so m a n y p r o s ­
thet is ts a n d p h y s i c i a n s are b e i n g s u c ­
c e s s f u l w i t h t h e m o r e f u n c t i o n a l 
u n i t s . 

3. In your opinion is the use of stub­

bies for bilateral AK cases desirable? 

PROSTHETISTS 

Yes: 7 
N o : 8 
N o e x p e r i e n c e : 1 

• No, Have not used them for 5 years — 
patients w o u l d not wear them after six 
months. 
• No . W e have used them, however , the 
cases were to prove to the patient the 
di f f icul t task it is to master bi lateral AK 
prostheses. The stubbie is a substitute but 
not a good one. 
• N o . M u c h t rouble and expense for 
very litt le benefi t . Most should not be f i t at 
al l . If f it, shorten sl ightly but inc lude knee 
joints for si t t ing purposes. Stubbies cause 
problems in wheelchai rs , look horr ib le 
and do not convert non-users of prosth­
eses into users. 
• No . In most cases the bilateral AK pa­
tient has had extensive vascular surgery 
and scars in abdomen and scarpas are too 
much of a p rob lem. 
• No. Most w o u l d rather sit in a whee l ­
chair. 
• No. W e have not had the occasion to 
use t h e m . G e r i a t r i c a m p u t e e s , w i t h 
therapy, are ab le to use l i gh t -we igh t 
prostheses w i t h we ight bear ing knees. 
• No . We ' ve tried stubbies in a few cases 
where w e thought the patient cou ld even­
tual ly go to regular legs. A better idea is 
pylons — you can adjust them. No one 
uses stubbies permanent ly — a w h e e l ­
chair is much more func t iona l . 
• No . Stubbies make patients look like 
" f reaks" , they th ink. Patients are more 
funct ional in wheelcha i rs . 
• Yes. O n l y if there is a good P.T. prog­
ram. 
• Yes. To permit A .D.L . in the home — 
W e have 2 cases of short A.K. 's w h o d id 
so w e l l t h e y d e m a n d e d f u l l l e n g t h 
prostheses and d id fair. 
• Yes. As t empo ra r i es to de f i ne the 
patient's funct ional potent ial both to h im 
and to the c l in ic team. 
• Yes. If b i la tera l ampu ta t i on occurs 
simultaneously. 
• Yes. It is a w a y to a l low an ind iv idual 
independence and mob i l i t y w i t hou t the 
problems of knee cont ro l . 
• Yes. There are amputees that can wa lk 
w i th stubbies and not wa l k w i t h bi lateral 
A/K prostheses therefore it is desirable in 
o b t a i n i n g an accura te assessment o f 
prosthetic potent ia l . 
• Yes. Bilateral stubbies offer safety that 
no AK w i th knees can offer. The C G is 
closer to the ear th , and there is less 
weight to be manipu la ted. I w o u l d re­
c o m m e n d stubbies for the desirable ac­
tive AK. 

• No o p i n i o n . I have no exper ience in 
this area. 

PHYSICIANS 

T h r e e p h y s i c i a n s w e r e o p p o s e d to 
t h e use o f s t u b b i e s a n d t w o fe l t t h a t 
t h e i r use is i n d i c a t e d . 

T h e p h y s i c i a n ' s c o m m e n t s w e r e : 

• No . Stubbies are unsight ly ugly things, 
besides (they) cost as m u c h as prostheses. 
I very se ldom prescr ibe b i la te ra l AK 
prostheses to geriatr ic patients. The few 
knees I d i d , the prosthesis ended up in the 
closet. However , an occasional patient 
may do we l l , however , w h e n the pros­
theses are made several inches shorter 
than patient 's or ig inal height. Each pa­
tient is pretested w i t h pylons. 
• N o . I do not bel ieve in f i t t ing bi lateral 
AK's w i t h vascular disease. If young and 
v igorous and t raumat ic — and candidate 
for l im i ted w a l k i n g w i t h b i la tera l AK 
prostheses — should be f i t ted w i t h ful l 
length. 
• N o . Not in the geriatr ic, but useful in 
young adults. 
• Yes. Useful around the house if pat ient 
wants them. Cosmesis bad. Useful for 
t ra in ing. 
• Yes. I regard this as an essential if the 
bi lateral amputee is to learn to w a l k satis­
factor i ly . 

THERAPISTS 

B o t h t h e r a p i s t s f e l t t h a t u s e o f 
s t u b b i e s is d e s i r a b l e . T h e i r c o m ­
m e n t s w e r e : 

• Yes. Stubbies are desirable to dem­
onstrate to most patients that the amoun t 
of energy expended is usual ly not wo r th 
the effort, f rom a funct iona l po in t of v iew. 
• Yes. Any reasonably balanced dev ice 
he lps m a i n t a i n b a l a n c e a n d m u s c l e 
strength. Prevention of disuse at rophy. 

DISCUSSION 

T h e r e s p o n d e n t s w e r e a l m o s t 
e q u a l l y d i v i d e d o n t h e issue o f s t u b ­
b ies , a n d w i t h o u t e x c e p t i o n e a c h re­
s p o n d e n t o f f e r e d a c o m m e n t . T h e 
c o m m e n t s s e e m t o i n d i c a t e t h a t in 
sp i te o f d r a w b a c k s s t u b b i e s c a n b e 
u s e d s u c c e s s f u l l y in c e r t a i n se t t ings , 
a n d t h a t a c a r e f u l , t h o r o u g h e v a l u a ­
t i o n o f th is p r o c e d u r e is n e e d e d . 

4 . In your opinion, is immediate 

postsurgical fitting of prostheses de­

sirable for geriatric cases? 

PROSTHETISTS 

E l e v e n p r o s t h e t i s t s f e l t t h a t i m ­
m e d i a t e p o s t s u r g i c a l f i t t i n g is i n d i ­

c a t e d f o r g e r i a t r i c p a t i e n t s ; f i v e f e l t 
t h a t t h e p r o c e d u r e w a s c o n t r a i n d i -
c a t e d , w h i l e o n e fe l t t h a t it w o u l d 
p r o b a b l y b e u s e f u l i f o r t h o p a e d i c 
s u r g e o n s p e r f o r m e d t h e a m p u t a ­
t i o n s . 

T h e i r c o m m e n t s are as f o l l o w s : 

• Yes. W e on ly r ecommend a r igid dres­
sing. O n l y after w o u n d heal ing has been 
ascertained do w e apply a py lon . 
• Yes. If there is a good P.T. p rog ram; 
otherwise on ly the r igid dressing should 
be used. 
• Yes. This treatment doesn' t a l l ow the 
geratric amputee to become comfor tab le 
in a whee lcha i r thus losing strength and 
endurance. 
• Yes. The PT Depar tment starts w o r k i n g 
w i t h the pat ient w i t h i n 24 hours and the 
chances are (that) contractures and de­
pression w o n ' t occur . 
• Yes. BK's on ly . AK's too much t roub le 
for benefi t accrued. 
• Yes. I m m e d i a t e f i t t i ng is g o o d fo r 
everyone. But its hard to do — hard to 
supervise, takes a lot of effort so its not 
done . 
• Yes. For b e l o w - k n e e pat ients w h o 
have the abi l i ty to coord inate the post 
surgical dressing and py lon . 
• Yes. I feel immedia te post surgical f i t­
t ings m in im i ze loss of strength w h i c h is 
very cr i t ica l in the geriatr ic cases. 
• Yes. I.P.S. fitt ings are desirable for any 
amputee, aside f r om t rauma cases. The 
less muscle tone the geriatr ic loses the 
better his chances are of becoming a suc­
cessful prosthetic candidate w i t h I.P.S.F. 
This is possible. 
• No . The results I have witnessed have 
been mostly unfavorable. Perhaps if the 
or thoped ic surgeons d id more of the am­
putat ions it w o u l d be more advisable. 
• N o . Rigid dressings for BK's should be 
used for 1 0 - 1 4 days then a temporary 
prosthesis for 2 - 4 weeks . I m m e d i a t e 
post-surgical f i t t ings encourage too m u c h 
act iv i ty and it is too hard to cont ro l the 
stress the patient is p lac ing on the w o u n d . 
• No . W e never use immedia te post­
surgical f i t t ing. Stumps should be healed 
be fore sh r i nkage is a t t e m p t e d . A f te r 
stump is healed, w e use laminated plastic 
sockets on temporary units for def in i t ive 
shr ink ing. 
• No . Low to lerance. 
• (No th ing marked) It depends on the 
patient 's pr ior medica l history. W e w o u l d 
not recommend it for d iabet ic patients. 

PHYSICIANS 

T w o p h y s i c i a n s fe l t t h a t i m m e d i a t e 
p o s t s u r g i c a l f i t t i n g h a d a p l a c e in 
m a n a g e m e n t o f g e r i a t r i c p a t i e n t s ; 
t w o fe l t o t h e r w i s e ; a n d o n e h a d n o 
e x p e r i e n c e o n w h i c h t o base a n o p i n ­
i o n . 

T h e i r c o m m e n t s w e r e : 



• Yes, If you have ful l team approach 
inc lud ing nurses w h o fu l ly understand 
pr inc ip le . Otherwise early temporary fit­
t ing w i t h good contro l of s tump edema 
may be second best a l ternat ive. T w o 
months is still a long delay. 
• Yes. I do not feel that a d i f ferent iat ion 
need be made unless there are other con ­
f l ic t ing medical factors, e.g. heart dis­
ease. 
• No . But I prefer r igid dressings w i t h 
early f i t t ing when w o u n d is fu l ly healed. 
• No . No benefits except psycho log ica l , 
and many dangers. Use of cast is OK in 
many cases, but add ing prosthesis courts 
disaster. 
• (Noth ing marked) I cannot express an 
o p i n i o n s ince in o u r i ns t i t u t i on i m ­
mediate post surgical f i t t ing is not being 
done at a l l . 

THERAPISTS 

B o t h t h e r a p i s t s f e l t t h a t i m m e d i a t e 
post s u r g i c a l f i t t i n g is u s e f u l . 

T h e i r c o m m e n t s w e r e : 

• Yes, . . . but please see abstract of 
article to be publ ished in Amer ican Journal of Surgery {which will be publishing 
in a future issue. Ed.). I feel that very few 
people now are using the prosthesis on an 
immed ia te basis, but our p rospec t ive 
study wel l documents the value of the 
rigid dressing in the postoperat ive care of 
the BK amputee. 

• Yes. Norma l physio logy mainta ined at 
m a x i m u m potent ia l . 

DISCUSSION 

T h e r e p l i e s t o th is q u e s t i o n i n d i ­
c a t e t h a t t h e use o f a r i g i d d r e s s i n g is 
u s e d w i d e l y a n d t h a t i m m e d i a t e 
p o s t s u r g i c a l f i t t i n g is u s e d m o r e t h a n 
is g e n e r a l l y e x p e c t e d . Perhaps t h e 
r e p o r t s o n t h e s t u d y at I o w a w i l l e n ­
c o u r a g e o t h e r s t o a d o p t t h e s e a d ­
v a n c e d t e c h n i q u e s . O t h e r c l i n i c s 
w i t h e x p e r i e n c e s h o u l d p u b l i s h re­
sults o f t h e i r c l i n i c a l p r o g r a m . 

5. In your opinion what is needed to 
improve the function of geriatric am­
putees? 

A l l o f t h e r e s p o n d e n t s c o m m e n t e d 
o n th is q u e s t i o n . 

T h e i r c o m m e n t s w e r e as f o l l o w s : 

PROSTHETISTS 

• The lightest prosthesis w i t h the safety 
factor at the knee system (being) the main 
factor. 
• A better method of suspending the AK 
prosthesis. Total suct ion does not work , 
r igid pelv ic belt is a fair substitute, but (is! 
heavy. Something better is needed. 

• Vascular surgery is often ind icated but 
compounds our f i t t ing prob lems. After 
several surgical procedures — phys io log­
ical ly and psycho log ica l ly the patients 
require more professional service — let 
us all hope that more orthopedists w o u l d 
become more invo lved in amputa t ion 
surgery. 
• A n adjustable BK socket that is perma­
nent. It can be fit(ted) instead of a " t e m ­
po ra ry " and w i l l adjust th roughout the 
" m a t u r i n g " process. (It) w i l l save t ime, as 
pat ient can adjust it and since a tempor ­
ary is not needed, it w i l l save dol lars. 
Most physicians are look ing for a cheap 
geriatr ic prosthesis, a l though they w i l l 
state " l i gh t d u t y " or " l i g h t w e i g h t " or "s i t ­
t ing prosthesis." 
• I bel ieve the prosthetic components 
that w e have n o w are all w e need: H o w ­
eve r the P.T. p r o g r a m needs to be 
reevaluated. 
• Better pre-op and ini t ial post-op care. 
• This is whe re the total team is so very 
necessary . Pre-surg ica l c o n s u l t a t i o n , 
pre-prosthet ic care and post prosthetic 
t ra in ing and f o l l o w u p . Outpa t ien t care 
for the amputee is pract ica l ly over looked 
by the doctors and the subsid iz ing agen­
cies, the insurance companies, Med icare 
and M e d i c a i d . The patient can on ly re­
ceive adequate care as an inpat ient . Usu­
al ly his f und ing is exhausted by the t ime 
he is ready for prosthetic f i t t ing. 
• A l igh tweight single axis foot . More 
t ra in ing for surgeons (general and vascu­
lar) to give the patient a chance for a BK, 
w h e n the p rob lem is in the toes or ankle; 
also teach them h o w to bevel and round 
the t ib ia . 
• Art ic les such as this he lp spread infor­
mat ion that geriatric patients can ut i l ize a 
prosthesis. Mo t i va t i on is an impor tan t 
f a c t o r . T w o days ago w e f i t t e d a 
91-year-o ld man w i t h a prosthesis and his 
init ial attempts have been excel lent . 
• Lighter prostheses, greater emphasis 
on use of temporar ies in early phase of 
rehabi l i ta t ion. 
• Qu i cke r fabr icat ion and more adjusta­
ble prostheses. W e use Polysar sockets 
and pylons. W e can make adjustments 
easily and get (out) the prosthesis qu i ck l y . 
• The l im i t ing factors in geriatr ic am­
putees are mot iva t ion , coord ina t ion , and 
endurance. The therapist has the best 
chance to do some th ing about these 
things. 
• Patient comp l i ance and pat ience w i t h 
the amputee. 
• Better post-surgical physical therapy. 
S o m e m e t h o d to dec rease the l o n g 
periods of inact iv i ty and con f inement to a 
bed pr ior to amputa t ion . 

F o l l o w - u p p r o g r a m s . 

1 . S u c c e s s f u l t h e r a p y p r o g r a m 
( b e f o r e a n d af ter f i t t i n g ) 

2 . A c o m p e t e n t p r o s t h e t i s t — 
f o l l o w - u p n e c e s s a r y 

3. A s o u n d i n s t i l l a t i o n o f c o n f i ­
d e n c e t o t h e g e r i a t r i c 

4 . A g o o d e x o s k e l e t a l sa fe ty k n e e 
(needs) t o b e d e v e l o p e d . 

PHYSICIANS 

• Enthusiastic team w o r k and total care 
of the patient to inc lude med ica l , socio­
economic and vocat iona l aspects. 
• Immedia te referral to a rehabi l i ta t ion 
depar tment to teach necessary cond i t i on ­
ing exercise, range of mo t i on exercise to 
prevent cont rac ture and s tump c o n d i ­
t ion ing . 
• M o r e interest and concern of p l ight of 
e lder ly person w i t h vascular disease by 
surgeons in part icular, but also by physi­
cians in general . A n d I d o n ' t mean s imply 
interest in the pa thophys ico logy and sur­
gical approaches to arteriosclerosis. 
• Improved sensory feedback 
• Improved t ra in ing procedures 
• Impoved knowledge o f wha t the pa­
t ient really needs 

THERAPISTS 

M y c o n c e r n is t h e b r a c i n g n e e d e d 
f o r C . V . A . ' s . O u r s u g g e s t i o n t o o u r 
M e d i c a l C h i e f o f Staff is t o i n v i t e y o u r 
r e p r e s e n t a t i v e t o h o l d a s e m i n a r in 
o u r h o s p i t a l . 

G e n e r a l l y w e n e e d to sel l t h e s u c ­
cess o f f i t t i n g t h e g e r i a t r i c A K f r o m 
t h e s t a n d p o i n t o f r e q u i r i n g less in 
t e r m s o f t h i r d - p a r t y p a i d i n ­
s t i t u t i o n a l i z a t i o n o r p u r c h a s e d ser­
v i c e s . A n A K p a t i e n t o n a w a l k e r is 
m u c h eas ie r t o d e a l w i t h t h a n a o n e -
l e g g e d w h e e l c h a i r - b o u n d p a t i e n t . In 
s h o r t , w e n e e d t o e m p h a s i z e t h e 4 
successes o f 10 a t t e m p t s , a n d d e m ­
o n s t r a t e t h i s s u c c e s s i n a c o s t -
e f f e c t i v e m a n n e r . T h i s is t h e o n l y 
l a n g u a g e c o s t c o n s c i o u s b u r e a u c r a t s 
w i l l u n d e r s t a n d . A d d i t i o n a l l y , m a n y 
p a t i e n t s r e p o r t p o s i t i v e a t t r i b u t e s o f 
i n d e p e n d e n c e i n ga i t , so t h e y " d o n ' t 
h a v e t o d e p e n d o n o r b o t h e r t h e i r 
f a m i l y o r f r i e n d s . " A t t h e s a m e t i m e , 
w e n e e d t o s t r i ve t o i m p r o v e o u r c a r e 
p a c k a g e so as t o ra ise t h e p e r c e n t a g e 
o f A K ' s w h o b e c o m e i n d e p e n d e n t 
w i t h t h e i r p r o s t h e s e s . 

SUPPLEMENTARY DATA 

T o a u g m e n t t h e d a t a p r o v i d e d b y 
t h e 2 3 q u e s t i o n n a i r e s r e t u r n e d 
t h r o u g h t h e m a i l , p r o s t h e t i s t s a t t e n d ­
i n g t h e i n s t r u c t i o n a l c o u r s e i n 
m o l d e d p l a s t i c s s p o n s o r e d b y t h e 
A m e r i c a n A c a d e m y o f O r t h o t i s t s a n d 
Prosthet is ts a n d h e l d in Kansas C i t y , 
M i s s o u r i , J u l y 1 5 - 1 6 , 1 9 7 7 , w e r e 



a s k e d t o f i l l o u t t h e q u e s t i o n n a i r e . 
F o r t y - o n e d i d s o . T h e r e s u l t s a r e 
g i v e n b e l o w : 

1 . S h o u l d t h e p r o s t h e s i s w e i g h less 
t h a n c o n v e n t i o n a l prostheses? 
AK Yes: 41 No : 0 No mark: 0 

BK Yes: 39 No : 0 N o mark: 2 

2. W h a t t y p e o f k n e e l o c k d o y o u 
g e n e r a l l y use f o r a b o v e - k n e e cases? 

M a n u a l l o c k : 15 
W e i g h t b e a r i n g (Safety) K n e e : 2 2 
O t h e r : 3 
N o m a r k : 5 
(Four p e o p l e m a r k e d t w o p l a c e s . 

M o s t o f t h e 5 n o t m a r k e d m a d e s o m e 
k i n d o f c o m m e n t . ) 

3. In y o u r o p i n i o n is t h e use o f s t u b ­
b ies f o r b i l a t e r a l A K cases d e s i r a b l e ? 

Yes: 2 1 
N o 1 9 
N o m a r k : 2 
( O n e p e r s o n c h e c k e d b o t h yes 

a n d n o . ) 

4 . In y o u r o p i n i o n is i m m e d i a t e 
p o s t s u r g i c a l f i t t i n g o f p r o s t h e s e s d e ­
s i r a b l e f o r g e r i a t r i c cases? 

Yes: 2 5 
N o : 14 
N o m a r k : 2 

5. In y o u r o p i n i o n w h a t is n e e d e d t o 
i m p r o v e t h e f u n c t i o n o f g e r i a t r i c a m ­
putees? 

• Improved knees and feet of l ighter 
we igh t . 
• In hosp i ta l p ros the t i c f ac i l i t i e s so 
therapists and prosthet ists c o u l d g ive 
c o m b i n e d a n d c loser s u p e r v i s i o n to 
wa l k i ng t ra in ing, etc. 
• Suspens ion in ge r i a t r i cs seems to 
cause we igh t and cosmet ic prob lems. 
• A good pre-prosthet ic p rog ram, a qua l ­
if ied P.T. and a we l l f i t t ing l igh tweight 
prosthesis. 
• Proper post surgical supervis ion and 
gait t ra in ing w i t h prosthesis. Lighter pros­
thesis that is more comfor tab le . 
• A good sound Rehabi l i ta t ion p rogram: 
1. G o o d Ampu ta t i on ; 2. G o o d prosthesis; 
3. G o o d P.T. 
• S imple d o n n i n g procedures — less 
w e i g h t , u n c o m p l i c a t e d m e c h a n i c s to 
understand. 
• Closer observat ion and good rehab i l i ­
tat ion w o r k after surgery so the pat ient 
w i l l have the best chance possible of be­
c o m i n g self-sufficient. 
• Reduced weight /energy consump t i on . 
• Get t ing them in better physical cond i ­
t ion prior to prosthetic f i t t ing. 
• Be t te r p h y s i c a l t h e r a p y a n d PT 
fo l l ow -up . 
• Better mater ia ls o the r than plaster, 
t ransparent mater ia ls perhaps, l ighter 
we igh t , or thoplast possibly. 
• More the patients can d o for t hem­
selves, less care needed by o ther people. 
• Feather we igh t prostheses, and 2) team 
approach management . 
• You can put a safety knee and a t w o 
w a y ankle. 
• (I don ' t know) I have been f i t t ing AK 
prosthesis for on ly a year therefore the 
above in format ion may not be o f value 
due to my personal lack o f exper ience. 
• Lighter materials. 

• Better c o m m u n i c a t i o n be tween the 
doc tor , therapist, prosthetist and pat ient. 
• Mos t pat ients need one person, as 
overseer, w h o can cont ro l his rehab prog­
ram, — a coord inator . 
• Immediate post-operat ive f i t t ing. 
• Lighter prosthesis. 
• Increased physical therapy, — e a r l y as 
possible. 
• M o r e l ighter and durab le prosthesis 
and exercise. 
• Exercise. 
• Lighter we igh t and a more posit ive at­
t i tude about age and l ife in the future. 
• Proper instruct ion in w r a p p i n g , exer­
cise, etc. 

DISCUSSION 

T h e s u p p l e m e n t a r y d a t a a g r e e s 
r e m a r k a b l y w e l l w i t h t h a t r e c e i v e d 
t h r o u g h t h e m a i l , a n d o n l y r e i n f o r c e s 
a n y c o n c l u s i o n s t h a t c a n b e r e a c h e d 
f r o m t h e i n f o r m a t i o n s u p p l i e d b y t h e 
o r i g i n a l 2 3 r e s p o n d e n t s . 

It s e e m s t h a t g e r i a t r i c p a t i e n t s are 
r e c e i v i n g c o n s i d e r a b l e a t t e n t i o n 
t h r o u g h o u t t h e c o u n t r y a n d w h i l e t h e 
r e s u l t s a r e g o o d c o n s i d e r a b l e re ­
f i n e m e n t in d e v i c e s a n d t e c h n i q u e s 
w i l l b e w e l c o m e d . R e d u c t i o n i n 
w e i g h t o f a r t i f i c i a l legs f o r a l l l e v e l s o f 
a m p u t a t i o n t h r o u g h t h e l o w e r l i m b 
seems t o b e i n d i c a t e d , a n d i m p r o v e d 
k n e e c o n t r o l u n i t s a r e n e e d e d b y 
a b o v e - k n e e ( a n d h i p - d i s a r t i c u l a t i o n ) 
cases. T h e use o f s t u b b i e s c e r t a i n l y 
n e e d s c l a r i f i c a t i o n , p r o b a b l y t h r o u g h 
a w e l l - o r d e r e d s t u d y . 


