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T h e purpose of this presentat ion is 
to cha l lenge e a c h of y o u to b e c o m e 
an advoca te for the geriatr ic a m ­
putee, and to eva lua te his potential 
on factors other than his age. 

T o dispel the theory of a person 
be ing too o ld to use a prosthesis I 
w o u l d l ike to share a c o u p l e of real 
situations. 

W e had a dear 77-year-o ld m a n 
rece ive his prosthesis at our c l in ic at 
D e e r ' s H e a d in t h e s p r i n g . Las t 
summer I met his g randson, a n d 
w h e n I asked h im h o w his g rand­
father w a s , he rep l ied, " o h , he 's f ine 
n o w that he has his n e w leg. H e ' s 
e v e n court ing a girl f r i end . " T h e n 
there is the 85-year -o ld w o m a n w h o 
rece ived a n e w prosthesis and yet 
another n e w o n e at the age of 87 to 
enab le her to con t inue car ing for 
and babysit t ing her great g randch i l ­
d ren . 

This af ternoon I w o u l d l ike to talk 
first about factors to be cons idered 
in the management of the geriatr ic 
lower - l imb ampu tee , and then pre-
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sent some statistics gathered f rom a 
r e v i e w of t he a m p u t e e s w h o re ­
c e i v e d their prostheses through the 
c l in i c at D e e r ' s H e a d Center dur ing 
its first t w o years of opera t ion . 

T h e m a n a g e m e n t of the ampu tee 
c a n be d i v ided into three phases : 

1 . Post ampu ta t i on a n d / o r p re -
prosthetic t ra ining. 

2 . Prescr ip t ion. 
3. Post prosthetic t ra ining. 

O n e of the prob lems w e had in 
the managemen t of the geriatr ic a m ­
putee w a s the scarci ty of informa­
t ion prov ided by the referring phys i ­
c i a n . W e somet imes got little more 
informat ion than that the pat ient had 
had a n amputa t ion — not e v e n a 
ment ion of whe the r it w a s an A K or 
B K , or whe the r it w a s on the right or 
the left. 

T o help o v e r c o m e this situation 
w e d e v e l o p e d a quest ionna i re to 
deve lop not on ly the necessary basic 
history, but, more important ly, in­
format ion such as ca rd iac status and 
the cond i t ion of the rema in ing l ower 
l imb. W e also inc luded the quest ion 
" i s he ab le to increase exert ion 50 
per cen t more than is requi red for 
normal w a l k i n g or w h e e l c h a i r u s e . " 

W e u s e d t h e r e f e r e n c e " O n 
energy requi rements for prosthesis 
use of geriatr ic a m p u t e e " to estab­
lish that quest ion (2). 

Depression 

In the pre-prosthet ic per iod there 
are many apsects to cons ider . F rom 
our first contac t w i th the geriatr ic 
ampu tee w e usual ly get a def in i te 
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f e e l i n g a b o u t h is g e n e r a l m e n t a l 
status. W e often f ind that he is d e ­
p r e s s e d : h is s e l f - i m a g e has b e e n 
shat tered; he is sudden ly unab le to 
w a l k , wo rk , or e v e n get out of the 
house ; he is f aced w i th a great fear 
of the future. " W h a t , " he asks, " i s 
go ing to h a p p e n to m e and m y f a m ­
i l y ? " 

T o h e l p h i m c o p e w i t h t h e s e 
m a n y fr ightening p rob lems, the so­
c ia l wo rke r , w h o w e feel is an im­
portant m e m b e r of the t e a m , c a n be 
of v a l u e f rom the beg inn ing by he lp­
ing h im f ace reali ty, he lp ing so lve 
s o m e of his p rob lems, and by g iv ing 
h im a d d e d encou ragemen t . 

Range of Joint Motion 

Loss of range of mot ion is more 
rapid in the geriatr ic pat ient because 
of loss of t issue elast ic i ty. M a n a g e ­
ment is to institute bed posi t ioning 
and range of mot ion exerc ises and 
encou rage f reedom of m o v e m e n t as 
soon as possib le. O u r goal to h a v e 
not more than 10 deg . of f lex ion 
cont racture in hip and knee . St re tch­
ing exerc ises must be car r ied out if 
con t rac tu res h a v e d e v e l o p e d , but 
o n e must r emember that the o lder 
pat ient tolerates stretching poor ly . 

Muscle Strength 

There is a genera l ized dec rease in 
strength w i th age w h i c h is c o m ­
pounded by the effects of surgery 
and forced inact iv i ty. M a n a g e m e n t 
is through genera l strengthening ex­
erc ise , but the ca rd iac status and 
other systems must be cons idered in 
p l a n n i n g t h e e x e r c i s e p r o g r a m . 
Usua l l y w e must a c c e p t less than 
w h a t is c o n s i d e r e d a s i d e a l s t r e n g t h . 

T h e goal is that the pat ient be ab le to 
support himself by a wa lkere t te or 
c ru tches. 
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Of ten t imes the geriatr ic a m p u t e e 
has poor b a l a n c e a n d is fearful of 
fa l l ing. H e has to be encou raged to 
try w a l k i n g w i th cru tches or w a l k -
erette and must be w e l l guarded to 
prevent fai l ing. Ideal ly our highest 
pre-prosthetic goal is i n d e p e n d e n c e 
in w a l k i n g w i th c ru tches , h o w e v e r , 
as w e a re m o r e c o n c e r n e d w i t h 
safety and real ize the o lder person 
does not h a v e the agil i ty and ba l ­
a n c e of a younger person, w a l k i n g 
independent ly w i t h a walkere t te is 
accep tab le . O u r chief c o n c e r n is the 
safety of the patient and his abi l i ty to 
func t ion . W e emphas i ze the speci f ic 
s tump exerc ises for extension and 
abduc t ion of the hip for the A K and 
the quadr i ceps for the B K . 

Shaping the Stump 

In the o lder ampu tee genera l ized 
soft tissue atrophy is a l ready present 
and stump wrapp ing should be m o n ­
itored careful ly . The patient and his 
fami ly usual ly lack a c lear under­
s t a n d i n g for t h e n e e d of s t u m p 
wrapp ing , so c lear exp lanat ions and 
instructions should be g iven to in­
sure proper shaping of the stump. 

Length of Time Before Prescription 

W e usual ly f ind that most n e w 
a m p u t e e s a r e p r e s e n t e d at o u r 
Prosthetic C l i n i c about 2 months 
post a m p u t a t i o n . S o m e t i m e s it is 
more than that and o n c e in a w h i l e 
less. If it has been 2 months or 
longer, usual ly there has been a d e ­
quate t ime for reduct ion of con t rac ­
tures, an increase in strength, proper 
shaping of the stump, a n d for learn­
ing to w a l k w i th assistive dev i ces . If 
the t ime is shorter and the pat ient is 
ab le to hand le himself o n cru tches 
or walkeret te but still lacks range of 
mot ion or has not stabi l ized in the 
sh r ink ing p rocess , w e usua l l y go 
ahead and present h im at c l in ic . T h e 
phys ic ian in charge of the c l in ic at 
D H C has at t imes g iven a prov i ­
s i o n a l p r e s c r i p t i o n , s ta t i ng tha t 
w h e n the cont racture has been re­
d u c e d or shr inkage has stabi l ized 
the prosthetist m a y p roceed w i t h 
fabr icat ion of the prosthesis. 

T h e team app roach is used at the 
c l in ic at D H C . T h e team consists of 
the phys ic ian in charge , the pros­
thetist, the phys ica l therapist, the 

o c c u p a t i o n a l therap is t , the soc ia l 
wo rke r , counse lo rs f rom the D i v i ­
s ion of V o c a t i o n a l Rehab i l i t a t i on , 
t h e p a t i e n t , a n d h is f a m i l y , 
w h e n e v e r possible. 

Prescription for the Geriatric 
Amputee 

Usua l l y , w h e n a patient has w o r n 
a prosthesis prev ious ly , a prescr ip­
t ion for a dup l ica t ion of the present 
prosthesis is m a d e , i.e., w h e n a per­
son has a p lug socket or a thigh 
corset, it is dup l i ca ted as c lose ly as 
possible. For a n e w ampu tee , w e try 
to prescr ibe c o m p o n e n t s to meet the 
cri teria w h i c h w e d e v e l o p e d dur ing 
our eva lua t i on . 

Sockets 

Quadr i la te ra l sockets w i th partial 
suct ion and v a l v e , usual ly fitted w i th 
a heavy cot ton sock, is the design of 
c h o i c e unless there is ex tens ive soft 
t issue atrophy, w h e n a 5-ply w o o l e n 
sock is used. 

Suspension 

A hip jo int w i th pe lv i c band g ives 
greater securi ty. Suc t ion is genera l ly 
not prescr ibed for the geriatr ic pa­
tient because he does not h a v e the 
musc le strength or tone to use it. A t 
t imes a " S i l e s i a n b a n d a g e , " or belt, 
is prescr ibed, but the patient often 
has diff iculty w i t h internal rotat ion 
of the prosthesis w h e n he pul ls the 
" b a n d a g e " tight. W e recent ly had to 
c h a n g e a " S i l e s i a n b a n d a g e " to hip 
joint and pe lv ic band for a w o m a n . 

Knee 

M a x i m u m stabil ity at heel strike is 
necessary for the geriatr ic pat ient. 
T h e manua l l y locked knee jo int pro­
v ides this stabil ity in ambu la t i on . It 
does result in gait dev ia t ions , but 
safety w i th the geriatr ic patient is our 
chief c o n c e r n . It is better to h a v e gait 
dev ia t ions than no gait at a l l . T o 
he lp o v e r c o m e part ial ly the need to 
c i r cumduc t or vau l t the prosthesis is 
genera l ly m a d e 1/2 to 1-in. shorter 
than the contra lateral leg. 

Ano ther knee c o m p o n e n t that is 
prescr ibed somet imes is the B O C K 
safety knee w h i c h prov ides stabil ity 
t h r o u g h f r i c t i o n u p o n w e i g h t -
bear ing. 

Foot Components 

W h e n a locked knee is used a 
single-axis foot is des i rab le because 
it permits the ent i re plantar sur face 
of the foot to m a k e con tac t w i t h the 
f loor ear ly in the s tance phase . W i t h 
a p e r s o n w h o is not a v i g o r o u s 
wa l ke r , such as an o lder person is 
apt to be , an extra soft heel bumper 
is ind ica ted. 

W h e n a S A C H foot is used w i th an 
ar t icu lated knee an extra soft heel 
cush ion is des i rab le . 

Post-Prosthetic Training 

P o s t - p r o s t h e t i c t r a i n i n g fo r a 
geriatr ic a m p u t e e shou ld be cons id ­
e rab ly different f rom that for a y o u n g 
v igorous person. B a l a n c e , strength, 
agi l i ty, and e n d u r a n c e w i l l al l be 
reduced greatly and w e must pro­
c e e d more s low ly . G o a l setting w i l l 
va ry greatly f rom ind iv idua l to ind i ­
v idua l — f rom l imi ted use in the 
h o m e to genera l act iv i t ies of da i l y 
l iv ing, to return to w o r k , f rom w a l k ­
ing w i t h no assist ive d e v i c e , to w a l k ­
ing w i th c a n e or c a n e s , c ru tches , or 
wa lkere t te . 

W e must set real ist ic goals for the 
geriatr ic ampu tee . M a n y of these 
peop le h a v e not been ac t i ve for a 
long per iod before ampu ta t i on , and 
they w i l l p robab ly not regain v igor­
ous strength and agil i ty. Bu t if w e 
c a n return them to the life style to 
w h i c h they w e r e a c c u s t o m e d then I 
think w e h a v e reached our goa l . 

A s I h a v e said severa l t imes be ­
fore, w e are c o n c e r n e d w i t h safety. 
W h i l e w e w o u l d l ike to h a v e a per­
fect gait, w i thou t a n y assist ive d e ­
v i c e , w e settle for safe gait w i t h an 
a s s i s t i v e d e v i c e . B u t w h e n a 
75-year -o ld m a n c a n c l i m b o n and 
run a tractor on the fa rm, w h a t dif­
fe rence does it real ly m a k e if he uses 
a c a n e ? O r , if a 75-year -o ld w o m a n 
is tak ing ca re of herself, staying by 
herself most of the d a y and per form­
ing househo ld cho res , is it so aw fu l 
she uses a wa lkere t te? 

Last year w e c o n d u c t e d a rev iew 
of the pat ients w h o rece i ved a pros­
thesis through our c l in i c dur ing the 
first 2 years of its ex is tence. T h e 
p u r p o s e of th is w a s to a s c e r t a i n 
whe the r or not the c l in i c w a s meet ­
ing the needs of the pat ient; i.e., 
w e r e w e prescr ib ing the proper k ind 



of prosthesis for the ind iv idua l? A n d , 
w e felt, this w o u l d be part ial ly d e ­
t e r m i n e d by t h e use t he p a t i e n t 
m a d e of his prosthesis. A l l patients 
had had their prosthesis for at least a 
year . 

W e in te rv iewed e a c h of these 24 
patients on the d a y of the c l i n i c , 
hav ing them comp le te a ques t ion­
n a i r e . L e v e l of a m p u t a t i o n , a g e 

group, a n d c a u s e of amputa t ion a re 
g iven in Tab le 1. F i v e of these ques ­
t ions w i t h the result are g i ven in 
Tab les 2 - 6 . 

It w a s apparent to us f rom these 
s ta t is t ics tha t w e e v i d e n t l y w e r e 
meet ing the needs of the pat ients 
and that the ampu tees ove r 60 years 
of age funct ion about o n the same 
level of those under 60 . 

Table 1 
Class i f icat ion of Pat ients 

Table 2 
I Wear My Artificial Limb: 

Table 3 
When I Wear My Limb It Is On: 

Table 4 
When My Limb Is On I Can: 

Table 5 
When I Walk I Use: 



Table 6 
I Need Someone To Assist Me When I Walk: 
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