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Summary

Summary of Thesis submitted for
Ph.d. degree‘
by Helén Crowthexr
on
An Investigafion of Rehabilitation with

Speciai Reference to Lower Limb Amputation

An investigation was carried out into rehabilitation. The author sought to
clarify what appeared to be contradictory practices and the underlying issues.
The study centred on the treatment of those who have lost lower limbs but the
investigation was carried out in such a way as to reflect”more generélly on

the state of medical rehabilitation.

First, the literature on rehabilitation and on amputation was reviewed. This
review questions the rationale of the modern rehabilitation movement. in
chapter three the concept of rehabilitation is redefined. An investigative
and ethological method was devised with which to observe amputee mobility
training. Five centres were investigated. The method was developed at a
general hospital, centre A. Data was collected at centres B and C and the
results checked at centres D and E. This sample includes a DHSS Artificial

Limb and Appliance Centre and both NHS geriatric and accident and emergency

units,

In the light of the redefinition of rehabilitation the data on rehabilitation
'was analysed. Serious problems in the daily practice and aims of amputee
treatments emerged and services which are widely considered to be the crux of
rehabilitation were seen not only to exclude truly rehabilitative elements

but also to foster anti-rehabilitative behaviouTe
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This is a broadly based first study in an area where there is nothing similar.
The study could provide an impetus for debate and point the way for further

research into the treatment of those who have lost limbs. It provides both

the ground theory and method for further research into many aspects of medical

rehabilitation.
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i.
Preface

An investigation was carried out into rehabilitation. The author sought to
clarify what appeared to be contradictory practices and thg underlying issues.
For reasons of special interest and knoﬁledge and in order to limit an other-
wise vast subject, the study was centred on the treatment of those who have
lost lower limbs, but the investigation was carried out in such a way as to

reflect more generally on the state of medical rehabilitation.

First, the literature on rehabilitation and on amputation was reviewed. This
review'questions the rationale of the modern rehabilitation movement. In chap-
ter three the concept of rehabilitation is redefined. An investigative and
ethological method was devised with which to observe amputee mobility training.
In the light of the redefinition of rehabilitation, the data on rehabilitation
practiqe was analysed. Serious problems in the daily préctice and aims of
amputee treatments emerged and services which are widely considered to be the
crux Of rehabilitation were seen not only to exclude truly rehabilitative ele~

ments but also to foster anti-rehabilitative behaviour.

This is a broadly based first study in an area where there is nothing similar.
The study could provide an impetus for debate and point the way for further
research into the treatment of those who have lost limbs. It provides both

the ground theory and method for further research into many aspects of medical

rehabilitation.
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Chapter One

A Review of the Literature

on Rehabilitation



1.

"Hands and eyes, like ears and legs

play a part in so many operations that
a man could only be said not to need
them if he had no wants at all. That
such people exist, in asylums, is not

to the present purpose at all: the
proper use of the limbs is something

a man has reason to want if he wants
anything.

I do not know what someone who denies
this proposition could have in mind.
Perhaps he is thinking of changing the
facts of human existence, so that merely
wishing or the sound of the voice, will
bring the world to heel? More likely he
is proposing to rig the circumstances of
some individual's existence within thel
framework of the ordinary world . . "

Introduction

Rehabilitation is seen as a worthwhile pursuit. In this thesis the ways in
which-it is conceived and carried out are examined in relation to lower limb
amputation in particular. First the literature on rehabilitation is review-
ed. In this chapter we look at the philosophy, history and provision of re=
habilitation, the setting in which it takes place and the professional work-
ers who administer its course. This reveals the pressing need for research

in this area.

A, Rehabilitation: Philosophy, History and Provision

Wnat is immedietely apparent in trying to collate literature for review is
that there is very little that strictly appertains to the subject. There is
instead a vast array of peripheral material which is widely dispersed through-
out the medical literature. Recent texts have drawn aspects of this material

together (e.g. Nichols 1976, Mattingly 1977, Goldenson 1978, Bitter 1979,

1. P. Foot Moral Beliefs 1958 from A. Flew (editor) The Is/Ought Question
Macmillen 1969 London Ch.XIX pp. 196 to 213 (1973 reprint) p.207,
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Wright 1980, Brechin and Liddiard 1981) but for the most part the subject
remains diffuse and, as we shall see, incomplete and rather superficially

considered.

1. Philosophy
Philosophy is the business of thinking around a subject. It includes defin-
ifions of terms and parameters and no major work on medical rehabilitation
fails to glance in this direction. However, such statements which can be
identified are short or they are superficial or muddled. To give examples.
Very recent publications have turned to philosophical examination of the issues
relating to rehabilitation but, as in the case of Brechin and Liddiard, 1981,
the work is based on the briefest and most general definition.

"We would suggest that what they (other

rehabilitationists) are in essence des-

cribing is the promotion of a state of

health and well being such as we all might

strive for, disabled or not, and this is

how, for the purposes of this book, we

should like to define rehabilitation.”
This 'promotion of health and well being' might refer to almost any human
activity. As well as being short and superficial, this introduces another
weakness of these statements; the lack of boundaries. In order to be useful
a requirement of such statements is that they define the boundaries of the
subject. We shall see, again and again, that this does not take place.
Government reports provide some of the most wide ranging, meticulous and
critical materisl on rehabilitation services yet are exiguous on theory. The
Tunbridge Report 1972 rests upon such vague phrases as 'physical cure' and
'social cure', arguing unconvincingly that 'to avoid the risk of rigidity*
rehabilitation should not be defined more strictly. In similar vein the Mair

Report, 1972, relies upon the following:

l. A. Brechin and P. Liddiard Look At It This Ways:s New Perspectives In
Rehabilitation Hodder and Stoughton in assoc. O.U. Press 198l Kent.
Page 2.
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", . . Rehabilitation is a concept whose
meaning varies from the precise to the
vague, according to individual taste,
practice and experience. In the past, it
was frequently taken to mean the applice
ation of physical methods of treatment
aimed at restoring local function and
general fitness after disease or injury.
In recent times, a much broader meaning
has been given to the word, which now
implies the whole complicated process of
the restoration of individuals rendered
unfit from any cause to a degree of social
and economic independence within the limits
imposed by any residual restriction of
function. For the purpose of this report
the following simple definition was
adopteds

Rehabilitation implies the restoration of
patients to their fullest.physical, mental
and social capability."

The illogicalities of this and similar definitions are taken up to be analy-
sed in detail in chapter three. What we note here is that the subject relies
on an amalgum of general terms. Too often definitions and parameters are
dealt with in a few sentences but where authors have devoted introductory
chapters to the subject the result is not necessarily more explanatory or sub-
stantial. For example, Stryker 1972 concluded a review of a number of appr-
oaches to rehabilitation in the following imprecise and unhelpful terms.

"Rehabilitation is a creative process that begins

with immediate preventive care in the first

stages of an accident or illness. It is continued

through the restorative phase of care and involves

adaptation of the whole being to a new life" and

"Rehabilitation is basically an optimistic process

which concedes that despite continuing and even

catastrophic disability, azbetter way of life for
the patient is possible."

1. (The Mair Report) Medical Rehabilitation: A Pattern For the Future
H.M.S.0. 1972 Edinburgh page 5.

2, R.P. Stryker Rehsgbilitation Aspects of Acute and Chronic Nursing Care
W.B. Saunders 1972 Philadelphia p,1l3.
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From this we feel no nearer a definition of what precisely rehabilitatioﬁ

is. On the concept of rehabilitation Krusen, 1964, a widely quoted author,
has written mostly rhetoric and anecdote. Introductory chapters in otherwise
sound texts e.g. Nichols 1976, Goldenson 1978, Bitter 1979, describe trends,
services, legislation and so forth rather than defining rehabilitation in
any but the most broad and general terms. We find in the literature such
statements as that by Millard, 19763 after a lifetime's work in the field of
rehabilitation measurement for him it is still not possible to define the
subject. Other authors have set out to define the subject but have overlook~
ed it in discussions on related issues e.g. Blaxter 1975. One could continue.
Examples of the inadequacy of the thinking as shown in the writing on rehabe

ilitation could be drawn from every major sources

Across the literature the sum of such statements which can be determined and
the sum of the topics which are dealt with under this heading - refer for
example the scope of contributions to the International Journal of Rehabilie
tation Research - depict rehabilitation as medical, physical and mental,.
personal, domestic, recreational, social and vocational, restoration and adjus-
tment. The subject appears to be all things to all men. Unacceptable contra-
dictions are revealed in attempts to define its boundaries. For example,

to some (Piercy 1956, Nichols 1979) rehabilitation is an integral part of
medicine, while to others it is depicted in a way that separates it from
preventive and curative medicine (Rusk 1968) and distinguishes it from clin-
ical care (Mair 1972). Many authors include physical treatments in rehabili-
tation (W.H.O. 1958, Rusk 1958, Humm 1977, Nichols 1979) while others separ=
ate these two (Grant 1965). On the one hand rehabilitation is discussed in
the context of restoring the patient to home and work (Rusk and Taylor 1949,
Grant 1963, Krusen 1954, Wright 1980) and on the other hand in the context

of those who can never be restored within the usual understanding of what

this entails (Groble and Nichols 1971, Wright 1960). Similarly, rehabili-
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tation is described as dynamic (Rusk 1958) and creative (Krusen 1971, Nichols
1976) yet it is also discussed in the context of the more caring and custode
ial features of medicine (Nichols 1971 and 1979). The rationale for these
dichotomies is.uncertain for explanations are largely absent. Yet it matters
a great deal in the business of coming to understand the subject just which

aspects of medicine it may or may not be said to comprise.

Academic publications normally distinguish ends and means but this is not
so in the rehabilitation literature. Hence 'rehsbilitation' may refer to
treatment or outcome, process or aim. There is careless use of passive and
active forms and lack of use of adjectival and adverbial forms of the term.
It is not clear whether rehabilitation is essentially a verb or a noun or

legitimately both.,

For unexplained reasons rehabilitation is inextricably bound up with treat-
ment for 'the disabled'. This is doubly unfortunate as the term 'disabled!’
is mishandled on a par with rehabilitation, as we shall see in chapter two.
Throughout the literature rehabilitation is depicted as having moved away
from its old image of custodial care for incurables and adjustive treat-
ments for the chronic sick to restorative treatments and, latterly, from the
restorative with solely economic goals to restorative in the sense of full
social independence for young and old, the acute and chronic sick aliket
paralleled by a shift from charitable and long stay care to rehabilitation

in special units, general hospitals and the patients home. Yet it is through-
out discussed in the context of those with residual disability. Nichols,
1976, has stated that it is specifically the after care of those who require
more than acute, short term or definitive care. Since the 19408 rehabilie
tation has been hailed as 'new hope for the handicapped' (Rusk and Taylor
1949). This may be true historically and empirically but its logical defense
is not presented. While those who have been ill or injured are merely treat-

ed, get well and go home, those with residual disability - or who are, for
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seemingly arbitrary reasons, classified to have such disabilities - are the

subject of rehabilitation.

There are, without doubt, many shortcomings and illogicalities in what is
written on rehabilitation. Just as important however is an uneasy suspicion
that there ought to be much more to this subject. The texts are repetitious
and many topics are not represented. The subject seems remote from its
practical applications, remote from serious living - indeed remote from its

clientelle,

In recent years there has been increased interest in rehabilitation research.
In 1978 the Society for Research in Rehabilitation was founded, so too the
International Journal of Rehabilitation Research. Open University publice
ations (Boswell and Wingrove 1974, Brechin and Liddiard 1981) begin to bring
together the major themes and problems in medical rehabilitation and Open
University courses promote interest and re-examination (Health and Social
Welfare). In England there are journals catering specifically for this
subject (Rehabilitation, Rheumatology and Rehabilitation) and other quality
publications which regularly include related material (British Medical
Journal, British Journal of Surgery, Lancet). As yet, however, these have
not substantially contributed towards a philosophy of rehabilitation, though

their material is very wide-ranging and excellent in many other respects.

To the author it does not seem possible that further research can be wholly

worthwhile until the underlying issues have been clarified. This is not to

say that valuable studies have not been done or will not continue to be done
but that many of the publications are weakened by muddled phrasing and lack

of focus or frames of reference. To use an analogy to explain this view:

to many, it will seem to be possible to study the properties of a subject -

let us take the subject, the physics of light - without ramification on its

definition, not least where it is a subject with which there is general
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familiarity. It will be possible to measure the intensity of light, to de-
vise instruments of measurement and instruments to control light, to record
its effects on other substances and so on and so forth. However, there
comes a point when far more can be achieved through analysis of the idea

of what light is., This serves the purpose of uncovering errors in common
assumptions and errors in academic theorisation. Because it is a process
that develops and unfolds the subject and its related issues, it stimulates
new ideas and research in new directions. So, research is both channelled
and enlivened by philosophical investigation. In rehabilitation this aspect
has been neglected. Too many of the increasing numbers of papers include
the errors, assumptions and contradictions that have been touched upon here.
Too many areas appear to be ignored or avoided because the full scope of
rehabilitation has not been formulated, For these reasons, the theory of
rehabilitation becomes the primary focus of this thesis, with field studies
on amputee treatments in the role of support. The issues raised in this
section will be dealt with specifically in chapter three, where the think=
ing on rehabilitation will be clarified and developed, but they provide the

theme of the whole study.

Conclusion

Coming as an outsider to the subject the literature on rehabilitation fails
to inspire confidence as a sound basis for further research. Rather it is
seen as an impoverished area of medicine where a basis is yet to be estab-
lished. Such statements on definition and intention which can be identified
are not sufficiently clear or comprehensive to bear the weight of the discip-
line which is based upon them and at a profound and academic level a philo-
sophy of rehabilitation barely exists. Establishing such a philosophy be-

comes the primary purpose of the work which follows.
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2. History and Provision of Rehabilitation

It is not within the province of this thesis to do much more than mention
the history of rehabilitation services and their present provision. Broad-
ly speaking, all research must incorporate an understanding of the histor-
ical development of its subject and knowledge of the politics of its modern
setting. For, after reviewing the philosophy, enquiry into these topics is
the second most useful course of action in defining end delineating the issue
in hand. However, these historical and political considerations are peri-
pheral to the focus of this study which is, in the first instance, the over-
riding requirement to re-define rehabilitation and, in the second, as will

be developed, the author's special interest in the career or experience of

the human subject of rehabilitation, the patient.

There is no scholarly, that is to say no full history of rehabilitation
medicine. Those histories that are available are fairly short, too often
uncritical and reflect too easily the prevailing ideologies of the time of
writing. They include Krusen 1941 and Kessler 1953 whose special subject
was the movement towards total rehabilitation, a sociological perspective
by Strauss 1965, Stryker 1972 writing for nurses, Gill 1971 on the develop-
ment of the NHS, Blaxter 1976 on provision of facilities for the disabled
and Cartwright 1977 on the history of medicine. Transcultural and trans-
historical insight is noticeably absent. Examples of care given in other
ages or in other societies does not allow them to have held a normal or
average or 'civilised' approach to deformity and disability. The result is
a unanimous view that a new and enlightened era is beginning for the dis-
abled. And in an easy though less than overt slide from what is the case
to what ought to be, this trend is seen as morally good, therefore wholly
defensible. The following is not atypical of the very limited view of

other ages and cultures,
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"The history of rehabilitation is intimately
tied to the development of medicine, physic-
al medicine in particular, and the growth of
a social consciousness and sense of respons-
ibility. Throughout history the handicapped
have been ridiculed, persecuted or ignored.
Primitive man abandoned the disabled with
the philosophy that only the fit should sur-
vive. It took centuries before even & mini=-
mally humane attitude was exhibited. Even
today we often segregate them. As one traces
the history of treatment methods as well as
attitudes of people toward persons with defor=
mities and dissbilities, one sees that it has
taken centuries to achieve todey's standards
which are probably just a beginning.”

Yet it is the author's experience of living, working and travelling in four

continents that North American or British societies are not, on a broad

canvas, any more favourably disposed towards the old, infirm or disabled than

are Communist or right wing regimes, African or Asian peoples. Neither is

- there anthropological or biological material to support the view that man

has become’in any way more intelligent or more humane. Also to be discoun-
ted is the idea that uncivilised, primitive or simple societies can proper-
ly be described by any of these adjectives. The Weltshauungen of the
American Rehabilitationists is a moderate, Christian and superficially
egalitarian ideology in keeping with modern trends in Western social demo-
cracies, The author does not argue against this being the general or
accepted view of rehabilitation medicine but cautions against its being
seen as the definitive view and notes that the moral imperative follows
only in as much as one shares the ideology. Hence, in 8o far as it is pos=-

sible, it is intended that this investigation should stand back from the

modern rehabilitation movement.

l. R.P. Stryker. Rehabilitation Aspects of Acute and Chronic Nursing
Care, Ch,1 p.5. W.B. Saunders and Co. 1972 Philadelphia.
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Rehabilitation has been closely linked to physical medicine and services
for those with residual disability. In Britain, the work of the agencies
which provide these services is described by for example Blaxter 1976,
Nichols 1976, Brechin and Liddiard 1981 and Evans 1981, They are adminis-
tered by local government, central government and independent offices, i.e.
The National Health Service (NHS), The Department of Health and Social
Security (DHSS), The Department of Employment (DoE) and various independen£
and voluntary bodies and to a lesser extent the Departments of the Environ-
ment and Education and Science (DES). The major agencies are the hospital
and rehabilitation unit, consultants and general practitioneré, nurses,
therapists, social workers and disablement resettlement officers (DROS ),
retraining agencies, sheltered housing and employment, social and housing
services, national insurance and supplementary benefits, voluntary and self-
help societies. Of special interest is the nﬁmber of agencies - Blaxter
noted 59 of these excluding services for the young, the old, the severely
hand%capped and mentally ill - gnd the clients' lack of information (Blaxter
1976), the unhelpful split in rehabilitation services between physical and
occupational treatments, DHSS and D of E administration, and what the author
gsees as the contihuing contradiction of independence training on one hand

and custodial care on the other.

Present health services have attracted major criticisms and incorporate
major areas of concern. Through the work of Friedson, Robinson, Strauss,
Illich, Zola and others medicine is seen to have become institutionalised
and bureaucratised in keeping with post-war trends in Western social welfare
and Western democracy and there is a substantial literature on a number of
conflicts and problems this gives rise to, in medicine generally though not
strictly on the subject of rehabilitation. Gill, 1972, noted how inter=

professional and government/brofessional conflicts shaped the present three
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tier structure of the NHS. The split between hospitals, general éractice and
public health is neither the best nor the most rational organisation and has
profound effects on continuity of care and prevention of disease. Milio,
1967, and Hart, 1971, have shown how the egalitarian philosophy of the NHS
has not, as yet, equalised health opportunity in Britain. The conclusion

of such critics as Zola 1977 and Illich 1976 is that further health resources
cater for an increasingly unhealthy population. Specifically on rehabili-'
tation, Friedson,.1965, looked at the ways in which rehabilitationists
institutionalise and bureaucratise their clientele, offering services in a
way that diminishes the potentiality of the client. Recent critics have
suggested 'that the patient gets lost in the routine' (Cleary 1979), even
that hospitals are 'sometimes frankly dangerous places' (Kitzinger 1979).

A point is reached at which there is a temptation to declare existing insti-
tutions bankrupt but to be more realistic, to use what exists and learn from
the past 'we must build a new type of service based on the knowledge of
today' (Grunewald 1972).. From a great many sources we see that health care

is institutionalised and its institutions are unsound.

Rehabilitation has also become professionalised. Again, the literature
relates to medicine in general rather than rehabilitation in particular but
makes many relevant points. Becoming ill is both a biological and a social

process (Robinson 1971 and 1973)1. The person who is incapacitated has a

l. This is as relevant to loss of a limb as to any other infirmity. There
are many examples of the cultural determinants of amputee treatments.
Surgery may be performed for cosmesis alone. In the very elderly it is
carried out as a life saving measure despite its very high mortality
(refer chapter two) because the patient is seen as suffering from peri-
pheral vascular disease rather than dying of old age. The site may be
determined by skirt lengths, hence the avoidance of through knee amput-
ations for women. The appearance of the prosthesis is as important as
its physical functions. Mobility therapy for the elderly is also cul=
turally determined. In the East the elderly are seen as deserving total
family support. In the West they are judged as happier if they are
independent.
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legitimate basis for exemption from normal obligations and is not'held
responsible for the incapacity but to remain exempt he must be seen to co-
operate with the qualified medical agencies. The elaborate rituals this
can involve are documented by Robinson. This model is based on that of
Parsons 1951. Parsons saw the doctor/patient relationship as reciprocal but
this is disputed as tautological by Bloor and Horobin 1970, Both they and
Friedson 1962 saw this relationship as problematic. For example, the pat-'
ient is expected to judge the seriousness of his illness before seeking
medical advice but is then expected to follow naively the doctort!s instruce
tions. There are difficulties for the patient in judging between actual
error and his relying on the doctor despite misgivings. The prestigeous
position of the doctor is stressed and the subordination that is required of
the patient. The patient who questions the professional authority is pres-
sured to conform by both health experts and friends and family for, as well
as encroaching on professional domains, if he fails to co-operate he jeo=

pardises his exemption from normal obligations.

The authority and structure of the medical professions have been documented
by Friedson 1970. Authority and power arise from public prestige and exclus-
ive rights. The medical profession determines its own rules and standards
and monopolises the right to practise and to judge. Doctors have the power
to define illness and to label patients accordingly. In many respects the
authoritative practices of the paramedical occupations are similar to those
of the professions. Nurses and therapists organise their own standards and
control rights to practise. They too have systems for the routinisation of

crises. The new patient meets a massive machinery which seems to demand

total submission while under its careo

Conclusion

From this very brief resume of the historical background and present pro=

vision of rehabilitation services we see that rehabilitation operates under
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an unsound ideology, its organisation and services have been questioned.
And, its professional experts demand a degree of compliance that seems at
odds with the notion of rehabilitation. It is, on the other hand, the pre-
vailing and not unreasonable assumption that present health services are
also exceedingly beneficial. However the purpose of research studies, such
as this one, is to investigate such assumptions. The present outcry against
cut backs in the health and social services is evidence of overwhelming
support for these services. The cuts are seen, at worst, as evil, at best,
as a necessary evil. So, without unduly magnifying criticisms or belittling
the strengths and benefits of such services, through this study the author

investigates primarily the soundness of the thinking on rehabilitation and

also its day by day organisation and practice.

B. Rehabilitation: Institutions and Stigma

As well as providing definitions and parameters, philosophical examination
also contributes towards the formulation of major themes and problems. The
author's interest lies in themes which are the most fundamental to the sub-
Ject. The first has been introduced in previous pages, i.e. the thinking
and theorising of rehabilitation. The second, the subject of this section,
is the setting in which rehabilitation takes place. It is diviéed into two
parts for the setting is depicted in two forms. Firstly the setting is
discussed in terms of its institutional practices. In sociological terms
this equates with the more Durkheimian view of society as an object facticity
of defined systems in which man moves (Berger 1963). Secondly the setting
is discussed in relation to the attitudes of its participants. This equates
with the more Weberian view of internalised social systems which structure
the roles men play in society (Berger 1963). The most convenient and clear

model in both cases is taken largely from the work of Goffman.
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l, Institutional Rehabilitation

Rehabilitation is concerned with the restoration of patients and their
ability to live again in the unyielding and unpredictable outside world.
(Its full definition is the subject of chapter three). Yet institutions are
islands of taken-for-grantedness, refuges from the outside world. Rehab-
ilitation is associated with functioning independently and with autonomy
while in institutions there is social control and group activity dictated
by staff. What sort of institution is the hospital? Can it be compared
with Goffman's understanding of a total institution (Goffman 1961)? 1If so,

is this conducive to rehabilitation?

Goffman's work is seminal in throwing new light onto institutions at the time
it was written; since which is has been widely accepted. It is cross-refer-
enced to hundreds of other etudies;l A point of criticism is a certain

use of emotive language but the inmate bias is sound. It provides here an
illustration or model of an institution which can be used to unravel the
character of the general hospital. Within a sociological framework there

is no major work which has disputed these characteristics though their
generalisation to less formal settings must be employed with care. A major
and recent review of the work of Goffman while highlightiﬁg its complex

weaknesses, shows that it deservedly continues to remain in the fore front

of modern sociology (Ditton 1980).

At the beginning of his essay, Goffman defines total institutions by example;
homes for the incapable and harmless, asylums for the incapable but harmful,
prisons for the intentionally dangerous, barracks, boarding schools, ships
and manor houses for the better accomplishment of some work like task and

religious retreats. Though he does not include modern general hospitals,

1. E. Goffman Asylums Pelican 1961 G.B. On the Characteristics of
Total Institutions. pp. 3-124.
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either in or out-patient care, in his examples, he does include other hospital
settings, such as long stay wards, asylums and sanitaria. Also, the example
of boarding schools and manor houses compares closely with the general hos-
pital where the institution serves the better accomplishment of some work
like task - one cannot envisage pre and post operative amputee treatment
being carried out in the patient's home - yet where the inmates are not

without holidays or means of release.

Total institutions are places where all aspects of life are conduéted in

the same place under a single authority, where daily activities are carried
out in the immediate company of a large batch of others who work, play, eat
and sleep together, these activities comprising a tightly scheduled round

of activities dictated from above and legitimised by purporting to fulfill
the aims of the institution. One group, the staff, are there to care for
the other group, the inmates, and there is bureaucratic handling of batches
of people. Staff and inmates become stereotyped in each others eyes, the
role of the staff becoming one of surveillance pfedominating over guidance.
Passage of information is restricted, patients are not shown their records
or told of their treatment though each has a paper shadow following their
progress through the institution. Work incentives for the patient are not
those of the outside world, therapy activities are unrelated to serious living
and there is an incompatibility between life on the inside and family life,
economic life on the outside. Total institutions are forcing houses for
changing persons. There is an admission procedure which includes physical
and emotional nakedness, bathing, reclothing, taking records and doing tests.
For the new inmate there is a forced reappraisal of the self image. In-
mates have to be appropriately deferential to staff, they lose freedom of
movement, of dress and choice of food. Verbal autonomy and civil status are
diminished. Defense mechanisms operating against these losses often collapse

into the situation and the patient is cajoled, tyrannised, ostracised or
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ridiculed into conformity. There are classic adaptations to inmate life;
the invalid role, the obedient and helpful role, the uncooperative and
aggressive role and the co-operative yet distant role. Inmates experience

self pity and fantasy release and a sense of dead and heavy hanging time.

Discharge is greeted with mixed feelings and apprehension of stigma.l

The staff world presents an image of rational organisation yet embodies
contradictions. The staff enact a custodial role yet one which aims to bve

restorative. In dealing with inmates there is conflict between institutional

efficiency and humane standards. The mechanisms of staff control are common

to all societal control but here they are more overt and intense.2 The

institution has ceremonies such as open days, Christmas parties, an internal

magazine, official visits and weekly religious services.5

There are many direct similarities here between total institutions and

general hospitals. In many ways Goffman's description fits our ordinary

understanding of the hospital. It is the author's impression, as a result

of past membership of both the staff world and the inmate world, that the

characteristics of total institutions given by Goffman never contradict the

underlying structure of general hospitals. There is an underlying sameness;

a likeness of quality and in important respects of quantity or intensity.

The question of intensity is however crucial. Goffman did not intend that

each characteristic should be peculiar to total institutions or shared by

them all. What distinguishes these institutions is their encompassing nature,

their exhibition of an intense degree of the family of attributes. The

short stay, acute and out-patient aspects of general hospital treatments

would seem to count against this intensity. In the investigation which is

1. ibid pp. 12 to 74 The Inmate Worlde
2. 1ibid pp. 74 to 92 The Staff World.

3. 1ibid pp. 93 to 112 Institutional Ceremonies.
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to follow the author looks for not only the characteristics of total
institutions in rehabilitative treatments but also for evidence of the all-
encompassing or all-pervading nature of institutional control to see whether

or not this is relevant in any significant degree.

Already, observation suggests that long and short stay care for amputees

is nof dissimilar in its day to day practices. Also out-patient physio-
therapy classes employ similar routines for in and out-patients. Just as
boarding schools and day schools are run on similar lines with some schools
including boarding and day pupils, so hospitals incorporate long and short
stay wards and therapy departments for in and out-patients meshing together

on similar lines.

In the literature of medical sociology there is a great deal to indicate
that medical services generate an intense and all-pervading control over

the clientele. There is possibly too little literature that has seriously
analysed a opposite view here. Typical care patterns are seen to demand *
almost total submission from patients through the roles ascribed to patients
(Robinson 1971), through the dominance of the professional expert (Friedson
1965 and 1970) and the bureaucracy of the institutions in which the care is
given (Mechanic 1968, Robinson 1975). Zola 1971, described medicine as a
major institution of social control, a new repository of truth where judge-
ments are legitimised in the name of health. In an insidious and undramatic

process medicine becomes relevant to an ever increasing part of human life,

In recent years, community care and deinstitutionalisation have become
by-words in medicine. This move, taking healfh care into the patient's

home, has important implications in the context of this study. Both in and
out patient treatments are under the microscope here, and if even out-patient
attendance can be seen to generate institutional control and patient sub-

mission, might community care take this control right into the patient's

home? The sheer numbers of hours of medical care may not be the deciding
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factor but the pervasiveness of the care in which the knowing expert offers
to the naive new patient a programme which defines ahd structures their -
roles and delineates what is to count as success or failure. A parallel
may be drawn from education. Consider the child from his earliest experience
of schooling, learning what is to count as education, iearning when he is
doing well and when he is not. His attendance at school will be four and a
half hours per day for barely half of the days in a year, but the school
has an undeniable massive influence or the child. Reimer (1971) noted
that only vacationless boarding schools can strictly be called total instit-
utions - as only vacationless long-stey hospitals can be - but he adds:

“"Perhaps the strict definition gives too

much attention to the Yody and too little

to the mind and spirit. Schools pervade

the lives and personalities of their stu-

dents in powerful and insidious ways and

have become the dominent institution in

the lives of min during their most form-

ative years."
It is in this sense, exactly captured by Reimer, that hospital departments
which dispense rehabilitative treatments will be ihvestigated to see what

their influence is on the naive new amputee during h132 most formative

period.

That hospitals are like total institutions is, on its own, only of general
interest. The important question is, is this state conducive to rehabili-

tation? Already there are hints that it is not.

There are, amongst the few accounts by patients, illustrations of the
effects of institutional practices which cannot be held to be rehabilitat-

ively beneficial. Wallace and Robson, 1976, describe an institutionalised

1, E. Reimer School Is Dead Penéuin 1971 England 2nd reprint 1973
p.25.

2. Throughout this study 'the patient' is referred to in the masculine and
all therapists in the feminine for no other reason then simplicity.
Most patients were men. Most therapists were women.
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child weighted to the floor and immobile as a result of treatments to increase
his mobility, though highly mobile when released to the care of foster par-
ents. Battye 1966, the handicapped inmate of a residential home, portrays
the shrinking horiions and disproportionate importance of day to day trivia
in such settings. Ritchie 1960, describes his feelings as a member of the’
inmate world of a physiotherapy day centre which echoes much in Goffman's
descriptions of prisons and asylums. Ritchie variously likens his condition
to that of a school boy, a prisoner and a ﬁaby.

"I felt like a concentration camp prisoner

with my tongue cut out, standing before

the commandant. He had all my papers in
front of him, my previous convictions."

1

Medicine has been described as disabling (Illich et al 1977) and iatrogenic
(Illich 1977), in terms of its having insidious control (Zola 1977) and
creating need and dependency (McNight 1977), none of which can be reconciled

with our ordinary understanding of the idea of medical rehabilitation.

As will be shown in chapter three, rehabilitation is a socio-economic
entity. It refers to a person's reliving in the world after disease and
illness, and a person's world is structured socially and economically. So
the suggestion that work incentives for patients might not be those of the
outside world or that therapy activities may be unrelated to serious living
would have the most grave consequences for rehabilitation. Whether or not
this is the case is to be investigated in this study. Equally, is there A
unwillingness on the part of patients to terminate their treatment? Is

the role of the staff largely custodial? Do patients suffer the lossés
described by Goffman and how does this effect rehabilitation? These and
other questions will be examined in relatiqn to the rehabilitation of lower
limb amputees. If the hospital environment is a forcing house for changing

reople - and amputation of a limb would seem to force just such a reappraisal

L D. Ritchie Stroke Faber and Faber 1960 London p.120.
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of the self-image - do the staff enhance wholeness and usefulness in patients
or do they in any significant sense compound disability and dependency? -

Clearly research is needed.

2. Rehsbilitation and Stigma

Goffman provides the framework for a second model which is incorporated into
this study, a model of those whose deviation from healtﬂ and ability makes
them the subjects of rehabilitative treatments (Goffman 1959 and 1963).

Once again detailed characteristics are available. This enables the drawing
up of a clear picture of the physiological or health deviant and the att=
itudes he may encounter and this will greatly facilitate the study of the

effects of this state on rehabilitation.1

There are many theoretical frameworks from which one can view society. They
are not mutually exclusive and the truth of how éociety operates may lie
interwoven in an amalgum of many of these frameworks, but it is conceptuﬁlly
impossible to handle them siﬁultaneously. Goffman'g work on stigma is part
of a larger sociology on deviance. Some of the theoretical frameworks on
deviance are now outmoded, e.g. the social pathology view. Some are valid
though less to the fore, but have a place in providing part explanations of
the whole, e.g. theorieg on value, conflict, anomie and the construction and
disruption of norms. The interactionist perspectives are the most commonly
used modern frameworks with which to stud& deviance, and are seen as closest
to our normal understanding of how society operates. They do not have the
status of scientific theories but are essential in their role as illus-
trations, perspectives and models without which research cannot take place.
Goffman is a dramaturgicalist, i.e. he depicts society és e drama acted out

by its participants. His vividly illustrative and intensely detailed work is

l, In this section the stigma experienced by disfigured and deformed is
examined but discussion on disablement is largely held over to chapter

two where it is dealt with in the specific context of lower limb amputation.
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part of the interactionist and labelling perspectives of society.

Goffman describes society as having normative expectétions of social behaviour
and stereotyped ideas on those who deviate.l He distinguishes three groups

of deviants who are stigmatisedlin the eyes of non-deviants, these are the
disfigured and deformed, those of blemished character #nd the tribally or-
racially deviant. Perceived or known-about deviancy, e.g. skin colour, facial
disfigurement, is distinguished from unperceived deviancy, e.g. criminal
record, mastectomy. In the first instance a poor social identity is attri-
buted to the deviant when he comes into contact with nomals.2 In the

second instance a discredited social role will be attributed when the deviant
condition is known and so information control becomes especially important
for this group. Goffman shows how the stigmatised person is not accorded

the normal social standing of an adult in society. He is treated differently,
as less then fully adult, less than fully human. Typical reactions by .
normals include patronage, low expectations, blunt approaches, derision,
self-consciousness,-the fixed sfare, the taboo of normal words, artificial
levity, compulsive loquaciousness, awkward solemnity, naked exposure and
invasions of privacy and simperiﬁg helpfulness.3 Goffman identifies three
territories,.the forbidden place where the stigmatised are not welcome,

the civil place where the stigmatised must behave as normal and the back
place where deviants expose their deviancy and meet fellow deviants.4

Again, information control or confidentiality is essential so that the

1. E. Goffman, Stigmas Notes on the Management of a Spoiled Identity,
Pelican 1963 London Ch.l.

2, ibid Ch. 1. Goffman discusses the continuum between stigma and non-

- stigma, deviant and normal. He uses the word normal in the everyday
sense of the less obviously stigmatised. This is useful shorthand for
otherwise lengthy descriptions and a useful anchor for a problematic but
essential term. Its continued use here is on the same understanding.

3« 1ibid Ch. 1.

4. ibvid Ch. 2.
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stigmatised do not lose face in the civil place. Goffman further differen-
tiates groups he calls the Own and the Wise.1 The Own share the stigma. -

The Wise do not but have special knowledge through family or occupational
connections. = For £he stigmatised there are problems in alliance with the Own
and the Wise as well as with normals and in ambivalence between groups.
Contact with the Own draws one into the deviant and stigmatised subculture.
Alliance with the Wise can reinforce the stigma for those offering them-
selves as Wise may employ prejudicial attitudes under cover bf gpecialist or
professional knowledge. Alliance with normals is also problematic because

in effect normal society tells the stigmatised to cheerfully and unself-
consciously accept themselfes as essentially the same as normals while at

the same time voluntarily withhold themselves from situations in which normals
would find it difficult to give lip service to their similar acceptance of
them. The stigmatised are obliged to act as though they were no different -
while at the same time removing themselves sufficiently to ensure normals
remain uncontaminated and confirmed in their beliefs about the stigmatised.

No authentic solution is offered in this maze of paradox.

This picture of the consequences of deviancy is supported by Battye 1966,
who depicts the crippled man subject to ancient and pagan attitudes. He
does not think these attitudes exceptional or out-dated

"A cripple is still a man, but, as it were on a
smaller scale. His totality is diminished, his
image distorted. He is not whole. It inevitably
follows then that there must always be this
barrier of difference and distortion between us
and the inhabitants of the normal world . . .
we are forever barred from the deepest and most
intimate levels of human intercourse." 2

l, ibid Ch. 3.

2. L. Battye 1966, The Chatterley Syndrome p.96 from D.M. Boswell and
J.M. Wingrove (editors) The Handicapped Person in the Community,
Tavistock and 0.U. Press 1974 London Part III Ch.10 pp.93-99,
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So, through Goffman's work, the characteristics of stigma can be established
and used as a model from which to formulate a method of data collection.

Like the characteristics of the all-encompassing institution, they seem at
odds with the idea of rehabilitation. For'rehabilitation has to do with
re-living in society and, by definition, those set apart‘from society by thé
mechanisms of their stigma cannot be said to be accepted into the mainstream
of society., Two points emerge. Firstly, do these typical prejudicial attit-
udes operate to a significant degree within the treatment systems, against
the subjects of the treatments, if so they would seem to negate the rehabili-
tative aims. This is one of the themes on which data will be collected and
conclusions drawn. Secondly, if amputees are stigmatised people can they
ever be successfully rehabilitated into society, i.e. is the term meaningful

in the context of treating those who have lost limbs?

On the second point amputees are stigmatised by virtue of disfigurement aﬁd
deformity. The popular concept of disability and the obvious example of it

is loss of a limb (Tunbridge 1972, Garrad 1974, Blaxtér 1975). Rehabilitation
professionals have categorised it as a condition of irretrievable damege

and loss (Partridge 1980). Ostensibly the stigma operating against amputees
would seem to be considerable. In chapter two the disabled status of those
who have lost limbs is eiamined and in chapter three the parameters whereby
amputee treatments may be”accepted under the umbrella of rehabilitation are
redrawn. Rehabilitation is meaningful in the context of amputee treatments

but only with certain qualifications.

As evinced by the work of Scott (1969 and 1970), there is already evidence
of stigma operating within rehabilitation programmes in a way that negates

the 6vert aim of reintegration into society.
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"When those who have been screened into blindness
agencies enter them, they may or may not be able

- to see at all or they may have serious difficul-
ties with their vision. When they have been
rehabilitated, they are all blind men., They have
learned the attitudes and behaviour patterns
that' professional blindness workers believe
blind people should have. In the intensive face
to face relationships between blindness workers
and clients that make up the rehabilitation pro-
cess, the blind person is rewarded for adopting
a view of himself that is consistent with his
rehabilitators' view of him and punished for
clinging to other self-conceptions. He is told
that he is 'insightful' when he comes to des--
cribe his problems as his rehabilitators view
them, and he is said to be 'blocking' or
'regsistant! when he does not. Indeed, passage
through the blindness system is determined in
part by his willingness to adopt the experts!
view about himself."l

Might blindness be transposed to limblessness and blind men to disabled

men? An unwitting example of the prejudices of a professional expert again-
st amputees and orthopaedic disabled comes from-Gingras 1975. At psychol-
ogically the lowest point the patient is persuaded by Gingras to see himself
as 'disabled! and in a élassic example of the looping effect of inmate rebel-
lion2 the patient is given psychiatric counselling if he fails to accept
this view. Paternalism, emotional blackmail, praise and ostracism are used

to reinforce the experts! view,

C. Rehabilitation Therépists

Rehabilitafive therapies‘are prescribed by doctors and dispensed by nurses
and therapists with the aid of auxilliary staff and the option of referral
to other paramedical professional experts. The role of the principle charw
acters is examined here. This is done in order to assess the theoretical

basis of each and to judge the likely effectiveness of present rehabilitate

1. R.A. Scott. The Construction of Concepts of Stigma by Professional
Experts, p.119 in D.M. Boswell and J.M. Wingrove (editors) The
Handicapped Person in the Community, Tavistock and 0.U. Press 1974
London Part III Ch. 12 pp. }08-121,

2. E. Goffman Asylums Pelican 1961. G.B. p.4l.
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ion practice. Specific reference is made to lower limb amputation in order

to contain an otherwise vast subject.

l. Prescription and Referral

Little is known about the basis on which a rehabilitativg therapy1 may be
prescribed,2 or the basis for'further referral. Preliminary observation
shows that therapists treating amputees usually‘receive oﬁly the instruction
tphysio please! written in the patients' notes (a practice noted in the
literature, Thompson 1979), and that lower limb amputees are routinely
referred to physiotherapy departments while upper limb amputees are referred
for occupational therapy. Further referral for lower limb amputees rests
largely on the discretion of the physiotherapist and the availability of
resources at the particular hospital. Frequency and duration of treatment

is frequently also left to the therapist's discretion (Ward et al 1978,
Thompson 1979). Physiotherapists express preference for this state of affairs
because it increases théir role in decision making and the diagnostic pro-
cedure and hence increases the status of their profession. Clinical decis-
ions in physiotherapy remain a major issue and to date the profession has not

formulated a clear policy on this., (@vretveit et al 1982).

1. Rehabilitation itself, as will be discussed in chapter three, is the act
or state of being set up in proper condition in society. The physical
and occupational treatments or therapies are best described as rehabili-
tative in style or aim. While they are carried out in hospitals they
do not of themselves comprise 'rehabilitation' but are the means to that
end. Hence, to define them as rehabilitative therapies becomes the most
exact term even if this seems a little clumsy or unusual at this stage.

2. A parallel is being drawn here between physical and occupational therapy
prescription and drug prescription. Although physical and occupational
treatments may be varied at the discretion of the therapists in a way that
drug treatments are not and although the mere encouragement of physical
or even recreational pursuits by nurses and therapists can barely be
termed prescription, the comparison with medication is a useful one. It
raises the status of the therapy and more correctly depicts what is taking
place.




26.

Though there are DHSS recommendations, neither it seems does the medical
profession hold to a clear policy on prescription and referral. From a
survej of physiotherapy prescription for orthopaedic out-patients, Ward et
al 1978, found thathdoctors referred 29% of new out-patients for physiotherapy
but that the rate of referral varied from 15% to 56%; the differing charace
teristics of the patients failing to account for this variation. The major-
ity of the prescriptions specified the type of treatment but duration was
specified in less than half and frequency and aims of treatmeht hardly ever.
Tunbridge, 1972, noted that few doctors had sufficient knowledge of the work
of therapists and were unable to prescribe accurately as a result. McMillan
1973, urges a greater flexiﬁility, co-operation and understanding between
doctor and therapist., Though this is not a study of the referral system
general conc}usions will be drawn on the suitability of referring lower limb
amputees for physical therapy and the frequency and duration of such treat-

ments.

On the subject of amputee referral for limb fitting, a number of studies

have noted unhelpful delays and the associated poor condition of patient

and stump (e.g. in England, Hutton and Rothnie 1977, end in America, Kerstein
et al 1977);. Van de Ven 1973, commented that incidence of incorrect referral
can show a complete lack of understanding of the role of limb fitting.,
Hamilton and Nichols 1972, noted a 22% incidence of delays of over three
months due to re-amputation, illness, industrial dispute and so forth.

They associated these delays with poor rehabilitation results. For those
who have lost limbs it segmareasonable that the real.business of their
rehabilitation cannot begin until the patient has an artificial leg.
Limb}essness aggravates other disordersand narrows one's view of the future.
Yet Clarke-Williams 1978, has describgg these delays .as a boon, a period in
which to treat concomifant disorders and to improve the patient's view on

life, To the author this seems unconvincing. The amputee's seemingly obvious
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and urgent requirement of a leg is not given quife the emphasis one would
expect, Positive use of periods of delay = such as to allow a period of
mourning - are not mentioned in the literature and the research to follow

illustrates that unproductive delays are all too apparent.

2. The Nurse,

Nursing incorporates two roles. One is custodial, the other restorative.
Nurses care for the dependent sick and work towards the rehabilitation of
those who are recovering. Except in a minority of cases where limb ablation
becomes part of the care of a dying patient and where mobility training
cannot be considered, the pursing responsibility towards lower limb amputees
includes both of these roles; the custodial role predominating in the immed-
iate pre- and post-operative periods, giving way to a restorative and rehabili-
tative programme. Amputafion surgery is fairly common (refer chapter two)
and the prospective amputee may be admitted to almost any ward of a gene:al
hospital. What is the state of the rehabilitative nursing of lower limb

amputees as reflected in nursing literature?

Firstly, the literature does not d}stinguish custodial and restorative
nursing as it does for example medical and surgical nursing or paediatric
and geriatric care and so on. Hence there is no well-defined literature on
the nursing role in rehébilitation and one searches instead for sentences,
paragraphs and occasionaily chapters in more general texts. Nursing, since
the days of Florence Nightingale, has relinquished rehabilitation to the
therapy professions. Though the custodial and restqrative are possibly less
easily separated than are other major themes in nursing, the result is that
nursing lacks clear appraisal and vigorous debate in this area. Texts on
the rehabilitation of the lower limb amputeé are oversimplified to a point
of being misleading and mistaken. Tc take a fairly- typical example,

McFarland, 1980, stated
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"As soon as his amputation stump has healed,

the patient is referred to the artificial

limb and appliance service for the area.

Even before this correct bandaging will have

helped to form a good stump shape for an

artificial limb. This will initially be of

a temporary type (pylon) while the individ-

ual artificial limb is made. An elderly

patient may stay in hospital until he is

walking well on this."l
This is the entire comment on the subject. It is too brief to be helpful
to the novice and there are errors in every line. For instance, the infer-
ence is that healing is the indicator of walking readiness and referral to
the Artificial Limb and Appliance Centre. Neither are true., Walking may
be used to promote healing and referral may be made (one may say should be
made) before healing, indeed before amputation. The vital importance of
this referral, of prosthetic replacement and mobility training, each are
omitted. So the purpose of amputation is overlooked. It is inferred that
stump bandaging shapes the stump. Neither is this true. Bandaging is done
to hold the dressing in place and control oedema; the surgeon shapes the
stump. It is also mistakenly inferred that the pyloh is not an individually
tailored artificial limb. Mass production and individual workmanship go
together to produce temporary and definitive limbs. The final statement
serves no purpose. ‘'An elderly patient may stay in hospital until he is
walking well!, or he may not! What are the criteria and what are the con-
sequences of prolonged stay in hospital or early discharge? Many topics
are not covered but if they are beyond the scope of the book this should be

stated in the passage and the reader warned of the complexities of the

issues and referred to further material.

There are numerous British and American textbooks and journals for the

nursing profession projecting this clumsy understanding of limb amputation

l. J. McFarland Basic Clinical Surgery Butterworths 1973 Lordon
2nd edition 1980 p.22.
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(e.g. Barker 1978, Donshoo and Dimon 1977, MacInnes 1977, Moroney 1975,
Nash 1980, Orem 1977, Powell 1976, Rapier 1970, Siegel and Chodoff 1976, '
Taylor 1977). It is as though a text on the paraphenalia of amputation
had been written in stone to be f#ithfully transcribed for every nurse;
similar omissions, assumptions and sentiments occurring in every trans-
cription. They are written, as it were, from a'distance; failing to get
involved in the practicalities of administering their idealised directives,
That nursing texts do contain much sound information is of no comfort when

it is interspersed with so much that is not.

Sometimes the information is extremely poor. A common misconception is
the idea that

"Amputation is usually accompanied by a more 1
or less profound degree of psychological shock . ."

Recent research has shown that reaction to loss of a limb is very variable
(refer chapter two). Not only are these varied reactions omitted from the
literature, also their practical and general causes are ignored in a narrow
focus on the limb itself. Instruction is missing on how to deal with the

patients! feelings and lack of grief is interpreted too readily as unhealthy.

Perhaps for reasons of sheltering the sensitivities of the nurse the idea
has been developed that limb ablation is not unduly painful

"Curiously enough, the pain after amputation is
almost always quite mild. Mild analgesics
usually suffice, and often no analgesic at all
is necessary after the first 24 hours." 2

"The rigid dressing tends to prevent severe
pain when weight bearing is instituted soon
after amputation_and phantom pain has not
been a problem.”

1, C.B. Larson and M. Gould Orthopaedic Nursing C.V. Mosby Co. 1943
St. Louis 8th edition 1974 p.444.

2. ibid p.444.
3, ibid p.453.
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Again in chapter two we shall see that this idea is not tenable. It reflects
a lack of true concern for the patients' well-being and contradicts basic-

observation on the subject.

t

Nurses are urged to get to know p#tients, to reassure an@ give advice and
encourage independence.

"Nurses are in an excellent position to

supply reassurance that.he is not to

become a cripple . « "
But the impracticalities of these directives are overlooked. Cassee, 1970,
has shown how a culture has developed which keeps personal contact with
patients to a minimum and the institutional setting in which amputees are
nursed can be seen to negate opportunities for independence training (Crowther
1982). And we shall see in chapter two that it seems by far the majority of
patients are crippled by limb amputation and the situation is not helped by

encouraging nurses to shatter hopes in this way.

Over and above what is mistakén and missing, the way.in which the subject

as a whole is projected is wrong. In the first place the model of 'the
amputee! is too simple and too singular. This statement is developed through-
out this study. The homogeneity of the idea of lower limb amputation will
be broken down and furthgr it will be depicted in many respects as a contin-
uous process rather than a single event. Consequent upon its mistaken model
the literature presents too simple and uniform a picture of the sequelae

of loss of a limb. In the second place, the literature does not emphasise
the purpose of modern amputation surgery which is sound prosthetic replace-
ment of a dead or deadly and useless limb. Information on artificial limbs
is dealt with in a way that isolates the subject from the patients' needs.

Such topics as the consequences of delayed fitting, the discomforts of limb

1. ibid p.444.
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wearing and the many functions of the new limb are not discussed. The old
image of limblessness and dependency is not effaced and the capabilities 9f
the modern amputee are not grasped; patronage and sentiment hiding the truth
from the nurse and the patient. Finally, one doubts the nursing commitment
to patients so largely ignored at the centre of treatments so lavishly
described. We read of amputafion, the stump, the prostheses but not the

person who loses a limb.

In the previous section the efficiency of prescription was in some doubt.
In this section we have seen that the nursing of lower limb amputees is
unlikely to be satisfactory. We turn now to the literature of the remedial .

professions.

3+ The Physical Therapist

While nurséé have a dual role, restoration and rehabilitation is the
raison d'etre of the therapist. And while nurses are expected to encourage
rehabilitative efforts, therapists receive written instructions to that
end, Is the literature of physiotherapy more comprehensive on the subject

of rehabilitation and better disposed towards amputees?

On the whole the answer is that it is not. The literature of the physical
therapy professions1 has almost nothing to say on rehabilitation theory.

To give examples, two texts accepted by the profession as standard works

have no introductory chapters on the history, aims, related skills or related
professions or problems and uncertainties within the profession (Cash 1976
and 1977). Where introductory chapters are included a pedantic style

covers lack of depth (Shepherd 1980). Unacceptable reasons are given for

not discussing the relative merits of treatments, for example, the dearth

1. The physical therapy professions are those of Physiotherapy and
Remedial Gymnast. The two are not greatly differentiated in this
study as their theoretical basis within amputee rehabilitation is
similar. '
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of controlled trials and the tendency of physiotherapists to be untheoret-
ical (Scrutton and Gilbertson 1975). Contributions by physiotherapists and
renedial gymnasts to multi professional texts on rehabilitation are notably
poor both in content and lack of references (Evans 1981). The literature
focuses on techniques and materials and a proper place is not found for other

issues.

The journal Therapy does not pretend to be scientific, and though it may
serve well its social function, in doing so it reinforces all society's
myths about the worthiness of people-work, the benefits of modern medicine
end the prejudices which determine the role of 'the disabled' therein. The

journal Physiotherapy employs the hallmarks of scientificism and reflects

a vigorous profession but the status of both journal and profession are
brought into question through some of the material it publishes. For example,
two articles on motivation, 19751 indicate a disturbing view of psychology.
O'Gorman appears to be trying to repress patient autonomy by operant con-
ditioning. Hawker suggests that motivation is a quality unique, for uncertain
reasons, to some patients and not others. By comparison a third paper by

an occupational therapist, Ibbotson, manifests sound knowledge and applic-
ation of modern learning theory and only here the limitations of the hOSpifal
setting are recognised, the therapists preference for docile and obedient
patients and the mis-application of the label unmotivated. Recent multi
professional contributions on amputation (e.g. special issue on amputation,

Physiotherapy Jan 1970) though sound, and pleasing in many respects, omit

major themes. Weaknesses in the present systems of treatment are not dis-

cussed, neither is there guidance in problematic areas. Tasks, techniques

l. M. Hawker. Motivation in 0ld Age: The Physiotherapists View, ppe. 183-184,
Je« Ibbotson. Motivation - The Occupational Therapy Approach, pp. 189-191.
G. O'Gorman. Anti-Motivation, pp. 176-179.
Physiotherapy. June 1975, Vol. 61(8).
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and prostheses take precedence over patients. Rehabilitation is barely
brought into the picture. And at a time when amputee rehabilitation is so
dubiously successful (refer chapter two) the most senior therapists argue

the intricacies of stump bandaging to the exclusion of all else.l

In respect of amputee rehabilitation, physiotherapy and nursing literature
suffer from similar failings. The complexities'of the ps&chological seque
elae of amputation are not dealt with, nor the patients' discomforts, the
many practical problems following loss of a limb, the many functions of the
prosthesis and so on. Humm, 1977, offers an excellent guide on basic treat-
ment but the therapist has no guide on subtle, problematic or uncertain
issues. Physiotherapy literature like its nursing counterpart has developed
& style that speaks at a distance from the needs and interests of its
clients. But, whereas in nursing one sees the emergence of patient-centred
care, in physiotherapy no such move is underway. And, where in nursing
higher degree research is bringing about the reappraisal of basic concepts,
again, in physiotherapy this is not the case. Even the term 'amputee
rehabilitation' is not used correctly, being used to refer to physical
exercise in hospital and not the pétient's re-living in society. The
mistakes of this view are discussed in chapter three. Hence, built around
mistaken concepts in the most fundamental issues, one must question the
direction and effectivenéss of physiotherapy for lower limb asmputees, as one
questions the restorative aspects of nursing and, as expressed earlier, the

lead given by consultants and theorists in rehabilitation medicine.

1., Refer S. Callen. A Modern Method of Stump Bandaging.
Physiotherapy May 1981 67(5) pp. 137-8.
Letterss H. Gowland and E. Joy.
Physiotherapy July 1981 67(7) p.213.
Letters: P. Buttenshaw, D. Dixey, C. Van de Ven, J. Jackson and M. Hallett
Physiotherapy September 1981 67(9) p.272.
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The lack of research has been noted. In-servioe.research is minimal and
post-graduate studies are in their infancy though there are appeals through-
out the literature for research to be undertaken.1 These appeals reflect

the task-orientatioh of the professions and are couched in terms of evaluat-
ing techniques and not investigating the direction of physiotherapy as a
whole or examining the views or activities of the clients and their families,
though very recent work by Partridge touches upon the dynamic and interactive
aspects of physiotherapy and the role of déscriptive studies'(Partridge 1980,
1982 (b)). More generally the way ahead is not seen as hopeful (Evans 1981).
This is seen to be due to the difficulties of devising clinical trials and
measuring results, the pauéity of comparable patients and the impracticality
of blind techniques. This illustrates the state of infancy of para-medical
research, in the narrow view of science which it embodies and the limited
view of whefe the ills mey lie. In this study an attempt is made to over-
come this methodological deadlock. Through prior clarification of the gfound
theory of rehabilitation (chépter three) an investigative and ethological
method is devised (chapter four) with which to examine physiotherapy practice.
This method represents a formula which can be infinitely adapted and devel-

oped for further research in para-medical fields.

4. The Occupational Therapist

Occupational therapy has already been brought into this discussion in a

fevourable light. The meagre crafts and diversional image of this small

1. A recent letter to Physiotherapy perhaps best expresses the present
state of research.
CONCERN FOR PRIORITIES
Madam - I was saddened to read in the proceedings of the Council meeting
in the January issue of the Journal that Council had agreed to fund a
further two industrial relations officers and a secretary. Is this 100
per cent expansion justified when the Society at present spends nothing
on research? When we are unable to demonstrate the effectiveness of any
aspect of our practice, should salaries really be our first concern?
CECILY J PARTRIDGE BA FCSP
Health Services Research Unit, The University of Kent at Canterbury.
(Partridge 1982 (a))
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profession is in contrast to the standard and scépe of its literature. The
texts do not lack introductory material (MacDonald 1976) and are presented

in a more discursive style (Mountford 1971). Occupational therapy appears

to provide a propervlink between hospital and home. Here, rehabilitation

is seen in its true terms, having personal, domestic, social and economic
goals. The work of occupational therapy specifically inq}udes assessment and
training in personal care and domestic activitiés, assessment of fitness to
return home and training in outside mobility. It includes assessment of
vocational ability and re-training in light or remediasl work, consideration
of the patient's psychological state and the need to stimulate interest and
enjoyment. Though again there is a dearth of research, occupational therapy
literature is, as it were, painted on a broader canvas than its physiotherapy
counterpart. Reading its texts one can believe this profession to be making
a significaﬁt contribution to restoring and rehabilitating its patients and

to their individual care.

Seen as the province of physiotherapy, the older texts include little on
lower limb amputee treatment (Willard and Spackman 3rd edition 1963) but
more recent material brings in the lower limb patient (Shoplend 1979), and
the aims considerably overlap physiotherapy but have additional socio-econ;
omic elements, In common with nursing and physiotherapy there is no material
specifically on the difficulties and complexities of amputee rehabilitation
but one has the impression that occupational therapists will employ a more
sensitive and individually tailored apbroach, though the validity of this

impression is yet to be tested.

5. Other Staff

The literature of social workers and Disablement Resettlement Officers has
not been examined because it is outside the scope of this'study. For the
lower limb amputee referral to these professions depends largely upon success

or failure on the wards and in the physical and occupational therapy depart-
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ments so the effectiveness of these later interventions becomes a separate

problem, one which is dependent upon these preceeding issues.

Literature, especially research on‘the role of clerical, auxilliary and anc-
illiary staff on wards and in therapy departments would have been invaluable
but none exists. This investigation includes data in this area for the first
time., The asuthor is deeply suspicious of the sfatements Qade in the McMillan
Report on the remedial professions, 1973, that it is wasteful of professional
skills for therapists to provide secretarial, clerical or portering services
and that qualified staff should not be used for these duties, and that full
advantage should be taken of the availability of aides (auxilliaries) and
their employment extended. Part of the impetus for this study is the misery
afforded to patients as a result of the fragmentation of labour in the hos~
pital setting and the lack of training of so many staff. The McMillan
recommendations would seem to aggravate this situation. They have no research
base and, unintentionall&, echo the worst elements of class consciousness.
This reveals a need for investigation of minor and routine activities within
rehabilitation.settings and the impact they may have for the patient, to-

gether with a clarification of the activities of auxilliary staff.

Summary

Prescription, nursing and physiotherapy heve each been shown to suffer serious
inadequacies. Of special note is the lack of material in many areas and the
lack of research. Clearly there is a need for the theory of rehabilitation

to be revised, and a method developed with which to investigate rehabilitation
attitudes and practices. Incorporating characteristics given by Goffman,

it may circumvent the present deadlock in physiotherapy research. Review

of the literature creates a poor impression of rehabilitation and it is this

that the data will test,



3T

D, In Conclusion

"To see the present (day) clearly, let us

imagine the children who will soon play in

the ruins of school buildings, air terminals

and hospitals. In these concrete castles

turned cathedrals, built to protect us a§ainst

ignorance, discomfort, pain and death."
On the one hand is the leviathan of modern medicine, on the other the view
expressed by Illich (1976). Between these two,'critical’analysis is modest
by comparison with that available in education where critiques range through
every shade of opinion from the extreme right and reactionary to the extreme
left, from deschoolers and free-schoolers to quietly concerned teachers and
inspectors and parents. Every aspect of schooling and the curriculum has
been scrutinised and revised and revised again. Philosophies on education
abound to a point where they have afforded to be trivial. The roles of
child, parent and teacher have been viewed and reviewed from every angle.
Debate extends to parliament, the popular press and pesk hour television.
Medicine has neither eduivalent volume or vigour. There are areas of excite-
ment and prestige such as genetics, bio-engineering and transplant surgery,

and areas that are almost devoid of interest or awareness such as those

touched upon in this chapter, the-philosophic, para-medical and patient-

centred aspects of medicine.

It is of interest that government reports most loudly testify to this unsat-
isfactory even desperate situation (Piercy‘l956, Mair 1972, Tunbridge 1973).
On the subject of rehabilitation Tunbridge notes the lack of interest in
rehabilitation and the lack of action since the Piercy Report, the failure
to include rehabilitation in medical education, the disorganisation and

divisions in the health service, lack of communication and co-ordination

l. I. Illich Disabling Profe391ons Marion Boyars 1977 (2nd edition
original 1976) London page 12.
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of services, lack of careful assessment of patieﬁts needs, an artificial
distinction between physical and occupational therapy and between therapy.
and work and a lack of local authority provision at many levels. The size
of the problems beiﬁg unknown. Tunbridge deplores the lack of research and
notes that not only are there virtually no figures there is also a paucity -
of research as to the requirements of rehabilitgtion and into evaluating
its treatment and techniques. Rehabilitation it seems is not a healthy

business.

If one disturbs lifelong concepts on medical care, it could be said that

rehabilitation is not less successful where clinical, therapeutic and pros-

thetic treatments are not available, i.e. in those countries without the means

to provide such care. It is the author's experience of African and Indian
societies that where the village social structure or extended family still
exists or where deformity and disfigurement are commonplace, an unself-
conscious or unwitting reshuffling of family roles may take place to accomm-
odate a revised role for those who have lost limbs or become handicapped in
some way. BRevised roles include those of minder and craftsman, beggar and
menial and are associated with reduced marriage chances, low income and
physical hardship - as is the role of 'the disabled! in the West -~ but a
type of rehabilitation undramatically tekes place; one that in its relative
social and economic terms is not less successful and not to be disdained.
Cross-cultural and trans-historical studies in rehabilitation may have much
to offer western medicine. Certainly this author does not subscribe to the
premiss that the ills of rehabilitation medicine caﬁ be cured by making

available more money or more care,
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Introduction

The theory, the research and possibly the practice of rehabilitation are
seen, in chapter one, to give rise to concern. In this thesis each of these
issues are taken up, the theory revised, a research method developed and the.
practice investigated. However, in order to limit an otherwise vast subject
and to introduce more detail, one aspect of rehaiilitatiog must be singled
out for study. Making use of the author's special interest and kndwledge,
the area chosen is that of the rehabilitation of the lower limb amputee.1

In this review, the recent research papers on all aspects of their treatment
are examined. There are three themes; to define and clarify what is involved .
in being 'an amputee!, to reveal the likely state of rehabilitation in this

area at the present time and to formulate the questions for the research

which is to follow.

A, Discussion: The patient who has lost a limb

Having a limb broken and then repaired is a very different matter from having
a limb broken and then replaced. In the first instance one is merely a per-
son who was once an orthopaedic patient. In the second instance one becomeé
fan amputee'. One never ocutgrows or leaves behind the condition of being an
amputee. Not only do certain clinical treatments continue - the artificial
leg reduires regular Attention for the rest of one's life - but so0 too do
certain social labels and implications and expectations. Together with the
wheeléhair bound, the amputee epitomises the popular concept of the disabled
person (Garrad 1974) and cited as the obvious example of disability (Tunbridge

1972, Blaxter 1975). All limb amputees have automatic entitlement to regis-

1: The word amputee is an unfortunate but short form for anyone who has
lost one or both lower limbs or has artificial lower limbs.
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tration under the Chronic Sick and Disabled Persons Act 1970. The proposition

" that this view is problematic will be examined.

Harris 1971 defines 'the relevant terms:
Impairment: lacking all or part of a limb, having a defective
limb, organ or mechanism of the body.

Disablement: the loss or reduction of functional ability which

results,
Handicaps the disadvantage or restriction of daily activities

caused by disability.

In the case of lower limb amputation impairment therefore relates to the
loss of physical or locomotor ability. Handicap is the effect on the person's
lifestyle, i.e. the socio-economic personal and domestic effects. These

definitions are used throughout this study.

These distinctions are iost in popular use and it is a tribute to the stren-
gth of popular opinion on disability that having established these terms
Harris bows to this pressure and misuses them in the immediately following
paragraphsl and thereafter throughsut the text. Colloquially the term 'dis-
abled! is effortlessly transposed from limb to function to person and to carry
moral implications far beyond this. It is in this sense that amputees en
mass can be categorised és disabled. To some extent there is no point in
arguing with popular ideas on loss of a limb for in rehabilitation one is
concerned primarily to reintegrate the patient into society whatever the
prevailing mores rather than to change society to suit those with disabil-
ities. But academic enquiry should not rest on popular prejudice and miscon-
ception. These attitudes will be shown to be unhelpful to rehabilitation.

Indeed rehabilitation may be enhanced if the issues are fully understood and

1: A.I. Harris The Handicapped and Impaired in Great Britain H.M.S.0,
1971 London Section l:1 pp. 2 and 3.
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the knowledge incorporated into the treatments.

To depict the lower limb amputee as limbless and therefore dependent and
disabled is a hundred years out of date. In Britain there is an advanced
prosthetic industry and massive outlay of NHS funds for the free provision -
of artificial limbs to all who can make use of them. Amgutation surgery can,
in the 1980s, be regarded as replacement surger&. Once seen as the most
serious consequence of trauma and disease short of death, it now enables
sound prosthetic replacement in a way that non-amputation of diseased and
deformed limbs does not. Though it may always have a small part to play in
the care of the terminally ill who can never be regarded as candidates for
prosthetic fitting, it is essentially a replacement procedure. Following
amputation of a leg, failure to apply an artificial leg is as illogical as
failure to insert the new heart in a transplant operation. Prosthetic mobil-
ity is never preferable to the normal healthy state. There are basic incom-
patibilities between human flesh - especially where it has been cross-sectioned '
- and all the materials from which artificial limbs ére mede and man has not
improved on nature from the point of view of bipedal locomotion or aesthetic
acceptability. Yet modern prostheses are adequate to enable a meaningful -
degree of rehabilitation to take place. Their adequacy depends upon optimum
condition of patient and stump But the industry has advanced to a point al-
ready where the majority of prosthetically equipped amputees may be to all

intents and purposes as able as any of their contemporaries.

The term impairment remains relevant. Though the amputee no longer lacks
all or part of the limb, the limb is defective per se, as compared with the

normal healthy state, though this in itself says little.

The term disablement becomes ambivalent. It depends upon how one interprets

the notion of physical ability. One cannot with an artificial leg wiggle
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the toes, rotate the ankle or hop successfully. Some physical functions are
irrevocably lost or reduced and one must conclude thaf amputees suffer dis-
ablement. But if one considers the more important or gross physical func-
tions, the ones that prostheses have been designed to perform, amputees fare
better and the notion of disablement begins to become inéppropriate. Theré
are both young and elderly amputees whose gross physical ‘or locomotor abili-
ties are on a par with their contemporaries, who can stand and walk and climb
which are the chief daily activities of the lower limbs. That is not to say
that these more successful amputees do not have minor physical disabilities,
but, when these disabilitigs afe viewed in proportion to the persons over-
riding state, which is one of ability, they can be seen to form poor reason
for attaching the label of disablement which slides so easily from the phy=-
sical to the social and moral and carries so many pejorative connotations.

An elderly man who can walk (around home and garden), climb (his stairs),
stand (in a bus queue), rise (from a chair) and so forth cannot, by virtue of
his ability to do these things appropriate to his age, be said to be unable
to do them or dis-able. Similarly, such able amputees as the mountaineer
Croucher (1976) and air ace Bader (1954) are more appropriately described,

in comparison with their contemporaries, as super-able rather than dis-ablé.
It is not the author's intention to write new definitions of these terms which
would involve an analysis of locomotor skills beyond the scope of this study
but to point out from personal knowledge of a number of able-bodied amputees
that the automatic equation of amputation and disability is unfortunate and

not wholly accurate.

Harris, 1971, recognises that amputees may not be haﬂdicapped and cites the
example of a man with a satisfactory prosthésis, sedentary Jjob, a car adjus-
ted to hand controls and leisurely recreational pursuits.‘ Harris under-
estimates the conditions under which amputees may not be handicapped but the

argument'is correct nevertheless. Handicap will depend upon wholly individual
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personal, domestic, social and economic circumstances. A young footballer
will be seriously handicapped. An elderly retired maﬁ may not be restricted
to his usual pursuits.l Again, it will be possible for those who have replaced
limbs to accommodate minor handicap (as minor disability), as everyone accom-
modates their strengths and weaknesses, in finding an adceptable and appro;
priate level of social and economic performance, It is riotl necessary that the
amputee should be able to perform every act of normal daily living to earn

the distinction of being non-handicapped for this would imply a standard that
is far more strict than is applied to the rest of the population. It is only
necessary for amputees to achieve a sufficient spread of appropriate socio-

economic activities in keeping with other citizens.

What is the view of amputation manifest in rehabilitation practice? It would
be helpful io investigate this question. Vhere amputation is equated with
serious disability one would expect to find custodial care rather than restor-
ative therapies, fairly low criteria of success and an orientation towards
coping with disability rather than competing with thé able-bodied. There
might be evidence that prosthetic replacement is not wholly appropriate or
worthwhile, Where amputation is seen as only temporarily disabling one would
expect to see rapid, intensive and positive treatment, the emphasis on sound
prosthetic replacement énd on restorative therapy which uses criteria on a

par with able rather than disabled living{

Some of the literature on amputee rehabilitation embodies positive views of
amputee ability. Much of it does not. The idea that some amputees may be

sble~bodied is used guardedly by Nichols (1976). He encourages an energetic

l: The restricting factor for the elderly is most often the decline in
general health not the loss of the limb and where the cause of amputation
in the over sixties is traumatic and not vascular this can be demonstrated
in excellent rehabilitation results (Van de Ven 1973).
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rehabilitation programme for yohnger amputees, notes that an almost perfect
gait can be achieved, and states that young lower 1imb‘amputees need not be
particularly handicgpped.l In conversation, Humm recognises the abilities of
amputees but his writing does not do justice to this view (1977). Davis
(1977) states that in time the patient can become as active as he was prior.
to amputation2 5ut fails to draw out this point:. Near normal ability is the
subject of single sentences. In-ability, illness and handicgp is the subject
of whole chapters. Garrad, 1974, and Blaxter 1975, discuss the ease with which
clinical definitions can be made in the face of such obvious conditions as
loss of a leg and paraplegia, ﬁence the popular concepts of disability which
centre around these conditions. Neither points to the role of modern prosthe-
tic replacement which compensates for loss of a leg in a way that there is no
comparable compensation for paraplegia. Partridge, 1980, similarly ignores
the role of prostheses. Amputation is grouped with cerebro-vascular accident,
spinal injury, cerebral palsy and deformity as a condition of irreversible
loss and permanent disability.3 But amputation is not a condition of irreve
ersible loss in the way that the other conditions in this group are and more
care must be taken in laying down these definitions for practising therapists.
The irreversible loss of function of a damaged and useless limb must be diff-
erentiated from the modern purpose of amputation surgery by showing the extent
to which a prosthesis replaces the lost function of an amputated limb in a
way that is not possible where amputation does not take place. The journal
Therapy (1981) describes exceptionally able amputees (Ted Kennedy Jnr and

Norman Croucher) not as able or super-able but, patronisingly, as disabled

l, P.J.R. Nichols Rehabilitation Medicine Butterworth 1976 London
Refer Ch. 10, pp. 217-219.

2. B. Davis Amputations Ch. 12, p.294, from J. Cash (editor)
Physiotherapy in Some Surgical Conditions Faber and Faber 5th
edition 1977 London.

3« C.J. Partridge The Effectiveness of Physiotherapy Physiotherapy May
1980 66(5) p.154.




46.

heroes.1 Doubts arise as to whether the most positive modern attitudes pre-

vail in amputee rehabilitation.

Two models taken from education underly the author's investigation into the
professional workers view of 'the amputee'. Is the curriculum pupil-centred
i.e. does it éater for mixed or variable ability? Is there a standard curr-
iculum and does this fully cater for the most aﬁd least able? Second, in view
of what is known in education on the evils of low expectations (Tﬁe Crowther
Report 1959, Jackson and Marsden 1962, Hargreaves 1967, Lacey 1970, Coard
1971) does a poor view of the patient suffer the same self-fulfilling results

as were found to operate in schools.

B, ‘A Review of The Research

The recent research into treatment for lower limb amputees is patchy and in-
complete. There has been no previous attempt at whole and systematic study.
The purpose of this survey is to bring together the many disparate investi-
gative and statistical threads and to work for the first time towards as

complete a picture as is possible of the present state of amputee treatment

and the likely state of rehabilitation.

1. A general review of émputee rehabilitation

In 1950, Schultz reported that of 100 lower limb amputees at a New York gen-
eral hospital at least 50% could not adequately use their prostheses, and

this at a time when large numbers of patients were not even fitted. The inter-
vening thirty years have seen very important improvements in amputation sur-
gery, the provision and design of artificial limbs and the provision of mob-

ility training. Are Schultz's findings tragic but outdated?

1. Therapy Vol. 8(10) 9 Sept. 1981 p.12 and Vol. 8(11) 11 Sept.
1981 p.l. :
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It seems not. In 1977 Stern and Skudder, again in a study from New York,
reported on 215 lower limb amputees. The 15% increasé in vascular patients,
50% decrease in bilgteral amputees and 50% increase in unilateral below knee
amputations reflect changes in medicine and surgery since Schultz's survey.

In figures seen by their authors as representative natidnwide, they judge

less than 1% of these patients not to be handicapped. Refer Fig. 1. To-
gether with those whose rehabilitation was described as goodlthough restricted,
a total of 13.5% demands further investigations particularly as 54% of these

patients had lost only one leg below the knee.

Fig. 1. Rehabilitation Outcome: 215 Patients, All Ages and Causes.,

Classl Description Percent

Class I . Full socially and vocationally unres- 1%

Restoration | tricted. 1limited sports. on
the whole unrestricted domes-
tically.

Class II  Partial perform regular job with some 12.5%
Restoration | exceptions.some recreational
and walking restrictions.

Class III Self Care | seated indoor work. social 42%
Plus restrictions and walking
stress. no help required
domestically.
Class IV Self Care .| need domestic and walking 3%
Minus"” assistance. fatigue.cannot

tolerate prosthesis all day.

Class V Cosmetic little activity. wearing 9%

Plus prosthesis and moving room
to room. fatigue. dis-
comfort. stress.

Class VI  Non- o | reject prosthesis. wheel- 3.,5%
Prosthetic chair mobility. ’

l. This scale used by Stern and Skudder is based on that of Russek 1961.

2. An unspecified number of amputee§ were not prescribed prosthetic fitting
in the same period. If these were to be taken into account the overall per-
centage of successfully rehabilitated patients would be smaller.
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Performance is not known to improve after discharge and follow-up studies

show up to a third of patients may give up using their prostheses (Kihn et al

1972, Green et al 1972, Weaver and Marshall 1973, Goldie 1978, Sneppen et

al 1978). A disconcerting picture begins to emerge.

In informal discussion, prosfhetists consider 50% of the artificial limbs

they supply are not used; a further 40% underutilised. A figure of around

10% is suggested by them as a fair estimate of the number of artificial limbs

supplied in this country that are fully used by those who receive them.

Although rehabilitation for lower limb amputees depends unguestionably on

their having and using prostheses there is no easy equation between prosthetic

usage and rehabilitation so these figures do not automatically spell 50%
failure and 40% underachievement. However, as each amputee is entitled at
any one time to have available two artificial limbs (or two sets of limbs)
which they may wear alternately, change with their occupation or shoe styles
or use when the other is repaired, the 10% of limbs regularly and fully

used could belong to only 5% of the amputee population.

The search for answers is hampered by there being little data in some areas
and none in others. Such data as there is is often confused, outdated and
poorly presented. The available studies are rarely comparable with each
other and are addressed to varying questions using varying subjects. There
are few studies done over a sufficient period of time. There is almost no
material truly relevant to rehabilitation. Amputation is not a single and
simple complaint and studies may include above or below knee patients only,
the more elderly peripheral vascular patients or all ages and causes or
only those with prostheses. The enthusiasm of some ;uthbrs for programmes
they have commissioned colours their results and high success rates exclude

patients unlikely to be successful: the notion of rehabilitation success

being as variable as the numbers of studies and rarely defined by any of them.

This survey pieces together as much as can be known but its function is as



much to show the gaps in our knowledge as to show the state of play.

2, The Patient

In this study the conditions surrounding amputation are not mentioned in pro-
portion to their severity, but the age, illness and infirmity of these patients
and the undoubtéd gravity of their situation should not bg underestimated.
Lower limb amputation is most ofted a life-savi;g measure. Most new patients
are elderly, their amputations resulting from peripheral vascular gangrene in
association with all the diseases and debilities of advancing age. Younger
patients have experienced serious trauma, malignancy, paralysis and deformity.
For some, physical and psychological shock accompanies amputation which aggra-
vates the disease process, sometimes with quickly fatal results. In Britain
there are approximately 100,000 amputees (Nichols 1971). In 1980, 5,200
primary lowe¥ limb amputations presented for limb fitting in England, Wales
and N. Ireland (DHSS 1989). Men outnumbered women 2:1 and 73% of new patients
were over 60 years. Cause of lower limb amputation was 86% peripheral vase
cular insufficiency and diabetes, 7% trauma, 4% malighancy and 1% deformity.
Additional numbers of those who had undergone limb amputation but were not
referred for limb fitting are unknown, being omitted from DHSS figures. Once
referred the policy is to offer limbs to most patientslat least on a trial
or temporary basis. Sighificant wastage is to be expected from this generous
and humanitarian policy. Temporary, even definitive limbs will be made for
patients too feeble in body or mind or who do not live long enough to make
anything approaching optional use of them or for whom re-amputation begins

the treatment cycle egain.

l. In 1979, interviewed by the author, two medical officers reported non=-
prescription of prostheses to only one or two patients per annum of those
referred to the Limb Centre. Reluctant patients were persuaded to attempt
limb wearing.
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3. Amputation surgery

On this topic there are large numbers of papers by thoée who carry out surgery.
General practitioners publish much less material and so little is known about
the effectiveness of community treatments prior to surgery. Clarke-Williams
1978, noted that family practitioners often pursue superficial treatments fér
peripheral ischaemia which include too much rest and inactivity. Referral to
the hospital consultant is frequently delayed by eighteen months to two years
by which time patients may be weak, hopeless, in pain and even incontinent and
mentally confuséd as a result of toxaemia and are poor subjects for amputation.
Eventual hospital treatment ma& not be speedy or positive. Nichols, 1971,
observes that amputation is frequently regarded as indicative of failure of
other methods of management, as a mutilation rather than a positive technique

to restore function.

Although amputation of a leg is an obvious milestone in the treatment of an
ischaemic limb, an injury and so forth, as will be shown, it is a mistake to
see it as a single and definitive procedure separatihg all that went before
from all that comes afterwards. Fpr most patients most of their treatments -
not least their surgery - is continuous from pre-amputetion to post-amputation
phases. As recently as 1980, Fleurant, reporting on a series of fifty-eight
patients of all ages and causes, stated that one third of these patients had
pre-amputation surgery. A third also had pre-amputation amputations, i.e.
toes, part-foot. For a further third, major amputation was carried out in two
parts, firstly a cleansing disarticulation or guillqtine followed by a defin-
itive amputation. Still a tenth required surgical revision of the stump or
conversion to a higher level within the immediate post-operative period. Later
ipsilateral and contralateral surgery is not recorded. Amputation is charac-
terised by repeated surgical procedure and this is evident throughout the lit-
erature though nowhere is it presented as a central fgature; rather the surgery.

is mentioned by way of showing how few procedures were carried out in any
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particular series., One is left to ponder unwritten reports from less favour-
able angles on less favourable series of patients. Oniy controlled studies
of case histories will properly reveal this feature of the amputee's estate.
The effects of delayed surgery and repeated procedures, conservative or radical

approaches to amputation are unknown in terms of the quality of human life

end the patient's overall rehabilitation success,

Pre-amputation surgery is probably in the order of 50%. (Refer Fig. 2).
The difficulty of drawing conclusions from disparate figures is also illustrated
here for totals are variously given for patients, total surgery or single

procedures. It is notable that the two studies written in more critical vein, -

thoseof Harris et al 1974 and Stern and Skudder 1977, record significantly

higher levels of pre-amputation surgery.

Fig. 2. Surgery Previous to Major Amputation (UK and USA)
author year | description of procedures | patient | percent
Chilvers & Browse 1971 | numbers of patients elderly 45%
Finch et al 1980 | previous surgery vascu- 54%
Green et al 1972 | reconstructive surgery lar 50%
Harris et al 1974 | lumbar sympathectomies patients 65%
plus arterial reconstruc-
tion : (U.x.) 29%
Couch et al 1977 | pre amputation surgery all 37%
Malone et al 1979 | at least one, arterial ages 45%
reconstruction
and
plus ipsilateral : 36%
sympathectomies causes
Potts et al 1979 | vascular reconstruc- ° (U.S.A.) 36%
tion and part foot
Stern & Skudder 1977 | vascular surgery, 69%
toes and part foot
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Post-amputation surgery is also substantial, though it now becomes difficult
to define post-amputation, to separate it from pre- aﬁd minor emputation and
major amputation. ?his is not merely a semantic riddle. Papers on amputation
focus on éurgery and not people and to their authors major amputation becomes
the most recent or the ideal procedure regardless of the level of previous .
surgery that was seen by the recipient as a major procedure. The lack of
studies of the careers of patients over long periods makes it impossible to
put a figure on the numbers of surgical procedures young or elderly amputees
may undergo. Figures on this topic will be collected during the research and
results are given in chapter eight. The aim is to provide sufficient infor-
mation on the careers of amputees to know whether or not more detailed research )
would be worthwhile at a later date. It seems to the author the many pro-
cedures patients may undergo is an'important facet in the argument against

amputation being envisaged as a state of sudden, shocking and irreplaceable

loss. It is also important to rehabilitation.

Some indication of the amount of short-term follow uﬁ surgery is given in

Fig. 3. Later major amputation, ife. in the following months or years, or
indeed previous major amputation to the ipsi-lateral or contralateral leg is
rarely recorded. Ebskov and Josephsen 1980, investigated over two thousand
amputees over a four yeaf period and found there to be a relentless increase
over time in contralaterél amputation but ipsilateral procedures were few
after six months. In Kihn's study (1972) 25% of the patients were already
unilateral amputees and primary amputation here refers to the first major pro-
cedure to the second leg. Poor presentation, lack of focus on this aspect
and early mortality figures obscure satisfactory analysis. Where reasons are
given for further surgery healing failure in vascular disease is the most com-
mon cause. Finch et gl (1980) noted in addition severe pain, contracture

and protrusion of bone. 50% of peripheral vascular patients will lose the

contralateral leg if they survive three to five years (Hunter 1976, Ebskov
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and Josephsen 1980). What reamputation means in terms of either human res-

ilience or underutilisation of prostheses is unknown.

Fig 3,  Short term follow up surgery following major amputation.

(U.K., U.S.A. and Scandinavia).

author date descriptions of procedures percent
Chilvers et al 1971 BK 17% revised 32% reamputated 49%

" won " TK 18% revised 50% reamputated 68%
Finch et al 1980 3.5% revised 9.5% reamputated 13%
Hutton & Rothnie 1977 BK 20% debridement 16% to AX 36%
Berardi & Keonin 1978 conversion part foot 100%
Burgess et al 1971 BK 10% revised 7.5% to AK 17.5%
Couch et al 1977 conversion to AK 22%
Fleurant et al 1980 revised and reamputated 10.3%
Kihn et al 1972 | 17.2% revised 19.1% reamputated 36, 3%
Potts et al 1979 conversion part foot‘and Symes 100%
Ebskov & Josephsen 1980 ipsilateral re-amputation

within six months 18.8%

4. The stump

To create good function the stump and prosthesis must work as one unit and
rehabilitation depends upon a good stump. Data is sparse but it seems that
problematic stumps may outnumber the unproblematic and that many patients

still unnecessarily lose the knee joint.

Nichols 1971, noted a failure on the part of surgeons to lizise with pros-
thetists, hence the prosthetist is frequently presented with a stump unsuit-
able for current artificial limbs instead of a stump which is the result of

co-operation and appropriate to the patient's prosthetic and ultimately re-
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habilitation requirements. Brodie 1970, noted that for the vascular surgeon
amputation is often considered as a sign of failure and the operation may”he
assigned to a junior resident without special training. In order to obtain
healing at all costs he may perform a mid thigh amputation. Yet Murdoch 1970,
stated that selection of the best level and successful sﬁrgery depends upon.
experienced clinical judgement. The survival of the stump is influenced by
the surgical technique and it is not credible that inexperienced physicians
perform limb amputations in an optimal fashion. Murdoch also noted, 1970,
inadequate policies in the ampgtation of deformed limbs where static ugliness
is replaced by a less redeemable and equally unpleasant prosthetic ugliness.
In preliminary conversations with para-medical and prosthetic staff poor
stump conditions were a constant grievance. The author's experience brings
to mind a number of instances of unsuitable stumpss the deformed, painful,

chronically sore, bony, too short, too long and too wide.

Three studies indicate something of the severity of this problem. At walking
training Goldie 1978, noted that most patients had stﬁmp problems and dis-
comfort - 40% sweating problems plus 40% skin problems, while 44% of below
knee stumps and 21% of above knee had either troublesome redness or sores. -
Commenting on surgery and nursing, Stern and Skudder 1977, noted only 31%

of patients had optimal éonditions of the stump. Problems were those of bul-
bousness 32%, healing failure 50%, infection 17% and contracture deformity,
bony protuberances and post-operative oedema. They added, the two most common-
ly observed and avoidable problems were depression in association with phan-
tom pain and hip and knee contracture deformity. Hamilton and Nichols 1972,
in a study of amputees again in a rehabilitation unit; all ages and causes,
noted sixty-nine stump problems in this seriés of fifty patients which were
severe enough to be described as likely to interfere’with‘limb fitting and

walking training. These were delayed healing in 28% of cases, flexion con-
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tracture 24%, phantom pain 20%, poor stump shape 14%, ischaemic stump pain
12%, oedema 12%, infection 10%, tenderness 8%, stump foo short 6%, haematoma
2%, extensive scarring 2%. Lack of research which focuses on this problem
makes it impossible to give even the most provisional estimates as to its
size, its exact causes and its effects on NHS resources.~ Collation of fig—.

ures by ALAC staff would be invaluable here,

On the subject of unnecessarily high amputation with consequent loss of

the knee joint, studies have noted 'widespread deficiencies in amputation
programmes' (Lippman et al 1972) and a greater variation in the percentage

of above knee procedures than demographic factors will allow (Glattly 1964). -
Hunter 1976 concluded that on the whole amputations were being performed
above the knee where below knee surgery was not contra-indicated, though he
found firm éonclusions were difficult because of the tendency to report only
certain levels, to hide instances of wound failure in mortality statistics
and failure to differentiate primary and secondary healing. Certainly, avail-
able studies show remarkable variation in the above to below knee (AksBk)
ratios for roughly comparable groups of patients which suggests that at some
centres there is a policy to more readily dispense with the knee joint but
where there is a policy to retain the knee, e.g. Burgess et al 1971, this

can be successful. Refer Fig. 4.

While it is not possible to condone the needless loss of any part of a limb
surgeons must weigh preservation of the knee against the likelihood of further
surgéry to probably frail and elderly patients. Even arguments for retaining
the knee are not decisive. Pedersen 1968, Burgess et al 1971 and Malone et

al 1979, saw retention of the knee as the single most important factor in
succéssful rehabilitation of elderly patients. Whi}g Finch et al 1980,

found only limited evidence to éuppof; this view; 56% of below knee amputees

being mobile outside their homes and 45% of above knee patients which may be



Fig. 4. Percentage of above knee to below knee amputation (UK and USA)

Author Date % AK (to BK)
Chilvers et al : 1971 30%
DHSS 1980 . 59%
Finch et al 1980 ~ T 32.5%
Harris et al 1974 68.3%
Hutton & Rothnie 1977 40%
Berardi & Keonin 1978 67.5%
Burgess et al _ | 1971 27.5%
Couch et al 1977 50%
Potts et al 1979 50%
Stern & Skudder 1977 52.5%

seen as equal if the probably more advanced disease process of the above knee

patient is taken into account.

In conclusion, amputation surgery it seems is insufficiently selective of
level. Poorly fashioned stumps testify to its inelegance. The incidence

of repeated surgery (nibbling) suggests negative and over cautious attitudes.
The picture as a whole indicates this to be a problematic area but also a less

than prestigeous one.

5. Mortality and morbidity

Amputation is associated with advanced age and illness, debility and it
seems imminent death. Only a minority of elderly vascular patients will
survive the three years following major amputation. Many will not survive

the immediate post-operative period.. (Refer Fig. 5.)

The long term prognosis for vascular and diabetic amputees is not couched in

hopeful terms (Weaver end Marshall 1973, Finch et al 1980). Sneppen et al
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Fig. 5. Post-amputation mortality in elderly amputees (UK)

author date early 3=b 1 yrl 2 yrs 3 yrs+
mths
Clarke-Williams 1973 - - - .- 66%
Devas 1971 25% - | 40% 53% -
Finch et al 1980 | 20 | 2506 | 31% 45% 63%
Green et al 1972 | 47% - - - 70%
Hall & Shucksmith | 1971 9% - - - -
Harris et al 1974 33% 50% | 60% 66% -
Hutton & Rothnie 1977 14% - 19% - -
Weaver & Marshall | 1973 10% 16% | 25% - 5%

1978, found only a third of cancer amputees survived six years. Only the
remaining 8% of patients whose amputations are caused by trauma and deformity
can hope to have a life eipectancy on a par with their contemporaries; even

50 their lives will be shortened by arthritic and cardiac problems.

Death is one, seemingly all too familiar characteristic of the amputee's
estate. Its very high iﬁcidence is indicative of the poor general health of
the erstwhile survivors. For example, Berardi & Keonin found 261 associated
diseases (excluding diabetes) in 97 patients. Hamilton and Nichols 1972,

found only 18% of a group of fifty amputees, all ages and causes, to be in

1: These figures for mortality at one year which are taken from recent UK
studies compare with a survey of UK, USA and Scandinavian studies by Huston
1980, who found mortality at one year to vary from 23% to 60%. Yet, though
mortality is high, in Denmark Ebskov and Josephsen did not find it to be
higher than the comparable non-amputee population at six months post-opera-
tively to four years.
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\
a good general condition, the remainder being judged fair to poor. 76% had
a history of clinical evidence of respiratory or cardio-vascular disease;
Of the unilateral amputees, 60% had clinical evidence of impaired circul-

ation in the contralateral leg.

Studies from the USA reflect the high risk amputation represents to the
elderly (Hunter 1976, Couch et al 1977, Berardi and Keonin 1978, Potts et al

1979, Huston 1980).

Over and above inevitable mortality and morbidity it is possible to detect

a worrying trend. Its first aspect is fhat,what is variously described as
post amputation, early or hospital mortality seems too high. In the USA,
taking in the results of Malone et al 1979, the range from 0% to 42% early
mortality for roughly comparable patients is in itself surprising. In Britain,
post-amputation mortality is much higher than that for other surgical pro-
cedures in the elderly. Griffiths 1972, recorded an early mortality of 6.4%
following elective surgery in those over seventy years which, when separated
from deaths resulting from progress of malignant disease, give a figure of
2.5% for elective surgery in the over seventies. Early post-amputation

deaths averaging 22.5% (fig. 5) do not compare favourably with this.

A second aspect of this frend is that death seems to be associated with

lack of volition. - Harris et al 1974, state a 'marked lack of volitiont' in
many post amputation patients, which together with their physical frailty
and post-operative pain, their immobility and their inability to co-operate
with nurses and therapists resulted in hypostatic pneumonia being the common-
est cause of death. Huston 1980, in a survey of Brifish, American and
Scandinavian studies also found penumonis to.be the commonest cause of death
at 28% to 60%, Huston did not find a higher mortality where there was exten-
sive disease but related it instead to general weakness. He concluded dis-

mally that the outlook for amputees is so bleak reconstructive procedures
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should be considered even where there is little hope of saving the limb.1

The third and last aspect is that isolated studies indicate that the quality
of life for these ﬁatients could be much improved. The report by Malone et
al 1979, which follows the work of Burgess, Romano and others a decade ear«
lier, is worth looking at in some detail. There were no_deaths in this series
of 133 patients in a thirty day post-operative period and 100% primary heal-
ing below knee was eventually achieved. The clinical condition of these
patients was not especially favourable. At only 30 days the measure of early
mortality is short and later mortality and later surgery is not recorded but
this seems to represent & commendable approach to amputation surgery. The
most remarkable aspect of this study is its commendable approach to rehabili-
.tation. On average these patients were using definitive prostheses at 32
days. So, ﬁhen a tenth or a quarter of patients in other series are dead,
here, all the patients were walking and most had full cosmetic replacemeht
for their missing limbs. Thére was emphasis on close co-operation with the
prosthetist and therapist, accurate determination of level of amputation,
advanced surgical technique, immediate prosthetic fitting and an accelerated

rehabilitation programme.

It is the author's opinion that Malone et al misjudge to some extent the
role of immediate prosthetic fitting. It is glibly described as a boost

to the patient's morale. Though it is the most radical attack on the prob-
lems of apathy and immobility, it is the author's experience that this is
also an extremely harrowing experience for the patient. The plaster and

iron prosthesis is a more disturbing spectre than a missing limb and the pain

1t This conclusion is doubtless that of many general practitioners and con-

sultants who pursue hopeless and superficial treatments. There are of course
no figures for the numbers of patients spared amputation as a result and who

die of their associated illness before smputation becomes necessary.
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of weight bearing described by patients as akin to crucifixion. It seems
therefore the main advantage of this otherwise gruesomé procedure may be fhe
boost it provides the morale of the staff and the friends and relatives of the
patient. TUsually their best efforts are frustrated by delayed healing, stump
and prosthetic problems, repeated surgery and hence cumbérsomevand limbless'
subjects who cannot play a proper part in daily activities and whose rehabili-
tation cannot therefore get underway. Here walking commences immediately and

family and friends react accordingly.

To summarise the evidence so far, there appears to be a certain hopelessness
in the treatment surrounding amputation which over and above its pathology
contributes to its high mortality. There is delayed surgery and poor surgery,
a feeling of failure, the pursuit of hopeless procedures, illness and early
death. Theré emerges also & 'lack of volition! as a characteristic of amput-
ation which though it is not easily pinned down is too much in evidence to be
overlooked. In previous studies it has been mentioned in many guises but, in
favour of harder facts, it has not been pursued. The special contribution

of this study is to pursue these less tangible issues. Is 'a certain hope-

lessness' a feature of staff or patient attitudes or practices?

6. Psychological sequelae of amputation

Parkes has written extensively on this topic (1970, 1972, 1975). He compares
the grief which follows loss of a limb with the grief following the death of
a spouse. The immediate reaction is one of numbness followed by denial, pain
and distress. Reminders of the loss cause severe anxiety and attempts to
avoid its memory are without success.

"He loses the limb itself, of course, his body
image is disrupted and he is no longer a com-
plete, intact person. He loses the sense of
his body boundary being a secure, “inviolate
defence around himself; he becomes mutilated.
He loses all the practical and expressive fun-
ctions which were formally carried out by means
of the limb and since most motor activities
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are habitually performed as a whole and using

the whole body, there is hardly any activity

which the amputee has not got to relearn.,

For a time it will seem to him that he is

completely helpless and many patients imagine,

in the early weeks after amputation of a leg,

for instance, that they will never walk again.

- As well as the physical functions which are

lost are all the hopes, plans and ambitions

which depend upon these functions. In effect

the amputee has not lost a limb, he has lost

a slice of his world and a large part of his

future." 1
So the amputee, at a time of illness and pain and separated from his familiar
and secure environment, lives through a cycle of shock, pain, distress, anxiety,

depression and eventually towards some degree of acceptance and adaptation.

Although it is felt that the above description is substantially accurate and
shows considerable insight into amputee grief, it is the author's opinion

that too uniform an interpretation would be a mistake. Parkes acknowledges
that reaction varies and some states pass fleetingly. The author would want
to place more emphasis on the variety of reactions to loss of a limb and bring
to the fore examples of much less intense sequelae. Parkes' model of amput-
ation is one of a loss that separates two distinct phases in one's life, where-
as amputation contains more of the elements of a continuous process. There>is
most often a gradual decline in health, a gradual move towards amputation,

and repeated surgical procedures. The point at which major amputation occurs
is not always clear. Amputation is less clearly demarked than it is generally
understood to be. Consequently the psychological sequelae are more diverse.
Long requested ablation of a deformed or painful limb brings satisfaction even

Jjoy. Where the disease process is protracted fairly mild reactions may follow

l: C.M. Parkes and M.M. Napier Psychiatric Sequelae of Amputation
Br. Jnl. Hosp. Med, Nov. 1970 pp. 610-614.
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an inevitable amputation. This view is borne out by Reinstein 1980, and
MacBridge et al 1980, Reinstein did not find shock aﬁd denial to be presént
when amputation resulted from peripheral vascular disease, neither did he find
so great an indication of accéptahce and adaptation in cancer amputees as in
trauma or vascular patients. MacBride found 46% of ampﬁtees, interviewed |
while still undergoing treatment, regarded their amputations as 'a minor
upset! or only 'moderately stressful!., Some described the amputation as a
relief, as something of a cure to previous pain, illness and incapacity.

Only 23% described the immediate post-operative period as one of 'great
stress'!'. MacBride related significant pre-amputation illness to prior adjust-
ment. Where anxiety was great it was related to the many practical problems
of amputation, such as fear of falling, financial hardship and general ill
health, rather than being narrowly concerned with the amputation itself.
Shock, grief and depression were.not so much products of amputation as of
attempts to re-enter the world the patient left while in hospital. 54% in
this series reported not knowing what to expect beyond the hospital ward. In

what may be another face of lack of volition, MacBride noted a 'hazy euphoria'.

Parkes and Napier note that reactions in hospital signpost eventual adjust-
ment; already on the ward there are three easily recognised types, the hero,
the dependent and the defressive. They realise that it is a fact of being in
hospital that imposes these roles yet no allowance is mede for a middle-of-
the-road, average or orderly reaction between denial of disability on the one
hand and anxiety, depression and dependency on the other. Here are clues
about the way in which people see amputees and force them into playing roles
which are alien or more extreme than their true feelings dictate. Amputation
is never allowed to be ordinary. This is a very important issue in rehabili-
tation terms. Those who are not ordinary are stigmatised‘and held apart

from the mainstream of society. Stigma and rehabilitation operate in inverse

proportion. Anything which legitimately develops milder or less exceptional
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aspects of amputation must be beneficial. In both the heroic and the depen-
dent and depressive roles we see the consequences of étigma: the hero subject
to patronage and inapprgpriate praise, the dependent/depressive subject to
cajolement, ridicule, tyranny and a focus of the many facets of the less-than-
fully-adult status ascribed to those with disabilities.\ Where the patient.
reacts intensely to loss of a limb in the interests of rehabilitation one
would want to eventually play down such a response but, as shown, loss of a
limb has more moderate sequelae because it is not generally a condition of
sudden, shocking loss and certainly not of irreversible loss. Typical reac-
tions of normal society to the stigmatiéed are in the first place not helpful
to rehabilitation and in the second not generally in accord with the patients
true feelings. It would be interesting to find out if heroic or dependent

roles are upheld or whether less exceptional reactions are given rein.

7. Neurological sequelae

Post-amputation pain is relafed to the physiological consequences of dividing
the nerves going to or coming from highly innervated parts of the body such

as toes and painful consequences are particularly concerned with the posterior
tibial nerve fibres in lower limb amputation; injury to these being notoriously
liable to develop a painful causalgia type of syndrome. Painful consequences
may result from injury fo these complex sensory paths at any level of the
peripheral neurone. After division of these sensory paths during amputation
surgery any activation of them will cause sensations which are referred to the
missing limb, Thus after amputation there are not only unpleasant sensations
of the stump but also a variety of experiences referred quite distinctly to

precise areas of the missing limb. (Russell 1970). ‘

It seems to the author that the pain associated with amputation, whether
stump pain, phantom péin or the discomforts of limb wearing, is underestimated.,

There is a myth curiously developed in the nursing literature that the pain
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and discomfort of amputation are not of great prominence or consequence.
Physiotherapy literature skirts this topic - Humm 1977 is an exception. Of

the many recent papers on amputation few deal with this. A comprehensive
picture is not possible. On the one hand the incidence of chronic or severe
pain to the stump (DHSS 1980) and phantom limb (Russell 1970, Parkes and Na.pier
1970, DHSS 1980) is put at around 5% though notoriously difficult to deal with
in these few cases. On the other hand the following five studies provide more
detail and possibly something nearer the truth of how patients feel on this

subject.

The first deals with pain in hospital. Buck and Lee 1976, recorded a case

of painful phantom which began ten days post-operatively. The patient's
inability to sleep because of his pain and consequent irritability and lack of
concentfatién are of special note, as is the severity of the pain, the variety
of the sensations, the distress to the patient and the ineffectiveness of’the
methods of control. A year after surgery the pain had reduced to a tolerable
level and the patient slept with the aid of alcohol or valium. The increase
in phantom pain during the post-operative weeks can seem to be a distressing

set back to patients who feel that they are making no progress.

During rehabilitative treatments Hamilton and Nichols 1972, found a 20% incid-
ence of phantom pain severe enough to affect limb fitting and walking and in

addition 12% severe stump pain.

At follow-up Kolind-Sorensen 1974, noted 20% of lower limb patients to have
'considerable pain', 29% to have 'mild pain' and 51% no pain. Similarly
Kegel et al 1977, found a 25% incidence of 'extreme discomfort' and 10% 'mod-

erate discomfort'. 33% of this series1 expressed dissatisfaction with the

1: This survey of 350 amputees suffers from only a 45% response to the
Questionnaires. A
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available prostheses. The employed and active reported less pain.

At long term follow up in a survey of war veteran amputees Chadderton 1978,

saw pain as a majof characteristic of amputation continually and for years
after surgery. (This is supported by Russell 1970, who described types of -
pain which are continuous or return after many years). piscomfort end pain
were expected and accepted by limb wearers. He noted an 'alarming degree!

of pain many years after amputation. NMost had either back or arthritic pain
or gastro-intestinal problems associated with long ingestion of analgesic drugs
and the tensions arising from the continuing discomfort of amputation. Univer-

sally phantom pain was a problem. Many remedies were used.

Data on the incidence and treatment of pain is given in case history form in

chapter eight.

8¢ The artificial limb

An excellent and substantial work on prosthetic practice is that of Murdoch
1970. Resumes include Brodie 1970, Humm 1977, and Troup and Wood 1982. Limbs
nmay be grouped by site of amputation, i.e. Symes limbs for Symes amputation,
below knee limbs for below knee amputation, through knee, above knee, hip -
disarticulation and hindquarter. Transmetatarsal and part foot amputations
require a surgical appliance rather than an artificial leg. Sometimes a def-
icient limb can be housed inside a prosthesis and no surgery is required. In
the interests of saving as much length of leg as possible amputation will be
carried out at other than classic sites, e.g. giving a long below-knee stump
rather than the preferred, fleshy, seven inch stump for a patella tendon bear-
ing prosthesis, or a long above knee stump rather than the preferred ten to
twelve inch stump. The over-riding aim is fo restore function and every limb
is distinct and individual. Ideally . surgeon and prosthetist weigh the rela-
tive merits of ablation and replacement. A hospital consultant surgeon performs

the amputation. An ALAC medical officer prescribes the limb. The prosthetist
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is employed by private industry.

Currently the patella tendon bearing limb, the total bearing above knee limbs
and the tilting taﬁle limb are seen as 'great advances! (Brodie 1970). Al-
ready in this chapter the author has expressed the view .that these modern limbs
are sufficiently advanced to allow a meaningful degree og rehabilitation (what
is meaningful in terms of rehabilitation is digcussed in chapter three) but it
is the author's experience that due to the inherent shortcomings of artificial
limbs the new patient views his first replacement limbs with dismay and only
gradually accepts the discomforts and embarrassments that are involved with
limb wearing. The two North American studies, Kegel et al 1977, and Chadderton-
1978, noted the general dissatisfaction amongst limb wearers on this subject,
their wish to be consulted on design and their lack of information on limbs
and sports iimbs in particular. Whether this is borne out remains to be seen

in the study to follow.

No description of artificial limbs can convey anything of what they represent
to their owners.1 Parkes and Napier 1970, noted that the limb serves many
functions. It becomes a means of concealing the loss, replacing the lost
functions, a means of restoring wholeness, a substitute for the loss of a
precious belonging and a recompense for the sacrifice of the limb., Its func=-
tion involves far more than its potential to increase physical mobility. It
should generate personal wholeness and social acceptability. One can speculate
that the effects of limblessness or ofkan ugly or ill fitting limdb will be

very great indeed.

In this chapter the conditions surrounding amputatioﬁ are under examination

for the purpose of getting to know the subject, the patient, for the purpose

1l: The word owner is used in the loosest sense. There is perhaps no more
depersonalising aspect of the amputee's estate than the fact that the owner
of the limb remains the DHSS.
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of judging the likely state of rehabilitation and in order to formulate the
most effective questions. Limb wearing is seen as an essential element in the
rehabilitation of those who have lost limbs. What we require to know here

is how many patients have limbs and to what use are they put?

An unknown number of amputees never receive artificial limbs because they are
not referred for fitting. DHSS figures commence only after this referral has
been made. Such studies which do mention this topic do not always differen-
tiate failure to refer patients from failure to prescribe or fit a limb after
referral and tend to remove numbers of unsuccessful patients before a total
is given for those not referred or not fitted. For example totals of 10%,
23% and 9.5% are given for those not fitted (Weaver and Marshall 1973, Finch
et al 1980, Fleurant and Alexander 1980), which may be as high as 55%, 70%
and 20% reépectively when one brings in the original totals of patients in

these series. The resqlts of more explicit studies are given in Fig. 6.‘

Fig. 6o Amputees not considered suitable candidates for prosthetic fitting

(UsA and Scandinavia).

author date subject not reason
fitted
Berardi & 1978 elderly vas- 66% disease, lack of
Keonin cular motivation
Couch et al 1977 all ages and 46% debility, dementia,
causes pain
Malone et al 1979 Bk all ages % not previously
ambulant
Sneppen et al 1978 hemipelvec- 27% progress of
tomy cancer disease

Death and advanced disease are given as the overriding causes of failure to

refer patients for prosthetic fitting. It is not generally possible to see
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this in terms of rehabilitation failure. When the removal of a foul or tox-
aemic limb becomes part of the care of the dying patiént this becomes outside
the province of rehabilitation. Equally, where the degree of injury or loss
invalidates limb fitting in favour of wheelchair mobility again this is outside
the scope of rehabilitation proper. This is discussed in chapter three. for
the most part those with gross handicap participate in society on different
terms and the notion of their success or failure must be measured differently.
However if there were failure to refer patients who could make use of limbs
this would represent real failure in rehabilitation terms. If this occurs in
this country then the rate'at-which it occurs is unknown. Experience of the
very poor health of some of those who are referred and fitted suggests it is
unlikely and there is no general complaint from amputees that limbs are with-
held. Yet, in the U.S.A. differences in clinical policy result in limbs being
withheld from a great many elderly patients. With reference to Fig. 6, the
subjects in the studies by Berardi and Keonin, Couch et al and Malone et al
were broadly similar: the elderly, vascular/aiabetic patient being by far the
majority in all three. Some variation in subject does not account for the

7 to 66% variance in referral for limb fitting. In Malone's series all prev=-
iously ambulant patients are fitted immediately post-operatively. While Couch
et al and Berardi and Keonin, over the weeks and months following amputation,
judged half of their patients to be too ill to be fitted. Doubtless, most of
these patients were very ill but in one series the patients spend their remain-
ing months with the opportunity to walk whereas the patients in the other
series were bed-ridden or in wheelchairs. In conclusion, where a patient is
too ill to be considered for fitting of an artificial limb the notion of rehab-
ilitation failure is not applicable but whether or not the patient is too ill

is a matter for debate.

In Britain of those referred for limb fitting2l.5% (112135202) were not

fitted (DHSS 1980). (An unknown number of amputees have already -disappeared
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from the figures at this stage; perhaps an additional 20% given the figures
for early mortality, refer previously). Non-prescription is not properly
differentiated from failed prescription but for most of this figure of over
1000 persons limb fitting was commenced but unsuccessful. The reasons for not
fitting limbs are not well presented in the DHSS figures which cite 'not
required! and 'other' in 25% of cases. 50% of those not fitted died before
artificial limbs could be made ready. 'Organic lesions' and "locomotor accounted
for the remaining 25%. Again death and debility feature prominently and for
these patients protracted fitting schedules mean that the patients remaining

days are spent without limbs.

Around 60% of patients remain who lost limbs and are fitted with artificial

ones. A general conclusion is that 'a high proportion of these patients never
use their limbs in an optimal fashion and a considerable proportion do not use
their limbs at all' (Nichols 1971). Vhat sort of figure or comment have other

authors put on the 'high proportion' of underuse and the 'considerable propor-

tiont! of non-use?

Studies which give information are rarely explicit and not generally comparable
but a resume of such studies is given in Fig. 7. From this what is variously
described as full satisfactory good or successful use of a prosthesis is
around 50%, with under use 25% and non-use 25%. However these totals are seen
as only the most general guidebecause of the limitations of the material avail-

ableo

It is the author's impression from Fig. 7 that good use of prostheses is

lower than 50%. Where good use is high (DHSS) it is a measure of early success
or only the successful survivors (Roon et al) but this is not borne out in
follow up studies (Vgn de Ven, Weaver and Marshall, Welch and Helsby, Kolind-
‘Sorensen, Hunter and Holliday) where lower figures point to a decline in use,

supporting the general conclusion that limb use decreases over time (Green et
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Some studies which have indicated lower limb amputee use of prostheses,.

author

date

subject

good use under-use non-use comments by authors
DHSS 1980 outcome limb training 88.5% 11.5% -
0=59 years
DHSS 1980 outcome limb training 73% 27% -
60 years plus
Finch et al 1980 elderly. supplied with 55% 27.5% 17.5% 95% of survivors, successfully
prostheses integrated back into community
Harris et al 1974 elderly - 68% 32% using limbs to some extent
; wearing rather than walking
Van de Ven 1973 elderly bilateral with 48% 36% 16% one patient was exceptionally
prostheses ' , independent
Van de Ven 1981 elderly bilateral. 29% % 64% mobility severely restricted.
with and without many patients stayed at home
Weaver & Marshall 1973 elderly with prosthesis 53% 17% 30% pt. in geriatric accommodation
» not encouraged to use prostheses
Welch & Helsby 1973 elderly. home follow-up 2% not given 98:100, limb was never used to
full extent or even correctly
Kolind-Sorensen 1974 all ages and causes 49% 15.5% 35.5%
(Scandinavia) Ak and Bk
Sneppen et al -1978 hemipelvectomy with 50% - 50% reject prosthesis due to poor
: prostheses fit, poor health, too heavy
Couch et al (USA) 1977 all ages and causes with 65% not given sétisfactory rehab frequently
prostheses enough to justify optimism
Hunter & Holliday 1978 bilateral with prostheses 49% 17% 34% unilt, to bilat., grounds for
(Canada) some optimism
Roon et al (USA) 1977 unilateral Bk all ages 100% - - follow up of 44% survivors =
91% using prosthesis
Stern & Skudder (USA) 1977 all ages and causes with 13.5% 73% 12.5% a fair representation of

prostheses

nationwide statistics

°nl
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al 1972, Kihn et al 1972, Goldie 1978, Sneppen et al 1978, Haworth and Hollings
Also where good use is high the criteria of success are not high (Finch

1979).

et al) and where the criteria are more strict and explicit good use is notably

lower (Stern and Skudder).

As a general conclusion it seems that less than 60% of those who have legs

amputated progress to a point of receiving limbs and less than 50% of those who

receive limbs make good use of them, the incidence declining over time. Broadly

speaking we have returned to the conclusion of Schultz 1950 that a half of those

fitted did not use their prostheses to great extent.

It is easy to equate poor use of prostheses with poor and deteriorating health,
advancing age and bilateral amputation but in fact the relationship is not known.

Many authors point to death, debility, dementia, age and site of amputation.

Some begin to suggest other causes. Van de Ven 1973 and 1981, commented on the

patients lack of information and how domestic and architectural barriers defeat

prosthetic usé. Weaver and Marshall 1973, commented on the lack of encourage-

ment by the staff of geriatric accommodation. With rehabilitation so heavily

dependent upon patients making good use of artificial limbs the study of how
patient and limb are united and the ways in which good use is encouraged or
discouraged in walking training seems particularly important and should be done

in such a way as to allow, if they exist, new variables to emerge in the relation-
ship between patients and their use of limbs.
9. Rehabilitation

It is very difficult to abstract from the literature any information that is
Not only

strictly relevant to amputee rehabilitation, its success or failure.

are there very many less papers on this topic,under the oft quoted heading

'rehabilitation' few give any truly rechabilitative facts. The outcome of

surgery and prosthetic replacement tends to be measured in terms of mobility

rather than domestic, social and economic gains, e.g. Adler et al, 1977, Gryfe
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1979. As will be discussed fully in chapter three, this is not a measure of
rehabilitation but the outcome of a particular phase of treatment en route to
rehabilitation. Lack of research by outsiders causes the material to be patchy

and difficult to interpret.

Results of a number of British studies which include some information on amputee

rehabilitation are given in Fig. 8.

From Fig., 8 it is difficult to draw any overall conclusion. In the broadest
terms it may be said that they show the majority of amputees to have personal

and domestic restrictions/b;oblems, they under-utilise the health and social
services available to them, many have limited mobility out of doors and economic“
activity is reduced. It is unclear whether these conditions are directly‘attrib-
utable to amputation itself or an accompanying decline in general health or to

other causes which have not been suggested or investigated.

There are additional studies which list activities in which amputees felt they
could no longer take part (Kegel et al 1978) and in which.the rehabilitation of
amputees compares unfavourably to ﬁhat of the most severely ill, e.g. those with
cancer, spinal injury, cerebrovascular accident and so forth (Forer et al 1980).
Amputees were found to move into the most restricting environments and to be

the least socially activé. Other studies give examples of successful and active
patients (Smith 1970, Caiﬁe 1977, Greenspun 1977) and note the majority of
amputees did not consider themselves to be handicapped and led what they des-
cribed as normal lives (Kegel et al 1977). DHSS figgres suggest limb fitting
increases the activity of the previously inactive, decreases the activity of

the very active and on the whole activity continues at a moderate pitch

(DESS 1980).

Conversations with therapists commonl& reveal the idea that rehabilitation
success or failure depends for the main part on motivation. This is expressed

in terms of 'some patients have it, some do not's 'it' being something of the



Fig. 8. Amputee Rehabilitation (UK)
i author date personal & domestic community & social economic
Chamberlain et al 1978 houses unmodified. aids safe but] - -
(general study) delivered late. 18% not using
bath
Chilvers & Browse 1971 40% hospitalisation prolonged re, - -
(vascular. successful accommodation. 55% could not
unilateral) return home
DHSS (all ages) 1980 outcome &, previously inactive = 41% inactive, 65% moderate, 3% very active
of limb b, previously moderate - 19% inactive, 72% moderate, 9% very active
fitting c. previously very active- 5% inactive, 52% moderate, 43% very active
Finch et al (elderly) 1980 of survivors 95% returned to 50% confined to home 26% previously
communitys home, relatives, long 29% limited outdoor mobility employed reduced to 7%
stay care, lodgings 21% fully mobile after amputation
Harris et al (elderly) 1974 of survivors 84% return to limited outdoor mobility -
own home one patient had contact with
social worker
Thompson (all ages) 1977 59% emotional problems 41% no knowledge of services 19% practical and
36% no social work contact financial problems
Van de Ven 1973 40% could not reach bathroom/ 48% unable to reach public -
(bilateral) toilet. many personal and highway. 1lack of services
domestic restrictions
Van de Venl 1981 75% bathing difficulties one pt. using public transport 25% working: part time,
(bilateral) domestic and personal restric- unaided. 14% unaided on stairs - full time or housework
, tions. 25% sheltered and 11% on pavements ‘
accommodation
Veaver & Marshall 1973 30% unsuitable accommodation - 7%% of those previously
(elderly) working continued to do
so ’
Welch & Helsby 1973 home conditions 'poor to hardship and neglect, -

(elderly)

appalling' 92% had no aids

lack of services

¢l
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nature of an indefinable ebullience. It is little wonder that the state

of amputee rehabilitation is summed up in this way for all that can be fifmly
stated from its research reports is that some patients succeed and some failj;
the reasons for which are unproveh or unknown. lore serious than the lack of

answers is the lack of questions.

If this sketchy and confused picture is to be filled out and clarified then
three moves are necessary. There must firstly be a clear and accurate defin-
ition of rehabilitation. Without this, the business of assessing rehabilitat-
ion leads to confusion. Chapter three deals with this requirement. In order
for there to be a sufficient body of knowledge there must, secondly, be more
research. In time, the move towards degree stu&ies in the paramedical pro-
fessions may contribute here. Thirdly, there must be a shift from the unhelp-
ful and infértile 'before and after! comparisons in favour of treatment to-

wards and assessment of amputee capabilities as such.

To enlarge upon the third point. No fit man would be made more fit by exchang-
ing his natural limbs for artificial ones. Viewed in this light one must
always conclude that there will be a deterioration of some sort or another
after amputation and prosthetic replacement. On the other hand, an artificial
limb is always preferable to the diseased, damaged, deformed limb or the
certainty of death which it replaces. Here, it must always be concluded

there will be an improvement of some sort or another following amputation and
prosthetic replacement. Studies which compare states before and after amput-
ation reveal little that was not a foregone conclusion and the reader is left
to unravel the results in terms of the relative health of the patient and the
relative damage to the limb. Deterioration measures illness and improvement
measﬁres prosthetic compensation of limblessness. What is required instead

is a clear definition of rehabilitatién, treatment towards this state, follow-

ed by research on whether or not amputees succeed or fail against this measure
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and not against pfevious states of either health or incapacity. Otherwise,
for example, we learn how many previously employed pafients are still empioyed
instead of how many, patients were at the end of their treatment gainfully or
suitably employed. At present it cannot be known whether numbers, e.g.
reported to be employed, represent rehabilitation succesé or failure, appro;
priate response to the patients needs or not. At the same time emphasis on
the previous. state distracts attention from the positive aspects of limb
replacement. There seems for example no attempt to increase employment amongst
those not previously employed. So these before and after comparisons measure
very little, they distract from positive gains, they fail in their stated aim
to measure rehabilitation and they draw s red herring across the real business
of the patients present welfare. In short these random contributions are not

on the right track.

This section must be concluded as it began by stating that there is little
that can be abstracted from the literature as to the state of amputee rehab-
ilitation, unless it can be concluded that the impoverished state of the 1lit-
erature is indicative of an impoverished state in rehabilitation. It ought
to be a cause of alarm that a multi million pound industry, the NHS, catering
for these thousands of patients cannot in real terms demonstrate that it is

beneficial or effective in improving the patients lot.

There is a need for research to fill this gap. It should be centred on the

needs and capabilities of patients and their rehabilitation proper.

Summagx

Throughout chapters one and two there seems to be no grounds for optimism or
complacency in rehabilitation generally or aﬁputee treatment in particular. The
remainder of this study is directed tu the most crucial aépects of rehabili-
tative treatments in order to find out if a degree of feilure is generated at

this point over and above a failure which may be accounted for in terms of

normal distribution.
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Defining Rehabilitations

A clarification of rehabilitation theory
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Introduction

It is necessary to anchor the term rehabilitation and this is the object of

this chapter.

This study arose out of the author's uneasiness as to the effectiveness of .
rehabilitation programmes and of physiotherapy classes ig particular. The
treatments seemed to bear little fruit by compérison with the generous resour-
ces, the efforts of the staff and the co-operation of sufficiently able
patients. This suggested misdirection in the treatments themselves. Were
there misconceptions in the overall idea of what should occur and what should
result? Turning to the literature, its review did indeed reveal a confused,
contradictory and incomplete understanding of rehabilitation and suggested
that this had an adverse effect on services. On the specific topic of lower
limb amputafion, lack of clear objectives suggested that treatments were

not effective but lack of precise and sufficient agreement on what it is that
rehabilitation should compriée resulted in the outcome being unknown. The
issues raised in chapters one and two highlight the need to examine the various

forms and manifestations that the concept of rehabilitation takes,

l. Definitions

The Shorter Oxford Dictionary defines the word 'rehabilitate' as a verb
meaning to restore or to set up again in proper condition. The word
'rehabilitation' is 2 noun and has two meanings. It is both the act of and
the state of being restored or set up in proper condition. So the word can

refer to either the process of restoring or the end product, the restoration.

From the Latin, the literal meaning of rehabilitation is recapacity for

action. Alternately one could say re-furnish in working order or re-qualify

for office. At its most simple it means re-gble to-act.

In common usage the word rehabilitation is a portmanteau term having many

shades of meaning and applicable to many things. Roget's Thesaprus lists
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some forty associated concepts and some six hundred associated words. These
many words centre around two main ideas. These are a) restoration and

b) adjustment. The need for rehabilitation presupposes an interruption in
the previous state of things and this is followed by either restoration to
the previous state or adjustment to an alternative state. In medicine, res-
toration involves such notions as cure, recovery and healing. Adjustment

involves amelioration and resettlement.

Although rehabilitation has many shades of meaning, it is specific on one
point. It is specific as to its object. It does not mean merely to restore
or to set up or to recapacitise. Inherent in its meaning is the reassumption
of proper condition, of being fit to take office again. Where such a term as
revitalisation is non;3pecific on the condition to which it revives, rehabili-

tation is revival to a former or a proper condition.

The historical relationship with residual disability (refer chapter one) is
not supported etymologically. From the literal meaning can be derived the
idea of re-enabling the disabled. This interpretation will be shown to have
a number of shortcomings, not least, its inaccurate slide from 'dis-ability!'
to 'the disabled'. Otherwise, the acute and chronic, curable and incurable
aspects do not feature prominently in the definition which encompasses many

forms of restoring and adjusting. As words have no intrinsic meaning the most

common uses of the term rehabilitation may be said to be the correct ones but,
as will be shown, there are shortcomings in the common uses which can be re-
moved by establishing the strict or more correct definition. This will be

justified by being shown to have direct benefits for the process of rehabili-

tation and its subjects.

At this point, as represented both here and in the medical literature, re-
habilitation is an extremely broad concept. It has been noted to be as broad

as the term medicine (Nichols 1977) and integral with all parts of medicine
(Nichols 1979). With the exception of terminal care and the critical phases
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of illness it has had some application in almost every context of the health
and social welfare services. Rehabilitation has boundaries however and these
are the special subject of»this chapter. To the author it seems that the
post-war years have ever widened the boundaries of rehabilitation and what
specifically has been neglected is not so much a definition of what rehabiii-

tation is but delineation of what it is not.

Rehabilitation is a moral obligation to the less than able in our society.

Its ideology is a blend of liberation and paternalism. Throughout the work

of the fathers of the modern movement1 and continuing in the many recent works2
this branch of medicine is seen to develop in recognition of and response to
the unequal status, the misery, poverty and inactivity of those with handicaps.3
It is a move towards establishing their inalienable rights and has many modern
parallels fér example in the moves towards universal education and universal
suffrage and racial and sexual liberation. One may see in it less altruistic
motives such as the cost effectiveness of having a working rather than a
housebound and dependent handicapped population. One may see in it also the
Western shift from collectivism torindividualism, the shift from the extended
to the nuclear family, for liberation of the handicapped liberates both the
handicapped individual and their minders. It is also an extension of bureau-

cratic democracy and of state power and control. Whatever the impetus, the

1. One thinks in this context notably of works by Krusen, but also of con-
tributions by Rusk, Grant, Buchwald and Kessler referred to in Chapter One.

2. These include in Britain, government reports, e.g. Tunbridge & Mair, the
work of Mattingly & Nichols. This topic is expressly dealt with in Wright 1980,

3« In this study the model is of physical handicap but, as evinced by the
scope of the contributions to the International Journal of Rehabilitation
Research, medical rehabilitation has encompassed physical and mental handi-
caps of all types and many forms of cultural deprivations and human weak-

Nesses,
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ideology of modern Western medical rehabilitation is a commitment to people.

It is first and foremost a social and moral commitment from which other oblig-

ations arise. It ;s not, to take examples from other disciplines and endeav-

ours, primarily a scientific or artistic pursuit.

It is the author's impression, from the literature of physical handicap and
rehabilitation that this social or human aspec£ has become obscured or confused.
For despite its humanitarian stance it fails to do justice to its human sub-
Jjects. It centres instead on the clinical, physiological and bureaucratic

and employs a language based only in a clumsy interpretation of the literal
're-enable the disabled!. If it is at all clear what is intended by 'rehab-
ilitation' then it must be deduced that it pursues a course which is full of

contradictions.

In this chapter the language of rehabilitation is the focus for attention.

In the following chapters the course pursued by rehabilitation becomes the
focus. What will be argued in fixing the boundaries of modern rehabilitation
is that its thinking and language are a muddle. What will be shown in the
remainder of this study is that these logical and semantic considerations have
an important bearing on the course subsequently taken by rehabilitation prac-
tice, which will be shown to be similarly muddled. Investigation and clerif-

ication of both is seen to be in the patients! best interests.

2+ The First Boundary: Clinical Care

Though rarely explicit, the first boundary to rehabilitation is apparent to

~ Some degree in the literature. Rehabilitation is not clinical treatment or
clinical recovery and it is distinct from the critical phases of illness.,
Defined - as it is almost exclusively - as the restoration of those with
Tesidual disability this ﬁould seem, .of logical necessity, to exclude the
Critical phases of illness: residual béing that which-remains after the initia]l

Phase, Yet in employing this definition it is variously noted in the liter-
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ature that clinical care should be given throughout with & view to the patient's
eventual rehabilitation: rehabilitation being the wholé process of restoring
disabled persons to normal life (Nichols 1976). This would make it much more
than clinical care rather than other than clinical care. Though the brevity

of many definitions and their imprecise use of key terms\makes it difficult.

to conclude with certainty where the authors have placed the boundaries or if

such boundaries were intended at all, e.g. Tunbridge 1972, Mair 1972.

The present author wishes to distinguish, quite clearly, clinical care from
rehabilitation. There is no intention to dispute that the drive towards
rehabilitation should begin 'almost in the ambulance' (Mattingly 1977).

On the contrary clinical treatments and rehabilitation are being set apart

in order eventually to enhance their relationship. What is intended is that
clinical cafe should be seen to have different components which makes it other
than rehabilitation. The difference lies in the object or focus of attention.
In short, the focus of clinical care is the physiology of the parts of the man
which is in turn bound up in the physiology of the whble man. While the

focus of rehabilitation is the man.

Using the example of the damaged leg, clinical treatments may be exemplified
as acting upon the limb and being concerned with such activities as surgery
and suture, reducing infection, oedema and deformity, and stabilising the
reactions of the body as a whole. The limb merely healed, though living,

may be exemplified as inert. Rehabilitation, on the other hand, has already
been shown to have two identifying characteristics which take it into a
different sphere of operations., First, it is a directly social concept,
having humanitarian motives and human subjects. The human subjecfs are both
participants in society and the product of social interaction - of which more
will be said. Second, it has been de}inéd as restoration to proper condition.

It follows from these two characteristics that repair of the limb is excluded.
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On the first count, the physiological and task orientation of clinical treat-
ments does not have directly but only obliquely social goals. Regard for ihe
limb involves different operations and orientation from regard for the person's
daily living. Neither are the two necessarily compatible. On the second coqnt,
the limb repaired is not restored to proper condition. Tﬂe proper condition

of the limb only comes about in relation to performance and is totally bound

up with its use to the man. Only in certain branches of pure science and art
can the limb alone or the limb inert be in a perfect or finite condition.
Similarly, the deaf man is not rehabilitated when the parts of the ear are
repaired and the hearing is pestored. Rehabilitation comes with the ability

to assemble the sounds into such things as language.

Clinical treatments are inextricable with rehabilitation; either as the means
to the end, the parts of the whole or through their interrelation in daily
practice. They do howeveg have a different focus, a different theoretical |
basis. By distinguishing them in this way their relationship is enhanced
where the practitioner is made more aware of the level at which he assists

the patient. At present there exists a situation where the institutions
geared to providing clinical treatments in many respects operate against the
rehabilitation of the man (refer chapter one), or where, for example, a clinic-
ally perfect stump may be ﬁroduced which is unsuitable for prosthetic fitting
and human locomotion (refer chapter two). The rehabilitationists have, over
the past three decades, made many appeals to unite clinical and rehabilitative
treatments but this is in vain until it is appreciated what it is that divides

these issues.

3+ The Second Boundarys Physical Therapy

From this point major misconceptions in the definition of rehabilitation dic-
tate its course. Though clinical treatments are recognised to a lesser or

greater degree to be of a different type, the physical and mental aspects of
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restoration are interwoven with the domestic, social and economic aspects.
Where this occurs it is a mistake., Typical definitions, for example Krusen,
define rehabilitation thus:

"Rehabilitation has been defined as the restoration

of the handicapped individual, physically, mentally,
socially, and vocationally to the fullest extent. . "

1
The Mair Report defines it thus:
"Rehabilitation implies the restoration of patients
to their fullest physical, mental and social
capability."?
The implication is that each of these aspects are of equal status; that they

are comparable parts which make up the whole. This is not the case, Physical

(and mental) restoration is not rehabilitation. This is the second boundary.

The term physical rehabilitation is used by rehabilitationists to mean 'res-
toration of physical function'3 (comparable with restoration of economic funce
tion, domestic function and so on). It is used in such a way as to refer to
either the limb or the man. Hence, physical rehabilitation is the restoration
of the physical function of the limb or restoration of the physical abilities

of the man. In both forms, illogicalities arise.

The idea of physical rehabilitation of limbs is a curious one though some-
times the context in which it appears allows no other clear meaning to emerge.
For long periods the man, as it were, disappears from the argument. So, the
idea is not so much intended as inevitable and unavoidable within the present

rehabilitation framework where the thinking is grouped around cases, diseases,

l. F.H. Krusen Concepts in the Rehabilitation of the Handicapped
W.B. Saunders Co. 1964 Philadelphia, p.8.

2. (The Mair Report) Medical Rehabilitation: A Pattern for the Future
HMSO 1972 Edinburgh preface p.5 para. 3.

3, The term has two other meanings both of which are incorrect and not formally
intended. Colloquially one may hear the phrase physical rehabilitation used
as a short form of 'the rehabilitation of those with physical handicap'. It

is also used to refer to physical treatments such as heat and exercises when
+he terms phvaical medicine and nhveical theranvy are intended and should be
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treatments and so forth rather than the needs of the patient and his rehabili-
tation proper. To rehabilitate a limb must be taken to mean the literal 'to
re-enable the limb to act' or to restore the limb in proper condition. Yet
rehabilitation is a social commitment, - a social concept expounded from a
socially conscious doctrine - and limbs do not live in society. Even if limbs
were recapacitised for activity they would not aét alone. It is not possible

to get away from the commitment to the person either because of the stance

taken by modern medical rehabilitation or the necessity de facto of limbs having
owners. Vherever the term rehabilitation refers to the physiology of the parts
rather than the man as a whole it is mistaken on two counts. Firstly, because -
it breaks faith with its own philosophy. Secondly because of the difficulties
in medicine of knowing what is meant by the proper physical function of a limb
alone. The parts of the body are the province of physical treatments and not

physical rehabilitation.

It is more generally intended (é.g. Krusen, Mair, refer above) that the idea
of physical rehabilitation refers to the man., It is the restoration of a man
to a proper physical condition. Underlying this is the common model of man
as an amalgum of body mind and spirit for the restoration of physical aspects
are seen to be on a par with the restoration of mental and social functions.
On exemination, this initially comprehensive interpretation is seen to be a
sham. For just as the parts of the body are not the province of rehabili-
tation, so too the parts of the man are not its province either. In short,
this is because it is not within the nature of physicalbrehabilitation to be
truly concerned with the man. These two entities are‘ultimately nutually

exclusive.

This is best shown by example. Supposing a man newly learning to walk with an
artificial leg was able tb climb nine steps and walk one quarter of a mile.

These criteria, borrowed from Garrad 1974, are representative of those used by
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rehabilitationists to judge physical ability and are in turn representative

of the activities taught by physiotherapists. A pause for thought reveals

that the ability to climb nine steps is without significance to the man,
Being approximately two-thirds of the distance of an average flight of stairs,

two thirds of the distance between floors, it comes as a novelty to our ordin-

ary understanding of our abilities. Whereas, men are concerned, for example,

to climb one step onto a bus or to ascend a full flight of stairs to a bath-
room or bedroom. Without these social dimensions physical capabilities are
peculiarly abstract and have no-immediate meaning to the man., The nine steps
example represents an obvious and extreme case of the difference between phy-
sical and rehabilitative activities for it is quickly seen that is is nonsen-
sical to the restoration of a man to proper condition for him to acquire the
ability not to reach the upper floor. Less obviously, the ability to walk

one quarter of a mile is similarly abstract until given social applicationé.
People do not know and aré not concerned with the sheer distance they may or
may not be able to walk unless we return again to areas.of pure science and
art. People know instead their ability to walk around home and garden, to the
club, pub or shop, to the homes of friends or to their place of work. Inte-
gral with this they are concerned with such activities as standing in a bus
queue, stepping over rough ground and walking carrying parcels. The sick man
is aware as he regains his strength that he can walk one step or two or half
the distance of the ward and so forth and receives physiotherapy to encourage
the development of these skills. But it involves treating him as less-than-
fully-human to label these early physical treatments as rehabilitation. They
are qualitatively different. On their own they are withéut the domestic,
recreational or vocational applications that mafter to the man. They have
been labelled rehabilitation because they are a forerunner or a means to that

end but physical treatments in hospital settings do not in themselves comprise

the social ingredients which would make them the province of rehabilitation

proper.
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As can be seen, the idea of physical rehabilitation is not able to hold toge-
ther. The words 'physical', 'rehabilitation' and 'man! are in strange juxta-
position. Either the idea of physical rehabilitation rests upon criteria
which are without significance to the man which results in the uncomfortable
conclusion that there exists aﬁ aspect of medical rehabilitation not centrally
concerned with its human subject. Or, bringing the man back into the picture,
the notion of physical rehabilitation disappears. On the one‘hand is the
legitimate area of physical treatment but this cannot be transposed into
physical rehabilitation without adding social elements which effectively con-
vert it into something other than physical rehabilitation - for the time being

this may be termed social rehabilitation.

To return to the definitions with which the chapter opened. BRehabilitation
was established as 'restoration to proper condition's In medicine the restor-
ation in question is that.of a person the person is the raison d'etre of
medicine. The idea of restoring parts of people or only certain aspects of
people as an end in itself would take medicine quite outside our understanding
of its purpose and into the realms ¢f abstract expressionism, pure science or
perhaps sport. Only in these areas of human endeavour can the properties of
the parts of a man be developed as ends in themselves. So medical rehabili-
tation is 'restoration of a man to proper condition's. And the proper con-
dition of man is social. Although a great deal of work remains to be done

to unravel the nature of man, there is no reason to deny his essential soc-~
iality. Men live in societies and their higher functions, those which distin-
guish them as human, are created and maintained by society. Such works as
that of Durkheim 1912 and G.H. Mead 1934 remain classics in this area. Of

the very many more recent exponents of the various manifestations of this idea,
the work of Goffman (1959) and Berger (1§é},bBerger and Luckmann 1967) have
been looked to in this study. So rehabilitation in medicihe becomes the res=-

toration of the man to a proper condition, which is social.
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It was noted that rehabilitation was both the process or the state of restor-
ation. The physical and physiological have been eliminated because of their
lack of social compcnents but, it may be argued, they represent the process
of restoration. This not the case however. This argument eventually leads -
back to the situation where the man is eliminated from thg process of res-
toring. Whereas both the process and the state bf restoration must carry
social components. The physical and physiological are legitimate areas of
medical care and physical treatment but they are not, on their own, aspects

of rehabilitation proper.

Some points of qualification‘may be found helpful. Such measures as nine
steps and one quarter of a mile are used by professional workers in this field
because they are convenient and from them a therapist or doctor can, with
experience, judge a great deal. But mere convenience will not make them mean-
ingful. It is the author!s contention that the convenient use of such criteria
has masked the error that has equated them with rehabilitation, though this
will be developed in much greater detail as the subject of the investigations
to follow. Here it will be shown that not only have these measurements of
ability a tendency to disregard their human subjects, so too have the physical
treatments themselves. It is also of interest that these physical criteria
which are without significance to people generally should be seen as meaning-
ful or useful as measures of the abilities of the disabled or handicapped
population. It suggests that lower standards are acceptable in the rehabili-

tation of 'the disabled' than are acceptable to the non-disabled.

It may seem toofastidious an exercise to split physical iherapy from rehabili-
tation as, in practice, the two will go hand in hand. Yet it is important
that they are seen to be different. The reason for this is to develop the
thinking behind each and in turn to develop a proper regard for the human sub-

ject. Not least, this will prevent the costly and tedious repetition of therapy
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exercises which may prove to be worthless, and prevent the premature discharge
of seemingly able and mobile patients who are left unable to cope at home.
Again, it is by setting apart the various aspects of treatment that their
relationship can in time be enhanced to the greater benefit of the patient.
Physical therapy must have directly social applications before it becomes

rehabilitation.

In the literature it is not unusual, under a general heading of rehabilitation,
to find it to fail at the crucial point, dealing with physical treatments at
some length while personal, doméstic, vocational and recreational applications
are rapidly passed over, (Iﬁ respect of this on the subject of amputation
refer Nichols 1976, Mattingly 1977, Goldenson 1978). A further general impres-
sion from the literature is, that despite commendable sentiment, only lip
service is paid to the patient as the key member of the rehabilitation team.
The orientation is that of the staff world and there is no careful and con-
sidered attempt to identify with the needs of the patients. There is, for
example, no parallel in physiotherapy of the patient centred approach to care
that the nursing process seeks to innovate. The situation this gives rise to
may be illustrated from Humm 1977, Rehabilitation of the Lower Limb Amputee.
The themes of this work are clinical treatments, e.g. stump bandaging, pros-
thetics, e.g. sites and types, physical therapy, e.g. walking training.
Application of the physical skills do not include domestic and recreational
trials outside the hospital environment. Vocational applications are noted

to be outside the scope of the book. Yet without emphaéis on these skills of
actual daily living this otherwise excellent manual of physibtherapy is not -

as its title states - the rehabilitation of people who have lost limbs. Its

focus is stumps and legs and prostheses. Task orientation obscures its author's
deep personal commitment.  The gap between the skills being taught and their

use to the patient in his daily life is not closed. A more correct title
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would be Physical Therapy in Lower Limb Amputation.

This study does not deal with mental aspects of rehabilitation but a parallel
argument is envisagéd. That is, mental therapies are also logically distinct
from rehabilitation, though the two may be inseparable iﬁ practice, each act-
ing as a spur to the other. T group discussions and psycﬁiatric consultations
are not the mainstream of social intercourse, and mental treatments would be
required to show direct applications in daily living before becoming the pro-

vince of rehabilitation proper.

4. Further Definitions:

Rehabilitation Proper

Because of the portmanteau use of the word rehabilitation the author's rev-
ised and clarified use of this term has been given a new name. This is rehab-
ilitation proper. This denotes the intrinsically social nature of medicalﬂ
rehabilitation and the boﬁndaries to which this gives rise. So, rehabili=-
tation proper is the restoration of the man to a propef condition, which is a

social condition.

The term social rehabilitation might have been chosen but as well as being

both clumsy and tautological, like the term functional rehabilitation, already

it has other uses in the medical world.

The word social is a very bro;d one on which to base the key term, rehabili-
tation proper, What is intended is to re-focus attention on the human subject.
Rehabilitation proper may equally have been described as person-orientated or
patient-centred. This may, however, allow attention to fix on the individ-
uality of the patient and stray back to physiological and physical aspects of
the individual rather than developing towards the sociality of the patient

and his eventual return to home, family and job. The word social is being

used therefore as a short form for personal, domestic, vocational and recrea-
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tional pursuits. Alternatively, one could say rehabilitation proper is a -socio-

economic concept.

5« The Third Boundary: Gross Handicap

In a further important sense the modern all-encompassing ﬁefinition of rehab-

ilitation is over-stretched. Those very aspects of severe residual disability
with which historically it has been most strongly associated, are not the pro-
vince of rehabilitation proper. Gross handicap1 is the third boundary to

rehabilitation.

It was established at the beginning of this chapter that a half of the words
commonly associated with rehabilitation refer to adjustment rather than res-
tofation. In medicine too there is recognition of both restoration to a pre-
vious lifestyle and adjustment to an alternative, even diminished lifestyle.
The strict and literal definitions suggest restoration to the previous working
order but, can refer to either the previous state or an alternate state so
long as it is a state of working order. For these reasbns the author has
been carefui to define rehabilitation in terms of a proper condition rather
than the (previous) proper condition. We may conjecture that severe residual
disability, in some circumstances, will not allow a man to return to his
previous role in life but this does not place his treatment outside the bounds
of rehabilitation for an alternate, even diminished role can be pursued.

What will place his treatment outside the bounds of rehabilitation is the

pursuit of a role that is not of a proper condition. Frequently, and with

l. Gross handicap is a product of many things, in particular severe dis~
ability or deformity, the unyielding physical environment and the reactions
of the non-disabled. The phrase severe disability is used on a number of
occasions in the following argument, referring as it does to the person's
physical differences and dysfunctions, but it is the more severe forms of
handicap that are seen as the barrier to rehabilitation, the contributory
factors of which are under discussion.
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some justification, health and social services for the chronic sick or severely
disabled embody such roles. These should not be confused with rehabilitation.

What, exactly, is being excluded?

¥hat is being excluded are those treatments and care throﬁgh which patients

adjust to the diminished daily round of 'disabled' rather %han able~bodied

living: where care encourages its patients into the company of the similarly
disabled and where the accoutrements of their disabilities make of them freaks

in society. In short, rehabilitation ceases to be so when the personal, dom-
estic, vocational and recreatioﬁal aims of treatment do not have normal social .
significance and the patient cannot be set up in any decent approximation of
proper condition. The more gross forms of handicap are, almost by definition,

excluded from any condition thought proper for a man.

To enlarge on this argument; treatments which lack socio-economic dimensions
were shown to be other thaﬁ rehabilitation. Some services for the grossly
handicapped are of this nature and are already understood to be excluded.
Some services do have socio-economic gims but, it is argued here, these will
not be rehabilitative where they do not sufficiently attempt to approximate
normal living. This is because despite the vast and various spread of abil-
ities that are seen as normél, reactions differ in many ways to those who
deviate too greatly from these norms. The abnormal are set apart and, by
definition, those set apart from society cannot be said to be accepted into
society. They are not 'able to act' within society but on the far fringes.
Their social and economic gains cannot be measured in real terms. We simply
do not believe that it is a proper condition for a man to.be grossly dis-
figured, deformed or disabled. It would be a contradiction of the aims of
medicine to argue otherwise. Hence, the person who is bédfast, housebound,
institutionalised and dependent, unless he has a special skill which makes the

world beat a path to his door, lives on goodwill and the welfare state and
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if these are withdrawn, his sham rehabilitation is exposed.

Perhaps the reader doubts the degree of prejudice that sets those with severe
disabilities apart iﬁ this way. While society acknowledges that such people
are still people, they are in fact barred from the deepes£ and most intimate
levels of human intercourse; a point brilliantly argued bj Battye 1966. Their
treatment is that towards the less-than-fully adult (Goffman 1963, Scott 1969).
They are set apart at best to be car park and 1ift attendants. Consider the
widely accepted reasons for, and the standard prazctice of aborting deformed
babies., These potentiaily disabled people fare worse than society'!s murderers
whose deviancy is no longer éanctioned by death. Through garrulous praise, low
expectations, job discrimination, reduced marriage chances, derision, ostra-
cism and even regular legalised killing, for those with severe physical dis-
ability one may find evidence at every level of society of segregation from
its main stream. Therefore, whgn, for example, a therapist teaches a patient
to live in the subculture of other disabled people she is not rehabilitating
the patient into society but segregating him from society. When the patient is
to remain - albeit for sound reasons - limbless, bed-ridden or only wheelchair
mobile their treatment is not the approximation of proper condition. It is
quite different from the treatment of those who are to have and use replace=-
ment (artificial) limbs. The sheltered alternatives and the more gross forms
of technological support are a more humane answer than the neglect of former

years but are rarely rehabilitative,

Once again the modern movement bréaks faith with its own philosophy in includ-
ing these aspects of care. Yet include them it does for it is the clear inten-
tion throughout the post-war literature to encompass all forms of disability
in all age groups. This has included, for example, those with multiple handi-
caps and in wheelchairs (Grant 1963), long term sheltered employment (Bitter
1979), institutional care (Wright 1980), tetraplegia (Goble & Nichols 1971),

and the variously crippled, incontinent and bedfast (Goble & Nichols 1971,
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Nichols 1971). It thereby includes those who would be without the least degree
of freedom and against whom there operates gross forms of discrimination. The
intention of the modérn movement is to enable personal freedom where there would
be none, to break down prejudices, to overcome or remove énvironmental barriérs,
to recognise the rights of all people, and to place no-one.outside the succour
and support of the health and social welfare services., There is acknowledgement
that rehabilitation cannot be total (Wright 1980), but any small improvement in
the quality of life gives it its justification. The movement does not recognise,
however, that the almost limitless activities of this enterprise cannot be
subsumned under the single term rehabilitation. Some forms of its care are not
rehabilitative. In including them within the sphere of rehabilitation the move-

nent employs classic forms of the prejudices it seeks to break down.

In the first instance a paramount activity of the movement is labelling and
segregatings indeed, rehabilitation becomes that which is offered to 'the dis-
abled'. Its clients are classified by physical imperfection. The literature

is divided and subdivided by cases and treatments. The human subjects become
disabled regardless of abilities; their limbs taking precedence over their needs
and interests and their problems looming far larger than their assets and apt-
itudes. This approach leads to such arguments as expressed by Jaehnig 1972,
that local government should seek out, count and register all their disabled,

as though these people could, by some obvious identifying feature, be singled
out from the population as a whole, and as though the disadvantages (the stigma)
of official registration counted as nothing against the advantages of official
gservices, Here are the ingredients of the brave new world. Such appeals, if
it were not for the cloak of health but applying instead to Jews or Jamaicans,

would be repelled as sinister or facist.

On a second count, this approach embodies patronage, undeserving praise and low

expectations towards those with disabilities, which, the reader is reminded,
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are foremost amongst the manifestations of prejudice experienced by the stig-
matised in their daily dealings in society (Goffman 1963). This state arises
because the modern rehabilitation movement, while intending to be humanitarian,
has adopted criteria which are outside normal human relations. The reason fér
this is tied to its having become the managementiof residual disability and
therefore failing to judge rehabilitative treatments in real terms, i.e. against
the requirements of normal or near normal living. The result is that rehabili-
tation has come to include practices and states which, though proper to clinical
medicine, are not held to be valuable or useful by the society in which it is
intended that the patient should live. At this point the whole enterprise is

in danger of being stripped of meaning. By including the care of those who
cannot be set up again in decent approximation of proper condition rehabili-
tation is debased for all those who can benefit. It is a patronising approaph
to those with gross handicap, it lowers expectation of those with less serious

disability and leads to undue praise at all levels.

Firm guidelines on what constitutes supportive services as opposed to rehabili-
tative treatments, and on success and failure in each of these, will rarely be
possible. The related issues are imprecise and inconstant. Social values are
ever changing. What is socially acceptable does not vary in proportion with the
severity of disability. Rehabilitation outcome is not static. Disability
itself is rarely static. Each of the major themes of this study are bedevilled
by their human complexity; nor is it the issue here to unravel these complex-
ities and establish firm measures within rehabilitation.' The issue here is

the business of defining what rehabilitation is and what it is not. What it

is has been defined in socio-economic terms, in terms of setting up in a proper
condition. What it is not has been clearly marked by three boundaries to

rehabilitation. It now remains to widen its horizons in certain respects.
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6. Rehabilitation and Amputation: Wider Horizons

Rehabilitation presupposes an interruption in the previous state and amput-

ation of a limb represents just such an interruption. There is disease and

injury and considerable alteration to the body which affects the patient's

capabilities, self-image and the image presented to others: This is where the

need for rehabilitation arises. This is fully recognised throughout the rehabe
ilitation literature though in chapter two tﬁe author suggests that, in view
of what is most often gradual loss of the limb and in view of the availability
of prosthetic compensation, neither the severity of the loss nor its long term
A shift

consequences may be as grievous as it is generally understood to be.

in the emphasis of rehabilitation practice may subsequently be required.

Additional to this amputee rehabilitation has been qualified in certain respects.

It has been shown to require social and economic dimensions before it can pro-

perly be called rehabilitation. The importance of prosthetic replacement becomes

evident - the need for near normal gait and appearance and near normal activ-

ities. This is where the proper rehabilitation of the amputee lies, not in

limblessness and gross handicap.,

Much less well recognised is a second predisposition to rehabilitation. Amp-

utation of a limb involves a-substantial period of incapacity, hospitalisation,
convalescence and out-patient attendance, especially where there is repeated
surgery and associated illness which has been and will be shown to be the majority
of cases. This disruption to routine living creates its own losses and this

in itself gives rise to the need for rehabilitation. This is an additional
dimension to the concept which has had too little attention. There isvimplicit
recognition of it in the more urgent and positive approaches to surgery and
prosthetic fitting discussed in chapter two and evinced b& the work of Burgess
et al 1968, Devas 1971, Hutton and Rothnie 1977 and Malone et al 1979. Speed
More generally

of treatment was a pre-eminent consideration of their work.

in medicine, evidence of the harmful or debilitating effects of hospitalisation
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and treatment schedules has to be inferred from aspects of studies on related
issues rather than being directly available. From Menzies 1961, Stockwell
1973, Hayward 1975 and Cleary 1979 are hints of institutional practices operat-
ing in the staff world against the patients best interests. This is expresséd
in more radical form by Zola (1971) and Illich (1977). Much more research is
required along the lines of the many studies in education on such topics as

the effects of institutionalisation on children and the harmful by-products

of schooling. The disruption caused by prolonged out-patient attendance has
not been previously researched and is a special consideration in the study.

The author judges these - what might be termed - 'institutional' precursers

of rehabilitation to have been underestimated. Rehabilitation's close ties
with the disease process has caused it to overlook not only the patient but
also the hospital environment in which it operates. Yet, independently of the
disease process, it may be conjectured with some certainty that incapacity,
hosgpitalisation or repeated out-patient attendance may result in physiological
complications such as muscle wastage, contracture deformity, pneumonia, increase
or loss of weight, or social and psychological disruptions such as the break-
down of a marriage, sensory deprivation, boredom, depression, anxiety, loss of
confidence and autonomy or vocational and economic hardships such as loss of
earnin s, absence from work 6r study. The speedy treatments which would reduce
these effects are not always éonducive to treating the clinical condition.
Thesé 'institutional' precursers may be likened to the need to rehabilitate

ex-prisioners who have been institutionalised but not ill,

So, rehabilitation following amputation has two distinct predeterminants.,
The first is loss of a limb. The second is the treatment for loss of a limb,
In chapter two the disruptions and losses fgllqwing limb ablation were exam-
ined. The crucial aspects of the treatmentagiven to compensate for these

losses will be investigated in the research to follow. Does it respond effec-

tively to the needs of the new amputee? What is the manner in which patient
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and limb are united? Over and above this the patterns of treatment and the
length or urgency of treatment is also investigated in order to find out if the
detrimental effects of loss are dealt with and overcome in rehabilitation

practice,

The need for positive attitudes and rapid, intensive treatﬁent is recognised
in the treatment of temporary disability or acute illness and certain less
disabling conditions. Whereas the accent is on repeated assessment, prevention
of morbidity, maintenance and support in cases of severe, chronic, permanent

or residual disability (Nichols, 1976, 1977). Its close connections with res=
idual disability would seem to make rehabilitation a ponderous business for it
is always in danger of becoming the maintenance and support of the chronic sick
and disabled. However, as shown, its links with 'the disabled! are more his-
torical than either necessary or correct. From this there follows consequenées
for the rehabilitation of those who have lost limbs. Neither rehabilitastion
nor amputees - as was discussed in chapter two - need to be tied to the old
image of chronic sickness and disability. A wider horizon is needed here also.
Tied to permanent or residual disability it involves labelling the recipient

as disabled which carries stigma. It focuses attention on the impaired 1limd
and limitations of function rather than the patients' needs and the social

. context of those needs. And it prevents the patient from outgrowing the con-
dition; no matter how able, he is patronisingly depicted as successfully rehab-
ilitated despite disability. Whereas the abilities of amputees vary widely.
Appropriate treatment would seem to require the whole gamut of services from
those normally associated with acute or temporary illness to those of mild,
moderate and severe or chronic conditions. For some amputees, rehabilitation
will automatically embody low expectations where the patterns of care are not
those of acute or temporary disability. Thé work of Hutton and Rothnie 1977
and Malone et al 1979 - the former on early fitting and intensive therapy, the

latter on immediate fitting of prostheses - goes further. They suggest that
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positive, rapid and intensive patterns may be appropriate for most amputees
rather than the currently more able few. Hutton and Rothnie's patients were
neither young, fit or able having a mean age of 72 years and, in all but one

case of melanoma, had peripheral vascular disease.

To sum up, when examined in the light of a specific condition, the concept of
rehabilitation has to be broadened in two respects. Additional to fhe disease
process, its need arises from factors more closely related to the setting in
which treatment is given. Also, where it remains tied to residual disability,
it limits its operations in a way that may have an equally limiting effect on
its clients. Whether or not amputee rehabilitation is hallmarked by permanent
disability remains to be seen, Research is needed for evidence of positive
attitudes and a sense of urgency, of a range of treatment catering for the more
able and less able, of confidence in and priority given to full use of a well
fitting prosthesis, as well as consideration of appropriate social and economic

goals.,

T. Rehabilitation and Physiotherapy

Physiotherapy has been singled out for special attention because it is the crux
of lower limb amputee treatment (as shown in the following chapter) and

because of its crucial role in the rehabilitation of the physically disabled.
Yet its province is physical therapy and this would seem to place it outside
the scope of a study on rehabilitation proper. But, like clinical treatments,
physical therapy is an essential forerunner to rehabilitation, often the only
rehabilitative therapy the lower limb patient will receive? In its present
form, does physiotherapy sufficiently enhance the‘patient's rehabilitation or
does it in any important sense hinder this process? To put the question another
way, are amputees taught the skills of mobility in such a’way that they are
encouraged - or at the very least not prevented - from generalising these'

mobility mechanisms towards their social and economic applications?
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This question is to be investigated through means described later. The study
will incorporate the many issues that have been raised so far. In particular
it will look at the minute by minute practice of physiotherapy and provide the

means to both establish and analyse its content.

Physiotherapy will be investigated at two levels. In the first, we look to the
question of whether it succeeds or fails in its own terms. In respect of lower
limb amputation Humm 1977 will be used as the model for walking training pro-
cedures. On the second count we will examine the question of whether physio-
therapy provides a sufficient basis for the patient in terms of rehabilitation

proper.

8. Summary

Rehabilitation was defined as the restoration of the man to a proper condition.
The modern approach represents a moral obligation to people who are, tempof—
arily or permanently, lesé able in our society. Their proper condition was
seen in terms of the usual interests and activities of All people in society.
In the light of these social considerations, the very broad term rehabilitation
was given three boundaries. From it was excluded clinical care, physical
treatments and services for those whose disabilities were so great as to ex-
clude them from approximation of a man's proper condition. The term rehabili-
tation proper was used to dénote this new understanding of medical rehabili-
tation. With the accent on the patient, the need for rehabilitation was seen
to arise from hospitalisation and treatment patterns as well as the disease
process. It was suggested that the best interests of the patients may be served
by breaking the ties with residual disability and promoting patterns of care
associated with acute illness. Physiotherapy, ﬁhich is seen as crucial to the
rehabilitation of those with physical disability, will be examined to see if

it sufficiently centres oh the needs of the patient and sufficiently enhances

his rehabilitation into society.



100,

In Conclusion

In this study it islnot the intention to establish firm criteria of success
or failure in rehabilitation: nor to determine what migﬁt be thought a proper
condition for a man. What it does aim to do is to show both logically and
empirically that some of the thinking on rehabilitation and that some of its
practices are conducive to the well being of its human subjects and that some
are not. The issues in question are the most basic to the subject. In this
chapter important areas of firm‘ground have been established. Emerging for
the first time in rehabilitétion is a clear idea of what the subject is and
what it is not. Using this, a method is established with which to investigate

rehabilitation practice.
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CHAPTER FOUR

Development of a method for the

study of rehabilitation practice
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Introduction

In chapters one and two the literature on rehabilitation gave cause for con-
cern. In particular it did not provide the parameters for further research.
So, in chapter three the concept‘of rehabilitation was examined. It was re-
defined in terms of a person's being set up again in a proper condition. ~g§gﬂ
aim of this study from this point is to investigate the éxtent to which rehab-

ilitation practice furthers or interferes with this.

This aim hes been presented in a number of ways in the preceding chapters.
There is a need to test the poor impression of rehabilitation found in the
literature (chapter one), and to investigate whether rehabilitation practice
is beneficial or whether there is a degree of failure over and above normal
distribution (chapter two) and, more specifically, to investigate physio-
therapy praétice in order to see if it sufficiently enhances the patient's
rehabilitation or hinders this process in any important sense (chapter three).
The institutional setting in which rehabilitation takes place was questioned.
So too the professional workers view of the amputee patient. Do staff enhance
wholeness and usefulness or in any sense compound disability? Do prejudicial
attitudes operate to a significant degree within treatment systems (chapter
one)? Is a certain hopelessness a characteristic of interaction? Are patient
stereotypes reinforced? ‘Are there low expectations and self-fulfilling results
(chapter two)? Or is treatment positive and urgent (chapter three)? Other
topics were the need to investigate the work of ancilliary and auxilliary
staff, to collect data on surgery and pain, to collate case histories, to look
at the relationship of patient and limb and the ways in which loss of a limb

is compensated by the rehabilitation process.

Examination of the literature revealed little research on these topics. In
this chapter the method for collecting data on rehabilitation practice will be

developed and discussed.

It was decided to investigate rehabilitation in terms of walking training
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of lower limb amputees. What are the reasons for this choice and the charac-

teristics of the setting?

A, The Setting

l. The patient

The reasons for choosing lower limb amputee patients are thus. First, they

are clearly in need of rehabilitation. This arises from their hospitalisation,
the seriousness of their illness or injury and their having to learn a changed
form of mobility. Second, theii treatment is segregated which makes its study
easier. Third, therapists play a crucial role so this is a means of studying
their attitudes and practices. Fourth, amputees can be clearly defined. Either
one has a leg'amputated and an artificial limb fitted or one has not, and for
this there are fairly standard treatment patterns. This avoids the difficulties
of basing an introductory~study‘on patients who cannot be so easily set apart
in this way. Fifth, the author is familiar with those who have lost limbs and
has experience of the staff and inmate world of amputees. Finally, as shown

in chapter two, there are economic and humanitarian justifications for placing

this neglected area at the centre of this study.

Necessity dictates frequent use of the words patient and amputee. The word
patient carried no special weight here except as an opposite to the word staff
and is sometimes used, though in a less pejorative sense, in similar vein to
Goffman's use of the term inmate (Asylums 1961). The term amputee is an un-
comfortable though necessary short form. It denotes anyone who has lost one

or both lower limbs and would normally require prosthetié replacement of those
limbs. The term establishes the clinical and prosthetic characteristics of these

patients but does not, and does not mean.to, suggest any other similarities.

It was decided that the amputee population sampled in this‘study would be all

those patients attending walking training at any one centre at the time of data
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collection and that they would be taken in alphabetical order of surname. This
decision was made as a means of avoiding observer bias in choosing the patient
sample. It carried 'the added bonus of representing the patients actual exper-
‘ience of walking training and the therapists' actual workload. Comparisons

with national figures would be made later,

In practice this decision was problematic. Many changes were made by the obser-
ver in reaching the final patient sample. We shall see that late arrival and
absenteeism were prominent features of amputee walking training. This cgused
the author to compile with the fherapists a list of all those likely to attend
‘sufficiently regularly to bécome subjects for study and to sample the first to
arrive from - alphabeticelly - the next three names. These changes were made
because one qust have, in an ethological study, a subject in a given setting

to observe. The observer's choice was based solely on attendance factors -
ensuring that there would be an observed subject - but this had its effects

on the type of patient who became the subject for study and the amount of data

collected on each subject. These effects are discussed in chapter five in

relation to the actual patient sample.

2. The Walking Training Class

One of the reasons for chobsing to study rehabilitation through amputee treat-
ment is because of the exiétence of the phenomenon 'the walking training
school'!s These patients are set apart for separate therapy sessions, some-
times in separate buildings used exclusively for amputee training, and this

has obvious advantages for data collection. Where people are the subject of
study, establishing a setting in which to study their béhaviour presents mas-
sive mgthodological problems. These have somefimes been resoivedkby using
laboratory settings which leads to problems of generalisation to the mainstream
of human activity in evényday life. Here is a situation which occurs naturally

in human rehabilitation which has some of the useful set-apart characteristics
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of the experimental situation and so makes observation easier. Walking train-
ing classes, while occurring naturally, are separate in the sense that they
have a limited and set number of participants and have clear starting and
finishing points, between which activities are largely confined to one room.
The staff and patients are"aﬂgpallmenough“grgup for behaviour to be observed,
but a large enough group for the observer to avbid being drawn into the situa-
tion. In the ward, many and varied activities take place over twenty four
hours but here activities are more narrowly concerned with rehabilitation and
with amputees. Non-amputees in this setting are clearly distinguishable and
their treatment given by different members of staff. Problems of reliability -
physiotherapy and relevant to the issue being investigated, has lent some prac-

tical assistance.

Walking training classes for lower limb amputees have been established in a
haphazard manner. Almosf on é chance basis amputees may attend separate and
autonomous schools or residential rehabilitation units or classes in general
hospitals either using facilities with other amputees or having lessons on an
individual basis in large gymansiums where other treatments are being carried
out with other patients. _These may be administered either by the Area Health
Authority or the Department of Health and Social Security or by them jointly

or be primarily governed by a hospital committee acting for an interested

party such as a trades union. Treatment may be given on an in or out-patient
basis or in a residential convalescent enviromment. It may be for five full
days per week or as little as one hour per week. The therapist may be a physio-
therapist or remedial gymnast. Sometimes occupational thefapy liaison is close.
Sometimes it is not. The three main stages of treatment - surgery, prosthetic
fitting and walking training - are notfbommonly carriéd out at the same hospital
or centre, indeed three separate authorities and three separate localities

may be involved. Early and later walking training may also be given by diff=-
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erent therapists who may be from different departments or professions.

Against this varied and changing background decisions had to be made on choice

of centres for study. The first was how many centres were needed?

In both the natural and social sciences detailed studies qf single events and
single institutions have thrown light on the genéral picture. In this study
the work of Hargreaves (1967) and Lacey (1970) has been used as a model. Their
studies of single schools have remained relevant in education long after the
institutions concerned have ceased to exist. Could a similarly detailed study
at a single walking training class be equally valuable and provide equally

fertile data?

The answer is, probably not, not least because amputee schools have only one

or two therapists and the study would degenerate into a study of personalities.
The work of Hargreaves and Lacey on single issues within single schools came

at a time of fervent debate and research in a long-established graduate pro-
fession. They investigated details of issues already established in an instit-
ution already closely recorded. This study did not begin in a similar climate.
It sought to establish the feasibility of an idea in an unknown area. Here
post-graduate research is exceedingly sparse, no similar rehabilitation research
exists, the framework of daily practice is not known and the concept of rehab-
ilitation being used here is new to medicine. With the ground theory still

to be established, it is more in keeping with the introductory and general nature
of this enquiry that more than two centres are investigated but not so many as

will make the study unweildy.

So the decision was made to collect data at five centres - descriptions of which
are given in chapter five. One was used for a pilot study; Two were used for
data collection. A further two were observed to test the author's analysis

and conclusions.

-
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The centres were chosen by the following means. The author at first observed
walking training wherever the opportunity arose, gradually structuring thegg
visits to fill specific gaps in the emerging picture. Then the centres were
chosen on a representative basis. Centre A was chosen because it was an unex-
ceptional setting in which to formally establish a method. Centres B and C
were then chosen to represent the two main forms‘of walking training, the school
attached to an Artificial Limb and Appliance Centre and the class #t a general
hospital. Centre B was renowned for its work with amputees. Centre C had no
special recommendations but amputee walking training was something of a spec-
iality. Centres D and E were chosen specifically with & view to reappraising
the results in the most favourable environments, having the most modern fac-
ilities and younger patients. The centres represent a broad spectrum of amputee

walking training without taking in the unusual or contraversial.

The choice of centre A was particularly important because it was here that

the data collection method was developed which, as will be shown, already begins
the process of formulating conclusions. It was a walking training class at a
general hospital. This choice avoided the possible extremes of specialised or
residential schools or individual lessons. Amputee mobility training had recently
been given higher priority_here - a room set aside and an experienced therapist
put in charge who sought to improve inter-professional liaison - and although
facilities were somewhat meagre a very positive attitude prevailed. This was
important. The method should not be influenced by negative attitudes. Ampu-
tees shared staff and facilities with non-amputees which suggests the setting
was not atypical of physiotherapy in general but the use of a separate time

and room made observation easier. There were both in and out patients,

pre-operative, pre-prosthetic and prosthetic.

The global and versatile hature of the method of data collection meant that
it could be successfully transferred to other settings. This was checked in

brief trials but no problems arose. In part, methodological preprogramming
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fixes the observed reality so the success of this transfer is not surprising

but the method was capable of responding to individual circumstances,

How might the samplé of centres have biased the results? It seemed a reas=-
onable possibility that in rehabilitation practice there were covert behaviéur
patterns which undermined rehabilitation. In order to weight the evidence towards
this view it would be necessary to choose centres where these covert patterns
were more intense and avoid centres where they were less so. This would be
extremely difficult. Covert patterns by their very nature are not available
fgr the casual observer to appfeciate or manipulate. These patterns are only’
available after one has leff the centre and analysed completed records of the
breakdown of behaviour. Some obvious incidents of patronage, guardianship,
low expectations and so forth are evident at all centres but the distribution
of total activity and the minute by minute ratios of staff and patient init-
iative in minor tasks cannot be judged in advance. In short, the choices of
centres were made on known administrative variables while data searched out
unknown behavioural variables and the details of private lives. The choices
were biased towards superior practice. Gaining access was not problematic so

this did not limit the choices.

3. The Walking Training Process

In order to assist the reader and in order to assist differentiation of the
themes of walking training and rehabilitation proper, an outline is given here

of the walking training process.

The room or rooms comprise of a large, clear, non-slip floor area. The main
furniture is parallel bars, a short flight of wooden stairs and wooden slope,
an examination couch and chairs arranged around the sides of the room and at
the ends of the bars. The chairs are of a éafe metal ;ype. Other equipment
includes walking aids and wheelchairs, wall mirrors and carpeting. There is

usually a small office, a kitchen, toilets and a screened area used when patients
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undress. The surrounding corridors, courtyards and garden space are often.avail-
able for patients to use to extend their walking area. Usually both male and
female patients, young and old, attend at the same time. They rarely attend
with relatives. The staff include trained and trainee therapists, therapy

aides, porters, orderlies and 61erical staff. Other personnel may visit, e.g.

occupational therapist, social worker, nurse.

Humm (1977) has provided the soundest guide to physical therapy for lower limb
amputees, Other useful sources are Davis 1977 and Troup and Wood 1982. The
work is described in terms of téaching safe and correct mobility skills and is,

briefly, as follows,.

1. Pre-operatives psychological preparation and information giving
mental and physical assessment
general fitness training

use of wheelchair or crutches.

2. Post-operative,
pre-prosthetics (as above if not previously given, plus following)
prevent joint contracture |
chest therapy, stump bandaging, stump
exercise and general fitness

prepare for discharge from ward.

3. Prosthetics a) educate the amputee in the use of his prosthesis
b) test for correct fit of prosthesis
c) basic principles of walking (in parallel bars)
€efe standing,'transfer weight, first stride,
even ga;ﬁ, full weight -bearing, etc.
d) walking (out of parallel bars)
e) functional activities, e.g. sit, stand, walk on

uneven surfaces and around obstacles, etc,
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f) assessment and referral,

P oo s
LA et

Precise time schedules are not practicable but Humm recommends a one to five
day preparation period before amputation. At ten days post-operatively he
envisages physical therapy moving from the ward to the 'amputee unit' and
continuing there on an in-patient and later out patient basis until a 1limb is
supplied. It is expected that the patient will be measured for a temporary
limb at around four to six weeks post-operatively and that a three month delay
here would be exceptional. Humm gives a five day schedule for teaching basic
principles of walking. Thereafter both Humm and Davis talk in terms of one or
two weeks of treatment on a>daily basis - rather than in terms of months -

for unilateral amputees to learn to walk outside the parallel bars and to master
functional activities. Schedules for bilateral amputees are twice as long.
Basic princiéles for bilateral patients follow a two week schedule and a four
to six week walking training period follows with functional activities coming
after this. In each case thefapy recommences when long leg pylons and cosmetic
prostheses are delivered. At many centres it was found that walking began on
a pneumatic limb (PPAMA) at around ten days post-operatively. This preceded

delivery of a temporary limb at around six weeks.

4. The Therapist

The role of the therapist is chosen for study because theirs is the central
professional role in rehabilitation. Most hospital and community health workers
are involved directly or indirectly with rehabilitation but some predominantly
care for the dependent sick while others work towards the patients! rehabili-
tation and independence. Nurses for example, typify the middle ground. An
introductory study of this nature would be difficult to handle if developed
aroun& a profession whose central role was not rehabilitation. It is for this
reason that the amputee/hurse relationship is not being gsed as the data basis:
though an obvious choice for a second study once trends have been isolated and

tenets established. The role of the therapist in amputee treatment is not so



111.

ambivalent. Even where caring and custodial responsibilities encroach, rehab-

ilitation remains their raison d'etre. This makes their work an ideal compon-

ent of the setting for data collection.

Further, in lower limb amputation, the physical therapist is in every sense

at the centre of the patient's rehabilitation efforts (refer fig. 1). Success

here will determine the other agencies to which the patient is referred. It
is for this reason that the amputee/occupational therapy relationship is not
used as the basis for data collection because of its low priority in present
treatment patterns, with many lower limb amputees receiving little or no occup-

ational therapy. Again, this is an important area for future research.

Throughout the rehabilitation literature it is understood that therapists are

rehabilitationists. In chapter three however this assumption has been shown

to be problematic. In relation to the physical therapist whose role is at the

centre of this investigafion we saw that there were good grounds for differen-

tiating what was strictly physical therapy from rehabilitation proper. The

logical basis for this distinction causes it to be maintained throughout this

investigation but this was also done for reasons of equity. Having established

a new - and at the time of data collection -~ undisclosed definition of rehab-

ilitation it is not equitable to judge the therapy professions by this yard-

stick alone. So the activities of walking training outlined in the previous

section are used as a measure of the therapists! work and the state of rehab-

ilitation judged over and above this.

As will be discussed later data collection focused upon the patients.

This means that not all the staff activities were observed but those times when
a member of staff was involved with a patient were documented in a detailed

-

way. This is a legitimate focus since “the patient and his experiences are the

raison d'etre of the rehabilitation setting. It also means that non-therapy

staff interaction with the patient was included in observation.
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Fig. 1o The Role of Physical Therapy in Relationship to Lower Limb
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The decision was made to include interaction with all members of staff. This
included proportionally larger numbers of ancilliary and auxilliary staff.

Being an introductory study in this field, the aim was}to record the patients
entire experience of attending walking training. There was no literature to
indicate which interactions might be the most frequent, intense or significant,
50 the patients! entire interactions became the‘sample. ‘Most centres had only
one or two qualified therapists and two or three times the number’of non-therapy
or student staff, Their role is part of the physiotherapy process and an exten-
sion of the therapists capabilities. From the patients point of view these
staff have authority and affect patients behaviour. There was therefore no
logical cut-off point at which other staff could be excluded from the inves=-

tigations.

5« Gaining Entry

It seemed likely that access would be difficult, the author being an outsider
gb,uczaiseeking gsensitive material. fet entry was freely granted wherever a request
was made. Those approached by the researcher included medical officers,
prostheticians and prosthetists, physical and occupational therapists, nurses,
social workers, managerial and clerical staff, D.R.0O.s, porters, aides, order-
lies and ambulance personnel and both patients and relatives. It was possible
to get into all the relevant settings, into treatment rooms, offices, wards,
homes, porters!' store and orderlies' kitchen. Once invited into these settings
the degree of open-ness and co-operation varied. On the whole, so many of the
staff, the patients and their relatives had grievances and problems or heigh-

tened interest or enthusiasm and information was very forthcoming.

6. Summary
The patients require rehabilitation after illness, hospitalisation and limb

amputation. Walking tfaining is the crux of their rehabilitative therapy and
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to which all patients are referred. The set-apart nature of amputee walking

training facilitates its study though the setting is not atypical of other
therapy settings. Physical therapists whose work is centrally concerned with
rehabilitation are also at the centre of amputee treatment. So the setting

is chosen for its all-round appropriateness; a microcosm of rehabilitation

practice. Within this, walking training is seen as the means or route to rehab-
ilitation proper.

The aim of data collection was to find out how far the prescribed treatments

contribute towards the broad aim of rehabilitation proper: to find out whether

this whole issue was worthy of further investigation. The sample was adequate

and fair for the purpose of providing evidence about this.

B. The Method of Collecting Data

l. Observation

The author considered various‘methods of collecting data but most were dis-
carded. In an exploratory study of this kind it seemed best to start by des-
cription. One could have described by interviewing staff and patients to gain
their opinions. However, as actors in the situation their purpose is not

observation and so whilst such data is useful to gain their perceptions it does

not on its own give an adequate first description.

The choice of observation for investigation of the practical setting reflects
the state of rehabilitation research. Where there is no information other than
the experiential or the hearsay there is no other starting point. Lengthy

contact with the setting was necessary before it was even possible to formulate

l. Non-referral of an amputee for physical therapy would be unusual, if not
poor practice. As such it is outside the scope of this study. Those who are
not considered suitable for prosthetic fitting are referred for physiotherapy
for general toning and assessment and for wheelchair mobility training.
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a means of describing what was observed. Documentary evidence was used where

it exists but it was sparse compared to the scope of the issues.

Preliminary observa%ion suggestéd'that the natural patterns of amputee walking
training should be observed and recorded in their ggg_;gty In this way the
make-up of rehabilitation practice would be empirically determined for the first
time. But there is little purpose in such a description on its own and this

was not merely to be a descriptive study. Instead descriptioﬁ was to be used

to test the presence or absence of key issues which are known - namely the
elements of rehabilitation theory which were established in the previous chapter
together with the elements 6f walking training described by Humm. Descriptive )
observation was tailored to meet these latter requirements and the method included
specific components to this end. The relationship of the parts of the method

to the study as a whole are given in fig. 2., The controls and limitations of

the method are given throughout chapters four and five.

During preliminary observation it was found that even within the limited behav-
iour setting of the walking training school data was so rich that some method
had to be used which would allow observation without the observer being over-

whelmed whilst retaining much of the richness. An ethological method was chosen

as meeting these requirements.

2. Ethological Methods

The exclusive use of description for research has been seen this century as the
province of what have been termed the behavioural sciences. The scientific
status of these descriptions has varied from study to gtudy, discipline to dis-
cipline, not least with the philosophies of social science‘prevailing at the
time. Ethologists have developed observation and description to a very precise
level. Their painstaking tabulations of behaviour in”ﬁatural settings have been
carefully steered away from the inferences and assumptions common to much

behaviour study technique, e.g. ecological psychology. Hutt and Hutt (1970)
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Fig. 2« The Relationship of the Method to the Study as a Whole.

Che 1 & 2 .
rehabilitation rehabilitation
theory. , practice.
Overt aims, covert attitudes
and practices.
/ \
Che 3
establish the overt Ch. 4 and 5.
and logical aims of \\\\\
rehabilitation theory N develop a method to
: a) empirically determine -
rehabilitation practice.
b) test - for the overt aims of
rehabilitation in the
practical setting
c) observe for elements of
walking training (as
prescribed in Humm).
\V4
data collection
data analysis
Ch. 6, 7 and 8
establish the attitudes
and practices of
\Va rehabilitation practice
and walking training
practice, -
/
Ch. 9 and 10

compare and conclude



117.

have provided a useful discussion of the advantages of ethology over other types
of description and something of its development over this century. Connolly
(1973) has demonstrated its recent use in the direct observation of human sub-
jects in the field of learning psychology. Other referepces include Grant (1968)‘
on ethological description of behaviour during interviews and Blurton-Jones

(1972) on ethological studies of child behaviour.

The ethological approach and much of the detail of its methods are borrowed
for use here. This approach both tempers and validates research impressions.
It steers the data away from human thoughts desires and opinions. It produces
a method which others can use and test and analyse. It yields tabulations
directly relating to the issues under investigation since ethology deals with
socially meaningful units of behaviour. The results are in a clear and useful
form which a&oids additional inferences during its analysis. Through the use
of an ethogram - an essential element in an ethological study - there will be
a framework within which to récord the directly observable events of walking
training. The method provides a means of recording unmodified behaviour in its

natural setting in a process that lays open the process as it is used.

3. Investigative Methods

Data collection had a second observational aim; one not immediately reconcilable
with ethology. It was also investigative. That is to say it pokes and pries
and adapts to whatever it finds (Douglas 1976), allowing much greater insight
into the human facets of the setting. The need for this second approach in
what was to be basically an ethological study arose from recognition of the
difficulties of transferring a method primarily developed for the study of
animal behaviour to the study of the activities and attitudes of people and

the pioblems of bias surrounding the human observer. . When man studies man he

is always, so to speak; a fellow atom studying other atoms. This carries the

advantages of a special inside understanding of the nature of the 'atom' but

the disadvantages of insufficient distance from the 'atom' from which to make
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detached observations. In this study the investigative aspects of data cgl-
lection - which take the form of diary and case notes - develop the advantages
of additional insight to give a qualitative and more valid form of data. The
ethological aspects - in the form of ethograms - gives the data its structure
and act as its control. So the qualitative investigative data provides illus-
trative material while the quantitive ethologicél data ishlooked to for its

statistical support.

Douglas 1976 has discussed the intrusive nature of the human observer/researcher
and the many self-deceptions on the subject of objectivity. While ethological
methods carried many advantéges, if the observers role was liable to intrude
then it must be dealt with openly and developed constructively. ©So in this

and the following chapter we shall examine the 6bserver's role in compiling

the ethogram‘and the observer'!s role in compiling the investigative data.y(This

latter takes the form of case history and diary notes.

4. Recording the Setting

Recordings were made on recording sheets with the observer openly present in
the observed setting. Natural covef did not exist and its introduction would
have been disruptive. Research hardware such as film cameras and tape recorders
would have been equally out of place and more seriously would have prevented
access, Used surreptitiously massive ethical problems would have arisen. Pens
and papers on the other hand were ordinary. There was no mystique surrounding
a quiet, aimiable, seemingly absent-minded person taking notes. All the par-
ticipants were informed that the extra person was making notes on their activities
and this could be seen by them to be taking place. The openness decreased sus-
picion and resentment. This gave rise to another sort of ethical problem for
this épenness and ordinariness was a s§§m to some extent and lulled the staff
and patients into a falée sense of ease and co-operation. The ethics of this

are discussed later in this chapter,
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5« The Ethograms

In its final form the ethogram was a check list of 28 categories. These cate-
gories express in the shortest form all that might occur during walking train-
ing sessions. They were developed; as are all ethograms\(ﬂutt and Hutt 1970),
through intimate and sustained contact with the research setting. Through a
process of analysing and grouping, the continuum of actioﬁ, the initially infin-
itely variable behaviour gradually took on certain patterns. - Categories were
added until no more were possible; later it was seen that some were redundant

and & reduction process followed.,

-

The process of developing this ethological framework becomes & process whereby
patterns are established and data collected. There are two points here. This
process becomes the first stage of data collection. The results are given in
chapter six.' We must also look at how the categories are determined by the
observer for choices were involved over and above the necessity of including

all the gross activity.

The behaviour which was recorded was that which could obviously and overtly be
said to be taking place. It is a cﬁaracteristic of ethological methods to
record gross activity. For example, the patient walked or stood, the therapist
passed a cup or fetched a chair, praised the patient or commanded him to act.
Intricacies of eye and hand and body and language have largely to be left for
future studies. None the less the method allows for patterns of behaviour.

The gross nature of the activities greatly curtailed inference as to what may

or may not be said to be taking place.

With reference to fig. 3, despite broad agreement it is thé case that a differ-
ent observer would categorise the events in different ways. Even allowing that
each observer understood that the task was to record éll behaviour within pres-
cribed boundaries, there can be no definitive or absolute form for an ethogram

of any given situation. The present observer believes the 28 categories rep-
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resented the most useful form for study of the subject in hand. There were
more than 20 versions of the ethogram before it took on its final form. “Cate-
gorisation was discussed with a second observer and some simplification made
at this point but, for example, the other observer would have amalgamated the
categories 'tea! and 'return cup'! believing it not wortﬁwhile to distinguish
providing and clearing away refreshments. But in a stud& of the attitudes and
practices surroﬁnding the development of lower limb amputee capabilities this,
to the author, was seen as a most useful distinction, capable of shedding light
on important skills. Carrying an empty cup and saucer is to a lower limb
patient an important preliminary skill en route to the more difficult task of
balancing a full cup and an important point at which a therapist might inter-
vene. Nevertheless the overall pattern was the same and all of the gross act-
ivity surrounding 'refreshments! was recorded. The order in which the cate=-

gories occurred on the ethogram was determined by practicalities.

Whilst in some observational studies it has been found necessary to do time
or activity sampling (Hutt end Hutt 1970) it was found possible to do continuous
recordings in this study. The global nature of the categories and significant

periods of inactivity allowed the observer a number of breaks.

In one important sense the ethogram departed from the spirit of ethology for
the categories were also designed for their relevance to rehabilitation proper.
That is to say the ethogram is empirical and experimental. Onto a record of all
the gross activity found to occur in the research setting is superimposed a
search for the (previously determined) purpose that the setting exists for.
While none of the traditional elements of an ethograr are lacking, a quite
different element is included. This aspect directly affects only four of the

categories1 though it indirectly touches upon the whole of data collection.

l: These are the four categories which refer directly to rehabilitation

proper - domestic, social, economic and recreational skills. We need to know
what happens when these arise.
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The reason is relevance. There being nothing previously established, the method
tackles in concise and economic form the questions a) what occurs and b) how

does this relate to rehabilitation.

Ethograms have not in the past so obviously included categories that are meant
to test a particular hypothesis but this has been done less obviously through
the empirical process of developing all ethograms, through the choice of subject
and setting and through the influence of one's conceptual models on what one
sees in a situation. In this study the ethogram is more blatantly tied to its
origins but this does not make it doubly subjective. This additional element
reflects the rationally and reasonably determined criteria of rehabilitation -
layed down in advance of their testing. So the ethogram retains its charac-
teristics of direct and lengthy observation and the impartiality of clipping of
behaviour ihto its constituent parts to which goals and end points are not
ascribed, 1In addition categories of behgviour are sought whose impartiaiity
rests in the validity of the'argument which established them. Together they

form a method which is acceptable and useful in its own right.

Here are two useful tools to break the deadlock in para-medical research,
ethological observation to record and unravel basic behaviour patterns and a
simple checklist to test for the presence or absence of previously established

criteria. In this study a check list based entirely on the logical or necessary

elements of rehabilitation would produce a small amount of data omitting most

of the context in which they occur. An ethogram developed entirely on empir-
ical observation of the setting would produce a great deal of day to day infor-
mation which may have liftle bearing on the issues. .So a balance between the
two has been reached which favours traditional ethological approaches but is

tilted, without loss of impartiality, in favour of relevance.

As a footnote to this point, inclusion of elements which ought logically to

occur does not necessarily introduce a moral ought. This is because the log-
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ical issue is independent of any moral issue. It may be, for example, that

that which is done in therapy practice - though it may conflict with thenlogical
aims of the work - is, in society's terms, morally preferable. As with the need
to school children into conformity, society may need its disabled subcultures
for various evolutionary, economic and socio-psychologiéal reasons. There

may be a need to separate the impaired to reduce breeding potential, or to fill
low income menial but necessary jobs, a subculture against which the normal can

feel whole and well, or simply as an outlet for charity.

The 28 activities can be classified into five areas or groups of activity.
The way in which this was done is given in appendix I. The groups are mentioned
here because they are useful at the stage of data analysis. They are:-
a) physical therapy
b) the minor functional activities involved
in attending the class
c) the major functional activities directly
related to rehabilitation proper
d) clinical, prosthetic and cosmetic care
and understanding
e) conversation (other than that included
in thé above)

1l: chat 2: knowledge-seeking exchanges,

Group a) comprises the therapy which was found to exist in the walking train-
ing departments, e.g. mobility of various types, upper and lower body exercises,
transfers and so on. Group b), the minor functional activities, include all
those activities necessarily involved in attending a walking training class
such as arrival and departure, drinking tea and returning the cup, taking off
and hanging up outdoor clothes, dreséing and undressing, going to the toilet,

picking up dropped items, lighting cigarettes, delvingiinto pockets and so on.
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Group c¢) covers the major functional activities of rehabilitation proper which
are presented in the four categories, activities of daily home living, sécial
and community activities, recreation and work. Group d) are the activities
which relate to caring for the stﬁmp and prosthesis and to the amputee's better
understanding of his limb. There are three categories ﬁere, cosmesis, prosthe-
sis and stump. A fifth group e) was found necessary to denote conversation

not already dealt with elsewhere and where no gross activity takes place. This
single categonyvis divided into chat - banter, pleasantries, joking - and

enquiries or knowledge seeking exchanges.

An obvious and simple form for the single researcher would have been an etho-
gram for these five groups or the twenty eight categories and their times.

This is usual in ethological check lists. However this provides little infor-
mation on fﬁe questions in hand. In as much as it need be it is covered by
diary notes. We need to know not so much what and when but what gnd howuand
who. What events occur, how.are these carried out and by whom? So the ethogram

developed in different directions in answer to these questions.

The categories were divided into columns to denote who carried out each activity
and whether the activity was part of a deliberate teaching and learning programme
or an unplanned or incidental activity. Scores were made by means of symbols
which denoted communicative style. Details of how the records were made within

this ethological framework are described in chapter five.

6+ The Case Histories

A search of the literature revealed that very little is known about the lives
of amputees over periods of time, and preliminary obéervation at Centre A high-
lighted this as a rich source of information. The case histories were<qupiled
by investigative methods and a 'participant as observer!' étance (Denzin 1970)
was adopted. The reasons for this were as follows. Investigative methods were

called for because of the human nature of the subject and because of the need
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to infiltrate all aspects of the setting to check and cross-check information
(Douglas 1976). Participant observation was chosen because gaining acceés was
not probelmatic and, as we shall see, many of the participants had reasons to
pour information on the willing Iistener. Complete participation, where the
scientific intentions of the observer are unknown to thé subjects, was deemed
unethical and unnecessary. The stance of 'observer as pérticipant' (Denzin 1970)
where contact with the subject is brief and formal, was also dismissed because
it is a method for testing quite specific hypotheses. Whereas an open-ended
and unstructured method was lqoked for which would make use of the author's
previous experience of both the staff and inmate worlds and maximise the dis-
covery and verification of propositions. Participant observation allowed the
observer's role to change and adapt as the situation required and for the ex-
periences of the participants to come to the fore. It pinned the study to its
human dimensions and opened up new thoughts and speculations on rehabilitation

in a way that could not be opened by other means. Each of these points are

taken up in the critique which-follows.

The case histories are compiled from many sources, from free flowing discussions
with staff and patients, from the patients documents, from observation of per-
formance in walking training, and from events and conversations in waiting rooms,
during coffee breaks and so on. They focus on rehabilitation and make special
reference to problems and complications which hinder its course and to special
help which enhances rehabilitation. Pursuit of these topics as they arise
involves contact with all grades of staff throughout the hospitals and limb

centres and occasionally visits to patients homes.

Case notes were compiled on each patient on whom there was an ethological record.
The practical problems of compiling and interpreting these histories and their
format is described in chapter five. The results are the subject of chapter

eight,
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7. The Diary Notes

The diary notes were long-hand descriptions of the events in the walkingdtrain-
ing classes. The notes were made against the times of the occurrences. It

was found necessary to collecﬁ material in this form to provide a description
of the room as a whole and thereby assist the observer £o interpret the etholo-
gical and case history material. Their format, compilation and interpretation

is described in chapter five.

Ce Critique

In chapter one it was shown that para-medical research has faltered for want of—
suitable methods. This hurdle had to be overcome. So the first requirement

was lengthy and sustained contact with a rehabilitation setting, not as a member
of staff or as a patient but with no other employment than to observe and con-
sider not only the subject in hand but also a way of drawing it into the.open

and capturing it on paper in a useful and scientific form. In this way one

began anew and from this developed the two tier observational method.

Science ié a quest for the truth. .The question here is, what really happens in

8 rehabilitation setting. To answer this one must infiltrate all aspects of

the setting and build a complete picture from the many and fragmented views of
its participants. This the author felt able to do for very many opportunities
presented for gathering information. Problems were not those of sparseness of
data but of establishing cut-off points. Beginning at each centre in a vague

and general way one worked towards the particular and innermost aspects, checking

and double checking for the truth.

The difficulties of observation in the social sciences have already been intro-
duced. There are problems of:- '

reliabiiity and detachﬁ;nt

validity and intimacy

the participant observer observes an observed situation
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the self-fulfilling prophecy.
How are each of these dealt with in the business of testing for the truth of

walking training?

l., Observer Reliability

The ethograms were developed to increase reliability. They force the observer
to record every incident not merely those that may seem to support a particular
view. This is a characteristic of an ethogram. It curtailsvdiscretion. During
the process by which it is compiled the observer is engrossed in 'ticking and
crossing' and so, is at a distance from the opinions that shaped the hypothesis.
Human behaviour is always 6pen to variable interpretation but little inference
need encroach on deciding between whether the patient is walking or not, with a

therapist or not, for exercise or to an ambulance.

Practical problems hindered ethological observation. There was sometimes no
excuse and no reason to remain in a room to observe. While it was usually
possible to wait with patients in waiting rooms and to follow them along corri-
dors and to remain during breaks, as a guest of the staff one was drawn into
their world and observation had to be halted until one could reasonably return,
e.g. lunch had to be taken with the staff and not the patients. This provided
a very useful opportunity to make contacts and to gather information from staff
of all grades but it interrupted the ethologicgl record. When a single patient
was taken out of the walking training room, for example to practise walking on
the uneven outside surfaces, it was not always possible to follow closely for
fear of disrupting the activity. Where activities cbuld not be observed they
are not recorded. This‘resulted in omitting a substantiai slice of minor func-
tional activity and patient to patient conversation. At the more crowded Centre
C it was sometimes difficult to hear the content of what was said between patients.
It was always more easy to record act;al therapy as opposed to everything else.
As a result non-therapy activities are under estimated fo the order of 10% to

20%. These figures are not added to the eventual totals but are borne in mind
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when considering the results.

Observer accuracy is a constant battle especially for the single observer.

Many factors impinée upon it (Mash and Makohoniuk 1975, Reid 1970). Absolute
vigilance and fidelity is unattainable. But the ethological record is invaluable
in providing a nymerical measure against which the views, opinions, impressions,
fallacies and evasions of the patients and staff, and not least the author, can

be tested. And as will be shown its results are not vague or marginal.

A method should not yield significantly different data when used by a third
party. Thisiethogram can be taken in its entirety and used by others and when _
this was done during its development an independent, though relatively untrained,
scorer1 produced recordings which were up to 93%,3% in accordance with the
author's. In the lowest correlation, 84%, the discrepancies were half omission
and half disagreement. Connolly (1973) stated that observer agreement is not
necessary. At the end of mutual training, agreement arises for obvious‘reasons{
What matters is that each observer adheres strictly to the conventions they have
decided upon. Hence in this study the method is presented at sbme length so

that it is available for others to use and to check. Where discretion encroaches

there are conventions - given in chapter five - which in each case make the

record more bland.

2, Validity

The investigative aspects of the method increase validity. Intimacy with the
subject was achieved by infiltration into all aspects of patient and staff
routines. The degree of co-operation was so great as to require some explan-

ation. From a resume of fruitful informants (Dean et al, 1969) it can be seen

l, The independent scorer, L. Cronin, M.Sc., Department of Psychology, Univer-
sity of Hull., As the second scorer became familiar with the ethogram and res-
earch setting it quickly became apparent that close agreement could be reached
if enough training were given, thus defeating the object. However, the author
was able to judge the impact of the ethogram on an independent observer and some
simplification was made at this stage. Complexity of coding categories is

known to decrease observer accuracy (Mash and McElwee 1974).
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that the subjects of this study include disproportionate numbers of those who
can be looked to as more willing to talk. Dean gives examples of informénts
who are especially sensitive which includes those who are in states of transition
and those who are more reflective.and objective. This included student staff,
and describes the state of many of the patients. Dean gives examples of the
more~-willing-to-reveal informants. ZFour of these six cafegories were very
strongly represented. All of the staff proved to be naive informsnts, giving
information the significance of which they were unaware. Many of the staff and
some of the patients were frustrated and saw the investigator as an outlet for
their blocked ambitions and impulses. Most of the patienté were needy and
fastened onto the investigator for attention and support, talking for as long
as the investigator would listen. Some staff and some patients were willing
to relieve their feelings even to the point of maliciousness on occasions when
they felt most powerless. Dean also mentions those with special training who
are in close touch with the subjects. A'nursing sister, an administrator, a
prosthetist, a physical and an occupational therapist, an author and a social
worker all gave especially valuable specialist information. To sum up, most
of the information arose from need and frustration and from a cheerful willing-
ness to co-operate where genuine concern was expressed. The ease with which

much of the information was acquired does not in any way invalidate it.

Access to documents was also found to be surprisingly open. Only the lack of
information in many of the case history notes made information gathering
difficult. Both patients and staff were unsure and inexact when offering
information on dates and procedures to fill these gaps, and the staff of the
physical therapy departments knew surprisingly 1ittle‘about the patients' social
domestic and economic circumstances. The case notes compiled during this study
do however form a substantially complete background on the patients and are

compiled from many sources.
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Neither was it difficult or disruptive to compile the diery notes. The etho=-
logical scoring was fairly unobtrusive. The diary nofes are less so because
they involve almost continuous writing even when no therapy is taking place.
Being completed after the ethograms, when the observer's presence was familiar
to patients and staff, and seeming to take little interést in the proceedings,

these long hand notes were successfully compiled.

There are many reasons to doubt the efficacy of the classical co-operative view
of researcher and subject (Douglas, 1976). So, although the degree of co-oper-
ation was very great indeed there remsins the need to substantiate the information
from a number of sources. Where staff were dissatisfied one taiked in addition -
to the patients, to their colleagues, superiors and subordinates. Where pat-
ients expressed dissatisfaction one talked to their prosthetist, social worker
or relativelas well as their therapist. And so forth. The wards of all ine
patients were visited apd the Artificial Limb and Appliance Centre staff'of all
the patients were informally interviewed. Sometimes a unified story emerged
from all sources but the author's investigations over and above this could show
it to be ill-founded. To give a small example, one patient walked badly and
participated minimally. However, the staff were lenient with regard to this
pratient's poor approach to walking training for all agreed - patient and staff

- that this elderly lady.managed her personal and domestic activities with com-
petency. Capitalising on the patient's need to talk, the author encouraged her
to talk in detail about daily home roﬁtines. It became apparent that this lady
physically did very little at home but supervised a willing husband, relatives
and neighbours. The situation was not at all what it seemed. On larger mat-
ters, both staff and patients agreed that walking training was valuable and

vital. Later chapters discuss whether this is the case.

3. ' Being native

In this study validity is reinforced by the observer'si'being native! (Douglas,



152,

1976)1. Douglas discusses the once widely held view Qf classical field research,
the positivistic view, that involvement and objectivity vary in inverse pfopor-
tion. The researcher was expected to infiltrate the setting but not become a
member of it. 'Going native! was to sin against science. 'Being native! tp
begin with was unspeakable., The classical compromise produces such studies as
Mead, 1942 and 1943 where Eastern societies are'interprefed through Western
ideologies. Douglas shows that to unravel the truth of a situation one must
quite literally speak the same language. Whyte's work in 1955 exemplifies this
new mode of investigation. The author has 30 years experience as a fellow

patient and three years experience of the staff world.

In this study 'being native'! carried immense advantages. It largely accounted
for being able to collect the data for it broke down hostility, embarrassment
and resentm;nt. It drew patronage from the staff and comaraderie from the
patients. It made available additional strategies which were used to gafher new
information thdt could not bé known by other means. There were two distinct
types of information. Picasso is credited with the comment that when art cri-
tics assemble they discuss colour,. tone and texture and when artists get to- -
gether they talk about brushes and turpentine. Such was the case here. As a
researcher one learnt about pathology and physiology. As a fellow patient one
discussed faulty rivets and the availability of tea. The author passed as

normal or exposed the deviancy depending on which state was the most useful.

An interesting example of the greater insight that is made possible occurred
at Centre B. The patient, Mr. F, was an inarticulafe and elderly man. While
walking with his new pylon, he complained to the therapiét that 'the foot did
not reach the floor'. The foot of the pylon patently did reach the floor for

the man was walking. The therapist presumed the patient alluded to his imagined

1. Douglas, 1976 (5th reprint 1981), Ch. 6, p.110.
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real limb and sympathetically explained that this would not now reach the

floor because it had been amputated, hence in its place the artificial liﬁb
which did reach the floor. Later the incident was recounted to the author as
suggestive of the patients being éonfused. However, the sensation of the

'foot!' not touching or reaching the floor has a number of meanings to an amputee,
especially one newly learning to walk. Conversation with.the patient revealed
the meaning here. The foot in question was not an image of the real foot, nor
was it a phantom limb or a euphemism for stump but the wooden foot of the ptb

- pylon. When walking, this foot did not step squarely onto the floor. The sen-
sation of placing the artificial 1limb is transmitted through the remaining limb _
and this.patient could feel that he was walking on the outer edge of the foot.
This sensation of misalignment was further evinced by the patient's ineffectual
tugging at the limb. Were the observer not an amputee insight into the varying
‘sensations of 'foot! would not be available., The author would not have been led
to enquire further and might have agreed, on the evidence available to the
therapist, that the patient was indeed & little confused. This sort of error
would produce a very shallow study of the patients! experience adding little
that is not already known. This instance is one of failure to deal with the
patient's problem and not one of sympathetic explanation. One must bear in
mind that these were the patient's first steps with a prosthesis. By the

time he attends a routine ALAC check-up he will in all probability have acquired
a walking pattern and a walking experience that has accommodated this unusual
sensation and will no longer be able to offer constructive comments to the
medical officer and limb fitter. Uncorrected, if there is actual misalignment,

he may damage both limb and stump.

This sort of example can be repeated many hundreds of times over a study that
encompasses over a hundred and fifty amputees., Any éareful observer might have
noticed much that was not apparent to busy members of staff but much more is

only fully to be appreciated by a fellow amputee. 'Being native! éxposes text-
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book myths, staff fallacies and uncertainties and patients evasions and fronts.
The disadvantages are that one may be excessively partisan or that one ma& apply
solutions that were. once one's own to situations with distinctly different com-
ponents. The ethological data tempers inmate bias. But, it should be emphgsised;
'being native' tests the truth of inmate pronouncements as it tests those of

the staff.

4. Observing the observed subject

This is always a problem in observational social studies. One is left wondering
what the unobserved setting is like. The effects of there being an observer
intruded in a number of guises. There were obvious, even comical instances of -
changed behaviour because of the observer's presence, as when the staff carried
out techniques in an elaborate manner or patients exaggerated their activity for

the stated benefit of the observer. These fronts were most noticeable during

the first few days of observation at any centre so data collection was delayed.

When the situation settled into its more usual routines there were changes
resulting from the observer being drawn into the routines by staff and patients.
This did not disrupt the ethologicél scoring which can be done many minutes
retrospectively and includes symbols for the observer's involvement. It never-
‘theless represents a change from the unobserved state. The observer quickly
learns to reduce these small changes, feigning absent mindedness or studiously
watching a patient not required for observation and so on. However the author
commonly joined in the general exchange of pleasantries because it would have
been too disruptive not to do so. This increased adceptance and opportunities

to gather information.

There were small changes brought about by the presence of the observer which did
not affect the data. Where the observer sat had some effect on where patients
sat and the direction in which they walked but gross behaviour and the etholo-

gical record of the patients sitting or walking is not affected. Yet there must
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have been changes which were not detectable. Did coffee-break conversation
remain light-hearted because it was observed or did the patients use this as
an opportunity to voice their complaints, knowing their comments would be heard,

perhaps recorded? Did observatioﬁ increase walking training activity?

On the whole it was thought that the changes were small and the effects on the
data were also small. The patients did not know that for most of the time the
observer noted the activities of only one of their number, and the staff never
knew in advance which patient this would be. Despite the observer's presence
the bugsiness of walking training had to continue. It followed well established
routines and it was these routines - the broad content of treatment sessions - -

that the data was designed to capture.

5¢ The self-fulfilling prophecy

The author began with doubts as to the effectiveness of rehabilitation prac-
tices in NHS hospitals. The study is designed to test the legitimacy of those

doubts. How has automatic self-fulfillment of this ideas been avoided?

In all research this question is ultimately left to the reader. The scien-

tific process is not so much the testing of ideas by their author as the test-
ing and retesting by others. Ultimately, one is never able to step outside one's
frames of reference. To.a lesser or greater degree every author offers his view
of the world. This does not exempt the researcher from full and proper use of

scientific controls. What are the controls here?

In chapters one and two the literature on rehabilitation and amputation was
reviewed. Doubts as to the efficacy of rehabilitation weie seen to be expressed
by other authors, though, these doubts are supported more by careful analysis of
what is erroneous or omitted from the literature thaq by that which is made
explicit by other authors. In chapte;’three, the author's views are examined

logically and syntactically, rationally and reasonably.' The socio-economic



136.

definition of rehabilitation, which is thereafter used as a measure of rehab-
ilitation practice, is found to be firmly based. Thé logical case for this
supercedes all hisporical or empirical arguments. Having tested one's Welts-
chauungen against the views of other authors and the constraints of rationality, -
and in the process shedding and reformulating unsupportéd opinions, a method for
testing one's remaining doubts is established.’ The method chosen permits the
author to remain alert to both the detrimental and the beneficial aspects of
rehabilitation practice and to the repetitions and ordinary aspects of treat-
ment. Whereupon'follow further constraints to be equally open and objective in
abstracting the results and conclusioné from the data. Retesting by others is

-

possible because in this and the succeeding chapter the method is fully explained.

6. Models and Perspectives

In the opeﬁing chapters the dramaturgical view of social behaviour in instit-
utional settings and of reaction by normal society to the stigmatised wéé set
out. The labelling effects of deviancy were touched upon and man's social cons-
truction of reality. It is impossible for an obser?ér to observe in an unbiased
way. Even the categories one uses are derived from an implicit or explicit
position. In this investigation the notion that hospitalisation and rehabili-
tation are separate and not necessarily compatible entities is explicit, as are

the models and perspectives from which it is derived.

Data collection centred on the patient. Client-centred perspectives have been
developed with the move towards phenomenology in the social sciences but
patient-centred studies remain rares Goffman's study of asylum inmates (1961)
and Scott's study of blind men (1969) being classics.in this area. Goffman
argues that if his work reflects an inmate bias then it is a long overdue bias.
Though this must not be an excuse for emotional and woolly thinking, it is a
sound approach and will be used in tﬁis study which aims to record the atti-
tudes and practices of the staff world but does so lafgely through the exper=

iences of the patients. This view is taken not least because of the truism that
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rehabilitation does not exist without its clientele and in any study which
professes interest in the patients!' welfare, especialiy an introductory study
on the subject, no other view of events is entirely defensible. The strengths
of the inmate bias and the author's special interest in those who have lost

limbs has been discussed in this chapter.

The overall perspective is that of the outside?; though a privileged one with
an expressed patient-bias. In any field the outsider provides new insights
into systems and the relation between their subsystems. In this field the
outsiders contribution is entirely missing. This research, it is hoped, will
spur research by those on the inside to evaluate the techniques on which the -

author is not qualified to comment.

As a footnote on the subject of perspectives it should be added that this
investigation omits the role of physiotherapy education and céndenses the
therapist's experience of events. In short, it omits therapy input and con-
centrates on therapy output. This is because in the terms of this study it is
not necessary to do any other. In its crudest form the question posed here

is one of value for money. Are the patients, the consumers, receiving the
goods and services they pay for? They expect the minimisation of infirmify
and the maximisation of health. Is this what they receive? This may be said
to be an investigation of the buyers interests. How the goods and services

are produced becomes another matter.

Do The Ethics of Data Collection

The social science researcher is always a Peeping Tom. It is always either
not fully possible to explain one's actions or not fully desirable. The leg-
itimacy of making public the results is always depegdent upon the legitimacy
of the interests of scientific resea;ch over and above the interests of the
individuals who have been its subject matter. It is,bhowever, very difficult

to argue that science as an object facticity can be held above morality, though
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these two can be brought more closely together if one argues along the lines

of common utilitarian agreement. That is, to take thé view that the genéral

good which might come from the research - an especially strong point in the case
of para-medical research - outweighs the harm to a very few and anonymous indiv- -
iduals who themselves might readily be persuaded to conéent to contribute fo

the general good in this way. Inevitably the social sciéentist concludes

'publish and be damned!. This is the conclusion here thoughvit is possible

that neither patient or staff will welcome such material. There are however

certain provisos and sgfeguards,

None of the centres are named or closely identified in any way. None of the -
staff or patients are named. None of the subjects represent in any way an

undesirable or atypical element in this field. There is no need for‘the reader
to search oﬁt these identities because it would add nothing to the study. Also,
the researcher was not an anonymous spy. In all of the settings, in all of the

conversations, the researcher was always just that - a research worker.

A great deal of time was spent in explaining to patients in clear and full

terms the object of the observations, questions and notes. These explanations
were far in excess of staff introductions to the patients. They were made at
varying lengths and varying levels. The single most difficult problem was
thrusting information on patients who co-operated without asking or understanding
any details of the researcher's intentions. Patients were asked in many ways
and at many times whether they had any objections to the observer being present.
Information withheld from every patient was that, for some of the time the
observer would be recording all the activities of a single person. This was

to prevent embarrassment, self-consciousness and disruption of usual behaviour.
The degree of detail was also withheld. The ethological data records the most
minor activities and it is impossiblé to explain to the layman the research
significance of this without profoundly changing behaviour patterns and losing

co-operation. It can only irritate those who are in pain, struggling to use
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new limbs and worrying about their future role in 1life to know that the resear-
cher counts the number of times a patient blows his nése or lights a cigérette.
No patient refused to co-operate. Many gave the most sensitive information;
frequently information not known to their therapist. If is the authort's firm
opinion that it is not possible to argue that unscrupuléus use was made of‘any
of these patients. On the contrary, they received sensitive attention in an of-

ten impersonal setting.

The staff surprisingly asked less about the researcher's intentions than did
many of the patients and it was often more difficult to thrust information on
them; even staff who themselves had instigated research. The need for compiling
records of each patient's moment by moment behaviour was explained though staff
were not told in advance which patient was the subject of the day. The staff
were told fhat the researcher's particular interest was the unfolding and recor-
ding of patterns of behaviour associated with failure and under-achievemént.

The staff, working to their fullest capacity, felt unable to offer the care thef
would have liked to give. They were aware there was.failure and underachievement
but saw this as a result of lack of resources and failings in the patients them-
selves. They welcomed research into amputee treatment. The staff generally
felt their best endeavours to be frustrated by powers beyond their control and

saw research intervention as a slim chance of promoting change.

Footnote, It was felt that this research benefitted considerably from being
without profit or professional interest. Neither was it pursued in haste.
Eventually lack of funds curtailed data collection but this provided a much

needed cut-off point and drew the research together.
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Chapter Five

Description of the Method for
the Study of Rehabilitation

Practice
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Introduction

In this chapter the sample used for data collection is described. The method
and its application‘are also described and there is discussion on problems of
data analysis. As with chapter four, the purpose of preSenting this material
is to set out the paraﬁeters and limitations of the method so that the status

of the data is not in doubt.

A, The Sample

1. Description of the Centres and Staff

One walking training class was used for the development of the method. This
will be referred to as Centre A. Data was then collected using that method at
two other centres, which become Centres B and C. The results were appraised
at two further centres, D and E. The author has experience of some twenty cen-
tres variously undertaking limb surgery, prosthetic manufacture and fitting,

physical and occupationél therapy. These provide background knowledges

The main _characteristics of Centres A, B, C, D and E are shown in fig. 1. The
choice of these centres has been discussed in chapter four. Centre A was inter-
mittently. observed for a period of one year, Centres B and C for three months

and four months respectively and Centres D and E for two weeks each,

The walking training centres were staffed by Remedial Gymnasts and Physiother-
apists and the two are represented in equal numbers. Fig. 1 shows the propor-
tion of therapists to non-therapy staff. The departments included both the
newly built and the long established, the most prestigeous and the less well

known. There were classes with many patients and classes with few.

2. The Patients

During the course of this investigation over 150 patients were observed.
Following preliminary observations the patient sample was to be all those present

when records began at centres B and C. The choice of centres was.purposive and



Fig. 1. Data collection centres, staff and patients
deécription Centre A Centre B Centre C Centre D Centre E
place general hosp, A.L.A.C. general hosp. A.L.A.C, general hosp.
(esp. geriatrics) (esp. geriatrics) (acce & emerg.)
city industry/ large industry/ heavy industry/
agriculture industrial agriculture industry agriculture
walking class = school = class = school = lessbn -
training separate room amputees only separate room amputees only individually in
in larger dept. - in larger dept. mixed gym
facilities crowded and spacious and fair excellent good
poor good '
attendance 1 hour full day 1 hour half day l%bhours
pattern (3 x weekly) (5 x weekly) (2 x weekly) (1 to 3 x weekly) (2 or 3 x weekly)
patients 23 29t 20t 30 8
surgery (at - 86% 22% adje hospe 90% 93% adj. hosp. 100%

above centre)
limb fitting
(at above)

staff

0%

2 therapists

2 students

2 aides

1 porter & clerk

100%

2 therapists
1 student

1 orderly
porters

0%

2 therapists
students

2 aides

2 volunteers

1 porter & clerk

100%

2 therapists
1 orderly

1 porter
volunteers
clerks

0%

3 therapists

"1 student

porters
clerks
volunteers

l: At Centre B 9 patients are the subject of ethological and case history study and a further 20 patients are included

in diary notes, se history investigation of 10 patients and a further 10

At Centre C there was ethological and ca

are included in diary notes,

°Tht
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the choice of patients within those centres was to be all the patients on the
books at the centres during the time of the study (refer chapter four). in
practice the patients! haphazard attendance caused the sample to be chosen
from those with regular and early.attendance. There were 9 such patients a#
centre B when records began and 10 at centre C. These lé patients became the
subjects of data collection. Lists were compiled with the therapist before
data collection started. At centre B this became a sample of the full staff
register - omitting only those patients who were imminently to be discharged -~
»because the register was made up only of those likely to attend. At centre C
it became a sample of less than half thé full register (10:23) because the
staff register included very sick and rehospitalised patients, those whose
treatment was postponed awaiting altered or new limbs and those who attended
occasionally for 'topping up' exercises; those who for one reason or another
were unlikely to attend. In some instances patients from these two original
lists became absent during the period of data collection but joined the group
before the period ended and so it was eventually possible to observe each pat-
ient from the original lists. Patients were taken as far as poséible in alpha-
betical order but frequent late arrival resulted in the second or third name

from the list being taken.

We shall see in chapter éight that this small sample corresponded closely to
national figures: there being a high proportion of vascular patients over sixty
years, of men with unilateral amputation. Though close to national averages

it does not include either ends of the spectrum. Younger and fitter patients
passing more quickly through the walking training regimes were under-represented.
The youngest patient was 48 years. For example a patient'of 32 years was allow-
ed to attend on an irregular basis and use facilities in anéther room. If his
attendance patterns had been those of ‘the older ampuiee he might have been
included in the data. On the other hand the oldest patient was 77 years and no

patients of 80 and 90 years were included. A few such patients on the register
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at centre C were too ill or rehospitalised and could not attend. Hence the 19
patients represented the more fit and able of elderly‘patients and also those
with slightly less prosthetic problems. By chance all 19 had standard below
or above knee amputations resulting from major causes, i.e. vascular disease

or trauma.

In a purely investigative study a 'full registér' of an amputee population
could have been used and the patients sought out in their homes, day centres,
hospitals and so forth. This is suggested as a basis for further research into
the lives of amputees. In this study the case histories are those of the 19
patients who had been ethological subjects. This is because they were more
familiar to the author and more readily available. So, investigative data was
also biased towards the more fit elderly patients, those who were able to

receive proétheses and attend walking training on a regular basis.

At centres B and C further patients were included in the diary notes. At
centres A, D and E observations included patients from 13 to 92 years whose

cause and site of amputation was more diverse,

Choosing patients who attended regularly caused the ethological data to be as
much as 75% more 'full! than if the patient sample had adhered strictly to the
class register and alphébetical order of surnames. If these changes had not
been made the data would,show the degree to which treatments are fragmented
and disrupted but there would not be a record of the sort of session that is
seen as normal and desirable. So the sample is adjusted in the interests of
relevance. Through this study one firstly seeks to know what the patient's
experience is when present at full and prescribed treatment before one could

usefully study the effects of absenteeism,
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B. The Method

1. The quantitive data, the ethogram

The choice of ethological observation has been discussed in chapter four to-
gether with discussion on the basic design of the ethogram. Here we look in

detail at the way data was collected.

The observer, taking the patients in alphabetical order of surnames - as far

as was possible (refer chapter four) - recorded all that occurred to and around
a single patient through a single walking training session from their arrival
at the door of the department to their departure. This record was made twice .
for each patient on two separate days, giving 38 completed ethograms. The

results are the subject of chapter seven.

Within the 28 category framework (which is given again here, refer fig. 2)

the record was made by ‘the brief symbol 'o'. As each act occurred an 'o' was

entered in the appropriate space. However, two refinements were found useful.
The first indicated patient to patient interaction, using the symbol 5!, and

patient to observer interaction, using the symbol '6'. As will be shown below
the subdivisions of the categories into columns indicated who carried out each
activity but the addition of further columns was found unwieldy hence patient

to patient and patient to observer activity was noted by symbols. The second

refinement indicated the communicative style used by the staff when there were
extended or intensive verbal exchangeé. Four symbols (refer fig. 3) indicate

praise, negotiation, command and reprimand. The symbols are tabulated in fig. 3.

The scale was not difficult to apply because the symbol 'o! was used far more
often than all the others added together, as for example when patients acted

a}one. When communicative style was.in doubt the symbol 'o' was used because
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Fig. 3o The symbols with which the ethological record was compiled.

description symbol

a single activity occurs = : o

a; absence of obvious interpersonal attitudes

b) brief and non-committal verbal and non=-verbal
communication

activity - patient to patient 5

activity - patient to observer | 6

communicative style (staff) praise v
negotiation n
command c
reprimand X

by the definitions used here the alternatives should be readily apparent.

The author's preference had been to use symbols in a way which distinguished
activities accompanied by vérbal communication from‘those not accompanied by
verbal communication but this was not found to be suitable. There were atti-
tudes expressed verbally that it was impossible to ignore and which were Quite
distinct from brief and non-committal use of language, verbal and non-verbal.
The symbols which were eventually agreed upon represent therefore the patterns
of behaviour as they were found to occur. Each activity was represented by a

single symbol., If the activity changed in style a second symbol was used.

Each of the twenty-eight categories were divided into columns and the symbols
entered into these columns. The columns firstly deﬁote whether events were
part of the deliberate teaching and learning programme or were non-taught er
unplanned. Refer fig. 4. They secondly denote who initiated and carried out

(or we may say controlled) the activity, staff or patient. Refer fig. 5.
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Fig. 4, The categories divided by taught and non-taught activities,

one category

walking

non taught : *taught

activity is unplanned or merely activity is part of a teaching
entailed in attending the class, or learning programme, €.ge
e.gs patient walks to the toilet, patient exercises with new

therapist walks to hang up limb, therapist teaches patient
patients coat. : to walk,

Fig. 5. The categories divided by staff and patient control of activities.,

non-taught columns of one category

walking

1121314112

l, patient initiates and carries
out activity alone

\ 4

2. patient initiates and takes the
leading role but staff are ditto
present and assisting

v

3. staff initiates and leads but

patient is present and taking
part

v

4. staff initiates and carries out

activity alone ditto

v

To give examples based on the category of walking (illustrated in fig. 6),
if a patient stood up alone to exercise between the parallel bars the symbol
'o! would be entered in column 1 in the therapy or taught side of the category

of 'walking'. If the therapist had first commanded the patient to get on his
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feet and then the patient walked and the therapist departed, the symbol 'c!

is entered in the taught column 3 and then a symbol '6' in the taught column
1, The activity was one of walking and also of walking exercise so the cate-
gory and the right hand or taught side of the walking category is determined.

Into this the symbols are entered depending upon who is doing what and how

they are doing it, in this case the patient was exercising alone and the thera-
pist!s tone was commanding. The same symbols and entries but on the left hand
or non-taught side would denote that the patient had walked alone for example
to the toilet or the therapist had commanded the patient to walk to the open
doorway to smoke then left the patient fo do so. If the patient at the door-
way chatted to another patient about staff reaction to his smoking the symbol
15t would be entered in column 2 on the 'chat' side of the conversation cate-
gory (presuming the other patient has replied). If the first patient had
initiated instead a serious conversation about how smoking might have been a
factor in the loss of his limb, then the symbol '5' would be entered in column

2 of the conversation category on the 'serious conversation' side.

Finally, a single additional column to the far right of each category was

found to be necessary in order to add certain comments. This was in response

to a felt need to record incidents of exceptional practice which made special
impact on the observer,.incidents which had special bearing on rehabilitation
proper, e.g. the therapist related an activity specifically to the patients
domestic circumstances or the therapist insisted on procedure despite protes-
tations that home or personal circumstances were different. The results of

these comments are interpreted separately from the other ethological data because
of their more discretionary nature (refer chapter se&en). The symbols are

tabulated in fig. 7.
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Fig. 7. Recording Incidents of Special Relevance to Rehabilitation Proper.

Symbol description
H (Home) activity linked to patient's domestic circumstances
M (Mobility) mobility criteria supercede domestic criteria
v Helpful to rehabilitation proper
X Unhelpful to rehabilitation proper

This, together with brief biographical notes as to which patient and which day
the record refers, is the complete ethogram and recording technique. Initially
it may seem complex but because of the routinisation of the observed behaviour )
and because only one patient was observed each session, the various facets

were easily handled. The categories were global and in each completed ethogram
there were many categories with a low or nil score, though these were in them-
selves significant. The extent to which one activity can be interwoven with
another was very limited. A patient cannot simultaneously be taking off his
coat, drinking.tea, walking, having his stump bandaged, and so on. Attendance
involved regular patterns. Behaviour became predictable. Brief symbols told
the story of whole events. Entries from one category to the next tend to be
evenly spaced, sometimes with lengthy gaps while patient and observer rest.

The observer's main concern became entering the most appropriate symbol in the

most appropriate column, the categories being easily determined and. the timing

usually fairly steady.

Examples of completed ethograms are enclosed. Refer fig. 8 and 9. The first,
taken from Centre B, records patient L who attended for half a day but because
of prosthetic problems was only able to carry out a little walking exercise.
There was good negotiation about these problems as indicated by the frequent
use of the symbol 'nf in the category 'prosthesis'. But the patient's incap-

acity caused the staff to undertake many minor acts on his behalf; note frequent
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use of column 4 in such categories as coat, cup, furniture and non-therapy
walking. The patient discussed walking aids, refreshﬁents and his prosthetic
problems with other patients - symbol '5' - and at one point the observer had
a lengthy chat to the patient to allay resentment in this easily irritated

subject - symbol '6' - category ‘conversation'.

The second ethogram may be similafly 'read'. Patient V undertook much more

walking training and staff initiative was a feature.

It is worth stressing to the reader the usually steady timing of events and

the global nature of the :ecofd. An activity may continue for five minutes

but unless its nature changes a single symbol is sufficient. Occasionally
rapid succession of events was confusing. Here the observer relied on the con-
ventions determined in advance. When the symbol was in doubt an 'o' was used.
When the column was in doubt a central column 2 or 3 was used. Decisions affec-
ting the taught or non-taught nature of an activity veered towards non-taught/
unplanned. When the content of conversation was in doubt, when it could not

be clearly heard or the subject changed rapidly, the symbol was entered in the

miscellaneous or chat category. In general the record was made less exceptional

by these conventions.

Data analysis begins wiﬁh addition and comparison of the scores, by columns,
categories and by groups. Simple quantification makes available for the first
time a record of all the activities and the main elements of those activities
in which patients are involved in a physiotherapy setting. This information

is at present totally lacking (Ward et al 1978) (Partridge 1982(a)) as was

shown in Chapter one.

Accuracy in data collection is especially problematic for the single observer

(Reid 1970). Because of this and because of the global and introductory nature

of this thesis it is felt that the ethogram results should be seen as indicators
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of trends rather than precise measurements of behaviour. This helps to reduce

the effects of errors in recording the data and restricts over-zealous inter-

pretation. The results are the subject of chapter seven.

2o The Investigative Data: The Case Histories

The issues surrounding this aspect of the data have been discussed at some

length in chapter four. Here we look at the format of these histories and the

practical problems of compiling and interpreting them.

Using every available and relevant source of information biographical data was

compiled on each of the 19 patients. Taking the example of patient J at centre-

B (refer fig. 10 overleaf) we can examine the sources of this material.

In this instance sources of information were as follows. The patient was a

poor source of information. Though friendly, content and willing to talk he

was vague and unintelligent. Documents, checked against other sources, provided
the chronological framework of events and information on disease process.
Personal and social information was corroborated by an occupational therapist

who had come to know this patient well and taken a special interest in him.l

Amputation and prosthetic information was corroborated by the physiotherapist

who had seen the patient daily for six months. A social worker discussed attem-

pts to find suitable accommodation and events that had taken place when visiting

with the patient. Spending three months at the centre there were many oppor-

tunities to speak to staff but lunch time conversations with each of these were

especially helpful. No information was sought where it was not freely forth-

coming and biographical outlines such as that presented in fig. 10 were put

13 It was rarely possible to get full or accurate information from physio-
therapists about patients personal, domestic, social, recreational or vocational

activities because physiotherapists tended not to have this knowledge of their
patients.
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Fig. 103 Biographical information on patient J, centre B,

personal /social

ward

amputation

prosthesis

physiotherapy

occupational
therapy

prognosis

. employment - casual labour. bed-sit prior to admission,

name Jo. age 55 years. sex male. marital status = single.

now homeless. no visitors but friendly to other patient.
low intelligence but coherent and can read.

in-patient. acute surgery ward. hospitalised 7 months
(to date) awaiting accommodation.

cause p.v.do, intermittent claudication R calf., 14 Jan
R above knee amputation, single procedure. post-op retention
of urine requiring suprapubic catheterisation. stump infec-
tion 3 to 4 weeks. increased weight in hospital, approx.

30 lbs.

pneuratic limb (PPAMA) 14 Feb to 12 March,pylon ordered

22 Feb delivered 12 March. May, refit socket due to
increased weight, 2 weeks. pt. has a wheelchair and walks -
with 2 sticks,.

daily a.m. and p.m. since 14 Feb to date (August) except
during refit of socket. pt. has completed and is competent
in all walking training routines,

bathroom and kitchen assessment. Outdoor mobility training.
recreational outings,

physio: uncertain pt. will cope even in a hostel.

o.t: pt. is institutionalised and will do well when dis-
charged. ‘

social worker: no immediate prospect of accommodation.
patient: sees no problems.

other: no referral to DRO. no decision on cosmetic limb.

together almost exclusively by observing and listening. Documents were offered

by staff, visits to other departments were suggested by staff and so on.

Though the process of collecting the case history data began by following where

others led it gradually changed its style as specific issues on each patient

came to light and were pursued. At this point the business of pursuing these

issues gradually merges into the business of interpreting them. In the case

of patient J the observer noted during investigations in the walking training

départment that on some days this patient undertook far less walking exercise

compared to other able patients and that the physiothérapist and occupational

therapist complained that their efforts were not supported by the ward staff,
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The first move made by the observer in following up this information was to
change her route home thereby being able to see the pétient sitting each.after-
noon on the ward balcony in a wheelchair, in pyjamas and without his limb.
Many such clues suggested that the ward routines should be investigated and

issues such as motivation and institutionalisation considered in the light of

this patient's actions. Formal and informal visits were made to the ward.

Methods of transporting patients around the hospital were then found to be

relevant and the work of porters was observed in more detail. A chance con=-

versation with a talkative porter revealed that patient J was apt to truant -
confirmed by senior though more reticent members of staff. In such a way the
case history data was compiled. From many sources it was possible to judge

the effects of hospitalisation on patient J and the consequences for his rehab-

ilitation. .

The results of the case history data are the subject of chapter eight.

3, The Diary Notes

The role of the diary notes was to assist interpretation of both the ethological

and case history material. The form which these notes took is given in fig. 11.

The discussion which follows looks at the way in which they were compiled and
how they were used to interpret the data.

Fig. 11 describes an actual walking training session. It began at 9 a.m. and

finished at noon. It shows one therapist assisted by porters working with

eight patients. The patients are at different stages of training, five are

out~-patients and three are in-patients.

These notes were made in the same way as the ethological data, that is, by
sitting in a walking training room making notes with pen and paper, but they
were made in longhand against the time of the events and described the session

as a whole and not the activities of one patient. Columns at the right hand
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Fig., 11: Diary notes of a single walking training session,

9.00 (senior therapist) dealing with paperwork in
a.m, the office (post, files), comments on the large
amount of office work and the little time

.05 | available to do it. '

assistant absent today (health). observer in
«10 | corridor, later in w.t. room.

.15 atient(2) arrives wearing Ak pylon. ©)
(f)is pushed in a wh.chair from the amb, and

left in the centre of the empty w.t. room.
020 | Hel does not remove his coat or move the wh.
chair which has no means of propulsion by the
occupant.

25

9,30 patient(:)arrives, likewise pushed in a wh. C@
chair from the ambulance by the amb. staff
and left in the centre of the room.

35 GDis wearing a limb which he has had for some
months., 2 and 3 sit and wait and talk
briefly,

+40 | [I] enters (therapist)and quickly does a number
of minor acts for pt. 2 i.e. helps pt. with
coat, hangs it up, pushes him to parallel
«45 | bars, fetches chair, returns wh. chair. 1 I
telephones then pushes 3 to fitting room.
Ward-patients@and arrived pushed in wh, @ @
.50 | chairs by porters., remains in wh.chair (5) ’
gets up and walks to a chair,
1 returns pt. 3, walking, (wearing new cosmetic
«55 | 1limb) and 4 and 5 commence walking training
immediately therapist enters,

l

10,00 | 1 with pt. 2 a) adjusts limb b) asks if pte

a.m. | has walked at home c¢) walking training
instruction - clear and slow. d) negotiates

.05 the question of pt, giving up prosthetic

mobility due to pain and poor progress. Pt. ‘

shows no distress, calmly considers but is

undecided,

.10 arrives in wh.chair carrying limb. 1 ®

examines tender stump before allowing(:)to

put limb on and walk in parallel bars, _

«15| 1 careful walking instructions to 2 l

1 to kitchen to prepare coffee,

l: Patients are referred throughout as 'he! and therapists and aides as 'she'.
This is for reasons of convenience and anonymity. Most patient were men and
most of the therapists were women. :
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10.20

025

10.30

040

«45

050

«55

11.00
a.m.

005

.10

.15

«20

.25

11,30

«40

With new cosmetic limb 3 walks in parallel
bars, teaching himself to hold one rail only.
53 complains to patients and later to 1 that
limb is too heavy - little response. 1 dise
courages use of one hand, can result in uneven
gait - negative reaction to pt. initiative.
Full instruction to 3 on use of two sticks,

1 has informative and sympathetic discussion
with pt. 2.

1 brings in the tray and hands out coffee.
patient 7 arrives - lst day - pt. has no limb
and is pushed in a whechair. Limb in store.
Room quiet. Conversations brief,

Therapist engaged in returning wh.chairs to
reception, hangs up coat for 7, takes 2 to
toilet in wh. chair to change catheter bag,
ignores telephone, makes tea for late arrival,
collects empty cups, asks each pt., re. lunch
arrangements and telephones canteen.

8 arrives, in-patient pushed in wh.chair by
nurse, pt. has been an amputee for 38 yrs.

A confused elderly man wearing ill-fitting
pyjamas and slippers,

pt. 9 arrives and 1 takes wh. chair, hangs
coat and so forth., Therapist wipes spilled
tea. 1 pushes 8 to parallel bars but pt. is
strapped into wh.chair and tried repeatedly to
walk but fails to do so. Therapist too busy
to unstrap pt, or to stay with him while he
walks.

pts. discussing phantoms and pain, stairs,
prostheses, and new pt. 7, who has waited for
half and hour, asks “"what are you supposed to
do here?" and "how long do they allow you?".
Pt. ans., information correct but disappoints
Te 1 pushes 7 to fitting room. New limb too
tight. 1 bandages stump hoping size will
reduce and puts limb on.

Adnministrator to see therapist.

Room is quieter than on other days as most
pt. to pt. conversations are 1:1. Topics are
walking amputation prostheses, etc,

Porters enter. In-patients 4 and 5 walk

to wh.chairs and sit. Without speaking, porters
push them out of the roome Pt. 4 and 5 have
attended for 1 hr and 35 mins. and each has
walked 8 times. Neither spoke to the therapist.
7 propels himself from the fitting room but
as administrator leaves therapist takes over
and pushes 7 to parallel bars. 1st walk =
left alone, hampered by 9 in same bars, 1
unstraps 8, lengthy explanation and helps him
to walk.
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Fig., 11l. continued.

11.45 9 left parallel bars so 7 could walk but 9 | l l
is called back by 1 so 7 sits again. 1 l |
asgists 2 to stand, unsuccessful. .
«50| 6 asks 1 to re-examine stump. Does so. 1
brings in patients files and discusses
attendance with each. 2 decides to continue
55| wete 1 tells 7 to cancel day centre and
attend w.t. 7 agrees "yes we've got to get
on, no messing around with this game. I'll
12.00| tell the amb. men to get a move on". 7T was
noon|{ 13 hrs late. 8-confused operation of knee
mechanism, 7 objects to long lunch break
«05| (1% hrs). He wants a sandwich and then to
"get on'". ,
«05| Therapist pushes 8 back to ward, 8
fetches wh.chair for 3 and pushes him to
10| fitting room and checks stump, then office
work. 2 asks observer to fetch money and
tablets. Porter puts each pt. in wh.chair
.15| for lunch break, takes each to toilet,
brings lunches, collects money, passes
cigarettes and so forth,

side, one for each patient, were entered with a line denoting the time patients
were engaged in walking activities, the line stopping and starting against

the times patients sat or stood. ‘Names are abbreviated here to numbers to pro-
tect anonymity and encircled for clarity. So an informal description of a
walking training class was built up. These diary notes were repeated over a
two week period after the ethograms were completed and the situation was fairly
familiar to the observer. Some of the patients recorded previously had left
the setting and new ones had taken their place. This was unavoidable but the

overall situation remained the same,

The layout was that of other ethological check 1ists'(Hutt and Hutt 1970) but
the descriptions do not profess to be wholely in keeping with their impartial
style. The entries tended towards what has been termed én ecological approach
(Hutt and Hutt 1970), though they fell far short of the inferential, novelese

style advocated by, for example, Wright (1967) for his studies into children's



1630

behaviour which attributed motives and colourful descriptions to every act.
While describing the daily organisation and order of events in the walkiﬁg
training sessions - the bland facts of what could be seen and heard in the

room as a whole - something of the observer's impressions were included. Also
the process of recording the main events was necessaril& one of recording what
the observer saw to be those main events. So inferences were included at two
levels, overtly through the descriptive comments and inevitably through the
selection of events. This was allowed on this limited scale for the following
reasons. Long sequences of events with their precedents and antecedants could
be described; behaviours which are snipped into their constituent parts in the’
ethograms could be described in full by this method. This produced data which
is more in keeping with our ordinary understanding of human behaviour - goal-
directed, sequential and multifacetted - which is not to be ignored in a study
of human beings. Diary notes can record the tenor of behaviour through the use
of adjectives, e.g. abfupt, cheerful, slowly, which provide a richer insight
into the situation, though their use was not prolific. These notes also provided
an opportunity for the observer to experience the research setting from another
viewpoint,‘to record incidents spécifically related to those areas of concern
which provided the initial impetus for this study; to note sequences of events
relating to the amputees! self-image or the socio-economic goals of rehabili-
tation. These notes serve as a reminder of original questions to be refuted

or verified by the statistical evidence.

During data analysis these features were brought to bear. Fig. 1l illustrates
the way in which a description of the session as a whole and long sequences of
events are made available. The examples below show how these notes support

the main data and assist interpretation.

1; In chapter eight results are given on attendance patterns. These are taken
from the observer's and departmental records. The diary notes provide further

evidence supporting the claim that patients arrive late. During this three
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hour class which commenced at 9 a.m. we can see from fig. 11 that patients
arrived from 9.15 a.n. at intervals until 10.55 a.m. We can also see the
effects of this on the session as a whole, e.g. the way haphazard arrivals

disrupt walking training, and so forth.

2. From the ethological data a quantitative account of.walking training is
given in chapter seven. It is important to be able to relate this to its human
dimensions and this the diary notes do. For instance it is‘stated in chapter
seven that staff undertook a fifth of all activities on their patients! behalf.
The diary notes enable us to see when and where‘and how this occurs, for
example, note the éequencé of events on each patient's arrival. Also in chapter
seven it is stated that only a small proportion of each session comprises

actual walking training but diary notes enable qualification and expansion of
such statements, showing that some patients may walk for as much as a half of
the time they spend in the walking training room, e.g. patient 3, and showing

the points at which walking opportunity is lost.

3+ The case history material given in chapter eight has many sources. From
these sources problematic issues‘arose. Frequently the diary information

related to these issues and helped to resolve their interpretation when they
captured moments at which a relevant activity took place or showed a sequence

of relevant events.

Conclusion

In this chapter the method for data collection has been given. It comprises
of an ethogram, case history records and diary notes. Descriptions of each
allow the reader to judge the results which now follow., They can also be used

as a basis for further para-medical research. ’
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Introduction

The process of devising the method establishes certain results. These ére the
subject'of this chapter which links the method and its conclusions in a way

that is not seen in experimental science.

The status of science is undergding éhange. éhe grip of positivism in the
natural and social sciences is receding, but, in this iargely Oxford debate,
the way ahead for the social sciences is unresolved. On the one hand it is
argued (e.g. Ryan, 1970), that there are differences in the nature of causality
between physical and sociai properties which keep the sciences apart.- Alter=-
nately it is argued (Harre and Secord, 1972) that there are similarities in
‘the fields of models, powers and natures which bring the natural and social
science methods together. The experiméntal approach still commands the general
and public view of science but it has long been superseded in both branches of

scientific préctice by the exploratory and phenomenological.

In experimental science the devising of a method is, theoretically, physically
removed from the pilot study which tests the method and from data collection
which tests the hypothesis. Both Ryan and Harre and Secord doubt that this

was ever truly the cése but this is ostensibly what is taking placg. Explora=-
tory science moves away from these clear distinctions, acknowledging the scien-
tist's ideas and speculafions which link each phase. In this study the ontology -
and epistemology are inextricably linked. This is the case in both investi-
gative and ethological research. Development of the method, its testing and
application, and to some extent its results are physically merged in the lengthy
procedﬁre of devising the ethogram.: Beginning at a pre-hypothesis stage, it
becomes a long process of modifying ideas and methodss: a process rather like
that of painting in oils where one constanfiy corrects and adds to one's

first daubs on the canvas. It is both a technique and eventually an illus-

tration. What sort of picture emerges?
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A. The Ethogram

Observation continued at centre A until the best format for data collection

was estaﬁlished. There were 20 pilot versions of the ethogram before it took
its final shape. Not only were ideas modified, sometimes long e#posure to the
setting diminished its impact. This was off-set by review of earlier material

and the incorporation of early themes into the later forms.

l. Gross Activity

Formulating 28 categories in itself becomes one of the results of this thesis,

-

It established the gross activity. Refer fig. 1.

These categories were not absolute and different observers would categorise
the setting differgntly as has been discussed. In the author's experience
this framework represented the most useful breakdown of behaviour from the point
of view of testing for the activities of rehabilitation in amputee walking

training classes.

From fig. 1 we find that walking training classes included a great many acte
ivities other than walking training and physical therapy. There were in addition

an equal number of categories for minor, routine and incidental activities which

came to the fore more than had been anticipated. Understanding these is

important to understanding the daily life of an institution.

2. Taught and Non-Taught Activity

A second result was established. Each activity may be taught and part of a

planned programme of events or it may be an untaught or unplanned activity,

occurring merely as a necessary entailment to the business of the patients!
being present at such a session. The unplanned activity, like the minor and
routine activity, was observed to be of no mean order, thus each of the 28
categories was divided (left and right on the chart) so that the unplanned

aspects of each activity could be recorded. The criteria of choosing between
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Fig. 1. The gross activity of the walking training environment of the lower
limb amputee.
Personal Comfort: Settling In.

l, amb. to dept. The journey from the ambulance or ward to the walking
training room, and return. ‘ :

2. coate Activities concerning outdoor clothes, e.g. putting on and taking
off coats, hats, etc., and hanging them upe.

3+ dressing. All the activities concerning clothes; dressing and undressing,
fetching and carrying clothes.

4. tea. Activities involved in providing and consuming refreshments such as
tea, coffee, biscuits and lunch. (This excludes actual preparation of food
and drink but includes all fetching and carrying activities.)

5. return cup., Returning empty and used cups and plates, etce. (Here-again
the cut-off point is the patient's immediate environment).

6. toilet. Activities concerning using the toilet and washing.

7. adl (in dept.) Miscellaneous minor acts of daily living carried out in
. the department, e.g. smoking, reading, delving into handbags, etc.

Rehabilitation Proper ~ domestic, social, recreational and economic,

8, home. Activities of the patients' daily domestic life, as conversation
or events in the department.

9. neighbourhood. Activities of the patients' out-of-doors, community or
social 1life brought into events in the department.

10, recreation. The patients' own hobbies, games, sports, passtimes.

11. work. The patients' work or economic affairs, e.g. pension, benefits, job,
as brought into events in the department.

Amputee

12, cosmesis. Presentation of the self and limb.

13, prosthesis. All the activities concerning the prosthesis, e.g. putting
it on and taking it off, discussion, portage, adjustment, etc.

14. stump. All the activities concerning the stump.

Walking Training Routines

15, furniture. All the activities concerning furniture and equipment used by
patients. Wheelchairs as furniture are included here.

16, walking aids. All the activities concerning the patients' walking aids,
e.g. sticks, crutches, tripods.
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Fig, 1. (cont'd).

17.
18.

19.

200

21.

22,

23.
24.
25.

26.

27.

28.

sit down. The act of sitting down.
stand up. The act of standing up.

walking. All the activities concerning moving around the walking training
room. This includes all forms of walking by and for the patient. Wheel=-
chair mobility is included here, -

standing. Standing, balance and posture.

conversation. 1 chat, exchange of pleasantries.

2 knowledge seeking or serious conversation. (This category records
those conversations not recorded elsewhere as part of other gross
activity.)

falling. The act of stumbling or falling or getting up after a féll.

transfers. The activity of the patients'! transferring from wheelchair
to chair, chair to bed and so forth.

upper body exercise. All activities concerning upper body and chest
exercises,

lower body exercise. All activities concerning lower body and stump
exercises.s

stairs. The act of ascending and descending steps and stairs.

uneven surfaces. Walking on uneven surfaces, e.g. carpets and rough
ground, around obstacles and on slopes.

walk out dept. Walking that extends beyond the bounds of the“pres-
cribed walking training area, e.g. corridors, out-of-doors.
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the two was based upon whether there was implicit assumption that the act was
either part of the behaviour repertoire that an adult is expected to have or Q‘
taught as'a skill they were not expected to have. The lay man and even the E
doctor prescribing physiotherapy assumes one attends such sessions a) to be
taught and b) to bevtaught certain locomotor sk@lls. Though understood to
exist, incidental and unplanned activity carries no weight in such a view, only
the possibility of being badly taught or receiving the wrong treatment. Whereas
the ethogram established that both incidental activity and unplanned or non-

taught activity are major factors. The large proportions of each and their

-

effects are dealt with in the chapters which follow.

3, Staff and Patient Control of Activity

Each planned or unplanned aspect of the gross activity had to be further sub- ;
divided to show who carried out or controlled the activity. In early versions |
of the ethograms the author tested the use of two, three, four and five éub-

divisions. The author's preference from the point of view of manageability was ‘j:j
to have three subdivisions of each planned or unplanned act, but this did not §
accurately reflect patienf/staff interaction. So four subdivisions were used. 'ﬁf
The first recorded the patient acting alone. Two central subdivisions recorded “
staff and patients together, one denoting that staff led or controlled the act,
the other denoting that the patient led. A fourth subdivision recorded the
merber of staff acting alone for the patient. A minor conclusion was established.

Where staff and patient interacted or were together, one led and the other MR

followed.

The fact that a fourth subdivision exists at all may be another new facet of

physiotherapy practice which is established at this point. For scores in column

4 denoted that a member of staff initiated and carried out the activity alone
without opportunity for the patient to take part. The ethograms did not record Li

the staff workload but the experiences of the patients. Hence scores in column
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4 did not denote administrative or other staff activities but referred to
activities happening to and around patients and directly for them yet done by
staff. It may therefore be surprising that every category caters for the
possibility of recording behaviour of this type in a setting dedicated to rehab-
ilitation or independence training. Results on‘this are given in chapter seven

and reflect a high proportion of this type of activity.

4, Communicative Style

In addition to the most commonly used symbol 'o! which denoted that an activity
carried no obvious overtone, there was felt to be a need to collect information
on interpersonal attitudes and communicative style. It was hoped that the
results would give statistical support to observations on teaching styles which
were emerging as an important theme. This they did to a modest degree. Also,
in line with Goffman's characteristics of institutions, overt incentives needed
to be recorded (Goffman, 1961). There was a need to separate interaction with
other patients and with the observer; The content of patient to patient act-

ivity was observed to be significant at this stage.

5. Absenteeism

Whilst attempting to observe patients in rotation, by using the alphabetical

order of their surnames, absenteeism and late arrival was found to be surprisingly
high. A decision was made to adhere less strictly to alphabetical order and

to record full treatment sessions at centres B and C. A record of attendance

and absenteeism is given in chapter eight. At centre A haphazard attendance
emerged as an important feature, and there were many blank and barely scored

ethograms, discussion on which is taken up later in this chapter.

6. Rehabilitation Proper

During the development of the method scoring rarely resulted in the recording

of the activities of rehabilitation proper. This was so surprising - even in
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view of what is known from the literature of the unsound thinking on rehabili-
tation - that the observer examined the setting more closely in an effort to
find such activity. Activities relevant to cosmetic acceptability of patient
and limb were similarly not observed. As a result a greater incidence of rehab-
ilitation proper was uncovered when specifically searched for but a more careful

eye on cosmesis did not increase scores here.

B. Investigative Data

l. The case history material

-

This investigation might have looked at the activities of physiotherapy classes
to the exclusion of case histories. What emerged at centre A was the need to
collate such histories. This was a rich and untapped source of new material.

It was an especially relevant form of enquiry in a study of people. It helped

to fill out and to understand the ethological data. And it presented new avenues
on the mechanisms of success and failure in rehabilitation. The information

would fill gaps in the literature and present new topics for research.

In particular the case history view showed something of the magnitude of the
patients' problems and the bleakness of the amputee's estate. It has been
recognised to a'limited degree that prospects for some amputees are not favourable
(Van de Ven, 1973, Welch and Helsby, 1973). What began to be apparent from
observations at centre A was that the rehabilitation of each patient was blocked
in some way. Each appeared to have problems which delayed or curtailed or def-
eated their rehabilitation efforts. Many of the issues were small in themselves
and were overlooked but had important conseqﬁences. Many went untreated because
they were not seen as important to rehabilitation under the present terms in

which - it appears from the literature - it is understood.

At centre A examples of the issues were as follows. Loneliness made one patient

reluctant to progress towards being discharged. Two patients whose marriages
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were intolerable since amputation looked to walking training for comfort and
companionship. One patient was so repulsed by the appearance and touch of the
pneumatic ‘limb a feeling of nausea took precedence over mobility. Excessive
body weight defeated one patient's attempts to .walk and flexion deformity of
both hips defeated énother. One patient could got wear his prosthesis because
of a badly fashioned stump, another bécause of weight loss, a third because of
pain. And so on through a list of personal, domestic, social, psychological,
bureaucratic, clinical and prosthetic problems which left no patient untouched.

Systematic study was imperative.

2. Biographical data: 23 patients at centre A

Twenty-three patients were observed for long periods. For a description of these

see fig. 2. Many more passed through the setting but were not followed closely.

Fig. 2. Biographical data on patients at centre A.

Patients ' Comments
No. of patients ) 23
men to women T33
age range 13 to 92 years % 80% were over 60 years compared
mean age 64 to 73% DHSS 1980.
cause of amputation vascular 83% 3
trauma  13% DHSS 1980 - vascular 88%
cancer 4% ) trauma 7%, cancer 4%
unilateral to bilat. 17:6 26% bilats 10.5% DHSS new
- bilat. patients.
above to below knee 14:9 : 61% Ak compares to 59% Ak
DHSS 1980,
ground floor accom, 48% active policy of rehousing
living alone “ 0 35%

outdoor mobility low : difficult to assertain
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Amongst these patients chronic and severe illness was characteristic. Though
many had been rehoused into ground floor accommodation it became apparent that
much of this was unsuitable. There was little outdoor mobility. These patients
relied on neighbours and relatives and social services to fulfill many essential
needs. What was surprising was that most were discharged from walking training
still heavily dependent upon the goodﬁill of others. Therapy was not related

to serious living. It taught abstract skills which were not translated to daily
and domestic need; a point which becomes a major theme of the histories from

centres B and C.

C. Diary notes.

The diary notes helped the descriptive process. They helped in the development
oflthe method and in discussing and interpreting the results. At centre A they
formed the bulk of the material that was accrued. An outline is given here
because it provides an outsider's 'first! impressions which cannot be recaptured.
Also it gives a general description of daily walking training events which later

detail bypasses.

l. The general impression.

As to the class as a whole it was busy and cheerful. The staff liked this work
and were consciehtious and hardworking. The patients were eager to attend.
Working to the walking training programme layed down by Humm 1977, patients
regained mobility in a gradual progression from standing briefly to walking
unaided around the room and out of doors. There were moments of delight and
congratulations as when a patient strode into the room on newly delivered def=-
initive limbs or when a bilateral amputee took his first faltering steps out of
the parallel bars. In a study as critical as this, the patients' occasional
intense pleasﬁre should not be overlooked. A vast amount of NHS money paid for
transport and limbs and treatment that in days gone by would have been out of

the reach of all those present.
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There is little more that can favourably be said. What prompts.such a

conclusion?

"

2. The Staff

It was felt that the supervisory staff, of whom there were two more senior than
the therapist in charge of amputee tréining, dié not give proper support to the
staff. Under the guise of expressing confidence in those they had placed in
charge of patients they absolved themselves from involvement. During the period
of observation they failed to guide or advise or offer their greater experience.
They did not utilise their potential for leadership of the department and so
confirmed rather than redirected its activities. Their knowledge of the needs

of individual patients was sparse, as it appeared was their knowledge of the role
of ancilliary staff. Like heads of departments in all walks of life they were

willingly misled as to how much can be known through the impromptu tour.

To the author it seeﬁed that the life of a therapist is career-structured and
pension-orientated. It is arduous and frustrating and, in a general hospital,
it often revolves around trivia and is subject to numerous social controls.
Similar observations have been made in nursing. Saunders, 1954, depicted nurses
torn between a patient centred role and a managerial role, stating that the
function of the>nurse is not to nurse but to see the patient is nursed. Goffman
too noted the frustrations and dissatisfactions of professional workers in
institutions (Goffman, 1961). The only way out is up. But promotion, prestige
and‘reward depend upon a degree of success in treating patients. The therapist
in charge of the amputee treatment was obstructed in all facets of the treat-
ment she aimed to provide for these patients. There were surgical failures to

provide stumps adequate for prosthetic walkingl and the referral of patients in

l. One new amputee wigh a R Dbelow knee stump had a flexion deformity to the
R knee of 300 to 407, Though the stump was healed and sound the deformity was
an old one and untreatable by physiotherapy. Adequate prosthetic mobility was

unattainable, The therapist recommended above knee amputation and expressed the
view that the below knee procedure had been fruitless.



176.

hopelessly debilitated states.l Liaison with the surgical team depended not

on hospital policy but the approachability of individuals.2 Documents were
inadequately compiled3 and instructions to the therapist were of the briefest
nature.4 There were nursing failures, both by community and hospital-wérd nurses
to provide the corréct stump dressings and to encourage fitness and mobility.5
Ward staff frequently failed to have éatients ready in time for treatment sess-
ions and sent them without essential equipment.6 There were frequent transport
failurés. Also late arrival caused amputee treatments to overlap the thera-
pist's other commitments. Liaison with the Artificial Limb and Applicance Centre
was poor, partly because of distances, partly because of feuds amongst-ALAC
staff. The prostheses were cumbersome and ugly and there were long waits for

7

alterations. Interdepartmental assistance of all types was frequently inade-

1. A 92 year old patient attended walking training for over one year until
prosthetic mobility was abandoned in favour of wheelchair mobility. Thé patient
was weak, heavy, very deaf and a little confused and lived with a daughter who
was willing to care for him. 1In retrospect the therapist's initial judgement
that he was an unsuitable candidate for walking training was correct, but once
having received this patient for training the interest and encouragement of the
surgical and prosthetic staff made it difficult for the therapist to end treat-
ment and appear to fail.

2. Half of the patients at centre A were under the care of surgeon X and half,
surgeon Y. When problems arose, surgeon X was accessible and approachable and
the therapist felt that she could get help here. This was not the case with
surgeon Y.

3, Documents were too narrowly concerned with the disease process and did not
provide social and personal information essential to rehabilitation. For example,
one patient had been widowed only weeks prior to loss of the limb and was worried
about a teenage child left alone at home. Only details of the loss of the limb
were in the patient's case notes.

4. The words 'physio please' in the patients notes, without frequency, duration
or other comment, suggested little knowledge of what was entailed.

5« Stump bandages prescribed to control oedema were removed by nurses when the
wound healed. Sometimes the effect of the bandage was more of a tourniquet than
of an evenly pressured cone. Flexion deformity of knee and hip was not uncommon
and one patient was wrongly nursed with a pillow supporting the stump.

6. One patient arrived for walking training wearing pyjemas and a slipper and
without teeth, spectacles or prosthesis. The aides who received this patient
thought him to be senile and confused and to be a new amputee. Commencing pre-
prosthetic exercises they commented to the author "here's one for your study,
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quate, problematic and time-consuming. That some of it was fair or good is not
to the point if it may break down on a random basis and be seen daily to frus-
trate the work of both therapist and patients. The review of the literature on
nursing and physiotherapy (Ch. 1.) and amputee treatment (Ch. 2.)~anticipated
many of these probléms, e.g. poor stumps, inadequate prescription, etc., but,
as shown here, many more problems weré uncovered that are not dealt with in

the literature.

The staff were further at a disadvantage because they were too busy. Yet the
ratio between therapists and their aides working with patients during actual
walking training was on average one member of staff for every two pati;nts -
varying 1:4 and 2:1. This does not include ancilliary staff. There was not

a shortage of staff. The reasons for the staff being excessively busy appeared
to be organisational. They undertook numerous tasks for patients. (This is
discussed in chapter seven). Patients were too rarely put in a position where
they could initiate their own walking training and other acts. Staff had custody
of many of the patients' limbs and spent a large part of the beginning and end

of each class putting on these limbs and taking them off, storing them until

the next session.

The staff were also hindered by their mode of training. Basic training did not

appear to have equipped its students with the modern educational theory required

6. (cont'd) how do you get one like this going?" Yet the patient had been

an amputee since 1932. He had been hospitalised for chest problems. His pros-
thesis was in the ward office. Without his spectacles he was nearly blind and
did not know where he was or why. After mild recriminations he co-operated

for fear of giving offense.

T. Manufacture, repair and alteration of limbs seemed unduly slow. This was
commonly blamed on private industry. But, in addition, misgivings emerged at
this stage as to the way in which DHSS organisation of ALAC services delayed
the patients! access to facilities.
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to teach the physical skills. There were none of the subtle incentives one

sees between teacher and child in the modern primary school.1 There was little
evidence of planning and structure.2 Communication skills and information
giving were very poor.5 Post-basic training in amputation was minimal aﬁd under-
valued.4 Only the fherapist in charge had read the literature on amputee walk-
ing training (Davis, 1977, Humm, 1977) which she felt had not adequately met

her needs. The staff lacked criteria against which to analyse their workload
and their failures. Thus they expressed their problems in terms of lack of
resources and the patients'! lack of motivation. These themes are taken up in
the following chapters. Generally the poor impression of the professien which

resulted from the review of its literature was not dispelled.

l. The regime was activity-centred and not patient-centred. While education
became child-centred in the 1960s and nursing moved towards being patient-centred
in the 1970s, physiotherapy appeared from observation at centre A not to have
made this move. Although walking training began in the parallel bars in easy
stages, other evidence of individually tailored training, of small but attain-
able goals, or judicious praise and so forth, these were not apparent. Group
activities were favoured and these included patients who were easily able and
bored, and those who were unable and unready who consequently failed. Praise

was a characteristic of the communicative style of some staff and not others

and appeared not to be used psychologically for best effect.

2. For example ball games were used as 'fillers' at the end of sessions. As
he was leaving patient A was commanded to remove his Jjacket and take part in a
rapid game of throwing a large and heavy ball. He was tired, given inadequate
instructions and failed to do well. He left feeling that he had failed. If
upper body exercises were required a planned programme of graded exercise could
have been given or encouragement in a socially useful or self-motivating
recreational skill.

3, One therapist consistently avoided replying to patients' queries. An aide
told a patient that when his leg had been amputated his eyesight would improve.

4. None of the staff had attended post-basic training and none had applied to
do so. The member of staff with previous experience had learned from others
working in the field.
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The work of porters, volunteers and to a large extent students and aides com-
prised of doing things for patients. These staff busied themselves in fetching
and carrying for patients and pushing patients in wheelchairs. The anti-~
rehabilitative effects of this have not previously been analysed and this will
become an important feature of the results and ponclusions. For, though their
work was for the most part cheerfully.and promptly carried out, it was seen

by the observer to operate to the benefit of the department in a way that counter-
acted the rehabilitation of the patients. What became apparent at Centre A was
that the patients' interaction with ancilliary and auxilliary staff could not
be omitted on the grounds that their work was in some sense less to the point
than that of the rehabilitationists. These staff interacted so frequently and
closely with patients they they became a central part of the patients! walking

training experience.

One might reasonably assume that ambulance staff would cosset patients.- Their
job is custodial, the safe transportation of patients. This would seem to make
the work of the rehabilitation therapists all the more difficult; the patients
being carefully helped immediately before and after independence training.
However this was not observed to be the case. The role of the ambulance staff
as observed in performance was not more custodial than that of the therapy staff.
Indeed sometimes the reverse was true and patients who had been encouraged to
be independent by ambulancemen, and who talked to them on equal terms, were
suborned by the therapy staff who took over the initiative, even to the extent
of putting patients who had walked from the ambulance into wheelchairs and
pushing them thé short distance into the walking training room. This was found
to be standard practice at some hospitals, e.g. Centre E. Even where these
wheelchairs for walking patients could be hand operated they were pushed by the

porters and aides, even by tﬁe therapists themselves.

So, at many levels and in many ways the work done by the staff was undermined

by outside influences or it was unhelpful, even detrimental, to the patients!
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interests. Again, it is not to the point that some of their work was helpful
and effective if it can be shown to have major or over-riding weaknesses.
However, investigation of other centres was needed to show whether this was

more generally true, and if so to what extent.

3. The Patients

The patients had a great many needs. ‘They lacked confidence and mobility,
companionship and information. They were unsure of the future, unable to move
freely around their homes, even less able outside their homes. They were often
ill, often worried and often in discomfort or pain. Because of their many needs
they expressed the desire to attend walking training and made efforts towards
attending. This was seen as the route towards becoming whole and useful again.
Indeed, it was the only route these patients were offered. Yet attendance was

haphazsrd, the sessions were not well planned and patients attended for months

even years.,

Their situation has been described as bleak. One may say unpromising or impov=-
erished. Yet walking training was a lively social occasion and there were few
incidents of rancour. In chapter four tactics were described whereby the author
was able to obtain information on patients, not least by being a willing lis-
tener. This revealed an understandable but nevertheless wide gap between the
patients' and the therapist's view of the situation. Patients put on a brave
face to the world and this included the staff world of their rehabilitation
department. Much of the patients' easy affability was a front. Walking train-
ing was a diversion from their problems. Patients and staff chatted on all
subjects and the staff made enquiries on man& aspects of their patients!
domestic circumstances but it seemed to the observer there was a certain super-
ficiality to these conversations. Gott, 1982, found nurse/batient communication
to show the séme superficiality. Each held themselves at a distance and avoided
sensitive topics. The staff/inmate distinction used by Goffman, 1961, was

borne out here. Hence, amongst those described by the staff as 'doing well!
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were those whose marriages were breaking up, patients who reported to the obser-
ver to be too ashamed of their artificial limbs to venture outside their homes
and those, who were lonely or troubled to the point of suicide. The staff lost
many opportunities for information gathering apd information giving wheﬁvreply-
ing to patients! queries. O0ften they gave vague, even incorrect answers even
on prosthetic and health topics. Queétions froﬁ patients were ignored, skirted
or pushed aside in a narrow focus on mobility. Patientsvasked the most sear-
ching Questions of each other and passed on ill-informed comment to each other.

One patient who attended only as a 'social case' spoke to no-one.

The patients did not know what being an amputee involved. Their lack of infor-
mation was asfundamental as not being able to formulate the right questions.
This was not fully appreciated by the author at Centre A and will be discussed

in later chapters. 'Being native! at first blocked the author's view.

The staff used to a significant extent the attitudes and practices Goffman has
delineated as typical of society's treatment of those with low status by virtue
of being disfigured and deformed or 'disabled!’ (Goffmaﬁ, 1963). These attitudes
and practices were given in chapter one. There was no substantial evidence to
the contrary at Centre A though whether this is a feature of amputee classes

more generally remained to be seen. Even allowing that the participants included
teacher and pupil, staff and patients were not on terms of reciprocal mutual
dignity. The patients lacked autonomy and staff of all grades controlled their
actions far in excess of what was necessary.1 Too often patients waited for

cues to begin activity.2 Failure to wait was sanctioned by reprimand and rebuke,

1l: A patient rose from his seat and took one step towards the tea trolley in
order to return his empty cup. His cup was quickly taken from him by a senior
therapist and the patient reprimanded at first for this act then ridiculed in
a joking manner. As the patient was particularly able-bodied this degree of
staff control seemed inappropriate.

23 A system had developed whereby patients waited and took turns with an aide
or therapist to walk even when they were capable of standing up and walking alone.
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sarcasm and ridicule, appeals for safety and general order and so forth.1

The order of the day was dictated by staff. It was not negotiated. There were
blunt approaches, invasions of privacy and patronage. The patients had less-
than-fully-adult status, the examples of which were many. Staff began wifhout
permission to undresé patients and cut short their activities or conversations in
pursuit of staff business. Men and woﬁen were uhdressed in view of all the
others in the room. Staff used pet names and patted and cajoled the patients.
The praise was not excessive but it was often patronising and inappropriate.

Patients were obliged to answer all staff queries but their own were not equally

~ answered by the staff. Activities initiated by the patients were curtailed or

taken over by staff. A particularly depersonalising act was the removal of
limbs by staff sometimes without even the tacit permission of the patient.
Expectations were notably low and the stated aim of treatment was to enable
patients to 'potter about'. Amputee ability to walk and act normally was inter-
preted in the staff world, not as a matter-of-fact consequence of adequafe
prosthetic replacement but along the lines of being superhuman, courageous or

mysterious.

4. The Prostheses.,

Jurisdiction over the prostheses remained with the staff. Although there was
overt encouragement to patients to put on their own limbs and become independent

on these limbs, staff retained the right to touch, adjust or remove these limbs

l: A patient who left the rather small walking training room to continue walking
exercise in a larger adjacent room was reprimanded when he returned on the grounds
that the staff were responsible for him and that he would get them into trouble

if he went missing or had an accident.
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at any point. Indeed patients attended for weeks, even months, before staff
allowed them to take their limbs home and wear them outside the walking training

environment.

We have seen in chapters three and four that it is both logically énd empirically
the duty of the physical therapist to unite patient and limb. Yet as observed

in performance the first act of the therapist was to remove or withhold the limb
from the patient and only gradually to give it back. The patient's first exper-
ience of limb wearing was the pneumatic limb (PPAMA). These limbs always remain
under direct staff cohtrol. They were designed to be applied and removed by staff
and used for brief—periods of walking under direct supervision. This cgntinued
for some weeks until successful delivery of a pylon. A few of these new limbs
were sent into store at the walking training class awaiting an opportunity for

the patient to attend. Most were given to the patient. Some attended wearing the
new limb, some carrying it. Many of these limbs were then withheld by the ﬁalking
training staff. The reason was custodial, i.e. safety. The patient was allowed
the 1limb when he had mastered the rudiments of walking. As patients attended

for what might be only minutes of walking training each week (refer below) this
process sometimes took many months, during which time the limbless’patient we

can only assume adapts to non-prosthetic forms of mobility. He may hop to the
detriment of the contralateral leg or sit in a wheelchair to the detriment of his
general health. Meanwhile a row of well-fashioned and expensive limbs waited

in a rack in the walking school while elsewhere patients waited to walk. Here,

it seemed, were the basic ingredients for the non-use of limbs noted in chapter

two.

From the point at which they were delivered cosmetic or definitive limbs usually
remained in the patients control in the case  of unilateral amputees but were
withheld as above for bilateral amputees, and many patients would not progress

to definitive limbs.
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Like other surprising conclusions from centre A, this aspect needed to be followed
up at other centres. It seemed here that caution and poor planning operated

against the object of providing limbs.

The PPAMA and pylon are both very ugly. One pafient fainted at thé first sight

of a PPAMA being applied to the stump. - This hugé blue bag was an unexpected
compensation for a missing limb. Generally the patients were encouraged by their
ability to take their first steps with the PPAMA but found the limb unwieldy.

They expected things to improve when their pylon was ready. Finding this to be
equally ugly and often as cumbersome they expected improvement when they had a
cosmetic limb. Many did not progress to a cosmetic limb. Some were disappointed
when they did. Only slowly did they adjust to the disappointments and difficulties
of being an amputee. The patients seemed to have no fore-knowledge of the sort

of limbs they could expect to receive or when, or how they would be fitted.

Little information was available at the Limb Centre.

5. Attendance

The general impression was. that walking training attendance was loﬁ and haphazard
and that when patients were present at their classes they did little, confirming
institutional characteristics noted in the literature review; the sense of dead
and heavy hanging time (Goffman 1961) and the lack of urgency. On some days there
were no patienté - and Hence no walking training - due to industrial dispute
affecting the transport services or all the patients individually being unable to
attend. On other days there were patients but no walking training as such
because either the staff, the room or the patients were required for staff
training purposes. It was not unusual for only half of the expected numbers to
attend or for half of the patients to be more than half of the session late in
arriving. The attendance register listed fufther numbers of patients who had not

attended for long periods, usually because of illness.
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Out-patient attendance was hampered by transport problems, industrial dispute,
communication break-down, poor weather, other hospital and ALAC appointments,
social service appointments, home help visits, and often by poor health. Out-
patients sometimes turned away their ambulance transport knowing it had arrived
too late for their treatment session. Sometimes oﬁt-patients accepted these
late and fruitless trips. Having sat and waited in hat and coat for up to two
hours they wanted an outing, though they knew they would not be accepted for
treatment. In-patient attendance was low. It was sometimes not convenient for
the therapist to send for the patient, or ward staff did not prepare the patient,
e.g. the patient was not dressed or not clean, still having lunch or.feing bathed
or again the patient was too ill to attend or having further surgery. There was
no evidence at this point that patients were avoiding their treatment sessions
or failing to co-operate. The impression was the reverse, with no evidence of
anything done by those in charge to improve attendance or alleviate the effects
of non-attendance. Low morale did not seem to be a factor but the fact that
attendance appeared to the author to be so unrewarding may have reduced the

patients' motivation to attend, as observed by Revans, 1964.

Had attendance been excellent there appeared to be considerable evidence that
the classes were in any case not well planned and that patients did far too
little as a result. This cannot be judged against the treatment prescription
because frequency and duration were not given. Also, because it concerns judge-
ments on the patient's state of readiness, his health and the state of the stump,
it deals with topics on which the author is not qualified to comment. Yet it
did not seem that therapy was sufficiently intensive. In one week the maximum
period of walking training was three hours, i.e. three classes of one hour each.
In the most favourable circumstances this period can be reduced by a half for
even the most able patientseonly very rarely walked for more than half of each
session. Indeed the available floor space did not permit all the patients to

walk at once. Often two patients shared a single set of parallel bars and walked
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alternately, limiting each other. Other patients had to wait their turn to be
accompanied by staff, sometimes because bars were not available, sometimes
because' patients were not permitted to walk alone. The walking time was further
shortened by the practice of retaining many of the limbs at the centre so that
each session began with ten to fifteen minutes of éutting limbs on and ended
with a similar period of removing them and dressing. Frequent puncture problems
with the pneumatic limbs meant fhat sometimes two‘patients shared one such limb.
So, months of walking training can be seen to comprise of only minutes in a week.
As noted in chapter two similar tardy practices were found in the field of lower
stream education (Hargreaves 1967, Lacey 1970). It was not uncommon for patients
to walk only once or twice in a session. One patient who arrived on time stood
only once, did not walk and had no other therapy because the staff were too

busy to give him more attention. A patient who attended in order to wear his
first limb for the first time was not seen by staff who were too busy. He had

to return two days'later when he did use the limb but only very briefly, and it
was a further four days before he was reunited with his limb and given instruction
with a therapist and aide. Patients with newly delivered limbs ;nd requiring
intensive treatments attended for the same intermittent short sessions as those

who came for social contact or what were termed 'topping up' exercises.

VWhen one considers that these out-patients spent four to five hours attending
these sessions, sitting at home waiting for the ambulance, sitting in the ambul-
ance and in the waiting room and again in the waiting room and ambulance, their
few minutes of therapy barely seem to warrant such disruption of their domestic
routine. And when one further considers that it is the patient's domestic rou-
tine that is of paramount importance - walking training being the means of
assuring its success - it is ironic that its serious disruption is caused by

the rehabilitation process.“.The logistics of this situation appear not to have
Previously been given serious thought. Attenaance patterns varied considerably

at Centres B, C, D and E., Optimum patterns will be discussed in the light of
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data from these centres.

6. Group Exercises.

In conclusion, a featﬁre of these classes were team games. The rituals of these
illustrate something of the dichotomy that appeared to exist between walking
training and the patients actual rehabilitation needs; what Goffman, 1961,

has described as the incompatibility between institutional activities and the

basic work - payment structure of our society.

The games began without explanation. There were commands to remove limbs, sit

in a circle, lie on the floor, pass the ball to a team mate and so o;. The

rules changed with some rapidity. Observing these events it was impossible to
reconcile the behaviour that was encouraged or reinforced with the rehabilitative
éurpose of physiotherapy. For example, staff displayed reluctance to part with
their authority over the proceedings, the communicative style was commanding

and patients! quefies about what was to happen were met with 'wait and see!'.

So unquestioning obedience was encouraged which is contrary to ﬁhe idea of
rehabilitation, the idea of independent and autonomous living.‘ The act of
removing limbs in the course of rehabilitation is equally contradictory and
requires the strongest Jjustification. Rehabilitation, for the lower limb amputee,
is totally bound up with use of a prosthesis.1 In physical terms ball games

are a means of toning muscles and developing co-ordination but in the socio-
economic terms of rehabilitation they encourage team spirit which is especially

irrelevant to the elderly who live alone and ball skills are particularly

1: Patients were reluctant to remove their limbs. Some complained to the staff.
Those who did not remove limbs were told they were unco-operative and finally

if the patients did not comply they were told that their walking training would
be terminated. All patients eventually complied.
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useless to patients who, in this instance could not comfortably move around
their own homes or rise from a favourite armchair. As well as commanding the
tone was-also one of ridicule (amongst equals it might have passed for good-
humoured banter but that was not so here), together with the rapid change in
rules meant that failure was inevitable. Again, this style of training seems

at odds with ideas on rehabilitation. On the %hole it was felt that the physical
aims could have been achieved in more relevant and less unpleasant ways. It is
also of interest that here we have an example of 'the disabled' training to be

'as normal! by means that are divorced from the activities of serious living.

(7. The Limb Centre Used by Centre A Patients.

Investigation of the DHSS Artificial Limb and Appliance Centre (ALAC) used

by patients undergoing walking training at Centre A revealed a great many short-
comings but it is difficult to present a case to support this statement fully
and at the same time maintain anonymity. The shortcomings were in connection
with lack of care of patients, lack of focus on their many needs and lack of
information for patients. To give examples of lack of care, patients took
elderly wheelchair patients to the toilet, elderly and diabetic patients were
without refreshments for long periods, there was too little comfort for those
who were disorientated or worried which included patients who felt too nauseous
to eat or were in great need to talk. Lack of attention to patients' needs
resulted in the patients' abuse of the appointment system in order to receive
attention and circumstances whereby patients in effect prescribed their own
limbs. To give examples of lack of information, an educationally subnormal
porter undertook reception work and was left to answer patients' queries,

almost none of the means whereby information might have been transmitted -
posters, leaflets, discussion - were put tg use, and medical officers who knew
little about their patients"cut‘short patients' queries and contributions during

consultations. The reasons for this state of affairs seemed to be as follows:
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Staffing levels and routines were not well_organisedf The Wo;k of some members
of staff was slip-shod. Feuds and temperamental outbursts on the part of staff
were allowed to interfere with patient care. The bureaucracy did not operate

to meet the patients' urgent need for limbs. The staff had too.little”knowledge
of many of the cifcumstances surrounding loss of a limb., These and other short-
comings were beyond the control or émelioratign of Centre A staff. They illus-
trate other areas, other departments and services used by amputees where research

might profitably be directed in the future.)

D. Discussion

To the credit of the physiotherapists of Centre A they taught patients how to put
on their limbs and to walk with them, thereby increasing mobility and normality
and thereby enhancing rehabilitation prospects. They also offered a safe and
private environment in which patients could gain mobility and confidence. Some
patients might have progressed as much on their own. Some certainly would not.
Yet in order to attend such classes and gain the benefits of qualified assistance,
the patients had to sacrifice autonomy and dignity, the authority for their re=-
placed limb and a large slice of their domestic routine; each of which contra-
dicts the notion of rehabilitation. These sacrifices are particularly weighty
on two counts, firstly, because they affected the larger slice of the patients!
remaining lifespan and secondly, because they are made at the crucial period

when the patient is learning what is involved in being an amputee.

To weigh the gains of correct ambulation against the loss of such qualities as
dignity leads into the most insubstahtial areas of the subject. Much social
science research fails to come to fruition.because of its dealings with such
imponderables (Douglas 1976, McCail and Simmons 1969), Yet the subject is worth
pursuing because although conclusions will not élways be quantifiable alreadyb
areas of certainty begin to emerge. In walking training we find on the one hand

mobility training which is rehabilitatively beneficial and on the other custodial
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and authoritarian practices which are anti-rehabilitative. There is a process
of independence training which at the same time confirms dependence. One cannot
say at this stage which weighs the more heavily but already one can show that

these two features exist.

Here at Centre A were strong reminders of Goffman's characteristics of total
institutions (Goffman 1961) and his characteristics of normal expectations of
those with stigma (Goffman 1965) each of which provide points to pursue. These
occur in many guises throughout the results of data collection. They are drawn

together for discuséion in the concluding chapter,

Conclusion

At Centre A the rationality and order of amputee walking training is disclosed
as problematical. With over 5,000 new patients each year it becomes urgent to
find out whether these impressions are borne out in systematic investigation of
other centres. For although Centre A was well disposed towards walking training,
the apparent contradictions gave rise to the felt need to turn to other centres
for the main body of data collection. The models given in the opening chapters
were found to be relevant and useful and the practice of rehabilitation was
found at this initial stage to be as problematical as review of the literature

might suggest and thus worthy of further study.
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Chapter Seven

Ethological Results: Centres B and C

and Reference to Centre D.
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Introduction

Little is known of the day to day process of physiotherapy. The purpose

of this dhapter is to describe that process for the first time. Description

is based on ethological records from Centres B and C which establish a framework
of events. Diary notes enable expansion of the framework and assist in discussion.

Finally there is support from data collected at Centre D.

In the ethograms, 5106 incidents or activities were recorded. These represent
activities relating to nine patients at Centre B and ten at Centre C whose atten-

dances were observed and recorded in the manner discussed in chapters 4 and 5.

Results will be discussed in relation to the structure of the ethogram. It will
be recalled that in Chapter 4 the twenty-eight activities were classified into
five groups of activity. (Refer also Appendix I). Results will be discussed

in relation to these first.

A, The Five Groups of Activities

Using the five major groups of activities as a useful classification - identi-

fied as above ~ we find the following distribution of events. Refer fig. 1.

Fig. 1. The results of the ethological data, Centres B and C, given by groups.

group . No. %
minor functional activities 3119 61.08
conversation 763 14.95
physical therapy 620 12.14
prosthetic, cosmetic and clinical 560 10.96
major functional activities ’ 44 .86
- 5106 100%
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1. Minor functional activities

The most striking thing is the preponderance of minor, routine and incidental
tasks. ﬁore than half of the activities could be classified as minor fgnctions
which is five times the number of activities classified as physical therapy.

As the method of data collection if anything underestimates the percentage of
these minor functional activities - for the reasons given in the methods chapters
that it was not always possible fo observe minor acts in waiting rooms and during
lunch breaks and so forth - the true figure may be higher than this.1 It

becomes important to find out how these minor tasks were undertaken - which

further breakdown of the ethological results will reveal. -

2. Conversation

This refers to conversations other than those which were part of activities in
the other four groups. Even this small proportion of the total conversation
exceeds the émount'of physical therapy. The figure does not over-représent these
conversations. Often they were lengthy but the method by which they were recor-
ded in many cases attributed to them a single score while in other categories

actions which were short also received a single score.

From its beginnings as an observation category the data on conversation devel-
ops into a major finding with important implications for physiotherapy. It
might usefully be discussed at this point. Three quarters of these conversations
wefe banter or chat and a quarter Qere knowledge seeking exchanges. The banter
had many functions, e.g. it established the status of the participants and
served to introduce knowledge seeking convgrsation. In the more serious exch-

anges the needs of the patients and the attention given to those needs were

1: The results were recorded and analysed as unitary activities and frequencies
have been used to summarise the raw data. Whilst this type of analysis is not
directly related to time spent, it reflects time; which was recorded in the
diary notes. These latter help to validate the results as well as helping the
author in interpretation of the ethological data.
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often at their most apparent. Patients initiated conversation with other
patients and with staff on all aspects of their treatment and rehabilitation;

a far greater range of rehabilitation topics than were initiated by the staff.
Vhen pursuing enquiries with other patients their mutual lack of.knowleage
frequently prevented an accurate or useful outcome. But when pursuing such
enquiries with staff the outcome was~often not more successful. O0ften the staff
were observed not to listen or to reply fully and all of them cut short these
conversations for one purpose or another presumably because they failed to see
the importance of these enquiries. This was true of porters and doctors, ther-
apists and auxilliaries. The staff's lack of knowledge may have been.a contri-
buting factor as evinced by how little the therapists knew about their patient's
social and domestic circumstances, also as evinced by the fact that one of the
therapists at each centre not infrequently asked the observer how to carry out
procedures. One therapist was observed to have extensive knowledge and to sys-
tematically give pertinent information to patients. She listened to qﬁeries

and discussed the points raised though this was usually on a staff initiated
basis and some topics rgised by patients were regularly skirted, e.g. social
events, out-of-door mobility. Also one porter sat with patients and talked at
length to them on a variety of lively social topics but much of this conversation
was also mischievious and malicious, e.g. undermining confidence in the medical
officers and sénior therapist by suggesting negligence and ill-temper. Excellent
communication skills were shown by an aide who acted on small cues from the
patients, elicited information and passed this on to those in charge. Otherwise,
the picture was unsatisfactory. At the other end of the scale one therapist of
many years experience did not allow patienfs to talk at all during walking
exercise and cut short all queries with the catch phrase 'you do the walking

and I'11 do the talking'. -Research has revealed similar shortcomings in commun-
ication between nurses and patients (Faulkner 1980, Gott 1982, McCleod Clark

1982).
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In chapter eight the case history data illustrates the consequences of poor

communication.

3. Physical therapy

Physical therapy comprised an eighth of the éctivities of these.physiotherapy
classes. This figure may be overestimated for two reasons. The proportion of
minor functional activity and conversation may be greater. Also physical therapy
activities were often complex and many scores were sometimes necessary as the

initiative or tone of the activity changed. The true figure could be lower

than 10%.

-

This figure seems small. It contradicts one's reasonable expectations of such
an environment. (One would not for example attend a health studio, swimming
baths, evening class or hairdressing salon if it were thought that such a small
proportion of the main activity were available even where there is expectation
of other activities such as chatting, changing clothes or taking refréshment).
This is a crucial finding and raises seriéus misgivings as to the organisation
of physiotherapy sessiops. It was also unexpected as there is nothing in such
~authorities as Humm to suggest that physical therapy would be such a small

proportion of total activity.

Taking a broader view of the value of all types of activities that occur under
the auspices of 'the physiotherapy class'! the implications are relevant to all
facets of physiotherapy theory and practice. For in accentuating the importance
of other and inciaental activities the task and technique orientation of the
profession is brought into question. It is no longer possible to see these
classes comprising primarily of physical training and physical exercise and we

look to the therapists for equal competence in a range of inter-personal skills

which are required for thé'larger proportion of the activities.

If the proportion of physical therapy were to be given as a proportion of the
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time an out-patient spends in direct NHS care and at direct NHS cost, that is
from the point of departure by ambulance to their return home,-then the propor-
tion of physical therapy would be further reduced. For example at Centre C
patients often spent lénger in the ambulance than in the department. Added to
the information that patients dislike the 'milk round' collection system (Welch
and Helsby 1973) and as suggested in this theéis that it disrupts daily living
and removes the patient from the environment with which he has to learn to cope,
it may be more cost effective to move walking training out of the department and

into the home.,

4. Clinical Activities

These comprised a tenth of the total. They related for the most part to fitting
and removing prostheses and examination of the stump. One would expect this
proportion of activity to vary considerably depending upon the pathology of
those undergoing treatment and that it should represent a fair proportioﬁ of
events in the case of lower limb amputee classes because of the newness of the
wound, the considerable prosthetic dimension and the specific aim of uniting
patient and limb., Just such a 'fair proportion' is represented here but, as
will be discussed in the further breakdown of the ethological record, it did not

represent those activities one most looks for in rehabilitation.

5. Major Functional Activities

These activities of rehabilitation proper are barely represented. It is not
the contention in this thesis that these socio-economic activities would be
greatly represented in physiotherapy classes but that physiotherapy should
enhance and not hinder progress towards them., Closer examination of the 44
incidents in this group indicates a failure to enhance or encourage rehabilit-
ation. In most of the incidents no member of staff was involved. Of the
remainder therapists failed to answer patients queries or halted patient to

patient enquiries as often as they encouraged such topics. (Refer Fig. 2.)
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Fig. 2. The Incidence of lMajor functional activities or rehabilitation proper.

description no. % of total
Patient to patient (or observer) 27 .52
therapist blocks'patient initiative 9 .18
therapist encourages or initiates 8 .16
44 s 5106 +86%

So, in what is universally held to be a rehabilitation setting the figure for
direct staff encouragement or enhancement of rehabilitation proper was 0.16%
(8:5106). Some under-estimation may have arisen because of the difficulties of
recording accurately the content of patient to patient conversation but this
does not affect the score for staff involvement. A figure of not more than 1%
ig felt to be substantially accurate for the proportion of rehabilitation proper.
This has a béaring on suggestions made in Chapter one that rehabilitation ser-

vices operate on an unsound ideology and that the institutional setting is of

questionable value,

Discussion

During the period of observation rehabilitation was seen to be neither the focus
nor a feature of walking training. The overt focus was the business of prac-
tising certain locomotor skills. In reality, incidental activity was its main

characteristic. Lesser features were prosthetic and social.

These resulté beg the question, what‘is their relationship to time? Some dis-
tortion arises from this style of ethograh but it does not invalidate the broad
trends of the results. For exampie much of the incidental activity was short
and may be over-represented on this account but against this much of it was
unrecorded and there is no record of time patients spent sitting and waiting

which would greatly add to the minor and incidental nature of these sessions.
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It was often the case that individual walking exercises were lengthy; i.e. of
five or ten‘minutes duration, but the tendency of therapy activities to be com-
plex and interactive and require more scores per activity counters this to some
‘ extent. vHaving neither duration or emphasis the 44 incidents of major func-

tional activity may be less and not more prominent if measured against time.

B. The Twenty Eight Categories of Activity

The process of developing the 28 category ethqgrém in itself produced certain
conclusions and thesg have been discussed in chapter six. Using this ethélog—
ical framework the distribution of activity was as follows. Refer Fig. 3.

These results can be discussed in three groups, a high, low andAmiddle fréquency

range.

1. Activities comprising a frequency less than .5% of the total

Seven activities were barely represented. These include all four categories of
rehabilitation proper, comprising the group which has been discussed in section

A.

The action of falling or stumbling rarely occurred: the walking school does
indeed provide a safe environment. As recommended (Humm 1977), patients were
taught how to sit down safely and rise from having fallen, though only at one

of the centres. It was overlooked at the other.

Walking outside the boundaries of the walking training room occurred at the
instigation of the staff as a modest part of the programme. Patients rarely
initiated this move which was subject to reprimand from the staff and appeals
to custodial responsibilities, though more at one centre than the other. (At
Centre B patients could not go to the adjgcent toilet without permission gnd
an éscort). The low incid;nce of this activity was felt to be indicative of
institutional control, i.e. the patients' ldss of autoqoﬁy of movement and the

staff role of surveillance as characterised by Goffman 1961.
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Fig. 3. Frequency Distribution of Activities in the Twenty Eight Categories,

Centres B and C.

category no. %
walking 942 18.4
high conversation 1 and 2 763 14.9
over stand up 465 9.1
o prosthesis 460 9
2 sit down 387 7.6
walking aids 348 6.8
tea 229 4.5
furniture 193 3.8 -
ambulance to department 153 3
adl (in department) 150 2.9
standing and posture 136 2.7
mid- coat 127 2.5
dle dressing 122 244
lower body exercise 100 2
return cup 92 1.8
stump 91 1.8
walking - uneven surfaces 8l 1.6
transfers 52 1
stairs 48 .9
upper body exercise 43 .8
toilet 33 o7
walking - out of department 22 4
low home 20 o4
community 20 o4
under
falling 16 o3
«5% cosmesis 9 o2
work/economic activity 4 .1
recreation 0 0
5106 100%
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Cosmesis was overlooked entirely. The term is used here as a short form for

the patients' appearance and presentation in everyday life. This is important

to rehabilitation because of its potential to minimise handicap through appearing
ordinary or normal. This more than any other was an area of lost opporfunity.
The staff failed to advise or comment on dress and posture, noisy and obtrusive
limbs and even sometimes on gait. Patients wéfe observed to limp in the presence
of therapists who did not comment. Long-stay in-patients were accepted for
treatment wearing pyjamas and slippers, even in dirty clothes worn over pyjamas.
Therapists taught forms of locomotion that are ridiculous to the normal eye

such as the practice of ascending stairs wearing a walking stick around the neck
and, when turning, always going in the direction of the non-amputated limb
regardless of the direction the person needs to travel. None of the tricks of
'passing as normal' (Goffman 1963) were part of their repertoire. All scores

in this category (9:5106) refer to the practice of one therapist who, regard-
less of the ﬁishes of patients, fastened all buttons on cardigans and jackets.

No direct attempt to teach new amputees to wear their new limbs unobtrusively
and present themselves as whole and normal was observed. Again with reference

to suggestions made in ;hapter one, here is important evidence of stigma oper-
ating within a rehabilitation programme. Amputee patients were not seen to have

normal wants.

A major failing here was NHS failure to provide cosmetically acceptable tempor-
ary limbs., Patients commenced walking with large blue inflatable limbs and

the very ugly iron pylons. One therapist noted the effects of these with dis-
may and with this handicap therapists may Be forgiven for not emphasising their
patients! appearance. To a lesser or greater degree every patient said the
cumbersomeness and unsightliness of pylon wearing caused them to curtail out-

door mobility.
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2. Middle Range Frequency. Activities comprising .5% to 5% of the total.

Most of the minor functicnal activities fall into this range, e.g. tea, dressing,
furnituré, coat, toilet and so forth, also therapy activities other than actual
walking training, €.8. stairs, uneven surfaces, toning exercises; posture and

so forth. And there is one clinical category, the stump. The minor functional,
incidental and routine predominate. Such activities as moving furniture for
patients1 or the business of getting from the ambulance and into the departiment
were two or three times greater than physiotherapy activities such as attention

to the stump, toning exercises, walking over uneven surfaces or climbing stairs.

3. High Frequency. Activities over 5% of the total.

Four of these six consist of walking and its closely related activities, i.e.
sitting down, standing up and use of walking aids. Walking is the single ac-
tivity most likely to occur. Together with its related activities it accounts
for 40% of tﬁe total. But, as will be shown, much of this walking was incid-

ental or done by staff, and actual walking'training was not 40% but under 13%.

There was a 15% incidence of conversation which has been discussed in Section
A, and 9% activities related to handling prostheses which will be discussed in

Section D.

Discussion

The ethological record splits behaviour into its constituent parts but it is

possible to draw this record nearer to our everyday understanding of behaviour

1: This is a useful point at which to remind the reader that all scores refer
to activities in which a single patient is involved during the course of a
treatment session. So scores in the category !'furniture! are not a comment on
the work load of the staff, e.g. preparing the room in readiness for the patient.,
The scores record events initiated by the patient or initiated or carried out
directly on his behalf as part of his progress through the period spent in

the department. Scoring under such categories as 'furniture! would have been
increased significantly if the staff rather than the patients had been the
subject of the ethological records.
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by grouping related activities and their scores. In reality the categories are
not so distinct and regrouping is possible in many forms. An éxample is given
in Fig. 4. But this exercise yields the same pattern of results. In descending
order, walking predominates followed by conve;sation and attention to pfostheses.
A broad band of minor and routine activities lie next, then other therapy and

lastly the major functional and cosmetic.

Fig. 4. The 28 categories simplified to 14.

activity no. %
walking (standing and falling) 1181 23.4
sit down, stand up and transfers 904 17.7
high
conversation 763 14.9
stump and prosthesis 551 10.8
walking aids 348 6.8
tea ana cup 321 6.3
mide coat and dressing 249 4.9
dle furniture - 193 3.8
adl (in department) and toilet 183 3.6
ambulance to department 153 3
upper and lower body exercise 143 2.8
stairs, steps and uneven surfaces 48 9
low major functional 44 .9
cosmesis - 9 2
5106 100%

Close similarities in the results from Centres B and C have allowed them to
be discussed together. (Refer Appendix II). The single notable exception
was upper and lower body exercise which was a feature at Centre C but not at

Centre B. Otherwise the pattern of events indicated by Figs. 3 and 4 is supported
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by events at two independent centres.

Distributed by categories the activities of a walking training class would seem
to be primarily those of uniting patient and limb; of walking and related con-
versation., Though minor tasks encroach and cosmetic and socio-economic activ-
ities are overlooked, all may appear to be as it should be. However, in the
study of human relations this form of presentation is superficial and is the
least satisfactory. In pursuing how activities wefe carried out and by whom a
much more appropriate distribution is possible. It is here the strengths of

moving away from the more traditional forms of ethogram are revealed.

C. Taught and non-taught, planned and unplanned activity.

Using the classificafion of activity into 5 groups, as already discussed in
Section A, the majority of activity was found to be minor and routine (61.08%)
Using the categories themselves as in Section B, walking is the major single
activity (18.4%). Vhen the results are interpreted in terms of whether they
were taught or non-taught activities we find by far the majority of events
are unplanned or not part of a deliberate learning programme. This figure is
79.14%. (4041:5106). Only 20.86% of activities were planned or taught.

(Refer Fig. 5 and 6).

It is now apparent that the greater proportion of walking and its related
activities are not part of the walking training programme but occurred in an
incidental manner when patients and staff carried out what were mostly minor
and routine tasks. Walking training is 8.9% (454:5106). With its related

activities (standing, sitting, using aids) it is not more than 13% of the

total,

In this investigation whicﬂ attempts to deal with the less hard facts surroun-
ding amputation it is inevitably nearly always the case that classification is

problematic. Additional to the problems of studying human interaction, there
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Fig. 5. Distribution of activity given by non-taught (left) and taﬁght

activity (right) in the 28 categories.

NON-TAUGHT TAUGHT

category no. % category no. %
conversation 1

(chat) 559 | 11 walking 454 8.9
walking 488 9.5 conversation 2 204 4
prosthesis 460 9 lower body exe. 98 1.9
stand up 401 7.9 uneven surfaces T9 1.5
sit down 350 6.9 stand up 64 1.2
walking aids 337 6.6 upper body ex. 41 .8
tea 229 4.5 sit down 37 o7
furniture 191 3.7 stairs 35 o7
ambulance to dept. 153 3 walk out dept. 16 3
adl (in) 145 2.8 standing 12 o2
coat 127 2.5 walking aids 11 .2
standing 124 2.4 adl (in) 5 1
dressing 122 2.4 falling 4 .08
cup 92 | 1.8 | transfers 2 .04
stump 90 1.8 furniture 2 .04
transfers 50 1 stump 1 .02
toilet 33 o6 ambulance to dept. 0 0
home 20 o4 coat 0 0
neighbourhood 20 4 dressing 0 0
stairs 13 .3 tea 0 0
falling 12 2 cup 0 0
cosmesis 9 o2 toilet 0 0
walk out department 6 .1 home 0 0
work 4 .08 | neighbourhood 0 0
upper body exXe. 2 .04 récreation 0 0
lower body ex. 2 .04 | work o| O
uneven surfaces 2 .04 | cosmesis 0 0
recreation 0 0 prosthesis 0 0

4041 | 79.14 1065 | 20.86




205.

Fig. 6. The percentage of taught and non-taught activity in each category.

category not 25 50 5 taught
taught
1 1 1
walking 5 e, : : 48
conversation 1 and 2 1(5) o
stand up 86 : : 14
prosthesis 100 -
sit down 90 10
walking aids 97 [:i: 3
tea 100 -
furniture 99 [ 1
ambulance to dept. 100 =
adl (in) 97 3
standing 91
coat 100 -
dressing 100 =
low body ex. 2 98
cup : 100 -
stump 99 1
uneven surfaces 2 98
transfers 96 g 4
stairs : 27 T3
upper body ex. 5 95
toilet 100 -
walk out dept. 27 73
home 100 =
neighbourhood 100 -
falling 1) 25
cosmesis 100 -
work 100 =
recreation - =
1 i 1

unplanned activities, not activities which are part

deliberately taught but of a teaching and learning

merely occurring (80%) programme (20%)
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are etymological dilemmas in use of such words as minor, incidental, taught
and unplanned. But firm ground remains, namely the large prdportion of routine
activity, and of untaught activity, and indeed chat, each of which have been
measures in different ways. Physiotherapy classes comprise overwhelmingly of
the mundane which the author argues can no ionger be overlooked. Here are

wasted resources and missed opportunities to help patients.

When the taught and non-taught activities are interpreted in terms of the

five groups, the way in which opportunities are lost is apparent in the fail-
ure to teach the major functions of rehabilitation proper, the minor tasks of
daily living, and the three facets of clinicél treatment - cosmesis,; care of

the stump and prosthesis. (Refer fig. 7).

Fig. 7. The taught and non-taught activity in the five groups.

T T 1
group % 25 50 25,4 = %
non- taught
taught
L 1 1
minor functional , 92.7 Te3
physical therapy .6 ' 99.4
conversation 15 27
clinical 99.8
major functional 100 Nil

the 80% of the total activities which are not

deliberate or taught but merely occur.

the 20% of activities which are part of a

teaching and learning programme.

The learning programme was one of physical therapy. Outside this there was
very little deliberate teaching. Conversations consisted of 27% knowledge

seeking exchanges and this has been included with the more planned and delib-
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erate activities but as much of this conversation arose haphazardly and, as
there was a high incidence of failure to deal adequately with queries, it is

a dubious category fqr inclusion here. The diary notes show however, though
cosmesis and care of the stump were neglected in the teaching programhe, each
patient had some.instruction on artificial limb wearing. As this accounted
for a relatively smali anount of téaching tiﬁe, e.g. occurring only oncé
during the patient's first visit with a new limb, or once only on an unplanned

basis, it is unfortunate that it is not present in the ethological record.

Discussion

On the question, posed in chapter three, of whether or not physiotherapy en-
hances rehabilitation.in sections A and B we see that rehabilitation proper
was not é feature of these classes. In this section we find, in addition,
that activities which may be seen as the means or route to réhabilitation were
not encouraged, feinforced or taught. Those are the minor daily tasks carried
out in the department for which there are corresponding domestic acts such as
moving furniture, taking tea and dressing. Though one would not expect a high
incidence of the teaching of minor tasks, which would probably indicate tedious
and repetitious teaching, the settings lacked an'éthos of self-help. Patients
were all toéyrarely taught to carry out minor tasks for themselves. It

seemed to the observer that thé classes were not orientated in a conscious
manner towards the patients gradually taking over these activities as their
locomotor skills improved. No patient was taught to carry a bag for ekample,
move.a chair, straighten an unsafe carpet. They tended to take on certain
minor acts as they became more able and ﬁore familiar with their surroundings,
e.g. hanging up coats and removing clothes, while other tasks remained the
province of the staff, eig. all tea and lunch arrangements. Indeed patient
intervention here was reprimanded or even ridiculed apd further, through the

practice of employing voluntary workers,'it was curtailed by displays of
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assistance which were embarrassing to the recipients. HNeither is it credible
that a patient insufficiently versed in care of his stump, the wearing of a
limb or the presentation of both in society is equipped for maximum rehabili-
tation. Patients were taught to walk and except in a haphazard and 1imited
sense this was not developed to its domestic and social applications, hence
the links with rehabilitation were hot made.’ In chapter eight, case history
material illustrates in more detail how this came about and what its effects

wWere.

In chapter two it was noted that it was very difficult to abstract from the
literature any information strictly relevant to amputee rehabilitation. These

findings revealed the same tendency for rehabilitation to be overlooked.

D. Staff and patient control of activities

By further analysing the categories and ascertaining who carries out.each
activity we find more than failure to encourage rehabilitation but areas of
outright discouragement.

1. Results

Adding the total scores or marks in each of the four columns of each taught

or untaught activity the results are as follows. Refer fig. 8.

Fig. 8. The activity given by columns.

column description no. %
1 patient acts alone 1536 30.08
2 patient leads, staff assist 1228 24.05
3 staff leads patient 1278 25.04
4 staff acts alone for patient 1064 . 20,83
5106 100%




209.

As staff were involved to a lesser or greater degree in 70% of patient activ-
ity it would be difficult to employ any of these findings towards arguments
for increasing manpower. Allowing for the walking training patients necessar-
ily carry out alone, the social chat, tea breaks and all the minor movements
each of us makes,‘to carry out 30% of one's actions without direct super-
vision would not seem a large amounf. The wérd staff refers to all grades

of employee, but footnotes from the ethograms show the therapist/patient ratio
to have been 1:3 at Centre B and 1:5 at Centre C. This included some use of
a finalist student at Centre B and a trained aide at Centre C but not other

staff; ancilliary, auxilliary, student, volunteer, clerical or orderly.

2. Discussion.

‘Figure 8 presents a particularly worrying result. In this t'rehabilitation!
setting a fifth of all activity in which each patient was involved was carried
out entirely by the staff on the patients behalf without the patient.being
invited or able to participate in any way. Comparative anzlysis of this figure
is impossible in the absence of similar research but this finding appears to

be one of the most impbrtant of this investigation and should by itself raise
serious questions about the nature and purpose of physiotherapy. These results
represent the patient who is wheeled into the class by a porter, his wheel-
chair moved into position by an aide, a chair brought, his prosthesis carried
from a rack at the far side of the room by a therapist who then lifts the pat-
ients clothes and applies the limb, the aide swapping wheelchair and chair,
picks up the walking aids, hangs up the coat and asks the therapist about the
patients treatment for the day and so on and so on. This level of staff
control over patients movements appeared out of keeping with the rehabili=-
tative purpose of the classes. It appeared both depersonalising and to con-
firm the patients disablé& status. And it raises questions about efficient

use of resources. Yet it seemed possible that the level of staff control

could have been reduced by a number of simple measures. For example, patients
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could more often have worn their limbs. Where wheelchairs were required these
could have been of the sort patients can propel by themselves and they could
have been encouraged to do so. Then patients could choose where they wished

to sit and go to toilet when they wished, collect their own limbs and‘hang

up their own coats on more accessible hooks. Walking patientsneed not have
had so many items carried for them Ey staff., Therapist could have brought
patients into discussion on their treatment and stood back more often or assis-

ted in adjusting their clothes and limb rather than taking over.

The incidence of staff having total control of activity (scores in column 4)

-

was at its highest in the following areas.

furniture/equipment 92% staff act alone for patient
return cup 66% "
ambulance to department 45% "
tea . 40% "
coat . 34% "
adl (in dept.) 28% "
dressing A 235% : "
walking aids 12% "
‘prostheses 12% "

As patients learn something - positive or negative - from all their experiences
and as this is an especially critical time for them as they learn what is
involved in being an amputee, they will not be unaffected by this large propor-

tion of events in which they were treated as inert and dependent.

In previous sections we saw that walking training was not developed rehabili-
tatively because its major functions were omitted and its minor functions not
taught. What we see in this section is that not only is rehabilitation omitted

and untaught it is often actively discouraged. Hence of the minor tasks which
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make up the first rung of the rehabilitation ladder 30% were done entirely by

staff for patients; a figure that is greater than the total therapy.

figs. 9'and 10).

(Refer

The activity in the five groups given by staff/patient control.

Fig. 9.

+ patient patient staff act 7

. acts alone and staff for patient X

minor functional 34 .6 34.7 50517 100
conversation 4.5 92.7 2.8 100
physical therapy 42.2 55¢5 2.1 100
clinical 25.8 62.1 12.1 100
major functional 9 86.5 4.5 100

Fig. 10.

showing total therapy to be less than tasks done by staff for

patients.

minor and routine
tasks

physical therapy
(walking exercise

key

12%

2001. 1)
Col. 2 & 3)

(Col. 4)

18.8%

of total activity

patient acts alone
staff and patient
staff act for patient.

When one considers that it is in the nature of many of the minor tasks that

Activity given by participation in minor tasks and physical therapy

61%

when taken over by another person the patients own role ceases to exist - for

example a member of staff cannot stand up or sit down or drink tea for a

patient without the act ceasing to be the patients but becoming instead an
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event in the patients surroundings - then the level at which minor tasks were
dominated by staff approaches the level at which any task whiéh could be taken
away from a patient and done by a member of staff was taken away. And at this
level it is not sufficient to say that rehabilitation was overlpoked.A The
patients participétion in these first tasks towards their rehabilitation was
discouraged. They were the provincé of the étaff and the inmate participated

at the cost of a variety of sanctions.

3. Vialking

Further to this argument, the minor tasks patients were permitted to carry out
alone were not as a rule those involving locomotor skills but were more confined
and personal. Hence a most disturbing result emerges when the scores in the

-category 'walking! are analysed in terms of the participating parties. (Refer

fig. 11).

Ve find that at fhese walking training schools the walking done entifely by
staff on their patients behalf is equal to the entire walking training. Cal-
culated by separate 'walks' staff walking is greater than patient walking.
Calculated by the numbers of scores, as in fig. 11, walking training is greater
than staff walking for patients, as the more complex and interactive nature of
walking training tended to yield more scores per walk. But the overall picture
is one of staff walking on the patients behalf at a level equal to the walking
training activity. Further, the walking done by staff was for the purpose of
carrying out the patients daily tasks whilst the patients business was

walking exercise. So, at precisely‘the point where mobility training becomes

rehabilitation the staff took over and so deprived their patients of the

opportunity to progress.

The answer to the question posed in chapter three would seem to be on this
evidence that amputees are not taught the skills of mobility in such a way that

they are encouraged to generalise these mobility mechanisms towards their social
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% of

incidents

no. of

incidents

Detail of walking activity.
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walking
non-taught taught
pt. staff staff act pt. staff staff act
acts  and ~ alone for acts and alone for
alone patient patient alone patient patient
5.6 4 42.2 22.5 25 o7
53 38 397 212 235 7

488 incidents

4883942 = 51.81% of total
ﬁalking is routine and
incidental (42.2% done

as minor tasks by staff
for patients).

488:5106 = 9.5% of total
activity comprises

incidental walking.

454 incidents

4543942 = 48.19% of total
walking is walking

training.

45415106 = 8.9% of total
activity is walking

training.

100%

942
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and economic applications. Indeed patients were prevented from generalising

these skills.

4. Prosthesis

Staff were also observed to take total contr61 of 12% of the ac£ivities in

the category 'prosthesis!'. Against this 29% were carried out solely by pat-
ients. But any incident at all in which anyone other thén the patient entirely
takes over the artificial limb needs the strongest justification. This would
be true of anyone's limbs at any point in their lives. It is doubly true at
the point at which the new amputee meets his new limb and is ostensibly being
encouraged to see it as his own. But when the limb may be removed, Landled
and carried to the far side of the room - and dropped and broken which was

.observed twice - without the patients even tacit permission then these acts

would seem to defeat the primary purpose of these classes.

5. Teaching

Use of column 4 was not appropriate to three of the five groups of activity.
Therapy cannot be carried out by staff alone. Neither could conversation or
major functional activities which comprised mostly of conversation. But a
few scores in the fourth column in each of these capture incidents in which
staff have excluded the patient from discussions on his treatment or have
overtly prevented the patients conversation. Scores in column 1 in these

groups capture patients asking questions and receiving no reply.

Taught activities are for the most part interactive. Fig. 12 illustrates

that it is the non-taught areas where staff tend to take over.

It was the author's impression that there were two distinct styles of teach-
ing; in one therapy was staff-initiated and in the other it was initiated
by the patient. The deciding factor was the individual member of staff, not

the department or profession. In the first instance batients waited for



215.

FPig., 12, The taught and non-taught activities given by staff/@atient control.
taught / not taught pat. acts | pat. leads | staff staff acts %
' alone staff leads pat. | for pat.
teaching programme 3645 30.4 30.8 2.3 100
unplanned/not taught 29.2 22.1 22.6 26.1 100

their turn to walk with the therapist or aide or got up to walk as the member

of staff entered the room, often sitting down as they departed.1

In the

second patients walked whenever they were ready and were assisted as” required.

The second style, the patient-initiated style, produced more walking which
took place at more opportune moments.

sent and operating different styles the patients switched rapidly from one

to the other.

E. Communicative Style

Where two members of staff were pre-

Analysing the symbols used to classify communicative style we find the

following distribution of activity.

Refer fig. 13.

For the most part communicative style was not apparent or no comment was made,

the patient possibly being alone.

and exceeded the total therapy.
Over a half of these conversations (399:380) were other than the exchange of

pleasantries and general banter and were on such topics as walking training,

l: This style of approach accounts for the higher incidence of standing up
as opposed to sitting down (refer fig. 3) because the act of standing more
frequently had to have two scores: one for staff initiative and the second

as the patient took over and the member of staff left.

Their conversations were sometimes lengthy.

Patient to patient interaction was frequent
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Fig, 13. The activity classified by symbols denoting communicative‘style.

symbol description No. %

0 absence of interperscnal attitgdes/ 3944 TTe3
communicative style not apparent

5 patient to patient ‘ 179 15.3

6 observer involvement 83 1.6

c cormand (staff) 126 2.5

n negotiation " 109 2.1

praise " 38 “.7

X reprimand " 27 5

5106 |100%

prostheses and rehabilitation. Some of their conversations pertinent to

rehabilitation are discussed in chapter eight.

The incidence of interaction with the observer (1.6%) consisted for the most
part of the brief exchange of pleasantries that was necessary in order to be
accepted and less conspicuous in such a setting. On rare occasions the obser-
ver had to aSk for information in order to clarify events as they took place.
Occasionally patients made serious enquiries of the observer. Occasionally

staff made such enguiries.

Communicative style of staff was most frgquently 'command'!. As commands occur
for the most part in the taught programme of events they form 10% of the
teaching. There were instances of good negotiation but these were not suffic-
iently in evidence to be:compatible with reciprocal mutual dignity. The more
senior therapists were observed to use praise judiciously but a style of répidly

alternating praise and command on the part of other therapists appeared con-
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fusing.

This latter style was particularly in evidence at centre C as part of a series
of lowé¥ body exercises. These were not pre-prosthetic toning exercises and
the participants had to remove their limbs in order to take part. Sitting or
lying on the floor they carried out group drill as dictated by the therapist
(17% command, 3% negotiation, 1% praise, 79% instruction without overt tones).
The rationale was prevention of hip and knee fle#ion deformity but the few
at-risk patients were not singled from the rest or given individual instruce-
tion with a view to daily repetition of the exercises at home. Instead this
drill became a"filler' once a week. The time taken to remove and feplace

limbs was greater than the exercise time and their removal was greatly resented

by patients. Patients obeyed a rapid series of instructions. Following on

comments made in chapter 6 about team games at centre A, the way in which this
team drill was carried out did not seem appropriate in a rehabilitation con-

text. It did not meet individual need, not even the needs of 'at risk!

_patients. For the remainder it countermanded limb wearing and the tasks of

daily living. On the whole it created resentment and increased authoritarian

control.

F. 1Incidents of Special Relevance to Rehabilitation Proper

Scores in a ninth column in every category recorded incidents of special
note. They are additional to previous totals. The results are given in

fig. 14.

These results represent the limits of what the ethological data is capable of
expressing; relying heavily on fhe diary notes for interpretation. They also
border on topics on which the author is'not qualified to comment. Yet they
were felt to be sufficiently important to be worth reporting because they sﬁow

something of the manner of events and generate ideas for future research. As
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a point of equity they show another aspect or level of rehabilitation, for
example, incidents where major functional activities have been overlooked but

the domestic context of a therapy activity has been briefly mentioned.

Fig. 14. 1Incidents of Special Relevance to Rehabilitation Proper

symbol description ) no.

H (home) activity linked to patients 49
domestic circumstances

M (mobility) mobility criteria super- 13
cede domestic criteria

v helpful to rehabilitation proper 8 -
X unhelpful to rehabilitation proper 121
190

l. Domestic and mobility criteria

When activities were put into their domestic context (e.g. 'can you do that

at home?') this was most often done by patients in conversation with other
patients, raising proﬁiems often inadequately resolved. Only rarely did
members of staff relate activities, even briefly, to the patients home or social
circumstances. There were instances where staff stuck doggedly to the rules

of locomotioh or the use of standard equipment despite obvious irrelevance to
the patients' circumstances. In these instances walking training was presented
as a complete entity, as an end in itself and not as a means to an end. This

observation is taken up in chapter eight.

2. Incidents Especially Helpful to Rehabilitation Proper

The low incidence of these acts may reflect observer bias or merely one's
expectation of the setting that encouragement of rehabilitation proper should
be normal and not exceptional. There were instances of first rate physio-

therapy practice as for example when a chance mistake on the part of a patient
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was grasped as an opportunity to teach an important skill - a patient stumbling
as he sat down was taught to sit down safely and a discussion followed on the
height of his chair at home. OQther examples included an aide acting on an
overheard chance remark made by a patient who said that he was glad to arrive
too early. It transpired that this elderly man was cold at home and preferred
the warm waiting room. The social service départment were asked to act with
some urgency. One therapist was particularly skillful in explaining to patients
when it became necessary to consider giving up prosthetic mobility in favour of
wheelchair mobility. The same therapist was active in increasing inter-depart-
mental liaison. This was observed tovhave direct benefits for patients.
Another therapist organised sporting facilities for patients. Again, there
were tangible benefits. Senior staff attended courses, taught and demonstrated
‘their work and engaged in research. The often alarming results of this inves-
tigation mask the deep commitment and hard work of the senior therapists in

charge of walking training at centres B and C.

3. Incidents which were unhelpful to rehabilitation

To the author there seemed to be many specific points at which rehabilitation
was not enhanced. Sometimes these were incidents where an opportunity to teach
was lost, that is, there was failure to encourage rehabilitation. Sometimes
the incident was seen more actively to discourage or block rehabilitation.
Events which were depersonalising to patients were seen as anti-rehabilitative
because rehabilitation is so closely tied to the idea of normal adult status.
Sometimes the incident was one of lack of care. This is logically quite sep-
arate from rehabilitation and these incidents were an unexpected finding.

The following examples are given to illustrate these points. They are seen

as representative.

1. Easily within the patient's hearing a therapist discussed the patient's
treatment with the observer, including comments 'its useless!, 'there's

probably brain damage'. This is unprofessional and it is depersonalising.
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The effects on the patient's motivation are unknown.

2o A therapist compiling a check list on a patient's abilities and domestic
circumstances, in readiness for discharge, opened with the remark 'just answer
yes or no to all questions'. This sort of failure to negotiate has been noted
in nursing research (McCleod-Clark 1982, Gott 1982). It was observed here

to result in essential information being incomplete and incorrect.

3. A patient being taught to climb stairs asked to be taught how to get onto
a bus but was told by the senior therapist that he did not need to know and
prevented from-pursuing the matter further. DPatently the patient d;@ need

to know by virtue of having asked. If the patient had not been a suitable can-
didate for this form of outdoor mobility this too should have been discussed.

‘Here rehabilitation was actively discouraged.

4. A therapist stepped over the jutting out limb of a seatea patien? who had

not operated the knee lock mechanism. Both the patient's sitting posture and
prosthesis were ungainly. Here is an incident of failure to encourage rehab-
ilitation as it relates to good presentation of oneself in society. The patient's
habit of sitting in this way singled him out as an amputee and could have been
corrected. The posture may have indicated that the prosthesis was not worn

correctly and this too should have been checked.

5. At the end of a class a patient waited for 3 hours for an ambulance to

arrive to take him home. This is unreasonable and represents a lack of care.

6. Without screens and in a room of male and female patients a male patient
was undressed, naked below the waist, by a therapist. This again is deperson-

alising and suggests less~-than-adult status.

7. A patient persistently queried the alignment of his prosthesis but the
therapist avoided replying or acting on the information. Later the therapist

made a number of ad hoc adjustments to the suspension of the limb. No satis-
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factory conclusion was reached. No referral was made to the prosthetists in
the neighbouring building. Amputee rehabilitation depends upbn the prosthesis
but it was apparent here and from other observations and conversations with
this therapist of many years experience that she did not have the necessary

knowledge to deal with the prosthetic dimension of walking training.

8, A patient sitting quietly in a wheelchair was, without notice, pulled
sharply backwards. A moment later his limb was tossed into his lap. His
Jjourney backwards continued for some minutes. The unprofessional approach of
untrained and unsupervised auxilliary and orderly staff resulted in many undig-
nified incidents. )

In chapter one glimpses of patienthood were illustrated from the writings of

‘Ritchie 1960 and Battye 1966. It would seem that similar unhappy incidents

continue in the hospital setting.

G. Centre D: Checking the results

In order to see whether or not this pattern of results might be more generally
applicable another centre, D, was observed for a short period. It was chosen

because it was the most prestigeous of centres, purpose-built and only recently

opened.

There were no indications that the pattern of activities at centre D was sub-
stantially other than that at centres B and C. A brief outline of observations

based on the 28 categories is given in Appendix III.

The walking training itself was prOperly.carried out - so far as illness,
fitting problems, transport difficulties, etc., would allow. But it did not
have direct bearing on minor tasks, domestic activity and rehabilitation
propef. There was no occupational therapy at the centre and no direct occup-

ational therapy liaison. Many minor acts were carried out by staff for
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patients and once again the important role in this was played by ancilliary

staff whose duty it was to do things for patients.

The moré modern architecture and design of equipment slightly increased patient
control of activities but human failings countered this. For example every
wheelchair had hand rails and could be propelled by the occupant but were
routinely pushed by therapists and ancilliary staff. A self-service refresh-
ment bar and lounge was available but therapists served drinks to patients. A
specially designed telephone was available for patients with disabilities but
staff routinely intervened and operated the telephone for patients. The fittings
and furnishingé of the entrance area were very pleasant but the effect was
marred by less-than-welcoming receptionists and a patronising orderly whose

duty it was to meet new arrivals.

It was the author's general impression that patients freedom of movement though
controlled was less intensely so and verbal recriminations were also less
intense than those at centres B and C (refer the case histories of patients

N and 2, chapter eight).

The senior therapist was re-allocated every six months and the basic grade
therapist every three months, hence they were hampered in developing knowledge
and experience in this area. This also hampered their liaison with other

staff at the centre, e.g. prosthetists and medical officers. Those who knew
most about the patients daily lives were the orderlies who were not re-allocated
and who spent more time chatting to patients, e.g. in waiting areas. The
practice for orderlies to wear navy blue 'sisters' uniforms gave weight to

misinformed and often depersonalising chatter.

Attendance patterns were unsatisfactory., The spread of arrival and departure

times was equally as great as noted elsewhere.
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H, In Conclusion

This investigation is designed to establish broad trends and answer general
questiohs in an area where no similar research is available. The results of
the ethological data fulfill this aim. They are not obscure, marginai or
ab;truse. Encouragement of rehabilitation proper is not found in a reasonable
or small amount that might be arguea to be sufficient. Its incidence in these
'rehabilitation' classes is 0.16% and is clearly insufficient. Minor and
incidental activity is at least five times greater than therapy activities.
Unplanned acts, though similarly difficult to categorise, are also five times
more in evidence than the planned programme. Staff dominate nearly -a half of
their patients activities and have complete control in a fifth of the total
activity. 1In these walking training classes they carry out as much walking
‘for their patients as they allow patients to carry out for themselves. Des-
pite ﬁethodplogical difficulties of many sorts these findings break down the
assumption that physiotherapy is necessarily beneficial. The idea tﬂat rehab-
ilitation practice is not effectively rehabilitative or even counter-rehabili-

tative is clearly worth pursuing.



224.

Chapter  Eight

Case History Results: Centres B and C

and Reference to Centre E.
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Introduction

In this chapter description of the day to day process of physiotherapy continues
with a review of the case history material. This develops the ethological frame-
work layed down in chapfer seven, putting it in its human context and looking
more closely at the problems. Diary notes again assist discussion. Finally a

comparison is made with Centre E.

The case histories are those of the 19 patients at centres B and C who were the

subjects of the ethograms. The patients are identified Mr. and Mrs. F to Z

(omitting I and 0). .

A, Biographical Outline

Fig. 1. The 19 patients from centres B and C who are the subjects of the

ethological records.

Sex 4 female 15 male

age range - 48 to T7 years

mean age 67.3 years

cause of amp. 18 peripheral vascular disease

(6 in assoc. with diabetes)
1 trauma
unilat./bilat. 16 unilateral and

3 bilateral.

Fig. 2. The 19 patientss their amputated limbs

no. of amp., limbs 22

right and left 15.right and 7 left

below and above knee 11 below and 11 above knee
other none
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Fig, 3. The 19 patientss a comparison with national statistics
description centres DHSS 1980
: B and C
% pat. 60 years and over 89.5 73
% vascular disease 94,7 88
% men (women) 78.9 . 67.7T
% Ak limbs (to Bk) 50 59
% unilateral (to bilat.) 84.2 89.5

-

We see from the above that these patients were not dissimilar from those found
nationally. Though they were for the most part elderly vascular patients
‘none may be described as very elderly or as particularly weak or frail or
confused. As discussed in chapter 5 the method of choosing the patient sample
mitigates against inclusion of the very ill and, at the other end of -the spec-
trum, the young patient. One 48 year old patient with rta injuries can be

categorised as a young amputee (Nichols 1976).

Fig. 4. The 19 patients: their prostheses at walking training.

stage 6f treatment start of data end of data

: collection collection
pre-amputation 0 0
post-amp, no prosthesis 0 1
pneumatic limb (PPAMA) 4 0
pylon or temporary limb ; 141 15

cosmetic or definitive

limb 1 3
19 19

1: This figure includes one bilateral amputee, Mr. M, who had a pylon
and a definitive limb but walking training was for the purpose of

teaching him to use his new pylon.
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All 19 patients were learning to walk with prostheses and the four who began
on pneumatic limbs had pylons by the end of the period of study. Seventeen
of the patients were progressing towards definitive limbs but one reverted

from a definitive limb to a pylon and one from a pylon to having no limb,

Fige 5. The 19 patients: their surgical procedures

description no. of
procedures

pre-amputation surgery 35
toes, part foot, Symes 15 ;

major amputation Bk 16

Tk 1

Ak 11

other, debridgement, re-amputation 14

| 3

Figure 5 is of special interest. In the course of their becoming amputees
these 19 patients had_had to date 92 surgical operations: range 1 to 17,

mean 4.8. Amputation is indeed characterised by a great deal of surgery. A
number are known to have had further surgery since the period of study and mean
totals would be significantly higher if the group were followed to the end of

their careers as amputees. The rta patient had marginally the greatest number

of operations.

The implications of this are profound. This high incidence of surgery is
contrary to the single ablative procedure model which is certainly the lay
understanding of amputation but furthermore, it is the implicit model under-
lying most of the literafure on amputation as was shown in chapters one and two.
The rationale of all that is known on amputation is undermined where the con-

ceptual framework of 'the amputee! is incorrect. This level of surgery lends
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support to a 'continuous process' model of amputation with the necessity for
subsequent revision of theory and practice in many areas; for example; the
patterhs of stress related to loss of a limb, the implications for the patients!

will to walk and prosthetic replacement schedules.

Figure 5 suffers some inaccuracies however.  Neither staff nor patients were
entirely clear on the subject of surgery and documentary evidence could not be
relied upon to complete the picture. In practice, as at centre C, therapists
compiled a physiotherapy case history and were empowered to draw upon any
relevant documenis but made limited use of this facility and sé they worked
from sketchy knowledge of the patients background. (Conversations.ﬁith medical
secretaries revealed immense scope for investigation into the role of patients
records in patient care. Amputees have separate sets of notes for surgery and
limb fitting.) The results given in figure 5 are not thought to be exaggerated
nor their breakdown substantially inaccurate and it is felt that they provide
a sufficient pointer for future research. Investigation is needed to validate
surgical methods and policies and to record the careers of patients over long
periods of time. On one hand one patient had no further surgery for 14 years
following femoral popliteal bypass and 5 patients had had only one procedure
per stump. . While one patient underwent 16 reconstructive procedures only to
be faced at a late and debilitated stage with eventual loss of the limb.
Another could recall fifteen procedures but was uncertain beyond that. The

three bilateral amputees had lost limbs in 2, 7 and 9 stages respectively.

Figure 6 has been drawn up along the lines of charts and tables in other
studies which give sociél and domestic infofmation (Van de Ven 1973, Weaver
and Marshal 1973, Kegel'et al 1978,‘Finch 1980). It serves the purpose of
establishing for the reader further characteristics of those under investi-
gation., ‘But its inclusion here serves another purpose for it emphasises the

shortcomings of presenting this sort of information in this form. To give
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Fig. 6. The 19 patients: their social circumstances

Social class (by occupation)

II _ I%I - W v

Out ?ati?nts' . 1 ' ‘. ‘ ‘ ‘ . ' . . ‘In-patients
Own ?ome' - ' ‘ coun?il ?r t?nanf ' . ' . . none
Ground f%oorlacc?mmoéati?n ' ‘ ' tw? st?rey? sﬁepslor %ift?

Livi?g wfth fami{y . ‘ ' , ‘ . shel?ere? ' ' ' . alone
Some form of outdoor mobility confined to home

L) 1 1 1 \] 1 T T T 1] ] L 1 1 \ 1 !

examples. The range of social class misrepresents the homogeneity and comarad-
erie amongst the two groups of patients. The fairly low figure for those living
alone disguises the loneliness of thosé living with their families. A high
incidence of rehousing into ground floor accommodation masks its unsuitability.
Outdoor mobility was especially problematic whereas this is concealed. In

order to pursue the human issues which are the special feature of this inves-

tigationvwe turn instead to case history material.
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B. The Case Histories

Rather than using selected histories, case notes on all 19 patients follow

because it is particularly relevant to see the situation in its entirety. As

discussed elsewhere the material had many sources. It is problem-orientated

and focuses on rehabilitation and the mechanisms whereby it succeeds or fails.
Each history is given using the following structures

(i) introduction

(ii) walking training

(iii) rehabilitation

(iv) other issues

As stated in chapter three physiotherapy is to be investigated at two levels:

- to see whether it succeeds or fails in its own terms, using Humm 1977 as a guide
to walking training procedure, and secondly whether physibtherapy provides a
sufficient basis for patients in terms of rehabilitation proper, as defined

in this thesis. Thus throughout the following case notes the two issues are

discussed separately.

l. Mr. F. R Bk ptb pylon

(i) This man seemed older than 69 years. He was thin and frail, partially

blind and possibly a little confused. Below knee amputation had taken place

12 months previously. There had been very slow healing of a denuded and infec-

ted stump and recurrent general ill health.

(ii) Six weeks post-operatively a pneumatic or PPAM Aid had been used with
success to aid healing and 2 months post-operatively the patient took delivery

of an Ak/Bk pylon. He found this too heavy, his walking training was inter-

rupted by illness and he. abandoned the limb which he could not manoeuvre.
Against hospital advice he used under-arm crutches rather than a wheelchair

thus avoiding being chairbound and bedfast. Eleven and a half months post-
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operatively he was supplied with a lighter ptb pylon. On delivery of this
limb the patient bought walking sticks which he cut to size. He was observed
at this stage, during a six week period of walking training. He quickly became

very mobile.

The patient's gait was unusual and walking training consisted of retraining

in a more conventional gait which involved confiscating the patient's own
walking sticks and replacing them at each class with a hospital pair which were
2 inches longer. The patient objected but was over-ruled. Training was inef-
fective since the patient‘was discharged still using his original gait.

Latterly the new pylon was causing concern. Mr. F repeatedly desc;ibed pressure
points and mis-alignment but was not referred back to the prosthetist. Mr. F
was imprecise and partially incoherent andAit seemed to the observer that the
therapists did not have the necessary communication skills to understand and

act upon his badly worded complaintse.

(iii) Following from these poor beginnings the patient's rehabilitation was
excellent. He was the only patient to claim to have used public transport and
the only one to managé household shopping by means of walking and carrying,
i.e. without a car. He prepared meals, helped with household chores, looked
after a more elderly wife, babysat for a daughter in exchange for outings, and,

considering his poor health, was assactive and useful as any man of his age.

It is difficult to conclude that this patient's rehabilitation success was
consequent upon effective treatment. For although walking training provided

a safe and private environment in ﬁhich to practise walking, the skills that
this patient required in his daily 1ife‘were not taught, e.g. use of public
footpaths, stepping onto a bus, carrying groceries. And a compromise was never
reached between the patient's and therapist's view of suitable mobility. A
wheelchair was provided but returned by the patient because it was unusable in

his ground floor flat. Bath aids ordered a year previously had not been del-
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ivered. An occupational therapist included this patient in weeklybscreening
checks but enquiries were superficial (possibly because of Mr. F's unclear

form of speech) and no help was given. For example the therapist never ascer-
tained that the patiént did not have bath aids, that he cooked meals and so
forth. Assessment of safe use of a kitchen might have been very useful. Des-
pite their ready and costly availability, sérvices were not given as effectively
or efficiently as they might have been. Individual need was not assessed and

met,

(iv) There had been two incidents of damage to the stump and leg. A stump
bandage had been applied too tightly by a district nurse and the knee knocked
during an ambulance journey. Both required treatment. It seemed to the obser-
ver that recurrent ill health was not an entirely satisfactory explanation

for the long period of time this patient spent without a suitable replacement

limb.

2, Mr. G. L A/k pylon

(i) This patient was learning to walk on his first limb, a pylon delivered
8 weeks after above knee amputation. Mr. G was well liked, was in comparative
good health and enjoyed the general good humour of the class. He was a single

mane.

(ii) Walking training, as described by Humm 1977, took place daily for 3
weeks and the patient made rapid progress towards functional activities -
climbing staifs, walking around obstacles and over rough ground, getting up
from having fallen. Both staff and patient were pleased with the speed and
success of training. Neither stated feafs fo;\the future. The ethograms show

this patient to walk more than 20 times in a session.

(iii) Walking training and referral to occupational therapy had not however
met domestic and recreational needs. There had been personal care assessment

(bathing) but no training in the kitchen, at home or on public transport.
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The patient's housework, shopping, cooking and gardening were each done by
relatives and neighbours, and although the patient walked to a pub, he com=-
plained to other patients that he could not get onto buses. Staff enquiries

did not reveal the extent of the patient's many daily incapacities. iThis degree
of dependency on friends and relatives was partially known to the staff but
perhaps it was not seen as unusuai because Ao direct steps were taken to

decrease it.

Vocational and economic aspects of rehabilitation were also overlooked. Mr.

G was below the retiring age and intended to return to his still vacant job

as a cellarman. The staff did not know of these intentions - routiﬁe enquiries
on economic topics covered supplementary benefit payments but not the possib-

ility of wage earning - and there had been no discussion as to the feasibility

of this kind of work.

This histofy illustrates that even where walking training itself is‘highly
satisfactory in its own terms it may still be inadequate to meet the patient's
rehabilitation needs. With reference to models introduced in chapter two

this suggests that thé walking training regime or curriculum does not meet

the needs of its more able pupils.

(iv) 1t séemed to the observer that Mr. G was insufficiently aware of the
need to take special care of his remaining limb though at an earlier stage
its eventual probable loss may have been explained to him. Some reinforce-
ment of this advice may have been useful at the walking training stage but
staff did not discuss its loss or éxamine the leg. Yet there is a relentless
increase over time in contralateral ampufation (Ebskov and Josephsen 1980).
The patient was overweight and smoked fairly heavily and had in the contra-
lateral limb a history oi rest pain, lumbar sympathectomy and amputation of
toes. Much could have been done at this stage of comparative health and

mobility to avoid or prepare for bilateral amputatioh. In separate discussions
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staff seemed resigned to this loss.

It is of interest that although Mr. G was measured for a pylon within a month
of majér amputation, of the subsequent 39 days awaiting delivery 26 days elap-
sed as a result of bureaucratic procedures and only 13 in manufacture. The
A.L.A.C, operated a 14 day delay between the limb being ready and the patients
being sent to take delivery. ‘After delivery of the manufactured limb it was
returned to store for a further 12 days until Mf. G was notified to commence
walking training. In answer to questions raised in chapter three there seemed
no sense of urgency to unite patient and limb. These latter points have under-

-

tones of low expectations and disabled living.
There had been a stump injury involving staff on the fifth post-operative day.

3, Mr. H. R A/k PPAMA to pylon

(i) Mr. H, an in-patient for 3} months, was rehoused in ground floor shel-
tered accommodation in readiness for his discharge from hospital. Social
workers and occupational therapists had been diligent in solving the problems

that kept him in hospital and there was twice daily walking training.

(ii) Three weeks post-operatively walking training began with a PPAM Aid
and 2 months post-operatively a pylon was delivered. Mr. H was observed for
most of his 2} months of walking training. During this period an important
theme arose in the career of Mr. H, one that had many guises but was common
to all 19 of these patients. This patient lacked information about all that
is consequent upon loss of a leg. For example, whether he had been told or
not, Mr. H was unable to offer in advance any description of the artificial
1limb he could expect to receive and his estimate of walking training was many
months longer than the tyerapists. This lack of knowledge had serious con-
sequences. An immediate effect was that Mr. H was unable to play a full and

useful role in early limb wearing. He was unable to.judge between the discom-
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forts of limb wearing and unacceptable pain, and between the'unusual but
correct style of prosthetic locomotion for an above knee amputee and incorrect
and laborious styles, A knowledgeable and experienced therapist bridges much
of this gap but such therapists were not common and Mr. H was unfortuhate in
that his PPAMA was most often fitted by an inexpert therapist who fitted the
limb at an adducted angle and who aid not réspond to complaints of pain. Also
when first delivered the socket of the pylon was too loose. So walking training
began on badly fitting limbs. What is unacceptable is that it continued in
this vein. The patient continued to co-operate despite his disappointments,
believing this to be the best he could expect. He blamed bad design of limbs
and turned , like others, to the unfounded belief that all would be well when
he had his definitive limb. Vehement complaints took place during coffee
breaks when staff were not present but it seemed that conversation became pro-

gressively more guarded in answer to staff queries.

(iii) The role of the ward environment in rehabilitation was of interest.
Those in charge stated that Mr. H was 'just a social case! and overlooked his
needs in favour of what they described as their 'real' work, caring for the
acutely ill. As observed through formal and informal visits énd questions to
all who could throw light on the issue, the ward staff did not play a part in
the programme of gradual fitness and independence training which would have
ensured that the patient would be all the more quickly able to leave the over-
crowded ward. Mr. H was not encouraged to wear his limb while on the ward or
even his clothes and was being shaved by a nurse during one of the observer's
visits. Twice daily he was wheeled by a porter - rather than walking accom-
panied by a therapist, aide or nurse - acroés a courtyard to the walking
school, then wheeled back, remaining in the wheelchair for the rest of the day
on tﬁe ward. Thus depeﬂaenéy and inergia preceded and succeeded each session
of independence training. Here was evidence of the institutional precursofs

of the need to rehabilitate over and above the clinical imperative of loss
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of a limb (refer chapter three). Many opportunities were lost in the ward

environment to develop walking skills for daily use in minor tasks.

4 Mr. J. R A/k pylon

(1) Here was a second patient hospitalised éwaiting suitable a;commodation.
His stay was seven months. He was at present homeless and, despite consider-
able efforts on the part of a social worker and occupational therapists, had no
immediate prospects of getting somewhere to live. Hostel accommodation had
been refused by the warden who sa& Mr. J as necessarily disabled. He gave the
excuse that Mr. J would not manage the stairs but he patently could climb many

flights of stairs and walk great distances as evinced by the day he truanted

from the ward and walked into the city.

‘(ii) In normal circumstances Mr. J would have been discharged from walking
training some months previously. He was observed at a time when his actual
training was successfully completed and he:attended twice daily in ofder to
maintain fitness and counter the limblesé dependency of ward life. For like

Mr. H, Mr. J was wheelchair bound on the ward. He attended classes wearing
dishevelled clothes over pyjamas and was pushed in a wheelchair to all appoint-
ments in the hospital. Again this was suggestive of the unsuitability of the
general surgéry ward where the needs of the lower limb amputee are seen in

terms éf ablation and not replacement: the immediate post-surgical period being
successfully completed the focus of nursing care did not appear to shift towards

replacement, locomotion and rehabilitation. Vhereas, if the ward staff together

with the physiotherapists had deviséd a fitness programme for Mr. J, his place
at the walking training school could have.been taken by others from the wait-

ing list. It is of interest that Mr. J was observed on some days to do almost
no walking at the school despite ability and ample opportunity. Ward exercise

developed around minor daily tasks might have been more stimulating and inter-

esting and hence more successful.
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(iii) This patient received more occupational therapy than any other of the
19 patients. It included all aspects of personal and domestic care and some
outdoor mobility. Mr. J was the only patient to be taken out of the hospital

grounds by a therapist and accompanied briefly on public pavements.

Though 10 years under the retiring age thereé was no discussion on employment

and no referral to the D.R.O.

5. Mrs. K. L B/k ptb pylon

(i) Amputation was seen by this patient as a cure for the pain caused by

intermittent élaudication and had been requested by the patient for some time
prior to its taking place. Mrs. K was pleased with the outcome and felt more
comfortable and more mobile than previously. So, even though there was only
one surgical procedure there was no element of sudden or shocking loss. The

patient died a year later without further surgery.

(ii) The patient was observed throughout a two week period of daily training.
Her amputation had taken place 7 months previously énd she had been using an
Ak/Bk pylon for 5 monéhs prior to recent delivery of a ptb pylon. Mrs. K
employed an arduous limping gait, her eyes firmly at her feet. The therapists
did not think that this was acceptable in a single leg below knee amputee but
the patient’was a difficult subject to teach and none of the staff managed to
overcome this and improve her gait. One therapist eventually ignored the
problem, another shouted commands. Whether or not the limb fitted comfortably
was not fully established. Whether or not the gait was consequent upon

She

previous use of the heavier long leg pylon the staff did not comment.

completed the full programme of training (re Humm 1977) and was discharged

1s ’without further surgery' was stated at follow up by the senior th?rapist.
Usually two or more sources support the information of the case histories.
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with very positive expectations from all concerned.

(iii) A small incident exactly typifies the dichotomy between physiotherapy
and rehabilitation. This lady could not walk and carry a cup and saucer.

She reported to the observer that, living alone, she had her drinks standing
up in the kitchen and not as was her stated:- preference sitting in the living
room in front of the television. Yet a cup of tea was handed to Mrs. K at
least twice daily during the three weeks of her‘walking training without her
being taught this skill or even having the opportunity to return the empty
cup. The staff were not aware of this type of small domestic difficulty.

They did not in any case see the teaching of such activities falliﬁg within
the scope of walking training. Patients managing ostensibly as well as Mrs., K
were not generally referred to occupational therapy where this deficiency might
have been noted but such a referral would be costly and unnecessary when the
opportunity to teach this skill daily presented itself in the walking fraining
environment. MNeanwhile patients were discharged unable to perform these small

functions which add much to the comfort of the elderly.

6. Mr. L L B/k Ax/Bk pylon discarded.

(i) This man was short tempered, he was thin and frail and had chronic lung
disease. ﬁis amputation, a single procedure, had taken place seven months
previously. Since then he had been without a limb. This was due to industrial
action by ambulance drivers which had prevented Mr. L attending A.L.A.C.
appointments. Three months after surgery a prosthetist made a domicilliary
visit to take the necessary measurements and manufacture of an Ak/Bk pylon
went shead. It was a further three monfhs before the industrial action ended
and the backlog of work cleared and Mr. L could attend for delivery of this
limb which was then put:into store for a furfher month before a waiking training
place was available., When patient and limb were united it was immediately

apparent that the socket of the pylon was by that time too loose. Also the



239.

patient was too weak to manage its weight. Within a few days the therapist
referred Mr. L to the medical officer, the limb was condemned and measurements
taken for a ptb pylon - the latter against the advice of the prosthetist.

The M.0. and therapist suggested to Mr. L that he abandon plans to use a pros-
thesis in favouf of wheelchair mobility but were willing to continue when the
patient insisted he wanted a limb; They sa% him as too weak to use a limb

rather than in greater need of a 1limb because of his weakness.

(ii) The senior therapist was sensitive and sympathetic in her dealing with
Mr. L but problems beyond her control defeated any progress in this patient!s
unhappy circumstances. After 4 days walking training was stopped until a

suitable limb was manufactured.

(iv) Mr. L had been at home for 7 months without satisfactory means of loco-
motion. He was without a limb. He was unable to use a Zimmer frame and hop
because of the breathlessness caused by this exertion and the poor condition
of the contralateral foot. His wheelchair was unsuitable for use at home.

His wife was elderly and uncooperative. It was likely that he would remain in
this state until a sécond limb was ready because a routine check by an occup-
ational therapist took place prior to his pylon being condemned and this was
not followed up when circumstances changed. It seemed to the author that this
state of affairs typified a lack of care; a failure to identify problems and
at the very least alleviate their worst effects; and failure above all to meet
the patient's urgent need for a limb. Measures could have been taken,
Industrial dispute was not uncommon and this dispute left prosthetists and
therapists without work and with time in which a more vigorous domicilliary
service could have been given.‘ In-patient care may have been appropriate for
this patient, providing not only care but access to the Limb Centre. The Social

Services might have intervened to greater effect.

Ve see here how unsatisfactory the circumstances of an elderly amputee may be,
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who is discharged from hospital to await an artificial limb. At home Mr. L

had to choose between immobility or unsafe, inelegant and laborious forms of

mobility. One can only guess the effects on general health and temper and the

health of the remaining limb,

In the patient'!s documents were complaints from one hospital to another regard-

ing lack of communication.

T Mr. M. bilateral Bk L cosmetic limb R 1long leg pylon

(i) Mr. M was well liked and eager to participate. There had been below

knee amputation to the left leg 2 years previously and below knee amputation

to the right leg 1 year previously. He was observed throughout one month's

training in use of his newly delivered long leg pylon (right leg) in conjunc-

tion with a recently delivered cosmetic limb (left leg).

(ii) The.patient made satisfactory progress in walking training and was
beginning functional activities for bilateral amputees (Humm 1977) when he was
It

discharged. The senior therapist was absent and condemned this decision.

seemed to the observer that Mr. M was unsteady in open spaces and unsafe on

stairs and that discharge had been premature.

Walking training had been greatly interrupted in the 2 years since the patient's

first amputation. There had been infection and delayed healing of both stumps.

Amputation of the second limb had interrupted delivery of the cosmetic pros-

thesis for the first limb. Industrial dispute and the backlog of work this

created added many more months of delay. There was low exercise tolerance,

There had been no domicilliary therapy during this period.

In conversation Mr. M and a fellow bilateral amputee, Mr. N, realised that
neither were able to rise from a chair without the aid of parallel bars or

similar support and so decided to teach themselves to stand up unaided. Mr. M



241,

eventually succeeded but was not taught by the staff who on one occasion stopped

this activity when they misinterpreted what was taking place.

(iii) Walking training was not geared to meet domestic or social and recrea-
tional needs. Occupational therapy dealt only with personal care once the ther-
apist had established that the patient had a wifé and daughter to look after
him. The implications were that it was acceptable for a person who has art-
ificial limbs to be heavily dependent on others. Though the lost limbs had
been replaced it would appear that training was geared to the diminished daily
round of disabled living (Battye 1966) and not approximation of normal living.
This was particularly striking in this case, the patient being diséharged
prior to mastering even the limited functional activities offered in the train-

ing schedules.

(iv)  Small incidents typify lack of co-ordination of services and their

failure to‘be used effectively to meet the needs of the patient. For example,
social service alterations were made to a door in the patienf's home but later
his wheelchair was changed and this solved the problem. The documents include

complaints from the G.P. regarding lack of information.

By chance Mr. M remained for the most part outside the general comaraderie of
the department. This was the result of the poor acoustics of the room, the
patient's slight hearing defect and his being placed at a far corner of the
room in order to use the parallel bars. This limited his opportunities to talk
to other patients. There were other sets of parallel bars and if he had been
wheeled to these from time to time - or.been helped to walk into the department
and to choose his own seat - the problem would have been overcome. Staff
fended to place patients in the same spot. This was related to walking

training requirements and not, as occasionally was observed to be important,

with reference to the dynamics of the group.
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8+ Mr. N. bilateral Ak/Bk definitive limbs

(1) The case of Mr. N is different from the others. Mr. N was the class
failufe. When therapists were asked to put a figure on the amount of failure
or underachievement in amputee rehabilitation Mr. N's was the ‘sort of case

that was cited: the 1:10 in any group who underachieves compared to the others.

Mrs. 2 was just such a patient at the other centre,

Mr. N had seven surgical operations at regular intervals over a four year period
and had one above knee stump and one below - considered by some to be the most
disabling combination for a bilateral amputee (Murdoch 1967, Clarkg-Williams
1969). Further, the below knee procedure, the most recent, had been performed
below an existing injury to the knee. The remaining knee had a 10° flexion
deformity and since amputation both hips had developed similar deformity.
Mobility training had been interrupted by repeated surgery and industrial dis-
pute. Mr. N was a diabetic, he had difficulty in keeping awake and-was over-
weight. He said he wanted to learn to walk though he anticipated further

surgery. He was observed throughout his 8 week period of walking training.

(ii) Mr. N's first attempt to climb stairs came after the longest walk he

had ever been required to make and some minutes of standing and waiting while
the therapists talked to each other. 1In a state of near collapse his subsequent
stumbling on the stairs confirmed the staff in their belief that he would not
succeed: an example of the self-fulfilling prophesy investigated by Hargreaves
1967 and Lacey 1970, So where help was most needed staff failed to provide it

and appeared insensitive,

It seemed to the observer that Mr. N was not making such very poor progress
as he was said by the staff to be making. His progress seemed slower than
others but sensitive encouragement might have shown results. He initiated

only half as many walks as the other bilateral amputee but he progressed to
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walk unaided across the open room before he was discharged because of lack of
progress. He initiated many more journeys which were to the toilet usually to
smoke  but the staff did not bring these moves into the walking programme. They
insisted that he went to the toilet in a wheelchair and tried. to cuffail the
number of visits with negative comments ("Are you doing any work today!"

"Is there something the matter wifh your onels!"). He also received only a
negative response to his holiday plans - 8 days at the seaside with his family

- whereas this could have been put to use towards his proper rehabilitation.

With Mr. M this patient attempted to learn how to rise from a chair without

the aid of thé parallel bars but unlike Mr. M he failed to do so agd was dis-
charged still unable to do this. At home he reported being unable to rise from
an armchair without the considerable efforts of his wife who also put on his

limbs.

Mr. N was éaid to have 'the wrong attitude'. This was the reason pﬁt forward
for his seeming lack of success. To the observer it seemed that treatment was
not sufficiently sensitive; not sufficiently pupil-centred or patient-centred.
Mr. N was not without,motivation but there were many clinical problems and the
walking training regime might have prbfitably been tailored to meet his cir-

cumstances as one of its less able pupils.

(iii) As previously (Mr. L) this third section which is reserved for comments
on rehabilitation proper is not required, except to note that no direct moves
were made towards the patient's rehabilitation. Personal and domestic act-
ivities were carried out only with assistance from the spouse. Social and
recreational activities and outdoor mobility (by car only) were dependent upon
the goodwill of relatives. Occupational therapy intervention had resulted in
the supply of aids such as a chair lift‘but had not tackled these issues. The

patient was discharged before he was competent in the functional activities

described by Humm,
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(iv)  An incident was observed of Mr. N being left unattended for over one

hour in a wheelchair with no brakes, at the top of a long ramp.

9. Mr. P. R A/k PPAMA to pylon

(1) The patient, a cheerful and fairly fit 65 year old batchelor, was reported
to be well motivated and making good progreés. He was observed throughout his
two week period of training. At another centre he had previously walked with

a PPAMA.

(ii) As with other such patients the staff-systematically covered all the
aspects of locomotion layed down by Humm 1977. BEarly walking began in the
parallel bars and the patient walked unaided in the open room, over stairs and
obstacles and outside on rough and sloping ground before he was discharged.
There were group lessons on how to stand up correctly and sit down and to get

up from having fallen. The patient was daily able to see his progress;

The patient's pylon, already a month late in delivery due to industrial dispute,
had been in store for a further 19 days at the walking training centre in
readiness for the patient to attend. More days were lost before patient énd
limb were united because - in the absence of the senior therapist - walking
training began with a pneumatic limb (PPAMA) and not the pylon until the mis-

take was noticed.

(iii) Walking training, though satisfactory in itself, did not have direct
bearing on rehabilitation. Organised around the schedules described by Humm
1977 it fell short and did not meet the locomotor needs of the individusl pat-
ient. At discharge Mr. P did very littlé for himself. A friend cleared the
garden, a home help cleaned the house, a nurse bathed him, a niece did his
shopping, he went out only in a taxi and so on. Aids ordered by a previous
hospital were useful, but erratic ambulance journeys caused Mr. P to miss

routine o.t. screening at this centre. There was no'point at which walking
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training focused on the patient's own home circumstances and gave him direct
help in becoming more independent. Nor was it suggested by the physical or
occupational therapists that the patient should attempt more of these personal

and domestic activities for himself now that his limb had been replaced.

(iv) There were a number of worrying incidents which might have had the most
serious consequences. First, this man had more than usual transport problems.
On his first day of walking training, from being ready at home from 8 a.m.

he did not arrive until 11.55 a.m. His first walk was at 1.30 p.m. He was
not returned home until 6 p.m. By 7 p.m. he had developed chest pains, did not
eat and was ioo frightened to sleep. The following day the theraéﬁst sought
medical assistance before treatment could continue. Second, during three
months between surgery and walking training the patient had been mobile on the
ward and then at home by means of a Zimmer frame and hoppipg. With a history
of vascular gangrene and surgery to the contralateral leg and the patient's
own reports of‘pain in this leg associated with hopping, once again we can
only guess as to its effects. Third, the PPAMA was not used correctly. At
this centre only one member of staff was competent in its fitting technique.
Misalignment in this the patient'!s first limb, we must assume creates poor
walking habits and gives the patient a poor impression of walking capability.
Mr. P reported to the observer that at the previous hospital there was injury
to the stump while using the PPAMA. Fourth, delivery of the pylon was delayed,
as explained. According to the patient it did not fit well. The therapist
did not refer the patient back to the prosthetist but made frequent random

adjustments to the suspension, asking the observer how the limb should fit.

10, Mr. Q. L Ak pylon to definitive prosthesis

(i) Mr. Q, at 70, still worked full time and he drove his own car. He was
disliked by other patients and his successes were resented. This man, whose

amputations arose from peripheral vascular disease, had had 15 surgical proce-
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dures over 9 years which, rather than weakening his resilience, contributed to
his being portrayed as a heroic figure. He appeared to be the inmate convert
(Goffman 1961). He accepted patronage from the staff and displayed patronages
towards fellow patiénts which were antagonistic to the prevailing inmate ethos
which was the opportunistic combination of adjustments Goffman terms 'playing

it cool'.1

(ii) Mr. Q was observed while attending the classes once each week awaiting
delivery of his definitive limb. Walking training schedules were successfully
completed but he continued to attend for a two month period when others would
have been discharged. He was articulate and well-liked by the staff. The
senior therapist said that she continued to allow him to attend a) because he
did not require NHS transport and b) as an example to other patients. Like
Mr. J whose attendance had also been extended though for quite different rea-

sons, Mr. Q walked 50% less often than similarly able patients.

(iii) All aspects of Mr. Q!'s rehabilitation were excellent. He was fully
employed, had a busy social life and so forth. This was in part due to his
lifestyle prior to amputation which he was able to continue. He had his own

business which was managed from home and employed many staff.

(iv) A small incident was indicative of the tendency on the part of amputees
to play the part of 'the disabled! while in the hospital precincts. The only
time Mr. Q used a walking stick was in the physiotherapy class. It otherwise

remained in his car in readiness for his next visit.

Delivery of the definitive limb was delayed for six weeks due to its being
manufactured incorrectly. There was no advice from the therapist on care of

the contralateral leg despite amputation of toes for vascular gangrene. There

l: E. Goffman Asylums Pelican 1961 part VI p.64.
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was some evidence that pre-amputation treatment by the patient's G.P. was

not sufficiently aggressive.

11. Mrs. R. R Bk Ak/Bk pylon

(i) The prospect of below knee amputatién did not alarm this patient coming
as it did after two years of reconstructivé surgery to a crushed limb, though
her husband collapsed when he received this news. She wished it had taken place
much earlier. Five months after amputation the stump was unhealed aﬁd the

patient weak from this long period of invalidism.

Prosthetic replacement had not increased or improved the patient's mobility.
Because of the weakness of the stump an Ak/Bk pylon was issued and this very
large and ugly limb dominated the patient's physique. She found it too heavy
to walk with, too bulky to sit in or to disguise and too offensive to use out
of doors. It hampered her on stairs and using the toilet, weight bearing made
her feel sick and she was embarrassed to wear the limb in front of'her husband
and children. So she did her housework before putting it on and went out with-
out it. For a few hours each day she wore the limb 'to practise in' and
walked around the house and a few paces out of doors. She had two hours of
walking training each week which seemed toolittle and she was not progressing
satisfactdrily. This created a vicious circle when her lack of progress pre-
vented her from being supplied with a lighter, less dominating and less ugly

ptb pylon.

(ii) There were difficult clinical decisions here on which the author is not
qualified to comment. What this case illustrated was that the present pro-
vision of a) a replacement limb and b) walking training did not necessarily
meet the needs of a lower limb amputee, nor provide sufficient basis for rehab-
ilitation. We have seén that provision of a pylon can have many shortcomings.
So too walking training may have many shortcomings aé illustrated here. for

Mrs. R was observed for a 4 month period during which time this comparatively
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young patient made few gains. Like others she had her own unique set of prob-
lems - general debility, lack of confidence, dislike of herllimb, incapacity

at home, nausea and so forth - and the walking training regime was not tailored
to meet these. Half of her walking training time was spent without“a limb

playing team games.

To look more closely at one aspect of this problem. Training included walking
on sloping and rough ground on the paths outside the department and around
obstacles arranged on the floor. But walking, accompanied, in the safe and
private hospital environment did not adequately prepare this patient for mobility
outside the home. This was because in the first place very many natural barr-
iers were not included in training (e.g. uneven paving, windy days, narrow
steps, walking and carrying, quicker pace). Second,walking was more secure
because it was accompanied and did not tackle lack of confidence in outdoor
mobility.. Third, while it occurred within the hospital gréunds it'waé private,
that is, it waé part of what Goffman delineates as a back stage placel and

does not take into account the stigma attached to walking in a public place.
Mrs. R reported very limited outdoor mobility for all three reasons. In part
natural barriers presented difficulties. Most important to gain confidence in
the initial stages she wanted to walk on the paths around her home accompanied
by a therapist but this was not granted. Also she was very conscious of being ir
a public place when stepping into the street. As with other patients use of the

family car was a means of avoiding this public-ness.

(iii) We can see from the above that there was a gap between training and
rehabilitation which was not bridged by the staff or as yet by the patient.
There was no area of her normal daily activity which Mrs. R had regained since

limb replacement., It was not even possible for her to wear her usual clothes

l: E. Goffman Stigma: The Management of a Spoiled Identity Pelican 1963
London Ch.2. '
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because her choice of style did not fit over the waist band and bulky thigh

corset of her pylon.

(iv)‘ It is a criticism of therapists that they knew too little of the lives
of their patients, but in Mrs. R one saw the distance at which patients fre-
quently held themselves from the staff. After her early cues were brushed
aside, Mrs. R turned to the inmate culture and conyersation with staff was
observed to become progressively more superfiéial. Walking training became a
lively diversion from the patient's problems not a place where problems were
solved. In the classes Mrs., R was cheerful and talkative while at home she
reported to.the observer that she was depressed to the point of suicide and

rejected by her husband.

Consequent upon her lack of information on amputation there was loss of self=
determination. Neither Mrs. R nor her family had plans for her futu?e. She
waited on the decisions of the staff; indeed in a vague way she understood
walking training to continue for life. This information came from Mr., X who
in common with most patients had only the sketchiest idea of treatment and

did not distinguishAphysiotherapy from prosthetic aspects.

12, Mr. S. R Bk ptb pylon to definitive limb.

(i) Mr. S, the oldest of the 19 patients, enjoyed comparative good health,
he was cheerful and popular, his gait was excellent and, like patients P and

Q, was seen by the staff as one of their successes.

(i) Mr. S mastered each stage of the walking training programme (Humm 1977).
He attended twice weekly for 6 months, the latter 7 weeks with his definitive

limb. He was observed for the latter 4 months.

(iii) = The training fegime did not meet the needs of the patient. Indeed

the staff did not know those needs. This was aggravated by lack of domibilliary
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assessment for by chance Mr. S lived outside the geographic limits of such
visits and was not included. Assessmeﬁt or training in domestic activities
would not have been especially appropriate because the patient's wife carried
out all cooking and household work and would not let her husband be involved
in these. But there were personal and rebreational needs thét were not met.
For example, Mr. S was bathed by a distric¢t nurse. This arrangement began a
year previously when he was seriously ill but»now that the patient was much
fitter, and although it was brought to the attention of the therapist by the
patient, the situation was not reassessed. Also Mr. S was a life-long gardener.
Since illness a year préviously he had neglected this work. Although his
health was now improved and his diseased limb replaced no advice-or encourage-

ment was given to help him to return to gardening or to take up any other

recreational pursuit.

(iv) Mr. S had a single below knee amputation but there had been 5. surgical
procedures - vascular reconstruction, amputation of toes, below knee amputat-
ion and debridement. Limb fitting was delayed for 6 months because of stump

infection. There was an incident of staff involvement in damage to the stump.

This was on the seventh post-operative day and the stump required restitching.

13, Mr. T. R Ak pylon

(1) This patient was last and slowest in all group activities. It seemed

to the author that as a result he was a figure of fun to the staff and patients
and was spared from being a figure of abuse only by the presence of Mrs., 2

who occupied the lowest place in the group hierarchy. Mr. T seemed to enter
into the spirit of the many jokes and thé class may have been for him a period
of light rélief. Privately he was intensely sad. To the observer he commented
with some feeling 'I'm done for now .since I lost my leg'. 'I don't know

what I'd do without the wife'.

(i1) Attempts to walk were defeated by pain. There was stump pain (described
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as tight, pulling and nauseous when weight bearing), groin pain (at a point
where the pylon dug into the body), and moderate phantom pain (with ineffec-
tive use of barbiturates). The senior therapist responded conscientiously.
She listened. SheAexamined both stump and prosthesis. She referred the patient
to both surgeon and medical officer. But‘events that followéd illustrated how
the subjectivity of pain and the convenient myths that are built up around
this complex issue blocked adequate treatment and the patient appeared to
become labelled as a malingerer. X-rays revealed no abnormality and the
medical office; said that sitting was a contributory factor. Failing tangible
evidence the staff either disbelieved the complaint or saw idleness as the
cause and walking as the cure. In nursing theory a model has beén developed
of how this occurs (McCaffery 1979). Prosthetic mobility did not improve in
the following three months. The patient remained in pain. He also remained
'the failure!, 'the malingerer'. An incident 6f pain in the contralateral

limb caused the therapist to seek direct advice from the prosthetist who

immediately requested refitting the prosthesis,

(iii) A domicilliary visit had taken place but the information had not been
used to adapt in any way the walking training routines in order to overcome
the many domestic difficulties of the patient. Mr. T had returned a wheel-
chair beeause he was not able to manoceuvre it in his new ground floor flat or
use it to leave the flat. There were narrow corridors with right angle cor-
ners, badly placéd doors which opened one onto the other, lintel ridges at
each interior door and external steps, front and back, which were too narrow
to be negotiated safely by the patient. To the observer it seemed that Mr, T
could have benefitted considerably ffom domicilliary therapy geared directly
to overcoming the architectural barriers within the patient's own home. For
example following on ‘training in climbing.steps and stairs in the department
he could have had training in stepping over the lintel ridges at home and the

narrow external steps thus developing his re-emerging mobility skills in ways
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that were applicable to his needs. And if modern ground floor accommodation
presents such barriers presumably domicilliary therapy must be considered for

a wider role.

(iv) On the subject of the patients' lack of information,.Mr. T was one of
three patients at this centre who did not-have the correct or sufficient number
of stump socks. If stump hygiene had been taught as Humm recommends this would
have been discovered by the staff. For over é month after delivery of his limb
this patient had only one stump sock which is a dangerous deficiency. Also,
since delivery he had padded the socket of the pylon with folded cloth to allev-
iage pain af pressure points. By chance he found out from Mr. V’about supply
of socks =~ though Mr. V was one of the three who had problems in this area,
which illustrates the inadequacies of patient to patient information. (This
also illustrates the strengths of the observational method which uncovers these
new and unexpected problem areas.) He wore the pylon for three mpnths before
his padding of the socket was discussed with a prosthetist. The naivety of

all nineteen of these patients on matters concerning amputation cannot be over-

emphasised and some of the information they did not have was very simple indeed.

Mr. T had contracture deformity of the right hip. He reported that as an in-

patient he had been nursed with a rolled sheet under the stump.
l14. Mr. U, Dbilateral Ak  short leg pylons

(i) This 60 year old man lived in the family home with a son and daughter.
He was observed for 4 months which included delivery of his first limbs. He

was well liked by staff and patients.

(ii) Within the parameters of the walking training programme progress was
excellent, Mr. U had vigorously undertaken pre-prosthetic exercises. The
staff had become very keen to see him succeed. He had begun to walk unaided

outside the parallel bars on short pylons. His slightly preferential treat-



253.

ment had the popular support of the group.

The mobility programme was desparately slow. (At Centre A bilateral amputees
had attended walking training for up to two years). From delivery of the
pylons it was five days before Mr. U's next scheduled physiétherapy appoint-
ment. Thereafter he attended for one hour twice weekly. On this basis it was
a further three months before he was allowed to take his limbs home and use
them more often. Mr. U walked between two and six times each session so that
his actual walking time was not more than half an hour twice each week. Given
that bilateral amputees must progress to long leg pylons before definitive
limbs a much more intensive programme is called for if patients ére to remain

both fit and keen.

(iii) Mr. U is in that group of patients for whom rehabilitation is not aus-
picious i.e. the elderly vascular bilateral amputee (Van de Ven 1973, 1981)
and here.in the treatment of the most successful of such patients were clues
as to why this is often the case. In the first place we have seen that the
schedules were very slow. In the second, as with the other patients, walking
training did not hAQe direct bearing on rehabilitation. Many minor tasks and
all the walking associated with these tasks was done for Mr. U by the staff.
Staff walked for the patient double and treble the number of times he walked
for himseif. It was possible that the unplénned affect of this was that he was
being conditioned to be passive and dependent. Also there had been no occup~
ational therapy and no domicilliary assessment so the training did not meet
personal and domestic needs. To give an example. Mr. U was not mobile out-
of-doors despite his great popularity and many offers of transport to local
pubs and clubs. These were refused because Mr. U could not go unaided to the
toilet and did not feel he could ask-friends and relatives to help. The pro=-
blems could have been tackled within walking training. Instead vital re¢reat-

ional stimulation was given up. We can conjecture that over a sufficient period
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of time offers of outings would diminish and the idea of going out would become
disproportionally eventful and difficult in the patient's mind. Here again

are' the ingredients of the shrinking horizons, the diminished daily round of

the disabled (Battye 1966).

(iv) Ambulance transport was unreasonably arduous. This man lived fairly
close to the centre but there was a tendency to collect him first and return
him last. For this one hour class between 2.to 3 pems he might travel between
the hours of 12.30 p.ms and 7.30 p.ms Single journeys were as long as three
hours and forty minutes. He did not always arrive in time to take part in

the trainiﬁg. This represented a large disruption of daily livihg and could

not physically have been tolerated by a less fit man.

15, Mr. V. R Bk ptb pylon to definitive limb

(1) Treatment moved swiftly from amputation of toes, paft foot to below knee
and then from PPAMA to definitive limb within five months. As with other
patients who receive ptb limbs the patient was very pleased with the result.

Mr. V was 62 years and lived in the family home with his wife and children.

(ii) Mr. V progressed satisfactorily through each stage of the walking train-
ing programme. This lasted for 6 months and he was observed for the latter

4 months which included delivery of the definitive limb.

(iii) The isolation and lack of understanding mentioned by most of these
patients was particularly acute in the case of Mr. V. He disliked the use made
of Mr. Q as an example to otheré. His family cited Douglas Baders his friends
cited the case of a well-known local ﬁan.' Outside the inmate clique Mr., V
felt the difficulties and discomforts were not appreciated. Hence, possibly
because he felt stigmatised, possibly because he felt bereaved, despite his
capabilities he was inclined to stay indoors and to do too little. Neither

his good progress in walking training nor his obvious pleasure in his cosmetic
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limb had, at the point of his being discharged, countered the effects of the

limb he had lost.

In common with the other patients Mr. V disliked the random nature.of the
ambulance journeys yet he owned a car which he did not use because he was
unsure of both his capabilities and the legal requirements since loss of his

leg. Help and advice here would have been useful.

(iv) The socket of the definitive limb was not a good fit. Despite good
discussion the therapist did not refer Mr. V to the prosthetist. He wore the
limb loosely and tightly on alternate days. With one wool sock skin abrasions
tended to result from a piston action. With two wool socks the stump was
squeezed and became oedematous. Both are undesirable in the vascular patient
and may precipitate further surgery. The patient did not know there were other
socks available, e.g. one thin cotton sock worn over one wool sock may have
been thé answer, and the therapist did not give this advice. Neither patient

or therapist made sufficient use of the prosthetist's greater expertise.

16. Mrs. W. R Bk PPAMA to Ak/Bk pylon

(i) This elderly widow lived in sheltered accommodation, attended the walk-
ing class twice a week and a day centre three times a week. Domestic help
was given by a home help, a neighbour and a daughter. There was every indic-

ation of a lifetime of class-related disadvantage.

(ii) Mrs. W was praised and encouraged despite, what appeared to the observer,
to be an unpromising start to waiking traininé. But when Mrs. W was assertive

- when ill she contacted her G.P. witﬁ a view to his cancelling her transport
for one day in order to save its cost - the.sanctions were intense and only
when she was crying and the staff were able to comfort her were their respective
roles re-established. That she had been ill was not in dispute only that she

had ventured to play a part in the department's jurisdiction over transport.
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Following questions raised in chapter two, this incident suggests that depen-

dent roles are upheld or reinforced.

Walking training was not complete when observations ended. The patient con-

tinued to make slow but satisfactory progress.

(iv)  The suitability of grouna floor accommodation has been questioned. Its
provision may not greatly contribute to mobility. Similarly the suitability
of sheltered accommodation is questioned because in the case of Mrs. W it did
not afford the protection or guardianship one might reasonably expect. For
example, Mrs., W did not feel secure and fear of vandalism and burglary created
insomnia. Duties one would associate with the work of a warden were done by
neighbours. A neighbour locked and unlocked the front door night and morning.
Although she rang for assistance, a neighbour eventually rescued Mrs. W when
she fell in the bathroom. The warden did not collect a prescription or post

a letter.

The view that ground floor sheltered accommodation is both enabling and pro-
tective may have contributed to the early discharge of Mrs. W from the hos-
pital ward against the advice of the physiotherapist. Wheh discharged her
exercise tolerance was very low, she had no prosthesis and had no suitable
means of moving around her home. A month later a pylon was delivered to her
by post. ©She attended the next walking class carrying the limb and a month
later still carried the limb to her twice weekly sessions. Again, there are
undertones of lack of planning around the needs of individual patients, and

failure to urgently unite patient and limb.

17. Mr. X. R Ak pylon

(i) Mr. X was a batchelor living alone in a ground floor flat. He had 5
months of twice weekly walking training, reduced to once per week awaiting

delivery of the definitive limb. He was observed for 4 months of twice weekly
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training with a pylon. Despite satisfactory progress through the walking
training schedules the career of Mr. X provides a particularly clear illus-

tration of their inappropriateness.

In the first instance the staff knew very little about Mr. X's dey to day life.
Neither were they aware that he had had 7.surgical procedures. There was no
occupational therapy and as yet no domicilliary visit. And they were unaware

how little Mr. X knew about the business of being an amputee.

(ii) Mr. X particularly disliked the team games. These occupied one of two
sessions each week. Their inappropriateness has been criticised_elsewhere
(refer chapters 6 and 7). A particular rehabilitation problem of this patient
was failure to wear his limb when attempting domestic activities. Yet he spent
half of his walking training time with his limb removed in order to play these
games. This was a costly waste of resources and an insensitive response both

to his étated-wishes and his needs.,

(iii) It did not seem to the observer that walking training and limb wearing
had brought day to day benefits. Mr. X undertook all his own housework - as
he had done throughout his life - but he hadldeveloped hopping and shuffling
habits dgring a long period of surgery and limblessness. Hence he only wore
his pylon when the work was finished, finding even such tasks as climbing
ladders to wash upper windows easier without a iimb. Again, intervention was
needed to bridge the gap between mobility training and its daily applications.
Discussion alone might have greatly increased use of the prosthesis, e.g. the
therapist could have stressed the rolg of the prosthesis in preserving the
remaining limb. Or direct domicilliary therapy might have been the answer.
For example, the patient had plans to become more mobile and daily attempted
to walk to the home of a neighbour. ’With a therapist to help him in the initial
stages it is likely that he would have succeeded. Instead rapid deterioration

of the remaining leg superseded and at follow up the patient was about to under-
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80 surgery.

18, Mr. Y. R Bk definitive limb to pylon

(1) This patient was outstandingly popular, enthusiastic apout his walking
training to a point of recklessness and piayed an important role in the general
good humour of the classes. Privately he was unhappy with his treatment and
unhappy with his circumstances and slept badly. He was one of two patients

to be referred to by a pet name. It seemed to the author that staff and patients
portrayed this patient as a hero and that Mr. Y adopted this role in public
which made such problems such as grief and anger ali the more difficult to

express.

(ii) Five months after amputation Mr. Y took delivery of a definitive limb
but over and above fitting problems its probably excessive use too soon damaged
the stump and it was condemned as unsuitable by the vascuiar surgeon. Mr. Y
described long outdoor walks immediately after taking delivery of.this 1limb,
possibly because this was expected of him. Returning to the pylon it broke
and the patient sustained a Potts fracture of the left ankle. This took two
months to heal., The definitive limb had been remodelled twice but so far
unsuccessfully. So walking training had been interrupted and prolonged by

prosthetic problems and Mr. Y almost daily presented some new fitting problem.

At this centre the senior therapist had worked to improve A.L.A.C. liaison and
telephoned the prosthetist for advice concerning Mr. Y's fitting problems.

Yet on the whole the Protestant Ethic prevailed and Mr. Y pushed on with
walking training. To the observer it didvnot seem that the novice limb wearer
or even the physiotherapists were an adequate judge of these issues and much
closer contact with a prosthetist would have been desirable here. For example
the presence of a pros;hetist in the walking training class might have been
invaluable. This patient had continual limb problems and the burden on the

senior therapist was unreasonable.
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Alternating between a ptb limb and anuAk/Bk pylon, Mr. Y did not change to

the appropriate stump sock. This was not detected by the staff.

(iii) Again there were daily skills important to the patient which were
overlooked in walking training. Mr. Y cbuld not walk and cérny. S0 he relied
on neighbours for shopping despite good cut-door mobility. Since amputation

he had neglected an allottment he had kept for forty years. Encouragement

here would have been beneficial. Generally staff did not know which occupations
and passtimes were suitable for limb wearers and this may have made them reluc-
tant to commenf or advise. They seemed not to see usual and daily activities

such as shopping or gardening as automatically suitable. There was no occup-

ational therapy and as yet no domicilliary visit.

19, Mrs. Z. R Ak PPAMA to pylon

(i) Mrs. 2 was described by the staff at this centre as 'the clgsslfailure',
as Mr. N had Eeen 'the failure' at the other centre. She was a 73 year old
widow living alone in an old-fashioned family house. She had had a cardio-
vascular accident three years previously. There was arthritis and lordosis.

A history of leg ulcers and poor circulation resulted in above knee amputation
of the right leg since which there had been rehospitalisation and three pro-
cedures to the left leg, femoral popliteal bypass and skin grafting to the

heel. Some of her ward treatment was positive - the ward staff helped the
patient into her pylon and assisted with walking practice in the day room.

Some of her ward treatment was insensitive. Mrs. Z felt unwanted as a result

of her bed being used for a day case. She was discharged against the therapist!'s
advice without a limb and without satisfactory means of locomotion to live alone
Her pylon was delivered by post. Support from two married daughters seemed

poor.

(ii) Walking training was observed daily while Mrs. Z was an in-patient

using a PPAMA, twice weekly as an out-patient using a PPAMA and later a pylon
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and again as an in-patient. During this latter period the patient was observed
for one week without a limb. In complete contradiction to everything one seeks
to achieve in amputee rehabilitation the patient's limb was confiscated for one
week by the physiotherapist. This was shortly after skin graftiné to the left
heel and hopping exercises on this left }eg replaced walking exercises for the
week. Whatever the tenuous rationale behind this treatment, the therapist

told the patient that her artificial limb was being taken from her as punish-

ment for not making sufficient use of it.

Her first stepé with a pylon were not in the parallel bars on even across a
clear floor but over and around the obstacle course of mats, sti;ks and steps
arranged for much more able patients, those about to be discharged. Subsequent
poor performance confirmed the staff in their opinion that she would not walk

well with her new limb. In answer to questions raised in chapter two, here

was evidence of the detrimental effects of labelling patients as poor material.

(iii) It is difficult to comment fa&ourably on any aspect of this patient's
physiotherapy or rehabilitation proper except adjustments to furniture made
by the senior therapist during a domicilliary visit which made mobility easier
in the patient's home. There was no occupational therapy except a single

occasion when Mrs. 2 made mince pies for the ward freezer for Christmas, yet

she was greatly incapacitated at home.

(iv) = The pylon was drbpped and broken by ambulance personnel. It was also
dropped by a porter and it broke at the same point. The wheelchair which was
supplied to the patient for use at home was returned because it was unsuitable
for her home. The staff were negative and sarcastic. When the patient failed
to attend for one day because of illness she was assumed to be shirking whereas
this information wouldﬁha#e been believed of others. Complsints of pain were

not investigated. Passive exercise was carried out until the patient screamed

with pain.
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20, Summary

What the case history material shows is that the walking training regime for
thése who have lost limbs does not have direct bearing on the patients rehab-
ilitation needs. What it further shows is that the shortcomings are not those
of 'the rapacious doctor or thg negligent nurse'1 (Tllich 1977) but are part
of the fabric of the regime itself. As such they effect to an intense degree

the treatment of every patient from the most successful to the least.

Two main themgs emerge. First, the walking training programme did not in
practice give the priority one would expect to its first task tQat of uniting
patient and limb. This was a surprising conclusion not envisaged from review
of the literature except in so far as using Goffman's model on stigma (1963)
one looked for expectations of less-than-normsl living and there was speculation
that amputation may be seen by professional workers as more disabling than is
necessary. But such a clear indicator of disabled status was not anticipated.
The second task, that of the walking training itself, was carried out with
reasonable efficiency but had little impact on the needs of the patients.

This supports the author's view that the literature shows @he thinking on
rehabilitation - and indeed, on physiotherapy - to be unclear and justifies

the need to clarify rehabilitation theory as in chapter three.

There were other themes. The in-patient environment did not meet the needs

of lower limb amputees. In chapter one nursing models on amputation were shown
to be inaccurate and unhelpful. Circumstances for those discharged prior to
delivery of a limb were unsatisfactory. Patients knew too little about the

consequences of loss of a leg. This made their treatment less effective and

contributed towards loss of self-determination. There were many indications

of the patients low status, also of the staff's low expectations of them and

1: Il Illich et al Disabling Professions Marion Boyars 1977 London p.l4.




too ready acceptance of disability and of slow and problematic treatment.
There was evidence that failure was compounded for those who were failing. As
noted in education theory (Goodman 1962, Hargreaves 1967, Lacey 1970, Reimer
1971) staff appeared to teach the most teachable, those with the ieast problems
whose success might be said to be assured, but to make little impact where

professional skills were most needed. Further, underachievement (in limb

wearing and rehabilitation) characterised even the careers of those who were

most successful in walking training terms. There was no patient whose treat-

ment was unproblematic. What we see here were not problems and failures in

terms of normal distribution but affecting all. The suthor never felt convinced

that the physiotherapists had confidence in artificial limbs, and promotion of
the benefits of 1limb wearing were missing from their speech with patients.
Equally the author was not convinced that the therapists! work with amputee
patients was part of a serious attempt to return these people to near normal

living. Over and above the particular failings that have been outlined here,
a general enthusiasm was missing.

The problems were not due to shortage of equipment or of staff. Quite the

reverse. Rather the evidence suggests that costly resources were available
but wasted for lack of attention to detail and attention to the individuals
that some major deficiencies could have been resolved almost without costs

that some could have been remedied at less cost than was already entailed.

C. Attendance, Ambulance Journey and Absenteeisnm

1. Attendance and Ambulances

With the active assistance of the staff it was possible at centre B to compile
a complete and detailed record of attendance, times of arrival and departure

and so forth. The results are given in figs. 7 and 8.

The spread of arrival and departure times was very great indeed. The net
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Fige 7. The times of arrival of patients booked to attend walking training

commencing at 9 a.m. (centre B).

time % of pate description
before 9 a.m. 75 earliest 8,40 a.m.
9 to 10 a.m. ’ 42 " mean 10,10 a.m.
10 to 11 a.m. 43.25 , (range 3 hrs 20 mins)
11 to 12.00 a.m. 14 latest 12.00 noon
100% i

Fig, 8, The times of departure of patients attending walking training for

a full day (centre B).

time % of pat. description
before 2 p.me . 6 earliest dept. 1.30 p.m.1
2 to 3 p.m. 35 mean 3.20 p.m.
3 to 4 p.m. 35 (range 4 hrs 30 mins)
4 to 6 p.m. 24 latest 6,00 p.m.
100%

1: Transport arrived at 11.30 a.m. to collect one patient booked to attend
for a full day but was turned awaye.

result was that any patient on any daj may arrive or depart at any time.

The problems of this cannot be lightly dismissed. It is surprising that such
a wholely unsatisfactory system for uniting patient and therapist has been

allowed to continue for so long. The tran3port arrangements exhausted patients.

They disrupted plans made by staff. They served to emphasise the low status of
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patients and confirmed their disabled role. They disrupted daily living and

increased immobility.

The effects on one patient are worth recording. On his first day Mr. A waited
ét home from 8 a.ms but did not arrive ﬁntil 10.35., The oéher patients had
finished their break but a late cup of coffee was made for Mr. A. He was left
until 11.10 a.me until the therapist had an Qpportunity to see to him. He
walked only briefly before lunch. He then waited until nearly 2 p.m. until

he was returned to the parallel bars and he began to walk. This was quickly
interrupte@ wﬁen his transport arrived. He protested, the staff responded
unsympathetically and he was taken home annoyed and frustrated ;ﬁd without his
limb. He had expected to do much more walking and also to go home wearing his

new leg. He felt the day was wasted. Seven hours of the patient's day and

three and a half hours in the department produced only minutes of walking

training. This in itself was not an isolated incident and shows .how patients

can only wait despite their will to act. But there was a more subtle conse-

quence. Over the week that followed the patient's language became less eager

and more accepting. He took on the staff view that there is an inevitable

slowness in the amputee's estate. He changed from blaming the organisation

to blaming and regretting the condition of being an amputee,

The random nature of ambulance journeys resulted at centre C in a policy of not

accepting late arrivals. Some narrowing down of the spread of journey times

was reported together with an increase in those unable to attend when ambul-

ances inevitably arrived late. For a one hour class patients spent up to four

hours in the department and up to seven hours away from home.

2. Absenteeism

Atcentre B non-attendance was 36,5% (68.5:188) of a five day week. A half of

this was the result of staff absence, i.e. staff holidays and a one day con-

One, patients had

ference. Of the remainder, there were three main causes.
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other NHS, DHSS or Social Service commitments. Two, patients were ill or had

stump or prosthetic problems. Three, there were organisational difficulties,

e.g. failure to notify transport or patienf. There were almost no grounds

from which to conclude that non-attendance was due to the patienté lack of
interest or co-operation. Mr. N was absent for six walking training sessions
because of family holiday and ét another‘centre a patient was absent for one
half day each week on a regular family shopping oﬁting. Both of these absences

were seen by the therapists as indicative of the wrong attitude.

At centre C absenteeism was much higher and impossible to calculate due to a

different éystem of attendance whereby patients attended for muéh longer
periods with more open access to classes, remaining on the register throughout
intervals of ill health. Some patients, e.g. Mr. Q, were able to negotiate
attendance to suit their requirements. Again absenteeism related to depart-

mental holidays, ill health and limb fitting difficulties, and other legiti-

mate commitments. Organisation errors and industrial dispute were not a feature

during the observational period.

Particular investigation was made of Mrs. R and Mrs. Z who failed to attend

two classes and one class respectively. Staff reported this as lack of co=-

operation. If one is sympathetic to the tensions of being an amputee and the

special difficulties of the home circumstances of both of these patients then

both had been legitimately absent. Mrs. R was absent once due to migraine
headache - treated by her G.P. = and once because of acute depression following

arguments with her husband who disliked seeing her wearing her artificial limb.

Mrs. Z was absent the day after her discharge from hospital -~ which the therapist

agreed had been premature - because she 'felt too messed about!,

It is of interest that the physiological basis of physiotherapy is bound to the

socially determined five day week.
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D. Centre E: Checking the Results

In prder to see whether or not this pattern of results might be more generally
applicable a further centre, E, was observed for a short period. It was chosen
because, being an accident and emergency‘hospital, a half of the walking train-
ing patients were not elderly vascular patients but young amputees whose rehab-
ilitation is described as less problematic (Nichols 1976). Cause of amputation
included cancer, trauma and deformity. The age range of those observed was

20 to 69 years with a mean of 54 years. The centre was also chosen because
amputee trainiﬁg did not take place in a separate environment but amongst those
with often only slight or temporary disabilities and where attitudes might be
more positive. There were no indications that trends in the careers of patients
at centre E were dis-similar to those at centres B and C. Biographies of two
patients are given in Appendix IV. The case of Mr. B represents treatment at
its most problematic. The case of Mr. C was particularly satisfactory and

successful.

More so than at any other centre, mobility training at centre E was divorced
from the activities of serious living. This was manifest in many ways.

For example, none of the training took place outside the gymnasium. The ther-
apists knew less than at other centres about their patients circumstances. They
were openly scornful of liaison with the occupational therapy department and
there was no domicilliary follow-up. Here was an exceptionally narrow focus

on the prescribed exercise.

There seemed no benefits for those who had lost limbs in their attending these
mixed classes. Therapists had less specialist knowledge on the treatment of
amputees, denying knowledge of basic textbooks. Also amputee patients were
treated as more disabled than the other patients, e.g. non-amputees were sub=
ject to an almost army discipline which amputees wgré for the most part excused,

while more minor tasks were done for amputees than for non-amputees. There
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were no A.L.A.C, facilities at hand and amputee patients had less opportunity

to meet others with whom they could share experiences.

E. Conclusion

Although by its nature the case history material is not as well-defined as the
ethological material, it equally shows that rehabilitation is not properly
represented in the care plan of each of thesé patients. The argument has many
interwoven themes. The models given by Goffman are applicable to many. The
hypothesis that rehabilitation practice is not effectively rehabilitative or

even anti—fehabilitative continues to be upheld.
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Chapter Nine

Discussion of Results
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Introduction

Physiotherapy does not emerge well from this investigation. In this chapter
results will be discussed in relation to some of the medical sociological

literature which may help in their interpretation.

Within the sociology and socio-psychology.of medicine there are many frames of
reference which could be used to assist explanation of the results of this
study. Many have been introduced already. Theorisation on professional power
(e.g. Friedson 1970) and the organisational structure of the hospital (e.g.
Robinson 1973) will be used here. So too the more personalised or eye witness
accounts of Goffman 1961 and Preston 1979: Goffman working within a sociol-
ogical dramatists view; Preston placing his observations within a framework of
existential philosophy (the work of Kafka). The literature reveals social
pressures on staff to conform to impersonal standards (e.g. Tuckett 1976) and
psychologicalzpressures on staff to distance themselves from their patients
(e.g. Menzies 1969). What we do not have are studies based on the working
lives of physiotherapists or the lives of amputee out-patients attending
rehabilitation clasées with which this study could be compared directly. But,
given that the great majority of the literature relates to either doctors or

nurses, the shortcomings of modern medical practice are already well documented.

In this chapter discussion will be subdivided by those issues which observation
showed to be the most important. Authorities are cited where they can shed
light on an issue. The purpose is to place the results into a more theoretical
context, also, as will emerge, to emphasise the dilemmas of therapists which

contribute to their seemingly poor performance.

A. The Goal of Rehabiiitation

In modern Britain the rehabilitation of those who have lost limbs takes place

within hospital organisations. These organisations, as defined by Etzioni
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1964, are 'social units deliberately constructed to seek specific goals'. The
specific goal following limb amputation is rehabilitation, though it could be
described in a variety of ways - in terms of cure, the maximisation of health
and wholeness, the minimisation of disability and disease. -The rééults of this
study showed élearly that rehabilitation of the lower limb amputee was not
taking place. Encouragement of‘rehabilitation proper represented a mere 0.16%
of the total activity observed during walking training sessions. Physical
therapy accounted for only 10% of each session. The case history data revealed
that even patients who were most successful in the classes were incapacitated
at home and that walking training was not having direct or useful bearing on
the requirements of their daily lives. A clear contradiction was shown to
exist between what we must assume is the purpose of the institution and what

in practice occurred within its walls.

However, - organisational goals are problematic (Robinson 1973). Goals may

be multiple, misdirected and quite different in actuality than in theory.

Middle grade staff are caught between conflicting goals of higher grade staff,
and the fragmention of labour which typifies organisations gives rise to further
conflicts of goals amongst the many grades of staff who will treat a single
patient., Communication problems inherent in all large organisations prevent
resolution of these conflicts. Each of these themes was seen to impinge upon

the work of therapists and reduce the likelihood of successful rehabilitation.

First, therapists had a primary responsibility for the safety of patients, so
their duties were custodial and restorativg; duties which represent two con-
flicting goals. Custodial responsibilities were judged by the observer to be
paramount because, while it may be permissable to fail to rehabilitate - this
failure is in any case not easily measured and can be attributed to intan-
gibles such as motivation and clinical condition - it is not permissable fqr
a patient to be injured or to die during this process through any fault of the

staff. There was evidence of staff restricting patients' movements, bodily
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lifting them, reaching for items inadvertantly dropped, gnd so forth, each in
the interests of safety, each part of established institutional routines, yet
each contrary to the aim of independence training. (Safety considerations
forestalled extending walking training to highways and public traﬁsport.

Staff expressed the view that more intensive therapy which would have been
rehabilitatively beneficial waé too haza;dous for those with cardio-vascular
insufficiencies). So mobility training began ih a safe and private environment,
but, so too, it ended still in this safe and secluded environment, leaving

patients unprepared for the rigours of daily living.

Second, ph&siotherapists were caught between the two authority ;tructures of
the modern hospital; the medical and administrative authorities whose goals
conflict. Additionally, in the field of amputee rehabilitation, the medical
goals were further fragmehted into those of the hospital consultant and the
A.L.A.C., medical officer and the prosthetist. (Frequent differenceé of opinion
‘between mediéal officers and prosthetists caused the author to see these as
separate rather than as a single entity, the A.L.A.C. team). Friedson 1972

and Hobinson 1973 have described essential incompatibilities between bureau-
cratic and professional authorities. Physiotherapists weré presented with
patients for whom the consultant urged walking training whilst the A.L.A.C.
medical officer judged them unfit for limb wearing reluctantly prescribing a
limb that would not have been the choice of the prosthetist (e.g. patient L)
and the bureaucratic schedules of the classes mitigated against the daily or
individual treatments essential in such difficult circumstances. There were
instances of artificial limbs rapidly assembled for patients but delivery being
considerably delayed by the bureaucracy which is sét up to ensure a fair rota
of attention for each patient. Alternately, therapists were allotted facilities
by administrative authorities for pa;ignts whom the medical authorities failed

to treat sufficiently well for them to use fully.
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Subdivision of labour is a prime characteristic of organisations (Etzioni 1964)
and conflict arose here as well. The data showed that amputee patients were
'handled! by numerous members or grades of staff whose duties were frequently
ill-coordinated or incompatible. One repeated example of this waé incompat-
ibilities in the roles of those within the physiotherapy department itself,
i.e. the orderlies, portgrs, therapy aid;s and the therapists themselves.
Essentially the duties of aides, porters, volunteers, etc., was to do things,
quickly and efficiently, for patients. Vhile basically the duty of the physio-
therapists was to teach independence. In actuality therapists were frequently
observed to carry out activities for patients rather than to teach or to stand
back. Conversely the duties of aides included assisting mobility training and
some ambulance personnel were observed to be especially willing to encourage
patients to act independently. But on the whole this was a third area where
conflict of goals made the therapists' work doubly difficult as patients were
passed fapidly from staff with varying roles, duties and aims and where the
work of all too few was essentially concerned with rehabilitation. Thus we
find that almost any task that could be taken from a patient and done by a

member of staff was taken away (refer chapter seven, discussion section D).

Inter-departmental subdivision of labour also brought problems. The treat=
ment of patients H and J is a prime example. The ward staff saw their role

as the care of acutely sick patients and their rejection of these two patients
hindered the work of the physiotherapists, social workers and occupational
therapists. There were many other examples of this type of goal conflict
between departments. Case conferences were not in evidence at any of the many

centres visited during this study.

Fourth, what does not emerge in the hospital organisation are the legitimate
goals of its clientele, the patients (Robinson 1973, Tuckett 1976). This showe
clearly in the data. That is not to say that patients can be treated merely

as objects, as are components in a factory, for their needs become part of the
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complex negotiation of the hospital setting. Yet patients! goals were not

found to be the prime targets of 'rehabilitation'! activity. On the one hand
patients'! motivation was not harnassed: on the other, their needs and wishes

not catered for. The treatment of patient R typifies both aspecté. Her wish

to have her leg amputated was rejected bx the surgeon. In the event Mrs. R

had 16 surgical operations ovef.a 2 year period before amputation. Patient R
specifically wanted a) to look normal, b) to wear her usual style of clothes,
and c¢) to be independently mobile out-of-doors. Instead she was fitted with

an artificial limb which because of its bulk, weight and ugliness prevented

the first of these two goals, and she underwent standard mobility training
which after many months had not achieved her third goal. Mrs. R was specific=-
ally labelled unco-operative (refer notes on absenteeism, chapter 8, section C2)
though she undertook all tasks allotted to her in the department, including
ball and team games which she disliked. While her own efforts at home and out-
of-doors were not supported by the staff. Goffman (1961) has sho%n that patients
are lgbelled (in this instance as disabled) and therefore by definition in

need of the treatment schedule which is seen by the staff as the route to rehab-
ilitation. Patients'! goals are presumed to be those of the staff or subsumed
under those of the staff. We see from this study that patient and staff goals
do not héppily coincide and that therapists were not sufficiently alive to these
differences. There seemed no evidence that they had been trained to recognise
potential conflict in this area. Even had they been trained to see this, power
structures cause staff to obey the surgeons wishes rather than those of the
patient. Thus therapists busiedipatients'in activities which were thought

to be rehabilitative and which clearlj were not, paying too little attention

to what patients needed in the personal and'domestic context and what patients
were trying to do towards these ends. Whaf is interesting is the degree to
which patients complied, and complied increasingly over time, so that therapists

were cushioned from the implications of this misguided activity by its victims.
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Lastly, the results show the goals of walking training were misguided and in-
appropriate. This occurred at two levels, first - within walking training

itself and second in relation to rehabilitation.

First, the goal of walking training appeérs to have been saiisfactory complet-
ion of walking training schedules as espoused by Humm 1977 but these had only
incidental bearing on patients! daily lives and this appears to have been
overlooked. The case history material provides very many examples of this.

Mr. T negotiated stairs in the department but was unable to cope with smaller
and narrower sfeps and ridges at home. Mr. U used the specially adapted toilets
in the department but inability to use other toilets in a normal’fashion greatly
curtailed his social life. Training in outdoor mobility, climbing stairs and
negotiating obstacles had not enabled Mr. G to use public transport. Despite
satisfactory limb replacement and good walking training progress patients such
as Mr., X stil; found it easier to undertake their daily round of chofes before
putting on their limb. The case history material showed the failure to inte-
grate walking training with the domestic and social needs of the patients. The
ethological material showed ways in which functional outcomes of walking train-
ing were actively prevented (refer chapter seven, fig. II).' Unable to play
their proper part in minor functional activities, patients were robbed of the
opportunity to progress at exactly that point where physical therapy becomes

rehabilitation, at the point where walking is given a purpose.

So we see that the schedules of walking training as exemplified by Humm 1977
fall short of what is required. To return to the question posed in chapter
three 'are amputees taught the skills of mobility in such a way that they are
encouraged - or at the very least not prevented - from generalising these
mobility mechenisms towards their social and economic application?! The answer
is no they are not, in any sense that is consistent, efficient or well-planned.
One feels that intelligent identification with patients needs would have led

therapists to see these shortcomings. Yet there is nothing in the present system
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Second, here we see the consequences of the lack of research and lack of
critical assessment in rehabilitation generally and physiotherapy in particular
(Tunbridge 1972, McMillan 1973, Partridge 1982) and the teﬂdency of the pro-
fession to be !largely untheoretical! (Seérutton and Gilbertson 1975). Though
the concept of rehabilitation proper follows naturally and logically both the
spirit and the letter of the modern rehabilitation movement it has never pre-
viously been drawn out of the literature nor applied to rehabilitation practice.
Consequently, 5ecause sound theory has not been available, the goals of rehab-
ilitation have been inconsistent and unclear. The ethological a;ta revealed
that rehabilitation proper was only an incidental aspect of treatment regimes

- incidence of its encouragement being a mere 0.16% of the total activity.
Blame must be apportioned to the leaders of the therapy professions who have

left therapists to continue to 'muddle through' on historical rather than

scientific lines.,

Summary and Recommendations

The goal of the hospital organisation and the needs of lower limb amputees
would seem to be the same. Both seek health and wholeness or rehabilitation.
In this éection reasons why this seemingly obvious and mutual goal was not
fulfilled have been discussed. Five areas of conflict were identified. Remedies
depend first and foremost on recognising that these situations exist. Goal
conflicts which result from custodial responsibilities, dual authorities and
the subdivision of labour are inherent in the hospital organisation. Looking
at them in the light of a specific conditiop, such as lower limb amputee
rehabilitation, ways may be found to lessep their worse effects, e.g. by
making therapists aware of the deperéonalising effects of the duties they
require of porters or by making surgeons, medical officers and administrators

conscious of the need for close co-operation and common goals. Yet if problems
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continue to be inherent in systems, permanent improvements along these lines
seen unlikely. At best a fashion for upgrading amputee treatments may emerge
which may wane as the plight of other groups are brought into focus. The log-
ical alternative is to take amputee rehabilitation out of the hosﬁital setting,
i.e. into the patient's home. But absence of research prevents us from exanm-
ining the pitfalls of this altefnative. »What it may do is, in effect, transfer
institutional practices right into the patient's last refuge. A very sceptical

researcher is needed to examine this possibly too plausible solution.

Where problems'arise from failure to recognise the patients' goals the picture
is more prdmising because of child-centred work which has long béen established
in education and patient-centred approaches which are being pioneered in nursing.
It is possible to train teachers and nurses in such a way that they guide their
pupils through an individually tailored programme which responds to the needs
and motivations of the pupil without losing the advantages of profeséionalv
authority. Tﬁis study showed no evidencé in physiotherapy practice of patient
-centred physiotherapy trainihg. It is recommended that the profession adopts
an approach along the lines of the nursing process or, if such innovations are
already present in training - though this seems unlikely - means must be found
whereby they are not lost in practice. On the subject of misdirected goals

it is néturally the author's view that the very word rehabilitation should come
to have a different meaning, as elaborated in chapter three. Consequent ﬁpon

this all aspects of care would need to be modified, and present goals re-

examined.

B. Communication in the Rehabilitation Setting

Within an organisation achievement of goals depends upon good all-round commun-
ication. People have to agree to goals, and, as these are not static, t@ey
have to be continually re-negotiated. The results of this study show that

there were many important failings in communication. This was true of staff
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to staff communication, staff to patient communication and patient to staff
communication. The picture varied however; positive and negative aspects
having been discussed in chapter seven (refer especially section 2) and touched
upon throughout the case histories. The net result was that poor>§ommunications
added to the éost, the misery and the ineffectiveness of treatment. When there

was apparent goodwill on all sides, why was this the case?

There is available in nursing a great deal of literature on this theme (eege
Menzies 1961, Coser 1963, Cassee 1970, Preston 1979, Faulkner 1980, Gott 1982,
McCleod Clark 1982). In this literature the hospital ward is typified as a
place where personal contact between nurse and patient is kept t; a minimum

in order to reduce staff anxiety. Role distance operates for the nurse as a
defense mechanism. Cassee and Preston have both commented on the ways in which
patients contribute to this; distance themselves from staff and repress their
emotions., Goffman 1961 cites, as a characteristic of institutions generally,
that intimate contact with inmates is seen as dangerous by the staff. The
situation in which therapists are placed is more analogous with that of the
nurse than the doctor in that they have daily and lengthy contact with patients,
but Ley and Spelman 1967, Friedson 1970, Robinson 1973 and 6thers have discussed
the many ways in which barriers also exist in doctor/patient communication
which serve purposes such as increasing the doctor's power over the naive

patient, and again as a defense mechanism. Also there tends to be a narrow

view of what is to be communicated.

This then is not a question of gbodwill. Throughout the literature the hospital
organisation is shown to be a setting where intimacy between staff and patients
is an ever present danger, threatening the smooth running of the system

and the emotional stability of the staff. This study shows similar patterns

to exist in the physiotherapy out-patient department as on the ward. Staff

restricted close contact with patients as patients did with staff. In terms
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of how and why this happens in hospitals Cassee's account, 1970, is the most
succinct and useful. In terms of explaining the daily psychological pressures

on nurses, relatives and patients Preston's work, 1979, will be looked at more

closely here.

Preston described weariness, frustration, impotence and indecision on the part
of staff trying to cope with and maintain both high technical and humanitarian
standards with disfigured, deformed, demanding and dying patients. Seeing the
data from the staff point of view this can be said to describe much of the
therapists work with amputees; patients who were in addition often immobile,

cumbersome, heavy, presenting sore stumps and ill-fitting and ugly limbs.

Preston commented:

"If one followed a dedicated and competent nurse through

the course of a busy shift, one would likely be impressed

by how she meets the multiple demands of her work. The

leg work alone seems ample inducement for varicose veins.

-Among the treatments, the charts, the basic physical patient

care, the strains of staff relations, this nurse manages a

kind word and an attentative ear for her patients, and a

bit of jauntiness to cheer them up. On some days, that she i
manages this at all seems miraculous. If one gets a feeling

for her work, one is not likely to question the focus of her
effort. Ready explanation jumps to mind for any action that

seems less than humanitarian. She seems hemmed in by imper-
atives., ©She is hardly to be blamed that she often does not

hear what patients tell her or that she does not ponder

their fates.,

However, if one remains dispassionate and watches the

nurse without attempting to rationalize her acts, one sees

a somewhat different picture. The nurse seems engaged in

an elaborate act, the production of which consumes much

of her attention. Her behaviour denotes more a concern

for her duties than for her patients. She seems to care

for them, and yet also finds them tiring and aggravating.

She keeps her distance." 1
Preston 1979

This too was the author's experience. It was possible to observe the therapist

meeting the multiple demands of her work and, because of the way in which she

-

was hemmed in by restrictions of zll sorts, to quickly rationalise any short-

l: R.P. Preston The Dilemmas of Care: Social and Nursing Adaptations to the
Deformed, the Disabled and the Aged. Elsevier 1979 New York p.l03.
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comings. However, remaining dispassionate from such rationalisations the results
do in fact show 'the elaborate act'; as evinced by the fact that a great deal

of activity produced proportionally little actual therapy and virtually no
rehabilitation. Behaviour was, as Preston noted, concerned with du¥ies. On

the one hand the ethological data showed a staggering list of duties performed

by therapists for patients, many'of which ﬁatients could have done for themselves,
while the case history data showed the other side of this picture, failure to

get to know patients and activity providing the means of avoiding finding out
their needs and acting on them. A picture is built up of staff acting out duties

but failing to be effective in terms of real change in the patient's state.

However, the medical and nursing literature shows many reasons why this situation
occurs and these reasons are no less valid for therapists working with lower

limb amputees. Given the social prejudice against such disfigurement as loss

of a limb - prejudice which was shown in chapters one and two to be mirrored in
the literature‘of the therapy professions - it is not surprising that physio-
therapists, like nurses, respond to a need to distance themselves from the awful
fate of many of their patients, seeking recompense and reward by doing their
duty and thereby contributing to the smooth running of the organisation by com-
pliance. One need look no further than liilgram's alarming study, 1974, to see
how humanitarianism, which one understands is the prevailing social morality,

can quickly disintegrate into incompassionate obedience to duty with the cruelest
results. Seen in this light it is a tribute to therapists that they disputed

with their medical superiors in order to give a more caring service and were

observed privately to grieve the loss of patients.

But the present situation represents a costly impasse. Knowing the reasons why

it exists does not make it less unpleasant. It may be argued that even though

the systém is less than perfect - and which system is not - at least every,

patient has the opportunity to avail himself of a system of treatment, to receive

a limb and undertake mobility training. Both limbs and training are, after all,



280,

the product of many years of experience in these fields. When interviewed on

the subject, Humm stated that there existed today a situation far better than
pre-war days of limbs for only those who could afford them and training for
almost no-one. But the argument is not as simple as that. Today tﬁere are more
than 5,000 new amputees annually and the costs are correspondingly great. TYet
there is no scientific evidence that present treatment patterns are, in rehabili-
tation terms, an improvement on the pre-war picture. And while what is available
today seems more humane, more egalitarian, this study has revealed that for the
client the system can be slow, humiliating and miserable, with very little success

in terms of what patients themselves require. -

Summary and Recommendations

The data revealed that communication between patients and staff was superficial
and impersonal. The result of this was a system of treatment which revolved
around organisational requirements rather than the needs of the patients. As
such, success in real terms was not great. An obvious recommendation would be to
improve communications at ali levels but the literature shows that superficial
communication serves many purposes, not least, allowing the system to operate
more smoothly. Once again suggesfions regarding changes are difficult in the

face of problems which are inherent in system or integral to them. Using nursing )
as a model again, some modification of the system does seem possible along the
lines of all that the nursing process seeks to innovate. Task-orientation can

be attenuated. Communication can be more sensitive to cues from the patient.

Care can be tailored to individual need. But in the same way that child-centred
education offers scope for abuse so too .do patient-centred approaches. In the
hands of less efficient teachers and nurses less is achieved than under the old
authoritarian task-orientated regimes.v Communication becomes purposeless chatter
and professional practic; stands aside to let the patient 'do his own thing':s
staff lose respect and patien£s lose confidence and direction. While advising all

those involved in work with amputees to move towards patient-centred patterns of
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care, further investigation is urged to determine the degree at which this
offers maximum benefit. Is this merely a question of therapists being more
sensitive to what patients have to say or can there be no real improvement until

patients control their own rehabilitation programmes?

C. Disfigurement, Disablement and Hopelessness.

Before going on to discuss.in more depth bufeaucr;tic management and profes-
sional power, there is an issue to be dealt with which arises from the previous
section when reference was made to the work of Preston 1979. In the opening
chapters of this thesis it was asked whether treatment schedules for lower

limb amputees were chéracterised to any significant degree by a feeling of hope-
lessness, Physiotherapy literature depicts lower limb amputation, wrongly in
the author's view, as a condition of irredeemable loss. Was this attitude

borne out in practice?

Sadly the results show unequivocally that this was the case. The paramount
example being that patients were not seen to be in urgent need of suitable
replacement limbs. (The data revealed a host of factors which were aliowed t§
intervene before the patient was united with the limb; therapists stored limbs,
there were delays of many sorts, ugly, ill fitting and painful limbs were
tolerated. - Therapy involved removing limbs with patients taking part in limb-
less activities, therg_was a lack of positive comment on fhe part of therapists
as to the value of these limbs, and so fofth). Many other themes arise from
fhe data to lend weight to the genefal impression of 'hopelessness' or certainly
that treétment for lower limb amputees révolved around irreplaceable loss and
permanent disability, of less-than-normél opportunity and less-than-normal
living, (The stated gim‘of therapy was to enable patients to 'potter about

a bit at home'. The;;py did not relate to serious living. Within the Qépart-
ment far too much was done for patienté, and so forth). Despite isolated

incidents there was no proper body of evidence to the contrary. With patients
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who were seen as failures (patients N and %, and to a lesser extent patients

L and T) mobility training was clearly seen as pointless or hopeless or cruel,
But what the author is especially concerned with in this section are aspects of
'hopelessness! in the treatment of the majority of patients; thoée who to a
lesser or gréater degree were seen by thg staff to be making satisfactory pro-
gress. Therapists did not thiﬁk of their work as a waste of time. What is at
issue here are such aspects of hopelessness as un&erachievement and less~-than-

normal living, i.e. that training beyond a certain level was purposeless.

One need look‘no further than the work of Goffman 1959 and 1963 to see how
profound is the effect of a person's being different from socie;y's normative
expectations and the prejudices which operate as a result. The work of Scott
1969 and 1970 showed that professional experts are just as susceptible to these
expectations and prejudices as the lay man. Institutionalising a person con-
firms the staff in their belief that the person is what they label him and is
in need of their services (Goffman 1961). The data yielded ample evidence to
show that patients were treated as disabled with all that that entailed and
discharged without treatment for many probably redeemable disabilities. Scott
has noted, 1970, that it is typical of rehabilitation programmes in Britain
for 'centres to be constructed around good-naturedness and cheerfulness in the
face of adversity'; where 'agencies take the view that the level of independence
and self-sufficiency possible for most disabled people is very slight'. This
seems indeed to be what the results of this study have shown. In centre C in
particular the prevailing ambience was one of cheeriness, games and goodwill
but with little emphasis on mobility skills and less on rehabilitation proper.
Superficially patients and staff appeared to be hard at work with walking
training. Classification of the activities from the ethological data showed

this was not thé casé:

In view of normal social prejudices the results are perhaps not surprising.

Preston's contribution to this topic, 1979, helps us to understand the invidious
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position of the staff. He showed the effect of human abnormality on the nor-
mative witness. We must bear in mind that all amputee patients have been
mutilated, many are dying, their replacement limbs are for the most part

repulsive. Preston stated:

"The dignity of man is a humanitarian concept that refers

to a coherent and positive human identity. Disease is

the ultimate nemesis of this "dignity". "Death with "dig~
nity" entails an inherent contradiction. "Debility with
dignity" is a difficult proposition - more difficult as the
debility is greater" . . . .

"In practice, humanitarianism is a feeble means of assuage-
ment; therefore, humanitarian effort is more alloyed towards
more ambiguous men, or it becomes a tortuous exercise. Since
sociability is largely impossible with patients whose person-
alities are greatly defective, the humanitarian effort is
generally slackened for these patients. Nurses may feel the
greatest humanitarian strain with patients whose extreme
debilities are bodily since the intact personalities of such
patients elicit humanitarian regard."

Preston 19791

As thiﬁgs are at present nurses and therapists have no reason té be unduly
hopeful about the fate of those who lose limbs, especially those who are elderly
and for whom loss of a limb is a postponement in the dying process, or to see
their 1life chanceé on a par with their contemporaries. Further, they infre-
quently see patients walking well with cosmetic limbs and almost never have

the oppbrtunity to see amputees taking a normal part in society. Instead their
work consists of never ending contact with the grotesque new recruits to the
ranks of the limbless, in the face of which they largely maintain cheerful and
good-natured care. Insensitivities may be attributed to the inherent strain

of this work and the difficulties for any normative witness in facing the fact
- if it be true - that real human beings accompany the disfigurements, disease

and probably dying bodies that they daily see before them.

l: R.P. Preston The Dilemmas of Care: Social and Nursing Adaptations to the
Deformed, the Disagbled and the Aged. Elsevier 1979 New York pp. 152
and 153.
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Certainly there was evidence of insensitive care. Therelwere 6vert instances

as with patients W and Z. There existed also a continuous theme of insensit-
ivity to the normal or fully-human needs of even the most successful of patients.
Comments by Tuckett, 1976, shed further light on the difficult pdéition in which
nurses and therapists are placed partly by their medical and administrative
superiors who can to some exteht avoid fhe unpleasantness of prolonged contact
with individual human abnormality. As discussed in chapter two, walking
training can come at a late and debilitated stage for the patient. Staff may
feel failure (or death) to be imminent or inevitable but the inevitability

of the treatment process is underway. The real consequences of.disease are
avoided by the staff who expect patients to do likewise, and each co-operate

in exhausting procedures despite their pointlessness. The observed failure to
discuss the fate of the contralateral leg may be an example of this avoidance

of unpleasantness.

Summary and Recommendations

The evidence showed that despite the care taken by physiotherapists with those
who had lost 1imbé, even their obvious affection for many of these patients,
treatment patterns did not constitute a serious attempt at rehabilitation.

For amputees, normal or near-normal living was not the goal. The work of Goffman

Scott and Preston was used to help in understanding why this situation exists.

Loss of a limb epitomises disability, and throughout chapter two it was shown
that the fate of amputees can be extremely bleak. Their rehabilitation com-
pared unfavourably to that of the most seriously ill (Forer et al 1980). This
being the case, one would expect no iess than the prejudices described by
Goffman and Scott nor the resultant strains and insensitivities portrayed by
Preston for those working with ampu%ees. 'Centres constructed around good-
naturedness and cheerfulness in the face of adversity! appear as a tribute to

modern humanitarianism.
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However, as was strongly argued in chapter two, in twentieth century Britain
limb ablation is a redeemable condition. While loss of a leg rightly epitomises
disability, a leg amputated nowadays can be replaced and many of these replace-
ment limbs for varying levels of amputation allow the limb weare£ a proper
degree of rehabilitation. Consequent upon this the whole picture changes.

The future need not be bleak. .Gross pr;judice need not operate. Sheltered
environments need not be appropriate. These latéer are the consequence of

ugly and inadequate replacement, or failure to replace the limb at all, and of

the disease process rather than the amputation itself.

-

Obvious récommendations are a change of attitudes, a vigorous approach to
amputation, an earlier decision to amputate and speedier replacement, closer
liaison of surgical and prosthetic teams, the abolition of all limbs that are
not cosmetically acceptable and so forth. But these recommendations have been
made before (e.g. Nichols 1971), thoggh possibly the handicap of noh-cosmetic
limbs has not been adequately researched. Why should they be effective now when
they have not been in the past? Society has deeply-rooted reasons for rejec-
ting ideas that those who have lost limbs can be 'as-normal'. Perhaps change
could be brought about if thé focus for these ideas was physiotherapy and the
para-medical professions, i.e. if instead of recommending from the top down-
wards, change came from the middle outwards, from patients and staff at the
crucial walking training stage. Otherwise the situation will remain bleak,

as noted previously, so bleak that t!reconstructive procedures should be con-

sidered even where there is little hope of saving the limb' (Huston 1980).

D. Bureaucracy

"In hospitals, and, indeed, in medical practice generally, the
essence of managing patients is the routinisation of care.
Hospitals are organised to help patients with particular dis-
eases and problems, and standard rules and procedures have been
developed to ensure that each patient obtains the appropriate
treatment by doctors and nurses trained ‘to carry these out.
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Patients are diagnosed and they are placed in a category of
people for whom a particular course of management is

prescribed",

Tuckett 19761

This, in essence, describes hospital organisation. The term bureaucracy is

common in this context. The term is fregquently used in a pejorative sense but

in Tuckett's description the usefulness of bureaucratic management of people

is also apparent. It is egalitarian - each person is diagnosed and given appro-

priate treatment. It is intended to be efficient and cohesive - routines are

established and a large labour force combine their many skills. But Tuckett

-

has also shown many pitfalls, for 'no individual is ever likely to fall per-

fectly into any one category, thus tensions arise!.

"The goal of treating the whole patient, and ministering

to all the needs, physical, psychological, and social,

that bear on his medical problem, is often lost within the
restricted aims and authority of the specialist departments
which share responsibility for the patient, and do not take
up sole responsibility. The fragmentation of authority has

been much criticised (Lancet 1959 for example) and has
caused many doctors, particularly those working in depart-
ments of social and community medicine to put forward ideas
that emphasise 'human medicine! and the 'whole patient!."

Puckett 19762

Perhaps What the results of this study showed more than anything else was the
way in which lower limb amputees were caught up in a bureaucracy that did not
meet their needs and from which they could not legitimately escape., Within
their physiotherapy thére was negligible evidence of 'human medicine'! or care
of the 'whole patient'. The conclusion one is forced to draw is that the
attempt, on the part of the NHS, to give a full and fair service to all those

who lose limbs has resulted in a system which fails to give appropriate service

1: D. Tuckett An Introduction to Medical Sociology Tavistock Publications
1976 London p.193. .

2: TIbid p.231.
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to any. Let us examine some main points of the evidence, for this is an extr-

emely sweeping conclusion.

Thé ideal time schedule from limb ablation to full cosmetic replacement

was found to be five months. This may be judged to be reaéonable (though it
does not compare well with Malone's series who had full cosmetic replacement
on average at 31 days, Malone et al, 1979, USA). But rarely was this schedule
maintained and the case histories showed thaf the delays were not the unavoid-
able consequences of the clinical determinant. Most often delay in limb replace-
ment was orgaﬁisational, i.e, it was caused by tardy appointment schedules and
training rbutines which effectively withheld limbs from patienté. Where cos-
metic replacement was accomplished in under 6 months, e.g. patients G and V,
rehabilitation was unsatisfactory at the end of training, and re-amputation
likely aggravated by lack of information on care of the contralateral leg and
use of the wrong stump socks. It was found that temporary limbs,coﬁld not be
used as a meésure of adequate limb replacement because they were unacceptable

to normal society and disliked by patients who consequently made limited use

of then, -

Regarding mobility training, in many different ways the routines were shown

to be unsatisfactory. Training may be given for as much as five full days

each week or for as little as one hour per week. No optimum is known and
schedules varied primarily upon hospital policy and staff availability and not
individual need. The training provided for patient U exemplified a particularly
lengthy and unsuitable regime which Qas eroding the patient's intense motivation
to succeed. Arrangements for both in‘and out patient attendance were found

to be unsatisfactory and particular criticism was levelled against the way in
which ambulance trans?ort waé organised for out-patient attendance. It was
costly, time-consuming, exhausting and depersonalising for patients and.ﬁnduly

disruptive both of the patient's day and the therapist's intended programme.
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Ethological investigation of the organisation of the walking training classes
themselves revealed proportionally little therapy - physical therapy represented
around 10% of the total activity - whilst a great deal of anti-rehabilitative “
activity took place, e.g. 46% of the patients total activity was.done by staff
or controlled by staff on the patients! behalf. This situation was especially
aggravated by the fragmentatioh of'laboﬁr and routines had been established
which blocked patient initiative at the point where mobility training became
purposeful, the point at which it became rehabilitation (refer chapter seven,

fig. II).

Routines,.duties, institutional or organisational practices, fr;gmentation of
labour, impersonal bureaucracy - call it what you will - these were seen to
take precedence over individual need and consequently over rehabilitation
proper which is intrinsically tied to the needs of the individual. Thus the
ethological data revealed that the incidence of rehabilitation propér in the
schedules waé less than 1% of the total activity. This finding was supported
by the case history data which revealed that neither was it apparent in the
lives of the patients; a paradox in an organisation set up for the purpose of

rehabilitation.

There is a substantial literature which shows how nurses become cogs in the
huge machinery of the hospital organisation. This has many parallels with the
work of physiotherapists and their aides and orderlies. Training socialises
them into its routines (Coser 1963, Davis 1966), tasks gradually become focused
upon duties to be done rather than on people to be helped and staff become
alienated from their work and turn to extrinsic rewards such as pay, bonuses,
job status, etc. (Saunders 1954, Tuckett 1976, Preston 1979). Apathy can be
conveyed to patients who are treated as objects (Brown 1973), 'The common
decenéies and rituals of everyday life are ignored or performed in so pér-

functory a manner as largely to negate them'. 'Minor aspects of the tasks
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tend to dominate's 'There is insufficient involvement for any kind of genuine
appreciation of the person's needs's Brown's comments referred to mentally ill
patients but are not without relevance to the descriptions of the treatment

of lower limb amputees.

One cannot envisage the chaos that would ensue if staff were not to operate
within given boundaries but the literature shows the frustrations and tensions
which this gives rise to. Goffman, 1961, ndted that staff genuinely concerned
with rehabilitation often felt they had to leave the 'rehabilitation'! instit-

ution in order to practise their skills effectively and to the full.

Summary and Recommendations

The hospital organisation which has been established for the purpose of the
rehabilitation of lower limb amputees was found to comprise little that was
rehabilitative and that organisational practices were themselves a chief factor
in the failure to rehabilitate. Therapists did not or were unaﬁle to effect

change.

The primary recommendation for change is that those concerned should be aware
that this unsatisfactory situation exists. At present the term physiotherapy
is equated with rehabilitation. This study has shown that this is not the case

either in theory or practice.

Working within the present organisation many beneficial changes now begin to

be possible. The approach of Burgess and Malone (USA) and Hutton and Rothnie
(England) points the way to mofe rapid and intensive regimes which could be
tried, even if on modified lines. There should be urgent discussion on the
advisability of discharging patients from the ward prior to delivery of at

least a temporary limb, for at present patients are discharged prior to replace-
ment procedures which were the raison d'etre of the ablative procedure. With

evidence of the high levels of activity done by staff for patients, a conscious
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effort could be made to redress this situation. Ninor functional activity
could be included in the treatment plan and given equal prominence with mob-
ility training. Therapists could examine the ways in which their aides and
orderlies undermine their efforts. More attention could be given'to patients!
queries on social and domestic matters. And so forth. The organisational

structure could be attenuated in very many ways.

Other changes could not be brought about within the present system and the
question of a domicilliary service again comes to mind, and, again, new ways of
organising rehabilitation services are blocked by lack of supporting research,

thus making it premature to suggest a radical new basis for fut&re treatment.

E. Power

Professional power is another major theme in the sociology of medical practice
(e.gs Mechanic 1968, Friedson 1970, Robinson 1973, Cox and Mead 1975, Tuckett
1976, Illich et al 1977). Texts most often refer to the doctor/batient relation-
ship but when discussing professionalism in a broader context (e.g. Robinson
1973) we can see how similar themes apply in the nurse/patient relationship

and, though not specifically mentioned, the therapist/patient relationship.

At all étages in the treatment of those who lose limbs decisions have to be
made and negotiation must take place. But 'what happens in the bargaining
process will often be influenced by power: by the relative ability of each
participant to apply rewards and sanctions to each other' (Tuckett 1976).
The medical and para-medical professional workers have all the knowledge and
authority of their professions to cail upon while the patient has only nega-
tive sanctions, he can refuse to co-operaté, refuse to be cured and drop out
of treatment. Even the patient's free choices, e.g. of consultant, adds to

professional power because if the patient questions any aspect of treatment he

can be reminded that as he came voluntarily so too he may leave (Friedson 1970).
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An important finding of this study, which the author only gradually came to
realise, was the extreme naivety of these patients. This made then all the
more easily manipulated by the staff, for staff power is greater where patients
are ill-informed (Robinson 1973). Thus there were patients who‘éppeared to
have undergone far too many surgical procedures, who walked daily with limbs
they detested, patients who uéed a transport system they heartily disliked,
participated in games which were equally dislikéd, who were treated as less=-
than-adult and so on, and yet continued to co-operate to an extreme degree

in the belief that what they had to undergo was inevitable and that 'they know

what they're doing'!, 'they know best!'. -

The author is not an advocate of self-help schemes as alternatives to profes-
sional help for this would seem to abandon centuries of accumulated knowledge
and leave every patient to arduously seek solutions to problems which are
already known and quickly taught. Nor does the author advocate policies whereby
each patient be thoroughly schooled in 'amputeeism'. Quantities of information
would be supplied which would be surplus to requirements, which few patients
sought or wanted, preferring - though possibly expecting - to remain in ignor-
ance. But what the data showed was that a) patients were supplied with less
information than they needed and requested and b) lack of this information had
costly consequences. The right balance was not struck and professional power

was unreasonably guarded.

Professional power was unreasonable in other ways. Therapists (doctors and
others) are not only authorities of their subjects and parted with too little
information, in addition they were often observed to be too authoritarian in
their attitudes and practices. Patients were forced to be unduly subordinate
and this seemed at odds with the goal of rehabilitation which is closely allied
to sﬁch ideas as independence and autonomy. Many instances revealed patients

treated as children even as objects. Too often ‘their moves were blocked rather
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than harnessed and developed. Again, too much use of professional power was
counter-productive and it could have been slackened without loss of status.
There is no reason for example why patients should not return cups to a trolley

without fear of a reprimand or why they should have to ask permission to go to

the toilet.

With regard to the relative position of the senior therapists this issue is not
a simple one. In effect they were less authoritarian than either their super-
iors or their subordinates. Senior therapists were at times observed to enter
into most uéeful negotiation with patients, to discuss in depth such topics as
limb weafing, climbing stairs at home and so forth. As has béén discussed
elsewhere the focus on these discussions was frequently too narrow. They also
failed to supply much important information or advice but often this was the
result of their being too busy, to common habits of task orientation and because
they were unaware of the extent of the patients' ignorance - this-latter being
due to commﬁnication barriers which have already been discussed. Also, their
authoritarian stance, again as has been discussed, arose from the pressures of
custodial responsibilities. Basic grade therapists on the other hand, other
less senior staff and students, quite clearly a) rarely knew the answer to
patients! queries and b) were defensively authoritarian as a result of their own
inadequacies and insecurities in their professional role. Auxilliary and
ancilliary staff were effectively the most authoritarian towards patients.

The frequent insensitivity of their approach may have reflected their lack of
professional training but was also a consequence of the way in which their
immediate superiors defined their work as a series of tasks, e.g. collect

X number of patients, 1lift heavy patients, carry artificial 1imbs, walk x
numbers of patients every 20 minutes, etc. So, it was usual for them to
approach a patient as an object to’be handled or transported, as a job to be

done.
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Summary and itecommendations

As bureaucracy mitigates against rehabilitation so too does professional powers,
Each exists in theory to help the patient towards recovery yet in reality each
hindered recovery in quite specific ways where bureaucracy or professionalism
was too dominant. Senior therapists were less domineering than other staff,

though at no point was the situation satisfactory.

To the author it has always seemed that (over and above sound and extensive
knowledge), ﬁhe hallmark of true professionalism is in being able to recognise
one's fallability, to dare to be uncertain, to be prepared to listen and learn,
and to recognise the need to co-operate with the skills that others have to
offer. It was this type of professionalism that was so rarely apparent, at any
level, in the treatment of those who were the subjects of this study. If it
had been much more in evidence those dealing with amputees would have known
more, would have been more sensitive and more willing to learns The patients!
needs would have then become apparent, the patients! efforts could have been
harnessed and the staff could have guided them through a much more full rehab-
ilitation programme. Fewer authoritarian aspects of professionalism would have

been obvious.

It is étrongly recommended that therapists be much more highly trained and

basic grade therapists better supervised. The costs of this could be met by
dispensing with many auxilliary and orderly staff who are presently engaged in
tasks that, in a rehabilitation setting, patients should be learning from thera-
pists to do for themselves. Also a more rapid turnover in patients is envisaged

as a result of much more professional patient-centred approach, thus cutting

costs further.

F, Conclusion

The results of this study were discouraging, both in terms of the therapy
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professions and the fate of those who lose limbs. From discussions in this
chapter the impressions that spring to mind are those of the invidious position
of those who work daily with amputees and the inevitability of the poor results.”
Such recommendations as have been touched upon seem to be of the.hature of

negative or pessimistic possibilities rather than hopeful probabilities,

However, it is the author's opinion that this unhappy picture could be greatly
changed. For the reasons for failure are not narrowly concerned with limb
amputation as such, nor necessarily its attendant illness, but have been dis-
covered to be'significantly the result of institutional practices and prejudic-
ial attitﬁdes, which are in turn the product of unsound theory.. In this

chapter those very institutional and prejudicial causes of these unhappy results
seem inherent in the treatment systems and likely to prevent real change. But
recognition of these factors already begins the process Qf modifying and attenu-
ating them. Further, through this investigation three quite new.aréas of thought
are opened ub - in rehabilitation theory, in physiotherapy practice and in an
improved understanding of lower limb amputation. Thus rehabilitation could be
put on a new course. Recognising the inadequacies of present thinking on rehab-
ilitation and employing the author's redefinition of these subjects new treatment

systems would result. There are possibilities for the future to explore ways

for changing things for the better.

At present unsound thinking prevents those involved from seeing where the
problems and failures lie. Indeed most patients are mistakenly seen to be
succeeding. The value of the author's review and redefinition of these subjects
is that it enables the truly rehabilitative themes to be distinguished from
other aépects of treatment so providing for the first time sound criteria for
identifying problems and failures and opening the way for new and effective

forms of treatment to be researched and developed.
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Chapter Ten

Conclusion
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Introduction

In this final chapter the conclusions of this study are listed. Critical assess:

ment is made of the value of the study and there are suggestions‘for further

worke.

A. Conclusions

The aim of this investigation was to find Qut whether the rehabilitation process
of those who lose (lower) limbs embodied serious contradictions which limited
its effectiveness. The means of examining rehabilitation was through an
investigafion of the process of physiotherapy from the perspec;ive of the lower
limb amputee undergoing walking training. The conclusions take two main forms.
First, large and important components of physiotherapy were not truly rehabili-
tative to the extent that they undermined the whole process. Secondly, at
discharge from walking training patients were not rehabilitated.an& further

help that might have continued the rehabilitation process was not forthcoming.

In the following these points are elaborated.

Review of the litérature on rehabilitation did not inspire confidence. It

was found to be an impoverished area of medicine lacking a sound and scientific
basis. Such statements of definition and intention as could be identified
would not bear the weight of the discipline which has been based upon them.
Organisation and practice were also criticised. Sociological texts suggested
inherent contradictions in hospital rehabilitation and government reports test-
ified to its unsatisfactory state (Tunbridge 1972). Regarding lower limb
amputee rehabilitation the literature of nursing and physiotherapy was distur-
bing. Examining this topic more closely in chapter two it was found that loss
of a limb was needlessly viewed as a most grave or irredeemable condition.
Research into amputee rehabilitation was patchy and incomplete. The iméression

was however that its success was very low. A certain hopelessness surrounded
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the treatment of amputees. Surgery was delayed and patients became unnecess-
arily debilitated. They underwent a great many surgical procedures. The numbers
of these procedures and their frequent failure to provide a good stump were ”
severely criticised. MNortality and morbidity were high and ampﬁfation was

associated with 'a marked lack of volition' (Harris et al 1974.) Some studies
suggested that a much more poéitive approach could produce much happier results

(Hutton and Rothnie 1977, Malone et al 1979), but there were few grounds for

optimism in the present situation.

Two imperatives aroses a) the need for a sound theoretical basis for rehabili-

tation and b) the need for research into rehabilitation practice to find out

what actually occurs and what is its present state.

In chapter three the concept of rehabilitation was examined. The logical,
reasonable and humanitarian conclusion of this was a redefinition of rehabili-
tation; It was called rehabilitation proper to distinguish it from previous
terms and ideaé. Rehabilitation proper is the restoration of a person to a
proper condition, which is a social condition. It was found to have three
boundaries. It was distinct and separate from clinical treatment. It was
equally distinct from physical therapy. Nor was it found possible to include
the grdsser forms of handicap. Rehabilitation proper is personal, domestic,
economic and recreational restoration, relative to daily living. Mobility

training does not become rehabilitative until it has these components.

A descriptive enquiry using two distinct methods - ethological and case history
- was found to be the best method with which to investigate rehabilitation
practice. Experimental methods, questionnaire surveys and so forth were found
to be inappropriate and the rich data produced by descriptive observation

supports this choice.

In the light of the revised view of rehabilitation, the conclusions of this
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investigation are as follows:

1. The rehabilitationists - physiotherapists and remedial gymnasts =
cbntributed very little indeed to lower limb amputee rehabilitation. The
incidence of their encouragement of rehabilitation propef formed a mere 0.16%
of their activities with patients, and -patients were discharged unprepared and
unable to cope with personal, domestic, economic and recreational aspects of
their lives. For example, nearly half the patients were housebound and those
who went out of doors relied for the most part on the motor transport of rel-
atives or taxis. Yet none had been taken into a public street by the walking
training'therapist in order to learn these skills. What was t;ught within the
department was not generalisable to 'outside'! conditions. The staff did not

sufficiently enhance wholeness and usefulness,

2, Vhile rehabilitation proper could be argued to be outside the province

of phyéiotherapy; more serious than the failure to teach rehabiiitation proper
was the tendency to block its natural development. The ability to perform
minor and routine tasks within the walking training environment was seen as a
first step on the-rehabilitation ladder. Yet 30.7% of these minor tasks were
done entirely by staff for patients. As the proportion of minor tasks to phy-
sical therapy was 5:1 so the proportion of these tasks carried out entirely
by staff for patients was greater than the total therapy, 3:2. For the most
part these tasks could have been done by patients. Where patients were unable
to do them, in a rehabilitation setting they should have been taught. The
incidence of minor tasks that were taught was only 7.3%. So patients only incid.
entially improved their skills in these areas, and walking training took place
in an environment that fostered disproportionate elements of waiting and
dependency. Over and above failure to enhance wholeness and usefulness, the

staff were engaged in activities which compounded disability.
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Further evidence supports this conclusion that physiotherapists did not teach
physical therapy in a way that enhances the rehabilitation of those who have
lost limbs. The prime evidence comes from actual walking training where
therapists carried out as many walks for patients as they,allowéd patients to
carry out fér themselves. What is of special note is that while patients
engaged in walking exercise, étaff weré engaged in walking for the purpose of
carrying out the patients! minor tasks. Staff undertook tasks for patients at
a rate whereby almost any routine activity which could be taken from a patient -
and done by staff was taken away. Thus staff robbed the patient of the initia-
tive in daily activities exactly at the point where emerginé mnbility skills
become useful to the patient; exactly at the point where physical therapy

becomes rehabilitation.

3. A surprising conclusion is that there was very little actual therapy.
Physical therapy comprised only 12.14%; of the total activity of these physio-
therapy claéses; walking training sometimes occupying mere minutes within a
week, Also staff failed to teach safe and correct mobility skills to a large
proportion of patients. (A figure of 26.3%% may be derived from the data at
centres B and C, patients F, K, N, T, Z, 5:19). Up to 25% of this therapy
comprised the entirely inappropriate and much criticised team games and ball
games. . S0, therapy was not sufficiently intensive, not sufficiently success-

ful and not sufficiently appropriate to rehabilitation.

In addition the therapy may be criticised for not being sufficiently extensive.
For though the staff taught a number of applications of locomotor skills, e.g.
climbing stairs, walking on rough ground, etc., in practice application outside

the department was very limited indeed. The safety and privacy of the depart-

l: 12.14% is the largest figure that may be derived from the data whereas
a figure of around 10% may more truly reflect the proportion of physical
therapy to the total activity.
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ment did not prepare patients for the real world, for therapists did not follow
up what was usually sound initial instruction with domicilliary or out-of-door
therapy. Nor was there sound occupational therapy. Patients were discharged
unable to perform the simplest daily tasks such as carrying a cué of tea

(Mrs. X), stepping out of the house (Mr. T) or rising from a chair (Mr. N).

4. The walking training department was found to be heavily characterised by
the elements of institutional life described by Goffman 1961. Comparing the
total institution and out-patient amputee departments it can be concluded that
there was an underlying similarity in organisational approach if not the same
intensity of attributes. In view of this, the failure to rehagilitate is less

surprising, being a characteristic of institutions. Depersonalising practices

and an irrelevance to serious living are also characteristic.

5. Prejudicial attitudes operated to a significant degree within treatment
settinés against the interests of the rehabilitation of the ampﬁtee client.
There was clear evidence that patients who had lost limbs were seen as disabled,
treated as disablgd and as a result became 'disabled people'. Many of the
behaviour traits which characterise normal reaction to stigma (Goffman 1963)
were present in staff reaction to patients. In particular expectations were

low andithe tnine steps mentality' went unchallenged. (;ndeed the criteria

at centre B was four steps). Patients were assumed to be incapable and 20%

of their potential activities were done entirely by staff, who directly control-
led 46% of patient activity. The way in which cosmesis was completely over-
looked and that patients were not seen to be in urgent need of replacement

limbs shows that the system does not‘see the patient as having normal wants.

The unsightliness and lack of substance of NHS temporary limbs speaks volumes

of what society feels is suitable for tthe disabled'.
None of these characteristics are likely to contribute to rehabilitation in

the way it has been defined in this study. Each operates against the patients!
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chances of normal living and a return to a proper condition in society. At
the level at which these attitudes were observed to take plaee they governed
the walking training enviromment. The effects were profound. Case notes on
patients H, L and R show how difficult and different is the life of the lower

limb amputee. Patients were left in far more disabling states than need have

‘been, and indeed may even have been positively encouraged into disablement. It

must be concluded from the evidence that the view of amputation manifest in

rehabilitation is one of permanent and severe disability.

Whether or hot therapists saw loss of a limb as a sudden or shocking prdcedure
or as a eontinuous process it is not possible to determine frem the limited
evidence of informal interview. They did net for example console patiehts or
discuss psychological sequelae. In answer to questions raised in chapter two,
there was good evidence however that they reinforced stereotypes, e.g. the

‘hero!, patients Q and Y, the 'Tailure' patients N and Z, the 'dependent!

patient W.

6. Certainly the most surprising conclusion of this study is that patients
were not treated>as being in urgent and real need of their replacement limbs.
There are indeed factors which mitigate against early and immediate fitting

and problems of many sorts necessitate delays but over and above these were
inexcusable organisational delays and inexplicable physiotherapy practices.
These included prolonged sterage of the limbs of patients attending walking
training to outright confiscation of limbs as a punishment for poor performance.
While one's first impression of a walking training class‘is one of patients
learning to walk, a second glance reveals a row of sound artificial limbs stored
in a rack at one side of the room, their owners elsewhere, waiting to walk.

The data is littered with examples of the many ways in which patient and 1limb
were separated. Vhen the patient was united with his limb it was often unhappil
and uncomfortably, and the undoubted expertise of one or two therapists was

insufficient to alter the general picture. The flexibility of the observation-
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al method allowed many new themes to emerge on this topic.

Thus it must be concluded that the staff of the walking training departﬁent and"
the larger bureaucracy of which they were a part, failed in their first duty

to the limbless patient. They failed to replace the missing limb in a way that
inspired confidence or ensured maximum use. Patients did not have essential
knowledge and essential equipment and were prevented in a variety of ways from
seeing their replacement limb as an integral part of their bodies and their

daily lives. The foundation of poor and non-use of artificial limbs is here.

7o The question of whether 'a certain hopelessness' characterised patient

or staff attitudes or practices was raised in chapter two. It was found that
a degree of hopelessness infiltrated treatments at many levels. A further
finding of this study was the private unhappiness of many patients. 42%

(8:19) of patients talked privately to the author and to other patients in
very ﬁegatiVe terms about their predicament and future. Thougﬁts of suicide
were not uncommon. Where patients were confident and optimistic their optimism
was often ill-founded and unlikely to stand the test of time. It seemed to the
author that both hopelessness and euphoria were sustained by lack of infor-
mation, lack of informed advice, lack of the means to formulate questions and
thus to find solutions to problems, As discussed, patients co-operated despite

misgivings,

Staff stated that tréatment waé hopeless in relation to the few patients overtly
seen as lacking motivation or in poor physical condition. Covertly, their

practices suggested more generally a lack of urgency and low criteria of success
and patients left in states far more diéabling than need have been. In education
such traits have been associated with lower stream schooling (refer chapter

two) where an ethos has been found to prevail that there is no urgency to teach

those who are felt to be going nowhere.
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This topic is one of the least tangible aspects of amputee rehabilitation,
though it was on just such topics that it was hoped this study would shed

light. In has yielded clear evidence that some very negative attitudes
prevail. |

8+ There was unexpected evidence of lack of care. Care was not under inves-

tigation. Yet there were indications at all phases of treatment that patients

were not properly looked after. For example, there was a 26% (5:19) incidence

of stump injury involving staff, artificial limbs were broken by staff, patients
waited for up to four hours for ambulance transport and had to endure journeys

of up to 3 hours and 20 minutes duration, in-patients were dirty and badly

dressed, there was unacceptable verbal abuse, and so forth. ZFrom a broader

perspective both ground floor and sheltered accommodation failed to provide an

environment for mobility. There were as many and more examples of adequate even

exceptional care, but one must conclude that standards were not as high as

they should be,

9. The author's views that amputation of a leg is in itself both a less shock-
ing and more redeemable condition than it is generally held to be are substan-

tiated. We see sufficient evidence in this study that things could be differ-

ent. Over and above illness and limblessness the foundations of handicap are

inherent in the system that treats it. Clinical and prosthetic factors were

not more problematic than organisational practices, prejudicial attitudes

and psycho-social factors. Furthermore, clinical factors were aggravated by

a seemingly very high incidence of surgery (19 patients had to date undergone

92 ablative or pre-ablative procedures). Also too high an incidence of discom-

fort or pain were tolerated. Prosthetic factors were aggravated by the too

lengthy process of replacement and- the insufficient knowledge of many of those

who were involved. Subsequent revision of theory and practice must naw become

a serious consideration. And as the model of sudden and shocking loss loses

ground, the model of loss of a limb as a continuous process must be given more
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credence.

10. At the present time rehabilitation failure was found to be governed by

two myths. The first is that it depends first and foremost on the clinical
determinant. The second is that it is dependent on the ﬁatient's motivation -
the 'some patients have it and some don't! approach. (This has an exact paral-
lel in education where the literature dictates that home background is the
largest single determinant of success or failure in school, while, in the staff
room, pupils are divided into dull and bright, the ones who don't have 'it!

or who do.)‘ We have seen that the clinical determinant exists, that it places
the recipient into the rehabilitation setting, but whether or.hot its influence

is paramount® is unlikely - at best unproven and uncertain. What is clear is

that the innate and immutable motivational determinant view can be dismissed.

Given the evidence that these patients were for the most part stripped of the
usual.rewards and stimulii of daily living, substantial evidence that they were
unmotivated or anti-motivated independently of environmental determinants was
missing. On the contrary they co-operated to an intense degree, despite mis-
givings, often ié hopeless circumstances. Some of the least able patients

and those labelled by the staff as 'poor material'!, attempted the highest
levels of activity, e.g. patients F and BJ., More able patients, bored with
prolonged training did much less, patients J, Q and Y. Neither waé lack of
motivation the prime factor where the staff had specifically labelled this to

be the cause of failure, patients N, T and Z.

On a general note wherevpoor motivation is present it must be borne in mind
that it is firstvand fqremost a measure of staff failure. A therapist

is a teacher and the role of any teacher is to use and develop the intrinsic
motivation of the pﬁpil through such means as setting interesting and attain-
able goals. Lack of motivation must be laid first and foremost at thé door of

poor teaching skills.
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Conclusion

This was intended as an introductory rather than definitive study of rehabili-
tétion, specifically physiotherapy and lower limb amputee rehabilitation. Here
it establishes sufficient evidence to question the rationale of both theory

and practice.

Bs A Critique of the Study

As stated this is not a definitive study. It is an introductory study which
challenges medical rehabilitation - its concepts, theory and practice - and

-

presents a new view from which debate and research can develop in new areas.

The weaknesses of this study are that, first, it is the work of one person

and reflects one view. This increases subjectivity. However, the views, models
and biases are made overt so others are able to assess their influence on the
resulfs. Second, are the intrinsic weaknesses of social science methods.

These have been discussed throughout and their effects estimated. Third, this
is too vast a subject to have been studied at sufficient depth. Superficiality
is its major weaﬁness. Any one of its main themes might have become the basis
for a major work in its own right, but the state of rehabilitation was felt to
mitigate against too detailed an inspection of any one aspect of this topic

at this stage.

At the present time rehabilitation lacks ground theory. What this work does

do is to point out this dearth of theory and begin the task of filling this

gape

Also rehabilitation suffers a lack of appropriate research method. It is hoped
that this work illustrates the value of description and observation. The method
used here has two distinct aspects and each have infinitely variable pnssibi-

lities for use in further research in this field.
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A further attribute of this study is that it breaks the mold of previous think-
ing in this field. Physiotherapy is seen in a different light. The thinking
on amputation is reviewed and revised. New perspectives are shown to have

value, and this should have an enlivening effect on these. subjects,

On the subject of the patient-bias, this investigation has not been patient-
centred in the sense of a11 research in medicine, i.e, that patients are its
subjects. The approach has centred on the patient in a much more fundamental
sense. The literature was reviewed from the point of view of the inmate, the
client, the fecipient of care. The proper condition of the patient became part
of the eﬁsuing definition of rehabilitation. The method was déveloped and was
used to focus upon the patient through sustained and intimate contact with
patients. This had the effect of producing a much more realistic account of
theory and practice from the point of view of the patient. The reason for this
is that this perspective is free of the implicit bias of the moderﬁ rehabili-
tation movement which incorporstes the prejudices of modern society and whose
perspectives are all too often too cosy and optimistic. The raison d'etre of
medicine is the existence and well-being of the patient and when the patient is
properly placed at the centre of a study higher standards are set and the con-

sequences of failure are more honestly recognised.

It was intended at the outset that this thesis should have general application
to physical medicine rather than being solely relevant to amputee rehabilitation.
It is felt that this has been achieved. Though the data on those who have

lost limbs is unique to these patients, wider implications are evident. In

the first place, the revised theory of rehabilitation given in chapter three

is not in any way tied to amputee treatments but is written in the context of
any physical impairment. Also the research methods have application to many
other therapy settings. The settings‘used in this study reflect usual.phy-

siotherapy practice; the techniques, staff and facilities could be or were used
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on other occasions by a wide range of other patients. It is not credible that
physiotherapy carried out in the manner depicted here was, moments later,
carried out on a completely different basis with other patients. Indeed obser-
vation of hemiplegia patients at centre A and rta and sports injﬁry patients at
centre E suggested not dissimilar patterns in operation. Yet amputation may
be seen as more disabling thaﬁ other conditions. We wait to see what results

other research may bring to light.

C. Suggestions for the Future

Recommendations were discussed in chapter nine. Most often points were men-
tioned in order to prevent others from using this evidence to draw false con-
clusions. Repeatedly it was shown to be inappropriate or premature to move
towards such obvious steps as domicilliary therapy, self-help, increased commun-
ication and so forth. There is clearly too little suppérting research. The
paramount récommendation is for further research. Suggestions for further work

have been touched on throughout this study.

Firm recommendations emerged however. Rehabilitation could become much more
patient centred and something akin to the nursing process could profitably be
introduced into physiotherapy. Some pitfalls were discussed in chapter nine
but clearly a more sensitive approach to patients needs is called for. Second,
contrary to the recommendation of the McMillan Report, 1973, orderly and cler-
ical staff should not be proportionally increased. It is not 'wasteful use of
professional skills' for therapists to be involved in such activities as por-
tering. Currently, it is a contradiction of their skills that they teach
patients to move independently while neither allowing or teaching a purpose

for this movement.

From this enquiry it ought to be possible for those working in amputee rehab-

ilitation to give firmer guidelines on frequencj and duration of mobility
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treatment, and changes are needed in policies which separate the amputation

patient from the prosthetic limb. Vhere possible, short daily sessions are

recommended by the author, that is, on a seven day week basis. When the limb

is not used or worn it should be with the wearer. Present travel arrangements

have nothing to recommend them and cannot meet these proposals. Only in-patient

or domicilliary therapy could meet these needs but again progress is blocked

by lack of research. The increased rolé of occupational therapy in lower limb

treatment also needs to be investigated. So too, policies governing surgical

procedures and supply of prostheses.

-

It is suggested that no hasty changes - indeed no hasty recriminations - be made

in physiotherapy practice in the light of this work. &Hather each new topic

should be tested and retested by others. The findings show that further work

would be worthwhile. However because of the weakness of present theories it
is urged that the philosophy of rehabilitation proper be given .due consideration
by the rehabilitation movement with an urgent view to the development of a much

more sound and scientific basis for this subject.

Conclusion
An artificial leg is always preferable to the diseased and deformed leg or the
certainty of death which it replaces and the prosthetic industry is advancing

sufficiently to allow many who lose limbs a replacement to provide activity on

a par with normal living. But rehabilitation is not taking place. Failure or

underachievement are almost total. Where failure has been recognised in the

past it has been largely attributed to clinical causes or vague motivational

causes. In this thesis the wealth of situational difficulties shows it to be

unnecessary to suggest lack of motivation on the patients part to explain lack

of progress. These-situational causes are not less significant than the clin-

Ly

ical determinants. Most notable are contradictory and prejudicial attitudes
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and practices generated within the staff world and in which rehabilitation is
enmeshed, Rehabilitationists were shown to fail to have an impact on rehab-

ilitation, to alleviate misery, to build confidence, to utilise resources and
to get to know their patients at a personal level in order to aééess the pro-
blems of eaéh and tackle these problems. At the present time the outlook for

those who lose limbs is unnecessarily very bleak indeed.

END
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APPENDICES

I to IV



Appendix I

Derivision of the Five Groups of Activities

from the Twenty-Eight Categories

The five groups of activities, introduced in chapter 4, divide and classify
the ethological data and are used as a means to handle and interpret it. They

are derived from the twenty-eight categories thus. Refer fig. 1.

Categorising and grouping is problematic in respect of all human activity but
three of the groups were less so than the remaining two. The first of these

three were the four categories of major functional activities which were added

to the ethogram as a group - a deviation from usual ethological practice discussed
in chapter four - to test directly for evidence of rehabilitation proper in a

. physiotherapy setting. Second were the clinical activities or those specific

to the.condition of lower limb amputation. Third, there was coﬁversation other

than that which was integral with gross activity and recorded elsewhere.

The two groups, minor functional activities and physical therapy activities,
presented more problems. Some confusion may arise from uée of the term 'physio-
therapy' which includes both physical and fungpigpgluactivitig§}"gnd from the
author's use of the term 'functional' which differs from that of_Humm 1977 and
extends the term to areas he ignores, e.g. tea and coat. The distinction here
between these two groups is thus. Physical therapy activities were concerned
with the parts of the body, with mobility and exercise. (This has been discussed
in chapter three.) Minor functional‘activities were concerned with the man as

a whole, in giving physical acts a purpoée‘which was relevant to daily living.
The breakdown of these two derived from lengthy observation and this form of
grouping did not biaé the results tg the detriment of the therapists. Rather

it allowed the teaching of the most minor tasks to be recorded as therépy invol=-
vement in the first rung of the rehabilitation lédder. Thus the grouping is

biased in favour of the therapist.
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Appendix II

The Ethological Results: A Comparison of

Centres B and C

Throughout chapter seven the ethological data is interpreted as one unit. This
is because there were sufficient similarities in the results of centres B and
C to allow this to be done. Here these results are separated so that the reader

can judge the similarities. Refer figs. 2 to 6.

Distribufed by the five groups of activities (refer fig. 4) wé find the pattern
of results from centres B and C is remarkably similar. In each case around
60% of the activity is minor and routine. Conversation, physical therapy and
clinical activities, each in that order, comprise between 10% and 15%.of the
remginder of the activity. And at both centres there is very 1itf1e of the

major functional activities of rehabilitation proper.

Activities at centre C were more intensive. Walking training was concentrated
into one hour ra£her than spread over a whole day as at centre B. Also at
centre C the more intensive group exercises and team games were used as a main
method of teaching mobility. This is reflected in the slightly higher propor-
tion of physical therapy at centre C (refer fig. 4). Distributed by taught
and non-taught activities (refer fig. 5) again the pattern of results is simi-

lar with a slightly higher proportion of taught activities at centre C for the

above reasons.

Distributed by columns, i.e. by patient and staff initiative and control of
activities (refer fig. 6), though the pattern is similar again, we find at
centre B patients act alone a little more often. This is not because there

were fewer staff. Indeed there were more staff per patient at centre B and
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there was less auxilliary assistance at centre B and proportionally more trained

staff (refer chapter 7). Again the more intensive, even hurried, activity

at centre C accounts for this.

At no point do the patterns of results diverge in such a way to yield results

which differ from those given in chapter seven.



~ 10
+ T
o 2, 0
b g
R TIN 3 0 T
A 5T o 946
oM ¢l Ny 9T
o | 9 o 11
— A4 T8 = 6%
n .
o
> 2]
Q [+}]
m _ TIN m - TIN
< <t
M 9 m M s R
N q N 19 o
~ 9T 82 4798 ..gcc
B . . . . — —
3 SN I T O _—
- — n . . .
m TIN m TIN ™7
3 [& et a &0 . i
@ 2t ° m L S —
o ¢ o T —
A oL Rl ¢ S
w
@ R
8 TR
<1 69 R 0
¥ 0% | N T N
o~ : ¢l i o~ 0.
- o A W — 0 T
w : . -l g
o - - [ e
.m T lw LAM
2 IIN 71 9 o TIN
A 0T T
T | ¢T PR -
o~ 14 j o~
~ 2 g7 = i TIN
o
o
8
S TN 3 TN i m
= o g 5 : R -
3 ot o 9 B
~ T R e K R i -
— ¥z 1L ~ T ot | °
[} - J—
8 s R
a p U g oot e . [ R n
=33 T TIN g TIN °
MO.4 Sy s S 0 o R
) 14 M L &
o ¢ ¢4 | 0 L
— ¥ Te30% 0 12308
g oxjusp ‘s3Tussy [EOTFOTOUIT ¢ ‘BId

*9T¢



317,

(page two)
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Appendix III

Resultss Centre D

' The results from centre D take the form of diary notes of descriptive obser-

vations based on the twenty-eight categories. These are as follows. They show

a similar pattern of results emerging as those of centres B and C.

Centre D

1. ambulance to department. Modern architecture greatly facilitated mob-
ility but did not lessen staff control. All wheel chairs could be hand-propel-

led but patients in wheelchairs were most often pushed by ancilliary staff.

2. coat. As at centres B and C, the hooks were too high for wheelchair
patients and inconveniently in a corner. Physiotherapists routinely hung up
patients! coats and those patients who did this for themselves tended to be

those the staff had missed. Staff removed and put on the coats of wheelchair

patients.

3. dressing. Patient-initiative was not discouraged and screens were almost
always used. But for those who could not manage staff did rather than taught
the activity. There was uninvited adjustment of clothes and for wheelchair

patients especially there was unrequested help with clothes.,

4. tea. As at centres B and C, control was with the staff. A therapist ook
the orders, collected the money (sometimes out of patients' pockets), collected
the refreshments from the patients' self-service bar, handed out the cups and

so forth. There was general amusement when one patient pretended to fetch his

own drink.

5. cup. Collecting cups was staff work. As crockery was not used ihe oppor-

tunity to teach patients to balance a cup and saucer did not present itself.
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The plastic beakers with lids seemed to the observer to be a very institutional

form of equipment but staff and patients did not comment adversely on their

use.,

6. toilet. Ancilliary staff escorted and assisted thelless able but did not

teach. The more able were not subject-to staff control. As with other minor

tasks systematic assessment of problems did not take place and teaching oppor-

tunities were lost. Relegation of minor tasks to ancilliary staff contributed

to this situation - as with point 1 - but as in the case of points 2, 3, 4 and

5, therapists themselves contributed to this unsatisfactory state of affairs.

-

7. adl (in dept). Patient initiative was high because of the insignificant

nature of many of these minor acts but, as at centres B and C, would have been
higher if it had not been the duty of ancilliary staff to do things for patients,

Draw strings would have allowed patients to operate the screen curtains.

8. home. Domestic activity was not seen as the province of walking training.

There was no occupational therapy department at the centre and no direct o.te.

liaison. Domestic difficulties were evident in patient to patient conversations,

9., community. Out-of-door mobility requirements were not met. Walking train-

ing did not extend beyond the safe and private and indeed, indoor environment

’

of the walking room and had only incidental bearing on social requirements.

10, recreation. Interest, encouragement or advice in patients leisure act-

ivities barely featured in staff conversation.

11, worke. Vocational and economic activities = none observed.

12, cosmesis. This was not a feature though staff corrected ungainly sitting

postures. Also, poftagé of artificial limbs in the reception areas was more

discreet than at other centres.
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13, prosthesis. Eight limbs were stored at the side of the walking training
room, Their owners - all out-patients - did not attend.daily but once, twice
or three times per week. Much staff handling/control of limbs occurred when
these 'owners! attended. Some good negotiation and teaching was also observed.
Fitting problems could be immediately rectified by prosthetists at the centre
but relations were impeded by‘the therépists' inexperience and frequent re-
allocation. Prosthetists were not invited into the walking training room to
observe or screen patients for problems and referral was left to the less

experienced therapy staff.
14, stump. Problems were referred to an experienced SRN at the centre.

15. furniture. As at centres B and C there was very high staff control of
furniture, fittings and equipment in which all grades of staff participated and
which considerably increased the proportion of tasks done by staff for patients.
Once égain the impression was one of lost opportunity to teach'patients to handle,
1ift and carry bulky objects, such as chairs and pillows. We may conjecture

that such objects will be moved by patients at home and instruction on how to

do this safely would have been useful and important.

16, walking aids. Patient control was high but when aids were dropped or out
of reach teaching opportunities were lost as items were picked up and passed

to patients by staff rather than patients being shown a safe method of reaching

for themselves.

17, sit down. This activity was not linked to the patients home environment
where chairs would not be of the saf'e metal type. Wheelchair patients were

not given the opportunity to choose where to sit.

Patients were taught how to rise from a chair but when this

18, stand up.

had a purpose, e.g. when it was time to stand up and leave, patients could be

quickly hauled to their feet by a porter called in to assist. DPatients were
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only taught to rise from the stable metal chairs in the department and were
not asked about use of other chairs, armchairs, etc., at home nor were other

chairs available, so the activity was not related to serious living.

19, walking. Patients were expected to initiate much 6f their walking
training and did so. Once again the walking associated with minor tasks was
dominated by staff. However, it appeared to the observer that, for various
reasons, staff control of minor activity aﬁd its associated walking was less
intense and a little more open to negotiation at centre D than at centres B
and C. The‘atmosphere was a liftle more relaxed. The more modern surround-
ings may'have contributed to this and the less authoritarian 6r possibly less
confident personalities of the two therapists. The staff had positioned a
large desk in such a way as to effectively block what had been planned as a
clear and open space in which patients could walk.v As’at centres B and C
ambulance routines resulted in wasted attendances. For example, 6ne patient,
a bilaterai amputee, attending only once each week and undertaking his first
walk of the day, was hurriedly removed when his ambulance arrived to take him‘
home. Late arrivals overlapped early departures. If training goals had been

set these would have been impossible to maintain because of transport failures.

20, standing. There was good attention to posture. As at other centres
patients paused during walking exercise to chat to other patients. This was

not seen as malingering.

2la., conversation: chat. The conversation of one of the orderlies was

patronising and often derisive. Tbis had unfortunate effects as it was one of
the duties of this orderly to meet new arrivals. Other reception staff were
efficient but not welcoming. Otherwise the classes were a pleasant social
occasion for the paftiéipants. Wﬁén the exchange of pleasantries was used by
patients to introduce more serious topics staff did not actively encoﬁrage

its development.
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2lb, conversation: knowledge seeking exchanges. Inadequacies here reflected
not so keenly low inmate status but the therapists! lack of knowledge and exper-
ience. The more experienéed and knowledgeable SRN was, for many reasons, much )
less accessible to the patients so thgt her deep commitment to the patients?
welfare had too little impact. (It is of interest that her office was sited

for the convenience of the doctor and not the patients.)
22, falling. None observed.

23, transfers., Unnecessary bodily lifting of patients took place. Again
depersonalising acts were especially associated with the work assigned to
ancilliary staff. Lack of training caused some of this patient-handling to be

exceedingly dangerous. The observer intervened to prevent accidents.

24, upper body exercise., Easy access to modern equipment allowed patients

to control this activity.

25. lower body exercise. The inappropriate ball games and team games,

condemned by the author at centres A and C, were again a feature but were not

observed to involve removal of limbs.

26. stairs. Easy access and encouragement of patient initiative resulted in
regular exercise on the safe wooden steps but this was not developed to relate

to the steps, stairs and obstacles of serious living.

27, uneven surfaces. The skills required for this walking training routine

were rudimentary compared to the mobility requirements of normal daily living

where almost every surface presents obstructions.

28, walking out of the dept. There were instances of patients leaving the

walking training room temporarily without permission, indicating far less tight
institutional control than observed at other centres. No training took place

outside this room or out-of-doors.
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APPENDIX IV

Two Case Histories From Centre E

Observations at centres D and E are used to check the results of centres B
and C. This check takes place in centres with the most modern resources and
which were thought to be the most well-disposed towards amputee patients.
Observations at centre D support the ethological findings. The following case

histories augment the case history data.

Patient BJ, Centre E.

Investigation of patient BJ took place one year after hip disarticulation
amputation as a résult of cancer, by which time the patient was attending
walking training four times each week and had had a definitive prosthesis for
four months. He was an intelligent and articulate forty-five year old batchelor;
social class III. This case exemplifies very many of the problems surrounding

amputation.

In the first place pre-operative treatment was not prompt. There was a delay
of six months during which time the patient reported considerable pain to his
G.P. Turning to private medicine, a biopsy revealed cancer at the knee.

Ablation and chemotherapy quickly followed. We are left to speculate whether

earlier diagnosis may have saved the limb or greater length of limb.

On the subject of grief, here we see amputation accompanied by both sudden and
shocking loss. What it is important'to'note is that grief had three distinct
causes and the amputation itself was reported by the patient to be the least
of these. First, grief followed knowledge of poor chance of survival and,

a year later, the pa£ient still keenly feared death. Second, grief followed

Joss of the limb but the patient described coming to terms with the loss,
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deciding that if other people had learned to walk with grtificial limbs then
so could he. Third, he described the shock of losing his leg as secondary to
the shock of seeing his first artificial leg and the dismayAand depression
which followed delivery of his definitive limb. This reaction héd not sub-

sided but was daily aggravated by hardship and limitation.

At every stage it seemed to the observer that the patient had lacked essential
knowledge and support. For example, he had never known in advance what to
expect of his prostheses, he had no satisfactory means to remedy pain, he had
had only a brief chance meeting with an amputee with a similar condition, his
otherwisé supportive family had been unable to give emotional ;upport, he was
not told until eleven months after surgery that he was entitled to a mobility
allowance and to rehousing, and so forth. These failures had in themselves
caused unhappiness. They had also led the patient to make mistaken plans whibh,
when dashed, added to his unhappiness. On the advice he was given.he expected
to receive a good modern artificial leg, to put it on, take ten minutes to
learn to balance, then to walk and return to work. Whereas after eight months
of limb wearing his mobility and functional independence were not improved.

At the present time the patient had no future plans; his ﬁormal self-deter-
mination appeared to be completely eroded. 'I live one day at a time'. '

don't know about the future's,

The patient's full leg prosthesis was extremely heavy. That is, it was too
heavy for the observer to lift comfortably with both arms. This definitive

or cosmetic limb was also ugly. That is, the patient's gait and posture,
particularly his sitting posture, were unsightly to the normal eye. The pat-
ient felt less embarrassed when limbless. He found sitting uncomfortable and
walking painful and yearing the 1limb it did not improve his ability to perform
minor and routine daily tasks. Though he could walk for up to one hour'on the

safe flat gymnasium floor he removed the limb at-home because he could not work
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or rest when wearing it, or sit or bend. He was limited by pain and discom-
fort and the limitations of the limb itself. Limbless, he used a variety of

aids = wheelchair, crutches, Zimmer frame,

‘Leg pain, phantom pain, stump pain and the discomforts aﬁd embarrassments of

limb wearing, each were a feature of this case. None were effectively dealt

with.

Much additional discomfort was caused by the patient's journey to the out-
patient clinic. He lived alone in an upstairs flat. Descending the stairs
took him twenty minutes so in order not to keep fellow ambulance patients
waiting he descended the stairs early and waited in the hall. This meant that
four times each week he waited for up to one hour in a bare and often cold
hallway. A chair placed there for him did not greatly ease the situation for
patient BJ found sitting too uncomfortable and for the most part he had to
stand; If while waiting he wanted to go to the toilet he had to return up~-

stairs.

Walking training-progressed in accordance with Humm 1977. Therapists taught
toning and walking exercises and encouraged the patientsrto initiate and carry
these qut alone. They did not see their work in the wider context of the
patients! daily needs and daily tasks. Up to the point at which observations
were made mobility training had no immediate relevance to the patients' daily
living. No occupational therapy was introduced and, at centre E, physiother-
apists were dismissive as to its role in rehabilitation. The therapist had
only the most vague idea of the patient's future. They expected the hip area
would 'harden' and walking tolerance would increase. The observer's direct
questions to them on goals and aims received non-committal replies. Direct
comments on the patfent's unenviabie condition were answered in terms of hope-
lessness and resignation. Working on a 1:1 basis, the therapist had 16ng

conversations with the patient and listened to his many complaints and problems
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but action was not taken as a result and the therapist was unable to give

emotional support. Walking training was expected to continue for many months.

Patient CJ Centre E.

The patient was a sixty-one year old married man, social class II. He had a
below knee amputation as & result of arthritis and saw the amputation as a

cure to previous pain, déformity and immobility. He anticipated similar treat-
ment to his other leg. Observations were made seven months after surgery.

The patient had attended walking training throushout this period.

-

The question of delayed surgery again arises. Amputation had been discussed
a year before it took place. During the intervening year the patient was
housebound and walked with great pain and was therefore less fit when surgery

eventually took place,

It seemed to the observer that the patient had gained a great éeal from sound

replacement of an unsound limb. He was pleased with the results of surgery

and fortunate to have little phantom pain. Since being fitted with a temporary

limb he had been mobile out-of-doors and returned to gardening. He expected to
drive his car again, though he had has yet no information on the legal require-

ments.

Prosthetic replacement had been prompt. The patient walked with a pneumatic
limb seven days post-operatively and took delivery of a temporary limb a month
after surgery, though the stump was then still unhealed. The limb was at
present very loose fitting and padded by the patient with cloth but delivery of

a definitive limb was expected very shortly.

Walking training seemed at this stage to be too protracted. It had served its
proper role of uniting patient and limb but the patient's rehabilitation - his

return to the active pursuits of normal living- seemed to be consequent upon



331

factors in which the walking training routines played little part, for there
had been no domicilliary visit and no referral to occupational therapy, no
training out-of-doors and no training directly linked to the patient's social
and domestic cifcumstances. Importan@ factors in rehabilitatioﬁ were the pat-
ients many interests, possibly his comparative wealth, his large and supportive
family, his view that his treatment haa been a cure, and not least the capab-
ility of any limb wearer who has a good ptb replacement. At the present time

it seemed to the observer that no purpose was served by the patient's attendance
at these classes. The limb was too loose for him to walk well and attendance
was an undue disruption of daily living. It could have been halted until

delivery of the definitive limb.



332,

BIBLIOGRAPHY




555,

Chapter One

J L. Baker Trzumatic Sub-Total Amputation of the Right Hand Nursing Times
(23 Feb. 1978) 323-325,

L. Battye The Chatterley Syndrome (1966) from D.M. Boswell and J.M. Wingrove
(editors) The Handicapped Person in the Community Tavistock
in assoc. 0.U. Press (1974) London Ch, 10 93-99.

P.L. Berger Invitation to Sociology: A Humanistic Perspective Doubleday
and Co. (1963) USA. :

J.A. Bitter Introduction to Rehabilitation C.V. Mosby Co. (1979) St. Louis.

M. Blaxter Disability and Rehabilitation: Some Questions of Definition, from
C. Cox and A. Mead (editors) A Sociology of Medical Practice
Collier and MacMillan (1975) London Ch. 12 207-223.

M. Blaxter The Meaning of Disability Heineman Ltd (1976) London.

M.J. Bloor and G.W. Horobin Conflict and Conflict Resolution in Doctor/
Patient Interactions (1970) from C. Cox and A. Mead (editors)
A Sociology of Medical Practice Collier Macmillan (1975) London
Ch. 16 271-284.

D.M. Boswell and J.M. Wingrove (editors) The Handicapped Person in the Community
Tavistock in assoc. 0.U. Press (1974) London.

A Brechin and P. Liddiard Look At It This Way: New Perspectives in Rehabili-
tation Hodder and Stoughton in assoc. 0.U. Press (1981) Kent.

E. Buchwald Physical Rehabilitation for Daily Living McGraw Hill (1952)
New York.

P. Buttenshaw, D. Dixey, C.M. Van de Ven, J. Jackson, M. Hallett Letter to
the editor Physiotherapy (Sept. 1981) 67(9) 272.

S. Callen A Modern Method of Stump Bandaging Physiotherapy (May 1981) 67(5)
137-138.

F.F. Cartwright A Social History of Medicine Longman (1977) London.

J. Cash (editor) A Textbook of Medical Conditions for Physiotherapists
Faber and Faber (1976) (5th edition, original 1951) London.

J. Cash (edltor) Physiotherapy in some Surgical Conditions Faber and Faber
(1977) (5th edition, original 1955) London.

E.T. Cassee Therapeutic Behaviour, Hospital Culture and Communication (1970)
from C. Cox and A. Mead (editors) A Sociology of Medical Practice
Collier MacMillan (1975) London Ch. 13 224-246.

M.J. Clarke-Williamé: The Problems of the Lower Limb Amputee Practitioner
(1978) Vol. 220 (1319) 703-707. .

J. Cleary Demands and Responses from D. Hall and M. Stacey Beyond Separation
Routledge and Kegan Paul (1979) London.




334

Collier MaclMillan

C. Cox and A. Mead (editors) A Sociology of Medical Practlce
(1975) London.
Jnl. Advanced

H. Crowther New Perspectives on Nursing Lower Limb Amputees

Nursing (1982) Vol. 7 453-460.
J. Ditton The View from Goffman MacMillan (1980) London.

C.A. Donahoo and J.H. Dimon Orthopaedlc Nursing Little Brown and Co. (1977)
Boston.

Rehabilitation after Severe Head Injury Churchill Livingstone
(1981) London.

P. Foot Moral Beliefs from A. Flew (editor) The Is/Ought Question MaclMillan
(1969) London Ch. XIX (reprint 1973) 196-213.

C.D. Evans

E. Friedson Dilemmas In The Doctor/Patient Relationship (1962) from C. Cox
: and A. Mead (editors) A Sociology of Medical Practice Collier

MacMillan (1975) London Ch. 17 285-298.

E. Friedson Disability as Social Deviance (1965) from M.B. Sussman (editor)
Sociology and fehabilitation American Sociol. Assoc. (1965)

USA Ch. 4 71-100,

E. Friedson Professional Dominance: The Social Structure of Medical Care

Aldine (1970) Chicago.

Garrad Impairment and Disability: The Measurement, Prevalence and Psycholo-

Je
gical Cost, from D. Lees and S. Shaw (editors) Impairment,
Disability and Handicap Heinemann Ed. Bks (19745 London Ch., 8
141-156.

D.G. Gill The British National Health Service: Professional Determinants of

Administrative Structure (1971) from C. Cox and A. Mead
(editors) A Sociology of Medical Practice Collier MacMillan (1975)

Ch. 9 155-169.

G. Gingras Feet Was I To The Lame Souvenir Press Ltd (1975) London.

R.E.A. Goble and P.J.R. Nichols The Rehabilitation of the Severely Disabled
Vol. I Butterworth (1971) London.

Goffman The Presentation of Self in Everyday Life Pelican (1959) London.

E.

E. Goffman Asylums Pelican (1961) G.B.
Goffman Stigma: The Management of a Spoiled Identity Pelican (1963) London.

E.

H. Gowland and E. Joy Letter to the Editor Physiotherapy (July 1981) 67(7) 213.

W.R., Grant Principle of Rehabilitation Livingstone (1963) Edinburgh.

K. Grunewald The Guiding Environment: The Dynamic of Residential Living (1972)
from D.M. Boswell and J.M. Wingrove (editors) The Handicapped
Person in the Community Tavistock and 0.U. Press (1974) London

Part I, Ch. 2 10-15.




335

E.A. Hamilton and P.J.R. Nichols ‘Rehabilitation of the Elderly Lower Limb
Amputee British Medical Jnl (1972(2)) 95-98.

J.T. Hart The Inverse Care Law (1971) from C. Cox and A. Mead (editors) A
8001ology of Medical Practice Collier MacMillan (1975) London.

M. Hawker Motivation in 0ld Age: The Physiotherapists' View
Physiotherapy (June 1975) Vol. 61(8) 183-184.

W. Humm Rehabilitation of the Lower Limb Amputee Bailliere Tindal (1977)
(3rd edition) London.

I.M. Hutton and N.G. Rothnie The ¥arly Mobilisation of the Elderly Amputee
British Jnl Surgery (1977) Vol. 64(4) 267-270.

J. Ibbotson Motivation - The Occupational Therapists Approach Physiotherapy
(June 1975) Vol. 61(8) 189-191.

I. Illich Limits to Medicine Pelican (1976) London.

-

I. Illich, I.X. Zola, J. McNight, J. Caplan, H. Shaiken Disabling Professions
Marion Boyers (1977) London.

H.H. Kessler Rehabilitation of the Physically Handicapped Columbia Press
(1953) New York.

M.D. Kerstein, H. Zimmer, F.E. Dugdale, E., Lerner, The Delays in the Rehabili-
tation in Lower Extremity Amputees Connecticut Medicine (1977)

Vol. 41(9) 549-551.

S. Kitzinger Birth at Home Oxford University Press (1979).

F.H. Krusen Physical Medicine W.B. Saunders Co. (1941) Philadelphia.

F.H. Krusen Concepts in the Rehabilitation of the Physically Handicapped
W.B. Saunders Co. (1964) Philadelphia.

C.B. Larson and M. Gould Orthopaedic Nursing C.V. Mosby Co. (1943) St. Louis
(8th edition 1974).

A. MacBride, J. Rogers, B. Whylie, S.J.J. Freeman Psychological Factors in the
Rehabilitation of Elderly Amputees Psychosomatics (1980) Vol. 21,
258~265.

E.M. MacDonald Occupational Therapy in Rehabilitation Bailliere Tindall (1976)
(4th edition, original 1960) London.

M.S.A. MacInnes Bilateral Amputation of the Legs, Patient Care and Rehabili-
tation Nursing Times (1977) Vol. 73(27) 1033-1034.

(The Mair Report) Medical Rehabilitation: A Pattern for the Future HMSO
(1972) Edinburgh.

C.H. May, M.C. McPhee, D.J. Pritchard An Amputee Visitor Programme as an Adjunct
to Rehabilitation of the Lower Limb Amputee Mayo Clinic Proceedings
(1979) Vol. 54 T74-778. ~

J. McFarlend Basic Clinical Surgery Butterworths (1973) London (2nd edition 1980)




3360

T

(The Mcliillan Report) The Remedial Professions: A Report HMSO (1973) London.

J. McNight Professionalised Service and Disabling Help, from I. Illich, I.K.
Zola, J. McNight, J. Caplan, H. Shaiken Disabling Professions
Marion Boyers (1977) London 69-91.

D. Mechanic Medical Sociology: A Selective View Collier MacMillan (1968)
London.

J.B. Millard NMeasurement in Rehabilitation Rheumatology and Rehabilitation
(1976) Vol. 15 199-200,

N. Milio Values Social Class and Community Health Services (1967) from C. Cox
and A. Mead (editors) A Sociology of Medical Practice Collier
MacMillan (1975) London Ch. 2 49=61,

J. Moroney Surgery for Nurses E.S. Livingstone (1950) Edinburgh (13th edition
1975)

S. Mountford Introduction to Occupational Therapy E.S. Livingstone (1971)
Edinburgh.

D.F.E. Nash The Principles and Practice of Surgery for Nurses and Allied
Professions Edward Arnold (1955) London (7th reprint 1980).

P.J.R. Nichols Rehabilitation of the Severely Disabled Vol. II Butterworth
(1971) London.

P.J.R. Nichols Rehabilitation Medicine Butterworth (1976) London.

P.J.R. Nichols Training in Rehabilitation: Basic Needs and Considerations
International Journal of Rehabilitation Research (1979) Vol. 2(1)
21~31,

G. O'Gorman Anti-Motivation Physiotherapy (June 1975) Vol. 61(8) 176-179.

Open University Health and Social Welfare Courses P 251, 252 and 253,

S.E. Orem Sharings A Time for Trust Nursing (1977) Vol. 7(12) 8.

Je ¢vretveit, W. Kinston, J. Richardson Organisational Probléms of High Level
Clinical Physiotherapists Physiotherapy (Jan. 1982) Vol. 68(1)
10-12,

T. Parsons The Social Structure Routledge and Kegan Paul (1951) London.

C.J. Partridge The Effectiveness of Phys1otherapy Physiotherapy (May 1980)

C.J. Partridge 1982(a) Letter to the Editor Physiotherapy (March 1982)
Vol. 68(3) 91.

C.J. Partridge 1982(b) The Myth of -the Medical Model Physiotherapy (October
1982) Vol. 68(10) 329, ‘

(The Piercy Report) Report of the Committee of Enqﬁiry on the Rehabilitation
Training and Resettlement of Disabled Persons HNMSO (1956 )
London.




337.

M. Powell Orthopaedic Nursing Churchill Livingstone (1951) Edlnburgh (7th
edition 1976).

D K. Rapier, M.J. Koch, L.P. Moran, J.R. Geronsin, G.E. Phelps Practical Nursing
Henry Kimpton (1958) USA (4th edition G.B. 1970).

E. Reimer School Is Dead Penguin (1971) G.B.

L. Reinstein Rehabilitation of the Lower Extremity Cancer Amputee Maryland
State Medical Journal (1980) Vol. 29 85-87.

D. Ritchie Stroke Faber and Faber (1960) London.

D. Robinson The Process of Becoming I1l Routledge and Kegan Paul (1971)
London.

D. Robinson Patients Practitioner and Medical Care William Heinemann Medical
Bks (1973) London.

H.A. Rusk and E.J. Taylor New Hope for the Handicapped: The Rehabilitation of
the Disabled from Bed to Job Harper Bros (1949) New York.

H.A. Rusk Rehabilitation Medicine C.V. Mosby Co. (1971) (3rd edition,
original 1958) New York.

R.A. Scott The Making of Blind Men: A Study in Adult Socialisation Russell
Sage Foundation (1969) New York.

R.A. Scott The Construction of Stigma by Professional Experts.(1970) from
D.M. Boswell and J.M. Wingrove The Handicapped Person in the
Communi ty Tavistock and 0.U. Press (1974) London Part 3, Ch, 12
108-121.

D, Scrutton and M. Gilbertson Physiotherapy in Paediatric Practice
Butterworth (1975) London.

R. Shepherd Physiotherapy in Paediatrics William Heinemann Medical Bks (1980)
(2nd edition, original 1974) London.

A. Shopland Refer to Occupational Therapy Churchill Livingstone (1979)
London.

J.H. Siegel and P. Chodoff The Aged and High Risk Surgical Patient Gryne
and Stratton (1976) New York and London.

R. Strauss Social Change and the Rehabilitation Concept, from M.B. Sussman
(editor) Sociology and Rehabilitation American Sociology Assoc-
iation (1965) USA Ch. 1 1-34.

R.P. Stryker Rehabilitation Aspects of Acute and Chronic Nursing Care W.B.
Saunders Co. (1972) Philadelphia.

S. Taylor Principles of Surgery and Surgical Nursing Hodder and Stoughton
(1961) London (3rd edition 1977).

M. Thompson Relationships Between Physiotherapists and Doctors, Physiotherapy
(June 1979) Vol. 65(6) 176-178.




3380

.

(The Tunbridge Report) Rehabllltatlon' Report of a Sub- Commlttee of the Standing
Medical Advisory Committee HISO (1972) London.

C.M.C. Van de Ven A Pilot Survey of Elderly Bilateral Lower Limb Amputees
Physiotherapy (1973) Vol. 59(10) 316-320,

M. Wallace and M. Robson On Giants Shoulders Times Bks .(1976) London.

AWM. Ward; B.T. Williams, R.A. Dixon Physiotherapy: Its Prescription and
Implementation for Orthopaedic Qut-Patients Rheumatology and
Rehabilitation (1978) Vol. 17 14-21,

H.S. Willard and C.S. Spackman Occupational Therapy Pitman Medical Publishing
Co. (1963) London.

World Health Organisation First Report of the Expert Committee on lMedical
Rehabilitation (1958) Technical Report Series.

G.N. Wright Total Rehabilitation Little Brown and Co. (1980) Boston.

I.K. Zola MNedicine as an Institution of Social Control (1971) from C. Cox and
A. Mead (edltoro) A Sociology of Medical Practice Chl. 10
170-185.

I.X. Zola Healthism and Disabling Medicalisation from I. Illich, I.K. Zola,
J. McNight, J. Caplan, H. Shaiken Disabling Professions Marion
Boyars (1977) London 41-67,

Chapter Two

M.X. Adler, M.D.D. Hamaty, M.D.C.C. Brown, H. Potts Evaluation of Rehabilitation
Efforts in an Amputee Population Connecticut Medicine (1977)
Vol. 41 (10) 614-617.

D. Bader Reach for the Sky Collins (1954) London.

R.S. Berardi and Y. Keonin Amputations in Peripheral Vascular Occlusive
Disease American Jnl. Surgery (1978) Vol. 135 231-234.

M. Blaxter Disability and Rehabilitation: Some Questions of Definition from
C. Cox and A. Mead (editors) A Sociology of Medical Practice
Collier MacMillan (1975) London.

M. Blaxter The Meaning of Disability Heinemann Ltd (1976) London.

I.A.0.D, Brodie Lower Limb Amputatlon British Jnl Hospital Medicine (Nov.
1970) 596-604.

B. Buck and A.D. Lee Amputation: Two Views Nursing Clinics of North America
(1976) Vol. 11(4) 641-65T7.

E.M. Burgess, R.L. Romano The Management of Lower Extremity Amputees using
Immediate Postsurgical Prostheses Clin. Orthop. (1968) Vol. 57
137-146.




339,

N

E.M. Burgess, R.L. Romano, J.H. Zettl, C.P. and R.D. Schrock Amputations of
the Leg for Peripheral Vascular Insufficiency Jnl Bone and Joint
Surgery (1971) Vol. 53(A) 874-890,

D. Caine Psychological Considerations Affecting Rehabilitation after Amputation
Medical Jnl Australia (1973) Vol. 2 818821,

H.C. Chadderton Prostheses Pain and Séquelae of Amputation as seen by the

Amputee Prosthetics and Orthotics International (1978) Vol. 2(1)
12-14. : )

M.A. Chamberlain, G. Thornley and V. Wright ZEvaluation of Aids and Equipment
: for Bath and Toilet Rheumatology and Rehabilitation (1978)
Vol. 17(3) 187-193.

A.S. Chilvers, J. Briggs, N.L. Browse and J.B. Kinmonth Below and Through

Knee Amputations in Ischaemic Disease Brltlsh Jnl Surgery (1971)
Vol. 58(11).

A.S. Chilvers and N.L. Browse The Social Fate of the Amputee Lancet (Nov.
27, 1971). |

M.J. Clarke-Williams The Problems of the Lower Limb Amputee Practitioner (1978)
Vol. 220(1319) 703-707.

B. Coard How the West Indian Child is made Educationally Subnormal in the
British Schools System New Beacon Books (1971) London.

N.P. Couch, J.K. David, N.L. Tilney, C. Crane Natural History bf the Leg
Amputee American Jnl Surgery (1977) Vol. 133(4) 469-473.

N. Croucher High Hopes Hodder and Stroughton (1976) London.

The Crowther Report A Report of the Central Advisory Council for Education
(England) HMSO (1959) London.

B. Davis Amputétions Ch. 12 294-311 J. Cash (editor) Physiotherapy in Some
Surgical Conditions Faber and Faber (1977) (5th edition) London.

Department of Health and Social Security Amputation Statistics 1980 HMSO
(1980) London.

M.B. Devas Early Walking of Gerlatrlc Amputees Britiéh Medical Jnl (1971)
1 394-3%9%.

B. Ebskov and P. Josephsen Incidence of “eamputation and Death after Gangrene

of the Lower Extremity Prosthetics and Orthotics International
(1980) Vol. 4 77-80:

D.R.A. Finch, M. MacDougal, D.J. Tibbs, P.J. Morris Amputation for Vascular
Disease: The Experience of a Peripheral Vascular Unit 3British
Jnl Surgery (1980) vol. 67(4) 233-237.

F.W. Fleurant and J. Alexander Below Knee Amputation and Rehabilitation of
Amputees Surg. Cynae. & Obst. (1980) Vol. 515(1) 41-44..

P. Foot Moral Beliefs (1958) from W.D. Hudson (edltor) The Is/Ought Question
MacMillan (1969) London Paper XIX.




340.

S.K. Forer, M.A., Lawrence, S. Miller Rehabilitation Outcome: Comparative
Analysis of Different Patient Types Archives Physical Med. Rehab.

(1980) Vol. 61(8) 359=365.
J. Garrad Impairment and Disability: Their lMeasurement, Prevalence and Psy-

chological Cost Ch. 8 141-156 D. Lees and S. Shaw (editors)
Impairment Disability and Handicap Heinemann Ed. Books (1974)

London.

Southern Medical Jnl

H.W. Glattly A Statistical Study of 12000 New Amputees
(1964) Vol. 57 1373-1378.

and P.J.R. Nichols Rehabilitation of the Severely Disabled Vol. I,
Butterworth (1971) London.

R.E.A. Goble

Jerndahl, M. Nordin, P. Renstrom The Walking Training School
- A Rehabilitation Centre for Leg Amputees Lakartidningen (1978)

 Vol. 75 (30-31) 2712-2716.

S. Hawkins, W.T. Irvine, C.VW. Jamieson An Asses;ment of Above
and Through Knee Amputations British Jnl Surgery (1972) Vol. 59
(11) 873-875.

I. Goldie, A,

P.W.B. Green,

Archives Physical Med. Rehab. (1977) Vol.

B. Greenspun A Unique Amputee
58(6) 273-274.

Geront. Clin. (Basel)

J.M.T. Griffiths Surgical Policy in the Over Seventies
(1972) Vol. 14 282-296.

C.I. Gryfe Reasonable Expectations in Geriatric fehabilitation Jnl of the
American Geriatrics Society (1979) Vol. 27(5) 237-238.

R. Hall and H.S. Shucksmith The Above Knee Amputation for Ischaemia British
Jnl Surgery (1971) Vol. 58(9) 656-659.

A, Hamilton The Rehabilitation of the Geriatric Amputee Rehabilitation (1973)
Vol. 87 5-11.

E.A. Hamilton and P.J.R. Nichols Rehabilitation of the £lderly Lower Limb
Amputee British Medical Jnl (1972) 2, 95-98.

D.H. Hargreaves Social Relations in a Secondary School Routledge and Kegan
Paul (1967) London.

Harris The Handicapped and Impaired in Great Britain HMSO (1971) London.

A’I.

"Harris, F. Read, A. Lardley, D. Charlesworth, J. Wakefield, R.A. Sellwood
The Fate of the Elderly Amputee British Jnl Surgery (1974)

Vol. 61 665‘6680

P.L.

R.J. Haworth and E.M. Hollings Are Hospital Assessments of Daily Living
Activities Valid? Int. Rehab. Med. (1979) Vol. 1 59-62,

W. Humm Rehabilitation of the Lower Limb Amputee Bailliere Tindall (1977)
(3rd edition) London. .




341.

G.A., Hunter and J.P. Waddell DManagement of the Patient Requiring Leg Amput-
ation for Peripheral Vascular Disease Canadian Medical Assoc-

iation Jnl (1976) Vol. 115(7) 634-638.

G.A. Hunter and P. Holliday Review of Function in Bilateral Lower Limb Amputees
Canadian Jnl Surgery (1978) Vol. 21(2) 176-178.

C.S. Huston, B.,A. Divins, C.3B. Ernst,iw.o. Griffin Morbid Implications of
' Above Knee Amputation Archives of Surgery (1980) Vol. 115(2)
165-167. : :

I.M. Hutton and N.G. Rothnie The Early Mobilisation of the Elderly Amputee
British Jnl Surgery (1977) Vol. 64(4) 267-270.

B. Jackson and D. Marsden Education and the Working Class Pelican (1968)
(3rd reprint) G.B.

R.F. Jones Amputee Rehabilitation: Basic Principles in Prosthetic Assessment
and Fitting Medical Jnl Australia (1977) Vol. 11(9) 290-293.

B. Kegel, M.L. Carpenter, E.M. Burgess A Survey of Lower Limb Amputees:
Prostheses, Phantom Sensations and Psychological Aspects Bulletin
Prosthetic Research (1977) Vol. 10(27) 43-60.

B. Kegel, M.L. Carpenter, E.M. Burgess Functional Capabilities of Lower
Extremity Amputees Archives Physical Medical Rehab. (1978)
Vol. 59 109-~119.

B. Kegel, M.L. Carpenter, E.M. Burgess Recreational Activities of Lower Extrem-
ity Amputees: A Survey Archives Physical Med. Rehab. (1980)
Vol. 61 258-264.

M.D. Kerstein, H. Zimmer, F.E. Dugdale, E. Lerner The Delays in the Rehabili-
tation in Lower Extremity Amputees Connecticut Medicine (1977)

Vol. 41(9) 549-551.

R.B. Kihn, R. Warren, G.W. Beebe The Geriatric Amputee Annals of Surgery (1972)
Vol. 176 305-314.

V. Kolind-Sorensen Follow up of Lower Limb Amputees Acta. Orthop. Scande.
(1974) Vol. 45 97-104.

C. Lacey Hightown Grammar Manchester University Press (1970) Manchester.

H.I. Lippmann, F. Clippinger, B.R. Friz, R.L. Romano Hospital Resources for
a Quality Amputation Programme Circulation (1972) Vol. 46

A292-A304 .

A. MacBridge, J. Rogers, B. Whylie, S.J.J. Freeman Psychosocial Factors in
the Rehabilitation of Elderly Amputees Psychosomatics (1980)

Vol. 21(3) 258-265.

Therapeutic and Economic
J.M. Malone, W.S. Moore, J. Goldstone, S.J. Malone The
’ Impact of’a Modern Amputation Programme Annals Surgery (1979)

Vol. 189(6) 798-802.

G. Murdoch (editor) Prosthetic and Orthotic Practice Edward Arnold Ltd (1970)

London.




342.

P.J.R. Nichols- Rehabilitation of the Severely Disabled Vol. II
Butterworth (1971) London.

P.J.R. Nichols Rehabilitation Medicine Butterworth (1976) London.

P.J.R. Nichols Rehabilitation Services and Responsibilities Asian Medical

Inl (1977) Vol. 20(3) 147-159.

C.M. Parkes and M.M. Napier Psychiatric Sequelae of Amputation 3British Jnl
Hospital Medicine (1970 Nov.) 610-614.

C.M. Parkes Bereavement: Studies in Grief in Adult Life Penguin (1972)
London. ‘

C.M. Parkes Psycho-social Transitions: Comparison between Reactions to Loss
of a Limb and Loss of a Spouse British Jnl Psychiatry (1975)
Vol. 127 204-210.

C.J. Partridge The Effectiveness of Physiotherapy Physiotherapy (1980)
Vol. 66(5) 153-155,

H.E. Pedersen The Problem of the Geriatric Amputee Artificial Limbs (1968)
Vol. 12 i-iii.

J.ﬁ. Potts, J.R. Wendelken, R.C. Elkins, M.D. Peyton Lower Extremity Amputation:
Review of 110 Cases American Jnl Surgery (1979) Vol. 138(9)
924-927. :

L. Reinstein Rehabilitation of the Lower Extremity Cancer Ampufee Maryland
State Medical Jnl (1980) Vol. 29(5) 85-87.

A.J. Roon, W.S. Moore, J. Goldstone Below Knee Amputation A Modern Approach
American Jnl Surgery (1977) Vol. 134 153-158.

A.S. Russek Management of Lower Extremity Amputees Archives Physical Medicine
(1961) Vol. 42 687=T03.

W.R. Russell Neurological Sequelae of Amputation British Jnl of Hospital
‘ Medicine (1970 Nov.) 607-609.

W.M. Schultz Rehabilitation of the Lower Extremity Amputee in a Larger General
Hospital New York State Jnl of Medicine (1950) Vol. 50(17)
2061-2066,

J.P. Smith In What Sports Can Patients with Amputations and other Handicaps
Successfully and Actively Participate? Physical Therapy (1978)

0. Sneppen, T. Johansen, J. Heerfordt, I. Dissing, O. Petersen Hemipelvectomy
Acta. Orthop. Scand. (1978) Vol. 49 175-179.

P.H. Stern and P.A. Skudder Amputee Rehabilitation New York State Jnl of
Medicine (1977) Vol. -77(9) 1436-1440.

Therapy (1981) Vol. 8(10) 12 (A. Kennedy Tells of the Real Heroes). .

Therapy (1981) Vol. 8(11) 1 (Climbing Literary Heights).



343.

D. Thompson _Social Work Support for Amputees - Is It Adequate? Unpublished
(1977).

I.M. Troup and M.A. Wood Total Care of the Lowér Limb Amputee Pitman (1982)
‘ London.

(The Tunbridge Report) Rehabilitation: Report of a Sub Committee of the
Standing Medical Advisory Committee HMSO (1972) London.

C.M.C. Van de Ven A Pilot Survey of Elderly Bilateral Lower Limb Amputees
Physiotherapy (1973) Vol. 59(10) 316-320,

C.M.C. Van de Ven An Investigation into the Management of Bilateral Leg Amputees
British Medical Jnl (1981) Vol. 283 707-710.

R, Warren Early Rehabilitation of the Elderly Lower Extremity Amputee
. Surgical Clinics North America (1968) Vol. 48 807-816.

P.C. Weaver and S.A. larshall A Functional and Social Review of Lower Limb
Amputees British Jnl Surgery (1973) Vol. 60 732-737.

D.C. Welch and R. Helsby An Analysis of the Physical and Social Conditions
of Elderly Lower Limb Amputees Rehabilitation (1973) Vol. 87

9-11.

Chapter Three

L. Battye The Chatterley Syndrome (1966) in D.M. Boswell and J.M. Wingrove
(editors) The Handicapped Person in the Community Tavistock and

0.U. Press (1974) London.

P.L. Berger Invitation to Sociology: A Humanistic Perspective Doubleday and
Co. (1963) USA.

P.L. Berger and T. Luckmann The Social Construction of Reality: A Treatise
in the Sociology of Knowledge Allen Lane (1967) London.

J.A. Bitter Introduction to Rehabilitation C.V. Mosby Co. (1979) USA.

E.M. Burgess and R.L. Romano The llanagement of Lower Extremity Amputees Using
Immediate Post Surgical Prostheses Clin. Orthop. (1968) Vol. 57

137-146. ’

J. Cleary Demands and Responses in D. Hall and M. Stacey (editors) Demands
and Responses Routledge and Kegan Paul (1979) London.

M.B. Devas Early Walking of Geriatric Amputees British Medical Jnl (1971)
(1) 394-3%.

E. Durkheim Elementary Forms of the Religious Life George Allen and Unwin
Ltd (1971) London 1st published in French 1912.

Je. Garrad Impairment and Disability: Their Measurement, Prevalence and Psy-

chological Cost in D. Lees and S. Shaw (editors) Impairment,
Disability and Handicap Heinemann Ed Bks (1974) London.




344.

B. Goffman The Presentation of Self in BEveryday Life Pelican (1959) London.

BE. Goffman Stigma: Notes on the llanagement of a Spoiled Identity Pelican
(1963) London.

R.M. Goldenson Disability and Rehabilitation Handbook McGraw Hill (1978) USA.

W.R. Grant Principle of Rehabilitation Livingstone (1963) Edinburgh.

R.E.A. Goble and P.J.R. Nichols Rehabilitation of the Severely Disabled

Butterworth (1971) London Vol. I Evaluation of a Disabled
Living Unit. .

Jeo Hayward Information: A Prescription Against Pain RCN (1975) London.

W. Humm Rehabilitation of the Lower Limb Amputee Bailliere Tindall (1977)
“London (3rd edition).

I.M. Hutton and N.G. Rothnie The Early Mobilisation of the Elderly Amputee
Br. Jnl Surg. (1977) Vol. 64(4) 267-270.

I. Illich, I.X. Zola, J. McNight, J. Caplan, H. Shaiken Disabling Professions
Marion Boyers (1977) London.

W. Jaehnig Seeking Out The Disabled (1972) from D.M. Boswell and J.M. Wingrove
(edltors) The Handicapped Person in the Community Tavistock and
0.U. Press (1974) London 441-449.

¥.H. Kfusenv Concepts in the Rehabilitation of the Handicapped "W.B. Saunders
Co. (1964) Philadelphia.

F,H., Krusen Handbook of Physical Medicine and Rehabilitation W.B. Saunders
Co. (1971) Philadelphia (2nd edition).

(The Mair Report) Medical Rehabilitation: A Pattern for the Future HUSO
(1972) Edinburgh.

J.M. Malone, W.S. Moore, J. Goldstone, 3.J. Malone The Therapeutic and Economic
Impact of a Modern Amputation Programme Annals Surgery (1979)
Vol. 189(6) 798-802,

S. Mattingly (editor) Rehabilitation Today Update Books (1977) London.

G.H. Mead Mind, Self and Society University Chicago Press (1934) Chicago.

I.E.P. Menzies A Case Study in the Function of Social Systems as a Defence
against Anxiety: A Report on a Study of Nursing Services of a
General Hospital (1961) Human Relations 13 95-121 (1970)

P.J.R. Nichols Rehabilitation of the Severely Disabled Butterworth (1971)
London Vol, II Management.

P.J.R. Nichols Rehabilitation Medicine Butterworth (1976) London.

P.J.R. Nichols Rehabilitation Services and Responsibilities Asian Medical
Journal (1977) Vol. 20(3) 147-159.

P.J.R. Nichols Training in Rehabilitation: Basic Needs and Considerations
Int. Jnl. Rehab. Research (1979) Vol. 2(1) 21.%1




345

The Oxford Dictionary (The Shorter Oxford English ...) Vol. I and II Clarendon
Press (1933) Oxford. ‘

Roget's International Thesaurus Collins (1963) London (3rd edition 1977).

H.A. Rusk Rehabil%tation Medicine C.V. Mosby Co. (1958) New York (3rd edition
1971). .

R.A. Scott The Making of Blind Men: A Study in Adult Socialisation Russell
Sage Foundation (1969) New York.

F. Stockwell The Unpopular Patient RCN (1973) London.

K. Thompson and J. Tunstall (editors) Sociological Perspectives Penguin
(1971) England. ,

(The Tunbridge Report) Rehabilitation: A Report of a Sub Committee of the
Standing Medical Advisory Committee HMSO (1972) London.

G.N. Wright Total Rehabilitation Little Brown and Co, (1980)‘boston.

I.X. Zola Medicine as an Institution of Social Control (1971) in C. Cox and
A. Mead (editors) A Sociology of Medical Practice Collier MacMillan
(1975) London.

Chapter Four

N. Blurton-Jones (editor) Ethological Studies of Child Behaviour Cambridge
Univ. Press (1972) Cambridge.

K.J. Connolly Ethological Techniques and the Direct Observation of Behaviour
from P, Mittler (editor) Assessment for Learning in the Mentally
Handicapped Churchill Livingstone (1973)219-241.

B, Davis Amputation from J. Cash (editor) Physiotherapy in some Surgical
Conditions Faber and Faber (1955) (5th edition 1977) London
Ch. 12 294-311.

J.P. Dean, R.L. Eichorn, L.R. Dean Fruitful Informants for Intensive Inte?-
viewing from G.J. McCall and J.L. Simmons (editors) Issues in
participant Observation Addison-Wesley (1969) Mass. Ch. 5 142-144.

N.K. Denzin The Research Act Aldine Publ. Co. (1970) Chicago.

J.D. Douglas Investigative Social Research Vol. 29 Sage Library of Social
Research Sage Publications (1976) USA.

E. Goffman Asylums Pelican (1961) London.

E.C. Grant An Ethological Description of Non-Verbal Behaviour During Inter-
views Brit. Jnl Med.. Psych. (1968) Vol. 41 177-184.

D.J. Hargreaves Social Relations in a Secondary School Routledge and Kegan
Paul (1967) London.




346.

W. Humm Rehabilitation of the Lower Limb Amputee Ballllere Tindall (1965)
(3rd edition 1977) London.

S. J. Hutt and C. Hutt Direct Observation and Measurement of Behaviour Charles -
C. Thomas (1970) Illinois.

C. Lacey Hightown Grammar Man. Univ. Press (1970) Manchester.

E.J. Mash and G. lakohoniuk The Effects of Prior Information and Behaviour
Predictability on Observer Accuracy Child Dev. (1975) Vol. 46

513-519,

E.J. Mash and J.D. McElwee Situational Effect on Observer Accuracy: Behaviour
Predictability, Prior Experience and Complexity of Coding Cate-

gories Child Dev. (1974) Vol. 45 367=377.

G.J. McCall and J.L. Simmons (editors) Issues in Participant Observation
Addison-Viesley (1969) Massachusetts.,

M. Mead Growing Up In New Guinea Harmondsworth (1942) Middlesexo

M. Mead Coming of Age In Samoa Harmondsworth (1943) Middlesex.

R.A. Scott The Making of Blind Men: A Study in Adult Socialisation Russell
Sage Foundation (1969) New York.

M.D. Shipman The Limitations of Social Science Longman (1972) London.

I.M. Troup and M.A. Wood Total Care of the Lower Limb Amputee Pitman (1982)
London.

W.F. Whyte Street Corner Society Univ. Chicago Press (1955) Chicago.

Chapter Five

M. Argyle Social Interaction Tavistock and Methuen (1969) London.

Investigative Social Research Vol. 29 Sage Library of

J.D. Douglas
Social Research Sage Publications (1976) USA.

W. Humn Rehabilitation of the Lower Limb Amputee Bailliere Tindall (3rd
edition 1977) London, -

S.J. Hutt and C. Hutt Direct Observation and Measurement of Behaviour Charles
C. Thomas (1970) Illinois.

C.J. Partridge (1982(a)) Letter To The Editor Physiotherapy (March 1982)
Vol. 68(3) 91.

J.B. Reid Reliability Assessment of Observation Data: A Possible Methodological
Problen Child Development (1970) Vol. 41 1143-1150.

A.W.M. Ward, B.T. Williams, R.A. Dixon Physiotherapys Its Prescription and
Implementation for Orthopaedic Qut-Patients Rheumatology and

Rehabilitation (1978) Vol. 17 14-21.




347+

H.F. Wright . Recording and Analysing Child Behaviour Harper (1967) New York.

Chapter Six

B, Davis Amputations in J. Cash (editor) Physiotherapy .in Some Surgical
Conditions Faber and Faber (1977) (5th edition) London Ch. 12,

Department of Health and Social Services Amputation Statistics 1980 HMSO
(1980) London.

J.D. Douglas Investigative Social Research Vol. 29 Sage Library of Social
Research Sage Publications (1976) Beverley Hills London.

E. Goffman Asylums Pelican (1961) G.B.

E. Goffman Stigma: Notes on the Management of Spoiled Identity Pelican (1963)
London. : ‘ .

M. Gott Learning Nursing: A Study of the Effectiveness and Relevance of
Teaching Provicded During Student Nurse Introductory Course (1982)
Unpublished Thesis University of Hull.

D.H. Hargreaves Social Relations in a Secondary School Routledge and Kegan
Paul (1967) London.

H.R. Harre and P.F. Secord The Explanation of Social Behaviour. Blackwell
(1972) oxford.

W. Hunm Rehabilitation of the Lower Limb Amputee Bailliere Tindall (1977)
(3rd edition) London.

C. lacey Hightown Grammar Manchester University Press (1970) Manchester.

G.J. McCall and J.L. Simmons (editors) Issues in Participant Observation
Addison Wesley Pub. Co. (1969) Massachussets.

R.W. Revans Standards for Morale, Cause and Effect in Hospitals Nuffield
Provincial Hospital Trust, Oxford University Press (1964) Oxford.

A. Ryan The Philosophy of the Social Sciences Maclillan (1970) London.

L. Saunders The Changing Role of the Nurse American Journal of Nursing
(Sept. 1954) 1094-1098.

C.M.C. Van de Ven A Pilot Study of Elderly Bilateral Lower Limb Amputees
Physiotherapy (1973) 59(10) 316-320.

D.C. Welch and R.C. Helsby An Analysis of the Physical and Social Conditions
of Elderly Lower Limb Amputees Rehabilitation (1973) 87 9-11.




348,

Chapter Seven-.

L. Battye The Chatterley Syndrome (1966) from D.M. Boswel] and .
(editors) The Handicapped Person in the COmmunityJ'g' Vingrove
a

and 0.U. Press (1974) London Ch. 10 93-999, = vistock

A. Faulkner The Student Nurse's Role in Giving Patientg Informagi
Unpublished Thesis (M.Sc) (1980) University of Abefggen

E. Goffman Asylums Pelican (1961) G.B.

E. Goffman Stigma: The llanagement of a Spoiled Tdentit i
London. ¥ FPelican (1963)

M. Gott Learning Nursing: A Study of the Effectiveness and Relev
Teaching Provided During Student Nurse Introducto 2nce‘9£
‘Unpublished Thesis (Ph.d) (19682) University of H;‘bl’l ourses

W. Humm Rehabilitation of the Lower Limb Amputee Bailliere Ti
London. e Tindall (1977)

J. McCleod Clark Nurse Patient Verbal Interaction: An Analysis
Conversations on Surgical Wards Unpublisheq {hesigf(gﬁcgrded
(1982) University of London., +d)

D. Ritchie Stroke Faber and Faber (1960) London.

D.C. Welch and R. Helsby An Analysis of the Physical and Social-ConditiOn
- Elderly Lower Limb Amputees Rehabilitation (Oct/Dec 1973) 8 of

Vol. 87 9-12,

Chapter Eight

L. Battye The Chatterley Syndrome (1956) from D.M. Boswell and J.M. Wingro
(editors) The Handicapped Person in the Communi ty Tavistockvznd

0.U. Press (1974) London Ch. 10 93-99,

M.J. Clarke-Williams The Elderly Double Amputee Gerontology Clinic (Basel)
Vol. 11 (1969) 183-192.

Department of Health and Social Security Amputation Statistics HNMSO (1980)
London., )

B. Ebskov and P, Josephson Incidence of feamputation and Death After Gangrene
of the lower Extremity Prosthetics and Orthotics Internationa)

(1980) Vol. 4 T7-80. 8l

D.R.A. Finch, M. MacDougal, D.J. Tibbs, P.J. Morris Amputation for Vascular
Disease: The Experience of a Peripheral Vascular Unit British

Jnl Surgery (1980) Vol. 67(4) 233-237,

E. Goffman Asylums Pelican (1961) G.B.

E. Goffman Stigma: The Management of a Spoiled Identity Pelican (1963)
London. ’




349

P. Goodman Compulsory Miseducation Horizon Press (1962) USA

D.H. Hargreaves Social Relations in a

Seconds, School R
Paul (1967) London. = outledge and Kegan

W. Humm Rehabilitation of the Lower Limb Amputee Bailliere Tindall (1977)
London (3rd and revised edition),

i : . isabl Prof
Marion Boyers (1977) London. ’ abling Professions

C. Lacey Hightown Grammar‘ Manchester University Press (1970) Manchester,

B. Kegel, M.L. Carpenter, E.M. Burgess Functional Capabilities of Lower

Extremity Amputees Archives Physical Medical Rehabilitation
(1978) Vol. 59 109-119,

M. leCaffery Nursing the Patient in Pain (1979) (1st pub. UK 1983) Harper
and Row Inc, .

G. Murdoch Level of Amputation and Limiting Factors Annals Royal College
Surgeons (England) (1967) Vol. 204-216.

P.J.R. Nichols Rehabilitation Medicine Butterworth (1976) London.

E. Reimer School is Dead Penguin (1971) England.

C.M.C. Van de Ven A Pilot Survey of Elderly Bilateral Lower Limb Amputees
~ Physiotherapy (1973) Vol. 59(10) 316-320,

C.M.C., Van de Ven An Investigation into the lManagement of Bilateral Leg
Amputees British Medical Jnl (1981) Vol. 283 707-710.

P.C. Weaver and S.A. lMarshall A Functional and Social Review of Lower Limb
Amputees British Jnl Surgery (1973) Vol. 60 732-737.

Chapter Nine

L. Battye The Chatterley Syndrome (1966) from D.M. Boswell and J.M. Wingrove
(editors) The Handicapped Person in the Community Tavistock
and 0.U. Press (1974) London.

G.W. Brown The Mental Hospital as an Institution Soc. Sc. and Med. (1973) 7
407-424

E.T. Cassee Therapeutic Behaviour, Hospital Culture and Communication (1970)
from C. Cox and A. Mead (editors) A Sociology of Medical Practice
Collier MacMillan (1975) London.

R. Coser Alienation and the Social Structure: A Case Analysis of a Hospital
(1963) from E. Friedson (editor) The Hospital in Modern Society
Free Press (1963) New York. ’

C. Cox and A. Mead (editors) A Sociology of Medical Practice Collier MacMillan
(1975) London. : '




3504

F. Davis Professional Socialisation as Subjective Experience: The Process of
Doctrinal Conve?sion Amongst Student Nurses (1966) from C. Cox
and A. Mead (editors) A Sociology of Medical Practice Collier
MacMillan (1975) London. ‘

A. Etzioni Modern Organisations Prentice-Hall (1964) New Jersey.

A, Faulkner Thg Student Nurse's Role in Giving Patients Iﬁformation Unpub-
lished Thesis (Mc.Sc) (1980) University of Aberdeen.

S.K. Forer, M.A. Law?ence, ?. Miller Rehabilitation Outcome: Comparative
Analysis of Different Patient Types Archives Physical Med. Rehab.
(1980) Vol. 61(8) 359-365. -

E. Friedson Professional Dominance: The Structure of Medical Care Aldine
Pub. Co. (1970) Chicago.

E. Friedson Profession of Medicine: A Study of the Sociology of Applied
Knowledge Dodd Mead (1972) New York. .

E. Goffman The Presentation of Self in Everyday Life Pelican (1959) London.

E. Goffman Asylums Pelican (1961) G.B.

E. Goffman Stigma: The Management of a Spoiled Identity Pelican (1963)
London.

M. Gott Learning Nursing: A Study of the Effectiveness and Relevance of
"~ Teaching Provided during Student Nurse Introductory Course
Unpublished Thesis (Ph.d) (1982) University of Hull.

C.S. Huston, B.A. Divins, C.B. Ernst, W.0. Griffen Morbid Implications of Above
Knee Amputation Archives of Surgery (1980) Vol. 115(2) 165-167.

I. Illich, I.K. Zola, J. McNight, J. Caplan, H. Shaiken Disabling Professions
Marion Boyers (1977) London.

P. Ley and M.S. Spelmann Communicating with a Patient Staple Press (1967)
London.

J.M. Malone, W.S. Moore, J. Goldstone, S.J. Malone. The Therapeutic and Xcon-
omic Impact of a Modern Amputation Programme Annals Surgery
(1979) Vol. 189(6) 798-802.

J. McCleod-Clark Nurse Patient Verbal Interactions An Analysis of Recorded
Conversations on Surgical Wards Unpublished Thesis (Ph.d)
(1982) University of London.

(The McMillan Report) The Remedial Professions: A Report HMSO (1973) London.

D. Mechanic Medical Sociology: A Selective View Collier MacMillan (1968)
London.

I.E.P. Menzies A Case Study in the Function of Social Systems as a Defence
Against Anxiety: A Report on a Study of Nursing Services of a
General Hospital (1961) Human Relations (1970) 13 95-121.




351.

S. Milgram -Obedience to Authority Tavistock (1974) Londoh.

P.J.R. Nichols .Rehabilitation of the Severely Disableq Vol., IT
(1971) London. ‘ I Butterworty

C.J. Partridge Letter to the Editor Physiotherapy (March 198
91. . ‘ 7 1982) Vo, ga(3)

R.P. Preston The Dilemmas of Care: Social and Nursing Adaptati
Deformed, The Disabled and The Aged Elsevier (19$g§ §Zwt§§ )
ork,

D. Robinson Patients, Practitioners and ledical Caré William Hej
London. einemann (1973)

L. Saunders The Changing Role of the Nurse American Jnl of Nursi
1954) 1094-1098. sing (Sept,

R.A. Scott The Making of Blind Men: A Study in Adult Socialisati .
Sage Foundation (1969) New York. 21on  Russell

R.A. Scott The Construction of Stigma by Professional Experts (1970) fr
D.M. Boswell and J.M. Wingrove (editors) The Handicapped ;m
in the Community Tavistock and 0.U. Press (1974) London Erson

D. Scrutton and M. Gilbertson Physiothefapy in Paediatric Practice B
(1975) London. utterWorth‘

D. Tuckett An Introduction to Medical -Sociology Tavistock Publications
(1976) London. .

(The Tunbridge Report) Rehabilitation: Report of a Sub-Committee of the st
ing Medical Advisory Committee HMSO (1972) London. ——=and-

Chapter Ten
E. Goffman Asylums Pelican (1961) G.B.

E. Goffman Stigma: Notes on the Management of a Spoiled Identity Pelican
(1963) London. :

P.L. Harris, F. Read, A. Bardley, D. Charlesworth, J. VWakefield, R.A. Sellwoog
The Fate of the Elderly Amputee British Jnl Surgery (1974)

Vol. 61 665-668.

I.M. Hutton and N.G. Rothnie The Early Mobilisation of the Elderly Amputee
British Jnl Surgery (1977) Vol. 64 267-270. ;

J.M. Malone, W.S. Moore, J. Goldstone, S.J. Malone Therapeutic and Economic
Impact of a Modern Amputee Programme Annals Surgery (June 1979)

Vol. 189(6) 798-802.
(The McMillan Report) The Remedial Professions: A Report HMSO (1973) London,

(The Tunbridge Report) Rehabilitation: A Report of a Sub-Committee of the .
Standing Medical Advisory Committee HMSO (1972) London.




