“Nobody denies the need for a check-out after prosthetic-orthotic device has
been completed. But yesterday’s check-out sheet should be scrapped in its en-
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tirety—the sooner the better.

around a poorly-amputated limb that may not be to
his liking for fitting purposes and come up with a func-
tional prosthetic device without asking the surgeon for
a revision. He will produce an adequate prosthetic de-
vice despite flexion contractures and edema, due to in-
sufficient exercise and lack of proper stump-wrapping.

Nobody denies the need for a check-out after a pros-
thetic/orthotic device has been completed. But yester-
day’s check-out sheet should be scrapped in its entirety
—the sooner the better—and replaced with one con-
sisting of only three questions:

1. Isthe prosthesis/orthosis as prescribed?

3. Is the prosthesis/orthosis functional?

The above criteria should more than satisfy any physi-
cian or therapist.

The decision as to pleasing cosmetic appearance, in-
sofar as possible, should be left to the patient.

The decision on whether or not accepted standards
and principles have been met in the fitting, alignment
and fabrication of the device, should be entirely that
of the prosthetist/orthotist.

The field of prosthetics and orthotics has come of
age; so have its practitioners. The check-out sheet has
not kept pace with changing times and should be abol-

2. Is the patient comfortable?

ished in its present form. [ ]

Guest Editorial

THOUGHTS ON THE AMPUTEE CLINIC TEAM

The Amputee Clinic team as we
know it today, evolved during
World War II when the Surgeon
General of the Army established a
number of Amputee Centers within
Army Hospitals to upgrade the
management of these patients. Im-
petus to this multidisciplinary ap-
proach was given by the Veterans
Administration in 1948 when suc-
tion suspension was introduced for
the above knee amputee and a pro-
tocol was developed establishing
the Amputee Clinic Team which
initially comprised the physician,
the prosthetist and the therapist.

Since that time as a more holistic
approach to disability developed
the team has been enlarged in most
clinics to include the occupational
therapist, social worker and voca-
tional specialists among other disci-
plines.

The clinic team approach is com-
prehensive and unquestionably has
resulted in superior management of
patients with limb loss over the past
thirty years. However, recently
questions have been raised regard-
ing the efficiency of such a clinic
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and whether or not a more stream-
lined approach is desirable from
the standpoint of the logistical
management of relatively large
numbers of patients. The imper-
sonal nature of such a clinic has
also been impugned in recent
years, and some have felt that the
patient may actually be intimi-
dated by such a host of professional
personnel.

Several years ago, at the Uni-
versity of Miami, a compromise ap-
proach to amputee management
was undertaken. All new patients
and patients with identifiable med-
ical problems (including skin
breakdown) were seen in the tra-
ditional setting with the physician
as the amputee team leader in clin-
ic. Routine follow-up visits and
problems which were purely pros-
thetic in nature were seen in “pros-
thetic clinic” by the prosthetist and
therapist with a prosthetist as the
team leader or clinic chief. Other
clinic personnel including physi-
cians were available for these clin-
ics but were not necessarily in at-
tendance. This approach was far

more efficient in terms of man
hours and in many ways more
practical than imposing the tradi-
tional approach upon all patients
at every clinic visit.

Two major drawbacks to this
system of care slowly became ap-
parent and currently we have re-
sumed the traditional approach to
all patients. The first difficulty en-
countered was that many routine
prosthetic visits were also accom-
panied by concurrent medical
problems which could not be iden-
tified before the patient was
actually seen. Of course, the pa-
tient could be referred to the next
“full team clinic” but this resulted
in undue delay of treatment. Psy-
chological or vocational problems
though less frequent were also con-
current in some patients. Secondly,
in a major teaching hospital, the
education of residents, interns and
students suffered from this ap-
proach. The critical analysis of
prosthetic problems in relation to
alignment, gait, suspension, etc.
was lost upon students in the ab-
sence of interchange between pros-
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thetist, physician and therapist.
Additionally, innovative tech-
niques in prosthetic management
not infrequently result from discus-
sions involving the prosthetist and
physician and the presence of all
team members in clinic greatly en-
hances this aspect of the amputee
program.

In conclusion, I now feel that the
multidisciplinary clinic team ap-
proach is sound and has no equal in
the educational sphere. Spinoffs
from the dialogue created may en-
hance prosthetic research and thus
ultimately patient care. Efficiency
in this sytem is less than ideal, but
the benefits are greater in the long
run. Suitable precautions must be
taken to avoid “depersonalization”
of the amputee in the multi-disci-
plinary environment and it is en-
cumbent upon each team member
to insure that the clinic experience
is a rewarding one for the patient.
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Meetings and Seminars

January 30-February 3, 1980
AAOP Round Up Seminar, Newporter Inn, Newport Beach, California

April 10-15, 1980
“Third International Congress On Physically Handicapped Individuals
Who Use Assistive Devices.”” Hotel Galleria Plaza, Houston, Texas, USA

June 16-20, 1980
Interagency Conference on Rehabilitation Engineering, Sheraton Center,
Toronto, Canada.

June 22-27, 1980
World Congress of Rehabilitation, International Winnipeg Convention
Center, Winnipeg, Canada.

September 14-20, 1979
AOPA National Assembly, New Orleans Marriott, New Orleans, Louisi-
ana.

September 28-October 4, 1980
Third World Congress (ISPO), Bologna, Italy.
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