Notes from UPMC rehab visit March 14, 2003

David Holstius:

Judy, Aaron and I spent one hour observing a 93 (?) year old man and his interactions with a UPMC rehab nurse. “Mr E” wore a suit during our visit – though the nurse said he was not particularly dressed up for the occasion – and thick glasses, though he said he “could spot a flea on a tick’s eyelash” when the nurse asked him about his vision. He also had on a baseball cap and was “full of stories about baseball,” according to the nurse, though the conversation was somewhat steered away from that as he tended to talk about the fact that of his past acquaintances, they were “all dead. All dead.” He didn’t seem particularly disturbed by this, just repeatedly (3x) mentioned it during our hour with him.

Though quite persistent in the tasks we saw him do, he attributed his keeping-on to the “Lord’s will” rather than his own determination or stubbornness. He was friendly and upbeat, gamely trying everything the nurse asked him to do and smiling and laughing quite a bit. He had seemingly significant hearing loss (had a hearing aid and one had to lean in & speak loudly to him) but did not seem cognitively impaired beyond the norm, at least to me – could respond to questions very well.

The room we met him in had a circular table and a number of wooden chairs. He did as well as I’ve seen at getting out of his wheelchair the “correct way” with both arms pushing up – except he (or the nurse) forgot to set the brake on his wheelchair and she had to stop it as it rolled slightly away, as he was getting up. A few minutes later, at our request, the nurse demonstrated (herself, using Mr. E’s walker) the various ways people incorrectly get up from a seated position into a walker: grabbing the front bar, grabbing with both hands before standing. She did later mention, though, that for some people – such as those recovering from spinal surgery – it was recommended that they push up on the chair with one hand and lean to the side to grab the walker with the other, because this technique reduced strain on the back. Thus there seem to definitely be exceptions to the rule from the nurses’ point of view.

In terms of exercises, the nurse asked Mr E to do “figure eights” around chairs and explained to us that this was for developing coordination in narrow/cluttered spaces. He did have difficulty & got stuck between the table and a chair, attempting to push through unsuccessfully several times before the nurse guided him in lifting & turning the walker sideways (picking it up was possible because it was a Medicare-supplied very light 2 front wheeled model) and shuffling through the space sideways. Overall Mr E was moderately fast behind the walker and did not seem to be relying on it much for balance, but of course micro-adjustments & minor proprioceptive feedback are not readily visible to my observer’s eye.

We asked for a demonstration of sitting in a chair that was pushed into the table. Mr E stepped out of the walker to yank the chair aside (!) and then (seemingly for the nurse’s benefit?) stepped gingerly backwards and put both hands behind him to sit down as is “proper.” He looked up at the nurse and said “See?” as if to indicate he had in fact done everything properly and she of course took this in good humor. While he was yanking the chair she had her hand holding tight to the back of his belt – I infer to steady him or prevent a fall – but it looked like a risky move. We asked how walker users are supposed to then seat themselves at a table and the nurse demonstrated by rotating, rather than sliding, the chair out from under the table. Mr E became tired after about five-ten minutes of this figure-eight exercise and we conversed with the nurse while he rested in his wheelchair. Later I asked to see how he handled doors, and there was a spring-loaded non-doorknob (pull handle) door nearby. The nurse had to hold it open for him, though, and tried to show him how he could insert his walker to keep it open but that was not very successful as he let her keep holding it open, or she continued to hold it open, whichever. [There seemed to be a shared understanding or something so that he was not over-challenged? I’m unsure how to interpret this relationship. I heard a nurse later characterize many elderly as being “impulsive… [with] poor insight into limitations” but there also seems to be this protective element on the part of the nurses I saw.]

Mr E apparently has a cane at home. He referred to it at least three times as “fancy” and smiled; he also called it his “stick” rather than “cane.” [This may support theories of aesthetic value being important in device adoption.] The nurse asked him if he used his walker at home; he said yes but it seemed that he probably used it infrequently if at all, based on the several times he referred to “always” having his “stick” nearby but never mentioning his walker. The nurse characterized Mr E as being “resistant” to giving up his cane in favor of the walker.

Mr E also mentioned a group of children that would come to visit weekly (?), during the afternoons, and that they would sometimes slightly get in the way, and that they would play with the walker itself. We asked whether this meant they would put the walker out of his reach and he said “oh, no, I just get my stick and [walk to the walker with cane].”

In the hallway before rejoining the rest of the group we saw a “Swedish walker” which had much larger wheels than our model. According to the two nurses there at the time, this works well for users with Parkinson’s as the easy, fluid motion of this walker helps prevent freezing. [I pushed it a bit and it definitely felt more fluid in handling and moving than the model we have.] One nurse commented then that being able, from the point of view of a nurse, to limit the speed of such a walker [while also, I assume, keeping the benefits of smooth acceleration at low speed] for an elderly user would help reduce the danger of giving these walkers to users who would otherwise be in danger of losing control. She repeated the suggestion once more near the end of our visit.

It also featured a cafeteria-style tray and a very small seat. The brake on one side did not work. The nurses commented that a salesman had come around vending these and “he couldn’t understand why” they were not as prevalent here in the US. The nurses hypothesized that there was a “walking tradition in Europe” that might be responsible. [They did not compare accessible architecture in US vs Europe.]

When one nurse retrieved the walker from a storage closet I observed that it was initially folded. I asked whether folding was important for storage purposes. She said it was and furthermore that it was important for transporting the walkers from place-to-place. I observed that at least two people in wheelchairs we’ve seen (at Longwood and UPMC) have been holding folded walkers (of the Medicare variety) resting partially on their legs, with both hands, while being wheeled from place to place by an attending nurse.

Later in conversation with the rest of the group and another nurse, we discussed stigma which the nurses did feel was an important factor. One said, “it’s not even an age thing… you can have an 80-yr-old woman who wants everything to look pretty” and if the walker doesn’t match her décor, she doesn’t like it, that sort of thing, then she won’t use it…

The nurses mentioned being unable to tell whether outpatients were using walkers at home (first nurse: ‘I wish I knew how many people had walkers sitting in a closet unused…”), and I suggested that if an odometer were hooked up it could feed into both a display/feedback (to reinforce “exercise” for the user) and a time/day log (for the caretaker to see whether the thing actually made it out of the closet ever). The nurses were very enthusiastic about this. [I do not know how it would be received as another bit of surveillance by the walker users themselves, but from a caretaker’s POV it certainly seems like it would address a need.]

The second nurse appeared very enthusiastic about the go-away-come-back functionality as it was described. “I love that,” she said, adding, “especially in the tub… it would just move a little bit, out of the way, and come back… it’s a great idea, it really is.” She additionally suggested that a significant problem was experienced in the hand grips of walkers in general and suggested that an inflatable, adjustable grip would help deal with the range of hand limitations in walker users. 

All in all the nurses seemed to have many design improvements to suggest for walkers in general, including ones (such as inflatable grips and limiting speed) that I do not recall being mentioned thus far. I would suggest that we could certainly come up with further questions and clarifications based on our collective notes for our next visit. If possible I would like to know more about the conversation topics that the nurse I was visiting with steered away from, such as Mr E’s description of his late friends and the children who came to visit him. Also, an hour was not enough to go into that and also see the demonstrations with the nurse (figure eights and such) walker use. I would like to know, also, whether it would be possible to go back to UPMC and observe any of the people there in a less scripted setting, to get past the “show and tell” model I felt we were witnessing in part, a conscious demonstration of nurses’ and patients’ roles.

[I did not have a chance to see the OT room/activities and would very much like to see additional notes on that added here?… could we fill this in too?]

[Judy and Aaron: could you correct/bring to attention any mistakes I’ve made in transcribing these and perhaps add your own comments as well, as you have time?]

