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This report scopes the current availability of equipment to support patients with neurological conditions in Welsh Health Boards, reviews the available evidence and makes recommendations for future provision.
1. Background
1.1	Service users and physiotherapists have highlighted concerns around the provision of equipment in Wales for people with neurological conditions.
1.2	Functional aids, equipment and technologies can enhance neurological rehabilitation and support people to lead healthier lives. Physiotherapists have embraced the principles of Prudent Health Care and recognise that provision of equipment can reduce dependence on rehabilitation services, enhance self-efficacy, improve quality of life and help people manage their symptoms independently in the longer term, potentially reducing hospital admissions.
1.3	There is a growing body of evidence to support the use of specific equipment and technologies for rehabilitation and long term, supported self-management. However, there is no base-line measure of equipment that is available in Health Boards in Wales or guidance for clinicians to support their clinical decision-making when recommending equipment provision. Scoping and review of equipment is a time consuming process and there is a value to doing this on a Wales wide basis. Variations in funding streams further add to the complexity for clinicians and service users.
1.4	There have been several reports and delivery plans that identify the benefits equipment can bring to a person living with a neurological condition:
· Cross Party Inquiry into Physiotherapy Services for Neurological Conditions (National Assembly for Wales, 2013)
· Together for Health – A Neurological Conditions Delivery Plan (Welsh Government, 2014)
· Together for Health – Stroke Delivery Plan (Welsh Government, 2012) 
Specifically the Cross-party Inquiry into Physiotherapy Services for Neurological Conditions made a recommendation that:
Health Boards in Wales evaluate and standardise the use of specialist equipment for patients with complex needs so a common level of service can be expected when patients transfer closer to home or to their own home for continued rehabilitation.
The Neurological Conditions Plan, Delivery theme four: ‘Living with a neurological condition’ stipulates: 
a) People receive timely, appropriate assistive technology/ equipment and adaptations to their accommodation to support them to live independently; help them with their care; maintain their health and improve their quality of life.
b) People should have access to services which promote healthy living and prevent complications, such as: the national exercise referral scheme; guidance on accident prevention; healthy lifestyle, nutrition and self-care to minimise ill health. They should also be made aware of third sector organisations that can provide expert advice and support. People with a neurological condition, who would benefit from physiotherapy, should be able to self-refer to local physiotherapy services. 
The Stroke Delivery Plan states organisations are expected:
To support and promote effective self-care, to help someone affected by a stroke to manage the impact of this on their daily life and to take responsibility for their own health. 
1.5	In response to these recommendations the Welsh Physiotherapy Leaders Advisory Group (WPhLAG)* established an expert panel of Neurological Practitioners in June 2015 to produce an advisory report.
* WPhLAG is a statutory group of the Welsh Therapies Advisory Committee (WTAC). 


2. Expert Panel (The Panel)
2.1	The Panel are all highly specialist practitioners in the field of neurology and were selected due to their extensive experience of working with people with stroke and/or neurological conditions
Chair - Debbie Davies WPhLAG & Cwm Taf UHB
Vicky Stevenson (WPhLAG) and Hywel Dda UHB
Adele Griffiths, Jill Haworth (Respiratory Specialist) Aneurin Bevan UHB
Claire Butterworth Cardiff & Vale UHB
Judith Constant Cwm Taf UHB
Richard Pawsey/Thomas Habgood - Abertawe Bro Morgannwg UHB
Michelle Price - Consultant Therapist Powys THB
Katelyn Falvey Powys THB
Leigh Campbell Betsi Cadwaladr UHB
2.2	This report scopes the current availability of equipment in Welsh Health Boards, reviews the available evidence and makes recommendations for future provision.
3. Aims & Objectives
3.1	The panel met five times and agreed aims, objectives and the scope of the review

Aim:
The aim of the report is to advise and make recommendations to WPhLAG on the provision of equipment for people with neurological conditions in Wales.

Objectives:
1. To map the current provision of equipment in each Health Board and where possible identify current funding sources.
2. To agree the equipment to include in the review (scope).
3. To undertake an in-depth review of the evidence supporting use of equipment.
4. To identify existing good practice, documentation and clinical decision-making tools.
5. To make recommendations for future work.
Scope
The panel defined the parameters of the review recognising the potential for it to extend well beyond the resources and expertise available. It was agreed to limit the scope of the review to rehabilitation equipment that should reasonably be available for service users in every Health Board.

4. Approach to the Review
1. To take an approach based on neurological impairments and not specific to particular age groups, diagnosis or condition.
2. To scope aids and equipment to enhance physical function and rehabilitation i.e. focussing on core physiotherapy practice.
3. To agree inclusions and exclusions based on available evidence and professional consensus.
4. To map current access and availability of equipment for single or multiple service users.
5. Equipment Selection Criteria
5.1	The panel agreed the equipment to review (inclusions and exclusions) based on what would be reasonable for each Health Board to provide 
Inclusions
a) Aids for posture management in lying e.g. Sleep systems and T-rolls
b) Aids to allow opportunity for standing e.g. frames and tilt tables
c) Bespoke aids to assist walking (beyond the standard issue frames, crutches and walking sticks)
d) Electrical stimulators to stimulate muscle activity e.g. Functional Electrical Stimulators (FES) and neuro-muscular electrical stimulators (NMES)
e) Aids to assist upper limb repetitive task training 
f) Aids to maintain/regain cardiovascular and muscular strength e.g. active passive-trainers 
g) Aids to maintain respiratory function e.g. Cough Assist

Exclusions
· Splints, Orthotics & artificial limb appliances
· Specialist Seating
· Robotics

Reasons for exclusion included: beyond the resources or area of expertise of the group; require multidisciplinary approach; being managed by other agencies e.g. Artificial Limb and Appliance Service (ALAS).


6. Data Collection 
6.1	Panel members gathered the following information from their Health Boards in line with the objectives:

a) Scoping current equipment provision and funding source. Appendix 1. identifies the equipment available in each Health Board as of October 2016

b) Undertook an in-depth review of the evidence supporting equipment provision identified in the scoping exercise. Appendices 2 (a-g) 

c) Developed a standardised clinical decision-making tool, based on existing work from Hywel Dda UHB, which can be used to assist clinicians (especially less experienced clinicians) in recommendations or making the case for equipment provision. Appendix 3

d) Cost effectiveness decision-making tool. Appendix 4. 
7. Key Findings
7.1 Equipment provision and funding streams are varied across Wales. All Health Boards provide some equipment but no one Health Board provides all recommended equipment. It must be noted that availability and provision of equipment is constantly changing and the Scoping Exercise is a snap shot in time (current as of Oct 2016).
7.2 Criteria for provision of equipment changes between and within Health Boards over time with no consistent agreement on an All Wales basis. In some cases no funding source can be identified and in some instances charitable funds have supported the purchase of equipment.
7.3 Larger exercise or rehabilitation equipment that can be utilised by many patients are generally purchased by physiotherapy services directly. They are usually housed in a physiotherapy department and are by and large only available as part of a time-limited, specific physiotherapy intervention. This includes equipment such as active-passive bikes, standing frames or tilt tables.
7.4 Where larger pieces of equipment are recommended for long-term use in a person’s own home, funding streams are highly uncertain. 
7.5 Some physiotherapy services have purchased equipment that can be loaned to individuals to assess its benefit over a trial period. This is common practice for equipment that is recommended for personal use in the long term. Funding to purchase for individual use is inconsistent and causes challenges for clinicians who may have the equipment to try with a patient but unable to secure long term funding. Service users may be asked to self-purchase or explore charity/third sector funding. Equipment such as FES and upper limb repetitive training devices fall into this category.
7.6 Equipment for personal use may require another person or carer support to use. This may have significant training and governance needs this would fall to the service providing the equipment.
Specifically:
7.7 Walking aids and basic postural equipment e.g. T-rolls are generally provided in all Health Boards except more specialised laser canes or Kaye walkers.
7.8 Standing Frames and Tilt Tables are available for departmental use in all Health Boards, although not necessarily on all sites. Provision for individual use is available in about half of the Health Boards and criteria for access may vary within Health Boards.
7.9 Functional Electrical Stimulation (FES)/NMES: Available in all Health Boards for trial purposes (though not necessarily equitably across Health Boards). Provision for individual use is  directly available in 1-2 Health Boards only; others rely on regional services or the service is not available.
7.10 Active-Passive trainers (AP Trainers): Becoming more available for departmental use over the last few years. Only very rarely available for home use and usually associated with Continuing Health Care packages. Betsi Cadwaladr have been innovative with AP Trainers being available in some leisure centres (part of a wider programme of physiotherapy). 
7.11 Equipment to support upper limb repetitive training: Becoming more available for departmental use in the last year with 3-4 departments having access. Funding for personal use has not yet been explored. 
7.12 Sleep systems: Are highly personalised items for long-term use that are more readily available for children than for adults with acquired neurological conditions. 
7.13 Cough assist machines: Primarily available from tertiary centres but not uniformly across Wales. Governance implications may impact on local physiotherapy services and further work may be required to explore best practice going forward.
8. Implications for Service users
8.1	One of the key drivers for this report was the inequitable provision of equipment across Wales for service users. The complexities and variability of provision have been explored in greater depth in this report and support the conclusions of the Cross-party Inquiry into Physiotherapy Services for Neurological Conditions that current systems can be complex and are inconsistent between Health Boards.
8.2	There are no clear guidelines or time frames that identify what equipment service users can expect to access or have provided to support their rehabilitation or long-term physical function. 
8.3	Service users may be unaware of equipment that could benefit their condition and may find the process of provision convoluted and lengthy. 
8.4	It is a reasonable expectation that a common level of service can be expected regardless of where a person lives in Wales. 
9. Implications for Clinicians
9.1	Clinicians need to demonstrate robust clinical reasoning and review the wider implications and environmental requirements when recommending purchase of personal equipment. This must include a consideration of cost in relation to the benefits.
9.2	Clinicians/services need to enter into clear partnership (co-production) with the service user and/or carer to ensure safe use, storage and robust monitoring of equipment.
9.3	Clinical outcomes or health benefits must be evaluated regularly and relies on clinicians working in partnership with service users to ensure equipment continues to provide the predicted benefits.
10. Key Recommendations for Physiotherapy Leaders (WPhLAG)
10.1	On reviewing the findings from the evidence and data available the expert panel makes the following recommendations:
10.2	Develop an All Wales agreement on the equipment that should reasonably be available in all Health Boards for departmental, community and personal use.
10.3	Set up a register of existing equipment and new investments available in each Health Board. 
Convene an expert group of clinicians as required to: 
a) Provide on-going professional guidance and Governance overview of existing equipment. 
b) Monitor the evidence and expert consensus around new equipment and emerging technologies and recommend where these may be considered as reasonable for Health Boards to provide.
10.4	Via Welsh Therapies Advisory Committee (WTAC) make recommendations for standardised funding streams across Wales.
10.5	Scope the need for pooled budgets across Health Boards to invest in highly specialised and/or very expensive equipment that is not currently available in Wales and could be utilised on a regional basis.
10.6	Explore how access to suitable or specialist cardiovascular equipment for people with long-term neurological conditions can be improved in community settings e.g. leisure facilities.
11. Future work
11.1	This scoping review highlights several areas for future activity that WPhLAG may wish to consider:
a) Link with Higher Education Institutes to seek collaboration with under and post-graduates students to increase the breadth of review of evidence.
b) Explore the ability to have an All Wales equipment procurement system to maximise opportunity for cost savings.
c) An expert panel should be convened as required to provide on-going professional guidance and Governance overview of existing equipment.
d) Working collaboratively with patient groups and 3rd sector an expert panel should be horizon scanning new equipment/technologies and what part they could or should play in NHS Wales. Consider organising showcases of companies that are able to provide specific types of equipment and make recommendations whether equipment should be made available across Wales.
e) Develop patient contracts to ensure that equipment is not left in patients homes not being used.
f) Identify a set of competencies on an All Wales basis for supporting training of carers and support staff in use of specialist equipment, including use of videos or other technologies.
g) Develop library of patient information to support provision of equipment.

Limitations of Study
This study was fortunate to be supported by a panel of expert clinicians and had the backing of WPhLAG. It should be acknowledged that the depth of scoping and degree of exploration of the available evidence was limited to their available time. In addition it recognised overlaps with paediatric provision but did not include a specific study of paediatric equipment. 
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Appendix 1.pdf
Appendix 1 - Scoping Exercise: Equipment Available by Health Board Oct 2016

Equipment Access to equipment either for departmental use (multiple users or for trial), or patient specific use (personal use).
Indicate if available for paediatrics (Paeds) and/or adults, across Health Board, in localities or other settings e.g. day care settings, leisure
centres.
In parts, variable depending on funding, available in department/ for personal use.
Aneurin Bevan UHB Abertawe Bro Betsi Cadwalader | Cardiff & Vale Cwm Taf UHB Hywel Dda UHB Powys THB
Morgannwg UHB | UHB UHB
Sleep Available | Yes for adults with Learning | No. No Assessment only Yes as part of Yes Yes
Systems Disabilities and children. on loan from postural
Not available for other company management
Personal neurological conditions
equipment Funding CRT IPFR on individual Many refused. CHC/IPFR JES but limited JES Through
stream CHC cases. Others Continuing
through CHC. Paeds managed by Care/ IPFR
different dept. process None
Positioning | Available | Yes supplied by local PT Funded through Some funded Yes Yes Yes Yes
rolls (T- depts CRT, CHC or Neuro | through therapies.
rolls) Yes, Rehab Unit. Some requested
No local policy through IPFR
Personal - - - -
equipment Funding PT - if part of active CRT PT CHC or directorate | PT PT PT
stream treatment programme but CHC IPFR (many budget Through
can be supplied by nursing PT refused) Continuing
directorate Care/ IPFR
process
Standing Available | Yes - PT depts Yes — PT depts. Local Policy in Adults and Paeds Yes — PT depts. Adults —some Yes —Depts
frames place Yes —PT limited access
Yes - personal use Yes - personal use depts./schools. Yes - personal use Yes personal
Yes - Paeds use
Multiple Adults: Yes -
. personal use non-
use in dept .
mechanised type
& from small stock.
Personal
equipment IPFR/CHC for
mechanised

frames






Paeds: Yes home
and schools as

required
Funding PT for dept PT service has PT for dept Adults - No new Through
stream JES for personal stock of frames JES for personal funding Continuing
which are provided use (but limited) Care/ IPFR
for home use. Paeds — PT budget | processin
people’s own
home
Tilt tables Available | Supplied and maintained by | No Yes Yes Yes dept Through
local PT depts. Usually kept Continuing
Multiple within dept but may be used Yes personal use Care/ IPFR
use. in Adult day centres. process
Occasional | Funding PT None PT PT for dept use. PT dept
personal stream If personal use - CHC
use CHC/IPFR for If personal use -
personal use JES
No personal use in
Paeds
3and 4 Available | Yes Yes but no local Yes Yes 4 wheeled 4 wheeled Through NRS
wheeled agreement policy on a per
walking patient basis
frames
Personal Funding | JES JES PT/JES PT/JES JES JES JES
equipment | stream
Specialist Available | Yes No generally. No local policy Yes Yes — adults but Yes
Walking have provided 2 U- limited
frames e.g. Step walkers via Yes Paeds Peads — yes
Kay Neuro Rehab Unit
walkers Funding | JES N/A PT PT budget JES
stream
Paeds JES
Personal

equipment






Laser Available | No No No No Yes for trial only in | No No
sticks dept
Personal -
use Funding N/A N/A N/A N/A PT N/A N/A
stream
FES Available | Available in some Regional Service, Have put a bid in YES Yes for Available in some Basic FES
Personal Physiotherapy departments | Local policy in to HB for this to be departmental and Physiotherapy assessment
equipment for short term assessment place a service. personal use departments for and trial
loans. Variable across the short term service in each
Health Board. assessment loans. locality- will
pilot demand
and cost
effectiveness
of service
Funding Patient funded for Regional Service Whilst awaiting Directorate within | IPFR Regional Service
stream permanent use for individual use decision PT have Health Board for individual use
funded 20 units.
Prior to this, IPFR,
but IPFR now
refused as too
many units
ordered and they
advised that this
equatesto a
service
NMES Available | Available in some Available in some Available in some Available in some Available for trial. Available in some availablein 4
Personal departments for trial. departments for departments for depts. For trial or departments for hospitals with
equipment trial. trial. in patient use. trial. Neuro OP
service- 8
units
Funding Patient funded for None None None None Regional Service None
stream permanent use
Dynamic Available | No For short term For short term for | Short term use for | Yes No Saebo Gloves,
upper limb Have utilised free trial from loan from one kit some conditions some conditions not Saebo
repetitive company on one occasion. that is held in one (stroke, ESD) (stroke and spinal Flex- available
training DGH injury) in 4 hospitals
device with Neuro OP
service. MAS

in2






Personal

community

use hospitals with
stroke rehab
beds
Funding IPFR but no guarantee of TBC Individual cases- One off funding for | New product not None
stream funding. funding applied stroke unit explored fully
through IPFR.
A few have been
funded, but now
being refused.
Virtual Available | Wiiused in 2 outpatient Use interactive Only in IP setting Wii and E-link No Wii E-link in 2
rehab units gaming in NRU community
device Available for use in hospitals with
Children’s Hospital stroke rehab
Multiple for Wales beds .
Out-patient
users (Wii and E-
Link)
Funding
stream
Active Available | Available in some One only Available in leisure | In some outpatient | Yes departmental One available at a In one of
passive departments centre supported settingand 1 xin use day centre in one community
trainer by physiotherapy patient ward but locality. hospitals with
HCSW not for stroke rehab
Multiple or home/community beds/ne.uro
OP service
personal I patient funded or CHC CHC provided 1 CHC funded TBC TBC
user stream some years ago
Cough Available | For children — Regional No Managed by For in patient use 2 in each DGH. No - adults Through
Assist service District Nursing and community Paeds -unknown specialist
For adults - 1 unit available Service use 2 forloanin services out of
Personal for loan to adults by PT community county
use service
Paeds managed by
tertiary centre
Funding PT (for loan) None CHC Regional service Would require CHC No identified
stream Adult units purchased Other directorate for adults and funding funding
through CHC or through in HB Paeds but other stream tend
consultant request to funding stream to be via

regional service

being explored as

charitable e.g






sustainability MND
challenging

Funding streams
PT (Physiotherapy) - funding for items purchased directly from the physiotherapy budget

JES (Joint Equipment Stores) — are named and funded differently in Health Boards. They are funded centrally with contributions from physiotherapy budgets. For the
purpose of this report we have labelled equipment available from this source as JES.

CHC (Continuing Health Care funding) — this is available in a few individual cases, funded directly from the Health Board not the physiotherapy budget. Usually the
equipment is funded in conjunction with a package of nursing care

IPFR (Individual Patient Funding Request) — applications can be made to the Health Board by the physiotherapist to purchase bespoke equipment for an individual.
Regional Service —Health Boards contract to a tertiary-type service

Patient funded — In this category either patient funds directly themselves or in some cases third sector will fund or part fund in conjunction with patient.
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

(Appendix 2a)

Details of Equipment Reviewed:


Night time postural management. This includes simple rolls, towels, pillows, T rolls, W rolls, and also sleep systems such as Chailey, Symmetrikit, Dreama Jenx

Cost of the equipment before VAT


Variable depending on the extent of the system

Medical Condition and Presenting Difficulties (impairment & disability):

What is the equipment used for or why would someone need this equipment?

Those who might benefit from a night time postural management system include people of all ages who have lost or have little ability to move or change position by themselves. Body posture forms an essential component of their physical management. 

		How many patients need this equipment per 100,000 population 

It is very difficult to predict how many patients require this equipment. However would include patients who present with complex postural presentation as a consequence of their condition. This includes such conditions as cerebral palsy, progressive neuromuscular disorders, including Multiple sclerosis, severe stroke or other acquired or congenital neurological disorders.

What environment is the equipment used in?

The equipment to support night time postural management would be used primarily in bed at home, respite, hospital admissions, nursing and residential homes; as appropriate to the individual. 


Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage.

Risk assessment would require a multidisciplinary approach and consider storage, use of equipment, skin integrity, positioning, and manual handling constraints.





Evidence to support this equipment:

Clinical Reasoning (rationale & impact) for the equipment requested:

There is limited evidence to support the use of night time postural management for adults. Most of the evidence relates to children, in particular the positive impact on potential hip migration in children with complex cerebral palsy.
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What is the impact of NOT providing the equipment?

Potential for increase discomfort, pain, contractures and deformities. Carer burden.

How often & for how long will the equipment most likely be used?

The equipment would be used as an integral part of managing posture over 24 hour programme plan i.e. on a daily basis


How much help/support does the individual USUALLY require to use this equipment safely? 

Assistance of one or two carers. 

Do carers need any training?


Yes as part of positioning and handling (manual and therapeutic)

What are the Maintenance considerations? Are there any manufacturer recommendations?

Yes as part of community equipment stores

Would this equipment require MDT support/decision? If yes who?


Yes include patient/carer/family other members of the MDT as appropriate. 

Are you aware if this equipment is issued/requested by Paediatric services, Learning Disability teams or other Professionals?


Yes

Anything else you wish to add not covered by above


Reviewed by:


Name: Vicky Stevenson Service Leader Specialist Physiotherapy

Health Board: HDUHB

Date: 27/07/15
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Does a postural management training programme improve understanding of the importance of postural management for children with complex movement disorders?


APCP Journal Vol 4 Number 1 pp27-36





Good practice guidelines to 24 hour postural management (2007)


North West Group Physiotherapists and Occupational therapists Manchester NHS UK





Farley R; Clarke J; Davidson C; Evans G; Maclennan K; Michael S; Marrow m and Thorpe S. (2003)


What is the evidence for the effectiveness of postural management? 


British Journal of Therapy and rehabilitation 
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The confidential inquiry into premature deaths of people with intellectual disabilities in the UK.





Hill S. (2011)


A one year postural care training programme for the workforce supporting the needs of those with complex and continuing healthcare needs Project evaluation. 


Postural Care. CIC.





Hutton E. (2008)


Postural management for children with physical disabilities in mainstream primary schools – a pilot study of the views of teachers and teaching assistants.


Posture mobility group Canterbury Christchurch University.
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The importance of the pelvis in posture, seating and pressure care.


JCN Vol 28, No 5 
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Postural management Components of specialised seating equipment.


University of Ulster





Neville L (2005)


The fundamental principles of seating and positioning in children and young people with physical disabilities.


University of Ulster


Commissioned by James Leckey Design Limited.
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Severe and complex neurological disability
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Night time postural support for people with multiple sclerosis


Way Ahead Vol 11 Issue 4 pp 6-8
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The Chailey approach to postural management 2nd Edition 
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

(Appendix 2b)





Details of Equipment Reviewed:

State what you are reviewing



The use of supported “therapeutic” standing, using either a: 

standing frame 

tilt table

standing wheelchair



Cost of the equipment before VAT:



Disabled Living Foundation 2009:













Medical Condition and Presenting Difficulties (impairment & disability):



Supported standing programs have traditionally formed the basis of both acute & long term rehabilitation for patients with neurological injury or disease. Their implementation is advocated to:

 

Maintain soft tissue length & reduction of spasticity/spasm

Reduction in the incidence of pressure sores

Preserve bone mineral density

Enhance bladder & bowel function & reduce incidence of urinary infections

Promote head control and functional use of the upper limbs

Support psychological well-being

Increase level of arousal in comatosed patients





		How many patients need this equipment per 100,000 population 



Undetermined 



What environment is the equipment used in?



Acute hospital settings (including intensive care)

Rehabilitation Units & Neuro-outpatient facilities

Patients home





Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage



Yes



Risk assessment of the environment to ensure adequate space for use & storage.

Risk assessment of the patient’s cardio-vascular response to stand (induced hypotension common whilst participating in tilt table standing), pain (esp. Low back pain) & evidence of bone demineralisation.

Risk assessment of the support/supervision required whilst performing this activity. 









Evidence to support this equipment:



Supporting evidence:

Clinical Guidelines for standing adults following spinal cord injury (2013)





MS Nice Guidelines (2003)



Add pressure ulcer NICE NG179





Non-supporting:

Newman & Barker (2012): The effect of supported standing in adults with upper motor neurone disorders: a systematic review

Clinical Rehabilitation 26(12) 1059-1077









What is the impact of NOT providing the equipment?

Potential for contracture, reduced kidney function and negative impact on bone density. Psychological impact of not being able to standing.





How often & for how long will the equipment most likely be used?



Acute hospital setting; Daily

Rehabilitation & Home settings: at least x3-4 per week 



Evidence for the duration of standing varies between 30-90 minutes

Self reporting studies have identified an average of 40 minutes





How much help/support does the individual USUALLY require to use this equipment safely? 



Standard Standing frame: independent or minimal assistance to fasten straps

Mechanised standing frame: assistance of 1-2 to place pelvic sling and monitor alignment/ limb position

Tilt Table: assistance of 1-2

Standing wheelchair: independent or minimal assistance to place knee support





What are the Maintenance considerations? Are there any manufacturer recommendations?



Standard Standing Frame: inspection of straps and frame joints prior to each use.

Mechanised Standing Frame: annual servicing of power unit

Tilt Table: annual servicing





Would this equipment require MDT support/decision? If yes who?



No





Are you aware if this equipment is issued/requested by Paediatric services, Learning Disability teams or other Professionals?



Yes, 



Supported standing programs are used by Paediatric services



Anything else you wish to add not covered by above.





		What is the level of commitment required by the patient?



Patient would be required to accept the equipment in their home and if necessary be able to store it. Requires commitment to the standing programme.







Reviewed by: 

Name: Richard Pawsey



Health Board:    Abertawe Bro Morgannwg University Health Board



Date:  07/10/15
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SCITL I MASCIP

Development of Clinical Guideline

for Standing Adults following Spinal Cord Injury

1. Introduction

The Guideline for Standing adults following Spinal Cord Injury (GSASCI) was developed by the
Spinal Cord Injury Centre Physiotherapy Lead Clinicians. Physiotherapists have a duty to
base their practice on the best available evidence (Chartered Society of Physiotherapy [CSP]
2002). The guideline draws on available evidence and expert opinion with the purpose of
providing a plain, practical and justified recommendation for standing following Spinal Cord
Injury (SCI).

The GSASCI covers the practice of standing patients as part of rehabilitation and as part of a
maintenance programme following discharge from the acute setting. This guideline addresses
the clinical question:

> What is the best practice in standing adults with spinal cord injury?

2. Target Users

The information is aimed primarily at therapists but it is anticipated that it will also be used by
patients, SCI clinicians, general practitioners, and those developing and financing care

packages for SCI persons re-entering the community.

3. Aims

3.1 To facilitate best practice in physiotherapists’ clinical reasoning when standing patients
with SCI

3.2 To standardise physiotherapists’ management of standing adults following SCI

3.3 To provide the best available information to enhance patient self-care

4. Objectives

4.1 To identify and critically appraise the available evidence relating to standing in adults with
SCI.
4.2 To make recommendations for practise of standing adults following SCI derived from

available evidence and consensus expert opinion.
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4.3 To provide guidance in the use of clinical judgement with regard to benefits and
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precautions of standing adults following SCI.

4.4 To highlight areas where further research is required.

5. Scope of the quideline

This guideline is intended to apply to standing adults with SCI. It may be utilised to inform all
stages of care from onset of the condition in the acute rehabilitation phase to long term
community maintenance programmes following discharge.

It does not apply to children with SCI who derive additional benefits from standing and require

different advice regarding standing prescription with respect to time and frequency.

6. Development strategy

6. 1 The Guideline Development Group (GDG)

The guideline was developed by the Spinal Cord Injury Centre Physiotherapy Lead Clinicians
for the UK and Ireland.

None had a conflict of interest.

6.2 Review
The guideline has undergone a quality assurance process, comprising of a national review
involving peers and medical colleagues within the SCI centres.

Reviewers were briefed to critically comment on:

> The overall development strategy

> The validity of the recommendations

> The clinical relevance of the guideline

> The format, layout and presentation of the information.

Service user views were also obtained regarding the acceptability of the recommendation from

their personal perspectives.

6.3 Funding
The GDG group members were released by their respective employers for their biennial

meetings, in which time was set aside for the production and updating of the guideline.
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Funding was provided by the United Kingdom Spinal Cord Injury Research Network
(UKSCIRN) to assist in the cost of the literature search.

In 2011 funding was provided by the Duke of Cornwall Spinal Treatment Centre to enable the
guidelines to be updated.

This funding had no influence on the final recommendations.

7. Searching for the Evidence

7.1 Literature Search Strategy for 2008 guideline

The literature search strategy used the following computerised databases within their available
dates:

e BNI (British Nursing Index) 1994 - October 2005,

e CINHAL (Cumulated Index to Nursing and Allied Health Literature) 1982 -September 2005,
e Embase, Rehab. And Physical Med. 1994 - September 2005,

e Medline 1951 - October 2005 (known also as PubMed),

e AMED (Allied and Complimentary Medicine) 1985 - October 2005,

e Cochrane part 4 2004,

e Pedro (Physiotherapy Evidence Database) 1929-2005

Web Resources including:

The meta Register of Controlled Trials (www.controlled-trials.com), www.nelh.nhs.uk,

www.quideline.gov, www.nice.org.uk, www.lifecenter.ric.org,

www.mscisdisseminationcenter.org, www.ncpad.org, www.nrr.nhs.uk/search.htm

An additional hand search was focused on:
e Index to Theses of Great Britain and Ireland
e Grey literature including conference notes and unpublished work (Booth 1998)
o Reference lists
Informal enquiry was also made through standing and wheelchair standing equipment
manufacturer/suppliers Theo Davies and Sons and Gerald Simonds Healthcare Ltd.
Search terms used were (Spinal Cord Injuries OR Paraplegia OR Quadriplegia) AND (standing
OR stand OR weight-bearing).
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7.2 Literature search strategy for 2011 Guideline Update
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The literature search strategy used all of the above computerised databases, searching
between 1 Jan 2005 and 1 December 2011.

Additional hand search of reference lists was completed.

Search terms used were: Spinal Cord Injuries, quadriplegia, paralysis, standing, tilt table,
standing frame and weight bearing.

The original literature search was conducted by a librarian, with short listing completed by
clinical staff. Confidence in this process was achieved through cross referencing with other

systematic reviews and hand searching of references.

7.3 Inclusion Criteria

» The articles included had to be relevant to the purpose of the review, particularly relating
to standing passively via orthoses, tilt-table, standing frame or standing wheelchair

» The studies had to be relevant to the question or transferable to the SCI group

»  Papers relating to adults with SCI

7.4 Exclusion Criteria

»  Papers relating to standing using Functional Electrical Stimulation (FES) specifically or
solely were excluded at this point. At present this is not readily available to all SCI patients on
a regular basis and does have physiological implications. This area could be expanded upon
in future searches. (Papers that included data that relates to passive standing amongst FES
have been reviewed).

»  Papers describing animal research.

7.5 Results of the search

For the 2008 guideline, 347 papers were identified from combining all the searches from
above. Further careful screening of the abstracts using the inclusion/exclusion criteria reduced
the amount to 24 papers of primary research, where the research is reported first hand, and 2
of secondary or integrative research which presented as review articles.

For the 2011 guideline review, 91 papers were identified from combining all searches. Further

screening of abstracts, and full article where necessary, reduced the amount to 12 papers of
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primary research and 3 systematic reviews. A further systematic review was identified after
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December 2011 which has been included in the reference list.

7.6 Grading the evidence

In order to weigh up the relative importance or weight of the evidence supplied within the
literature, the School of Health and Related Research at Sheffield University (SCHARR 2005)
hierarchy of evidence was used (see Appendix 1). This ranking passes from the highest level
at systematic reviews and meta-analysis through to anecdotal evidence, and is noted in the
data extraction framework (Appendix 3).

The recommendations have then been graded using the National Institute for Clinical
Excellence format [NICE] (2001) (see Appendix 2).

7.7 Method of formulating recommendation

The evidence was considered, discussed and consensus between the GDG arrived at by an
informal method of voting; making the best use of available information and collective wisdom.
Content of 2011 updated guideline was agreed unanimously at the meeting of the GDG in April
2013.

8. Dissemination

The GDG recommends that copies of the guideline be distributed to:

SCI centre lead physiotherapists

The CSP website

Multidisciplinary Association for Spinal Cord Injury Professionals (MASCIP)
British Association Spinal Cord Injury Specialists (BASCIS)

Association of the Chartered Physiotherapist in Neurology (ACPIN)

Spinal Cord Injury Clinical Reference Group

vvyvyvyVvyyy

International Spinal Cord Injury Physiotherapy Network

9. Implementation

The GDG has presented a recommendation based on appraisal of the available evidence, to

support consistent practice in standing adults following SCI. However, like all interpretations of

6 Clinical Guideline for Standing Following SCI
Spinal Cord Injury Centre Physiotherapy Lead Clinicians April 2013







A
GITL I Mascp

evidence, it is necessarily subjective. It is not the intention to impose recommendations on

iwm

colleagues or to compromise their individual autonomy as consumers of research. Nor is the
guideline intended to present an alternative to individual assessment of persons with SClI,
reflective practice or an obstacle to innovative practice.

10. Revision

The guideline was revised by the GDG in 2011. The guideline will be re-evaluated as an on-
going agenda item at subsequent annual meetings of GDG, and further revised should it be felt
that substantial developments have occurred. It is anticipated that the next formal full revision
will be in 2016.

11 Qutcome measures

These are stated within the guideline.

12. Health benefits, side effects and risks

These are stated within the guideline.

13. Financial Implications

Consideration needs to be given to the cost implications when implementing this guideline.
These include:

13.1 Human resource required to implement standing, both in acute/rehabilitation settings and
in the community.

13.2 Equipment requirements, particularly post discharge from SCI centres if patients plan to
continue standing as part of a home maintenance programme.

13.3 Equipment maintenance and servicing requirements in all settings.

13.4 Training staff with regard to use of equipment, including awareness of manual handling

issues and any individual requirements of the patients using the equipment.

14. Audit
A suitable audit tool, to evaluate the implementation of the guideline will be developed by the
GDG at their next meeting in October 2013.
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Clinical Guideline for Standing Adults

following Spinal Cord Injury

Spinal Cord Injury (SCI) is a long term condition - it is therefore important that patients,
professionals and caregivers recognise their key role in SCl management. 'Standing' is
offered to the patient as one mode of facilitating SCI management following discharge and is
introduced to them in their acute admission to hospital. It is commonly the responsibility of the
physiotherapist to initiate a standing programme with the patient and advise them of the
potential benefits of standing, the barriers to standing and the most appropriate equipment to
facilitate the process. Equipment is necessary to compensate for the loss of muscle control
experienced following SCI. Support from an external structure to splint the lower limbs and
trunk is needed to enable patients to adopt the upright posture of standing against gravity.

This support can be in the form of a standing frame or tilt-table which remains in one place or a

wheelchair that can raise the patient into the vertical posture.

15 Benefits

15.1. Soft Tissue Effects

A reduction in muscle tone and an increase in range of movement or muscle length have been
demonstrated (Adams and Hicks 2011, Ben et al 2005, Bohannon and Larkin 1985; Bohannon
1993; Deshpande et al. 2004; Dunn et al. 1998; Hendrie 2005; Kawashima et al. 2003; Odéen
and Knutsson, 1981; Shields and Dudley-Javorski 2005)

ScHARR ranking of evidence from 2-6

15.2 Bladder and Bowel Effects

Improved efficiency and regularity of the bowel function have been observed. Subjectively
people reported benefits for their bladder (Dunn et al. 1998; Eng et al. 2001; Hoenig et al.
2001; Shields and Dudley-Javorski 2005; Walicka-Cuprys et al 2007, Walter et al.1999)
ScHARR ranking of evidence from 5-6

8 Clinical Guideline for Standing Following SCI
Spinal Cord Injury Centre Physiotherapy Lead Clinicians April 2013







$CITL I MASCIP

15.3 Quality of Life Effects

An improved sense of well-being and quality of life related to standing and a general sense of
improved fitness have been reported (Dunn et al.1998; Eng et al. 2001; Faghri et al. 2001;
Hawran et al. 1996; Hendrie 2005; Jacob et al. 2003; Kunkel et al. 1993; Sergeeva et al.
1978;, Walter et al. 1999). In addition improvements in sleep and increased ability to take care
of oneself have been reported (Walicka-Cuprys et al 2007).

ScHARR ranking of evidence from 3-6

15.4 Bone Health Effects

A significant reduction in bone demineralisation was demonstrated when high frequency
standing was started in the early stages of SCI and maintained (Alekna et al 2008). Other
studies demonstrated reduced bone demineralisation and/or calcium excretion with standing
(Ben et al 2005, De Bruin et al 1999, Dionyssiotis et al 2011, Groemaere et al 1994, Kaplan et
al 1981).

ScHARR ranking of evidence from 2-6

15.5 Exercise Effects

Standing as a treatment adjunct:

Patients who present with incomplete spinal cord lesions show additional benefits of standing
associated with development of postural control, strengthening of antigravity muscles,
improved balance reactions, maintenance of functional ranges of movement and skill
acquisition in components of gait.

Physiotherapists working with patients with complete spinal cord lesions use standing as an
exercise to improve balance performance and strengthen trunk musculature as part of the
rehabilitation programme.

ScHARR ranking of evidence 7

15.6 Other Effects

Improvements in cardiovascular function, respiratory function and skin condition have been
reported (Eng et al 2001, Walicka-Cuprys et al 2007).

ScHARR ranking of evidence 5
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16. Precautions

There are areas of potential harm if a risk assessment is not performed and precautions are

not taken:

16.1 Bone Demineralisation

Many studies highlighted the diminishing bone density following SCI (Alekna et al 2008, Ben et
al 2005, Dauty et al. 2000, De Bruin et al.1999, Eser et al 2003, Frey-Rindova 2000,
Giangregorio 2002, Goemaere et al.1994, Goktepe et al 2007, Kaplan et al 1981, Jones et al.
2002, Kunkel et al 1993, Lazo et al 2001, Vlychou et al. 2003, and Wood et al. 2001) and
suggest the risk of lower limb fracture is increased due to osteoporosis. The onset of bone
demineralisation is immediate post injury but Alekna et al 2008, Dauty et al. (2000) and De

Bruin (1999) suggest that early weight—bearing can retard the process.

16.2 Cardiovascular Considerations

Orthostatic collapse and symptoms of low blood pressure including headaches, dizziness and
fatigue can be related to standing. (Dunn et al.1998, Faghri et al 2001, Liu 2008, Sergeeva et
al. 1978, Walicka-Cuprys et al 2007). In practice experience has demonstrated that patients
can decrease these symptoms with repetition (Sergeeva et al 1978) and initially by wearing an
abdominal binder and support stockings (El Masry 1997), although some patients limit or avoid
standing due to presyncope symptoms (Chelvarajah 2009). A single case study detailed
symptoms of autonomic dysreflexia related to standing (Ogata et al 2012).

16.3 Pain

Low back pain is reported in two studies (Kunkel et al. 1993, Eng et al. 2001). In practice,
experience suggests this can be related to people standing with tight hip flexor muscles.
Increased pain was also reported in a small percentage of patients in study by Walicka-Cuprys
et al 2007.

16.4 Soft Tissues considerations
Increased muscle spasm and spasticity have been reported (Walicka-Cuprys et al 2007 and

Ogata et al 2012). Autonomic dysreflexia symptoms were reported in the single case study by
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Ogata et al 2010, relating the symptoms to muscle spasms associated with standing.
Reduced skin integrity and the relationship to weight bearing surfaces during standing requires

individual assessment.

17. Risk Assessment

» It is essential to risk assess each individual with respect to potential problems and
particular areas of precaution in order to address standing in an appropriate manner with
appropriate observations.

» Manual Handling of Loads risk assessment as part of standing process and equipment

selection is essential.

18. Recommendations

18.1 Assessment

Standing following spinal cord injury has various potential benefits as previously discussed.
These are broadly dependent on; patient presentation (including the risk of the development of
complications), time since injury, and patient preferences. The benefits should be considered
in balance with the potential risks to that individual and/or the staff supporting the standing
practise. This assessment should include the ability to achieve normal body alignment in
standing and identification of suitable equipment required to achieve this. It should also
include the risk that the patient will be non-compliant with a standing programme.
Recommendation:

All patients with SCI should be individually assessed for the potential benefits of
standing.

Grading of recommendation (NICE 2001) C

18.2 Goal Setting and Outcome measurement
Outcomes in the literature include measurement of bone mineral density (BMD), joint range of
movement, spasticity, quality of life (QOL), bowel frequency and duration of bowel regime,

complications, cardiovascular parameters, respiratory function and skin condition. This list
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should be used as a guide and does not exclude other relevant outcome measures identified
as being appropriate for individuals.

Recommendation:

Specific goals should be identified for the individual based on the initial assessment
and on-going evaluation. Suitable outcome measures should be used.

Grading of recommendation (NICE 2001) C

18.3 Commencement

Successful outcomes for reducing bone demineralisation are related to early commencement
of standing following initial SCI. (Alekna et al 2008, Ben et al 2005, De Bruin et al 1999 and
Dauty et al 2000). Standing may be considered as part of a prophylactic management
programme in order to prevent the development of secondary complications such as
contractures.

Recommendation:

Individuals should be assessed for standing as soon as physiologically stable and it is
practically possible following SCI.

Grading of recommendation (NICE 2001) A

18.4 Frequency

Range within the literature varies between once to seven times

a week (Adams and Hicks 2011, Alekna et al 2008, Ben et al 2005, Bohannon 1993, Dauty et
al. 2000, De Bruin et al 1999, Dunn et al. 1998, Eng et al.2001, Eser et al 2003, Goemaere
1994, Hendrie 2005, Hoenig et al. 2001, Kaplan et al 1981, Kunkel et al. 1993, Shields and
Dudley-Javorski 2005, Walter et al. 1999).

Studies related to positive outcomes in BMD, soft tissue length, spasticity and bowel frequency
used high frequency standing of 3 or more times a week (Adams and Hicks 2011, Alekna et al
2008, Ben et al 2005, Bohannon 1993, De Bruin et al 1999, Frey-Rindova 2000, Groemaere et
al 1994, Hoenig et al 2001, Kaplan et al 1981)

Recommendation:

Standing should take place three or more times a week.

Grading of recommendation (NICE 2001) A
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18.5 Duration

Range within the literature varies between ten to sixty minutes, with the majority of studies
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intervening with 30-60 minute standing times.

(Adams and Hicks 2011, Alekna et al 2008, Ben et al 2005,Bohannon and Larkin 1985,
Bohannon 1993, Dauty et al.2000, De Bruin 1999, Dunn et al. 1998, Eng et al. 2001, Faghri et
al. 2001, Frey-Rindova 2000, Goemaere 1994, Hendrie 2005, Hoeing et al. 2001, Jacob et al.
2003, Kaplan et al 1981Kunkel et al. 1993, Odéen and Knutsson 1981, Ragnarson et al. 1981,
Sergeeva et al. 1978, Shields and Dudley-Javorski 2005, Walter et al. 1999).
Recommendation:

Standing should take place for thirty to sixty minutes each time.

Grading of recommendation (NICE 2001) A

19. Further research

There is limited high quality evidence available to draw firm conclusions about the benefits of
standing for individuals with SCI. In most studies small sample sizes and poor or variable
methodology exist such that it is difficult to compare results. There are contradictory outcomes
between studies, however, on closer scrutiny the studies are not comparable due to the
sample population characteristics or methodology.

The spinal cord injured population is small, and as a result it is difficult to conduct large scale
robust research.

Future studies should include both short and long term follow up, should consider the timing of
the intervention post SCI (particularly in relation to the process of bone demineralisation), the
clinical relevance of outcome measurements (e.g. sites of BMD measurement in relation to
fracture risk), and identify adequate sample sizes. Furthermore, long term studies are likely to
be necessary to demonstrate small changes over time, which are potentially significant for the
SCI population. This group of individuals experience insidious changes associated with living

with a long term condition.
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20. Conclusion
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The GDG met the aims and objectives and agreed on the recommendations in this clinical
guideline, based on available evidence and expert consensus opinion.

Experts in the field recognise the importance of standing for some adults following spinal cord
injury.

The responsibility of the clinician is to identify the patients who will benefit from the introduction
and maintenance of standing.

Demonstration of benefits enables all parties involved with short and long term treatment
planning, the patient included, to make informed decisions about providing opportunities for,

and participation in, standing following spinal cord injury.
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The SCHARR Hierarchy

Rank: Methodology
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2 Randomised controlled
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3 Cohort studies
4 Case-control studies
5 Cross sectional surveys
6 Case reports
7 Expert opinion
8 Anecdotal
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Adapted from the School of Health and Related Research,

Sheffield University (2005)
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Appendix 2
Grading of Recommendations (after NICE 2001)
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Grade
A

Evidence

At least one randomised control trial as part of a body of literature of
overall good quality and consistency addressing the specific
recommendation.

Well conducted clinical studies but no randomised clinical trials on the
topic of the recommendation.

Expert committee reports or opinions and/or clinical experience of
respected authorities. This grading indicates that directly applicable

studies of quality are absent.
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Appendix 3
Data Extraction Framework
Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Adams M and | To compare the 7 male and female Pilot study. No change in self-reports Small patient group.
Hicks A effects of Body subjects with chronic Random cross over design. of spasticity. Attempts to control for other
(2011) Weight Support SCI > 1 year post injury. | Subjects served as own controls. After 12 sessions TTS factors known to affect spasticity.
Treadmill Training | Para and tetra Subjects performed 12 sessions of showed reduction in
(BWSTT) and Tilt | American Spinal Injury BWSTT over 4 weeks and 12 sessions of extensor spasms (Effect
Table Standing Association Impairment | TTS (20-30 minutes 3 x week), with 4 size = 0.95).
(TTS)on Scale (ASIA) A-C. week detraining period between two Unable to detect change
spasticity, motor “Stable” spasticity, conditions. in soleus motor neurone
neurone consistent medication Tests related to spasticity, clinically and excitability.
excitability and and physical routine, self-reports.
related wheelchair dependent.
constructs.
Alekna V et al | To assess bone 54 patients with Longitudinal, 2 groups — one not standing After 2 years patients in Participants self-reported their
(2008) loss in persons traumatic SCI, ASIA A and one standing for minimum of 1 hour standing group had standing practise.
with SCI and its and B, male and not less than 5 days per week. statistically significantly Participants not randomised.
dependence on female. Subjects matched for age, gender, height higher BMD in the legs Intervention started as early as
weight-bearing and weight. and pelvis. >1.0g/cm2. possible post SCI.
activity (passive BMD measured at 6-16 weeks, 1 year and Measurements over significant
standing) during 2 years post injury. period of 2 years.
the first 2 years Standing intervention started as early as
post injury. possible - within 4 months post injury.
Ben et al Determine the 20 subjects who had RCT-assessor blinded, within subject There was an overall Sample size calculation
(2005) effect of large sustained spinal cord design, using leg contralateral to mean beneficial effect of performed and appropriate
stretch torques injury within the last 12 intervention as control. 4 degrees on ankle sample selection.
applied regularly months, 8 paraplegics, Right or left legs randomly assigned to mobility with regular Some variation in standing
over a 12 week 12 tetraplegics, with control group. standing. method between subjects.
period, on ankle lower limb motor score Initial measurement of ankle range using The control leg lost mean Not documented within article
range of less than 2/5. standardised torque and BMD using of 6.6% BMD, the that device used to measure
movement and DEXA. experimental leg lost a ankle range had been validated,
bone mineral Subjects stood for 30 minutes 3 x week mean of 6% BMD. although device was referenced.
density. for 12 weeks on tilt table except one who It is unclear whether such Repeatability — unclear as to
used standing frame. Experimental foot a small treatment effect is what “pre-stretch” consisted of
stood on wedge inclined to 15 degrees, clinically worthwhile. prior to ankle range assessment,
with nothing placed under control foot. however both groups underwent
Ankle mobility tested within 1 day of same procedure.
completion of standing period, BMD tested
within 2 days of completion of standing
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Bohannon, To review the use | 20 consecutive patients | Each patient’s treatment was Treatment numbers ranged from 5 3 No spinal cord injury patient in
R.W. and of a wedge to with neurological tailored to the individual. Only to 22. All patients demonstrated an study but it is feasible
Larkin, P.A. produce passive conditions and limited procedure to increase range in increase in ankle dorsiflexion, range that the central nervous system
(1985) dorsiflexion on tilt | ankle dorsiflexion Gastrocnemius was standing on | from lesions would have problems
table standing. contributing to difficulty | the tilt table with a wedge of 70° | 3 —17°. comparable to incomplete spinal
standing and walking. under feet for 30 minutes. cord injury.
1 transverse myelitis, 1 Total number of treatments and Poor information available re the
Guillain-Barrie number per week were additional interventions.
Syndrome, 3 brain determined by need and No control available or structure
injuries, 1 hypoxia, 14 appointment times, ranged from to the treatment.
Cerebrovascular 2.3t0 6.4 /week. Measured by a consistent person
Accidents. No statistical analysis
(USA)
Bohannon, To determine the | Single case study. Stood on tilt table, for 30 Resistance to passive movement 6 These changes were only
R.W. effect of tilt table 28 year old man with minutes, up to 80°, 5 non- reduced from 3 to 2 Modified demonstrated on one patient.
(1993) standing on T12 paraplegia of 3 consecutive days over 2 week | Ashworth Scale and Pendulum Test The methodology is unclear, with
spasticity and years. period. 10 to 6 seconds post stand. approximations of timing
spasm. (USA) Spasticity measured by Carry over extended until the next this would make it difficult to

observation of lower limb
behaviour during transfer,
resistance to passive movement
and the Pendulum Test (timed
reflex response of knee
extensors when foot dropped —
performed on a Cybex

day.

Demonstrated that tilt table standing
can have a favourable effect on
involuntary muscle activity.

reproduce the study.
No significance calculated.

dynamometer).
Chelvarajah R | Quantify 293 SCI patients Single page questionnaire. 152 respondents use or had used Questionnaire validated with
(2009) proportion of SCI responded to article on standing apparatus, 141 had not. appropriate statistics and
patients who are SIA website and Of the former, 59 reported OH displayed reliability. Construct
limited or fear magazine. symptoms had limited standing validity shown. Limitations
using standing apparatus use (20% total). 16 of the highlighted; self-selected, non-
apparatus non-users didn’t stand for fear of random subjects and possible
because of symptoms (5.5%). Concluded that bias in selection relating to
orthostatic symptoms or fear of symptoms of suggested OH symptoms.
hypotension (OH) OH limited standing apparatus use.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Cotie LM et al | Determine effects | 7 subjects >1 year post | Random cross over design. Results showed resting skin temp 2 Unclear method. Small sample
2011 of short term and | SCI, wheelchair Subjects served as own decreased with BWST training in 4 size.
long term body- dependent, para and controls. sites compared to pre training and Study limited in that site of
weight supported | tetraplegic, ASIA A-C. Subjects performed 12 sessions | only 1 site in TTS training. measurements of skin temp
treadmill (BWST) of BWSTT over 4 weeks and 12 unrelated to key pressure areas.
and tilt-table sessions of TTS (20-30 minutes Clinical significance is therefore
standing (TTS) 3 x week), with 4 week limited.
training on skin detraining period between two Pressure sore development was
temperature and conditions. not an outcome measure.
resting blood flow Measurements of skin temp and
in chronic SCI lower limb blood flow taken
before and after first and last
sessions.
Dauty et al. First aim to Population Caucasian, BMD measured by Dual-photon | Bone demineralisation in 4 The method was clear and
(2000) evaluate precisely | male aged between 18 absorptiometry (DPX). sublesional area is 41% of controls. should be reproducible. Keeping
the sub and and 60 years, | year Blood and urine samples taken Femoral neck 30% and trochanter the population male removes
supralesional post injury. for analysis. 39%. None in supralesional area. complication from hormonal
bone mineral Sample 31 SCI patients | Correlation between bone Paraplegics have a 6% increase osteoporotic issues. This
density (BMD) in and 31 age matched mineral content (BMC) and BMC in the humerus. however means that it does not
SCI patients controls from hospital functional parameters Demonstrated no significant represent the full SCI population.
injured more than | worker population with established by simple linear correlation between use of long leg There appears to be a high
| year and sedentary lifestyles. regression. callipers (6 patients) and passive number of fractures within the
secondly to 8 patients already had a | 45-60 minutes/day verticalization patients. group already existing.
correlate fragility fracture. The BMC of the trochanteric area
sublesional France. was significantly related to the
demineralisation duration of the initial bed rest period
to daily standing (p=0.009)
and the use of
long leg braces.
De Bruin et al. | To evaluate the 19 SCI subjects chosen | If selected for standing/walking In patients with early mobilisation 3 Changes in the bone rigidity - it is

(1999)

effectiveness of
an early loading
intervention
program in
paraplegia on
attenuating BMD
loss and
simultaneously
measuring bone
material

over 18 month period,
all male. Last 6 were
only followed up for 5
weeks.

All receive 2g Cortisol
as routine.

Because of the
heterogeneity of the
population involved part
of the data analysis

program subjects started
training as soon as possible
after injury and performed 1/2
hour walking (average 40%
weight bearing) and 1/2 hour
standing 5 days /week for 6
months.

Subjects performing standing
only started as soon as possible
1 hour /day for 5 days /week.

the trabecular bone demonstrated
none or moderate loss and was not
dependent on the type of exercise
performed.

Trabecular bone revealed a
significant difference between
immobilised subjects and subjects
performing early exercise programs.
Early intervention exercise training
reduced the rate of bone loss

unclear whether they are related
to bone content or geometric
properties.

All male subjects reduce risk of
complication of hormonal
osteoporotic issues but does
represent full SCI population.
Randomisation for selection not
described, an area for potential
bias.
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composition and performed by controlled, | Random selection to each compared to immobilised patients,
strength of bone single -case, group. no differences between the mobile Convenience sample
(tibia). experimental, multiple Bone density and bending and the static.
baseline design study. stiffness of tibia measured. Follow up poor
Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Deshpande et | To establish the 10 healthy subjects with | H-reflex recruitment curves were | H- reflex measurements are highly A clear effort at validating a
al. (2004) reliability of the no orthopaedic or obtained for each subject in the reproducible following such a commonly used tool.
soleus H-reflex neuromuscular sitting posture before and after 3 | standing protocol. This minimally Achieved their aim.
elicited in the problems. bouts of standing passively influences the H-reflex and can be Sample size is not representative
seated position, USA. (knees 30° flexion) against a concluded that there is influence on of population.
before and after a strap then straightening up the motor neurone pool.
standard standing actively into full extension.
protocol.
Dionyssiotis Y | To evaluate the 61 males, 31 All subjects examined by Paraplegics who used regular No detail available regarding
et al (2011) influence of paraplegics ASIA A peripheral quantitative computed | standing frames or long brace parameters of standing/orthoses
positive and >1.5 years post SCI tomography in distal epiphyses orthoses for standing /therapeutic use.
negative factors with control group of 30 | and mid shaft of tibia. walking had statistically significant
on bone loss in volunteers. Matched for | Results compared with higher trabecular BMD (p=0.03),
men with SCI. age weight and height. anthropometric data and clinical | and cortical thickness.
information.
Positive factors included
spasticity and use of standing
frames and callipers, and
negative factors included
neurological injury and duration
of paralysis.
Dunn et al. To investigate the | Individuals were chosen | Questionnaire sent with covering | 40% had between 1-5 years’ The 2 types of equipment are
(1998) use of standing who had returned their letter. 42 questions relating to experience with the device, 84% different -one being a static,
devices by SCI warranty card to 2 demography, amount and were currently using the device, passive standing frame, the other
subjects. manufacturers. effects of standing, 2 open- 41% 1-6 x/week, 2/3 stood a wheelchair that can also stand
32% response rate ended with regard to additional between 30-60 minutes each time, the occupant- there is no
(99/310) benefits and problems 21% able to empty bladder more separation of results to establish
USA. encountered. completely + reduction in bladder if either are preferred.
Questionnaire not available to infections, 23% favourable The respondents are potentially
view. responses also relating to bowel biased because these were
regularity, leg spasticity(43%), motivated to use a standing
significant correlation to time spent device in the first place, probably
standing (p=0.005), and reduction in self-purchased - the authors
bed sores. acknowledge this.
Less than 10% reported side effects The non-responders could
such as nausea and head aches include users who have had
21 Clinical Guideline for Standing Following SCI
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79% highly recommended standing
devices to others with SCI.
Numerous positive statements.

problems.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Eng et al. To 1) document Population members of | Cross-sectional Survey, subjects | 38/126 (30%) reported they 5 The results might be biased
(2001) the extent to the British Columbia with high lesions (i.e. C1- engaged in prolonged standing as a because distributed through an
which prolonged Paraplegic Association, | C2)were excluded because of method to improve or maintain their organisation that by being a
standing is all with SCI (463). respiratory problems would limit | health (40 minutes, 4x/week). member of would demonstrate
undertaken, 152 respondents 26 of standing time. Significantly more with paraplegia an interest in their condition.
2) compare which had only minimal | Fill-in-the-blank and closed stood than tetraplegia and engaged Also the sharing of positive
characteristics of | effects were fully ended questions were used. in physical activity regularly. responses is more likely to be
people who ambulatory, leaving 126 | Definitions were provided to 17 use combination of done than those of negative
engage in who had the potential to | establish common walker/callipers, 20 use a standing experiences. Author
prolonged benefit from prolonged understanding and to enable frame. acknowledges this. Study
standing with standing.. grouping of the respondents. 52% report positive effect on highlights and discusses
those who do not, | British Columbia, Questionnaire not available to bladder and bowel, 44% report samples size as a limitation.
3) summarise Canada. view. improved digestion, 74% report
methods, improved circulation and 425 Reports perceived effects.
frequency and reduced swelling in legs. Piloted.
duration, 4) Those who did not stand 29 (1/3)
summarise said it was too expensive, 23 (1/4)
perceived were unaware of devices to help
benefits and standing or there were time
negative effects constraints.
of prolonged
standing.
Eser P et al To investigate the | 38 para and Longitudinal study. Both groups showed reduction of 3 Lack of detail in methodology,
2003 effect of tetraplegics, male and Controls matched for sex age BMD of 0-10% within first 3-10 particularly control group,

functional
electrical
stimulation (FES)
on bone loss after
SCI.

female.

and level of injury.

Two groups; experimental group
30 minutes of FES cycling 3
times a week, control passive
standing 30 minutes 3 times a
week. Intervention with FES
started once patients up for
“some portion of day” (between
4 weeks to 3 months).

First BMD at 4.5 weeks post
injury (mean), second BMD at
26-28 weeks post injury.

months post injury.
No statistical difference between
groups.

including when standing
commenced.

No detail regarding compliance
in control group.

Patients self-allocated to
intervention or control group
potentially introducing bias.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Faghri et al. To evaluate the A convenience sample Used a repeated-measure Paraplegics showed a significant 4 The methodology, inclusion
(2001) effects of FES of of 34 from 2 regional design study. Subjects were increase (by 18.2%, p=. 015)in /exclusion criteria were very
lower limbs during | acute rehabilitation used as their own control and heart rate after 30 minutes of FES clearly described. The
30 minutes of hospital out patient underwent 2 testing protocols of | standing compared to tetraplegics . measurements and equipment
standing on departments. 14 FES augmented standing and During 30 minutes of passive used also received detailed
central and subjects with SCI (7 non-FES (passive) standing for standing it increased by 6% description.
peripheral tetraplegic, 7 30 minutes. Measurements (p=.041). TPR in tetraplegics Statistically the differences were
hemodynamic paraplegic) taken were: central significantly (p=.003) increased by significant but these were only a
response in completed the study. hemodynamic responses of 54% compared with paraplegics small subject group.
persons with SCI. | USA stroke volume, cardiac output, during passive standing and Strengthened results in this
heart rate, arterial blood significantly lower systolic blood instance by being own controls.
pressure, total peripheral pressure (p=.013) and arterial The different types of standing
resistance (TPR), and rate pressure (p=.048) than paraplegics were at least 24 hours apart so
pressure product (RPP). All during passive standing. These although both methods were
measures were performed differences were not detected tried on each subject there
during supine and sitting during active standing. should have been no carry over
positions before and after Demonstrating proof of the between to interfere with the
standing and during 30 minutes expected circulatory hypokinesis results
of upright standing. and orthostatic hypotension that
exists when standing passively.
Experienced more by the tetraplegic
group than the paraplegic group.
Frey-Rindova | To evaluate the 29 subjects with SCI (27 | Over a period of 2% years the All subjects the tibia bone showed a | 3 Possible selection bias present.

(2000)

trabecular and
cortical BMD
development for
upper and lower
extremities in
subjects with
paraplegia and
tetraplegia and to
obtain more
detailed
information about
the factors
influencing this
development over
time after SCI.

male and 2 female).
Switzerland.

consecutive patients admitted
and enrolled on study. Only
accepted after full medical
screen.

Bone measurements taken by a
low dose peripheral quantitative
computed tomography.
Separately assessing trabecular
and cortical bone density.
Patients allocated as neurology
allowed walking or standing
program. Patients unable to
reach 3x/week for 30 minutes
were placed in an inactive group
for the study.

pronounced loss of trabecular bone
compared to cortical bone.
Trabecular bone loss 5% at 6
months and 15% 12 months post
SCI. Cortical bone losses of 2% and
7% at the same times. No
significant differences between
paraplegia and tetraplegia. Degree
of spasticity and the chosen
intensity of physical activity of this
study did not influence this loss
significantly.

In the 2 subjects who were
exceptionally active over the course
of their rehabilitation the bone loss
depleted more slowly than expected
with regard to other subjects.

Only 8 of the 29 subjects
performed the standing program
- small numbers.

In 2% years there were no
fractures noted.

The study performed its
intentions and would be
repeatable.
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This is descriptive and is not
statistically significant, possibly
clinically significant.
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Author

Aim

Sample and
population size

Method

Results and Discussion

SCHARR
Level of
evidence

Rigour

Giangregorio
(2002)

A comparison of
models of disuse
Osteoporosis.

Review of current literature with
a focus on recent accounts of
disuse osteoporosis.

The author concluded that post SCI
bone loss and the biomechanical
changes are comparable to those
seen in bed rest and space flight.

In such cases mobilising allows
restoration of lost bone but not

to normal or at the same rate as the
diminishing.

The author highlights that
differences in study design and
lack of information limits the
comparisons. There is no
account of how the literature was
chosen.

Goemaere et

To establish

53 paraplegic patients

A cross sectional study.

Body weight was significantly higher

A single snap shot of a

al. (1994) whether early and | (42 male, 11 female - BMD of lumbar spine and hip in those not performing standing. population compared to control
regular passive not post-menopausal or | (neck, trochanter and total hip) BMD significantly reduced in group and against the non-
mechanical under 20 years of age) measured by dual photon X-ray | comparison to control group (total standers useful but small
loading has any with complete traumatic | absorptiometry(DXA). hip by 33%, femoral shaft 25%). numbers. Convenience sample.
long-term effect SCIl and 53 matched Patients divided into 3 groups No significant differences between Discussed the fallouts from the
on bone mineral control population based on frequency of standing: | those standing daily, or 3x/ week so study.
density. selected from staff. daily for at least an hour, put those results together.
All patients were injured | infrequently (3 times a week) Standing group showed a partially Grouping after the event results
for at least one year. and no standing. preventative effect of standing on could introduce a bias
Standing performed by Ashworth scale for spasticity bone loss at the femoral shaft not
long leg braces, 20, and functional independence the hip. Those using long leg
Standing frame, 9, measured. callipers had significantly higher
Standing wheel chair, BMD in the hip region than passive
9.Did not persist with standing.
standing, 15.
Belgium.
Goktepe A. S. | To compare the 92 subjects aged 18-46 | Cross sectional study. No statistically significant difference Recruits were from those who
MD et al bone density loss | years, ASIA A and B at | Bone Mineral Density measured | found among t scores of lumbar and applied to the rehabilitation
(2007) in patients with least 1 year post at trochanters, Ward’s triangles, | proximal femoral regions between centre with potential to introduce

chronic SCI who
perform
therapeutic
standing with that
of their non-
standing
counterparts, and
to investigate the
association
between bone
density and the
average daily

SCI (who applied to the
rehab centre) were
enrolled but then 21
incomplete (ASIA
C,D,E) excluded to
prevent confusion
relating to muscle
strength. Remainder
assigned to groups:

A: 1 hour or more daily
stand (20)

B: less than 1 hour daily

femoral necks and L2-L4 spine.
t scores (measure of BMD)
calculated.

the groups. BMD loss in proximal
femoral region in all groups.
Lumbar measurements appeared
near normal possibly due to weight
bearing during sitting or wheelchair
activities.

bias.

BMD measuring technician
blinded to group allocation.
Limitations stated-self reported
standing times, retrospective
design.

No explanation of t score given.
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standing time.

stand (11)
C: control - non
standing (40)
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Hawran etal. | To establish the 45 paraplegic patients A review of the medical records | Only 3 patients were still using their | 5 Covered all the reasons for
(1996) use of long leg discharged with long leg | established the patients to be callipers at follow up, 6 never used discontinued use, balanced with
callipers by callipers between 1973- | interviewed either by phone or them after discharge, 8 (20%) used social/employment
paraplegic 82 from the on attendance for them up to 1 year post discharge. circumstances that might have
patients. Rehabilitation Hospital, reassessment. Each interview Those still using were not in daily an influence on time.
Hornbzek, Denmark. 40 | was carried out according to a use (1x/week, 1x/fortnight, 1x every All the subjects are from 1
survivors were fixed questionnaire. 2 months to do stairs). Reasons for rehabilitation unit, initial selection
interviewed. 30 (7 not using them: difficult to don/doff, process might not have been
female) complete physically demanding, functionally robust initially. There is no
paraplegia + 10 (2 limiting because hands are description of the environs for the
female) incomplete occupied. subjects, Denmark might not be
paraplegia. 10 patients who had been supplied "calliper friendly".

with standing frames were still using
these on a regular basis, remaining
subjects were interested in having

one.
Hendrie To review the Single case study of 44- | Outcome measures taken Amended Motor Club Assessment 6 Possibly the information is
(2005) outcomes of one year-old female subject | before commencing standing Scale improved 9 to 22 out of transferable to SCI because the
patient using an with multiple sclerosis regime of 30 minutes, 3x/week, | possible 48. Multiple Sclerosis subject was using a wheelchair
Oswestry (MS). after 6 months and after 18 Impact Score reduced from 104 to for 95% of her mobility, and was
Standing Frame months of standing. With 58 out of possible 148 (measures described as having a spastic
for 18 months. progressive exercises impact of MS on life, the lower the paraparesis. No upper limb
prescribed as balance and score the less the perceived impact weakness described.
control improved. of disease on aspects of everyday Description of the specific
life). Sitting balance objectively exercises were not included and
improved from static only to it is possible that the subject
dynamic with function (e.g. would have improved if these
emptying dishwasher). Subject had been prescribed in a sitting
reported that standing made her posture, although perhaps not as
feel "a normal person again"”, which significantly without the stability
she wanted to repeat and gave her of the trunk being so fully
a feeling of empowerment. challenged. This is only one
subject and there is no control.
Hoenig et al. To determine Single case study, 62 Controlled bowel treatment Frequency of bowel movements 6 A single case study performed
(2001) whether or not the | year old male regime. Dose of standing nearly doubled (10-18), with a subject who had multiple
use of a standing | paraplegic injured for 36 | determined by willingness, was Time spent on bowel care reduced medical problems, but a
table significantly | years. 1 hour/day, 5 days/week, for from 21-13 minutes. Significance significant change brought about.
improved bowel Multiple problems, but 28 days. p<0.05.
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function in a
paraplegic patient
with chronic
constipation.

working 3-5 times a
week.

Outcomes were measured in
frequency of bowel movements,
duration of bowel care and
symptoms of constipation.

The patient then reduced the
amount of times (5-3), 2 days later
he required an enema for
constipation.

Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Jacobs et al. To compare the Volunteer participation Each completed 3 exercise P<0.05. Heart rate significantly Individuals already trained would
(2003) acute physiologic | of 15 (13 male, 2 tests. lower in PS than AS. not find PS standing stressful.
responses to female) complete First a peak Arm Cranking VO? responses were significantly Convenience sample.
Functional paraplegic SCI Exercise (ACE), 2 standing tests | greater to AS to PS and ACE.
Electrical individuals. within one week AS and PS. The responses to AS fall into
Stimulation (FES) | All had been through 6 Each stand maintained for 30 guidelines for developing and
Assisted Standing | months of FES walking minutes. maintaining cardio-respiratory
(AS) and to frame | program. Physiologic responses were fitness.
supported USA recorded through each test. Included in review due to the
passive standing documented effects of passive
(PS). standing
Jones et al. To compare BMD | 20 subjects invited to Cross sectional study. Lumbar spine and arm BMD and A carefully matched study.
(2002) of the total body, participate (65% DXA scanning to determine BMC did not differ between SCI and Report contains many
upper limbs, tetraplegic). 17 of which | bone mass. Questionnaires to Able-bodied control. statistically worked comparisons
lower limbs, hip displayed the level of establish levels of activity. BMD in hip regions were and correlation to World Health
and spine regions | activity required (60+ significantly lower in SCI group than Organisation (WHO) definitions.
in very active SCI | minutes /week on top of control group. Convenience sample.
adult males and a | rehabilitation).
carefully matched | New Zealand.
control group
Kaplan P E et | To determine the | 8 men and women aged | 6 subjects studied within 6/12 of | Significant improvement in calcium Small subject group.
al 1981 effect of weight 19-56 years, incomplete | SCI (early group), 5 subjects balance, and reduction in excretion Do not know clinical significance

bearing across
long bones on
calcium
metabolism in
tetraplegics

C5-C7.

studied 12-18/12 of SCI (late
group). Tilt table session of at
least 20 minutes, at least
1xday with angle of 45 degrees
or more.

Measured urinary and faecal
calcium and calcium balance
before and after standing.

of urinary calcium for both groups
(p<0.01).

of the decrease in urinary
calcium — no target for reduction
of calcium loss documented.

Kawashima et
al. (2003)

To clarify whether
the Soleus H-
reflex in patients
with motor
complete SCl is
reduced when

6 SCI (T5-12 level)
patients and 6
neurologically normal
controls.

Japan.

Performed in sitting and passive
standing.

Surface EMG signal of soleus
muscle recorded.

The H-reflex response was lower in
the standing position compared to
the sitting in both the normal and
the SCI groups.

Suggesting that even in SCI the
standing posture can generate

Convenience sample.

Small numbers used.

No mention of spasticity levels of
subjects involved and if that
would have affected results.
Importantly joint ranges in
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they stand
passively.

inhibitory neural inputs to the soleus
spinal motor neurone pool.
(p<0.05)

standing were observed.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Kunkel et al. To test the 6 wheelchair bound Subjects consented to stand in a | No fractures sustained during 3 This study rightly highlights that it
(1993) hypothesis that adult males (4 SCI, 2 frame for 45 minutes 2x/day, standing. No changes to levels of does not address the
"standing" in a MS), who were enrolled | daily for 5 months, following a contracture, spasticity, osteoporosis effectiveness of standing early in
frame daily for 6 in the Rehabilitation period of introduction to standing | noted. No increase of serum rehabilitation before contractures
months would medicine Clinic, and for 1 month. The criteria for each | alkaline phosphatase. develop, or used in conjunction
significantly volunteered to be part element of the hypothesis were 4/6 elected to continue after study with other specific stretches and
1) decrease of study. Paraparesis measured. completed, reporting feeling modes of treatment to increase
spasticity in the existent for more than 2 | A questionnaire asked to score healthier even though standing only range of movement.
legs, 2) enhance years. feelings regarding the effects of | had marginal effects on sleep and The photographed position of the
range of motion of | USA. standing on relaxation, sleep relaxation. They would recommend subject standing did not display
hips knees and appetite, and wellness. standing to other paralysed full extension at the hip that
ankles, 3) persons. would also reduce the effect on
enhance bone 2 discontinued because of difficulty tone.
density of lumbar obtaining assistance to stand. Convenient sample.
spine and femoral
neck, 4) reduce
fracture risk in the
legs and feet, 5)
have no untoward
side effects.
Liu (2008) Provide criteria 38 tetraplegic patients BP, HR, LF/HF (low From abstract, it was reported that 3 No details on recruitment of
for the (ASIA A,B or C), injured | frequency/high frequency ratio Sp0O2 and LF/HF differed subjects.
biofeedback within the previous 4 of the heart rate), SpO2 and significantly with the level of No details on subject’s history of
design of tilt table | months, with recent presyncope symptoms recorded | presyncope symptoms. presyncope symptoms.
training systems history of presyncope at 2 minute intervals for 6 It was discussed that tilt angle and In depth detail regarding the
aimed at symptoms minutes at 0, 30,45,60 and 75 ASIA grade can affect BP, SpO2 hardware design given (from an
overcoming degrees on a tilt table. Subjects and HR during head up tilt. engineering and computing
posture were considered trained when journal).
hypotension in they had recovered from any Unclear method.
SCI patients symptoms and had experienced Results difficult to follow.
all angles. Graphs difficult to interpret.
Odéen and To evaluate the Nine patients (8 men, 1 Spastic resistance to ankle joint | The 3 methods resulted in a 6 The study draws attention to its
Knutsson effects of muscle woman) with paraplegia | movement was measured in reduction of tone; own limitations in the accuracy of
(1981) stretch and of greater than 3 years. | each, angular displacement a) 32% (significance being able to confine resistance

weight load in
patients with
spastic
paraplegia.

Sweden.

recorded, in some EMG were
taken. Before and after
measurements were taken 8
times during a 4 day period. 3
methods a) weight bearing
through dorsiflexed feet, b)

p<0.001)
b) 26%
c) 17%
Comments made that a follow up
study shows that patients without
physiotherapy can maintain range

to spasticity, EMG studies were
not available for all.

It is a shame that there is only
one sentence devoted to the
follow up study.
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weight bearing through plantar
flexed feet, c) stretch imposed to
calf in supine for 30 minutes.

of movement and spasticity in lower
limbs, in the community. Written in
another paper that would need
translation.

Convenient sample.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Ogata H, et al | No specific aim Case study report on BP and heart rate monitored at 1 | All BP parameters increased during This case study documents the
(2012) given. case of unusual minute intervals, during different | passive standing, with decreased potential risk of inducing
response to standing. activities (sitting, standing and heart rate. autonomic dysreflexia in the
One male C7 ASIA A. passive walking-like exercise process of standing, secondary
(PWE) using Easy stand Glider). | After onset of PWE, BP parameters to muscle spasm.
EMG recorded activity in rectus decreased with an increase in heart
femoris, biceps femoris medial rate. As a case study cannot be
gastrocnemius and tibialis generalised to SCI population,
anterior. Discussed similarities between however raises awareness of
VO2 measured using a observations and autonomic potential risks of AD.
respiratory gas analyser. dysreflexia (AD), and linked this
with the increase EMG activity.
The EMG activity during standing
represents muscle spasm.
Suggests that passive standing can
induce exaggerated hypertension
associated with muscle spasm.
Ragnarsson To study SCI 17 SCI (8 paraplegic, 9 | Glomerular filtration rate (GFR) | Paraplegic responses were not This is a complex study, with
etal. (1981) subjects with tetraplegic) and 8 and renal plasma flow (RPF) significantly different to the control. much care placed on eliminating

different level
lesions and
compare their
renal circulation
while supine and
during head up tilt
with normal
controls.

healthy controls.
USA.

and Mean arterial pressure
(MAP) recorded in subjects
when supine and with head-up
tilt following a stabilisation
period of 30 minutes.

In the tetraplegia subjects GFR and
RPF were significantly lower than
controls in the supine position, and
with head-up tilt the MAP and RPF
decreased significantly, but not the
fall in GFR (p<0.05).

In all groups the GFR during head
up tilt was similar.

Conclusion that in spite of loss of
supraspinal sympathetic control
tetraplegic subjects apparently
equally constrict their afferent and
efferent renal arterioles during
orthostatic stress and thus prevent
excessive fall of GFR.

external factors affecting the
renal output e.g. Diet.

The levels and length of time
post injury are clearly stated but
there is no mention of how the
subjects were chosen and from
what size population.
Convenience sample.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Sergeeva et To study 36 patients, length of Blood pressure (BP), stroke Patients could be divided into 2 A convenient sample group, the

al. (1978) haemodynamics injury from 1 month to 8 | volume (SV), cardiac output groups by their response to the test. population is not stated.
atrest and during | years, aged 18 - 36 (CO), volume blood flow (VBF), Group 1 - 24 patients, SCI level C5- No statistical analysis available.
orthostatic tests years. were measured and the total 7, 1-2 minutes of vertical position Rehabilitation not described fully.
on patients with 12 healthy subjects for peripheral resistance (TPR) SV fell 46%, BP by 36%, TPR by
tetraplegia. control. calculated. These 29% (in the normal this would rise
USSR measurements were taken at because of compensatory
horizontal, 75° tilt, and return to vasoconstriction) leading to
horizontal. Recordings were orthostatic collapse.
taken after 10 minutes in each Group 2 - showed different changes
position. and did not collapse.
Patients who had undergone a
period of rehabilitation were able to
move from group 1 to Group 2.
Shields and To describe a Single case study of Subject's standing wheelchair Mean angle /bout of standing 60° These results can only be argued
Dudley- method of T10 paraplegic. fitted with a custom made micro- | above horizontal. Average bout time to be effective for this subject
Javoroski quantifying a USA. controller -based logger. Logger | (mean) 12.3 minutes. Although he without monitoring others. No
(2005) dose of standing recorded date, duration, angle of | exceeded the monthly comparisons can be made
outside the standing and start/stop times. recommended standing duration he except for within the period of

laboratory, to
describe the
standing patterns
of 1 subject and
their satisfaction
with the standing
protocol.

Recommended program - to
stand for at least 20 minutes
during 5 days of any calendar
week. No other constraints.
Period of 2 years. 3 monthly
questionnaire re use of system
for standing, sitting, mobility,
positive or negative health
changes attributable to standing
and recommendation of
standing to others.

typically stood fewer than the
suggested 5 days of each calendar
week.

Subject often stated that he
believed the standing to have a
beneficial effect on his leg spasticity
and that on the days he did not
stand his spasms were more
frequent and bothersome. On 2
occasions he could not use the
chair due to repairs, he noticed
detrimental changes to his
spasticity and on his bowel
program.

time the subject was unable to
stand due to broken equipment
when it could be argued that he
was his own control
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence

Vlychou et al. a) To 57 patients (33 men, 24 | BMD was measured in specific Significant demineralisation of A clear and transparent study

(2003) compare BMD of | women) with paraplegia | area of forearm and hip. paraplegics compared to controls with regard to selection and
paraplegic as a result of SCI, from Due to reported significant (p<0.05). information about patients.
patients and able- | 6 months to 27 years. differences between USA and This was not influenced by Includes a discussion of BMD
bodied controls. Data compared to 36 Greek BMD values data was neurological status, sex, length of relating to physiotherapy and
b) To able-bodied age- used from a pool 380 Greeks to | time post injury, or whether the therapeutic standing, but these
correlate BMD matched controls. assist with the calculation of the | patient had performed or not are not defined.
with neurological Inclusion criteria and number of standard deviations in | performed in a rehabilitation Convenience sample.
level, detailed breakdown of relation to BMD, age and sex. program, including therapeutic
physiotherapy data re patients standing.
and standing. supplied.
To discuss the Greece.
use of DXA in the
clinical practice of
paraplegic
patients.

Walicka- Present 52 SCI patients (27 Questionnaire Positive effects reported: Translated article (Polish Journal
Cuprys et al. | significant effects | cervical spine injuries improvement in well-being and of Physiotherapy).

(2007) of prolonged and 25 with thoracic ability to take care of oneself. Also Uses t-student test to discuss
standing in injuries) hospitalised in reported statistically significant statistical significance however,
patients with SCI Rzeszoéw, Poland, who improvement of functioning of data is not parametric.
of cervical spine. stood regularly. digestive system, and reported Unclear what data is used for the

improvement in functioning of statistical analysis.

circulatory and respiratory systems, Unclear time since injury.

skin condition and sleep. Limited details re the

Negative effects of standing also questionnaire.

reported (smaller percentage): Limited details re scales for

increase in pain, increased measuring function.

tiredness and spasticity, disorders

of the circulatory system.
Walter et al. To evaluate the This is a re-analysis of Previous paper used descriptive | 33% of respondents stood at least Concerns (author acknowledges)
(1999) amount of home the findings of the paper | findings. This re-analysis of the | once/day, 41% at least once/week. relating to the possibility that it is

standing and
several SCI
outcome
variables.

by Dunn et al. (1998).

survey data includes patient
perceived outcomes by
frequency, duration of standing
and time after injury. Descriptive
terms placed into ordinal scales.

1/99 respondents reported a broken
bone in relation to standing.

Quality of Life outcome measure
was significant (p<0.05), and
secondary complication (spasticity,
sores) improvement rates were
related to time post injury and
length of time standing (30 minutes

the people with a positive attitude
to standing that return the
survey.

There was a low response rate of
32% but there is no clarification
that the patients received it.

But it is good that the survey did
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+ on a daily basis).

prompt the respondent to note
negative effects.
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Author Aim Sample and Method Results and Discussion SCHARR Rigour
population size Level of
evidence
Wood et al. To assess the 22 male Caucasian BMD of femoral neck and 57.1% had BMD above the normal 3 Convenience sample.
(2001) extent of bone subjects, traumatic SCI | lumbar spine measured using mean in the lumbar spine (5 subject
loss in subjects (T3 to T12), being DXA. had to be excluded due to internal Clear about exclusions from the
with SCI in and screened in relation to a fixation in spine). study.
correlation to age, | research programme BMD at the femoral neck suggested
time post injury investigating the that 81.8% were at risk of fracture
and level of restoration of standing but only 22.7% were at high risk.
lesion. via FES - they had been There was no correlation found
preparing for this by between BMD in lumbar spine or
standing. femoral neck and age, level of
UK. lesion and time post-injury.
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Abstract

Objectives: To evaluate whether supported standing can affect lower limb muscle length, spasticity,
bone mineral density or the function of adults with upper motor neurone disorders.

Data sources: A search was conducted of MEDLINE, EMBASE, AMED, CINAHL and Cochrane library
electronic databases; clinical trial registers via www.controlled-trials.com and complemented with citation
tracking.

Review methods: Two reviewers independently evaluated eligibility and methodological quality. Class |
and |l studies of assisted standing for adults with stroke, multiple sclerosis, traumatic brain injury or spinal
cord injury were eligible. A domain-based risk of bias approach was used to assess quality.

Results: Seventeen studies were included: || class | and 6 class Il studies involving 540 participants, of
whom 73% were non-ambulant. Quality was generally low, with only two high quality trials identified. High-
quality evidence suggested tilt-table standing has a small effect on preventing loss of ankle dorsiflexion.
One high-quality study found a low-dose standing programme did not alter bone loss early after spinal
injury. Class Il low-quality evidence suggested long-term, higher dose programmes may slow bone loss.
Limited evidence for the effectiveness of standing on spasticity and function was inconclusive.
Conclusion: Supported standing can prevent small losses of ankle mobility but the clinical importance of
these effects is uncertain. Low-dose standing is unlikely to protect bone health.
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Bone mineral density, passive standing, range of movement, standing apparatus, systematic review
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Introduction

Upper motor neurone damage following conditions
such as stroke, traumatic brain injury, spinal cord Physiotherapy Research Unit, Nuffield Orthopaedic Centre,
injury and multiple sclerosis often results in prob- Oxford University Hospitals NHS Trust, Oxford, UK
lems of weakness, postural instability and spasticity

that impair function and, particularly for more
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limit weight-bearing activity.! Secondary adapta-  windmill Road, Headington, Oxford OX3 7HE, UK
tions in the musculoskeletal system occur rapidly in  Email: meredith.newman@ouh.nhs.uk
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response to immobility. Muscle and soft tissue
shortening with loss of passive joint range of move-
ment is common and associated with pain, further
spasticity and loss of function.!3 Spasticity, con-
tracture and weakness of the calf muscles frequently
occur together and cause considerable disability;
restricting ankle dorsiflexion, disrupting balance
and interfering with functional mobility.>* Reduced
mechanical and gravitational loads due to muscle
atrophy and limited weight-bearing remove an
important stimulus for maintaining bone mineral
density and increase the risk of fragility fractures.*-¢
Substantial rapid bone loss following spinal cord
injury is well documented and bone loss following
stroke is increasingly reported along with high rates
of fragility fracture in both populations.*-¢

Each of these secondary problems further impairs
the function and quality of life of individuals
affected; they complicate care, delay rehabilitation
and add to the costs of healthcare.>® Effectively
treating primary deficits, alongside preventing and
addressing secondary complications, presents a chal-
lenge. For individuals who have insufficient lower
limb strength, trunk or head control to stand actively,
being passively supported in standing using adaptive
equipment is a common treatment.”® Supported
standing has many proposed effects, it can be carried
out with multiple aims and the goals and potential
benefits may differ from acute to chronic disease.” 10
In early rehabilitation it can be used to improve
respiratory function, increase arousal and manage
orthostatic hypotension.®-!! It is thought to strengthen
antigravity muscles and can be used to retrain head
and upper limb control, to improve or maintain
standing ability and in preparation for gait train-
ing.!!"14 Supported standing allows for full or partial
weight-bearing through the lower limbs and regular
standing may provide sufficient mechanical loads to
maintain bone mineral density.!>-17

Reviews that examine weight-bearing interven-
tions for maintaining bone density in spinal cord
injury populations consider standing and walking
together and draw different conclusions as to effec-
tiveness.!>1¢ Supported standing also provides a
prolonged weight-bearing stretch to hip, knee and
ankle flexors and is often used to manage muscle

length and spasticity.>!117-23 The effectiveness of
intermittent stretches without weight-bearing is
uncertain but stretches with weight-bearing in
standing might be more effective.?? Prolonged
stretching may alter the muscle’s viscoelastic prop-
erties, structure and excitability.?>2* The upright
position and sensory inputs to the sole of the foot
may augment the inhibition of stretch reflexes and
reduce motor neurone excitability.?4?3

Supported standing also has the potential for harm.
Surveys of standing in spinal cord injury populations
report positive responses but also adverse events that
include: a case of hip fracture, increased pain and
spasms and symptoms of hypotension.?2¢ On-going
standing programmes place additional demands on
individuals, therapists and caregivers. Standing
requires considerable commitment and resources and
issues such as cost, storage and ease of use of stand-
ing equipment impact on success.®2¢ Any potential
benefits need to be interpreted in this context.

Despite its widespread use, no systematic review
of the evidence for effectiveness of supported stand-
ing has been completed in adults with upper motor
neurone damage. To prescribe standing confidently
and most effectively a firmer basis for practice is
needed. The aim of this review is to understand
whether supported standing can affect lower limb
muscle length, spasticity, bone mineral density or
function in adults with stroke, multiple sclerosis,
spinal cord injury or traumatic brain injury.

Methods

A search was made of the following electronic data-
bases; MEDLINE, EMBASE, AMED, CINAHL and
the Cochrane library including CENTRAL (Cochrane
register of controlled trials) up until January 2012. A
search of clinical trial registers via www.controlled-
trials.com was also completed. Terms related to the
standing intervention and populations of interest
were searched (see Appendix 1 online). The searches
were restricted to title, abstract and keywords and
limited to human and adult studies, no date limits
were employed and no language restrictions used.
Electronic searches were complemented by citation
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tracking. The study populations were adults with
stroke, traumatic brain injury, multiple sclerosis or
spinal cord injury. Studies of children 16 years old or
younger were excluded because the aims of standing
may differ and the immature musculoskeletal system
may respond differently.!3.17.21,27.28

The intervention of interest was supported stand-
ing (i.e. being positioned passively in standing). To
be included, the aim of the study must have been to
position the individual in standing and to measure
its effects. Any dose and setting of standing were
accepted. All methods of reaching standing and all
devices used to achieve standing were eligible (e.g.
tilt-table, standing frame or prone stander). Studies
where standing was active or achieved by electrical
stimulation and those that combined standing with
vibration, stepping, passive movements or gait
training were excluded as these co-interventions
might independently affect outcomes. Studies that
compared these interventions with supported stand-
ing were eligible.

The primary outcomes of interest were measures
of body structure; namely lower limb muscle length,
spasticity and bone mineral density. Studies which
used supported standing solely to investigate the
properties of the stretch reflex were excluded.
Secondary outcomes of interest were related to
activity including: balance, activities of daily living,
mobility and to the safety and tolerability of stand-
ing. Studies were excluded when effects on the out-
comes of interest were not considered.

This review focused on class I studies: quasi-
randomized and randomized controlled trials.?’- We
decided ‘a priori’ to analyse these separately and
only to include trials of high quality in any meta-
analysis. However, in rehabilitation few high-quality
trials can exist and where standing is standard care,
randomizing to no-standing can present ethical dif-
ficulties.’® Consequently class II studies — experi-
mental studies and prospective observational studies
with concurrent control groups — were included.?”
Observational studies without control groups —
cross-sectional studies, surveys, case reports and
expert opinion articles — were excluded.

The retrieved studies were initially screened by
title then abstract. If this did not provide sufficient

information and where potential studies were iden-
tified, the full-length article was screened. The full
text of one Russian study was unobtainable; another
study was translated from Korean but did not meet
the inclusion criteria.3!32

The two reviewers (KB, MN) independently
reviewed articles, then came to a consensus on
inclusion through discussion. Where data were
incomplete or unclear the lead authors were con-
tacted and information requested. Each reviewer
(KB, MN) independently extracted information
about study characteristics (Tables 1 and 2). Quality
was assessed independently by the reviewers, one of
whom (KB) was blinded to the article’s author(s),
affiliation(s), publication date and journal. A
domain-based risk of bias approach was adopted.®3
Items relevant to internal validity were reviewed
(see Appendix 2 online).3? Each item was graded as
‘adequate’ (low risk of bias), ‘inadequate’ (high risk
of bias) or “unclear’ (uncertain risk).3? The direction
of any potential bias detected (to under/overestimate
results) was compared with overall findings. Any
items which were judged differently were discussed
and disagreements were resolved during consensus
meetings. A third person was available in the event
of consensus not being reached but was not required.

Studies were judged as high quality where all
items were rated as low risk, moderate where items
were rated as low or unclear risk, and low quality
when any item was rated high risk.

None of the class I studies were sufficiently
homogeneous or of sufficient quality to allow meta-
analysis. Quality was mixed; seven trials were of
low quality,!0123438 two of moderate quality3%40
and two of high quality.#14> Key problem areas were
randomization and allocation procedures (7), inter-
vention integrity (5) and outcome measurement (4).
The lack of blinded assessment particularly affected
clinical measures of spasticity.!%34 (Tables 3 and 5).
The three largest studies were rated as poor qual-
ity!23638 and only three studies justified sample
size.304142 Of the class II studies; three were low
quality394344 and three moderate quality.*>4
(Tables 4 and 6). Assessment of publication bias
was thought inappropriate due to the small number
of studies reporting effect sizes.
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Table I. Characteristics of class | studies

Study Study design Intervention Outcome Results
and population and settings measures
Adams and  Pilot RCT, cross-over  Two 4-week periods, Measures pre, post Standing reduced
Hicks34 design 4-week washout between  session |,4 weeks extensor spasms
Spinal cord injury 12 sessions up to 45 min,  MAS, Spinal Cord (effect size: 0.68
(n=7):6 men, | 3 times/week. Plus usual Assessment Tool for single session,
woman, age mean physiotherapy or exercise  Spinal reflexes, Surface ~ 0.95 at 4 weeks).
37.1 (SD 7.7) years, I. Stand with tilt-table EMG soleus H/M ratio, ~ Treadmill training
post-injury mean 5.0 2. Bodyweight support Penn Spasm Scale, improved quality of
(SD 7.7) years. Levels  treadmill training SCI-SET, Quality of Life  life (effect size 0.5 at
C5-T10 paraplegia Setting: Outpatient Index, FIM 4 weeks). Changes
or tetraplegia, all with  rehabilitation unit Canada in other measures
spasticity all small (effect sizes
less than 0.5)
Allisonand  Pilot RCT For hospital stay; mean 18 Measures weeks 0, I, Three withdrew due
Dennett?’ Stroke (n = 17):7 (range 14-28) days 2,12 to fatigue. Change
women, |0 men, aged I. Standing with tilt-table, =~ RMA,TCT, BBS in BBS from weeks
from 51-91 years, 6-58 frame or table progressed | to 12 significantly
days post stroke to free standing for 45 min, greater in standing
|. Experiment (n =7): 5 days/week. Plus usual group (P < 0.05). No
age mean 72.4 (SD physiotherapy difference in RMA
17.9) years 2. Usual physiotherapy 45 and TCT between
2. Control (n = 10):age min 5 days/week groups
mean 78 (SD 7.9) years Setting: stroke
rehabilitation unit UK
Bagley RCT For 2-3 weeks or 14 Measures 0, 6, 12 weeks, No significant
et al.3¢ Stroke (n = 140):2-59 sessions up to 30 min/day 6 months differences between
days post stroke |. Standing frame (mean Rivermead Mobility the groups for any
|. Experimental (n = 27 min) Index, Barthel Index, outcome at any time
71):30 men, 41 women, 2.Extra physiotherapy Hospital Anxiety & point
age mean 75.8 (SD (could include tilt-table or  Depression Score,
I'1.5) years other standing) Nottingham ADL
2.Control (n = 69):25  Setting: stroke scale, RMA,TCT,
men, 44 women, age rehabilitation unit UK Motor Assessment
mean 75.1 (SD 9.4) Scale, General Health
years Questionnaire, Care
Giver Strain Index
Baker Pilot RCT, cross-over ~ Two three-week periods Measures 0, 3,6 weeks  Significantly greater
et al35 design for 30 min/day Maximum range of ankle ankle dorsiflexion

Multiple sclerosis

(n = 6):5 women, |
man, age mean 45.6
(SD 7.6) years. Non-
ambulant with lower
limb spasticity

|. Standing frame at home
plus 5 exercises

2. Home programme:

8 non-weight-bearing
exercises

Setting: Community UK

dorsiflexion, knee and
hip extension, MAS,
Penn Spasm Scale

and hip extension
range post standing.
No significant
change in MAS or
Penn Scale
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Table I. (Continued)

Study Study design Intervention Outcome Results
and population and settings measures
Bakheit RCT, 3 groups Single sessions of 20 min Measures pre and A reduction
et al.® Stroke (n = 66):47 each post,and 24 h post observed in H/M-
men, |9 women, 6 |. Isotonic ankle stretch, intervention. Surface ratio post standing
weeks or more post standing on tilt-table EMG soleus maximum  for 24 h did not
stroke, ambulant with 2. Isotonic ankle stretch on H-reflex latency, H/M reach significance.
plantarflexor spasticity dynamometer ratio No other differences
MAS grade |+ to 3. 3.Isokinetic ankle stretch between groups or
Healthy controls on dynamometer over time
(n=21) 10 men, I 1 +2.At maximum
women dorsiflexion, constant angle
Setting: stroke
rehabilitation unit UK
Ben et al.#2 RCT, within subject 12 weeks 3 times/week for Measures 0,4 weeks Standing leg
Spinal cord injury 30 min Maximum range of ankle significantly more
(n =20):4 women, 16  Single leg stand on tilt- dorsiflexion at standard  ankle dorsiflexion:
men,a mean 4 (SD 2)  table torque.Total BMD mean 4° (Cl 2-6°).
months post diagnosis; |.Weight-bearing, 15° (g/ecm?) at proximal Reduction in bone
age mean 34 (SD I5)  ankle dorsiflexion femur (DEXA) loss observed in
years. Non-ambulant, 2. No weight-bearing in standing leg not
8 with paraplegia, standing or other stretches significant
12 tetraplegia Settings: 2 spinal injury
units Australia
Lee etal.’? RCT Up to 4 weeks for 20 Measures pre, post Standing symmetry
Stroke (n = 50), minutes, 5 days/ week session |, weeks, I, improved in each
Traumatic brain injury  |: Standing Biofeedback 2, 3 and 4.Weight- group.At 2 weeks
(n = 10) all with Table: standing table bearing symmetry in mean asymmetry
hemiplegia plus visual and auditory standing (0% = best less in stand plus
|. Experimental (n = biofeedback. symmetry, 50% = biofeedback group:
30): 20 men, 10 women, 2:Standing Training Table: ~ greatest asymmetry) 5.7% (SD 4.9) versus
mean age 45.3 (SD frame with table, pelvic Brunnstrom’s motor 10.2% (SD 5.9) (P =
16.92 years belt, knee block, forearm recovery stage (lower 0.002). Difference
2. Control (n = 30): suspension limb) grade -V only in those rated
22 men, 8 women,age  Both upper limb activities Brunnstrom’s stage
mean 52.8 (SD 12.36) in standing and exit study I (n=12)
years to gait training weeks 3,4
if able
Setting: hospital
rehabilitation unit, Taiwan
Luther Pilot RCT cross-over  Two single sessions within  Measures pre, inclination No significant
etal.'0 design I week. change, every 5 min, differences in

Brain injury (n =9),

3 vegetative state, 6
minimally conscious
state a mean 49 (SD
21) days post injury;

5 men, 4 women, age
mean 51 (SD 20) years

Inclination from 30 to 50
to 70° as able

|. Tilt-table with integrated
stepper

2. Conventional tilt-table
Setting: Germany,
rehabilitation unit

MAS, syncope or pre-
syncope symptoms,
Coma Recovery Scale
Revised (CRS)

spasticity (MAS) or
awareness (CRS)
scores within or
between groups.
Less pre-syncope
events tilt-table with
stepper (P =0.031)

(Continued)
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Table I. (Continued)

Study Study design Intervention Outcome Results
and population and settings measures
Maynard RCT, 3 groups As for Bakheit et al.3° As for Bakheit et al.3° No significant
et al.40 As for Bakheit et al. Laboratory gait analysis:  differences over
(CODA mpx30) speed, time within or
kinematics and kinetics  between the groups
Robinson RCT Four weeks Measures weeks 0,4, 10 Range of
et al# Stroke (n = 30): 0-21 |.Tilt-table, 15° wedge to  Maximum dorsiflexion  dorsiflexion
days post stroke. Non-  dorsiflex foot 3040 min,5 ROM at standard maintained in both
ambulant no ankle days/week torque. ltem 4 from groups: standing as
contracture 2. Removable night splint,  Motor Assessment Scale: effective as splinting.
|. Experimental (n = foot in neutral for 8 h stand up from 45-cm- No significant
14):9 men, 5 women,  Setting: 2 Australian public  high chair difference in sit-to-
mean age 72 (SD 8) hospitals stand function. One
years pressure area in
2. Control (n = 16) splint group
8 men, 8 women, age
mean 74 (SD 12) years
Wong RCT Up to 4 weeks for 60 min, As for Lee et al.'? Standing symmetry
et al.® Stroke (n = 55), 5 days/week improved in both

traumatic brain injury  As for Lee et al.'?
(n = 5) with hemiplegia

|. Experimental

(n=30):21 men,9

women, age mean 52.5

(SD 14.8) years

2. Control (n = 30):

22 men, 8 women, age

mean 52.8 (SD 12.4)

years

groups.At 2 weeks
mean asymmetry
significantly less

in standing plus
biofeedback group
6.6% (SD 5.1) versus
10.1% (SD 6.1)
(P=0.019)

MAS, Modified Ashworth Scale; SCI-SET, Spinal Cord Injury Spasticity Evaluation Tool; FIM, Functional Independence Measure; RMA,
Rivermead Motor Assessment; TCT, Trunk Control Test; BBS, Berg Balance Scale; BMD, bone mineral density; DEXA, dual energy

X-ray absorptiometry.

Hoffmann reflex (H-reflex) H/M ratio: ratio maximum H-reflex to maximum motor response.

Results

The flow of studies is described in Figure 1. All
included studies were identified through electronic
searches. Thirty-five full articles were assessed: 19
were excluded!$:20.23-253248-59 and 17 included — 11
class I studies involving 415 participants and 6 class
IT studies involving 125 participants. Two articles
report different outcomes from one study and were
included separately.3%40 Study characteristics are
described in Tables 1 and 2.

The median number of participants in the studies
was 18 (range 5-140); 73% (394) were unable to

walk and were undergoing rehabilitation and 54%
(293) had had a recent stroke.!?3¢4! Few had brain
injury; 15 people with traumatic brain injury were
included with stroke patients by Wong (n = 5) and
Lee (n = 10) and one pilot study involved nine
brain-injured patients with low awareness.!0:12-38
Only six people had multiple sclerosis.?* Eight stud-
ies involved people with spinal injury (n =
142)30.3442-47 put time since diagnosis and level and
completeness of lesion varied within and between
these studies. In one study, 2 of the 20 participants
with spinal injuries had lower motor neurone
damage with flaccid paralysis; their data was unable
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Table 2. Characteristics of class Il studies

Study Study design and population  Intervention and Outcome Results
settings measures
Alenka Prospective observational From 8 to 12 weeks ~ Measures In all BMD reduced at | and 2
et al.# study post injury up to 2 weeks 6—16 years.At | year no significant
Spinal cord injury (n = years: (mean |1 difference between groups.
54): levels C2-L1, motor |. Standing frame weeks), 12,24  After 2 years standing group
complete, groups matched | > h 5 days/week in  (SD 3) months lost significantly less bone:
age, sex, lesion level rehabilitation centre ~ Total BMD BMD higher at pelvis 1.002
Group |:5 women,22 men,  and home (g/lem?) by glem, (Cl:0.960—1.044,
10 tetraplegia, 7 paraplegia, 2. No longer standing DEXA of P=0.014) and legs 1.018 g/cm,
age mean 34.6 (SD 12.4) years Setting: hospital pelvis and legs: (Cl:0.971-1.055, P=0.0004)
Group 2: 5 women, 22 men, Lithuania femur, tibia, compared to no standing —
|| tetraplegia, |16 paraplegia, fibula, foot 0.934 g/cm, (CI: 0.898-0.970)
mean 33.7 (SD 11.4) years and 0.91 g/cm, (ClI: 0.872—
0.958) respectively.
de Bruin Controlled experimental From 0—4 weeks to 6 Measures Decrease in trabecular
etal.® multiple baseline study months weeks 5,9, I3, bone was seen to a varying
Spinal cord injury (n = 13): I.Immobilized:0 <5 17,19,2] and extent. Largest losses were
levels C4-T 12,8 motor h/week standing 25 post injury  in immobilized group |;
complete 5 incomplete, all 2. Standing frame: Tibial 6.9-9.4%. In groups 2 or
men aged 21-53 years. | > h 5 days/week trabecular and 3 minimal loss was seen;
Groups: | (n=4),2 (n=15), 3.Standing and cortical BMD  0-1.4%.These differences
3(n=4) treadmill walking:30 (% change were significant (P < 0.05).
min each, 5 days, >5 h/ week 5-25) by
week pQCT scanner
Setting: SCI centre,
hospital Switzerland
Eser Prospective experimental During rehabilitation: ~ Measures: Tibial cortical BMD reduced
et al.30 study mean 6 (range 5-9) pre: mean in both groups, for most
Spinal cord injury (n = months 4.5 (range losses were small and for 17
38):levels C5-T 12, motor |. FES-cycling 30 min, 1-13) weeks,  within measurement error.
complete, groups matched 3 days/week plus and post The individual variability in
for age, sex, lesion level standing frame 30 min, intervention:  the rate of bone loss was
Group |: 17 men,2 women, 2 days/week 4-9 months large.
age mean 32.9 (SD 11.5) 2. Standing frame 30  Tibial cortical
years, | | paraplegia, 8 min 5 days/week BMD mid shaft
tetraplegia Setting: Swiss (% change per
Group 2: 17 men,2 women  rehabilitation centre  month) by CT
age mean 33.8 (SD 13.0) scans
years || paraplegia, 8
tetraplegia
Field-Fote =~ Case—control study Single session Measures Standing resulted in greater
et al.# Spinal cord injury (n = 5);all  1:Sitting hips, knees pre and post  H-reflex PAD than sitting.
motor incomplete more than at 90°, trunk against  session Standing produced 18% less
| year post injury, 3 men, 2 backrest. Surface EMG  H-reflex PAD in SCI than
women, age mean 37 (SD 2:Standing in frame of soleus- controls; posture-dependent
12.5) years, 7 healthy controls Setting: University of  reflex post modulation of spinal reflex
age mean 32 (SD 9.3) years ~ Miami activation activity occurred but was
depression disrupted
(PAD)

(Continued)
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Table 2. (Continued)

Study Study design and population  Intervention and Outcome Results
settings measures
Kawashima  Case—control study Single session Measures The H/M-max ratio was
et al.¥’ Spinal cord injury (n = 6): I: Sitting hips,knees  pre and post  lower in standing in SCI
motor complete, age mean at 90° session participants: sit mean 0.73
29.5 (SD 7.8) years, 6 healthy 2:Standing in frame Surface EMG  (SEM 0.05), stand mean
controls age mean 28.8 (SD  Setting: Research of soleus. 0.55 (SEM 0.08) (P < 0.05).
6.7) years institute, Japan Maximum Standing resulted in lower
H-reflex max H-reflex amplitudes than
amplitude, sitting for all (P < 0.05)
H/M-ratio
Odeen Cross-over study, comparison Eight sessions on 4 Measures Mean peak resistance higher
and of 3 conditions days: condition 1,4 pre and and velocity dependent for
Knutsson*®  Spinal cord injury (n = 9):8  times, conditions 2+3, post session SCI participants. At slow

men, | woman aged 21- 67
years.All non-ambulant with
lower limb spasticity and
spasms. |0 healthy controls

2 times. Each 30 min.
Standing with tilt-table
|. Stand feet
dorsiflexed 10—15°
2. Stand feet
plantarflexed 10-15°
3. Non-weight-
bearing stretch, feet
dorsiflexed 10—15°
Setting: Karolinska,
Sweden

Resistance to
passive ankle
movement
(Nm) at 0.25
(slow) and
1.0 (fast)
displacement
cycles per
second
recorded by
a strain gauge
as a measure
of calf muscle
spasticity

speed resistance decreased
significantly by 15% and 14%
after standing in dorsiflexion
and after stretch but not after
standing in plantarflexion.

At fast speed resistance
decreased significantly by 32%,
26% and 17% after standing

in dorsiflexion, plantar flexion
and stretch respectively

DEXA, dual-energy X-ray absorptiometry; H-reflex, Hoffman reflex; M-Max, maximum motor response; FES, functional electrical
stimulation; pQCT, peripheral quantitative computed tomography; BMD, bone mineral density.

to be extracted.*? Five studies used healthy control
groups. 39404547

Standing interventions and comparisons varied
considerably (Tables 1 and 2). Standing was
achieved with a tilt-table (n = 7) or frame (n =9) or,
in one poor-quality study, an unspecified individual
mix of devices.?’” No study quantified weight-
bearing. Six studies investigated single sessions of
standing.!0-39:4044-47 Programmes of standing which
might reflect clinical practice better were investi-
gated by 11 studies.!2:30343841-44 I nine studies
standing occurred during rehabilitation with thera-
pist support.12:30.3436-3841-43 Iy two, participants
stood at home without a therapist.35# Three studies
describe exercising while standing; this is common

and may have occurred elsewhere but is not dis-
cussed. Seven programmes lasted from 2 to 4
weeks!2343841 (median four weeks), with spinal
cord injury participants undertaking the longer
interventions from four weeks to two years,30-34:42-44
Individual session duration varied from 20 to 60
minutes (median 40 minutes) and frequency from
three times per week to daily (median five days per
week). In four studies dose varied; depending on
length of inpatient stay37 or participant recovery.!2:38
This might reflect clinical practice but the variabil-
ity could influence findings.

Only three studies discuss the safety or tolerabil-
ity of standing and none report systematically moni-
toring these issues. Three participants withdrew due
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Table 3. Risk of bias assessment class | studies
Study Domains
Sequence  Allocation  Intervention Blinding:  Blinding: Incomplete Selective  Other bias
generation concealment integrity Objective Subjective outcome  outcome
outcomes outcomes data reporting
Adams and  Inadequate Inadequate Adequate Unclear  Inadequate Adequate Adequate Inadequate
Hicks3*
Allison and  Inadequate Adequate Inadequate Adequate Adequate Adequate Adequate Inadequate
Dennet*®
Bagley Adequate  Adequate Unclear Adequate Adequate Adequate Adequate Inadequate
et al¥
Baker Unclear Unclear Inadequate Adequate Adequate Adequate Adequate Adequate
et al#
Bakheit Unclear Adequate Adequate  Adequate Adequate Adequate Adequate Adequate
et al.>°
Ben etal.®  Adequate Adequate Adequate  Adequate Adequate Adequate Adequate Adequate
Lee etal.'’?  Unclear Unclear Inadequate Inadequate NA Adequate  Adequate Inadequate
Luther Adequate  Adequate Adequate  Unclear  Inadequate Adequate Adequate Inadequate
etal.'0
Maynard Unclear Adequate Adequate  Adequate Adequate Adequate Adequate Adequate
etal’!
Robinson Adequate  Adequate Adequate  Adequate Adequate Adequate Adequate Adequate
et al.>?
Wong et al.# Unclear Unclear Inadequate Inadequate NA Adequate  Adequate Inadequate
Adequate = low risk of bias; inadequate = high risk of bias; unclear = uncertain risk of bias. NA, not applicable.
Table 4. Risk of bias assessment Class Il studies
Study Domains
Recruitment Allocation to Effective  Incomplete Intervention Selective  Other bias
intervention blinding outcome integrity outcome
data reporting
Alenka et al.# Adequate Inadequate  Adequate Adequate Adequate Adequate Adequate
de Bruin et al.$ Adequate Inadequate  Adequate Unclear Inadequate  Adequate Inadequate
Eser et al.3° Adequate Inadequate  Adequate Adequate Adequate Adequate Adequate
Field-Fote et al.# Unclear Unclear Adequate Adequate Adequate Adequate Adequate
Kawashima et al.#’ Unclear Unclear Adequate Adequate Adequate Adequate Adequate
Odeen and Knutsson**  Unclear Adequate Adequate Adequate Adequate Adequate Adequate

Adequate = low risk of bias; inadequate = high risk of bias; unclear = uncertain risk of bias.

to fatigue in one study.’’” However, here standing
was added to rehabilitation and could involve active
standing; factors that would increase fatigue.
Compliance was not always reported but in five
programmes fewer than 80% of participants

completed the planned intervention.33-374244 The
two investigations of home standing were the least
positive. However, alternatives to standing might be
more problematic: standing was better tolerated
than treadmill training by one participant in a pilot
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Table 5. Risk of bias across class | studies

Adequate Inadequate Unclear
number (%) number (%) number (%)
Sequence generation 4 (36%) 2 (18%) 5 (45%)
Allocation concealment 7 (64%) 1 (9%) 2 (27%)
Intervention integrity 6 (55%) 4 (36%) I (9%)
Blinding: Objective outcomes 7 (64%) 2 (18%) 2 (18%)
Blinding: Subjective outcomes 7 (77%) 2 (33%) 0
Incomplete outcome data Il (100%) 0 0
Selective outcome reporting Il (100%) 0 0
Other bias 5 (45%) 6 (55%) 0

Table 6. Risk of bias across class Il studies

Adequate number (%)

Inadequate number (%) Unclear number (%)

Recruitment 3 (50%)
Allocation to intervention I (22%)
Intervention integrity 5 (88%)
Effective blinding 6 (100%)
Incomplete outcome data 5 (88%)
Selective outcome reporting 6 (100%)
Other bias 5 (88%)

0 3 (50%)
| (22%) 4 (66%)
| (22%) 0
0 0
0 I (22%)
0 0
0 | (22%)

study (n = 7), compliance with standing at 87% was
greater than splinting at 73% with a pressure area
from splinting in another study.’*#!

Only a single trial used a ‘no intervention’ con-
trol. In this trial participants stood on the tilt-table
weight-bearing through one leg while the control
leg did not weight-bear or receive any stretch.*?
Two studies compared standing with sitting.4647
Four studies compared standing with non-weight-
bearing stretches3?-4145 and four compared stand-
ing to other physiotherapist prescribed exercise;
treadmill training, non-weight-bearing exercises
and for two ‘usual physiotherapy’: the content of
which was unspecified but would be likely to
include standing.3*37 In four studies supported
standing was compared to standing plus another
intervention. !0:12,30,38

No single outcome measure was used in all stud-
ies. Participants were usually reassessed immediately
post intervention; with limited longer follow-ups in
two trials®74! and follow-up over two years in the
cohort study.** Bagley et al.3¢ appeared an exception;

however on inspection in this study measurement
was not consistently related to the intervention. For many
a delay (of weeks) occurred before re-measurement and
this may have contributed to underestimating effects
and non-significant findings.

Three class I studies (n = 56) examined the effect
of standing on muscle length.334142 Two high-
quality studies measured maximum ankle dorsiflex-
ion with the knee extended.*!*? In both standing had
a small effect in preventing loss of dorsiflexion. In
the study by Robinson et al.#! initial mean dorsiflex-
ion was 15 (SD 9) degrees and both groups main-
tained mobility with no difference between them
post treatment; splinting mean 14.1 (SD 6.4)
degrees, standing mean 15.0 (SD 9.0) degrees; a
mean difference of 1 degree (confidence interval —5
to 7); without contracture prevention participants
lost dorsiflexion; a mean 3 (SD 7) degrees. In the
study by Ben et al.#? initial mean dorsiflexion ROM
was 17 degrees; over 12 weeks both ankles lost dor-
siflexion; standing mean 1 (SD 5) degrees, control
mean 5 degrees (SD 3); a treatment effect of 4 (CI
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Potentially articles identified via search:

From citation tracking: n=5
v After duplicates removed: n=3263

|—» Articles excluded: n=3110

v
n=35
— Articles excluded: n=118

v

|—» Reasons for exclusion:

v o Study design20232452-57

e Qutcomes®®*>°
Seventeen studies included in review

Class | studies: n=11

Robinson,** Wong?®

—» Class Il studies n=6

|—» From electronic databases: Medline (1420), CINAHL(1030), Embase (1704), AMED (332),
Cochrane Library (249), www.controlled-trials.com (166): n=4271

Potential articles identified on basis of abstract or title: n=153

Potential articles abstracts and titles screened, studies retrieved for full text assessment:

Studies excluded after full text assessmentand discussion:n=18

e Assisted standing not intervention?®2>3248-51

Adams,* Allison,*” Bagley,* Baker,** Bakheit,** Ben,*’ Lee,*? Luther,* Maynard ,*

Alenka,* de Bruin,*® Eser,*°Kawashima,*’ Field-Fote,* Odeen*

Figure |. Flowchart of the literature search and study selection.

2-6) degrees of dorsiflexion. Baker et al.® in a
poor-quality study (n = 6) measured hip extension,
knee extension and ankle dorsiflexion. Baseline
measures show participants had flexion contrac-
tures at hips and ankles. Standing significantly
increased median hip extension and ankle dorsiflex-
ion compared to non-weight-bearing exercises and
baseline. Knee extension did not change but base-
line measures were within normal ranges.

Bone mineral density was the primary outcome
in four studies with spinal cord injury populations
(n = 105) and was assessed in varied ways at the
proximal femur, the tibia, pelvis and leg.3%42>44 All
studies reported bone loss. In the single high-quality
trial a non-significant reduction in the rate of bone
loss was observed: 6.0% (SD 6.1) intervention ver-
sus 6.6% (SD 4.4) control leg.#?* In this study
although single leg tilt-table standing meant high

forces were applied to the weight-bearing leg the
total dose of standing is low. The 12-week interven-
tion is the shortest; 8 of the 20 participants did not
receive the total intervention and load bearing time
is only 90 minutes per week.

The class II studies reported more positive
effects. In these studies intervention periods are lon-
ger, and total load-bearing time is 150-300 minutes
per week.3943:44 Eger et al.’ found minimal bone
loss in standing and standing plus cycling groups
with no significant difference between groups. de
Bruin et al.#3 observed a greater reduction in bone in
the immobilized group with minimal bone loss in
standing groups. However immobilized individuals
had medical complications which might indepen-
dently exacerbate bone loss. Alenka et al.** found
small differences accumulated, and that standing
five days per week for 60 minutes was associated
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with significantly higher bone density two years
after injury.

Spasticity was evaluated in four class I (n =
88)10-34.3539 and three class II studies (n = 20).447
Four used surface electromyography to measure
properties of the soleus Hoffman reflex (H-reflex)
and assess changes in spinal motor neurone excit-
ability.34394647 No significant changes in excitabil-
ity were seen in stroke®® or spinal injury participants3*
following tilt-table standing. Standing was associ-
ated with significantly reduced excitability when
compared to sitting in two other studies.4647
However, the extent of posture-dependent reduction
in H-reflex post-activation depression (thought clin-
ically important in clonus) was reduced compared
to healthy controls.4’

A single moderate-quality class II study used a
dynamometer plus strain gauge to record resistance
torque.* Standing with calf muscle stretch produced
the largest reduction in spasticity or resistance to
rapid displacement (32%) but reductions were also
seen following standing without calf stretch (26%)
and non-weight-bearing stretch (17%). Three poor-
quality pilot trials investigated spasticity and spasms
using clinical scales.!%3435 One study of seven peo-
ple with spinal injury investigated standing and
treadmill training. It compared the difference in
change scores for multiple outcomes.?* This analysis
was thought flawed, so the review focused on
changes within groups with effect sizes more than
0.5. This showed standing markedly improved
extensor spasms (effect size 0.68 after single ses-
sion, 0.95 at four weeks), while treadmill training
moderately improved spasticity-related quality of
life after four weeks (effect size 0.5). All three trials
reported no change in muscle tone using the
Modified Ashworth Scale. However, in one study
only 3 (50%) participants received the planned inter-
vention and the other two studies rate multiple mus-
cle groups, pool measures and compare mean pooled
ratings.!%35 This approach is questionable; the reli-
ability of the Ashworth Scale varies between joints
and standing could affect muscle groups selectively.
In all three treatment effects may be underestimated
or lost as the studies are underpowered.

Gross motor function, balance and mobility were
evaluated in six studies (n = 255) using self-report

and clinician-rated scales, an index of standing
symmetry and laboratory gait analysis.!236.38:40.41
Sit-to-stand ability improved across groups in the
single high-quality trial with no differences between
groups.*! A single session of standing had no effect
on the gait of stroke patients.* Two low-quality tri-
als found no significant differences between groups
in the Rivermead Motor Assessment scale and other
measures of function although one reported a
greater change in Berg Balance Scores within the
intervention group.’%37 However in this study the
intervention group was significantly younger than
the control group at baseline, which might contrib-
ute to the finding.’

Two low-quality studies by the same research
group measured the ability to distribute weight
evenly in standing and used a normalized index of
standing symmetry as their sole outcome.!>3® In
both studies weight-bearing symmetry improved
significantly in both standing and standing plus bio-
feedback groups and participants progressed to gait
training as able from two weeks. Those commenc-
ing gait training were not included further; conse-
quently two-week data was thought most reliable.
At two weeks both studies report greater symmetry
improvement in standing plus biofeedback groups.

Discussion

This review explored the effectiveness of supported
standing in adults with upper motor neurone injury,
focusing on understanding its impact on lower limb
muscle length, spasticity, bone health and function.
There are few firm conclusions that can be drawn
from the existing evidence due to the lack of high-
quality studies of sufficient size that consider the
outcomes of interest. However the review does
summarize the current information about this widely
used intervention and highlight areas where the evi-
dence for practice is strongest and also where fur-
ther research is needed.

The review found some high-quality evidence
that supported standing can prevent loss of calf
muscle and soft tissue length. Two studies docu-
mented a small loss of ankle mobility without any
specific intervention to prevent contractures and
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showed that regular standing had an effect on ankle
dorsiflexion. In both studies participants stood on a
tilt-table with the foot in maximum dorsiflexion for
30 minutes, undergoing a prolonged calf muscle
stretch at the end of available range of movement.
These findings are consistent with those of a num-
ber of uncontrolled studies of standing in patients
with stroke and acquired brain injury.!®-20-2* The
clinical importance of these small effects is ques-
tioned; with both studies suggesting 10 degrees of
ankle dorsiflexion as the smallest clinically impor-
tant treatment effect.*!4> Standing programmes do
demand significant resources; preventing small
losses in mobility need to be balanced against this.
Several points appear relevant. First, both high-
quality studies describe a slow trend for a loss of
ankle dorsiflexion without contracture prevention.
If this continued it is conceivable that the benefits of
standing in maintaining range might accumulate
and larger treatment effects would emerge over
time. The lack of long-term follow-up here is a key
issue. Second, the extent to which participants were
at risk of contractures might have influenced the
size of their response to treatment. In both studies
initial mean dorsiflexion is high and no information
is provided about factors such as the presence of
lower limb spasticity, which might increase the risk
of ankle contracture. In fact in one study 2 of the 20
participants have a flaccid paralysis, placing them at
lower risk.*?> This issue is partially addressed by the
same study which analysed treatment response by
initial ankle dorsiflexion and found no difference.
However, this investigation was not pre-planned
and the small numbers (n = 20) mean the study
would have been underpowered to undertake sub-
group analysis. Third, one study compared standing
with an active control and both studies were con-
ducted in inpatient settings with participants under-
going active rehabilitation, environments which in
themselves reduce the risk of contracture.*! It is cer-
tainly possible that patients with existing contrac-
tures or at higher risk of developing contractures
due to factors related to their condition or to their
environment would show larger treatment effects.®
For individuals at low risk of developing con-
tractures the benefit of supported standing may be
outweighed by the resources it consumes. However

where the risk of contracture development is high
and persistent, for example, in conditions such as
severe brain injury where little functional recovery
is expected or where the ability of the person is
deteriorating (e.g. through progression of a condi-
tion such as multiple sclerosis), maintaining the
physical condition is challenging.” For these indi-
viduals, small contractures are likely to increase
over time, especially as ongoing intensive rehabili-
tation is not available for most people with long-
term neurological conditions. In this context the
effects of supported standing in maintaining muscle
length appear more important.

There is a wide variance in force distribution and
actual axial load within standing equipment and it
should be noted that standing using a tilt-table and
standing frame are not equivalent.! The review
found only sparse low-quality evidence to suggest
that standing in a frame can affect muscle length.
Baker et al.3’ reported that standing increased hip
extension and ankle dorsiflexion but had no effect
on knee extension. These findings contrast with
other uncontrolled studies in the literature. A case
series of non-ambulant, chronic spinal cord injury
and two multiple sclerosis patients found ankle dor-
siflexion unchanged after six months using a stand-
ing frame,>® while a case series of five non-ambulant
children with cerebral palsy and knee flexion con-
tractures reported standing in a frame for 60 min-
utes five days per week for six weeks significantly
improved knee extension.?! The key consideration
might be the extent to which standing in the frame
provides a sufficient stretch; for example in the
study by Baker et al.3> participants had hip and
ankle flexion contractures but adequate knee exten-
sion so standing would only have stretched the hip
and ankle.

Programmes that aim to affect muscle length
should consider which structures are affected by the
standing position, whether a stretch is being applied
at end of available range and consider potential
effects at the hip, knee and ankle.

Investigations of the effect of standing on bone
health were all conducted in spinal injury popula-
tions. The different outcome measures for bone
mineralization used across studies, the different
sites evaluated and the different time points for
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measurement make it difficult to compare studies
and draw conclusions. Notably, no study collected
information about fragility fractures, all using mea-
sures of bone density as a proxy for bone health. No
study demonstrated an increase in bone following
standing. This seems unsurprising. Bone loss fol-
lowing spinal injury is thought to occur for multiple
reasons; loss of mechanical force applied to bone is
considered a major contributor but neurogenic, vas-
cular and hormonal changes are also factors.’> An
intervention such as standing which addresses the
loss of mechanical stimuli even if effective is likely
to only ameliorate the process. Bone loss begins just
after injury, peaks in the first year, and then contin-
ues at a slower rate.’> Three of the four studies in the
review occurred only in the first year after injury, a
time when significant demineralization and sub-
stantial bone loss that is especially rapid in the
lower limbs is widely reported.3>¢2 Small effects on
bone mineralization due to standing during this time
might be easily missed or underestimated.

The single high-quality trial revealed no signifi-
cant effect of standing on total bone mineral density
at the proximal femur using dual-energy X-ray
absorptiometry (DEXA).#? The standing dose is low
in this regime compared to other studies and the
loads delivered may have been insufficient. In addi-
tion, the primary sites for demineralization and fra-
gility fracture early after spinal injury are the distal
femur and proximal tibia.’> Measuring only at the
proximal femur may have missed effects of the
intervention at other relevant sites. The distal femur
and proximal tibia are sites rich in trabecular bone.
Trabecular bone is more metabolically active than
cortical bone and would be expected to respond to
mechanical loading.> As DEXA scans provide a
record of total bone mineral density and do not dif-
ferentiate between cortical and trabecular bone, tra-
becular adaptations to standing may have been
overlooked.’ In addition, as Ashe et al.! point out,
cortical bone remodelling can take at least six
months. Consequently, studies such as this one
which do not maintain an intervention for at least
six months and report a lack of findings are not nec-
essarily negative.

The results of the class II studies were more posi-
tive and suggested that supported standing may

have an effect on preserving bone if commenced
early after injury and carried out intensively over
long periods. The results of the longitudinal study
are of particular interest.** Here differences in bone
density at one year were not significant but at two
years those undertaking standing had significantly
higher density and a mean leg bone mineral density
greater than 1.0 g/cm?. There is some evidence that
fracture frequency is increased when mean bone
mineral density is lower than 1.0 g/cm?, so in this
case the clinical benefits of standing appeared to
accumulate.* The findings agree with those of a
cross-sectional, observational study with healthy
controls of 53 individuals a year or more post injury
which found those who commenced standing in the
first three months post injury and stood three or
more times per week (n = 38) had significantly
higher bone density at the femoral shaft compared
to those who did not stand (n = 15).33 Two system-
atic reviews in cerebral palsy children also provide
positive support for standing in maintaining bone
density.!”.?® However, a case series and a number of
cross-sectional, observational studies of partici-
pants with longstanding spinal injury, where stand-
ing commences at differing times post injury find
little evidence of benefit.>234-7

This mixed picture and the trend for studies with
more intensive, long-term regimes to report positive
outcomes suggests that the effects of standing may
be dose-dependent and points to the need for further
research. It also highlights the issue of compliance.
In the study by Alenka et al.** fewer than half of the
participants continued standing at the prescribed
intensity at two years. Assessing outcomes based on
compliance can introduce bias; those least likely to
develop problems in any case may have been the
most able to tolerate the intervention. Matching
individuals by age, sex and lesion level as occurred
in this study only partially addresses the issue.
Further information about patient characteristics
and factors that affect compliance seems necessary
if long-term programmes of standing are to be pre-
scribed. For instance, compliance may be low if the
treatments are perceived as painful or ineffective?’
but none of the studies in this review monitored
comfort or investigated the experiences and atti-
tudes of participants.
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The effect of supported standing on spasticity
was inconclusive. The small numbers, range of out-
comes and low quality of studies provided limited
insight. Two studies found posture-dependent
reduction in the excitability of calf stretch reflexes
on standing was preserved to some extent in people
with spinal injury.¢47 In contrast, two other studies
reported little change in reflex excitability.3*3° The
difference could be due to the varying pathologies
or degree of spasticity of participants, differences in
measurement or in standing intervention. A separate
study found reductions in resistance torque follow-
ing standing which were largest when standing was
combined with calf stretch.*> Findings that standing
can produce short-term reductions in calf reflex
excitability and resistance torque agree with other
studies, including a randomized controlled trial in
children with cerebral palsy®® and an uncontrolled
study of hemiplegic stroke patients.>* Limited evi-
dence suggested standing might reduce extensor
spasms in patients with spinal cord injury, results
supported by a previous case study.?>3* Similar
effects were not reported for flexor spasms, clonus
or spasm frequency.’*3> Standing has not been
linked to changes in muscle tone using the Ashworth
Scale in this review or in other uncontrolled stud-
ies.10-343556 This may reflect limitations in the scale,
its use in these studies or a true inability of standing
to reduce muscle tone.

The clinical importance of any changes in these
outcomes is uncertain; only one pilot study included
measures of the wider impact of spasticity or related
function. The lack of power in this study may be a
contributory factor in the small changes seen in
these measures. The current low level of evidence
does not provide evidence that standing has no
affect on spasticity but does highlight that research
in this area is both necessary and complex. Future
trials need to be adequately powered to undertake
hypothesis testing, should consider measuring spas-
ticity comprehensively and look at both immediate
and longer term outcomes of any intervention.

It is not yet possible to establish whether sup-
ported standing can enhance recovery of lower limb
motor function, standing or gait. Of the six studies
that examined aspects of motor function four were
of low quality. Five studies used active comparator

arms which included standing or interventions that
could affect function. This made it difficult to iso-
late any effects of supported standing and may have
led to treatment effects being underestimated or
missed. Exercising while standing might affect
functional outcomes but not all studies documented
whether exercises occurred and no study compared
standing with or without exercises. Each study dem-
onstrated functional improvements over time in
groups undertaking supported standing but the
potential exists for other factors such as natural
recovery and other rehabilitation to have influenced
results.

The outcome measures chosen and the way in
which they were administered were not always
appropriate, making evaluation difficult. For exam-
ple, the index of standing weight-bearing symmetry
used in two studies describes a single aspect of
standing posture immediately post treatment; asses-
sors were not blinded and measure reliability and
validity not considered.!>3® Whether an improve-
ment in weight-bearing standing symmetry within a
standing frame translates into clinical improve-
ments in balance is uncertain. The fact that partici-
pants progressed to gait rehabilitation in both groups
could suggest this but established clinical measures
of standing balance would have provided insight. In
the study by Bagley et al.3¢ 65% of 140 participants
had a large cortical stroke with a poor prognosis for
recovery; functional improvements for these
patients would be difficult to achieve. However, the
measures in this study were administered at varying
time points in relation to the intervention and were
mainly related to gross function. As a consequence
they may have lacked sensitivity to detect small
changes in performance.

Moderate quality evidence suggests a single ses-
sion of standing is unlikely to alter gait.*’ The find-
ings agree with those of Richards et al. who reported
that 30 minutes of standing did not affect the gait of
19 children with cerebral palsy.®* This lack of effect
is unsurprising. Although a single stand might pro-
duce immediate changes in muscle length and reflex
excitability, these are unlikely to be sufficient to
prompt a lasting change in motor function. Despite
this, it would be wrong to conclude that programmes
of standing are an ineffective tool in gait
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rehabilitation; little research has been completed in
adults with upper motor neurone injury. Salem et
al.® reported significant improvements in gait in
children with cerebral palsy following a three-week
standing programme that included increased walk-
ing speed. Changes were attributed to increased
ankle dorsiflexion and reduced calf muscle spastic-
ity post standing.

All studies with functional outcomes involved
stroke patients. Single-case studies and surveys sug-
gest home standing programmes can be a valuable
and cost effective way of optimizing balance, pos-
ture and function (e.g. transfer ability) in popula-
tions with long-term neurological conditions such
as spinal injury or multiple sclerosis where deterio-
ration might be expected due to disease progression
or ageing, but the review has revealed little atten-
tion to this issue by researchers.!426.65

The search strategy was comprehensive and the
reviewers believe they were successful in locating
relevant articles for the review. Non-English lan-
guage studies identified in the search were profes-
sionally translated to prevent the introduction of
language bias.33 We recognize that standing may be
carried out with other aims and the review did not
consider its potential effects on other parameters
(e.g. respiration, bladder and bowl function, skin
integrity, psychological well-being, arousal, sleep,
etc.)”%11.26 Effects on orthostatic hypotension were
not assessed and this may be a particular limitation.
Early work found studies of hypotension often
investigated standing in novel devices, standing
augmented with stepping or with functional electri-
cal stimulation!%-137-38 and it was thought this would
need a separate review. Two surveys of physiothera-
pists’ use of tilt-table standing report that common
indications are to obtain weight-bearing, prevent
contracture, improve lower limb muscle strength
and manage muscle tone and the review did address
these issues.>!!

The main limitation was the methodological
quality of the included studies. Conclusions from
the pilot studies should be interpreted with particu-
lar caution; all undertook hypothesis testing without
adequate power and all had key methodological
flaws (e.g. lack of blinded assessment). Treatment
regimes varied considerably, resulting in wide

differences in standing dose (duration and intensity)
and this, together with the incorporation of standing
in both intervention and comparator arms, particu-
larly in studies related to function may account for
the generally small effect sizes and at times non-
significant findings. Outcome assessment was prob-
lematic in most areas.

A further limitation might be the varied clinical
populations in the review. Recognizing this, the
reviewers have tried to describe the population
characteristics carefully and to note where conclu-
sions are based on studies conducted wholly within
one diagnostic group (e.g. bone density in spinal
injury populations). As few studies have been com-
pleted of supported standing it was thought useful
to bring together the best information about stand-
ing. Although the conditions differ in many ways,
many similarities remain both in initial problems
and secondary complications and in the aims and
use of supported standing with these patients. This
approach revealed very little research in patients
with multiple sclerosis, severe brain injury or long-
term neurological disability and a lack of important
detail about participant characteristics in some
studies (e.g. information about lesion level, spastic-
ity, participation in physical activity other than
standing).

Conclusions

Overall, the review provides some support for the
use of supported standing to maintain physical sta-
tus and prevent loss of calf muscle length. It also
reveals the limited and generally low-quality evi-
dence for the use of standing to preserve bone min-
eral density, manage spasticity or promote function.
The review highlights several issues relevant to
future research in this area. Individuals who are
most likely to undertake supported standing have
relatively rare conditions and the mostly small sam-
ple sizes and limited research in some populations
indicate the need for further studies and multicentre
studies. Any study needs to describe patient charac-
teristics fully and to quantify the standing dose with
greater precision as these factors might indepen-
dently affect outcomes.
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The effectiveness of standing programmes car-
ried out over many months and years remains
unknown although these are prescribed. It is con-
ceivable that small individual treatment effects may
accumulate over time and gain greater clinical
importance. Considering this it seems important
that future studies investigate standing in a wider
range of settings, including at home. Evaluating
the probable multidimensional effects of standing
using standardized measures would provide greater
insight and be more cost effective than studies
focused on a single outcome. For instance, evaluat-
ing effects on body structure, activity and participa-
tion in relevant areas (e.g. calf muscle length and
spasticity, bone mineralization at the tibia, standing
transfer ability, pain and quality of life). Any poten-
tial benefits of standing may not be achieved if
compliance is low. Studies of standing need to col-
lect more information about adverse events and fac-
tors that influence compliance (e.g. comfort).
Qualitative research that explores the views and
experiences of people with neurological disability
and their carers about standing could contribute
valuable information. Standing programmes need to
be effective, tolerable and accepted if they are to
enhance quality of life.

Clinical messages

e Standing can prevent small losses of ankle
dorsiflexion but the clinical importance of
these effects is uncertain.

e Evidence for the effectiveness of standing
on spasticity, bone mineral density and
function is limited and inconclusive. Future
studies should pay attention to these and
long term outcomes of standing.
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8.1.1. Support wedges and accessories

8. WALKING, STANDING & POSITIONING

This section includes mobility equipment to
facilitate standing and walking. Also included
is equipment for total body positioning
including side lying, prone and supine
supports.

Assessment by a Physiotherapist is advised
when considering such equipment.

8.1 Support and positioning

equipment

8.1.1. Support wedges and

accessories
|

The equipment in this section can support a

person in a prone, supine or side lying
position.

Elan Bag - From £295

Large support wedge with beanbag style filling
and fabric cover with zip fastening. Can be
made-to-measure. Supplier(s) - The Kirton
Healthcare Group Ltd (M)

Leg Support - From £50

il
Sl

Range of foam supports for positioning.
Comprises wipe-clean, fire retardant PVC
surface with polyester foam filling. Range
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includes leg support and large 45 degree wedge.
Supplier(s) - Nottingham Rehab Supplies

Harvest Decubitus Wedge

High density foam positioning support which
positions user in a 30 degree lateral incline either
on the left or right hand side. Designed to relieve
pressure on one side of the sacral area.
Supplier(s) - Harvest Healthcare (M)

Tumble Forms 2 Thera Wedges - From
£424

{’(;-/

Set of four wipe-clean vinyl covered wedges
which can be combined together via Velcro to
form a prone positioning support. Suitable for
children, adolescents and small adults.
Supplier(s) - Homecraft Rolyan

Inflatable wedge for floor based positioning for
adults and children. Additional components
include four positioning chocks with covers. Can







8.2.1. Vertical standing frames; without stand assist

be deflated and rolled up for storage and
transportation. Options include: mains
compressor; battery compressor or foot pump.
Capacity: 222kg. Overall Height: 8-36cm
inflated. Overall Length: 105cm. Weight: 2kg
wedge. Overall Width: 58-100cm inflated.
Supplier(s) - Mangar International Ltd (M)

Burnett Large Wedge Prone Support

Bead-filled wedge support. Comprises beads
which mould to user's shape and can be fixed in
place by withdrawing air using a foot controlled
vacuum pump. Wedge is covered with
detachable, washable, lambs wool fleece.
Designed for bed or floor use. Part of the Burnett
Body Support range. Supplier(s) - DCS Joncare-
RBF Healthcare (M) - Yorkshire Care Equipment

Wedges - From £110

introduction to walking training as they
encourage weight bearing through the legs.

Frames may have integral trays to enable
users to carry out activities whilst in the
upright position.

Frames included in this section do not have a
mechanism to assist users into a standing
position.

Assessment by a therapist is advised when
considering this equipment.

Adult Walker

Range of wedges for children and small adults.
Comprises: foam; fabric covers; abduction
blocks; side walls; straps; range of sizes or
made-to-measure. Supplier(s) - Jenx Ltd (M)

8.2 Standing frames

This section includes frames which provide
support in an upright or prone standing
position.

8.2.1. Vertical standing frames;
without stand assist
|

Standing frames support the user in an
upright position. They are also used as an

Trainer walker. Comprises: base with spring-
loaded stabilisers which fold back to allow
passage through doorways; detachable crotch
straps supplied to support the user's weight;
transparent flat top and choice of handgrip,
including a horizontal grab rail mounted on the
topboard and vertical grab rails. Accessories
include: fittings for upright support; knee straps;
elbow guard or support and selection of
handlebars. Modifications to suit individual
requirements. Can also be used as a standing
frame. Dismantles for storage and transportation.
Overall Height: 84-120cm walker; 112-182cm
user. Overall Length: 90cm. Overall Width:
63cm folded; 84cm extended. Capacity: 113kg.
Weight: 22kg. Supplier(s) - Bath Institute of
Medical Engineering Ltd (M)

Actuator Granstand Adult Standing Frame-
From £3,950

Standing frame for adults. Comprises: four small
castors; metal frame; adjustable footplates;
adjustable knee pads; seat sling; adjustable
chest pad; adjustable angle clear tablet top and
locking mechanism. Options include: hip and
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8.2.1. Vertical standing frames; without stand assist

chest side supports and alternative seat slings.
Choice of model available: standard, and quad
which features an alternative high level chest
support system. Available to hire. Supplier(s) -
Enhancement (Agencies) Ltd - Iper Division

Flexistand Major - From £1,578

Overall Width: 69cm. Supplier(s) - Theo Davies
and Sons (M)

Hebdon Stander Senior - From £361

Standing frame for adults and children.
Comprises: metal base with castors; tubular
support frame on adjustable height central
column; knee pad; pelvic support; chest support.
Optional motorised mechanism for assisting user
into standing position. Accessories include:
footstraps; thoracic straps; double pelvic strap.
Capacity: 115kg. Overall Height: 188cm.
Internal Width: 17-50cm between uprights.
Supplier(s) - Trulife

Gt Standing Table

= \]“l

4 |
_!1*

Standing frame. Comprises: four castor wheels;
wooden platform; adjustable heel support; foot
separator; adjustable knee-block; sling support
strap and fixed top rail. Accessories include: work
table with cutout; chest and back strap;
footstraps. Overall Height: 152-183cm.
Supplier(s) - DCS Joncare

Nm Standing Table

Standing frame for adults. Comprises: metal
base; four castors, front two braked; padded
knee-block; screw knob; adjustable height; tray;
two front handles and padded chest bar.
Supplier(s) - DCS Joncare

Oswestry Adjustable Standing Frame

Standing table for adults and adolescents.
Comprises: metal base; footstraps; padded knee-
block; screw knob; adjustable height; tray;
padded tubular backrest bar; adjustable tray and
two grab rails. Supplier(s) - DCS Joncare

Orlau Adult Swivel Walker And Standing
Frame

This product's description can be found in
classification: Swivel walkers and accessories

Oswestry Standing Frame

Standing frame. Comprises: wooden baseboard;
adjustable height vertical steel supports, secured
to baseboard via screw mechanism; 'A' frame
stabilisers; heel, knee and seat level leather
support straps and washable fleece lining.
Accessories include: fixed or clip-on hip strap;
cervical extensions; knee abduction straps;
double ended straps and adjustable height tray.
Can be made-to-measure. Frame dismantles for
storage and transportation. Optional powered
lifting attachment to assist user into the frame.
Overall Height: 101cm. Overall Length: 82cm.
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Standing frame. Comprises: baseboard; wooden
vertical supports; melamine tray; foot, knee and
hip fleece-lined straps and waist and chest straps







8.2.2. Vertical standing frames; with stand assist

provided by extending vertical supports. Options
include: modified version for use near bed;
powered lifting system for assisting user into and
out of the frame and modification of existing
frames to incorporate lifter. Frame height can be
made-to-measure. Supplier(s) - Theo Davies
and Sons (M)

*NEW?* Standing Frame For Teens To
Adults

Width: 80cm. Overall Length: 102cm.
Supplier(s) - Rainbow Mobility

Trekker Walking Frames

Standing frames for teenagers to adults.
Comprises: metal frame; integral transport
wheels; wooden base; footstraps; manual strap
rewinder; adjustable height; adjustable angle;
wooden table top; padded front cutout; range of
pad systems. Capacity: 120kg. Overall Height:
90-130cm. Overall Length: 107cm. Overall
Width: 78cm. Supplier(s) - Otto Bock
Healthcare Plc

Standy 4

Standing frame without stand assist. Comprises:
four castors, two braked; adjustable height pelvic
and thoracic padded support; lower body sling
support. Optional braked castors. Accessories
include: grab bar; clear tray and gait panel.
Capacity: 115kg. Overall Height: 89-116¢cm;
108-143cm. Overall Length: 91cm; 105¢cm.
Overall Width: 63cm; 73cm. Supplier(s)
Rehabilitation Manufacturing Services Ltd

Standing Lv Table

Standing frame for adults. Comprises: adjustable
height frame; transport wheels; slip-resistant
aluminium footboard; adjustable width and depth
heel rests; adjustable height, width and depth
knee pads; adjustable height chest support;
backrest with safety lock and adjustable height,
removable worktop. Capacity: 120kg. Overall

Standing frame for adults and adolescents.
Comprises: metal base with two front castors for
transportation of unoccupied frame; footstraps;
padded knee-block; adjustable height, spring-
loaded, telescopic support column; padded
adjustable backrest bar; adjustable tray with
cutout and padded grab handle. Supplier(s) -
DCS Joncare

8.2.2. Vertical standing frames; with

stand assist
|

Standing frames with manual or powered
mechanism to assist user into a standing
position.

Frames may have integral trays to enable
users to carry out activities whilst in an
upright position.
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8.2.2. Vertical standing frames; with stand assist

Assessment by a therapist is advisable when
considering this equipment.

Delta 2004 - From £4,645

*
o

Compact standing frame with powered lifting
mechanism. Can be mains powered or battery
operated. Basic unit comprises: braked castors;
wooden foot platform; toe and heel straps; knee-
blocks; hip bars and pads; tray; handheld control
on wander lead. Accessories include: cranked or
straight thoracic support; lateral pads; head
support; foot raising boards; tilting tray;
adjustable grab rail; adjustable angle reading or
writing tray. Optional battery for mains to battery
conversion. Capacity: 120kg; optional 140kg.
Overall Height: 140-200cm user. Overall
Length: 118cm. Overall Width: 77cm.
Supplier(s) - Quest 88 Ltd (M) - Homecraft
Rolyan

Balance Trainer

manual or powered stand assist. Capacity:
120kg. Overall Height: 95-125cm table. Overall
Length: 118cm. Overall Width: 78cm.
Supplier(s) - Quest 88 Ltd

Classic Standing Frame - From £2,624

Standing frame with balance training mode and
stand assist. Comprises: four braked castors;
solid wooden base platform; heel and toe straps;
sprung support columns; knee-blocks; hip bar
and pads; wooden table with front cutout.
Accessories include: thoracic supports; head
supports; range of lifting harness sizes; foot
raising blocks; anterior supports. Control bar at
front of table is used to switch between rigid
vertical and balance training mode. Optional
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Standing frame available with powered or manual
mechanism to assist user to standing position via
pelvic belt. Comprises: braked castors; tubular
steel frame; wooden foot platform with heel and
toe loops; knee-blocks; hip bar and pads; tray
with padded front cutout. Accessories include:
sliding footboard; sliding tray; cranked or straight
thoracic support; lateral pads; head support; foot
raising boards; tilting tray; adjustable grab rail;
adjustable angle reading or writing tray. Optional
battery for mains to battery conversion.
Capacity: 120kg; 140kg optional. Overall
Height: 140-200cm user. Overall Length:
118cm. Overall Width: 77cm. Supplier(s) -
Quest 88 Ltd (M) - Homecraft Rolyan

Get-up

Electric standing frame with assist to stand via
powered sling. Comprises: four braked castors;
adjustable height, metal frame; footplate; padded
knee support; multi-adjustable back support;
table. Accessories include: fabric sling; heel







8.2.2. Vertical standing frames; with stand assist

support; battery; inserts for cutout in table top to
ensure optimum fit. Supplier(s) - Ropox A-S

Flexistand Major

This product's description can be found in
classification: Vertical standing frames; without
stand assist

Delta Advance

padded knee-block; upright column; seat and
backrest with powered mechanism which moves
user from sitting to standing position; tubular fold
down armrests; push-button handheld control on
wander lead; table with front cutout. Supplier(s) -
DCS Joncare

Leckey Lifting Stander - From £3,500

Powered standing frame. Comprises mobile base
with braked castors; foot platform with heel and
toe straps; adjustable knee-blocks; trunk support;
powered user positioning system; wooden work
surface with padded cutout; handheld control on
wander lead. Powered positioning system assists
user into standing position, and further activation
once standing enables user to adopt a slightly
supine position if required. Capacity: 120kg.
Overall Height: 140-200cm. Overall Length:
110cm. Overall Width: 73-88cm. Supplier(s) -
Quest 88 Ltd (M)

Insignis Standing Frame - From £3,285

gt b

J
Standing frame with battery operated stand
assist for adults and children. Comprises: four
braked castors; metal frame; adjustable
footplates with heel straps and sandals;
adjustable height and width padded knee blocks;
pelvic harness; contoured chest and pelvic pads;
adjustable width lateral supports; tray with lipped
edge; push-button controls on wander lead.
Supplier(s) - James Leckey Design Ltd (M)

Oswestry Adjustable Standing Frame

-

Mobile standing frame with powered stand assist.
Comprises: two rear castors; metal base; slip-
resistant mat; toe and heel strap; padded knee
support; thigh support strap; back support; table
and handheld electric control. Accessories
include head support, and harness attachments.
Available for hire. Supplier(s) - Insignis Ltd

Standing Confort

This product's description can be found in
classification: Vertical standing frames; without
stand assist

Standy Electro Wing Standing Frame

Standing frame for adults. Comprises: metal
base with two front transport wheels; heel straps;

10

Standing frame with powered stand assist.
Comprises: metal frame; wooden standing
platform; four braked castors; heel straps;
adjustable knee pads; two adjustable height,
tubular grab rails; pelvic strap; handheld control
on wander lead; adjustable height, sliding and
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8.2.3. Prone standers

tilting table with front padded cutaway; power unit
with display and emergency stop button. Optional

pelvic, back and head support. Capacity: 100kg.
Overall Height: 95-124cm. Overall Length:
103cm. Overall Width: 80cm. Supplier(s) -
Rainbow Mobility

Style Stander

Standing frame with stand assist. Comprises: 'M'
shaped tubular metal base; two small double
front castors; one-piece footplate; heel and toe
straps; padded knee pad; hip bar; mechanical
assist to stand; tray with front cutout. Optional
powered assist to stand and battery for mains to
battery conversion. Accessories include: cranked
or straight thoracic support; lateral pads; head
support; foot raising boards; tilting or sliding tray;
adjustable grab rail; adjustable angle reading or
writing tray; hip bar and pads; adjustable grab
rail; elbow extensions. Capacity: 120kg; 140kg.
Overall Height: 140-200cm user. Overall
Length: 133cm. Overall Width: 80cm.
Supplier(s) - Quest 88 Ltd (M)

Vision Standing Frame

Standing frame comprising: 'H' shaped chassis
with four braked castors; wooden platform with
adjustable depth and width heel straps;
adjustable height, width, depth and angle knee
pads; handrails; adjustable height, depth and
angle work table; posterior support which can be
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folded down; power assisted lift mechanism with
pressure relieving waist belt; wireless remote
control. Accessories include: enlarged belt
system; posterior support; back support with
headrest. Capacity: 150kg. Overall Height: 80-
104cm. Overall Length: 110cm. Overall Width:
78cm. Supplier(s) - JCM Seating Solutions Ltd -
Homecraft Rolyan

Grandstand lii

Standing frame with hydraulic stand assist.
Comprises: mobile castor base; adjustable depth
and height knee pad; pull-to-place sling; quick
release upper body support belt; adjustable
depth and height chest pad; adjustable height
clear table top. Optional manually operated drive
wheels. Capacity: 113kg. Supplier(s) -
Enhancement (Agencies) Ltd - Iper Division

Oswestry Standing Frame

This product's description can be found in
classification: Vertical standing frames; without
stand assist

8.2.3. Prone standers

The equipment in this section comprises
mobile frames incorporating a board
providing whole body support, adjustable in
angle through arange of prone positions to
an almost vertical position.

Prone Standers - From £1,040

Mobile prone standing board for children and
adults. Comprises: mobile tubular metal chassis;
individually braked castors; padded wooden
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8.3.1. Standard pulpit frames; non-wheeled

board; adjustable height and angle chest pads;
adjustable height footboard and foot location
sandals. Support board adjusts from horizontal to
vertical using a crank handle. Length of the base
of the two larger sizes can be adjusted.
Accessories include: tray with suction hand
holds; adjustable padded abduction wedge; foot
wedges and additional support blocks. Internal
Width: 20-41cm; 20-41cm; 30-56¢cm between
lateral supports. Supplier(s) - Jenx Ltd

Whirl Prone Stander - From £1,350

Prone standing frame. Comprises: electric or
mechanical angle adjustment; metal frame; four
braked castors; motor unit or lever handle;
adjustable supports; foot supports; knee
supports; pelvic supports; thoracic support; tray;
bowl insert; choice of upholstery colour.
Supplier(s) - Smirthwaite

Lay Prone Standers - From £777

Adjustable angle, prone positioning board.
Comprises: wooden frame; footboard with
adjustable sandals; knee pads; abduction
pommel and body and chest support pads.
Height and width of all support pads can be
adjusted. Hip strap can be adjusted to control
pelvic rotation and asymmetry. Board is fitted
onto a rectangular base with a slot mechanism to
adjust the lying angle from six different positions,
to almost vertical. Accessories include: tray;
upholstered kneeling board and locking castor
base. Three sizes available for use progressively
by small infants and children up to adult. Folds
flat for storage and transportation. Supplier(s) -
Smirthwaite (M)

12

8.3 Non-wheeled walking

equipment

It is essential that walking equipment is
inspected regularly to maximise the safety of
the equipment. Particular attention should be
paid to the site of screws, nuts, bolts and
height adjustment mechanisms.

8.3.1. Standard pulpit frames; non-
wheeled

Standard walking or pulpit frames are
commonly known as zimmer frames and are
mostly used indoors.

They include the following features:

e rubber ferrules to prevent the frame from
slipping;

e non-folding metal frames made from
aluminium or steel;

¢ moulded plastic or foam rubber handgrips
including models with contoured
handgrips, which enable the pressure
exerted through the hands, to be spread
evenly over the palm.

The height of some models is fixed, on others
it can be adjusted.

Adjustable Height Narrow Walking Frame -
From £32

Compact walking frame. Comprises adjustable
height aluminium frame with anti-rattle collars
and plastic handgrips. Optional wheels. Three
sizes available. Capacity: 160kg. Overall
Height: 70-78cm; 81-89cm; 88-96cm. Overall
Length: 46cm. Overall Width: 59cm; 60cm;
62cm. Supplier(s) - Wardles - Allardyce
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8.3.1. Standard pulpit frames; non-wheeled

Healthcare Ltd - Physio-Med Services Ltd -
Yorkshire Care Equipment

Adjustable Frame - From £23

Adjustable height, aluminium walking frame.
Comprises: slip-resistant rubber ferrules; splayed
legs to enhance stability and moulded plastic
handgrips. Capacity: 160kg. Overall Height: 66-
73cm; 76-83cm; 86-93cm. Overall Length:
60cm. Weight: 2kg. Overall Width: 62cm.
Supplier(s) - Trulife

Adjustable Height Narrow Walking Frame -
From £31

~N—
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Adjustable height, aluminium walking frame.
Comprises four rubber ferrules and plastic or
padded handgrips. Optional wheels. Adult and
junior models available. Capacity: 160kg.
Overall Height: 70-78cm; 80-88cm; 90-98cm.
Overall Width: 65cm; 66cm; 67cm. Overall
Length: 37cm; 40cm; 42cm. Supplier(s) -
Allardyce Healthcare Ltd - Physio-Med Services

Ltd - Wardles - Yorkshire Care Equipment - Rose
Health Care

Ultra Narrow Width Adjustable Aluminium
Walking Frames - From £32

Adjustable height, aluminium walking frame.
Comprises four rubber ferrules and foam
handgrips. Optional wheeled model. Capacity:

Walking, Standing and Positioning
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159kg. Overall Width: 50cm. Overall Height:
73-80cm; 80-87cm; 87-95cm. Weight: 2kg.
Overall Supplier(s) - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life) - Physio-Med Services
Ltd - Mobility South West - London Mobility
Warehouse - EPC - Nightingale Medical &
Mobility Products - 1st Call Mobility Ltd -
Independent Living Co - Homecraft Rolyan - DCS
Joncare - Yorkshire Care Equipment - Wardles -
Sun Mobility - TPG DisableAids - Prestige
Healthcare (London) Ltd - Millercare Mobility
Specialists - Hounslow Mobility - LifeStyle Access
& Mobility - Mobility World Ltd - OPT4MOBILITY
Ltd - Aides to Living - Voluntary Association for
Surrey Disabled - Hagger Electronics -
AbilityStore at Forcetenco - All Handling
(Movability) Ltd - Euromobility Ltd

Domestic Frame - From £30

Adjustable height, aluminium walking frame.
Comprises ferrules and moulded handgrips.
Capacity: 160kg. Overall Height: 67-74cm; 77-
84cm; 87-94cm. Overall Length: 52cm. Weight:
2kg. Overall Width: 56cm. Supplier(s) -
Simplyhealth - Essentialaids.com - Nottingham
Rehab Supplies - TPG DisableAids - Care
Necessities - Upson Mobility Ltd - CF Hewerdine
Ltd - Bodys Care Centre Ltd - Yorkshire Care
Equipment

Adjustable Walking Frame - From £43

Adjustable height walking frame. Comprises four
ferrules and plastic moulded handgrips. Weight:







8.3.1. Standard pulpit frames; non-wheeled

2kg. Overall Width: 62cm. Capacity: 120kg.
Supplier(s) - Mobility South West - Homecraft
Rolyan

Lightweight Walking Frame - From £30

Adjustable height aluminium walking frame.
Comprises rubber ferrules and plastic moulded
handgrips. Optional wheeled model. Capacity:
160kg. Overall Height: 77-84cm; 87-94cm.
Overall Length: 59cm. Weight: 2kg. Overall
Width: 66cm. Supplier(s) - Morecare Mobility &
Healthcare Specialists - Roma Medical Aids Ltd -
Dorset Nursing Supplies - TPG DisableAids -
Childerhouse Medical Ltd - Essentialaids.com -
Huntleigh UK

Domestic Frame - From £23

Adjustable height, aluminium pulpit frame.
Comprises four rubber ferrules, and handgrips.
Capacity: 160kg. Overall Height: 72-82cm; 79-

89cm; 87-97cm. Overall Length: 52cm. Weight:

2kg. Overall Width: 56cm. Supplier(s) - Trulife

Lightweight Adjustable Walking Frame -
From £30

collars; plastic handgrips. Optional front wheels.
Capacity: 160kg. Overall Height: 67-75cm; 77-
85cm; 87-95cm. Overall Length: 49cm; 55¢cm;
57cm. Overall Width: 65cm; 66¢cm; 67cm.
Supplier(s) - Nightingale Medical & Mobility
Products - Allardyce Healthcare Ltd - Physio-Med
Services Ltd - Wardles - DCS Joncare - Yorkshire
Care Equipment - HCC Wales Ltd

Hospital

Ultra-narrow Frame - From £18

i JJ- _-.‘

Adjustable height aluminium walking frame.
Optional front wheels. Capacity: 160kg. Overall
Height: 76-84cm; 84-91cm; 78-85cm; 86-94cm.
Overall Length: 45cm. Weight: 2kg. Overall
Width: 49cm. Supplier(s) - OTS Ltd - Able Living
Ltd - TPG DisableAids - Essentialaids.com -
Yorkshire Care Equipment - RDK Mobility

Narrow Lightweight Walking Frame - From
£30

Adjustable height walking frame. Comprises: four
rubber ferrules; aluminium frame with anti-rattle

14
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Adjustable height, aluminium walking frame.
Comprises four rubber ferrules and contoured
handgrips. Range of heights and wheeled
models available. Capacity: 160kg. Overall
Height: 64-71cm; 74-82cm; 84-92cm. Overall
Length: 58cm. Weight: 3kg. Overall Width:
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8.3.2. Folding pulpit frames; non-wheeled

36cm. Supplier(s) - Roma Medical Aids Ltd -
Nottingham Rehab Supplies

Adjustable Walking Frame - From £31

K/ r-‘__é‘
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Walking frame available in three adjustable
height ranges. Comprises four rubber ferrules
and plastic moulded handgrips. Overall Length:
52cm. Weight: 2kg. Overall Width: 56cm.
Capacity: 159kg. Supplier(s) -
Essentialaids.com

Slimline Adjustable Frame - From £23

Adjustable height, aluminium walking frame.
Comprises: four rubber ferrules; push-button
height adjustment and plastic handgrips. Optional
front wheels. Capacity: 160kg. Overall Height:
72-82cm; 79-89cm; 87-97cm. Weight: 2kg.
Overall Width: 52cm. Supplier(s) - Homecraft
Rolyan - Trulife

Wide Base Walking Frame - From £30

Walking frame comprising: aluminium rigid frame;
height adjustment via push-buttons; handgrips.
Capacity: 160kg. Overall Height: 76-84cm; 86-
94cm. Overall Length: 58cm. Weight: 2kg.
Overall Width: 66cm. Supplier(s) - Nottingham
Rehab Supplies - Simplyhealth - CF Hewerdine
Ltd- Bodys Care Centre Ltd - Yorkshire Care
Equipment
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Rigid Walker Frame - From £39

it

Adjustable height walking frame. Comprises four
rubber ferrules and two handgrips. Optional
wheels. Overall Length: 55cm. Capacity:
120kg. Overall Width: 66cm. Overall Height:
81-91cm. Supplier(s) - AbilityStore at
Forcetenco - DCS Joncare - Able2 - Millercare
Mobility Specialists - Kinderkey Healthcare Ltd

Compact Adjustable Frame - From £23

Adjustable height, aluminium walking frame.
Comprises slip-resistant ferrules and moulded
plastic handgrips. Overall Length: 48cm.
Weight: 2kg. Overall Width: 62cm. Capacity:
160kg. Overall Height: 72-82cm; 79-89cm; 87-
97cm; 95-105cm. Supplier(s) - Trulife

Sandon Walking Frames - From £17

]
Adjustable height, aluminium walking frame.
Comprises: rubber ferrules; push-button height
adjustment and foam handgrips. Optional braked
wheels on folding model. Overall Length: 41cm;
46cm. Weight: 2kg; 3kg. Overall Width: 64cm;
58cm. Capacity: 100kg. Supplier(s) - James
Spencer and Co Ltd

8.3.2. Folding pulpit frames; non-

wheeled
|

These are very similar to the standard pulpit
or zimmer frames, but in addition they can be
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8.3.2. Folding pulpit frames; non-wheeled

stored more easily when not in use, for
example where there is limited spacein a

domestic situation, for transportation in a car,

or on public transport.

Lightweight Aluminium Folding Walking
Frame - From £30

Adjustable height, folding walking frame.
Comprises: rubber ferrules; aluminium frame;

soft touch handles; push-button folding operation.

Optional wheeled model. Accessories include
waterproof storage bag with Velcro fastening.
Overall Length: 45cm. Weight: 2kg. Overall
Width: 57cm. Capacity: 128kg. Supplier(s) -
Bin-to Ltd

Deluxe Folding Walker - From £39

Adjustable height, folding walking frame.
Comprises: four rubber ferrules; telescopic legs
with push-button height adjustment; aluminium
frame and padded handgrips. Double crossbar
for extra strength. Sides hinge in to fold for
storage. Overall Height: 81-92cm. Overall
Length: 43cm. Weight: 3kg. Overall Width:
46cm. Overall Width: 46cm. Supplier(s) - Shine
International Ltd- Morley Mobility

Folding Frame - From £40

handle attached to the top and bottom front
crossbars. Optional wheels. Three sizes
available; suppliers listed may not stock the full
range. Overall Length: 59cm. Weight: 2kg.
Overall Width: 64cm. Capacity: 100kg.
Supplier(s) - Care Necessities - Morecare
Mobility & Healthcare Specialists - Simplyhealth -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life) - Active Mobility Centre Ltd - Sun Mobility -
Yorkshire Care Equipment - Homecraft Rolyan -
Nottingham Rehab Supplies - TPG DisableAids -
Bodys Care Centre Ltd - Prestige Healthcare
(London) Ltd - Hounslow Mobility - Mobility World
Ltd - Aides to Living - Upson Mobility Ltd -
Voluntary Association for Surrey Disabled -
AbilityStore at Forcetenco - CF Hewerdine Ltd -
Essentialaids.com - All Handling (Movability) Ltd -
LifeStyle Access & Mobility

Folding Walking Frame - From £26

Adjustable height, folding walking frame.
Comprises aluminium frame and plastic handles.
Optional bag for attachment to front crossbar.
Supplier(s) - Help the Aged (Mail Order) Ltd

Alumimium Walking Frame

Adjustable height, folding walking frame.
Comprises: aluminium frame; two front
crossbars; push-button folding action; rubber
handgrips. Weight: 3kg. Capacity: 100kg.
Supplier(s) - All Handling (Movability) Ltd -
Aidmobility Ltd

Folding Adjustable Lightweight Walking

Aid- From £47

Adjustable height, folding walking frame.
Comprises aluminium frame and plastic moulded
handgrip. Folds by pulling on string with a ball
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Adjustable height, folding walking frame.
Comprises: vacuum based rubber ferrules;
aluminium hinged frame and padded handgrips.
Overall Length: 45cm. Overall Width: 55cm.
Capacity: 125kg. Overall height:78-90cm.
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8.3.2. Folding pulpit frames; non-wheeled

Supplier(s) - Nightingale Medical & Mobility
Products - Allardyce Healthcare Ltd - DCS
Joncare- Yorkshire Care Equipment - Wardles -
British Red Cross Independent Living Products -
Physio-Med Services Ltd

Economy Folding Walker - From £35

"

Adjustable height, folding walking frame.
Comprises four rubber ferrules and two front
crossbars with push-button folding action.
Overall Length: 41cm. Weight: 3kg. Overall
Width: 53cm. Capacity: 115kg. Supplier(s) -
Shine International Ltd - Morley Mobility

Folding Walker - From £35

-
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Folding walking frame. Comprises: rubber
ferrules; adjustable height frame; plastic
handgrips. Overall Length: 46cm. Weight: 3kg.
Overall Width: 56cm. Capacity: 178kg.
Supplier(s) - Aquasoothe Ltd - Morley Mobility -
All Handling (Movability) Ltd

Deluxe Folding Walker Adult - From £43

Adjustable height, folding walking frame.
Comprises: aluminium frame; four rubber
ferrules; comfort foam or plastic handgrips; push-
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button fold facility. Range of colours available.
Optional fixed wheels or castors. Overall
Length: 38cm. Weight: 2kg. Overall Width:
48cm. Capacity: 120kg. Supplier(s) -
AbilityStore at Forcetenco - DCS Joncare - Able2-
RDK Mobility - Kinderkey Healthcare Ltd

Red Dot Folding Walking Frame - From £27

Folding walking frame. Comprises: rubber
ferrules; adjustable height aluminium frame with
push-tab folding mechanism; moulded handgrips.
Optional front wheels. Capacity: 160kg. Overall
height: 69-87cm; 83-100cm. Overall Length:
45cm. Weight: 3kg. Overall Width: 61cm.
Supplier(s) - OTS Ltd - Care Necessities - TPG
DisableAids - Upson Mobility Ltd -
Essentialaids.com

Deluxe Folding Walkers - From £43

Aluminium folding pulpit frame with four rubber
ferrules, crossbar and handgrips. Choice of
colour and range of heights available. Overall
Length: 46cm. Weight: 2kg. Overall Width:
51cm. Capacity: 136kg. Supplier(s) - Byw
Bywyd (Living Life) - DCS Joncare - Nightingale
Medical & Mobility Products - 1st Call Mobility Ltd
- Independent Living Co - Homecraft Rolyan (M) -
EPC - London Mobility Warehouse - Yorkshire
Care Equipment - Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - RDK Mobility -
Hounslow Mobility - Mobility World Ltd -
OPT4MOBILITY Ltd - Aides to Living - Voluntary
Association for Surrey Disabled - Hagger
Electronics - AbilityStore at Forcetenco - All
Handling (Movability) Ltd - Euromobility Ltd







8.3.2. Folding pulpit frames; non-wheeled

Keep Able Folding Walking Frame - From 41cm. Capacity: 120kg. Supplier(s) -
£37 AbilityStore at Forcetenco - DCS Joncare - RDK
Mobility

*NEW* Mobility Care Folding Travel
Walker- From £36

Adjustable height, folding walking frame.
Comprises: rubber ferrules; three crossbars;
handgrips. Overall Length: 40cm. Overall
Width: 49cm. Capacity: 114kg. Supplier(s) - .
Mobilis Healthcare Group Adjustable height aluminium walking frame with

lever operated folding mechanism. Overall
*NEW* Walking Frame - From £35 Length: 11cm folded. Weight: 3kg. Capacity:

136kg. Supplier(s) - Nottingham Rehab Supplies

*NEW* Mobility Care Lever Folding Walker-

i"‘ : l From £30

. r F - ]
Folding walking frame. Comprises: rubber \ N
ferrules; aluminium construction; adjustable \ ®
height legs; plastic handgrips. Hinged sides fold

in for storage and transportation. Weight: 3kg.

Capacity: 178kg. Supplier(s) - Chums Ltd Aluminium frame with lever operated folding

mechanism. Weight: 3kg. Capacity: 136kg.

Two Touch Folding Walker - From £44 Supplier(s) - Nottingham Rehab Supplies

Tuxford Push Button Walker - From £27

L
] -
Adjustable height, folding walking frame. o .
Comprises: four rubber ferrules; metal frame; ]
padded handgrips and dual folding mechanism. Adjustable height, folding pulpit frame.
Two sizes available. Optional wheels. Overall Comoprises: aluminium frame; folding mechanism
Length: 36cm. Weight: 3kg. Overall Width: operated by lever handles; rubber handgrips.
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8.3.3. Pulpit frames; non wheeled for bariatric use

Optional wheels. Overall Length: 51cm; 58cm.
Weight: 3kg; 4kg. Overall Width: 60cm; 61cm.
Capacity: 100kg. Supplier(s) - James Spencer
and Co Ltd

Folding Lightweight Walking Frame - From
£47

Adjustable height, folding walking frame.
Comprises: aluminium frame; two front crossbars
and foam handgrips. Optional wheeled model.
Overall Length: 45cm. Weight: 2kg. Overall
Width: 61cm. Capacity: 135kg. Supplier(s) -
Morecare Mobility & Healthcare Specialists -
Roma Medical Aids Ltd - Rose Health Care

8.3.3. Pulpit frames; non wheeled for

bariatric use
|

Equipment in this section has a user capacity
of 190kg and above.

Bariatric Walker - From £194

Folding walking frame suitable for bariatric use.
Comprises: rubber ferrules; reinforced steel
frame; dual safety release pins for folding
mechanism; front and side bars; adjustable
height legs. Capacity: 227kg. Overall height:76-
101cm. Overall Length: 49cm. Weight: 4kg.
Overall Width: 52cm. Supplier(s) - Bartram
Associates Ltd (Bartram Mobility) -
Essentialaids.com - Homecraft Rolyan -
Alphamarque Associates Ltd
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*NEW* Bariatric Duty Folding Walking
Frame- From £85

I

Folding extra wide frame. Optional wheels.
Supplier(s) - Nottingham Rehab Supplies

Bariatric Walking Frame - From £150

Aluminium walking frame. Comprises: rubber
ferrules; adjustable height legs and cushioned
handgrips. Capacity: 318kg. Overall Height: 85-
92cm. Overall Length: 54cm. Overall Width:
62cm. Internal Width: 56cm. Supplier(s) -
Nightingale Care Beds Ltd

46 Stone Walking Frame

7]
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Walking frame suitable for bariatric use.
Comprises adjustable height folding frame and
moulded handgrips. Optional front wheels and
folding model. Hire service available. Overall
Height: 76-92cm. Overall Width: 52cm.
Capacity: 300kg. Supplier(s) - Poshchair
Medical Ltd - Bartram Associates Ltd (Bartram
Mobility)
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8.3.3. Pulpit frames; non wheeled for bariatric use

Heavy Duty Extra Wide Walking Frame -
From £249

Adjustable height pulpit frame for bariatric use.
Comprises: four rubber ferrules; heavy duty

metal frame; single crossbar; telescopic legs and

padded handgrips. Tall model comprises double
crossbar. Hire service available. Capacity:
300kg. Supplier(s) - Benmor Medical Ltd

Folding Bariatric Walking Frame - From
£227

Bariatric walking frame. Comprises: ferrules;

folding, adjustable height metal frame; handgrips.

Capacity: 200kg. Overall Height: 76-101cm.

Weight: 3kg. Overall Width: 71cm. Supplier(s)-

Homecraft Rolyan

Folding Bariatric Walker

Folding bariatric walking frame. Comprises: four
rubber ferrules; metal frame; padded handles;
adjustable height and folding mechanism.
Optional double front wheels. Capacity: 330kg;
286kg with wheels. Overall Height: 80-102cm.
Weight: 3kg 4kg. Overall Width: 74cm.
Supplier(s) - Aldersley Battery Chairs Ltd

Bariatric Walking Frames

== _ e
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Adjustable height, pulpit frame for bariatric use.
Comprises: four rubber ferrules; telescopic legs;

20

heavy duty metal frame; double front crossbars
and padded handgrips. Supplier(s) - Huntleigh
UK

*NEW* Heavy Duty Frame

Pulpit frame suitable for bariatric use. Comprises:
reinforced steel frame; rubber ferrules and
moulded handgrips. Capacity: 220kg. Overall
Height: 79-89cm; 87-97cm; 80-88cm; 88-98cm.
Overall Length: 42cm. Overall Width: 70cm.
Supplier(s) - Trulife (M)

Heavy Duty Walking Frame - From £64

<™

Adjustable height pulpit frame for bariatric use.
Comprises: four rubber ferrules; chrome plated
steel frame; telescopic legs and plastic
handgrips. Capacity: 318kg. Overall Height: 80-
93cm. Overall Length: 51cm. Weight: 2kg.
Overall Width: 77cm. Supplier(s) - Roma
Medical Aids Ltd - Huntleigh UK

Non-folding Bariatric Walker - From £225

Bariatric walking frame. Comprises: four rubber
ferrules; adjustable height metal frame; padded
handles. Optional front wheels. Capacity: 381kg;
225kg with wheels. Overall Height: 84-91cm.
Overall Width: 56cm. Supplier(s) - Aldersley
Battery Chairs Ltd
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8.3.4. Pulpit frames with non-standard features; non-wheeled

8.3.4. Pulpit frames with non-
standard features; non-wheeled

This section includes pulpit frames with non-
standard features for example 'stepped’
handles, designed to assist the user from a
sitting to standing position.

*NEW* Mobility Care Folding Walker - From

£28
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Walking frame with non-standard design
comprising: large rubber ferrules on four-point
base; adjustable height folding frame; moulded
plastic handles; paddle lever release of folding
mechanism. Overall Height: 82-92cm.
Capacity: 136kg. Overall Length: 12cm folded.
Weight: 3kg. Supplier(s) - Nottingham Rehab
Supplies

Hi Riser Folding Frame - From £29

P BT

Pulpit frame, contoured to provide stepped
handles and designed to assist user from sitting
to standing position. Hands can then be
transferred to higher handles for user to walk with
frame. Comprises: adjustable height aluminium
frame; four rubber ferrules; push-button folding
mechanism which releases hinged sides to fold
inwards; padded handgrips. No lower front bar
enables frame to double as a WC surround frame
on some WCs. Choice of colour available.
Overall Length: 51cm. Overall Height: 79-
93cm. Weight: 3kg. Overall Width: 48cm.
Capacity: 120kg. Supplier(s) - AbilityStore at
Forcetenco - Morecare Mobility & Healthcare
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Specialists - Mobility South West -
Essentialaids.com - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life) - Nightingale Medical &
Mobility Products - OPT4MOBILITY Ltd -
Independent Living Co - DCS Joncare - Able2 -
1st Call Mobility Ltd - EPC - London Mobility
Warehouse - Yorkshire Care Equipment - Shine
International Ltd - Homecraft Rolyan (M) - Sun
Mobility - TPG DisableAids - Prestige Healthcare
(London) Ltd - Millercare Mobility Specialists -
Hounslow Mobility - Mobility World Ltd - Aides to
Living - Voluntary Association for Surrey
Disabled- Hagger Electronics - Nottingham
Rehab Supplies - All Handling (Movability) Ltd -
Kinderkey Healthcare Ltd - Euromobility Ltd

*NEW* Swan Adjustable Folding Walking
Frame - From £50

Aluminium pulpit frame comprising an adjustable
height folding frame with lever release
mechanism and stepped design with four
handgrips. Overall Length: 48cm. Weight: 3kg.
Overall Height: 99cm. Overall Width: 51cm.
Capacity: . Supplier(s) - RDK Mobility

8.3.5. Triangular frames; non-
wheeled

This section includes walking frames with
three points of contact with the ground. They
are more compact than standard pulpit
frames but provide less stability. They all
hinge at the front enabling the sides to fold
together. To secure in the open position,
some have a bracing bar which needs to be
slotted into a small hole on the frame, others
have a catch. Both methods may be difficult
for some users to operate but are essential
for safety. If the frame is not properly secured
it may result in the collapse of the frame.

As with all frames, it is essential that
triangular frames are inspected regularly.
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8.3.6. Forearm walkers; non-wheeled

Adjustable Height Triangular Folding
Walking Aid - From £45

Compact Trough Frame - From £102

o
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Triangular, folding walking frame. Comprises:
rubber ferrules; aluminium telescopic legs with
push-button height adjustment; chrome plated
steel hinges and plastic handgrips. Overall
Length: 43cm. Capacity: 125kg. Overall
Height: 88-97cm. Overall Width: 58cm.
Supplier(s) - Allardyce Healthcare Ltd - Wardles-
DCS Joncare- Yorkshire Care Equipment -

Helpful Hand - Rose Health Care - Physio-Med
Services Ltd

8.3.6. Forearm walkers; non-wheeled

Forearm troughs or gutters and vertical
handgrips allow users to bear weight through
their forearms rather than their hands.
Adjustment of the angle of the troughs and

handgrips assists the user in achieving the
most comfortable position.

Adjustable Trough Walker - From £197

¥\
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Adjustable height pulpit frame with two padded
forearm troughs. Comprises: four rubber ferrules;
telescopic legs with push-button height
adjustment; sheepskin-lined troughs with Velcro
securing straps and adjustable height and angle
handgrips. Overall Height: 83-93cm; 98-108cm.
Overall Width: 58cm. Capacity: 160kg. Weight:
3kg. Supplier(s) - Homecraft Rolyan
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Adjustable height pulpit frame with two padded
forearm troughs. Comprises: four rubber ferrules;
telescopic legs with push-button height
adjustment; sheepskin-lined troughs with Velcro
securing straps and adjustable height and angle
handgrips. Overall Height: 83-93cm; 98-108cm.
Overall Length: 44cm. Overall Width: 62cm.
Capacity: 160kg. Weight: 3kg. Supplier(s) -
Trulife

8.3.7. Reciprocal frames

The frames in this section are hinged so that
the sides can be alternately placed forwards

with each step. They will go through tighter
spaces than standard frames.

The advice of a Physiotherapist, or where
appropriate, a registered Orthotist, should be
sought when considering this equipment.

*NEW* Mobility Care Folding Reciprocal
Walker - From £29

-
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Reciprocal walker comprising aluminium frame
with push-button folding mechanism. Overall
Height: 76-95cm. Capacity: 136kg. Supplier(s)-
Nottingham Rehab Supplies
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8.3.8. Swivel walkers and accessories

Reciprocal Folding Walking Aid - From £50

hal
]

Adjustable height, folding, reciprocal walking
frame. Comprises: four rubber ferrules;
telescopic legs with push-button height
adjustment; aluminium frame and padded
handgrips. Double 'H' bar for extra strength.
Sides hinge in to fold for storage. Overall
Height: 78-91cm. Overall Length: 47cm.
Overall Width: 55cm. Capacity: 125kg.
Supplier(s) - Physio-Med Services Ltd - DCS
Joncare - Yorkshire Care Equipment - Wardles

Reciprocal Walker - From £45

Adjustable height, reciprocal walking frame.
Comprises: four rubber ferrules; telescopic legs
with push-button height adjustment; aluminium
frame and padded handgrips. Folds flat for
storage. Overall Height: 81-91cm. Capacity:
120kg. Supplier(s) - Essentialaids.com - London
Mobility Warehouse - Nightingale Medical &
Mobility Products - Yorkshire Care Equipment -
OPT4MOBILITY Ltd - Homecraft Rolyan -
Allardyce Healthcare Ltd

Fixed Reciprocal Walkers

Reciprocal walking frame. Comprises: four
rubber ferrules; plastic moulded handgrips;
adjustable height aluminium frame which can be
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used as a reciprocal frame when lock is released,
or as a rigid frame when secured. Capacity:
191kg. Overall Height: 74-92cm. Overall
Length: 52cm. Overall Width: 57cm.
Supplier(s) - Wheelchair Corporation Ltd

Folding Reciprocal Lightweight Walking
Frame - From £50

— |
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Adjustable height, folding, reciprocal walking
frame. Comprises: four rubber ferrules;
telescopic legs with push-button height
adjustment; aluminium frame and padded
handgrips. Double 'H' bar for extra strength.
Sides hinge in to fold for storage. Overall
Height: 81-91cm. Overall Length: 45cm.
Overall Width: 50cm. Capacity: 135kg.
Supplier(s) - Helpful Hand - Morecare Mobility &
Healthcare Specialists - Active Mobility Centre
Ltd - Roma Medical Aids Ltd

8.3.8. Swivel walkers and

accessories
|

The walkers in this section form an external
skeleton that support the user with a flaccid
paralysis to facilitate upright mobility. Once
in position, the user propels the frame
forward by movement of the upper body.

The advice of a Physiotherapist or, where
appropriate, a registered Orthotist should be
sought when considering this equipment.

Orlau Vcg Muscular Dystrophy Swivel
Walker

Swivel walker designed specifically for users with
muscular dystrophy. Comprises: aluminium
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8.4.1. Wheeled pulpit frames

frame; padded chest belt; adjustable sacral band;
sheepskin knee pads; footstraps and adjustable
secondary base unit to fine tune the centre of
gravity according to individual requirements.
Accessories include handgrips and arm troughs.
Assessment and fitting should be carried out by a
registered orthotist. Internal Height: 90-140cm
floor to axilla. Supplier(s) - BML Manufacturing
Ltd

Orlau Adult Swivel Walker And Standing
Frame

Swivel walker propelled forward by user's upper
body movement. Comprises: rigid aluminium
frame; swivelling footplate and fastenings at the
feet, knees and chest. Assessment and fitting
should be carried out by a registered orthotist.
Removal of swivelling footplate enables use as a
standing frame. Internal Height: 65-105cm; 90-
150cm floor to axilla. Supplier(s) - BML
Manufacturing Ltd

*NEW* Parapodium - From £2,500

[
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Swivel walker. Comprises: platform and runners;
stabilisation rods; knee supports; chest support;
lateral arm supports and safety supports. Five
sizes available. Accessories include: back belt;
footstrap; wrist holders; thoracic belt support;
head support and tray with regulated height and
angle tilt. Capacity: 95kg. Overall Height: 85-

105¢cm min; 181-200cm max. Supplier(s) - Amilly

International Ltd
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8.4 Wheeled walking

equipment

Wheeled walking equipment may be useful
for people who find it difficult to use a
traditional frame as they provide a more
continuous walking pattern. Some wheeled
walking equipment may have a braking
system incorporated.

The different styles of brake include:

e pressure brakes which are operated by
downward pressure on the frame;

e cable brakes which are similar to bicycle
brakes and require a squeeze action to
operate them. Simultaneous use of both
hands is necessary;

e locking brakes enable users to lock their
brakes in the ‘on’ position so that they do
not have to maintain their grip. This safety
feature is essential when using a walking
device which incorporates a seat.

It is essential that walking devices are
inspected regularly to maximise the safety of
the equipment. Particular attention should be
paid to the site of screws, nuts, bolts and
height adjustment mechanisms. Wheels and
castors should be checked to ensure they
move freely.

8.4.1. Wheeled pulpit frames

These frames are basically the same as
standard pulpit frames but instead of ferrules
they have small wheels on the front legs. It
may be possible to exchange the ferrules on
a non-mobile frame for wheeled extensions.
The small wheels make them more suitable
for indoor use, but as the wheels do not
swivel, the frame can be difficult to
manoeuvre. Some frames fold for storage and
transportation.

Adjustable Height Walking Frame

Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;

Walking, Standing and Positioning
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8.4.1. Wheeled pulpit frames

telescopic legs; plastic moulded handgrip.
Weight: 3kg. Overall Width: 52cm. Capacity:
125kg. Supplier(s) - Yorkshire Care Equipment

Adjustable Wheeled Walking Frame - From
£33

_ % -

Adjustable height, aluminium walking frame.
Comprises: two rear ferrules; two front wheels;
plastic handgrips and spring-loaded catches to
adjust the height. Three sizes available.
Capacity: 160kg. Overall Height: 64-72cm; 74-
82cm; 84-92cm. Weight: 2kg. Overall Width:
60cm. Supplier(s) - DCS Joncare - Independent
Living Co - Active Mobility Centre Ltd - British
Red Cross Independent Living Products -
Homecraft Rolyan - Helpful Hand - Prestige
Healthcare (London) Ltd - OPT4MOBILITY Ltd

Domestic Frame With Wheels - From £36

P
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Adjustable height, aluminium walking frame.
Comprises: front wheels; rear ferrules and
moulded handgrips. Capacity: 160kg. Overall
Height: 70-77cm; 78-86¢cm; 89-96¢cm. Overall
Length: 52cm. Weight: 2kg. Overall Width:
56cm. Supplier(s) - Essentialaids.com - TPG
DisableAids - Upson Mobility Ltd

Deluxe Folding Walker Adult
This product's description can be found in
classification: Folding pulpit frames; non-wheeled
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Compact Wheeled Frame - From £29

Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs and plastic moulded handgrip.
Capacity: 160kg. Overall Height: 73-83cm; 80-
90cm; 88-98cm; 95-105cm. Overall Length:
50cm. Weight: 2kg. Overall Width: 62cm.
Supplier(s) - Trulife

Adjustable Height Narrow Walking Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Adjustable Height Narrow Walking Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Domestic Wheeled Frame - From £29

Adjustable height wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs and plastic moulded handgrip.
Capacity: 160kg. Overall Height: 73-83cm; 80-

90cm; 88-98cm. Overall Length: 54cm. Weight:

2kg. Overall Width: 58cm. Supplier(s) - Trulife

*NEW* Economy Wheeled Walking Frame -
From £51

Folding pulpit frame with two front wheels,
moulded plastic handgrips and ball operated
folding mechanism. Capacity: 136kg. Weight:
3kg. Overall Width: 65cm. Supplier(s) -
Homecraft Rolyan - London Mobility Warehouse -
Sun Mobility - Mobility World Ltd - Hagger
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8.4.1. Wheeled pulpit frames

Electronics - AbilityStore at Forcetenco - DCS
Joncare - TPG DisableAids - 1st Call Mobility Ltd-
Euromobility Ltd - Yorkshire Care Equipment

Red Dot Folding Walking Frame

This product's description can be found in
classification: Folding pulpit frames; non-wheeled

Folding Frame

This product's description can be found in
classification: Folding pulpit frames; non-wheeled

Folding Frame With Wheels - From £49

Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs; plastic moulded handgrips. Folds
for storage and transportation. Three sizes
available; suppliers listed may not stock the full
range. Overall Length: 59cm. Weight: 2kg.
Overall Width: 64cm. Capacity: 125kg.
Supplier(s) - Nightingale Medical & Mobility
Products - OPT4MOBILITY Ltd - Independent
Living Co - DCS Joncare - Homecraft Rolyan -
EPC- Able Living Ltd - Helpful Hand - TPG
DisableAids - Millercare Mobility Specialists -
Upson Mobility Ltd - Essentialaids.com - Care
Necessities

Slimline Adjustable Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Rigid Walker Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Folding Lightweight Walking Frame

This product's description can be found in
classification: Folding pulpit frames; non-wheeled
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Lightweight Aluminium Folding Walking
Frame

This product's description can be found in
classification: Folding pulpit frames; non-wheeled

Narrow Lightweight Walking Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Lightweight Adjustable Walking Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Lightweight Walking Frame With Fixed
Front Castor - From £34

é .
v

Adjustable height, wheeled pulpit frame.
Comprises: two front wheels; two rear ferrules;
telescopic legs and plastic moulded handgrip.
Three sizes available. Capacity: 160kg. Overall
Height: 78-86cm; 89-96¢cm. Overall Length:
59cm. Weight: 2kg. Overall Width: 66cm.
Supplier(s) - Morecare Mobility & Healthcare
Specialists - Roma Medical Aids Ltd - Dorset
Nursing Supplies - TPG DisableAids -
Essentialaids.com - Huntleigh UK

Tuxford Push Button Walker

This product's description can be found in
classification: Folding pulpit frames; non-wheeled

Zodiac Folding Walker - From £20

Mobile walking frame. Comprises: aluminium
frame with push-button folding mechanism; two
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8.4.2. Wheeled pulpit frames for bariatric use

rear ferrules; two front wheels; plastic handles.
Supplier(s) - Smitcare

Two Touch Folding Walker

This product's description can be found in
classification: Folding pulpit frames; non-wheeled

Wheeled Adjustable Walking Frame - From
£32

Adjustable height, wheeled pulpit frame.
Comprises: front wheels; rear ferrules; telescopic
legs and plastic moulded handgrip. Three sizes
available. Overall Length: 56cm. Overall Width:
53cm; 58cm. Capacity: 159kg. Supplier(s)
Mobilis Healthcare Group - OPT4AMOBILITY Ltd

Wheeled Walking Frame - From £56

Wheeled pulpit frame. Comprises adjustable
height aluminium frame with slip-resistant
ferrules and two front wheels. Capacity: 160kg.
Supplier(s) - Help the Aged (Mail Order) Ltd

Lightweight Walking Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Ultra Narrow Width Adjustable Aluminium
Walking Frames

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

Sandon Walking Frames

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled
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Wide Base Walking Frame With Wheels -
From £36
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Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs and plastic moulded handgrip.
Optional net bag. Overall Length: 56cm.
Weight: 2kg. Overall Width: 67cm. Capacity:
125kg. Supplier(s) - Simplyhealth - Yorkshire
Care Equipment - Nottingham Rehab Supplies -
CF Hewerdine Ltd - British Red Cross
Independent Living Products - Bodys Care
Centre Ltd

Ultra-narrow Frame

This product's description can be found in
classification: Standard pulpit frames; non-
wheeled

8.4.2. Wheeled pulpit frames for

bariatric use
|

Heavy duty frames for long term use and/or
for those requiring a user weight capacity of
190kg or more. Some models may be made-
to-measure.

2 Wheeled Walker - From £511

v

Y
. L
Walking frame for bariatric use. Comprises
adjustable height, non-folding frame and plastic
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8.4.3. Rollators with two front wheels

handles. Supplied as standard with wheels which
can be removed. Capacity: 222kg wheeled;
318kg non-wheeled. Overall Height: 84-92cm.
Overall Width: 64cm. Supplier(s) - Sidhil Ltd

Bariatric Wheeled Walking Frame - From
£1,007

Bariatric walking frame. Comprises: adjustable
height, heavy duty frame with triple side bars and
double crossbars; two large front castors; two
rear ferrules; handgrips. Folds for storage and

transportation. Capacity: 325kg. Overall Height:

78-101cm. Overall Width: 76cm. Supplier(s) -
Homecraft Rolyan

Non-folding Bariatric Walker

This product's description can be found in
classification: Pulpit frames; non wheeled for
bariatric use

Folding Bariatric Walker

This product's description can be found in
classification: Pulpit frames; non wheeled for
bariatric use

Folding Walker With Seat - From £62

A

Heavy duty, adjustable height, wheeled pulpit
frame. Comprises: front wheels; rear ferrules;
telescopic legs; moulded handgrips; fold up
padded seat and backrest bar. Sides hinge in to
fold. Capacity: 227kg. Overall Width: 54cm.
Supplier(s) - Allardyce Healthcare Ltd

28

Hospital Wheeled Frame - From £29

Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs and plastic moulded handgrip.
Three sizes available. Supplier(s) - Trulife

Bariatric Duty Folding Walking Frame

This product's description can be found in
classification: Pulpit frames; non wheeled for
bariatric use

46 Stone Walking Frame

This product's description can be found in
classification: Pulpit frames; non wheeled for
bariatric use

Slimline Wheeled Frame - From £29

Adjustable height, wheeled pulpit frame.
Comprises: front wheels and rear ferrules;
telescopic legs and plastic moulded handgrip.
Supplier(s) - Trulife

8.4.3. Rollators with two front wheels
|

Most two-wheeled rollators have two non-
swivel wheels at the front and ferrules at the
rear; some have castors at the front. They
have a non-pulpit style frame with individual
push handles. The height of the push handles
can usually be adjusted. Frames with fixed
front wheels make it more difficult to
manoeuvre. Accessories including wire
baskets, may be available.

Robin Lightweight Walker-rollator - From
£40

Folding rollator. Comprises: two double front
wheels; two rear legs with rubber ferrules;
adjustable height metal frame; fold up cushioned
seat; foam handles. Frame includes padded
tubular bar which acts as backrest when seat is
in use. Weight: 4kg. Overall Width: 62cm.
Capacity: 114kg. Overall Length: 52cm.
Supplier(s) - RDK Mobility
Walking, Standing and Positioning
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8.4.3. Rollators with two front wheels

Adjustable Folding Walker - From £85 *NEW* Air Two-wheeled Rollator - From
£89
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Folding, adjustable height, indoor rollator. Rollator comprising: aluminium folding frame;
Comprises: front wheels; rear ferrules; tubular fixed position double front wheels; adjustable
steel frame; adjustable height handles; plastic height individual push handles with moulded
moulded handgrips. Folds flat for storage. plastic handgrips. Free standing when folded.
Optional wire basket which hooks onto front of Range of colours available. Overall Length:
frame. Overall Length: 62cm. Weight: 4kg. 56cm. Weight: 2kg. Overall Width: 50cm.
Overall Width: 51cm; 56cm. Capacity: 125kg. Capacity: . Supplier(s) - Homecraft Rolyan
Supplier(s) - Active Mobility Centre Ltd - DCS
Joncare - Yorkshire Care Equipment - Physio- Folding Rollator - From £95
Med Services Ltd
A-frame
A
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Folding, adjustable height, indoor rollator.

Comprises: front wheels; rear ferrules; tubular

chromium plated steel frame; adjustable height
Folding rollator. Comprises: front, double, fixed handles; plastic moulded handgrips. Folds flat for
wheels; rear ferrules; tubular steel frame; plastic storage. Overall Length: 69cm. Overall Width:
moulded handgrips; padded back support; fold 54cm. Capacity: 125kg. Supplier(s) - Roma
down seat; nylon folding carry bag. Folds flat for Medical Aids Ltd
storage. Options include: footrest; conversion for
one-handed use; forearm attachment; adjustable *NEW* Ara-c Two-wheeled Rollator - From
height version. Accessories include: tray; £94

shopping bag; stick holder. Range of frame
colours available. Supplied fully assembled. Can
be made-to-measure. Weight: 5kg. Overall
Width: 57cm; 62cm; 67cm. Overall Length:
47cm. Capacity: 200kg. Supplier(s) - Uniscan
Ltd (M)

2 Wheeled Walker

This product's description can be found in
classification: Wheeled pulpit frames for bariatric

HSE Two-wheeled rollator comprising: fixed position,
double front wheels; folding frame; moulded
plastic seat; adjustable height individual push
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8.4.4. Rollators with four wheels and accessories

handles. Range of colours available. Capacity:
150kg. Weight: 3kg. Overall Width: 58cm.
Overall Length: 68cm. Supplier(s) - Homecraft
Rolyan

*NEW* Car Two-wheeled Rollator - From
£79

Supplier(s) - Yorkshire Care Equipment -
Simplyhealth

Two Wheeled Rollator - From £76

Rollator comprising: aluminium folding frame; two
front wheels; rear ferrules and adjustable height,
plastic moulded handles and fittings available in
a range of colours. Weight: 2kg. Overall Width:
51cm. Overall Length: 56cm. Capacity: 125kg.
Supplier(s) - Homecraft Rolyan

*NEW* Mobility Care Two Wheeled
Rollator- From £28
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Folding, adjustable height, indoor rollator.
Comprises: front wheels; rear ferrules; tubular
steel frame; adjustable height handles; plastic
moulded handgrips. Folds flat for storage.
Capacity: 100kg. Weight: 5kg. Overall Width:
53cm. Supplier(s) - Essentialaids.com -
Homecraft Rolyan

Walker

Two-wheeled rollator comprising folding steel
frame with adjustable height individual handles,
two rear rubber ferrules and padded seat. Choice
of frame colour available. Capacity: 136kg.
Overall Length: 64cm. Weight: 5kg. Overall
Width: 62cm. Supplier(s) - Nottingham Rehab
Supplies

Indoor Rollator Walking Aid - From £77

Folding, adjustable height rollator. Comprises:
front wheels; rear ferrules; telescopic legs; soft
handgrips; fold up padded seat and padded
backrest bar. Capacity: 100kg. Overall Length:
57-65cm. Weight: 4kg. Overall Width: 60cm.
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Folding adjustable height rollator. Comprises:
front wheels; rear ferrules; telescopic legs; fold
up seat; fabric sling between handles acts as a
backrest with an integral pouch at the front for
small items; padded handgrips. Folds for storage
and transportation. Supplier(s) - Remarka
Enterprises

8.4.4. Rollators with four wheels and
accessories

Most four-wheeled rollators have two castors
at the front and two fixed direction rear
wheels. They have a non-pulpit style frame
with individual push handles. The handles
and/or seat may be adjustable in height.

Active Rollator - From £198

Four-wheeled rollator. Comprises: rear wheels;
front castors; folding frame; rear tipping lever;
adjustable seat height with detachable bag
below; adjustable height handles; locking hand
levers; cable brakes. Weight: 9kg. Capacity:
125kg. Supplier(s) - Nightingale Medical &
Mobility Products - Sun Mobility - Millercare
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8.4.4. Rollators with four wheels and accessories

Mobility Specialists - LifeStyle Access & Mobility -
Aides to Living - Voluntary Association for Surrey

54cm. Capacity: 114kg. Supplier(s) -
Nightingale Medical & Mobility Products -

Disabled - Byw Bywyd (Living Life) Alphamarque Associates Ltd - AbilityStore at
Forcetenco - Byw Bywyd (Living Life) - DCS

Adult Folding Walker With Seat Joncare - Independent Living Co - Homecraft

Rolyan - Wardles - Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - LifeStyle Access
& Mobility - Hounslow Mobility - Mobility World
Ltd - EPC - OPT4MOBILITY Ltd - Aides to Living-
Voluntary Association for Surrey Disabled -
Allardyce Healthcare Ltd - All Handling
(Movability) Ltd - Aidmobility Ltd

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; padded
seat; padded tubular backrest; shopping bag.
Frame folds for storage and transportation.
Optional solid or pneumatic tyres. Overall

Length: 72cm. Weight: 4kg. Overall Width: Aluminium Rollator - From £95

62cm. Capacity: 125kg. Supplier(s) - Yorkshire
Care Equipment

*NEW* Airgo Navigator - From £149

Folding rollator suitable for outdoor use.
Comprises: two front castors; two rear wheels;
adjustable height handles; rubber handgrips;
cable brakes; padded seat; back support and
removable basket. Frame folds for storage and
transportation. Weight: 6kg. Overall Width:
60cm. Overall Length: 58cm. Capacity: 114kg.
Supplier(s) - AbilityStore at Forcetenco - DCS
Joncare - All Handling (Movability) Ltd - Yorkshire
Care Equipment - Able2 - Shine International Ltd-
Millercare Mobility Specialists - Kinderkey
Healthcare Ltd

Four-wheeled rollator which also doubles as a
transport chair. Comprises: two rear wheels with
locking cable brakes; two front castors;
detachable swing away footplates; seat with lap
belt; under seat bag; padded tubular armrests
and backrest; adjustable individual push handles.
Folds for storage and transportation. Capacity:
113kg. Supplier(s) - Pride Mobility Products Ltd -
Pro Rider Mobility Ltd

Aluminium Rollator With Height Adjustable

Seat - From £100 *NEW* Homecraft Four-wheeled Rollator -

From £95

Folding rollator. Comprises: two front castors;
two rear wheels; telescopic legs; padded
handgrips; locking cable brakes; independently
adjustable height seat; backrest; shopping
basket. Frame folds for storage and
transportation. Weight: 7kg. Overall Width:
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Four-wheeled rollator comprising: rear double
wheels; front castors; folding aluminium frame;
adjustable height individual push handles;
padded seat with zipped pocket underneath;







8.4.4. Rollators with four wheels and accessories

shopping basket; padded bar backrest. Optional
loop or pressure brakes. Capacity: 160kg.
Overall Width: 62cm. Weight: 7kg. Overall
Height: 77-88cm. Supplier(s) - Homecraft
Rolyan - London Mobility Warehouse - Sun

Mobility - Mobility World Ltd - Hagger Electronics-

AbilityStore at Forcetenco - DCS Joncare - TPG
DisableAids - 1st Call Mobility Ltd - Euromobility
Ltd - Yorkshire Care Equipment

Aluminium Rollator - From £95

Cadet Rollator - From £124

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
rubber handgrips; cable brakes; padded seat;

shaped padded back support; removable basket.

Frame folds for storage and transportation.
Weight: 7kg. Overall Width: 63cm. Capacity:
114kg. Supplier(s) - AbilityStore at Forcetenco -
DCS Joncare - Able2 - RDK Mobility - Millercare
Mobility Specialists - Kinderkey Healthcare Ltd

Budget Rollator - From £90

Folding rollator. Comprises: two double front
castors; two double rear wheels; adjustable
height handles; textured handgrips; pressure
brakes; padded fold down vinyl seat. Locks
together when folded for storage and
transportation. Optional locking cable brakes and
choice of frame colour. Accessories include
shopping caddy and cover, and walking stick
holder. Overall Length: 56cm. Weight: 4kg.
Overall Width: 59cm. Capacity: 127kg.
Supplier(s) - Wardles - Allardyce Healthcare Ltd-
Smitcare - Able Living Ltd - Uniscan Ltd -
Prestige Healthcare (London) Ltd

Rolling Walkers - From £100

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; padded
seat; detachable basket; removable tray. Frame
folds for storage and transportation. Weight:
11kg. Overall Width: 63cm. Overall Length:
62cm. Capacity: 125kg. Supplier(s) - All
Handling (Movability) Ltd - Sun Mobility - Shine
International Ltd - TPG DisableAids - Ideal
Mobility - Upson Mobility Ltd - Essentialaids.com
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Folding rollator. Comprises: two front castors and
two rear wheels, all mag style; shopping basket;
seat; padded tubular backrest; adjustable height
handles; plastic handgrips; locking cable brakes.
Frame folds for storage and transportation.
Overall Length: 47cm. Weight: 9kg; 10kg.
Overall Width: 62cm; 72cm. Capacity: 125kg;
170kg. Supplier(s)- TPG DisableAids - Care
Necessities - Upson Mobility Ltd -
Essentialaids.com - GBL Wheelchair Services
Ltd

Amigo Walker - From £151

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; seat;
padded tubular backrest; shopping bag. Frame
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8.4.4. Rollators with four wheels and accessories

folds for storage and transportation. Overall
Length: 70cm. Weight: 7kg. Overall Width:
60cm. Capacity: 125kg. Supplier(s) - Trulife

Deluxe Aluminium Rollator - From £99

Folding rollator. Comprises: two double front
castors; two double rear wheels; adjustable
height handles; plastic handgrips; pressure
brakes; seat; padded tubular backrest; under
seat storage bag and detachable basket. Frame
folds for storage and transportation. Capacity:
100kg. Weight: 7kg. Overall Width: 64cm.
Overall Length: 61cm. Supplier(s) -
Alphamarque Associates Ltd - Mobility South
West - Allardyce Healthcare Ltd - Byw Bywyd
(Living Life) - Nightingale Medical & Mobility
Products - OPT4MOBILITY Ltd - Independent
Living Co - DCS Joncare - EPC - London Mobility
Warehouse - Yorkshire Care Equipment -
Prestige Engineering (UK) - Homecraft Rolyan -
Sun Mobility - TPG DisableAids - Millercare
Mobility Specialists - LifeStyle Access & Mobility -
Hounslow Mobility - Mobility World Ltd - Aides to
Living - Voluntary Association for Surrey
Disabled- Hagger Electronics - AbilityStore at
Forcetenco - All Handling (Movability) Ltd

Comfort Rollator - From £168

Four-wheeled rollator. Comprises: folding
aluminium frame; two front castors; two rear
wheels; cable brakes; fold up padded seat with
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storage bag below; padded bar backrest; walking
stick holder; individual push handles. Capacity:
115kg. Supplier(s) - Morley Mobility - All
Handling (Movability) Ltd

Discovery Walker - From £99

Folding rollator suitable for indoor/outdoor use.
Comprises: two front castors; two rear wheels;
adjustable height handles; plastic handgrips;
pressure brakes; seat; padded tubular backrest.
Frame folds for storage and transportation.
Options include: detachable basket. Choice of
colour available. Capacity: 100kg. Overall
Length: 58cm. Weight: 5kg. Overall Width:
63cm. Supplier(s) - British Red Cross
Independent Living Products - Helpful Hand

*NEW* Deluxe Rollator - From £170

Four-wheeled rollator comprising folding
aluminium frame; quick release front castors;
rear wheels; locking cable brakes; mesh cloth
backrest and seat; removable shopping bag.
Weight: 8kg. Overall Length: 67cm.
Supplier(s) - AbilityStore at Forcetenco - DCS
Joncare - GBL Wheelchair Services Ltd -
Millercare Mobility Specialists - Kinderkey
Healthcare Ltd - Able2

Carl-oskar - From £195

Four-wheeled rollator with seat. Comprises: two
large front castors; two rear wheels; adjustable
height folding frame; seat with slip-resistant
surface; individual push handles; lever brakes.
Accessories include basket and cane holder.
Model available with reinforced frame. Weight:
11kg; 13kg. Overall Width: 62cm; 52cm.
Capacity: 125kg; 275kg. Supplier(s) - OTS Ltd
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8.4.4. Rollators with four wheels and accessories

Deluxe Folding Walker - From £128

Folding rollator. Comprises: front castors; rear
wheels; basket; seat; detachable tray; adjustable
height handles with plastic handgrips; locking
cable brakes. Frame folds for storage and
transportation. Range of colours available.
Overall Length: 66cm. Weight: 12kg. Overall
Width: 59cm. Capacity: 120kg. Supplier(s) -
Mobility South West - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life)- Nightingale Medical &
Mobility Products - OPT4MOBILITY Ltd -
Independent Living Co - DCS Joncare - 1st Call
Mobility Ltd - EPC - London Mobility Warehouse -
Yorkshire Care Equipment - Homecraft Rolyan -
Sun Mobility - TPG DisableAids - Prestige
Healthcare (London) Ltd - Millercare Mobility
Specialists - LifeStyle Access & Mobility -
Hounslow Mobility - Mobility World Ltd - Aides to
Living - Voluntary Association for Surrey Disabled
- Hagger Electronics - AbilityStore at Forcetenco -
All Handling (Movability) Ltd - Euromobility Ltd

Compact Lightweight Aluminium Walker -
From £106

Capacity: 125kg. Supplier(s) - Physio-Med
Services Ltd - Allardyce Healthcare Ltd

*NEW* Easy Fold Rollator - From £112

Four-wheeled rollator comprising: two front
castors; two rear wheels; powder coated steel
and aluminium folding frame; folding plastic seat;
lever brakes; shopping bag with zip-fastened
pocket and three internal pockets. Weight: 10kg.
Overall Width: 62cm. Overall Length: 62cm.
Capacity: 114kg. Supplier(s) - Homecraft
Rolyan

Dyna Walker - From £208

Rollator with four wheels. Comprises: front
castors and rear wheels with solid tyres;
aluminium frame; adjustable height handles;
padded bar backrest; cable brakes with loop
handles; padded seat which lifts to reveal storage
bag. Folds for storage and transportation.
Overall Length: 60cm. Overall Width: 61cm.
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Folding rollator. Comprises: two large front
castors; two large rear wheels; adjustable height
handles; foam handgrips; looped cable brakes;
seat; backrest; detachable basket and removable
plastic tray. Frame folds for storage and
transportation. Weight: 7kg. Overall Width:
59cm. Overall Length: 70cm. Capacity: 114kg.
Supplier(s) - Mobility South West - Allardyce
Healthcare Ltd - Byw Bywyd (Living Life) -
Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - DCS Joncare - EPC -
London Mobility Warehouse - Yorkshire Care
Equipment - Independent Living Co- Wardles -
Homecraft Rolyan - Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - LifeStyle Access
& Mobility - Hounslow Mobility - Mobility World
Ltd - Aides to Living - Voluntary Association for
Surrey Disabled - All Handling (Movability) Ltd
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8.4.4. Rollators with four wheels and accessories

*NEW* Ergo Plus Duo Rollator

Four wheeled rollator which includes features to
enable conversion for use as an occasional
transit chair for short distance transfers.
Comprises: folding frame; front castors; rear
wheels; contoured memory foam seat; removable
under seat bag; zipped under seat pocket;
adjustable height individual push handles; locking
cable brakes; adjustable backrest. A fold down
footrest and the reversible backrest enable
conversion for use as a transit chair. Overall
Length: 65cm. Capacity: 113kg. Weight: 7kg.
Overall Width: 62cm. Supplier(s) - Aidmobility
Ltd

Easy Fold Deluxe Rollator - From £137

Etac Avant Walker - From £170

Folding four-wheeled rollator. Comprises: two
front castors; two rear wheels; adjustable height
handles; plastic handgrips; locking cable brakes;
seat; padded tubular backrest; under seat
shopping basket. Frame folds for storage and
transportation. Optional solid or pneumatic tyres.
Overall Length: 94cm. Weight: 7kg. Overall
Width: 60cm. Capacity: 100kg. Supplier(s) -
Homecraft Rolyan - Sun Mobility - TPG
DisableAids - Millercare Mobility Specialists -
Mobility World Ltd - Hounslow Mobility - LifeStyle
Access & Mobility - Aides to Living -
OPT4MOBILITY Ltd - Voluntary Association for
Surrey Disabled - Hagger Electronics -
AbilityStore at Forcetenco - Byw Bywyd (Living
Life) - London Mobility Warehouse - All Handling
(Movability) Ltd - DCS Joncare - 1st Call Mobility
Ltd - Euromobility Ltd - Yorkshire Care
Equipment
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Folding rollator suitable for outdoor use.
Comprises: two front castors; two rear wheels;
telescopic legs; lockable strap braking system;
fold up seat; bar backrest. Frame folds for
storage and transportation. One-handed version
available, where both brakes are operated from
one side. Accessories include: baskets; tray;
crutch and walking stick holder. Two sizes
available. Capacity: 135kg. Weight: 8kg; 9kg.
Overall Width: 60cm; 65cm. Overall Length:
73cm; 75cm. Supplier(s) - Nordic Care Services
Ltd - Gerald Simonds Healthcare Ltd - Homecraft
Rolyan

Elite Walker - From £230

Folding rollator. Offers simultaneous adjustment
of handle and seat height. Two models, the
Standard and Special offer two different seat-to-
handle heights and are each available in three
height ranges. Comprises: two double front
castors; two double rear wheels; pressure
brakes; adjustable height handles and padded
fold down vinyl seat; folding nylon shopping
caddy with cover located beneath seat; walking
stick holder. Options include: locking lever
brakes; single-handed bar; forearm support
attachment; choice of frame colour. Accessories
include: tray; shopping bag; footrest. Weight:
7kg. Overall Width: 64cm. Overall Length:
56cm. Capacity: 127kg. Supplier(s) - Smitcare
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8.4.4. Rollators with four wheels and accessories

Etac Ono Walker - From £148

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
contoured handgrips; lockable strap braking
system; fold up seat; removable basket; tray.
Frame folds for storage and transportation.
Accessories include: larger seat; curved metal
backrest; crutch and walking stick holder; safety
brake; kerb climber; oxygen cylinder holder.
Weight: 8kg. Overall Width: 59cm. Overall
Length: 66cm. Capacity: 125kg. Supplier(s) -
Gerald Simonds Healthcare Ltd - Nordic Care
Services Ltd - Homecraft Rolyan- Mountway Ltd

Four Wheeled Rollator

basket; backrest; walking stick holder; oxygen
cylinder holder. Capacity: 125kg. Weight: 9kg.
Overall Width: 60cm. Overall Length: 68cm.
Supplier(s) - Gerald Simonds Healthcare Ltd -
Nordic Care Services Ltd- Homecraft Rolyan -
Mountway Ltd

Glider Plus Adjustable Rollator - From
£220

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; cable brakes; padded seat;
padded tubular back support; shopping bag.
Frame folds for storage and transportation.
Choice of colour available. Overall Length:
71cm. Weight: 13kg. Overall Width: 59cm.

Capacity: 120kg. Supplier(s) - Fleinns Medicare

Ltd

Etac Tango Walker - From £179

Folding rollator. Comprises: two double front
castors; two double rear wheels; adjustable
height handles; pressure brakes; tubular
backrest; padded fold down vinyl seat; removable
wire basket; folding nylon shopping caddy and
cover located beneath seat and walking stick
holder. Options include: locking cable brakes;
choice of frame colour and footrest. Accessories
include tray and shopping bag. Weight: 6kg.
Overall Width: 64cm. Overall Length: 56cm.
Overall Height: 70-80cm min; 90-100cm max.
Capacity: 127kg. Supplier(s) - Allardyce
Healthcare Ltd - John Bell & Croyden - Yorkshire
Care Equipment - Wardles - Homecraft Rolyan -
Uniscan Ltd (M) - Alphamarque Associates Ltd -
Smitcare

Extra Wide Rollator - From £529

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height, reverse
position handles; concealed braking system;
removable basket; foldable fabric seat; tray.
Frame folds via central cross struts for storage
and transportation. Accessories include: larger

36

Extra wide rollator. Comprises: rear wheels; front
castors; folding tubular steel frame; cable brakes;
basket; adjustable height bar handgrip which
doubles as a backrest when used with the seat.
Optional seat and backrest. Weight: 11kg.
Overall Width: 68cm. Capacity: 150kg.
Supplier(s) - Homecraft Rolyan
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8.4.4. Rollators with four wheels and accessories

Extra Wide Wheeled Walker - From £180

Four-wheeled rollator. Comprises extra wide
folding steel frame; two front castors; two rear
wheels; padded seat; padded tubular backrest;
shopping basket; adjustable height handles;
plastic handgrips; locking cable brakes. Frame
folds for storage and transportation. Weight:
10kg. Overall Width: 77cm. Capacity: 170kg.
Supplier(s) - Cefndy Healthcare - Homecraft
Rolyan

Parade - From £119

Four-wheeled rollator frame with seat.
Comprises: two large front castors; two rear
wheels; folding frame; lever brakes. Accessories
include stick holder and basket. Weight: 8kg.
Overall Width: 59cm. Overall Length: 70cm.
Capacity: 140kg. Supplier(s) - OTS Ltd

Hendon Aluminium Walker With Seat -
From £70

Four-wheeled rollator. Comprises: two rear
wheels; two front braked castors; folding frame,
adjustable in height via push-button mechanism;
hinged plastic seat with fabric backrest; locking
lever brakes. Optional fixed directional front
wheels. Overall Length: 58cm. Weight: 6kg.
Overall Width: 61cm. Capacity: 100kg.
Supplier(s) - James Spencer and Co Ltd
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Lightweight 4 Wheel Rollator - From £60
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Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; seat;
padded tubular backrest; shopping bag. Frame
folds for storage and transportation. Weight: 6kg.
Overall Width: 60cm. Capacity: 114kg. Overall
Length: 60cm. Supplier(s) - Physio-Med
Services Ltd - Morecare Mobility & Healthcare
Specialists - Active Mobility Centre Ltd -
Yorkshire Care Equipment - Nightingale Medical
& Mobility Products - Roma Medical Aids Ltd -
Dorset Nursing Supplies - OTS Ltd - Suite Deal
Furnishings - Rose Health Care - LifeStyle
Access & Mobility - Allardyce Healthcare Ltd -
GBL Wheelchair Services Ltd

Heavy Duty 4 Wheeled Walker - From £180

Folding rollator. Comprises: two front castors;
two rear wheels; seat; padded tubular backrest;
shopping basket; adjustable height handles;
plastic handgrips; locking cable brakes. Weight:
16kg. Overall Width: 76cm. Capacity: 182kg.
Supplier(s) - Roma Medical Aids Ltd

Rebel - From £179

Four-wheeled rollator. Comprises: folding frame;
adjustable height push handles; basket shelf;
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8.4.4. Rollators with four wheels and accessories

seat; lever brakes. Weight: 10kg. Overall Width:

62cm. Capacity: 125kg. Overall Length: 75cm.
Supplier(s) - OTS Ltd

Heavy Duty Rollator - From £168

Rollator frame suitable for larger users.
Comprises: large front castors; rear wheels;
folding aluminium frame with stick holder; seat
with basket underneath; padded bar backrest;
individual push handles with loop style lever
brakes. Choice of frame colour available. Overall
Length: 69cm. Weight: 10kg. Overall Width:
71cm. Capacity: 180kg. Overall Height: 93cm.
Supplier(s) - Morley Mobility - All Handling
(Movability) Ltd

Polo Walker - From £70

rear wheels; fixed height seat with basket
underneath; padded bar backrest; adjustable
height individual push handles; locking cable
brakes. Weight: 8kg. Capacity: 120kg.
Supplier(s) - Independence Ltd

Glider Plus - From £210

Folding rollator. Comprises: two solid rear
wheels; two front castors; adjustable height,
powder coated steel frame; basket; seat; bar
style handles which also form backrest; looped
cable dual action brakes. Seat can be reversed
to form tray. Weight: 10kg. Capacity: 127kg.
Supplier(s) - Trulife

*NEW* Four Wheeled Rollator - From £170

Folding rollator suitable for outdoor use.
Comprises: two double castors; two double rear
wheels; choice of pressure brakes or locking
lever brakes; padded fold down vinyl seat; folding
nylon shopping caddy and cover located beneath
seat, and walking stick holder. Accessories
include: tray; shopping bag; single-handed bar;
colour co-ordinated walking stick, choice of frame
colour and footrest. Five fixed heights available.
Overall Length: 56cm. Weight: 5kg. Overall
Width: 64cm. Capacity: 127kg. Supplier(s) -
Yorkshire Care Equipment - Able Living Ltd -
Smitcare

*NEW* Mobility Care Magic Rollator - From
£119

Four-wheeled rollator comprising: aluminium
folding frame; two front castors with solid tyres;

38

Four-wheeled rollator. Comprises: aluminium
frame; two rear wheels; two front castors; locking
cable brakes; mesh seat; mesh backrest;
widthways folding mechanism via pull handle on
mesh seat; adjustable height, individual push
handles; detachable shopping bag; quick release
wheels for storage and transportation. Overall
Length: 61cm. Weight: 9kg. Overall Width:
64cm; 25cm folded. Capacity: 136kg.
Supplier(s)- Nottingham Rehab Supplies - OTS
Ltd
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8.4.4. Rollators with four wheels and accessories

Four-wheel Rollator - From £135

Lightweight Rollator - From £65

Folding rollator. Comprises: adjustable height
steel frame; rear wheels; front castors; locking
cable brakes; fold up seat with basket
underneath; bar backrest; individual push
handles. Overall Length: 59cm. Overall Width:
62cm. Capacity: 98kg. Supplier(s) - JD Williams
& Co Ltd

Freeway Rollator - From £157

,ﬁ £

Folding rollator. Comprises: two front castors;
two rear wheels; aluminium frame; padded fold
up seat with bag underneath; padded tubular
backrest; locking cable brakes; detachable
shopping basket. Weight: 8kg. Overall Width:
61cm. Capacity: 115kg. Supplier(s) - Smitcare

Lightweight Aluminium Basic Rollator
Walker - From £89

Folding rollator. Comprises: aluminium frame;
two double front castors; two double rear wheels;
pressure brakes; padded vinyl seat; nylon
shopping caddy located beneath seat; adjustable
height handles; soft grip handgrips; walking stick
holder. Optional locking cable brakes and range
of frame colours. Overall Length: 63cm.
Weight: 5kg. Overall Width: 64cm. Capacity:
127kg. Supplier(s) - John Bell & Croyden - Able
Living Ltd- Uniscan Ltd (M)

Rollator - From £177

Folding rollator. Comprises: two large front
castors; two large rear wheels; adjustable height
handles; plastic handgrips; lever operated cable
brakes; seat; detachable basket and removable
plastic tray. Frame folds for storage and
transportation. Hire service available from some
suppliers. Overall Length: 74cm. Capacity:
100kg. Weight: 12kg. Overall Width: 59cm.
Supplier(s) - Able Living Ltd - Yorkshire Care
Equipment
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Folding rollator suitable for outdoor use.
Comprises: two front castors; two double rear
wheels; adjustable height handles; padded
handgrips; pressure brakes; padded seat; tubular
padded backrest; shopping basket; walking stick
holder. Frame folds for storage and
transportation. Choice of colour available.
Overall Length: 64cm. Capacity: 102kg.
Weight: 10kg. Overall Width: 61cm.
Supplier(s) - Discount Mobility Plus Ltd - Sun
Mobility

Troja

Four-wheeled rollator comprising: front castors;
rear wheels; plastic coated aluminium frame;
fabric seat; fabric basket; handles with screw
knob height adjustment; cable brakes. Folds for
storage and transportation. Accessories include
tray and crutch holder. Overall Length: 65¢cm;

66cm folded. Weight: 8kg. Overall Width: 61cm.

Capacity: 125kg. Supplier(s) - Helpful Hand
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8.4.4. Rollators with four wheels and accessories

Heavy Duty Rollator - From £189 seat; padded tubular backrest; shopping bag.
Frame folds for storage and transportation. When

folded, front legs sit within rear legs, therefore
saving space. Optional solid or pneumatic tyres.
Weight: 5kg. Overall Width: 57cm. Capacity:
100kg. Supplier(s) - Essentialaids.com -
Homecraft Rolyan - DCS Joncare - 1st Call
Mobility Ltd - Euromobility Ltd

Lightweight Aluminium Standard Rollator -
From £99

Folding rollator. Comprises: extra wide aluminium
frame; rear wheels; front castors; basket; padded
seat; padded bar backrest; adjustable height
individual push handles; cable brakes. Capacity:
170kg. Overall Height: 79-93cm. Weight: 10kg.
Overall Width: 72cm. Supplier(s) -
Simplyhealth- Nottingham Rehab Supplies - CF
Hewerdine Ltd - Bodys Care Centre Ltd -
Yorkshire Care Equipment

Lawton 4 Wheel Rollator - From £65

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; padded
seat; padded tubular backrest; shopping bag;
walking stick holder. Frame folds for storage and
transportation. Optional vinyl bag and tray.
Overall Length: 64cm. Weight: 10kg. Overall
Width: 61cm. Capacity: 102kg. Supplier(s) -
Discount Mobility Plus Ltd - Sun Mobility - Morley
Mobility - All Handling (Movability) Ltd

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; seat; *NEW* Rolix Rollator - From £199
basket. Frame folds for storage and ]
transportation. Overall Length: 66cm. Weight:
12kg. Overall Width: 58cm. Capacity: 115kg.
Supplier(s) - James Spencer and Co Ltd

Space-saver Rollator - From £194

Four-wheeled rollator with integral seat.
Comoprises: aluminium folding frame with spring
release mechanism and lock to secure position
when open; two rear wheels; two front castors;
integral footrest; adjustable height plastic seat;
storage pouch under seat; individual push
Folding rollator. Comprises: two front castors; handles which can be adjusted in angle.

two rear wheels; adjustable height handles; Supplier(s) - Nottingham Rehab Supplies
padded handgrips; locking cable brakes; plastic
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8.4.4. Rollators with four wheels and accessories

U-go Rollator - From £60

Four-wheeled rollator comprising: front castors;
rear wheels; alloy frame; detachable under seat
bag; hinged padded seat; crossbar which
doubles as tubular padded backrest; handles
with screw knob height adjustment; cable and
parking brakes. Folds for storage and
transportation. Capacity: 114kg. Supplier(s) -
UGO Ltd

Khargo Four Wheeled Walker - From £199

handles; locking cable brakes. Capacity: 114kg.
Weight: 7kg. Overall Width: 56cm. Overall
Length: 65cm. Supplier(s) - Homecraft Rolyan

Push Down Lightweight Rollator - From
£134

Four-wheeled walker with seat. Comprises two
large front castors; two rear wheels; adjustable
height frame via push-button action with
numbered seat height; backrest; lever brakes.
Folds by lifting seat. Accessories include under
seat net bag, and basket. Capacity: 120kg.
Supplier(s) - OTS Ltd

*NEW* Klassic Rollator - From £207
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Four-wheeled rollator comprising: coated
aluminium, folding frame; front castors; rear
wheels; low set front shopping basket; plastic
folding seat; foam covered individual push
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Folding rollator. Comprises: double front castors;
double rear wheels; fold up seat; detachable
basket; adjustable height handles; plastic
handgrips; pressure brakes; padded tubular
backrest. Frame folds for storage and
transportation. Weight: 7kg. Overall Width:
53cm. Overall Length: 58cm. Capacity: 115kg.
Supplier(s) - All Handling (Movability) Ltd - Shine
International Ltd - Morley Mobility

Nrs Lightweight 4 Wheel Aluminium
Rollator- From £80

Folding rollator. Comprises: aluminium frame;
two front castors; two rear wheels; adjustable
height handles; foam handgrips; looped cable
brakes; seat; tubular padded backrest;
detachable basket. Frame folds for storage and
transportation. Weight: 9kg. Overall Width:
58cm. Capacity: 125kg. Supplier(s) -
Nottingham Rehab Supplies - Simplyhealth - CF
Hewerdine Ltd - Bodys Care Centre Ltd -
Yorkshire Care Equipment
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Safety Walker - From £105

Folding rollator. Comprises: two front castors;
two rear wheels; padded seat; adjustable height
handles; plastic handgrips; cable brakes; padded
tubular back support and under seat shopping
bag. Frame folds for storage and transportation.
Choice of colour available. Overall Length:
79cm. Weight: 6kg. Overall Width: 59cm.
Capacity: 160kg. Supplier(s) - Simplyhealth -
Nottingham Rehab Supplies - Yorkshire Care
Equipment - Roma Medical Aids Ltd - CF
Hewerdine Ltd - Childerhouse Medical Ltd -
Bodys Care Centre Ltd

Rolling Walker - From £155

Folding rollator. Comprises: two large front

castors; two rear wheels; basket; seat; adjustable

height push handles; locking cable brakes.
Weight: 12kg. Overall Width: 58cm. Capacity:
120kg. Supplier(s) - Care Necessities

*NEW* Mini Folding Lightweight
Aluminium Rollator

Four-wheeled rollator. Comprises: solid front mag
castors; two rear mag wheels; folding aluminium
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frame with adjustable height push handles;
locking cable brakes; underseat shopping basket;
padded seat; removable backrest which attaches
to the push handles. Overall Length: 64cm.
Weight: 7kg. Overall Width: 54cm. Capacity:
100kg. Supplier(s) - Aidmobility Ltd

Lightweight Aluminium Walker - From £112

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
contoured handgrips; lockable cable brakes;
padded seat; padded tubular back support;
shopping bag. Frame folds for storage and
transportation. Overall Length: 63cm. Overall
Width: 63cm. Capacity: 125kg. Supplier(s) -
Physio-Med Services Ltd - Yorkshire Care
Equipment - Allardyce Healthcare Ltd

*NEW* Topro Olympos Off-road Rollator -
From £180

Rollator with two rear wheels and larger than
standard front castors designed to ease travel
over uneven terrain. Comprises: folding frame;
kerb climber; locking cable brakes; seat; large
net basket with cover; adjustable height handles.
Accessories include: oxygen bottle basket; bottle
holder; light; storage bag. Capacity: 150kg.
Overall Length: 72cm; 76cm. Weight: 8kg; 9kg.
Overall Width: 65cm; 69cm. Supplier(s) - Home
& Medical

Walking, Standing and Positioning
DLF Hamilton Directory Part 2 Section 8 (©DLF 2009)







8.4.4. Rollators with four wheels and accessories

*NEW* Volaris S3 Rollator - From £229 front castors; two rear wheels; locking drum

brakes; adjustable height seat; adjustable height
and angle individual push handles. Optional
pressure brakes. Accessories include: basket;
bag; kerb climber; transport strap; backrest; tray;
oxygen holder; cane and crutch holder. Weight:
10kg. Overall Width: 60cm. Capacity: 125kg.
Overall Length: 71cm. Supplier(s) - DoAbility

Salsa Walker - From £161

Four-wheeled rollator. Comprises: folding frame;
two front castors; two rear wheels; locking drum
brakes; adjustable height seat; adjustable height
individual push handles. Optional pressure
brakes and adjustable angle push handles.
Accessories include: basket; bag; kerb climber;
transport strap; backrest; tray; oxygen holder;
cane and crutch holder. Overall Length: 73cm.
Weight: 10kg. Overall Width: 60cm. Capacity:
125kg. Supplier(s) - DoAbility

*NEW* Volaris S7 Rollator - From £198 Compact rollator. Comprises: front castors; rear

wheels; folding metal frame; strap-braking
system; adjustable height handles; fold up seat;
- =) tubular handles; tubular backrest. Accessories
| include bag and stick holder. Overall Length:

56-66cm. Capacity: 80kg. Weight: 6kg. Overall
Width: 58cm. Supplier(s) - Nordic Care Services
Ltd - Homecraft Rolyan

*NEW* Mobility Care Aluminium Rollator -
From £60
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Four-wheeled rollator. Comprises: two front mag
castors; two rear mag wheels; scissor
mechanism folding frame; backless sling seat;
adjustable height handles; cable brakes. Weight:
8kg. Overall Width: 59cm. Capacity: 140kg.
Overall Length: 70cm. Supplier(s) - DoAbility

*NEW?* Volaris S2 Rollator - From £229

Four-wheeled rollator. Comprises: folding,
aluminium frame; two rear wheels; two front
castors; cable brakes; padded seat with basket
underneath; padded bar backrest; individual
height adjustable handles. Choice of colour
available. Weight: 9kg. Overall Width: 59cm.

Four-wheeled rollator designed for users of itv: 110k li - Nottingh
shorter stature. Comprises: folding frame; two g:ﬁzglgﬁppligsg-- g}rjgﬂg r(s) - Nottingham
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8.4.5. Rollators for bariatric use

Lightweight Aluminium Rollator padded seat. Free standing when folded. Overall

Length: 84cm. Weight: 9kg. Overall Width:
60cm. Capacity: 125kg. Supplier(s) - TGA
Electric Leisure Ltd - GBL Wheelchair Services
Ltd

*NEW* Prima Rollator - From £154

Four-wheeled rollator. Comprises: front castors;
rear wheels; aluminium folding frame; padded
seat; under seat bag; padded bar backrest;
adjustable height push handles; locking cable
brakes. Range of frame colours available.
Weight: 7kg. Capacity: 100kg. Supplier(s) - All Four-wheeled rollator comprising: rear wheels

Handling (Movability) Ltd - Aidmobility Ltd with locking cable brakes; front castors; integral
obstacle or kerb climbing device; adjustable

height seat which can double as a tray for indoor
use; under seat bag; reverse position, adjustable
height individual push handles. Overall Length:
68cm. Weight: 8kg. Overall Width: 59cm.
Capacity: 125kg. Supplier(s) - Amilly
International Ltd - Nottingham Rehab Supplies

Shopping Partner - From £85

*NEW* Star Rollator & Transport Chair -
From £199

Folding rollator. Comprises: two front castors;
two rear wheels; adjustable height handles;
plastic handgrips; locking cable brakes; seat;
shopping bag; tray. Frame folds for storage and
transportation. Weight: 10kg. Capacity: 127kg.
Supplier(s) - Smitcare

Active Walker - From £170

Four-wheeled rollator with integral seat.
Comprises: folding aluminium frame; two rear
wheels; two front castors; individual detachable
footrests with calf strap; cable brakes; parking
brake; under seat storage bag; padded seat;
sling backrest; armrests; adjustable height
individual push handles. Supplier(s) -
Nottingham Rehab Supplies

8.4.5. Rollators for bariatric use

Four-wheeled rollator. Comprises: folding T

aluminium frame; large front castors; rear
wheels; adjustable height seat; under seat bag; Equipment in this section has a user capacity
adjustable height handles via lever operation; of 190kg and above.
concealed cable brakes; parking brake. Options
include: tray; tubular padded backrest and
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8.4.5. Rollators for bariatric use

fold down seat; basket; gutter armrests and

Somerwood Rollator - From £325 oxygen holder. Capacity: 316kg. Overall Width:
62cm. Supplier(s) - Benmor Medical Ltd

Grand Gpa Bariatric Walking Frame - From
£290

Adjustable width, folding rollator. Comprises: two
front castors; two rear wheels; adjustable height
handles; locking cable brakes; seat; padded

tubular backrest. Quick release catch allows

frame to fold for storage and transportation. One Comprises: locking lever brakes: adiustable
brake handle applies both brakes simultaneously, hei r?th dl -t g . b ’ dJ N
may be fitted for left or right handed use. eight handies, fabric carry bag under seat,

Capacity: 290kg. Weight: 7kg. Overall Width: padded seat; padded backrest and walking stick
64-80cm .Su Iiér(s) ) S(;mer\}vood Ltd - ) holder. Range of colours, braking systems and
Nottinghém Rpephab Supplies seat heights available. Capacity: 255kg. Weight:

38kg. Overall Width: 74cm. Supplier(s) -
Uniscan Ltd - Allardyce Healthcare Ltd

Wheeled walker suitable for bariatric use.

*NEW* Mobility Care Heavy Duty Two

Wheeled Rollator - From £30 Bariatric Wheeled Walker - From £450

Bariatric rollator. Comprises: folding frame; rear
wheels; front castors; cable brakes; padded seat;

Two-wheeled rollator. Comprises: folding steel under seat basket; padded tubular backrest;
frame; front wheels; rear ferrules; padded seat; individual, adjustable height push handles.
adjustable height individual push handles. Choice Overall Length: 66¢cm. Capacity: 200kg.
of frame colour available. Weight: 5kg. Overall Overall Height: 89-99cm. Overall Width: 71cm.
Width: 70cm. Capacity: 227kg. Overall Height: Weight: 13kg. Supplier(s) - Wardles - Allardyce
86-96¢cm. Overall Length: 65cm. Supplier(s) - Healthcare Ltd - Homecraft Rolyan - Yorkshire
Nottingham Rehab Supplies Care Equipment

Bariatric Rollator - From £399 Carl-oskar

This product's description can be found in

_ o _ classification: Rollators with four wheels and
Rollator suitable for bariatric use. Comprises: accessories

four braked castors; adjustable height metal
frame; tubular padded handrail and pressure
brakes. Frame does not fold. Options include:
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8.4.6. Wheeled pulpit frames and rollators with non-standard features

*NEW* Bariatric Anterior Safety Roller -
From £298

*NEW* U-step Without Laser - From £525

Rollator frame with adjustable width and height
tubular metal frame; four castors, rear two
braked; plastic seat; bar style push handle with
individual handgrips; basket. Capacity: 227kg.
Overall Height: 74-91cm. Supplier(s)
Homecraft Rolyan

*NEW* Mobility Care Heavy Duty Rollator -
From £100

Four-wheeled rollator frame. Comprises:
aluminium frame; polyurethane rear wheels and
front castors; cable brakes; padded seat; padded
bar backrest; adjustable height individual
handles; basket. Choice of colour available.
Weight: 5kg. Overall Width: 56cm; 72cm.
Capacity: 227kg. Overall Height: 83-94cm.
Overall Length: 76cm. Supplier(s) - Nottingham
Rehab Supplies

8.4.6. Wheeled pulpit frames and
rollators with non-standard features

This section includes mobile pulpit frames
which have alternative forms of support or
other non-standard features such as a laser
for 'gait freeze'.
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Rollator with 'U' shaped multi-wheeled base to
enhance stability and manoeuvrability.
Comprises: tubular steel frame; five castors; two
fixed wheels; cable brake which is activated
when handle is released; tension adjuster for
rolling resistance control; basket; padded seat;
adjustable height, individual push handles;
padded bar backrest. Folds for storage and
transportation. Optional button-activated laser
which when pressed projects a red line to assist
mobility for users inclined to physically 'gait
freeze' when mobilising. Weight: 9kg. Overall
Width: 58cm. Capacity: 170kg. Overall Length:
64cm. Supplier(s) - Attainability UK Ltd (M)

8.4.7. Triangular walkers; wheeled

The frames in this section have adjustable
height handgrips and can be folded. All have
a single front castor and two rear wheels.
Two types of braking system are common,
these are pressure and cable brakes.

As with all mobility equipment, it is essential
that triangular walkers are inspected
regularly. Particular attention should be paid
to the locking mechanism which usually
consists of a cross brace. This maintains the
walker in an open position. If it is not properly
secured or there is any mechanical failure
this may result in the collapse of the walker
thus it must be regularly checked, together
with all other fixings, height adjustment
mechanisms and brakes.

Bags and baskets are available for use on
some walkers but users should be aware that
this may alter the balance of the equipment
and in some circumstances may make the
equipment unstable.
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8.4.7. Triangular walkers; wheeled

Adjustable Three-wheeled Rollator - From
£60

Adjustable height, triangular wheeled walker.
Standard model comprises: two rear wheels; one
front castor; chrome plated frame; pressure
brakes; adjustable height handles and moulded
handgrips. Folds for storage and transportation.
Options include: cable brakes; pneumatic castors
and wheels. Accessories include: tray; bag and
basket. Overall Height: 79-94cm. Overall
Width: 66cm. Capacity: 125kg. Weight: 5kg;
8kg. Supplier(s) - CF Hewerdine Ltd - Mobility
South West - Nottingham Rehab Supplies -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life) - Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - Independent Living Co -
DCS Joncare - 1st Call Mobility Ltd - EPC -
London Mobility Warehouse - Yorkshire Care
Equipment - Wardles - OTS Ltd - Active Mobility
Centre Ltd - Homecraft Rolyan - Sun Mobility -
TPG DisableAids - Bodys Care Centre Ltd -
Simplyhealth - Millercare Mobility Specialists -
Suite Deal Furnishings - LifeStyle Access &
Mobility - Hounslow Mobility - Mobility World Ltd -
Aides to Living - Voluntary Association for Surrey
Disabled - All Handling (Movability) Ltd -
Euromobility Ltd

Folding Tri-wheeled Walker - From £55

wheels; one solid-tyre front castor; adjustable
height handles and moulded handgrips. Optional
cable or pressure brakes. Folds for storage and
transportation. Accessories include vinyl storage
bag or basket. Range of colours available.
Overall Height: 76-97cm. Overall Width: 46cm.
Capacity: 114kg. Weight: 8kg. Supplier(s) -
AbilityStore at Forcetenco - Mobility South West -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life)- DCS Joncare - British Red Cross
Independent Living Products - Able Living Ltd -
London Mobility Warehouse - Sun Mobility -
Yorkshire Care Equipment - Able2 - Smitcare -

TPG DisableAids - Millercare Mobility Specialists-

Hounslow Mobility - Mobility World Ltd - Aides to
Living - Ideal Mobility - Voluntary Association for
Surrey Disabled - Hagger Electronics - All
Handling (Movability) Ltd - LifeStyle Access &
Mobility

*NEW* Homecraft Three-wheeled Rollator -
From £70

Range of adjustable height, triangular wheeled
walkers. All models comprise: two solid-tyre rear
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Triangular walker comprising: folding steel frame;
adjustable height handles; cable brakes; zip
fastened carry bag which can be left in place
when walker is folded; shopping basket with tray.
Optional pressure brakes. Capacity: 120kg.
Overall Height: 82-97cm. Overall Width: 64cm.
Weight: 8kg. Supplier(s) - Homecraft Rolyan -
London Mobility Warehouse - Millercare Mobility
Specialists - Sun Mobility - Mobility World Ltd -
DCS Joncare - TPG DisableAids - 1st Call
Mobility Ltd - Euromobility Ltd - Yorkshire Care
Equipment

*NEW* Mobility Care 3 Wheeled Rollator -
From £46

Triangular walker comprising: folding aluminium
frame; two rear braked wheels; front castor;
cable brakes; adjustable height individual push
handles; tray; basket and bag. Overall Height:
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8.4.7. Triangular walkers; wheeled

82-92cm. Overall Width: 62cm. Capacity:
100kg. Weight: 7kg. Supplier(s) - Nottingham
Rehab Supplies

Maltby 3 Wheel Rollator With Bag - From

£45

Adjustable height, triangular wheeled walker.
Comprises: folding steel frame; two rear mag
wheels and one front mag castor all with
puncture resistant tyres; adjustable height
handles; moulded handgrips; lockable cable
brakes; zipped detachable carry bag. Folds for
storage and transportation. Overall Height: 81-
96cm. Overall Length: 57cm. Overall Width:
64cm. Capacity: 100kg. Weight: 7kg.
Supplier(s) - British Red Cross Independent
Living Products - James Spencer and Co Ltd

Tri Wheel Walker - From £68

Aluminium Three Wheeled Walker - From
£103

Adjustable height, triangular wheeled walker.
Comprises: steel frame; two rear wheels; one
front castor; solid balloon tyres; adjustable height
handles; handgrips and locking cable brakes.
Folds for storage and transportation. Accessories
include: vinyl storage bag; basket; tray. Overall
Height: 79-94cm. Capacity: 115kg. Weight:
6kg. Supplier(s) - Morley Mobility - All Handling
(Movability) Ltd

*NEW* Three Wheeled Walker - From £94

% )

Adjustable height, triangular wheeled walker.
Comprises: two rear wheels and one front castor
with solid balloon tyres; adjustable height
handles; moulded handgrips; locking cable
brakes. Folds for storage and transportation.
Accessories include basket and tray. Range of
colours available from some suppliers. Overall
Height: 84-94cm. Overall Width: 66cm.
Capacity: 114kg. Weight: 6kg. Supplier(s) - All
Handling (Movability) Ltd - Shine International
Ltd- Care Necessities - TPG DisableAids - Morley
Mobility - Upson Mobility Ltd - Essentialaids.com
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Three-wheeled walker comprising: aluminium
frame; solid tyres; locking cable brakes; clip-on
shopping bag. Overall Height: 84-93cm. Overall
Width: 67cm. Capacity: 120kg. Weight: 5kg.
Supplier(s) - Independence Ltd

Tri Wheel Walkers - From £59

Aljg
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Range of adjustable height, triangular wheeled
walkers. All models comprise: two solid-tyre rear
wheels; one solid-tyre front castor; adjustable
height handles; moulded handgrips. Options
include: pressure brakes; cable brakes;
pneumatic castor, rear pneumatic wheels and
cable brakes. Folds for storage and
transportation. Accessories include removable
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8.4.7. Triangular walkers; wheeled

tray or basket. Range of colours available. Some
suppliers may not supply all models. Capacity:
125kg. Weight: 7kg. Supplier(s) - Dorset
Nursing Supplies - Alphamarque Associates Ltd -
Allardyce Healthcare Ltd - LifeStyle Access &
Mobility - Physio-Med Services Ltd - Morecare
Mobility & Healthcare Specialists - Discount
Mobility Plus Ltd- Wardles - DCS Joncare -
Yorkshire Care Equipment - Roma Medical Aids
Ltd - Special Collection - HCC Wales Ltd - Ideal
Mobility - Rose Health Care - GBL Wheelchair
Services Ltd

*NEW?* Trionic Walker All Terrain Rollator -
From £690

Three-wheeled walker with additional kerb
climbing wheel. Comprises: air-filled, all-terrain
wheels which detach for storage and
transportation; detachable seat; basket; cable
brakes; adjustable height, tubular bar push
handle with individual handgrips. Push handle
doubles as a backrest when the user is seated.
Capacity: 150kg. Supplier(s) - Sun Mobility -
Homecraft Rolyan - Yorkshire Care Equipment -
Mobility World Ltd

Triumph Tri-walker - From £200

Adjustable height, triangular wheeled walker with
seat. Comprises: two double rear wheels; one
double front castor; adjustable height handles;
padded handgrips; lockable cable brakes;
padded folding seat; padded backrest; shopping
bag and walking stick holder. Folds for storage
and transportation. Range of colours available.
Overall Height: 80cm; 83cm; 87cm; 91cm.
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Overall Width: 61cm; 25cm folded. Capacity:
127kg. Weight: 7kg. Supplier(s) - Wardles -
Allardyce Healthcare Ltd - John Bell & Croyden -
Uniscan Ltd (M) - Prestige Healthcare (London)
Ltd

Walking Aid - From £259

Triangular wheeled walking frame. Comprises:
front double castor; rear double wheels; folding
aluminium frame; cable brakes; adjustable
handles; bag. Overall Height: 81-91cm. Overall
Length: 58cm. Overall Width: 61cm.
Supplier(s)- Nightingale Medical & Mobility
Products

Tri Walker With Ergo Handle - From £65

Adjustable height, triangular wheeled walker.
Comprises: two rear wheels; one front castor;
adjustable height handles and moulded
handgrips. Pressure braked model has castors
and wheels with solid tyres, cable braked model
has castor and wheels with pneumatic tyres.
Overall Height: 76-93cm. Overall Length:

54cm. Overall Width: 63cm; 70cm. Supplier(s) -

Trulife

U-go Tri Walker - From £70

Three-wheeled walker comprising: front castor;
rear braked wheels; folding steel frame; storage
bag; basket; handles with screw knob height
adjustment; cable brakes. Overall Height: 81-
94cm. Overall Length: 66cm. Overall Width:
66cm. Capacity: 114kg. Weight: 7kg.
Supplier(s)- UGO Ltd

Tri-walker

Folding triangular walker. Comprises: steel
frame; front castor and two rear wheels with solid
balloon tyres; locking cable brakes; adjustable
height handles with plastic handgrip; shopping
bag. Optional aluminium frame. Range of colours
available. Overall Height: 85-102cm. Overall
Width: 66cm. Capacity: 100kg. Weight: 7kg;
5kg. Supplier(s) - All Handling (Movability) Ltd -
Aidmobility Ltd
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8.4.8. Forearm walkers; wheeled

Tri-wheel Partner - From £50

Adjustable height, triangular wheeled walker.
Comprises: two rear wheels; one front castor with
solid balloon tyres; adjustable height handles;
moulded handgrips; lockable cable brakes. Folds
for storage and transportation. Accessories
include hook-on basket and tray. Overall Height:
80-90cm. Weight: 4kg. Supplier(s) - Smitcare

Delta Walker - From £65

Includes wheeled walking equipment with
three and four-point bases.

Forearm Frame With Castors - From £139

Adjustable height, triangular wheeled walker.
Comprises: chrome plated frame; two pneumatic
rear wheels; one pneumatic front castor;
adjustable height handles; moulded handgrips
and locking cable brakes. Folds for storage and
transportation. Accessories include vinyl storage
bag or basket. Range of colours available.
Overall Height: 80-98cm. Overall Width: 69cm.
Supplier(s) - Helpful Hand - Yorkshire Care
Equipment - Prestige Engineering (UK) -
Simplyhealth

*NEW* Tri-wheel Walker With Brakes -
From £80

Triangular walker comprising: two solid rear
wheels; one front castor with mag spokes; cable
brakes; adjustable height handgrips; basket.
Overall Width: 68cm. Supplier(s) - Rose Health
Care

8.4.8. Forearm walkers; wheeled

Products included in this section have
forearm troughs or gutters and vertical
handgrips which allow users to bear weight
through their forearms rather than their
hands.
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Adjustable height forearm walker. Comprises:
two small front wheels; two rear rubber ferrules;
telescopic legs with push-button height
adjustment; padded forearm supports with Velcro
straps and handgrips and adjustable length and
angle handgrips. Optional front castors. Overall
Height: 99-112cm. Overall Length: 57cm.
Overall Width: 67cm. Capacity: 127kg. Weight:
5kg. Supplier(s)- Nottingham Rehab Supplies -

Care Necessities - TPG DisableAids - Upson
Mobility Ltd - Essentialaids.com

Electric Follo Stabilis Walker - From £1,508

Powered forearm walking frames. Comprises:
powered lift-to-stand facility; hand control; electric
handgrips; metal frame; four castors, rear two
braked; battery; padded forearm supports.
Accessories include: transfusion pole holder;
oxygen tank holder; basket. Overall Length:
67cm. Overall Width: 59cm. Capacity: 100kg;
150kg. Supplier(s) - Homecraft Rolyan

*NEW* Homecraft Patient Walkers - From
£398

Forearm walker. Comprises: four castors, rear
two braked, tubular metal frame; adjustable
height forearm platform with padded forearm
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8.4.8. Forearm walkers; wheeled

rests; adjustable height and width handles.
Available as a single adjustable walker or double
adjustable walker. Double adjustable walker has
individually height adjustable forearm rests and
the option of handbrakes. Single adjustable
model also has the option of pneumatic height
adjustment. Overall Length: 62cm. Overall
Height: 85-118cm. Weight: 13kg. Capacity:
102kg. Overall Width: 67cm. Supplier(s) -
Homecraft Rolyan

*NEW* Carin Patient Walker - From £545

i,
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High forearm walker comprising: tubular metal
frame with integral graduated supports; rear
wheels; front castors; gas assisted height
adjustment; adjustable angle forearm support
pads; individual handgrips which are multi-
adjustable; cable brake; additional front brake
pad for use as a counterbalance by a carer
during transfers. Overall Height: 101-130cm.
Weight: 12kg. Capacity: 130kg. Overall Width:
68cm. Supplier(s) - Homecraft Rolyan

,.3;. '

*NEW* Bariatric High Walker - From £1,034

High forearm walker. Comprises: tubular metal
frame; two front castors; two rear wheels with
locking cable brakes operated by bar-mounted
levers; adjustable height frame with integral hand
holds at two positions; adjustable width and
angle armrests. Overall Height: 100-130cm.
Overall Width: 76cm. Capacity: 325kg.
Supplier(s) - Homecraft Rolyan
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Adjustable Forearm Walker - From £88
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Adjustable height walking frame with forearm
troughs. Comprises: aluminium frame; two front
swivel castors; two rear rubber ferrules;
telescopic legs; two padded forearm supports
and upright handgrips. Overall Height: 96-
109cm. Overall Width: 74cm. Capacity: 160kg.
Weight: 5kg. Supplier(s) - Morecare Mobility &
Healthcare Specialists - Roma Medical Aids Ltd

Wheeled Trough Frame - From £108

Adjustable height pulpit frame with two rubber
moulded arm troughs. Comprises: two front
wheels; two rubber ferrules, telescopic legs with
push-button height adjustment; moulded arm
pads and rotating handgrips. Overall Height: 74-
84cm; 84-94cm; 99-109cm. Overall Length:
48cm. Overall Width: 64cm. Supplier(s) - Trulife

Tri Wheel Walker - From £170

vd
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Three-wheeled walker with forearm trough
attachment. Comprises: front castor; rear wheels
with puncture resistant tyres; folding, adjustable
height steel frame; forearm troughs with rotating
handles and contoured handgrips. Overall
Height: 98-113cm. Overall Length: 50cm.

Overall Width: 69cm. Capacity: 100kg.
Supplier(s) - Allardyce Healthcare Ltd - DCS
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8.4.8. Forearm walkers; wheeled

Joncare - Physio-Med Services Ltd - Yorkshire
Care Equipment

Maxi Walker - From £235

Atlas Walking Frame - From £183
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Adjustable height walking frame with under arm
support. Comprises: chrome plated steel frame;
four braked castors; plastic handgrips and
adjustable height axilla pads. Folds for storage
and transportation. Capacity: 160kg. Overall
Height: 83-99cm. Overall Width: 58cm.
Supplier(s) - Roma Medical Aids Ltd

Svea Walking Table - From £350

Adjustable height, wheeled forearm walker.
Comprises: two rear braked wheels; two front
castors and additional mini directional castor;
tubular steel zinc and powder coated frame
which adjusts in height hydraulically; adjustable
vertical handgrips with lever brake controls,
padded forearm support table. Two sizes
available. Overall Height: 82-107cm; 101-
126¢cm. Overall Length: 95cm; 100cm. Overall
Width: 59cm; 68cm. Capacity: 150kg. Weight:
15kg. Supplier(s) - OTS Ltd

Bond Stroke Rehab Frame

L 4

Adjustable height forearm walker. Comprises:
four castors, rear two braked; adjustable height
metal frame; padded platform armrests and two
adjustable angle handgrips. Model 2203A has
Velcro securing straps. Weight: 8kg. Capacity:
160kg. Overall Height: 97-142cm. Overall
Length: 76cm. Overall Width: 63cm.
Supplier(s)- Physio-Med Services Ltd - Active
Mobility Centre Ltd - Roma Medical Aids Ltd -
DCS Joncare - Yorkshire Care Equipment - Bush
Healthcare

Taurus Walker - From £650

Pulpit frame with an adjustable central handgrip
around which user interlocks both hands.
Comprises: two small front wheels; two rubber
ferrules, fleece-lined trough armrests and

adjustable central handgrip. Supplier(s) - Trulife
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Forearm wheeled walker with choice of hydraulic,
electric or manual height adjustment. Comprises:
four braked castors on 'H' shaped base frame;
adjustable height column with integral height
scale; forearm gutters with adjustable handles.
All models have option of locking handbrakes
and parking brakes. Overall Height: 85-134cm.
Overall Length: 70cm. Overall Width: 66¢cm.
Capacity: 150kg. Supplier(s) - Homecraft
Rolyan

Wheeled Fore-arm Walker - From £72

Adjustable height pulpit frame with two padded
forearm troughs. Comprises: two small front
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8.4.8. Forearm walkers; wheeled

wheels; two rear rubber ferrules, telescopic legs
with push-button height adjustment; two padded
forearm supports and rotating handgrips. Overall
Height: 96-109cm. Overall Length: 48cm.
Overall Width: 68cm. Supplier(s) - Trulife

Wheeled Walker With Armrests - From
£213
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Adjustable height, triangular forearm walker.
Comprises: two rear wheels with pressure
brakes; one front castor; adjustable height,
padded forearm troughs with rotating handles.
Folds for storage and transportation. Overall
Height: 98-113cm. Overall Width: 66cm.
Capacity: 125kg. Weight: 7kg. Supplier(s) -
Essentialaids.com - Yorkshire Care Equipment -
Homecraft Rolyan

Follo Stabilis Walker - From £403

Forearm walking frame. Comprises: welded steel
frame; enamel finish; adjustable width padded
armrests; four castors, two braked; adjustable
height via manual, pneumatic or electric
adjustment. Optional handbrakes. Overall
Length: 59cm. Overall Width: 67cm. Capacity:
100kg; 150kg. Supplier(s) - Homecraft Rolyan
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*NEW* Bure Standard Walking Frame -

From £399
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Wheeled forearm walker. Comprises: four
castors, rear two braked; adjustable height
supports with two padded forearm rests;
adjustable individual handles. Overall Length:
77cm. Overall Height: 87-131cm. Overall
Width: 79cm. Capacity: 150kg. Supplier(s) -
Nottingham Rehab Supplies

i

*NEW* Trio Height Adjustable Walking
Frame - From £499

Forearm walker comprising: rear braked wheels;
front castors; puncture resistant tyres; padded
forearm support platform, individually adjustable
in height and width; handgrips with locking cable
brakes. Optional arm pads. Supplier(s) -
Nottingham Rehab Supplies

Handicare Care Walker - From £399
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High forearm walker. Comprises: four castor
wheels, rear braked; adjustable height metal
frame; two padded platform armrests with vertical
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8.4.9. Trainer walkers

handgrips which adjust in angle. Also available
with individually adjustable height armrests.
Overall Height: 97-127cm; 100-130cm. Overall

Length: 85cm. Overall Width: 81cm. Capacity:

102kg. Weight: 16kg. Supplier(s) - Homecraft
Rolyan - Nottingham Rehab Supplies

Forearm Walker - From £88

Adjustable Wheeled Trough Walker - From
£207
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Adjustable height forearm walking frame.
Comprises: two small front wheels; two rubber
ferrules; telescopic legs with push-button height
adjustment; moulded rubber arm pads and
rotating handgrips. Overall Height: 96-109cm.
Overall Width: 74cm. Capacity: 160kg.
Supplier(s) - Physio-Med Services Ltd - DCS
Joncare - Yorkshire Care Equipment

Provo Forearm Rollator - From £311

Forearm rollator. Comprises: folding frame; rear
wheels; front castors; basket; cable brakes;
detachable tray; adjustable height forearm rests.
Folds for storage and transportation. Capacity:
100kg. Overall Height: 98-125cm. Supplier(s) -
Homecraft Rolyan
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Adjustable height forearm walker. Comprises:
two front wheels; two rear rubber ferrules,
telescopic legs with push-button height
adjustment; two padded forearm supports;
rotating handgrips. Overall Height: 83-93cm; 98-
108cm. Overall Width: 62cm. Capacity: 160kg.
Weight: 3kg. Supplier(s) - Homecraft Rolyan

8.4.9. Trainer walkers

Walking equipment included in this section
offers additional postural support to the user
for gait training and rehabilitation.

Advice should be sought from a therapist
about the use of this equipment.

Cavalier

Trainer walker. Comprises: two front castors; two
rear wheels; tubular metal frame; adjustable
saddle style seat; trunk support; adjustable
height handlebars with cable brakes. Option of
steering mechanism operated by handlebar or by
using the body and legs. Accessories include:
range of saddle styles; wrist, forearm and vertical
hand holds; range of body supports; leg
separation plates. Overall Height: 160cm;
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8.4.10. Frames and rollators for one-handed use

185cm user. Capacity: 65kg; 85kg. Weight:
19kg. Supplier(s) - Quest 88 Ltd (M)

Meywalk

Wheeled frame with additional integral support.
Comprises: two front castors; two large rear
wheels; metal frame; open 'U' shaped base; lift
facility to assist users from sitting to standing;
adjustable height and angle saddle seat; padded
thoracic rings; spring suspension; padded tubular
support bar and brake lever. Overall Length:
95cm. Weight: 25kg; 26kg. Overall Width:
70cm. Supplier(s) - The Helping Hand Co
(Ledbury) Ltd - Symmetrikit Ltd - Division of
Helping Hand Co (Ledbury) Ltd

Adult Walker

This product's description can be found in
classification: Vertical standing frames; without
stand assist

Mobi Classic Stander - From £611

Mobile, adjustable height walking support for
older children and adults. Encloses the user and
provides saddle style sling seat. Comprises: four
braked castors; tubular frame which opens and is
accessed from the rear; padded top to frame;
elevated section which acts as a handgrip and
sling seat suspended front to back from a lower
rail. Overall Height: 93-118cm; 108-133cm.
Overall Length: 56-81cm; 71-96cm. Overall
Width: 58cm; 65cm. Supplier(s) - Smirthwaite
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Ormesa Dynamico Walkers - From £554

Trainer walker suitable for children and small
adults. Comprises: epoxy coated frame; four
braked castors; padded pelvic support;
adjustable height padded chest support. Optional
handlebars and leg dividers. Five sizes available
for indoor use and four sizes for outdoor use.
Capacity: 30kg min; 90kg max. Weight: 12kg
min; 20kg max. Supplier(s) - Rainbow Mobility -
Homecraft Rolyan

8.4.10. Frames and rollators for one-

handed use
|

The frames in this section have a mobile base
and a central handgrip that enables the frame
to be held in one hand. Care should be taken
if using a one-handed frame as it does not
offer as much support as gripping the frame
with both hands.

Advice should be sought from a
Physiotherapist or Occupational Therapist as
using this sort of frame may have an adverse
effect on some rehabilitation programmes.

A-frame

This product's description can be found in
classification: Rollators with two front wheels

Glider Plus

This product's description can be found in
classification: Rollators with four wheels and
accessories

8.4.11. Reverse mobile walkers
|

This section includes wheeled walkers in
which the user stands and faces outwards.
The cross rails of the walker are therefore
behind the user as they move forward.

Kaye Posture Control Walkers

Reverse walking frames for children and adults.
Comprises: folding aluminium frame with a wide
base; adjustable height legs; rear cross rails
which act as a step prompt and handgrips
positioned on either side of the user. Options
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8.5.1. Axilla crutches

include: two and four-wheeled versions suitable
for indoor and outdoor use; indoor and outdoor
wheels; rear wheel dampers; hip location pads
and multi-positional forearm gutters; suspension
facility to enable partial weight bearing. Folds for
storage and transportation. Range of sizes and
colours available. Capacity: 27kg min; 113kg
max. Overall Height: 35cm min; 103cm max.
Internal Width: 33cm min; 42cm max between
handgrips. Supplier(s) - Quest 88 Ltd (M)

*NEW* Malte Walking Frame - From £540

Reverse style walking frame available for
children and small adults. Comprises: folding,
adjustable height frame; anti-roll locks to prevent
unwanted backward movement; rear wheels;
front castors which can be fixed in position when
required; adjustable length tubular handles.
Accessories include: swivel seat; hip and pelvic
supports. Four sizes available. Capacity: 30kg;
50kg; 75kg; 100kg. Overall Height: 32-58cm;
48-73cm; 63-93cm; 87-120cm. Supplier(s) -
Kingkraft Ltd

Nurmi Neo

8.5 Crutches

It is advisable to consult a Physiotherapist
before obtaining crutches so that an
assessment can identify the user's specific
requirements. A number of different gaits or
walking patterns can be used, depending on
the individual.

Advice is required to ensure that adequate
support, and consequently safety, is
achieved. Tuition may be necessary, for
example in the techniques for ascending and
descending stairs.

8.5.1. Axilla crutches
|

Axilla crutches may be single or double
adjustable. Single adjustable crutches allow
floor to handgrip height adjustment only. On
double adjustable crutches both floor to
handgrip height and the distance between the
handgrip and the axilla pad is adjustable.
These crutches may be metal or wooden.

Height Adjustable Axillary Crutches - From
£13

Adjustable height reverse mobile walking frame.

User stands within the frame and faces outwards.

Rear wheel mechanism prevents the Nurmi from
rolling backwards. Options include: fixed wheels
front and back or castors at front and friction

brakes on the rear wheels to slow down forward

momentum. Folds for storage and transportation.

Child and adult sizes available. Supplier(s) -
Otto Bock Healthcare Plc (M)
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Aluminium axilla crutches. Comprises plastic
handgrips and vinyl pads. Adjustable in height
from floor to handgrip only. Three sizes available.
Supplier(s) - Athrodax Healthcare International
Ltd

Wooden Axilla Crutches - From £12

Double adjustable height, wooden axilla crutch.
Comprises: double shaft; padded PVC covered
handgrip and axilla pad. Height is adjustable from
floor to handgrip, and handgrip to axilla pad.
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8.5.2. Elbow crutches

Supplier(s) - Physio-Med Services Ltd - Roma
Medical Aids Ltd - Yorkshire Care Equipment -
Dorset Nursing Supplies

Axilla Crutch - From £17

Double adjustable height, aluminium axilla
crutches. Comprises: single angled shaft, plastic
handgrips and vinyl axilla pads. Internal Height:
66-92cm handgrip to floor; 40-53cm handgrip to
axilla pad. Supplier(s) - Yorkshire Care
Equipment- Athrodax Healthcare International Ltd

Axilla Crutches - From £18

Adjustable height, wooden axilla crutch.
Comprises: single shaft; plastic handgrip and
axilla pad. Height is double adjustable from floor
to handgrip and handgrip to axilla pad. Height
adjusted by screw pin. Internal Height: 24-
36¢cm; 34-46¢cm; 42-57cm pad to handgrip.
Supplier(s) - Trulife

Red Dot Axilla Crutch

[ ]
Adjustable height, aluminium axilla crutch.
Comprises: double shaft; high density clip-lock
adjustable handgrips; push-button adjustable
height shaft; axilla pad. Three sizes available.
Capacity: 127kg. Overall Height: 94-114cm;
112-132cm; 132-152cm. Weight: 1.3kg.
Supplier(s) - TPG DisableAids -
Essentialaids.com
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French Style Axilla Crutch

Adjustable height, wooden axilla crutch.
Comprises: double shaft; wooden handgrip and
padded axilla pad. Height is adjustable from floor
to handgrip and handgrip to axilla pad using
screw knobs. Range of sizes available. Internal
Height: 75-102cm floor to handgrip. Supplier(s)-
Yorkshire Care Equipment

8.5.2. Elbow crutches

Both floor to handgrip height and the
distance between the cuff and the handgrip
are adjustable on double adjustable elbow
crutches. Single adjustable elbow crutches
allow floor to handgrip height adjustment
only. Closed elbow cuffs form almost a
complete ring around the user's forearm.
They are more widely used as they provide
greater security and may enable the user to
let go of the handgrip to open a door without
the crutch falling to the floor. Open cuffs are
semi-circular in shape. Standard and
moulded handgrips are available. Some
models are also fixed in height.

Double Adjustable Crutch - From £31 per
pair

Double adjustable height elbow crutches.
Comprises: angled aluminium shaft; standard
handgrips and pivoting closed cuffs. Three sizes
available. Capacity: 125kg. Weight: 700g.
Supplier(s) - Homecraft Rolyan - Helpful Hand
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8.5.2. Elbow crutches

Coloured Elbow Crutches - From £10

Single adjustable elbow crutches. Comprises:
angled aluminium shaft; plastic handgrips and
open cuffs. Upper part of crutch is moulded to
provide smoother edges and facilitate cleaning.
Height is adjustable from floor to handgrip only.
Range of colours available. Capacity: 100kg.
Weight: 650g. Supplier(s) - Essentialaids.com -
1st Call Mobility Ltd - Wardles - Homecraft
Rolyan - James Spencer and Co Ltd - Hounslow
Mobility - Mobility World Ltd - OPT4MOBILITY
Ltd - Hagger Electronics - AbilityStore at
Forcetenco - Allardyce Healthcare Ltd - London
Mobility Warehouse - Sun Mobility - DCS
Joncare: TPG DisableAids - Euromobility Ltd -
Yorkshire Care Equipment

Contoured Handle Ergonomic Soft Grip
Full Cuff - From £23

cuff. Overall Height: 138cm. Capacity: 125kg.
Supplier(s) - Trulife

Double Adjustable Elbow Crutches - From
£22

Double adjustable height elbow crutches.
Comprises: aluminium shaft; moulded handgrips
and hinged closed cuff. Capacity: 160kg.
Weight: 585g. Supplier(s) - Morecare Mobility &
Healthcare Specialists - Roma Medical Aids Ltd -
Dorset Nursing Supplies - Huntleigh UK

Articulated Cuff Elbow Crutches - From
£12

.
b

Double adjustable height elbow crutches.

Comprises: angled aluminium shaft; soft

ergonomic handgrips and pivoting closed cuff.
Capacity: 120kg. Supplier(s) - OTS Ltd

Fixed Height Crutches - From £24

Single adjustable aluminium or coloured crutches
with a standard handgrip and closed hinged cuff.
Adult and child sizes available. Supplier(s) -
Athrodax Healthcare International Ltd

Double Adjustable Elbow Crutches - From
£22

Fixed height crutches. Comprises: angled
aluminium shaft; soft handgrip and hinged closed
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I
Double adjustable height elbow crutches.
Comprises: angled aluminium shaft; standard
handgrips and open or closed cuffs. Adult and
child sizes available. Internal Height: 69-94cm;
83-110cm. Supplier(s) - LifeStyle Access &
Mobility - Physio-Med Services Ltd - DCS
Joncare - Yorkshire Care Equipment - Bush
Healthcare - Roma Medical Aids Ltd
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8.5.2. Elbow crutches

Double Adjustable Featherweight Crutches

Double adjustable height elbow crutches.
Comprises: angled aluminium shaft; standard
handgrips and optional open or closed hinged
cuffs. Internal Height: 74-99cm; 84-100cm.
Capacity: 160kg. Supplier(s) - Yorkshire Care
Equipment - DCS Joncare

Elbow Crutch - From £14

(%

Aluminium double adjustable elbow crutch.
Supplied in pairs. Capacity: 100kg. Overall
Height: 97-127cm. Supplier(s) - James Spencer
and Co Ltd

Double Adjustable Elbow Crutches With
Pvc Handle - From £21

Double adjustable height elbow crutches.
Comprises: angled aluminium shaft; PVC
handgrips and cuffs. Supplier(s) - Nottingham

Walking, Standing and Positioning
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Rehab Supplies - TPG DisableAids -
Essentialaids.com

Elbow Crutches - From £17

Adjustable height elbow crutches. Comprises:
angled aluminium shaft; plastic handgrips and
open cuffs moulded to facilitate cleaning.
Evolution has ergonomically-shaped handles;
Advance has coloured gel inserts for shock
absorption and to enhance comfort. Range of
colours available. Height is adjustable from floor
to handgrip only. Capacity: 130kg. Weight:
500g. Supplier(s) - Essentialaids.com -
Homecraft Rolyan

Double Adjustable Crutches With
Contoured Handle - From £22

Double adjustable height elbow crutches.
Comoprises: angled aluminium shaft; standard
handgrips and closed cuffs. Two sizes available.
Internal Height: 67-92cm; 76-102cm handgrip to
floor; 18-25cm handgrip to cuff. Supplier(s) -
DCS Joncare - Yorkshire Care Equipment

Adjustable Elbow Crutches - From £19

Adjustable height elbow crutches. Comprises:
angled metal shaft; contoured handgrips and soft
contoured hinged cuffs. Available with single or
double adjustable shaft. Supplier(s) - Cefndy
Healthcare

Litestix Aluminium Forearm Crutches -
From £450

Aluminium elbow crutch. Comprises: ferrule with
absorbalite gel polymer for shock absorption;
single tube construction; closed and hinged nylon
cuff, lined with closed cell foam wrapped in
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8.5.2. Elbow crutches

leather. Lining is detachable via Velcro to allow
room to accommodate bulky clothing. Made-to-
measure. Optional Tornado ferrules or Larger
Performance ferrules. Range of colours
available. Capacity: 113kg; 136kg. Supplier(s) -
Mustgetit.com

Pair Of Crutches - From £16

Care Necessities - TPG DisableAids - Upson
Mobility Ltd- Essentialaids.com

Plastic Handle Double Adjustable Elbow
Crutches - From £20

Double adjustable elbow crutches with angled
aluminium shaft, handgrip and closed cuff.
Internal Height: 67-94cm cuff to handgrip.
Supplier(s) - British Red Cross Independent
Living Products

Open Cuff Crutches - From £19

28

Double adjustable height elbow crutches.
Comoprises: angled aluminium shaft; contoured
handgrips and pivoting closed cuff. Capacity:
127kg. Weight: 600g. Internal Height: 20-28cm;
22-30cm cuff to handgrip. Supplier(s) -
Nottingham Rehab Supplies - Simplyhealth - CF
Hewerdine Ltd - Bodys Care Centre Ltd -
Yorkshire Care Equipment

Progress Crutches - From £16

Adjustable height elbow crutches. Comprises:
angled aluminium shaft; plastic textured
handgrips and open cuffs. Available as single or
double adjustable shaft. Supplier(s) - Trulife

Permanent User Crutches - From £60

§

Fixed height elbow crutches designed for long
term use. Comprises: reinforced tubular
aluminium shaft; Stepsafe ferrules and choice of
standard plastic handgrip, 8043C, or contoured
handgrip and plastic closed cuff, 8042C. Height
and handgrip position are made-to-measure.
Capacity: 160kg. Weight: 800g. Supplier(s) -
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Double adjustable elbow crutches. Comprises:
angled aluminium shaft; ergonomically designed
plastic handgrips; pivoting cuff. Available with
closed or open cuffs from some suppliers.
Capacity: 149kg. Weight: 530g. Supplier(s) -
Nightingale Medical & Mobility Products -
Homecraft Rolyan - AbilityStore at Forcetenco -
DCS Joncare - Able2 - TPG DisableAids -
Allardyce Healthcare Ltd - Wardles - Millercare
Mobility Specialists - Sun Mobility - LifeStyle
Access & Mobility - Hounslow Mobility - EPC -
Aides to Living - OPT4MOBILITY Ltd - Voluntary
Association for Surrey Disabled - Byw Bywyd
(Living Life) - All Handling (Movability) Ltd -
Kinderkey Healthcare Ltd
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8.5.2. Elbow crutches

Double Adjustable Lightweight Crutches -
From £21

Double adjustable height, elbow crutches.
Comprises: angled aluminium shaft; plastic
handgrips and closed hinged cuffs. Range of
colours and sizes available. Supplier(s) -
Athrodax Healthcare International Ltd

Single Adjustable Elbow Crutch With Pvc
Handle - From £19

el

Adjustable height elbow crutches. Comprises:
angled aluminium shaft; PVC handgrips and
cuffs. Height is singly adjustable from floor to
handgrip only. Capacity: 127kg. Supplier(s) -
Nottingham Rehab Supplies - TPG DisableAids -
Essentialaids.com

Single Adjustable Elbow Crutches - From
£19

Single adjustable height elbow crutches.
Comprises: angled aluminium shaft; standard
handgrips and open or closed cuffs. Height is
adjustable from floor to handgrip and handgrip to
cuff. Adult and child sizes available. Capacity:
160kg. Supplier(s) - Physio-Med Services Ltd -
DCS Joncare - Yorkshire Care Equipment - Bush
Healthcare - Rose Health Care - Nightingale
Medical & Mobility Products
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Single Adjustable Elbow Crutches - From
£18

Adjustable height elbow crutch. Comprises:
aluminium shaft; moulded handgrips and hinged
closed cuff. Capacity: 160kg. Weight: 585g.
Supplier(s) - Morecare Mobility & Healthcare
Specialists - Roma Medical Aids Ltd - Dorset
Nursing Supplies

Soft Handle Crutches - From £15

Adjustable height elbow crutches. Comprises:
angled aluminium shaft; standard or moulded
handles and closed cuff. Available with single or
double adjustable shaft. Supplier(s) - Glanmor -
Trulife

*NEW* Travel Crutch - From £36 including

VAT

Elbow crutch with plastic moulded fittings
including a contoured handgrip with integral
reflector. The crutch dismantles into four parts
and is supplied with a storage bag. Capacity:
120kg. Weight: 1kg. Supplier(s) - Homecraft
Rolyan - London Mobility Warehouse - Mobility
World Ltd - Sun Mobility - Hagger Electronics -
AbilityStore at Forcetenco - DCS Joncare - TPG
DisableAids - 1st Call Mobility Ltd - Euromobility
Ltd - Yorkshire Care Equipment
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8.5.3. Forearm crutches with gutter armrests

Single Adjustable Crutches With
Contoured Handle - From £20

e i

i

LI

Single adjustable elbow crutches. Comprises:
angled aluminium shaft; plastic handgrips and
closed cuffs. Height is adjustable from floor to
handgrip only. Capacity: 160kg. Internal
Height: 67-92cm; 76-102cm. Supplier(s) - DCS
Joncare - Yorkshire Care Equipment - Physio-
Med Services Ltd

Soft Grip Crutches Coloured - From £18

‘s
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Adjustable height elbow crutches. Comprises:
angled aluminium shaft; plastic textured
handgrips and open cuffs. Available with single
or double adjustable shaft. Overall Height: 99-
127cm. Capacity: 120kg. Supplier(s) - Trulife -
Homecraft Rolyan

Litestix Titanium Forearm Crutches

Standard Handle Ergonomic Soft Grip Full
Cuff Crutches - From £20

Double adjustable height elbow crutches.
Comprises: angled aluminium shaft; standard
handgrip and pivoting closed cuff. Capacity:
120kg. Supplier(s) - OTS Ltd

8.5.3. Forearm crutches with gutter
armrests

The height of the crutches in this section can
be adjusted, and they all have trough or
gutter armrests that support and spread the
user's weight onto their forearms. The length
and angle of the handgrip can also be
adjusted.

Arthritic Crutches - From £59

Titanium non-adjustable crutches with made-to-
measure one-piece construction. Comprises:
shock absorbing ferrules with rain rings for slip-
resistance; tapered side opening nylon cuffs with
padded leather lining, detachable to
accommodate bulky clothing; gel-filled handgrip.
Range of colours available. Supplier(s)
Mustgetit.com
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Adjustable height, forearm crutch. Comprises:
reinforced ferrule; chromium plated steel and
anodised aluminium shaft; push-button height
adjustment; padded forearm trough; adjustable
length and angle handgrip; Velcro strap.
Capacity: 160kg. Internal Height: 94-120cm
floor to trough. Overall Height: 94-119cm.
Supplier(s) - Nottingham Rehab Supplies - DCS
Joncare - Yorkshire Care Equipment - TPG
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8.5.4. Crutches with non-standard features

DisableAids - Physio-Med Services Ltd -
Essentialaids.com

Arthritic Crutch - From £65

R/

Forearm crutch. Comprises: ferrule; adjustable
height metal shaft; foam padded trough; Velcro
strap; adjustable length rotating handle suitable
for left and right handed use. Capacity: 140kg.
Overall Height: 95-118cm. Weight: 660g.
Supplier(s) - Homecraft Rolyan

Trough Crutches - From £60

Adjustable height, forearm crutches. Comprises:
steel shaft; trough with synthetic sheepskin pad;
adjustable length and angle handgrip; Velcro
strap. Supplied in pairs. Capacity: 100kg.
Overall Height: 89-117cm. Supplier(s) - Trulife

8.5.4. Crutches with non-standard
features
|

Products included may have features such as
moulded handgrips for left or right handed
use, or a swan neck design.

Iwalkfree Crutch - From £1,410

Hands-free crutch for users with non weight
bearing lower leg injuries. Device supports the
knee and upper leg via a fastening system that
allows for adjustment to the user height and leg
size. Comprises: one stable support strut with
tread; supportive locking tray with strap;
additional padded straps. UV-resistant and hypo-
allergenic. Supplier(s) - Able Living Ltd

Walking, Standing and Positioning
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Comfy Handle Double Elbow Crutches -
From £20

Adjustable height elbow crutches with left or right
hand moulded handgrip designed to spread
user's weight across the palm. Comprises:
angled aluminium shaft; plastic contoured
handgrips; single adjustable version with closed
cuff and double adjustable version with closed or
open cuff. Range of sizes and capacities
available from some suppliers. Overall Height:
74-105¢cm; 91-123cm. Capacity: 127kg. Weight:
600g. Supplier(s) - Mobilis Healthcare Group -
CF Hewerdine Ltd - Essentialaids.com - Allardyce
Healthcare Ltd - Byw Bywyd (Living Life) -
OPT4MOBILITY Ltd - DCS Joncare - 1st Call
Mobility Ltd - EPC - London Mobility Warehouse -
Sun Mobility - Yorkshire Care Equipment -
Wardles - Active Mobility Centre Ltd - Homecraft
Rolyan - Nottingham Rehab Supplies - TPG
DisableAids - Bodys Care Centre Ltd -
Simplyhealth - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - Hounslow
Mobility - Mobility World Ltd - Aides to Living -
Voluntary Association for Surrey Disabled -
Hagger Electronics - AbilityStore at Forcetenco -
All Handling (Movability) Ltd - Euromobility Ltd -
LifeStyle Access & Mobility

Comfort And Style Crutch - From £32

Adjustable height, coloured elbow crutches with
anatomically moulded handles. Comprises:
angled aluminium shaft; plastic contoured
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8.5.4. Crutches with non-standard features

handgrips and pivoting cuffs. Capacity: 125kg.
Supplier(s) - Simplyhealth - Yorkshire Care
Equipment - Nottingham Rehab Supplies - CF
Hewerdine Ltd - Bodys Care Centre Ltd

Contoured Handle Ergonomic Soft Grip
Full Cuff

Plastic Handle Elbow Crutches - From £16

This product's description can be found in
classification: Elbow crutches

Comfort Grip Adjustable Crutches - From
£30

Single adjustable elbow crutches with contoured
handles. Comprises: angled aluminium shaft;
comfort grip, plastic contoured handles and
pivoting cuffs. Choice of colour available.
Supplier(s) - AbilityStore at Forcetenco - DCS
Joncare - Able2 - RDK Mobility - Kinderkey
Healthcare Ltd

Litestix Aluminium Forearm Crutches

|

[
Range of crutches with ergonomic handgrip.
Range includes single and double adjustable
elbow crutch with closed cuff. Capacity: 127kg.
Weight: 600g. Supplier(s) - Nottingham Rehab
Supplies - TPG DisableAids - Essentialaids.com

Shock Absorbing Crutches - From £25

This product's description can be found in
classification: Elbow crutches

*NEW* Permenforce Crutch - From £50 per

pair
.
i

4

\

Pair of crutches with integral steel device for
reinforcement of the crutch handle. Supplier(s) -
Permenforce
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Double adjustable height elbow crutches with
shock absorbing system to reduce strain on
joints. Comprises: angled aluminium shaft;
standard handgrips and plastic closed cuffs.
Shock absorbing system can be deactivated to
convert into standard elbow crutch. Capacity:
98kg. Internal Height: 23-33cm handgrip to cuff.
Supplier(s) - Nightingale Medical & Mobility
Products - Wardles - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life) - DCS Joncare -
Independent Living Co - Homecraft Rolyan - Sun
Mobility - TPG DisableAids - Prestige Healthcare
(London) Ltd - Millercare Mobility Specialists -
LifeStyle Access & Mobility - OPT4MOBILITY
Ltd- Aides to Living - Voluntary Association for
Surrey Disabled

Soft Handle Crutches

This product's description can be found in
classification: Elbow crutches

Soft Grip Crutches Coloured

This product's description can be found in
classification: Elbow crutches
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8.5.5. Crutches for bariatric use

Sure Foot Crutch - From £103 193cm. Capacity: 89kg. Supplier(s)

Mustgetit.com

8.5.5. Crutches for bariatric use
|

Hard wearing crutches, usually made of steel
designed for those who use crutches on a
permanent basis or who require a user weight
capacity of 190kg and above.

Heavy Duty Crutches - From £100

Adjustable height metal elbow crutch with extra
large base. Designed to offer stability over most
surfaces including sand, pebbles and soft grass.

Large rectangular foot has flexible hinges and -’_'L;ﬂ

slip-resistant sole which 'walks' along with the i (o=

user. Supplied as a single crutch. Capacity: B i

181kg. Weight: 900g. Supplier(s) - :

Essentialaids.com X l

Safe-in Soft Crutches - From £51
J Fixed height, heavy duty elbow crutches.
Comprises: reinforced tubular aluminium shaft;

plastic handgrip and closed cuff. Capacity:
¢ 190kg. Supplier(s) - Physio-Med Services Ltd -
Yorkshire Care Equipment

Heavy Duty Elbow Crutches - From £39

Double adjustable elbow crutch. Comprises:
ferrule; soft ergonomic handle; hinged cuff. ;
Capacity: 120kg. Supplier(s) - Homecraft
Rolyan

——'“:'---.L_;

Litestix Titanium Forearm Crutches

This product's description can be found in
classification: Elbow crutches

Walkeasy W-ergo Grip - From £155

Double adjustable elbow crutches with contoured Adjustable height elbow crutches. Comprises:

handgrips. Comprises: angled aluminium shaft;
right and left handed models; plastic arm cuffs.
Optional leather cuff inserts and gel tip ferrules.

Range of colours available. Overall Height: 152-
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reinforced tubular steel shaft; chromium plated
finish; plastic handgrip and plastic closed cuff.
Capacity: 318kg. Weight: 1kg. Supplier(s) -
Roma Medical Aids Ltd - Huntleigh UK
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8.6.1. Tripod walking sticks and crutches

Bariatric Crutch - From £120

Heavy duty crutch. Comprises metal shaft cut to
required height with moulded handgrip and cuff.
Capacity: 200kg. Weight: 1kg. Supplier(s)
Homecraft Rolyan

Heavy Duty Fixed Height Crutches

Steel fixed height crutches suitable for heavy

duty use with hinged closed cuff. Overall Height:

138cm. Capacity: 190kg. Supplier(s) - Trulife

Heavy Duty Crutches - From £70

Made-to-measure fixed height heavy duty
crutches. Comprises: rubber ferrule; anodised
aluminium shaft; contoured handle and plastic
cuff. Capacity: 190kg. Supplier(s) - Nottingham
Rehab Supplies

8.6 Tripods and quadrupods

Tripod and quadrupod walking devices have
a three or four-point base respectively. They
are free standing and offer the user support
that is more stable than a standard walking
stick. They can be held in the left or right
hand via a handgrip or have a crutch style
cuff and handgrip. The width of the base
varies between models.

Straight and swan necked shafts are
available. A swan neck shaft puts the user's
weight centrally over the base.

This type of equipment can have an adverse
effect on some rehabilitation programmes, so
it is essential that the user consults a
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Physiotherapist or Occupational Therapist
before purchase.

8.6.1. Tripod walking sticks and

crutches
|

These walking sticks have a single stem
attached to a three-legged base. The base
may be wide or narrow. They can be held in
the right or left hand and are adjustable in
height.

Also included in this section are tripod
crutches which are elbow crutches with a
three-legged base.

Tripod Adjustable Stick - From £18

Adjustable height tripod stick. Comprises: wide
based metal legs with ferrules; adjustable height
metal shaft; right angled handle and plastic
handgrip. Capacity: 114kg. Overall Height: 71-
97cm. Weight: 1kg. Supplier(s) - Morecare
Mobility & Healthcare Specialists -
Essentialaids.com - Active Mobility Centre Ltd -
Homecraft Rolyan - London Mobility Warehouse -
Mobility World Ltd - Sun Mobility - Hagger
Electronics - AbilityStore at Forcetenco - DCS
Joncare - TPG DisableAids - 1st Call Mobility Ltd-
Euromobility Ltd - Yorkshire Care Equipment

Adult Tripod - From £13

Adjustable height tripod stick. Comprises: narrow
based legs with ferrules; adjustable height epoxy
coated steel shaft; right angled handle and
plastic handgrip. Supplier(s) - Athrodax
Healthcare International Ltd
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8.6.1. Tripod walking sticks and crutches

Adjustable Tripod Cane - From £18

Adjustable height tripod stick. Comprises: coated
steel legs with ferrules; adjustable height
aluminium shaft; right angled handle and plastic
handgrip. Capacity: 100kg. Weight: 900g.
Supplier(s) - Mobility South West -
Essentialaids.com - Yorkshire Care Equipment -
Homecraft Rolyan

Tripod Cane - From £18

-
/
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Adjustable height tripod stick. Comprises: narrow
based chrome plated steel legs with ferrules;
adjustable height aluminium shaft; right angled
handle and plastic handgrip. Capacity: 125kg.
Overall Height: 69-94cm. Supplier(s) - DCS
Joncare - Yorkshire Care Equipment - Physio-

Med Services Ltd - Nightingale Medical & Mobility
Products

Adult Tripod - From £16

Adjustable height tripod stick. Comprises: narrow
based chrome plated steel legs with ferrules;
adjustable height steel shaft; right angled handle
and plastic handgrip. Supplier(s) - Athrodax
Healthcare International Ltd
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Adjustable Height Tripod - From £22

-

Adjustable height tripod stick. Comprises: wide
based chrome plated steel legs with ferrules;
adjustable height aluminium shaft; right angled
handle and plastic handgrip. Overall Height: 74-
100cm. Capacity: 125kg. Supplier(s) - DCS
Joncare - Yorkshire Care Equipment - Physio-
Med Services Ltd - Nightingale Medical & Mobility
Products

Tripod - From £17

'
Adjustable height tripod stick. Comprises: wide
base legs with ferrules; adjustable height steel
shaft; right angled contoured handle with plastic
handgrip. Capacity: 127kg. Overall Height: 77-
102cm. Weight: 1kg. Supplier(s) - OTS Ltd -

Nottingham Rehab Supplies - TPG DisableAids -
Upson Mobility Ltd - Essentialaids.com

Tripod Walking Stick - From £26

Adjustable height tripod stick. Comprises: narrow
based chrome plated steel legs with ferrules;
adjustable height aluminium shaft; right angled
handle and moulded plastic handgrip. Capacity:
114kg. Overall Height: 71-97cm. Weight: 1kg.
Supplier(s) - Able Living Ltd
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8.6.2. Quadrupod walking sticks and crutches

3 Legged Walking Stick - From £20

Tripod walking stick. Comprises: three-point base

with rubber ferrules; adjustable height stainless
steel shaft; contoured 'T' shaped handle.
Supplier(s) - Damart

8.6.2. Quadrupod walking sticks and
crutches

The walking sticks in this section have a

single shaft attached to a four-legged base.
They can be held in the right or left hand by
rotating the handle or base by 180 degrees.

The width of the base varies between models.

The crutches in this section are elbow
crutches with a four-legged base.

Adjustable Quad Cane - From £17

Alphamarque Associates Ltd - Morecare Mobility
& Healthcare Specialists - Mobility South West -
Essentialaids.com - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life) - Nightingale Medical &
Mobility Products - OPT4MOBILITY Ltd -
Independent Living Co - DCS Joncare - 1st Call
Mobility Ltd - EPC - London Mobility Warehouse -
Yorkshire Care Equipment - Wardles - Active
Mobility Centre Ltd - Homecraft Rolyan - Sun
Mobility - TPG DisableAids - Prestige Healthcare
(London) Ltd - Millercare Mobility Specialists -
LifeStyle Access & Mobility - Hounslow Mobility -
Mobility World Ltd - Aides to Living - Rose Health
Care - Voluntary Association for Surrey Disabled-
Hagger Electronics - AbilityStore at Forcetenco -
All Handling (Movability) Ltd - Euromobility Ltd

Adjustable Height Quadruped - From £22

Adjustable height quadrupod stick. Comprises:
narrow based metal legs with ferrules; swan
neck, adjustable height metal shaft; right angled
handle and soft grip handgrip. Quad base can be

unscrewed. Choice of colour available. Capacity:

114kg. Overall Height: 76-96cm. Supplier(s) -
Robsons (UK) Ltd

Adjustable Small Based Quad Stick - From
£19

Adjustable height quadrupod stick. Comprises:
narrow based metal legs with ferrules; swan
neck, adjustable height aluminium shaft and right
angled handle. Capacity: 114kg. Overall
Height: 66-92cm. Weight: 700g. Supplier(s) -
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Adjustable height quadrupod stick. Comprises:
wide based steel legs with ferrules; swan neck,
adjustable height aluminium shaft; right angled
handle and plastic handgrip. Capacity: 125kg.
Overall Height: 74-100cm. Overall Width:
34cm. Supplier(s) - Roma Medical Aids Ltd -
DCS Joncare - Yorkshire Care Equipment -
Physio-Med Services Ltd - Nightingale Medical &
Mobility Products

Adjustable Quad Cane - From £16

Adjustable height quadrupod stick. Comprises:
wide based steel legs with ferrules; swan neck,
adjustable height steel shaft; right angled handle
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8.6.2. Quadrupod walking sticks and crutches

and contoured plastic handgrip. Capacity:
100kg. Overall Height: 75-93cm. Weight: 1kg.
Supplier(s) - AbilityStore at Forcetenco - DCS
Joncare - Essentialaids.com - Able2 - Yorkshire
Care Equipment - Homecraft Rolyan - RDK
Mobility- Millercare Mobility Specialists -
Kinderkey Healthcare Ltd

*NEW* Coopers Adjustable Aluminium
Walking Stick With Tetrapod Base - From
£13

White quadrupod walking stick adjustable for left
or right sided use. Comprises adjustable height
shaft and plastic contoured handle. Capacity:
127kg. Overall Height: 71-97cm. Supplier(s) -
Royal National Institute for the Blind (RNIB)

Quadruped Adjustable Stick - From £19

Adjustable height quadrupod stick. Comprises:
wide based metal legs with ferrules; swan neck,
adjustable height metal shaft; right angled handle
and plastic handgrip. Capacity: 114kg. Overall
Height: 71-97cm. Weight: 2kg. Supplier(s) -
Morecare Mobility & Healthcare Specialists -
Essentialaids.com - 1st Call Mobility Ltd -
Yorkshire Care Equipment - Active Mobility
Centre Ltd - Homecraft Rolyan - London Mobility
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Warehouse - Mobility World Ltd - Sun Mobility -
Hagger Electronics - AbilityStore at Forcetenco -
DCS Joncare - TPG DisableAids - Euromobility
Ltd

Large Base Quad Cane

Aluminium quad cane. Comprises: wide four-
point base with rubber ferrules; adjustable height
shaft; foam handle. Overall Height: 76-99cm.
Supplier(s) - Aidmobility Ltd

European Style Quad Cane - From £27

)
A

Adjustable height quadrupod stick. Comprises:
wide base metal legs with ferrules; swan neck,
adjustable height aluminium shaft; right angled
handle with foam grip and carry strap. Coloured
finish. Overall Height: 74-97cm. Supplier(s) -
AbilityStore at Forcetenco - DCS Joncare - RDK
Mobility

Offset Sponge Handle Quad Stick - From
£17

P

Adjustable height quadrupod stick. Comprises:
narrow based metal legs with ferrules; swan
neck, adjustable height aluminium shaft and right
angled handle with foam grip. Overall Height:
69-92cm. Weight: 1kg. Supplier(s) - Shine
International Ltd- Morley Mobility
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Quad Walking Aid - From £20

9

Adjustable height quadrupod stick. Comprises:
narrow based steel legs with ferrules; swan neck,
adjustable height metal alloy shaft; right angled
handle and plastic handgrip. Capacity: 125kg.
Overall Height: 83-105cm. Supplier(s) - Roma
Medical Aids Ltd - Dorset Nursing Supplies

Quad Cane With Ambidextrous Ergonomic
Handle

a square. Capacity: 127kg. Overall Height: 72-
98cm; 77-102cm; 71-97cm. Weight: 1kg.
Supplier(s) - OTS Ltd - Nottingham Rehab
Supplies - TPG DisableAids - Simplyhealth -
Upson Mobility Ltd - CF Hewerdine Ltd -
Essentialaids.com - Bodys Care Centre Ltd -
Yorkshire Care Equipment

Small Base Quad Cane

Aluminium quad cane. Comprises: four-point
base with rubber ferrules; push-button adjustable
shaft; foam handle. Overall Height: 76-99cm.
Supplier(s) - Aidmobility Ltd

Quad Walking Aid - From £22

Aluminium quad cane. Comprises four-point base

with rubber ferrules, and contoured handle
suitable for left and right handed use. Overall
Height: 76-97cm. Supplier(s) - Aidmobility Ltd

Tetrapod - From £17

! .
i
Range of adjustable height quadrupod sticks.
Range includes: choice of narrow, wide or centre
based steel legs with ferrules; swan neck,
adjustable height aluminium shaft; right angled
handle and plastic moulded handgrip. Narrow

and wide bases have all four feet to one side.
Centred legs tetrapod has foot in each corner of

70

¥
Adjustable height quadrupod stick. Comprises:
steel legs with ferrules; swan neck, adjustable
height metal alloy shaft; right angled handle and
plastic handgrip. Capacity: 125kg. Overall
Height: 83-105cm. Supplier(s) - Roma Medical
Aids Ltd - Dorset Nursing Supplies

*NEW* Quadruped Walking Aid - From £26

:u.""‘“-\-._
>
i i ._i_'
Quadrupod walking stick. Comprises: rubber
ferrules; broad base; adjustable height shaft and
plastic moulded handle. Overall Height: 71-
96cm. Supplier(s) - Rose Health Care
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8.6.3. Mobile quadrupods

Quadrupod Cane - From £17

Adjustable height quadrupod stick. Comprises:

narrow based steel legs with ferrules; swan neck,

adjustable height aluminium shaft; right angled

handle and moulded plastic handgrip. Capacity:

125kg. Overall Height: 67-92cm. Supplier(s) -
Roma Medical Aids Ltd - DCS Joncare -
Yorkshire Care Equipment - British Red Cross
Independent Living Products - Able Living Ltd -
Physio-Med Services Ltd

Quadruped Adjustable Walking Stick -
From £31

8.6.3. Mobile quadrupods

K-9 Orthopaedic Leg Trolley - From £190

Adjustable height quadrupod stick. Comprises:
wide based metal legs with ferrules; adjustable
height metal shaft; right angled handle and
contoured plastic handgrip. Capacity: 127kg.
Overall Height: 71-97cm. Weight: 1kg.
Supplier(s) - Able Living Ltd

Tetrapod - From £24

Adjustable height quadrupod stick. Comprises:
narrow based metal legs with ferrules; swan
neck, adjustable height metal shaft; right angled
handle and plastic handgrip. Capacity: 125kg.
Overall Height: 71-98cm. Weight: 1kg.
Supplier(s) - Trulife
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Lightweight orthopaedic scooter for people with
foot or ankle injuries. Comprises: four castor
wheels; four splayed metal legs; adjustable
height steel support section; foam padded,
plastic coated aluminium shin and knee rest;
tubular chrome handle which extends from
support section to waist level. Weight: 6kg.
Supplier(s) - John Reid & Sons (Strucsteel) Ltd

8.7 Canes, walking sticks
and accessories for

individuals who are blind or
partially si

Canes may be used by individuals who are
blind or partially sighted to establish the
nature of their immediate surroundings. They
also act as guides by locating obstacles in
the user's pathway. They are white in colour
and therefore act as an indicator to those
around that the user is blind or partially
sighted.

Various options are available including:
o different types of handgrip;

o folding or rigid canes;

o reflective markings;

e roller tips to increase the sensitivity of the
cane.

Also available are red and white coloured
canes to indicate that the user is both deaf
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and blind. Alternatively red tape can be
wrapped around a white cane.

Replacement tips for canes are available.
White walking sticks are available as walking
equipment for users who are blind or partially
sighted and also have difficulty mobilising.

8.7.1. Canes and accessories for
individuals who are blind or partially

sighted

Canes may be used by individuals who are
blind or partially sighted to establish the
nature of their immediate surroundings. They
also act as guides by locating obstacles in
the user's pathway. They are white in colour
and therefore act as an indicator to those
around that the user is blind or partially
sighted.

Various options are available including:
o different types of handgrip;

e folding or rigid canes;

o reflective markings;

e roller tips to increase the sensitivity of the
cane.

Also available are red and white coloured
canes to indicate that the user is both deaf
and blind. Alternatively red tape can be
wrapped around a white cane.

Replacement tips for canes are available.
White walking sticks are available as walking
equipment for users who are blind or partially
sighted and also have difficulty mobilising.

Advantage Ultralight Graphite Cane - From
£23

Range of white guide canes. Range includes
folding and rigid canes with graphite white and
reflective shafts, rounded rubber tip and elastic
loop wrist strap. Optional choice of tip. Overall
Height: 115cm. Weight: 216g. Supplier(s) -
Queen Alexandra College
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Ambutech Graphite Folding Roller Tip
Cane- From £25

Ambutech graphite folding cane. Comprises:
roller tip; aluminium insert and double-stranded
elastic cord; tight fitting joints; reflective finish.
Four-piece or six-piece cane and alternative style
roller tips available. Overall Height: 107cm min;
152cm max. Supplier(s) - Royal National
Institute for the Blind (RNIB)

*NEW* Ambutech Ceramic Tip - From £10

Hook style ceramic cane tip for AmbuTech range
of canes. Supplier(s) - Royal National Institute
for the Blind (RNIB)

*NEW* Ambutech Push On Style Cane
Tips- From £5

Push-on style roller ball tip for cane comprising
encased stainless steel roller bearing. Can also
be used on AmbuTech canes that take hook style
tips where a hook style Pencil tip has been
attached to the cane first. Diameter: 5cm.
Supplier(s) - Royal National Institute for the
Blind (RNIB)
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8.7.1. Canes and accessories for individuals who are blind or partially sighted

*NEW* Ambutech Long Canes - From £20

Range of canes comprising heavy gauge
aluminium tube construction fitted with a Roller
tip. Smaller canes fold into four sections and the
larger into five sections. Alternative tips available
include: Jumbo roller tip; Marshmallow; Pencil;
Roller ball tip; Rover free-wheeling tip; Metal
glide tip and Ceramic tip. Ten lengths available.
Overall Height: 105cm min; 150cm max.
Supplier(s) - Royal National Institute for the
Blind (RNIB)

Ambutech Replacement Cane Tips - From
£2

Replacement hook style cane tips for Ambutech

canes including roller tip; pencil tip; marshmallow
tip; black rubber tip; jumbo roller tip; metal glide;

roller ball and rover free-wheeling tip. Diameter:

4cm roller; 7cm jumbo roller. Supplier(s) - Royal
National Institute for the Blind (RNIB)

Ambutech Reflective Folding Guide Cane -
From £16

\\T'

Four-section aluminium cane. Comprises pencil
tip and reflective finish. Range of sizes and
alternative roller tips available. Weight: 85cm
min; 115cm max. Supplier(s) - Royal National
Institute for the Blind (RNIB)
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Ambutech Reflective Rigid Cane With
Pencil Tip - From £16

Rigid aluminium reflective cane. Comprises:
pencil tip; one-piece of elastic held in position by
hook style tip and knotted through handle; plastic
handle; wrist loop. Range of alternative tips
available. Overall Height: 110cm min; 130cm
max. Supplier(s) - Royal National Institute for the
Blind (RNIB)

Ultracane - From £499

Electronic white cane. Uses ultrasonic echoes to
detect obstacles ahead, and converts the
information to vibrating buttons in the handle,
enabling user to build up a spatial map of their
surroundings. Comprises: roller tip; aluminium
shaft; contoured handle; carry strap. Optional
pencil tip and jumbo roller tip. Available in seven
heights. Waterproof carry case with battery
pocket, adjustable strap and long zip available
from some suppliers. Overall Height: 115cm.
Weight: 455g. Supplier(s) - SW Retail Ltd

Ball-tip Long Cane Rotating Tip - From £6

Replacement tip for cane. Comprises spherical
rotating ball which can be screwed into base of
cane. Supplier(s) - Cobolt Systems Ltd
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8.7.1. Canes and accessories for individuals who are blind or partially sighted

Ambutech Rigid Reflective Crook Handle
And Pencil Tip Cane - From £16

reflective finish. The three or four section
segmented shaft is joined by elastic cord so the

Extra Small MI75; Small MI89; Medium MI76; Large
MI77; Extra Large MI90

Rigid cane. Comprises: pencil tip; aluminium
reflective shaft; crook handle. Cane has one
piece of elastic held in position by hook on tip
and knotted through a hole on the side of the
crook above the handle. Range of sizes and
replacement tips available. Overall Height:
115¢cm min; 135cm max. Supplier(s) - Royal
National Institute for the Blind (RNIB)

cane automatically straightens when held at one
end. Range of tips include: roller; pencil,
marshmallow; jumbo roller; metal glide; rolling
ball and push-on style roller ball. Overall Height:
70cm; 85¢cm; 100cm; 105cm. Weight: 62g; 74g;
90g; 92g. Supplier(s) - SW Retail Ltd - Royal
National Institute for the Blind (RNIB)

Folding Three Section Aluminium Deaf-
blind Cane

Ztwbc

Folding aluminium cane with red and white finish,
wrist strap and nylon tip. Overall Height: 89cm.
Supplier(s) - Aidmobility Ltd

Replacement Tape For Canes - From £3

White Mp06; Red Mp04

Ambutech Reflective Long Cane With
Crook Handle And Pencil Tip - From £17

MI63-MI70

Folding long cane. Comprises: pencil tip;
reflective four-section aluminium shaft with
elastic insert; crook handle. Range of tip styles
available. Overall Height: 105cm min; 140cm
max. Supplier(s) - Royal National Institute for the
Blind (RNIB)

Replacement red or white tape for canes for
partially sighted, blind or deafblind users.
Supplier(s) - Royal National Institute for the
Blind (RNIB)

Heathfield Screw-in Roller Tip

Mp21

Ambutech Symbol Canes - From £5

Small Ms20; Medium Ms22; Large Ms23; Xlarge
Ms25

Roller tip which screws into long canes.
Diameter: 3cm. Overall Height: 9cm.
Supplier(s) - Royal National Institute for the
Blind (RNIB)

A
e

Range of folding white canes with loop strap
handle. Comprises aluminium shaft with
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8.7.1. Canes and accessories for individuals who are blind or partially sighted

*NEW* Ambutech Thread Style - From £10 available including roller, metal glide, ceramic,

N . . . encil and marshmallow. Overall Height: 96-
Ceramic Tip Mp89; Roller Tip Mp92-96; Glide Tip F1)04cm' 113-123cm: 123-134cm:- 133_9144cm
Mp97; Pencil Tip Mp98 ) ) ; .

Supplier(s) - Royal National Institute for the
Blind (RNIB)

*NEW* Bevria Aluminium Folding Cane -
From £22

MI160-MI170

Range of ceramic, roller, glide and pencil tips
with thread style attachment suitable for use with
the Ambutech telescopic and slimline canes and
the Mereo Mergo folding long cane. Supplier(s) -
Royal National Institute for the Blind (RNIB)

* * H
NEW" Ambutech Telescopic Long Cane Reflective aluminium folding cane fitted with

With Ceramic Top - From £42 marshmallow style Ball Race Overfit Tip. Range
Small Me15; Large Me16 of other tips available including metal; teardrop;
roller; jumbo roller ball and palmtip. Four or five-
section folding canes available in 11 lengths with
hand strap. Overall Height: 102cm min; 152cm
max. Supplier(s) - Royal National Institute for the
Blind (RNIB)

White Aluminium Folding Cane - From £12

= c10
White long cane with telescopic graphite shaft,
adjustable in length and locks with turn of the Fixed height, white cane which folds into four
shaft. Supplied with threaded ceramic tip but sections. Comprises: metal tip; aluminium shaft;
compatible with full range of AmbuTech tips. handgrip with bulb style end; carry strap.
Overall Height: 66-127cm; 79-150cm. Supplier(s) - Athrodax Healthcare International
Supplier(s) - Royal National Institute for the Ltd
Blind (RNIB)
Revolution Advantage Folding Long Cane -
*NEW* Mereo Mergo Folding Long Cane - From £25
From £37 MI127-MI137; MI147-MI149
MI82-MI85

Reflective five-section extendible aluminium cane
with ergonomic, shock absorbing wooden handle.
No tip is supplied with the cane. Range of tips
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Range of fixed height, white canes which fold into
four or five sections. Comprises: pencil tip;







8.7.2. Walking sticks for individuals who are blind or partially sighted

graphite shaft; carry loop. Options include: metal
tip; pencil tip; roller tip; teardrop tip; jumbo roller
tip and palmtip. Range of heights available.
Overall Height: 85cm min; 150cm max.
Supplier(s) - Royal National Institute for the
Blind (RNIB)

Rnib Symbol Cane - From £9

Fixed height, white cane which folds into four
sections. Comprises: metal tip; reflective
aluminium shaft; hand strap. Overall Height:
70cm; 85¢cm; 100cm; 105¢cm. Supplier(s) - Royal
National Institute for the Blind (RNIB)

Telecanes - From £16

Revolution Advantage Symbol Cane - From
£14

Range of compact telescopic canes. Range
includes: choice of three or five-section
telescopic canes available in white; five-section
cane available in white and red. Optional cane
holder for storage. Overall Height: 45cm; 75cm.
Weight: 36g; 37g; 38g. Supplier(s) - Royal
National Institute for the Blind (RNIB)

White Aluminium Cane - From £8

Fixed height white aluminium cane with crook
handle and rubber ferrule. Supplier(s) - Athrodax
Healthcare International Ltd

76

Fixed height, white cane which folds into seven
sections making it very compact when folded.
Comprises: tip; graphite shaft; reflective tape
covering; handgrip; hand strap. Overall Height:
70cm; 80cm; 85cm. Supplier(s) - Royal National
Institute for the Blind (RNIB)

8.7.2. Walking sticks for individuals

who are blind or partiallz sighted

For details of products included in this section,
see section 8.8.9

8.7.3. Navigational equipment

For details of products included in this section,
see section 19: Communication, Vision &

Hearing

8.8 Walking sticks

It is essential that walking sticks are adjusted
to the correct height for each individual user.
If the height is incorrect then the support will
not be adequate. Instruction in the various
walking gaits or patterns may be necessary to
ensure safe and correct use.

A variety of differently shaped handles are
available including:

e crook handles which may be less
comfortable than aright angled handle but
can be hooked over the arm when the
walking stick is not in use;

¢ right angled handles which are often more
comfortable to grip than a crook. The
addition of a wrist strap may be useful to
secure the stick when it is not in use;

Walking, Standing and Positioning
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8.8.1. Wooden walking sticks

e 'T'shaped handles which may be curved
to form a slight hook;

e contoured or ergonomic handles
including 'Fischer handles' which spread
the pressure over a wider area of the hand
and may be more comfortable for
permanent users or those with painful
hands.

A stick with a swan neck shaft spreads the
user's weight centrally over the base. This
may be helpful for those who require more
stability.

Ferrules should be checked regularly for wear
and tear and periodically replaced as
appropriate.

8.8.1. Wooden walking sticks

The walking sticks in this section usually
have a crook or contoured 'T' shaped handle
so that they can be hooked over the forearm.
Various diameters are available and they
should be cut to the correct height.

Ladies Melbourne Handle Walking Stick -
From £10

b |

Fixed height, wooden walking stick. Comprises
rubber ferrule and curved 'T' shaped handle.
Capacity: 127kg. Overall Height: 92cm.
Supplier(s) - Care Necessities - TPG
DisableAids - Upson Mobility Ltd -
Essentialaids.com
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Ladies And Gents Derby Canes - From £16

Fixed height, wooden walking sticks. Comprises:
rubber ferrule; hardwood shaft; curved 'T' shaped
Derby handle. Supplier(s) - Able Living Ltd

Contemporary Red And Black Cane - From
£28

Wooden walking stick. Comprises: ferrule; brass
collar; black wooden shaft; two-colour acrylic
handle. Overall Height: 92cm. Supplier(s) -
Verko-Design for Easier Living

Wooden Stick With Crook Handle - From
£11

Fixed height, wooden walking stick. Comprises:
rubber ferrule; wooden shaft and crook handle.
Choice of finish available. Capacity: 100kg.
Overall Height: 91cm. Weight: 360g.
Supplier(s)- London Mobility Warehouse -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life) - Nightingale Medical & Mobility Products -
Yorkshire Care Equipment - OPT4MOBILITY Ltd-
Independent Living Co - DCS Joncare - EPC -
Homecraft Rolyan - Wardles- Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - LifeStyle Access
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& Mobility - Hounslow Mobility - Mobility World Wooden Walking Stick - From £6
Ltd - Aides to Living - Voluntary Association for
Surrey Disabled - All Handling (Movability) Ltd

Support Stick With Crutch Handle - From Ie
£10

Fixed height, wooden walking stick with rubber
ferrule and crook handle. Capacity: 130kg.
Overall Height: 97cm. Supplier(s) - Morecare
Mobility & Healthcare Specialists - Roma Medical
Aids Ltd - British Red Cross Independent Living
Products

Fixed height, wooden walking stick. Comprises: Wooden Walking Stick - From £5
rubber ferrule; wooden shaft; 'T' shaped Derby

style handle. Capacity: 127kg. Overall Height:

92cm. Supplier(s) - Care Necessities - TPG

DisableAids - Upson Mobility Ltd - )
Essentialaids.com

*NEW* Wooden Walking Cane

N

Fixed height, wooden walking stick. Comprises:
rubber ferrule; wooden shaft; crook handle.
Capacity: 105kg; 130kg. Overall Height: 91cm;
97cm. Supplier(s) - Physio-Med Services Ltd -
DCS Joncare - Yorkshire Care Equipment -
Athrodax Healthcare International Ltd

Derby Walking Stick - From £8

Wooden walking stick with crook handle.
Overall Height: 92cm. Capacity: 114kg.
Supplier(s) - Aidmobility Ltd

Walking Sticks - From £5

Range of fixed height, wooden walking sticks.
Comprises: metal reinforced rubber ferrules;

wooden shaft; 'T' shaped plastic handles. Three
sizes available. Supplier(s) - Athrodax Fixed height, wooden walking stick with rubber

Healthcare International Ltd ferrule and curved 'T' shaped Derby handle.
Walking, Standing and Positioning
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8.8.2. Metal walking sticks

Capacity: 114kg. Overall Height: 92cm. styles; choice of crutch, Derby, crook or
Supplier(s) - AbilityStore at Forcetenco - DCS anatomical handles. Folding model available with
Joncare - RDK Mobility - Nottingham Rehab wooden handle. Supplier(s) - Phoenix Walking
Supplies Stick Co

*NEW* Walnut Crook Stick - From £9 Wooden Walking Sticks - From £5

L

Laminated wooden walking stick with crook
handle and rubber ferrule. Supplier(s)
Nottingham Rehab Supplies J

*NEW* Wooden Walking Cane Fixed height, wooden walking stick. Comprises:

rubber ferrule; hardwood shaft; and crook handle.
Range of heights available. Capacity: 105kg.
Overall Height: 97cm; 102cm; 108cm. Weight:
350g. Supplier(s) - Mobilis Healthcare Group -
AbilityStore at Forcetenco - Simplyhealth - DCS
Joncare - Essentialaids.com - Active Mobility
Centre Ltd - Yorkshire Care Equipment - Able
Living Ltd - OTS Ltd - Homecraft Rolyan -
Nottingham Rehab Supplies - Trulife - TPG
DisableAids - RDK Mobility - CF Hewerdine Ltd

8.8.2. Metal waIking sticks

Metal walking sticks tend to be stronger than
wooden walking sticks. The height of some is
Wooden walking stick with 'T' shaped handle. fixed but the majority are adjustable in height.
Overall Height: 92cm. Capacity: 114kg.
Supplier(s) - Aidmobility Ltd Products included in this section have
standard non-contoured handles including
Walking Sticks - From £9 right angled, 'T' shaped and crook-shaped

handles.

Metal Cane Classic - From £6

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; metal shaft and plastic
'"T' shaped handle. Optional coloured finish.
Overall Height: 75-95cm. Supplier(s) - Athrodax
Healthcare International Ltd

Range of fixed height, wooden walking sticks.
Comprises rubber ferrule and wooden shaft.
Options include: range of colours, designs and
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8.8.2. Metal walking sticks

Adjustable Walking Stick - From £15

Metal walking stick. Comprises: rubber ferrule;
adjustable height aluminium shaft; contoured
wooden 'T' shaped handle. Overall Height: 81-
103cm. Supplier(s) - Damart

Aluminium Adjustable Escort Handle
Walking Stick - From £10

Adjustable Support Stick With Wood
Handle- From £15

Adjustable height aluminium walking stick with
wooden 'T' shaped Escort handle and hand
strap. Aluminium shaft available in a range of
colours. Overall Height: 61-94cm. Capacity:
114kg. Supplier(s) - Robsons (UK) Ltd

Adjustable Aluminium Stick - From £8

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
wooden contoured right angled handle. Overall
Height: 71-96cm. Capacity: 100kg. Supplier(s)
- TPG DisableAids - Upson Mobility Ltd -
Essentialaids.com

*NEW* Coloured Walking Sticks - From £12

Adjustable height, aluminium walking stick with
rubber ferrule and right angled handle. Overall
Height: 69-102cm. Capacity: 125kg.
Supplier(s) - Physio-Med Services Ltd - DCS
Joncare - Yorkshire Care Equipment - Trulife -
Rose Health Care - Able Living Ltd - Nightingale
Medical & Mobility Products

Adjustable Walking Stick - From £6

Adjustable height, metal walking stick with
anodised finish and wooden handle. Range of
colours available. Overall Height: 79-102cm.
Weight: 340g. Capacity: 114kg. Supplier(s)
Homecraft Rolyan

Ladies Slimline Chelsea Walking Stick -
From £22

Adjustable walking stick. Comprises: moulded
plastic handle; adjustable height; ferrule. Overall
Height: 74-99cm. Supplier(s) - Alphamarque
Associates Ltd

80

Walking stick. Comprises: ferrule; adjustable
height floral patterned shaft; brass collar;

contoured handle. Overall Height: 78-89cm.
Supplier(s) - Verko - Design for Easier Living
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8.8.2. Metal walking sticks

*NEW* Carbon Fibre Walking Sticks - From
£23

~

Range of carbon fibre walking sticks with curved
'T' shaped Derby handle. Supplied as fixed
length models which can be cut to size and
adjustable height folding models. Folding model
is supplied with a storage bag. Range of colours,
designs and optional soft grip Neoprene handle
available. Overall Height: 84-94cm folding stick.
Weight: 200g. Capacity: 115kg. Supplier(s)
Sun Mobility- Homecraft Rolyan - Yorkshire Care
Equipment - Mobility World Ltd

Aluminium Straight Neck Support Stick

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted

Crook Handle Stick - From £12

M

]

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
crook handle. Overall Height: 74-97cm.
Capacity: 100kg. Weight: 285g. Supplier(s) -
Homecraft Rolyan

Aluminium Crook Sticks - From £5

Aluminium walking stick. Comprises: rubber
ferrule; aluminium shaft and crook handle. Range
of heights available. Overall Height: 87cm;
92cm; 97cm; 102cm. Supplier(s) - Trulife
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Comfort T Handle Walking Stick - From £13

Adjustable height aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
plastic Escort 'T' shaped handle with slight hook
at the end. Overall Height: 79-102cm. Capacity:
100kg. Weight: 340g. Supplier(s) - Homecraft
Rolyan

Fixed Height Aluminium Walking Stick -
From £10

Fixed height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
moulded plastic handle. Overall Height: 84cm;
92cm; 99cm. Capacity: 160kg. Supplier(s) -
Simplyhealth - CF Hewerdine Ltd - Bodys Care
Centre Ltd - Yorkshire Care Equipment

Standard Adjustable Aluminium Stick -
From £11

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft;
spring-loaded catch for height adjustment and
plastic right angled handle with slight hook at
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end. Overall Height: 71-97cm. Capacity: 125kg.

Weight: 445g. Supplier(s) - Yorkshire Care
Equipment - Homecraft Rolyan

Standard Aluminium Cane With Hypalon
Grip - From £10

N

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
crook handle with foam handgrip. Overall
Height: 79-99cm. Capacity: 114kg. Supplier(s)-
Morecare Mobility & Healthcare Specialists -
Roma Medical Aids Ltd - AbilityStore at
Forcetenco - DCS Joncare - RDK Mobility

*NEW* Crook Handle Adjustable Stick -

curved 'T' shaped Derby handle. Choice of shaft
colour available. Supplier(s) - Mobilis Healthcare
Group - Able Living Ltd

Crook Handle Stick - From £12

Adjustable height, metal walking stick.
Comprises: rubber ferrule; metal shaft; crook
handle; foam handgrip and loop carry strap.
Overall Height: 77-100cm. Weight: 320g.

Supplier(s) - Shine International Ltd - Morley
Mobility

Non-folding Aluminium Adjustable Cane -
From £11

From £9
N

&
Adjustable height metal walking stick with crook

handle. Capacity: 114kg. Supplier(s) - Robsons
(UK) Ltd

Extending Canes - From £9

JEE

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and

82

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; mahogany effect,
aluminium shaft and wooden 'T' shaped handle.
Overall Height: 79-99cm. Capacity: 114kg.
Supplier(s) - AbilityStore at Forcetenco - DCS
Joncare - Able2 - RDK Mobility - Millercare
Mobility Specialists - Kinderkey Healthcare Ltd

Walking, Standing and Positioning
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8.8.3. Folding walking sticks

Heavy Duty Walking Stick With Crook wooden 'T' shaped handle. Folding model

Handle - From £15 available. Capacity: 100kg. Weight: 347g; 353g;
346g. Supplier(s) - Shine International Ltd - TPG
DisableAids - Morley Mobility - Upson Mobility
Ltd- Essentialaids.com

p Lightweight Adjustable Walking Stick -
From £10

Adjustable height aluminium walking stick with |

rubber ferrule and plastic crook handle. Overall |

Height: 79-101cm. Capacity: 160kg.

Supplier(s) - Physio-Med Services Ltd - i

Yorkshire Care Equipment

Adjustable height, aluminium walking stick.
. . Sl Comprises: rubber ferrule; aluminium shaft and

g:?)ndard Adjustable Walking Stick - From plastic right angled handle. Overall Height: 71-
96cm. Supplier(s) - British Red Cross
Independent Living Products

=
8.8.3. FoIding waIking sticks
Metal sticks with sectioned shafts that enable
the sticks to be folded for storage. Strong
elastic runs inside the shaft to ensure that, in
| its open position, the stick remains stable.
They are available in fixed or adjustable
Adjustable height metal walking stick with height models. Some are provided with a
moulded plastic handle. Overall Height: 79- plastic storage pouch.
102cm. Capacity: 130kg. Supplier(s) - Morecare ] ] ] ]
Mobility & Healthcare Specialists - Roma Medical Adjustable Folding Walking Stick

Aids Ltd

T-handle Stick - From £12

/ Adjustable height, folding walking stick.
‘r’ Comprises: rubber ferrule; metal shaft and plastic

handgrip. Plastic storage case supplied. Overall
Adjustable height, metal walking stick. anp g PP
Comprises: rubber ferrule; metal shaft and

Walking, Standing and Positioning
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8.8.3. Folding walking sticks

Height: 95cm; 28cm folded. Supplier(s) -
Yorkshire Care Equipment

Carbon Fibre Walking Sticks

This product's description can be found in
classification: Metal walking sticks

Epsom Folding Walking Sticks - From £10

Overall Height: 78-88cm; 84-94cm. Supplier(s)
Sholley Trolleys Ltd

Adjustable Aluminium Cane - From £11

Folding, aluminium walking sticks. Comprises:
rubber ferrule; aluminium shaft and moulded
polypropylene handle. Available in fixed or
adjustable height models. Some suppliers may
not supply both models. Overall Height: 96cm;
84-91cm. Capacity: 114kg. Weight: 600g.
Supplier(s) - CF Hewerdine Ltd - LifeStyle
Access & Mobility - Simplyhealth - Morecare
Mobility & Healthcare Specialists - Nottingham
Rehab Supplies - Roma Medical Aids Ltd - Help
the Aged (Mail Order) Ltd - British Red Cross
Independent Living Products - Mobility South
West - Allardyce Healthcare Ltd - Byw Bywyd
(Living Life) - Nightingale Medical & Mobility
Products - OPT4MOBILITY Ltd - Independent
Living Co - DCS Joncare - 1st Call Mobility Ltd -
EPC - London Mobility Warehouse - Yorkshire
Care Equipment - Wardles - Homecraft Rolyan -
Dorset Nursing Supplies - Sun Mobility - TPG
DisableAids - Bodys Care Centre Ltd - Prestige
Healthcare (London) Ltd- Millercare Mobility
Specialists - Mobility World Ltd - Hounslow
Mobility - Aides to Living - Voluntary Association
for Surrey Disabled - Hagger Electronics -

AbilityStore at Forcetenco - Physio-Med Services

Ltd - All Handling (Movability) Ltd - Euromobility
Ltd

Adjustable Folding Walking Stick - From
£15

]

Adjustable height, folding walking stick.
Comprises: rubber ferrule; metal shaft and
contoured plastic handgrip. Overall Height: 84-
94cm. Capacity: 114kg. Supplier(s) -
AbilityStore at Forcetenco - DCS Joncare - Able2:
Robsons (UK) Ltd - RDK Mobility - Millercare
Mobility Specialists - Kinderkey Healthcare Ltd

*NEW* Adjustable Folding Walking Stick -
From £9

Adjustable height, folding walking stick.
Comprises: rubber ferrule; metal shaft; wooden
'T' shaped handle. Optional storage pouch.

84

Folding walking stick. Comprises rubber ferrule;
adjustable height, aluminium shaft; wooden T'
shaped handle. Overall Height: 85-95cm.
Capacity: 114kg. Supplier(s) - Independence

Ltd - GBL Wheelchair Services Ltd - Aidmobility
Ltd

*NEW* Collapsible Walking Stick

Adjustable height folding walking stick with
decorative aluminium shaft; contoured wooden

Walking, Standing and Positioning

DLF Hamilton Directory Part 2 Section 8 (©DLF 2009)







8.8.3. Folding walking sticks

handle and hand strap. Overall Height: 84- "T' shaped Escort handle. Range of colour
94cm. Supplier(s) - GLCC Ltd finishes available. Overall Height: 78-88cm; 83-
93cm. Capacity: 114kg. Weight: 340g.
*NEW* Adjustable Folding Walking Stick - Supplier(s) - Alphamarque Associates Ltd -
From £16 AbilityStore at Forcetenco - DCS Joncare - Able2

- MEDesign Ltd- Robsons (UK) Ltd - Morley

Mobility - RDK Mobility - All Handling (Movability)
Ltd - Kinderkey Healthcare Ltd
Ergonomic Folding Walking Stick - From
£12

Folding adjustable height walking stick with
aluminium shaft and wooden handle. Overall
Height: 84-94cm. Supplier(s) - GP Special
Projects Ltd (M)

Crook Handle Folding Walking Stick - From

£15

Adjustable height, folding walking stick.
Comprises: rubber ferrule; aluminium shaft and
anatomically moulded Fischer handgrip. Storage
pouch supplied. Overall Height: 81-92cm.
Supplier(s) - Able Living Ltd - Harrison &

Adjustable height, folding walking stick. Simmonds Ltd - Hagger Electronics

Comprises: rubber ferrule; aluminium shaft; crook

handle and storage pouch. Overall Height: 84- Adjustable Folding Walking Stick - From

94cm. Capacity: 100kg. Supplier(s) - TPG £13

DisableAids - Harrison & Simmonds Ltd - Upson
Mobility Ltd - Essentialaids.com

Folding Adjustable Walking Sticks - From Folding walking stick. Comprises: rubber ferrule;
£10 metal shaft which folds into four parts and is

adjustable in height to five height settings;
contoured 'T' shaped handle. Overall Height:
84cm min; 94cm max. Weight: 350g.
Supplier(s) - Damart

Contoured Handle Walking Stick - From
£13

Folding, metal walking stick. Comprises: rubber
ferrule; adjustable height, metal shaft and
contoured Fischer style ergonomic handle. Left

Folding, adjustable height walking stick. or right handed model available. Overall Height:

Comprises: rubber ferrule; metal shaft and plastic
Walking, Standing and Positioning
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8.8.3. Folding walking sticks

79-89cm. Supplier(s) - Help the Aged (Mail
Order) Ltd

Folding Coloured Walking Sticks - From
£10

Folding Adjustable Stick With Escort
Handle- From £9

Range of folding walking sticks with coloured
shafts. Comprises: rubber ferrule; adjustable
height, anodised aluminium shaft and wooden 'T"
shaped handle. Overall Height: 78-88cm; 83-
93cm. Capacity: 100kg. Weight: 360g.
Supplier(s) - London Mobility Warehouse -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life)- Nightingale Medical & Mobility Products -
Active Mobility Centre Ltd - Yorkshire Care
Equipment - OPT4MOBILITY Ltd - Independent
Living Co - 1st Call Mobility Ltd - DCS Joncare -
EPC - Homecraft Rolyan - Kozee Komforts -
Mobility Smart Ltd - Wardles - Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - James Spencer
and Co Ltd - RDK Mobility - LifeStyle Access &
Mobility - Hounslow Mobility - Mobility World Ltd -
Aides to Living - Voluntary Association for Surrey
Disabled - Hagger Electronics - AbilityStore at
Forcetenco - All Handling (Movability) Ltd -
Euromobility Ltd

Fischer Handle Walking Stick - From £18

Folding walking stick. Comprises: rubber ferrule;
adjustable height, aluminium shaft and plastic
contoured 'T' shaped handle with slight hook at
end. Supplier(s) - Mobilis Healthcare Group

Extra Long Folding Cane - From £10

A

Adjustable height, folding walking stick.
Comprises: rubber ferrule; aluminium shaft;
contoured Fischer handle and storage pouch.
Left and right handed models available. Overall
Height: 84-94cm. Capacity: 100kg. Supplier(s)
Care Necessities - TPG DisableAids - Upson
Mobility Ltd - Essentialaids.com

86

Adjustable height folding walking stick with
curved 'T' shaped Derby handle. Supplied with
plastic storage wallet. Overall Height: 88-99cm.
Supplier(s) - Harrison & Simmonds Ltd -
Nottingham Rehab Supplies

Folding Escort Handle Stick - From £12

Folding, metal walking stick. Comprises: rubber
ferrule; adjustable height, metal shaft; 'T' shaped
plastic handle; carry strap. Optional storage

Walking, Standing and Positioning
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8.8.3. Folding walking sticks

pouch. Supplier(s) - Helpful Hand - JD Williams
& Co Ltd - Shine International Ltd - Morley
Mobility -Special Collection

Folding Grip Stick - From £12

T~

Adjustable height, folding walking stick.
Comprises: rubber ferrule; aluminium shaft and
contoured handgrip. Choice of length and left or
right handed models available. Overall Height:
78-88cm; 83-93cm. Capacity: 100kg. Weight:
340g. Supplier(s) - OPT4AMOBILITY Ltd - Byw
Bywyd (Living Life) - Allardyce Healthcare Ltd -
London Mobility Warehouse - Nightingale
Medical & Mobility Products - Yorkshire Care
Equipment - Independent Living Co - DCS
Joncare - EPC - Homecraft Rolyan - Wardles -
Sun Mobility - TPG DisableAids - Prestige
Healthcare (London) Ltd - Millercare Mobility
Specialists - LifeStyle Access & Mobility -
Hounslow Mobility - Mobility World Ltd - Aides to
Living - Voluntary Association for Surrey
Disabled- AbilityStore at Forcetenco - Al
Handling (Movability) Ltd

Folding Fischer Stick - From £15

Folding walking stick with contoured handgrip.
Comprises: rubber ferrule; adjustable height,
aluminium shaft; Fischer handle and plastic
storage wallet. Left or right handed models
available. Overall Height: 79-87cm. Capacity:
100kg. Supplier(s) - OTS Ltd

Walking, Standing and Positioning
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Folding Stick With Derby Handle - From
£16

Adjustable height, folding walking stick.
Comprises: rubber ferrule; aluminium shaft;
curved 'T' shaped Derby style handle and
storage pouch. Overall Height: 84-94cm.
Supplier(s) - Able Living Ltd - Verko - Design for
Easier Living - Harrison & Simmonds Ltd

Folding Walking Cane

Adjustable height, folding walking stick.
Comprises: rubber ferrule; metal shaft and right
angled plastic handgrip. Overall Height: 83-
94cm. Supplier(s) - Fleinns Medicare Ltd

*NEW* Folding Walking Stick - From £10

including VAT

Aluminium, adjustable height, folding walking
stick with plastic handle. Overall Height: 80-
90cm. Supplier(s) - Argos Ltd

Folding Walking Stick - From £12

Folding walking stick. Comprises: rubber ferrule;
folding steel shaft; contoured 'T' shaped handle;
storage pouch. Overall Height: 80-95cm.
Weight: 300g. Supplier(s) - Glanmor
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8.8.3. Folding walking sticks

Shock Absorbing Sticks

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted

Folding Walking Stick - From £17

sections. Overall Height: 80-95cm. Supplier(s) -
Athrodax Healthcare International Ltd

Switch Sticks - From £25

Folding walking stick with rubber ferrule and
straight handle. Overall Height: 79cm; 88cm.
Supplier(s) - Aquasoothe Ltd

*NEW* Folding Walking Stick - From £12

-r-r-r

=1

Folding walking stick with contoured wooden
handle. Supplied with plastic storage pouch.
Overall Height: 78cm; 83cm; 92cm. Supplier(s)
Rose Health Care

')

Petite Folding Cane - From £25

Folding aluminium walking sticks available in
range of coloured designs. Comprises: rubber
ferrule; adjustable height shaft; wooden
contoured 'T' shaped handle; water-resistant
carry bag. Optional wrist strap and contoured
Fischer style handle for left or right handed use.
Overall Height: 80-92cm. Capacity: 100kg
luxury model. Supplier(s) - Switch Sticks Ltd -
Buckingham Healthcare

Petite Folding Walking Stick - From £26

| 4

| 3 I
Folding adjustable height walking stick with
curved 'T' shaped Derby handle. Overall Height:
81-88cm. Supplier(s) - Harrison & Simmonds Ltd

Folding Metal Cane - From £14

Adjustable height, folding walking stick.
Comprises: ferrule; patterned shaft and brass
collar detail; contoured handle. Overall Height:
77-85cm. Supplier(s) - Verko - Design for Easier
Living

*NEW* Lightweight Adjustable Walking

Adjustable height, folding walking stick.
Comprises: rubber ferrule; aluminium shaft and
'"T' shaped plastic handgrip. Folds into three

88

Stick- From £10
T
2
/

e

Folding walking stick. Comprises: rubber ferrule;
adjustable height alloy shaft; contoured handle
and wrist loop. Overall Height: 74-89cm.
Supplier(s) - Chums Ltd
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8.8.4. Walking sticks with anatomically contoured handgrip

William Morris Walking Stick - From £20

Folding walking stick. Comprises: ferrule;
patterned aluminium shaft; wooden handle; wrist
strap. Overall Height: 81-94cm. Supplier(s) - JD
Williams & Co Ltd

Walking Sticks

This product's description can be found in
classification: Wooden walking sticks

T-handle Stick

This product's description can be found in
classification: Metal walking sticks

8.8.4. Walking sticks with

anatomicallx contoured handgrip

These walking sticks have anatomically
shaped handles designed to spread the
user's weight over a wider area of the hand.
They are specifically designed for left or right
handed use. These sticks may be more
comfortable for permanent users or those
with painful hands.

Adjustable Ergonomic Walking Sticks -
From £13

Adjustable height, metal walking stick with
contoured handgrip. Comprises: rubber ferrule;
metal shaft and plastic Fischer handgrip. Left or
right handed models available. Overall Height:
70-92cm. Supplier(s) - British Red Cross
Independent Living Products

Walking, Standing and Positioning
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Adjustable Anatom Stick - From £14

Adjustable height walking stick with contoured
handgrip. Comprises rubber ferrule and
contoured Fischer handgrip. Left or right handed
models available. Overall Height: 70-92cm.
Supplier(s) - Trulife

Adjustable Contour Stick - From £14

Adjustable height, aluminium walking stick with
contoured handgrip. Comprises: rubber ferrule;
aluminium shaft and plastic Fischer handgrip.
Left or right handed models available. Overall
Height: 70-98cm. Supplier(s) - Trulife

Adjustable Height Metal Cane With
Anatomic Grip - From £8

1L 0

Adjustable height, metal walking stick with
contoured handgrip. Comprises: rubber ferrule;
anodised aluminium or epoxy coated shaft and
plastic Fischer handgrip. Left or right handed
models available. Overall Height: 75-95cm.
Supplier(s) - Athrodax Healthcare International
Ltd

Contoured Handle Walking Stick

This product's description can be found in
classification: Folding walking sticks

Adjustable Ergo Stick - From £14

Adjustable height, walking stick with contoured
handgrip. Comprises rubber ferrule and







8.8.4. Walking sticks with anatomically contoured handgrip

contoured Fischer handgrip. Left or right handed
models available. Overall Height: 70-92cm.
Supplier(s) - Trulife

Adjustable Height Skandinavian Walking
Stick With Ergonomic Handle - From £4

Adjustable height, walking stick with contoured
handgrip. Comprises: rubber ferrule; aluminium
shaft and plastic Fischer handgrip. Left or right
handed models available. Overall Height: 70-
92cm. Capacity: 125kg. Supplier(s) - Physio-
Med Services Ltd - DCS Joncare - Yorkshire
Care Equipment - Nightingale Medical & Mobility
Products

Ergonomic Comfy - From £5

London Mobility Warehouse - Yorkshire Care
Equipment - Wardles - Able2 - Homecraft Rolyan-
Sun Mobility:- TPG DisableAids - Prestige
Healthcare (London) Ltd - Millercare Mobility
Specialists - Smitcare - LifeStyle Access &
Mobility - Hounslow Mobility - Mobility World Ltd -
Aides to Living - Voluntary Association for Surrey
Disabled - RDK Mobility - Hagger Electronics - All
Handling (Movability) Ltd - Kinderkey Healthcare
Ltd - Euromobility Ltd

Adjustable Support Sticks With Escort

Handle - From £13

Adjustable height, walking stick with contoured
handgrip. Comprises: rubber ferrule; aluminium
shaft and plastic, contoured, 'T' shaped Escort
handle. Left or right handed models available.
Overall Height: 68-94cm. Capacity: 100kg.
Supplier(s) - Care Necessities - TPG
DisableAids - Upson Mobility Ltd -
Essentialaids.com

Anatomic Folding Adjustable Walking
Sticks- From £10

(==
I

[
=

Adjustable height aluminium walking stick with
contoured handle. Comprises: rubber ferrule;
aluminium shaft and contoured Fischer style

handgrip. Left and right handed models available.

Range of finishes available. Capacity: 136kg.
Weight: 382g. Supplier(s) - Alphamarque
Associates Ltd - AbilityStore at Forcetenco -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life)- Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - Independent Living Co -
DCS Joncare - 1st Call Mobility Ltd - EPC -

90

Adjustable height, folding walking stick with
contoured handgrip. Comprises: rubber ferrule;
aluminium shaft and contoured Fischer handgrip.
Left or right handed models available. Two sizes
available. Overall Height: 79-89cm; 84-94cm.
Supplier(s) - British Red Cross Independent
Living Products - Sun Mobility - Morley Mobility -
All Handling (Movability) Ltd

Adjustable Fischer Stick - From £10

Adjustable height walking stick with contoured
handgrip. Comprises rubber ferrule and
contoured Fischer handgrip. Left or right handed
models available. Overall Height: 69-94cm.
Capacity: 127kg. Weight: 300g. Supplier(s) -
Simplyhealth - Nottingham Rehab Supplies -
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8.8.4. Walking sticks with anatomically contoured handgrip

Care Necessities - TPG DisableAids - Upson
Mobility Ltd - CF Hewerdine Ltd - Bodys Care
Centre Ltd - Yorkshire Care Equipment

Black Fischer Sticks - From £8

Fixed height, aluminium walking stick with
contoured handgrip. Comprises: rubber ferrule;
aluminium shaft and contoured Fischer handgrip.
Left or right handed models available. Overall
Height: 91cm; 97cm. Capacity: 127kg. Weight:
300g. Supplier(s) - OTS Ltd - Yorkshire Care
Equipment - Nottingham Rehab Supplies - TPG
DisableAids - Simplyhealth - Upson Mobility Ltd -
CF Hewerdine Ltd - Royal National Institute for
the Blind (RNIB) - Essentialaids.com - Bodys
Care Centre Ltd

*NEW* Ergonomic Adjustable Walking
Stick- From £10

-

A |

Adjustable height walking stick with Fischer
handles available in left or right handed models.
Overall Height: 70-92cm. Supplier(s) - Rose
Health Care

Fischer Handle Walking Stick

This product's description can be found in
classification: Folding walking sticks

Walking, Standing and Positioning
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Ergonomic Adjustable Walking Stick -
From £10

Adjustable height walking stick with contoured
handgrip. Comprises: rubber ferrule; aluminium

shaft and plastic ergonomically-shaped handgrip.

Left or right handed models available. Overall
Height: 79-102cm. Capacity: 125kg.
Supplier(s) - Morecare Mobility & Healthcare
Specialists - Roma Medical Aids Ltd

Ergonomic Folding Walking Stick

This product's description can be found in
classification: Folding walking sticks

Kowsky Adjustable Coloured Walking
Sticks- From £13

Range of adjustable height coloured metal
walking sticks. Comprises ferrule and push-
button height adjustment. Range includes three
styles of handle: contoured Derby grip suitable
for use in either hand; anatomically contoured
grip in left or right handed versions; Fischer grip
with an enlarged supporting surface for the palm
in left or right handed versions. Overall Height:
78-98cm. Capacity: 100kg. Supplier(s) - OTS
Ltd
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8.8.4. Walking sticks with anatomically contoured handgrip

Marble Fischer Stick

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted

Marble Comfy Grip Stick - From £15

shaft and plastic Fischer handgrip. Left or right
handed models available. Weight: 333g.
Supplier(s) - Shine International Ltd - Morley
Mobility

Fixed Height Ergo Stick - From £14

/

Adjustable height walking stick with contoured
handgrip. Comprises: rubber ferrule; anodised
aluminium shaft and marble contoured Fischer
handgrip. Left or right handed models available.
Overall Height: 74-97cm. Capacity: 100kg.
Weight: 345g. Supplier(s) - Homecraft Rolyan

Support Sticks With Escort Handle - From
£10

Fixed height, walking stick. Comprises rubber
ferrule and contoured Fischer handgrip. Left or
right handed models available. Overall Height:
91cm. Supplier(s) - Trulife

Folding Fischer Stick

This product's description can be found in
classification: Folding walking sticks

Walking Stick With Anatomical Handgrip -
From £8

Fixed height, walking stick. Comprises: rubber
ferrule; wooden shaft and wood or marble
contoured 'T' shaped handle with slight hook at
end. Left or right handed models available.
Overall Height: 92cm. Capacity: 127kg.
Supplier(s) - Care Necessities - TPG
DisableAids - Upson Mobility Ltd -
Essentialaids.com - Nottingham Rehab Supplies

Fischer Handle Stick - From £12

Wooden walking stick with contoured handgrip.
Comprises rubber ferrule and plastic contoured
Fischer handgrip. Left or right handed models
available. Overall Height: 80cm; 88cm; 95cm.
Supplier(s) - Athrodax Healthcare International
Ltd

Walking Sticks

This product's description can be found in
classification: Wooden walking sticks

Wooden Stick With Comfy Grip Handle -
From £12

Adjustable height walking stick with contoured
handgrip. Comprises: rubber ferrule; aluminium

92

Fixed height, wooden walking stick with
contoured handgrip. Comprises: rubber ferrule;
wooden shaft and marble contoured Fischer
handgrip. Left or right handed models available.
Overall Height: 93cm. Capacity: 100kg.
Weight: 365g. Supplier(s) - London Mobility
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8.8.5. Walking sticks with a swan neck

Warehouse - Allardyce Healthcare Ltd - Yorkshire

Heavy Duty Adjustable Walking Stick -
Care Equipment - OPT4AMOBILITY Ltd -

From £20

Homecraft Rolyan

Coopers Fischer-handle Fixed Length
Walking Stick

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted

Switch Sticks

This product's description can be found in
classification: Folding walking sticks

8.8.5. Walking sticks with a swan
neck

Walking sticks with a swan neck have an
offset shaft transferring the user's weight
centrally over the base of the stick. This may
be helpful for those who require more
stability.

Lifestix Presidential Cane - From £125

Adjustable height, titanium walking stick with
swan neck shaft. Comprises: rubber ferrule;
contoured handgrip and anti-rattle locking collar.
Capacity: 204kg. Supplier(s) - Mustgetit.com

Aluminium Support Stick With Swan Neck
Handle - From £9

7

Adjustable height, metal walking stick.
Comprises: rubber ferrule; swan neck metal shaft
and plastic handgrip. Capacity: 127kg. Overall
Height: 71-97cm; 84-110cm. Weight: 550g.
Supplier(s) - Care Necessities - TPG
DisableAids - Simplyhealth- Upson Mobility Ltd -
CF Hewerdine Ltd - Essentialaids.com -
Aidmobility Ltd - Yorkshire Care Equipment
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Metal walking stick with swan neck handle.
Comprises: rubber ferrule; adjustable height steel
shaft; chromium plated finish; padded handgrip
and wrist strap. Capacity: 318kg. Overall
Height: 73-96cm. Supplier(s) - Roma Medical
Aids Ltd - Huntleigh UK

Sure Foot Stick - From £12

I !
/£
L &

Adjustable height, swan neck walking stick with
flexible platform base to allow user to walk on
beaches, soft grass or similar surfaces where a
standard stick may provide insufficient stability.
Base plate moves with walking action and has
slip-resistant sole. Choice of standard or
contoured handle available. Overall Height: 81-
97cm; 74-97cm. Capacity: 91kg; 187kg. Weight:
600g; 650g. Supplier(s) - Essentialaids.com -
Active Mobility Centre Ltd

Swan Neck Medium Adjustable - From £10

Adjustable height walking stick with contoured
handgrip. Comprises: rubber ferrule; slight swan
necked aluminium shaft and moulded plastic
handle. Overall Height: 71-97cm. Supplier(s) -
Mobilis Healthcare Group
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8.8.5. Walking sticks with a swan neck

Bariatric Walking Cane - From £29

Bariatric walking stick. Comprises: adjustable
height; metal shaft; curved neck; padded grip;
carry handle; ferrule. Capacity: 226kg. Overall
Height: 71-94cm. Weight: 1kg. Supplier(s) -
Wardles - Allardyce Healthcare Ltd - Homecraft
Rolyan

Extending Canes - From £17

Fairfax Walking Stick - From £5

==
.,I
l

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft and
offset right angled handle with foam handgrip.
Overall Height: 74-99cm. Capacity: 100kg.
Weight: 350g. Supplier(s) - James Spencer and
Co Ltd

York Handle Adjustable Stick - From £9

Adjustable height, metal walking stick with swan
neck handle. Comprises: rubber ferrule; metal
shaft; swan neck handle; foam handgrip and
wrist strap. Supplier(s) - Able Living Ltd

Adjustable Swan Neck Stick - From £8

Adjustable height walking stick with rubber
ferrule, aluminium shaft and contoured York
handle with integral swan neck. Choice of colour
available from some suppliers. Capacity: 100kg.
Overall Height: 74-97cm. Supplier(s) - Mobility
South West - Robsons (UK) Ltd - Yorkshire Care
Equipment - Homecraft Rolyan

Swan Necked Walking Stick - From £11

Adjustable height, metal walking stick. Comprises
rubber ferrule and metal swan neck shaft.
Supplier(s) - Trulife

Adjustable Foam Swan Handle Support
Stick With Strap

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted
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Adjustable height, aluminium walking stick with
swan neck shaft and plastic handgrip. Capacity:
125kg. Overall Height: 74-99cm. Weight: 445g.
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8.8.6. Walking sticks with seat attached; free standing

Supplier(s) - Physio-Med Services Ltd - DCS
Joncare - Yorkshire Care Equipment - Active
Mobility Centre Ltd - Homecraft Rolyan - Rose
Health Care - Nightingale Medical & Mobility
Products

Swan Neck Adjustable Walking Stick -
From £10

Adjustable height, metal walking stick with swan
neck shaft. Comprises: rubber ferrule; aluminium
shaft; foam handgrip; hand strap. Capacity:
125kg. Overall Height: 79-102cm. Weight:
298g. Supplier(s) - AbilityStore at Forcetenco -
Morecare Mobility & Healthcare Specialists -
DCS Joncare - Roma Medical Aids Ltd - Shine
International Ltd - Helpful Hand - Morley Mobility -
RDK Mobility - Huntleigh UK

8.8.6. Walking sticks with seat

attached; free standing

Seat sticks vary in weight and in the amount
of strength needed to open and close the
seat. Few are adjustable in height therefore it
is important to ensure that the height is
appropriate for the user.

Cane Seat - From £13 including VAT

L

Walking stick with seat attached. Comprises:
rubber ferrules; aluminium folding frame; three-
legged tripod base. Seat folds down as frame is
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opened. Weight: 2kg. Capacity: 100kg. Overall
Height: 88cm. Supplier(s) - Sun Mobility -
Morley Mobility - Robsons (UK) Ltd - Ideal
Mobility - AbilityStore at Forcetenco - DCS
Joncare - Millercare Mobility Specialists -
Aidmobility Ltd - Kinderkey Healthcare Ltd -
Able2

Folding Walking Stick-seat - From £25

Free standing aluminium walking stick with
integral seat. Comprises: three legs with rubber
ferrules; circular padded seat; soft grip, crook
handle. Stick folds to one-point base for walking,
with seat secured via clip. Capacity: 100kg.
Overall Height: 91cm. Supplier(s) - Bin-to Ltd

Universal Walking Stick With Mobile Seat -
From £35

Fixed height walking stick with seat attached.
Comprises: rubber ferrules; three-legged tripod
base; tubular aluminium frame; fold down,
circular plastic seat, rigid looped handle and
plastic handgrip. Weight: 940g. Overall Height:
88cm. Supplier(s) - IMC London Ltd

Folding Aluminium Stick Seat - From £15

L

Fixed height walking stick with seat attached.
Comprises: rubber ferrules; three-legged tripod
base; tubular aluminium frame; fold down rigid

seat; crook handle and leather handgrip. Weight:

1kg. Capacity: 114kg. Overall Height: 85cm.
Supplier(s) - Mobility South West - Allardyce
Healthcare Ltd - Byw Bywyd (Living Life) - Active
Mobility Centre Ltd - DCS Joncare - EPC -
London Mobility Warehouse - Yorkshire Care
Equipment - Homecraft Rolyan - Sun Mobility -
TPG DisableAids - Prestige Healthcare (London)
Ltd - RDK Mobility - Hounslow Mobility - Mobility
World Ltd - Voluntary Association for Surrey
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8.8.6. Walking sticks with seat attached; free standing

Disabled - AbilityStore at Forcetenco - LifeStyle
Access & Mobility

Height Adjustable Stick Seat - From £33

Adjustable height walking stick with seat
attached. Comprises: rubber ferrules; three-
legged tripod base; tubular aluminium frame;
adjustable height legs; fold down, circular plastic
seat, crook handle and foam padded handgrip.

Weight: 900g. Capacity: 100kg. Overall Height:

85-95cm. Supplier(s) - Nightingale Medical &
Mobility Products - Morecare Mobility &
Healthcare Specialists - Mobility South West -
Homecraft Rolyan - Wardles - Sun Mobility - TPG
DisableAids - Millercare Mobility Specialists -
LifeStyle Access & Mobility - Hounslow Mobility -
Mobility World Ltd - Aides to Living -
OPT4MOBILITY Ltd - Voluntary Association for
Surrey Disabled - Hagger Electronics -
AbilityStore at Forcetenco - Allardyce Healthcare
Ltd - Byw Bywyd (Living Life) - London Mobility
Warehouse - All Handling (Movability) Ltd - DCS
Joncare - 1st Call Mobility Ltd - Euromobility Ltd -
Yorkshire Care Equipment

Elite Quattro - From £30

handles and plastic handgrips. Range of sizes
available. Weight: 1kg; 2kg. Capacity: 125kg.
Overall Height: 82cm; 87cm; 94cm. Supplier(s)
Nightingale Medical & Mobility Products -
Morecare Mobility & Healthcare Specialists -
Homecraft Rolyan - DCS Joncare - Yorkshire
Care Equipment - Wardles - Active Mobility
Centre Ltd - Linden Leisure Ltd - Helpful Hand -
TPG DisableAids - Millercare Mobility Specialists-
Upson Mobility Ltd - Rose Health Care- Physio-
Med Services Ltd - Aides to Living

Leisure Seat

Fixed height walking stick with seat attached.
Comprises: rubber ferrules; three-legged tripod
base; tubular aluminium frame and fold down,
plastic seat. Weight: 2kg. Overall Height: 86cm.
Supplier(s) - Yorkshire Care Equipment

Trio Popular - From £26

Folding canvas stool, which when closed, can be
used as a walking stick. Comprises: rubber
ferrules; four-legged base; fixed height,
aluminium frame; canvas seat; two looped
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Fixed height walking stick with seat attached.
Comprises: rubber ferrules; three-legged tripod
base; aluminium frame; fold down rigid seat,
angled handle and plastic moulded handgrip.
Deluxe model features enamel frame. Weight:
750g; 810g. Capacity: 125kg. Overall Height:
84cm. Supplier(s) - Nightingale Medical &
Mobility Products - Homecraft Rolyan -
Simplyhealth - Active Mobility Centre Ltd - Able
Living Ltd - Yorkshire Care Equipment -
Nottingham Rehab Supplies - Linden Leisure Ltd-
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8.8.7. Walking sticks with seat attached; not free standing

CF Hewerdine Ltd - Physio-Med Services Ltd -
Bodys Care Centre Ltd

Walking Stick Tripod Chair - From £11

Fixed height walking stick with integral seat.
Comprises: rubber ferrules; three-legged tripod
base; tubular metal frame; fabric triangular seat;
right angled handle; foam handgrip; shoulder and
hand strap and carry case. Weight: 1kg. Overall
Height: 66cm. Supplier(s) - RDK Mobility

8.8.7. Walking sticks with seat

attached; not free standing

Seat sticks vary in weight and in the amount
of strength needed to open and close the
seat. Few are adjustable in height therefore it
is important to ensure that the height is
appropriate for the user.

Seat sticks with a single-point base must
have a rubber ferrule. Sticks with a single
spike and plate base instead of a ferrule are
not included. It is important to consider that
many of the sticks with a single point base
have a very small seat, which may prove
difficult for users to perch on.

Flipstick - From £29

Fixed height, folding walking stick with integral
seat. Comprises: rubber ferrule; sectioned
aluminium shaft which folds into three; moulded
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plastic bicycle style triangular seat with integral
handgrip; bag. Seat is locked in vertical position
for walking and user holds handgrip; spring-
loaded push-button positions seat for use. Range
of colours and adjustable height models
available. Capacity: 130kg. Overall Height:
88cm; 88-92cm. Supplier(s) - Yorkshire Care
Equipment - Flipstick International Ltd (M) -
Harrison & Simmonds Ltd

Packaway - From £49

Adjustable height, folding walking stick with
integral seat. Comprises: rubber ferrule; single
aluminium shaft which folds into three sections
and moulded plastic triangular seat with two
integral handgrips at rear. While walking, seat is
in vertical position and user holds integral
handgrip; for sitting, seat is flipped down into
horizontal position for use in the style of a
perching stool. Range of colours available.
Product name relates to choice of colour.
Weight: 1kg. Capacity: 125kg. Overall Height:
83-90cm. Supplier(s) - Active Mobility Centre
Ltd- Linden Leisure Ltd

Flipstick Original - From £18

\

Fixed height walking stick with integral seat.
Comprises: single aluminium shaft; moulded
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8.8.8. Walking sticks with non-standard features

plastic bicycle style triangular seat with integral
handgrip; bag. Seat is locked in vertical position
for walking and user holds handgrip; spring-
loaded push-button folds seat down for use.
Range of colours available. Adjustable height
and extra long models available. Weight: 500g.
Capacity: 130kg. Overall Height: 88cm; 92cm.
Supplier(s) - Flipstick International Ltd (M)

Stroller Elite Seat Walking Stick

Fixed height walking stick with integral seat.
Comprises: rubber ferrule; single aluminium shaft
and moulded plastic triangular seat with two
integral handgrips at rear. While walking, seat is
in vertical position and user holds integral
handgrip; for sitting, seat is flipped down into
horizontal position for use in the style of a
perching stool. Range of colours available.
Weight: 500g. Capacity: 125kg. Overall Height:
76cm. Supplier(s) - Linden Leisure Ltd

Supaseat Range - From £40

Adjustable height walking sticks with integral
seat. Comprises: rubber ferrule; single aluminium
shaft and rigid plastic seat hinged at centre with
an integral handgrip at each side. While walking,
the two halves of the seat are in a vertical
position and user holds the integral handgrips; for
sitting, the two seat halves are flipped down into
horizontal position for use in the style of a
perching stool. Range of colours, and folding
model available. Weight: 500g. Capacity:
125kg. Overall Height: 84-102cm. Supplier(s) -
Linden Leisure Ltd (M)

Walker Elite Seat Walking Stick - From £30

horizontal position for use in the style of a
perching stool. Range of colours available.
Weight: 500g. Capacity: 125kg. Overall Height:
83-90cm. Supplier(s) - Active Mobility Centre
Ltd- DCS Joncare - Yorkshire Care Equipment -
Linden Leisure Ltd - Physio-Med Services Ltd

Foldaway Seat Stick - From £66

Fold away seat stick. Comprises: rubber ferrule;
adjustable height aluminium shaft; fold out seat
with integral handgrip; storage pouch. Weight:
500g. Capacity: 125kg. Overall Height: 64-
81cm. Supplier(s) - Verko - Design for Easier
Living

8.8.8. Walking sticks with non-
standard features

This section includes walking sticks which
have non-standard features other than
contoured handgrips and seats.

Aluminium Cane With Retractable Ice Tip -
From £14

T

Adjustable height walking stick with integral seat.
Comprises: rubber ferrule; single aluminium shaft
and moulded plastic triangular seat with two
integral handgrips at rear. While walking, seat is
in vertical position and user holds integral
handgrip; for sitting, seat is flipped down into
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Adjustable height, metal walking stick which
provides better grip in slippery or icy conditions.
Comprises: rubber ferrule with retractable ice tip
which can be activated by a push clip; metal
shaft; crook handle and foam padded handgrip.
Overall Height: 79-99cm. Supplier(s) -
AbilityStore at Forcetenco - DCS Joncare - RDK
Mobility

Sure Foot Stick

This product's description can be found in
classification: Walking sticks with a swan neck
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8.8.8. Walking sticks with non-standard features

*NEW?* Laser Cane - From £170

Adjustable height, metal walking stick with
integral laser beam which when activated can be
used to assist users who have a tendency to
physically 'gait freeze' when mobilising. When
laser mode is operational the beam is activated
when the user presses the stick to the ground,
projecting a beam in front of the user. Laser
switches off when stick is lifted from the floor.
Supplier(s) - Attainability UK Ltd (M)

Folding Side Or Narrow Walker - From £26

Folding, aluminium frame designed to be used at
the side of the person to provide greater stability
than a standard walking stick. Comprises: four-
point base with ferrules; adjustable height legs

and a handgrip at two levels. Overall Height: 71-

81cm; 81-91cm. Overall Length: 44cm base.
Overall Width: 37cm base. Supplier(s) - RDK
Mobility

Shock Absorbing Sticks

point base with ferrules; adjustable height legs
and a handgrip at two levels. Overall Height: 75-
88cm. Capacity: 114kg. Weight: 2kg.
Supplier(s) - Nottingham Rehab Supplies

*NEW* Springer Walking Sticks - From £37

!

Adjustable height walking stick with a sprung
shock absorbing ferrule which also rotates 360
degrees so that the stick can maintain contact
with the ground when the user turns. Available in
two styles including a standard or wooden Derby
handle. Capacity: 102kg. Overall Height: 74-
99cm; 85-108cm. Supplier(s) - Homecraft
Rolyan

Standing Support Stick - From £14

This product's description can be found in
classification: Walking sticks for individuals who
are blind or partially sighted

*NEW* Mobility Care Side Stepper - From
£20

Folding, aluminium frame designed to be used at
the side of the person to provide greater stability
than a standard walking stick. Comprises: four-
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Adjustable height, ergonomically designed metal
walking stick. Comprises: rubber ferrule;
contoured metal shaft with additional handgrip
positioned mid shaft to assist user in raising from
sitting position; foam padded handles. Overall
Height: 79-107cm. Weight: 388g. Supplier(s) -
Shine International Ltd - Morley Mobility

Aluminium Double Bend Cane - From £14

Adjustable height, ergonomically designed metal
walking stick. Comprises: rubber ferrule;
contoured metal shaft with additional handgrip
positioned mid shaft to assist user in raising from
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8.8.9. Walking sticks for individuals who are blind or partially sighted

sitting position; foam padded handle and nylon
wrist strap. Overall Height: 79-99cm. Capacity:
100kg. Supplier(s) - AbilityStore at Forcetenco -
DCS Joncare - RDK Mobility

Supercane - From £12

Wo3h90254

Adjustable height, ergonomically designed metal
walking stick. Comprises: rubber ferrule;
contoured metal shaft with additional handgrip
positioned mid shaft to assist user in raising from
sitting position; foam padded handle and nylon
wrist strap. Overall Height: 74-86cm.
Supplier(s) - Yorkshire Care Equipment -
Simplyhealth

8.8.9. Walking sticks for individuals

who are blind or partiallx sighted

White walking sticks are available as walking
equipment for users who are blind or partially
sighted and also have difficulty mobilising.
Red tape can be wrapped around the sticks to
indicate that the user is both deaf and blind.

White Epsom Walking Stick - From £16

N

Folding, white walking stick. Comprises: rubber
ferrule; adjustable height, aluminium shaft;
moulded handle for left or right handed use.
Capacity: 114kg. Overall Height: 79-86¢cm; 84-
91cm. Weight: 630g. Supplier(s) - OTS Ltd -
Homecraft Rolyan
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Adjustable White Folding Walking Stick -
From £12

Folding, white walking stick. Comprises: rubber
ferrule; adjustable height, aluminium shaft; T'
shaped wooden handle and hand strap.
Supplier(s) - SW Retail Ltd - Cobolt Systems Ltd

Adjustable Escort Handle Walking Stick -
From £7

Mw30

Fixed height black or white walking sticks.
Comprises: rubber ferrule; aluminium shaft; 'T'
shaped Escort handles. Overall Height: 68-
94cm. Weight: 380g. Supplier(s) - Royal
National Institute for the Blind (RNIB)

Ambutech Adjustable Aluminium Walking
Stick - From £14

SMALL Mw14; LARGE Mw15

Adjustable height, white walking stick.
Comprises: rubber ferrule; white aluminium shaft;
black plastic moulded crook style handle with
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8.8.9. Walking sticks for individuals who are blind or partially sighted

thumb support. Capacity: 127kg. Overall
Height: 73-93cm; 83-103cm. Supplier(s) - Royal
National Institute for the Blind (RNIB)

Aluminium Straight Neck Support Stick -
From £8

]

Adjustable height, aluminium walking stick.
Comprises: rubber ferrule; aluminium shaft;
spring-loaded catch for height adjustment and
plastic right angled handle. Some suppliers may
not supply both sizes. Also available with white
aluminium shaft. Overall Height: 71-96cm; 85-
110cm. Capacity: 127kg. Weight: 550g.
Supplier(s) - Nottingham Rehab Supplies - OTS
Ltd - Care Necessities - TPG DisableAids -
Simplyhealth - Upson Mobility Ltd - CF
Hewerdine Ltd - Essentialaids.com - Yorkshire
Care Equipment

Adjustable Foam Swan Handle Support
Stick With Strap - From £9

¥

Adjustable height, white metal walking stick with
swan neck shaft. Comprises: rubber ferrule; foam
handgrip and plastic carry strap. Capacity:
100kg. Overall Height: 74-99cm. Weight: 362g.
Supplier(s) - Royal National Institute for the
Blind (RNIB) - Care Necessities - TPG
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DisableAids - Upson Mobility Ltd -
Essentialaids.com

Adjustable Walking Stick - From £7

Adjustable height white walking stick. Comprises:
rubber ferrule; metal shaft and plastic moulded
handle. Supplier(s) - SW Retail Ltd

Aluminium Straight Neck Support Stick -
From £10

Adjustable height, white walking stick.
Comprises: rubber ferrule; white, aluminium
shaft; plastic right angled handle. Capacity:
127kg. Overall Height: 84-110cm. Supplier(s)
TPG DisableAids - Upson Mobility Ltd -
Essentialaids.com

Coopers Fischer-handle Adjustable
Walking Stick - From £12

g

Adjustable height, walking sticks. Comprises:
rubber ferrule; white or black, aluminium shaft;
contoured Fischer handles available in right or
left handed versions. Capacity: 127kg. Overall
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8.8.9. Walking sticks for individuals who are blind or partially sighted

Height: 69-94cm. Weight: 350g. Supplier(s) -
Royal National Institute for the Blind (RNIB)

Coopers Fischer-handle Fixed Length
Walking Stick - From £10

—

i
L&

Fixed height walking sticks. Comprises: rubber
ferrule; white or black aluminium shaft; contoured
Fischer handles available for left or right handed
use. Supplier(s) - Royal National Institute for the
Blind (RNIB)

White Walking Stick - From £9

OPT4MOBILITY Ltd - Independent Living Co -
DCS Joncare - 1st Call Mobility Ltd - EPC -
London Mobility Warehouse - Yorkshire Care
Equipment - Wardles - Active Mobility Centre Ltd-
Homecraft Rolyan - Sun Mobility - TPG
DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - LifeStyle Access
& Mobility - Hounslow Mobility - Mobility World
Ltd - Aides to Living - Voluntary Association for
Surrey Disabled - Hagger Electronics -
AbilityStore at Forcetenco - All Handling
(Movability) Ltd - Euromobility Ltd

Coopers White Adjustable Aluminium
Walking Stick - From £6

Fixed height, white walking stick. Comprises:
rubber ferrule; wooden shaft; crook handle.
Supplier(s) - Athrodax Healthcare International
Ltd

Shock Absorbing Sticks - From £15

Adjustable height, metal walking stick designed
to absorb shock. Comprises: rubber ferrule which
flexes when placed on the ground; metal shaft
and soft handle with a broad grip, designed to
distribute pressure. Available as folding and non-
folding models. Sticks with white shaft available
from some suppliers. Capacity: 114kg. Overall
Height: 73-95cm; 79-86cm; 84-91cm. Weight:
450g. Supplier(s) - Mobility South West -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life) - Nightingale Medical & Mobility Products -
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Adjustable height, white walking stick intended to
be a means of support rather than mobility
equipment. Comprises: rubber ferrule; white
aluminium shaft; handle. Capacity: 127kg.
Overall Height: 71-96cm. Weight: 357g.
Supplier(s) - Royal National Institute for the
Blind (RNIB)

Coopers Wooden Walking Stick - From £6

E

Fixed height, white wooden walking stick with
rubber ferrule and crook handle. Capacity:
127kg. Overall Height: 85cm; 90cm; 102cm.
Weight: 350g. Supplier(s) - Royal National
Institute for the Blind (RNIB)
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8.8.10. Walking sticks for bariatric use

Marble Fischer Stick - From £11

-~

Fixed height, wooden walking stick with
contoured handgrip. Comprises: rubber ferrule;
wooden shaft and Fischer handgrip. Left or right
handed models available. White model available
from some suppliers. Overall Height: 92cm.
Capacity: 127kg. Supplier(s) - Able Living Ltd -
Care Necessities - TPG DisableAids - Upson
Mobility Ltd- Essentialaids.com

8.8.10. Walking sticks for bariatric

use
. __________________________________________________|

Equipment in this section has a user capacity
of 190kg and above.

Bariatric Walking Cane

This product's description can be found in
classification: Walking sticks with a swan neck

Heavy Duty Adjustable Walking Stick

This product's description can be found in
classification: Walking sticks with a swan neck

Lifestix Presidential Cane

This product's description can be found in
classification: Walking sticks with a swan neck

8.9 Walking equipment

accessories

8.9.1. Walking equipment extension
Iegs, wheels and txres

This section includes parts of a walking frame
which can be added or interchanged to raise
the height or to make it into a wheeled frame.
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Walker Glides - From £3

Small plastic skis designed to replace the rear
ferrules of two-wheeled walking frames.
Facilitates glide of walking frame across carpeted
floor. Available in pairs. Choice of colour
available. Supplier(s) - Homecraft Rolyan -
Smitcare - Able2- Hounslow Mobility - EPC - Al
Handling (Movability) Ltd

Wheel Units - From £9

Extension legs with wheels for frames, designed
as an optional attachment for adjustable height
walking frames. Available in pairs, complete with
spring clips. Supplier(s) - Trulife

Walking Frame Wheels - From £10 per pair

Extension legs with single wheels, designed as
an optional attachment to range of adjustable
height walking frames. Diameter: 13cm.
Supplier(s) - Yorkshire Care Equipment -
Nottingham Rehab Supplies - Care Necessities -
TPG DisableAids - Upson Mobility Ltd - CF
Hewerdine Ltd - Essentialaids.com - Aidmobility
Ltd - Bodys Care Centre Ltd

Adjustment Legs - From £6

Extension legs and rubber ferrules for frames,
designed as an optional attachment for
adjustable height walking frames. Available in
sets of four, complete with spring clips.
Supplier(s) - Trulife
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8.9.2. Ferrules; non-standard

Range Of Walking Frame Wheels - From
£10

*NEW* Able Tripod Base - From £13

Range of wheels for walking equipment
including: wheeled extension legs; glide wheels;
360 degree wheels and side fixed wheels. Sold in
pairs. Supplier(s) - Able2 - RDK Mobility

8.9.2. Ferrules; non-standard
.|

All walking equipment should be fitted with a
slip-resistant ferrule with a tread that is in
good condition. Metal walking equipment
must have a ferrule with a metal disc built in
to prevent the stick penetrating the rubber.
Standard ferrules should be available from
the supplier of the walking equipment.
Replacement ferrules for equipment on
permanent loan from a hospital or health
centre will usually be provided by the issuing
department. Included in this section are non-
standard ferrules.

Tornado

Shock absorbing, heavy duty ferrules. Structure
comprises: steel disc, reinforced nylon mesh
bonded to latex housing which surrounds thick
pad of Absorbalite shock absorbing gel. Flexible
base enables full traction. Two sizes available.
Supplier(s) - Mustgetit.com

Flexible Ferrule - From £3

Swivel joint ferrule with studded rubber tread
suitable for wooden or metal crutches. Enables
ferrule to maintain contact with ground at any
angle. Supplier(s) - Yorkshire Care Equipment -
Kozee Komforts - Mobility Smart Ltd - Hagger
Electronics
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Replacement for existing ferrule on standard
walking stick to provide shock absorption and
enlarged footprint for enhanced stability.
Diameter: 2cm aperture for stick. Supplier(s) -
Nottingham Rehab Supplies

Slipnott Ferrule - From £9

Two-piece ferrule comprising a metal ball and
socket joint that allows the studded base to
remain in contact with the ground at all times.
Diameter: 2cm. Supplier(s) - Royal National
Institute for the Blind (RNIB) - TPG DisableAids -
Upson Mobility Ltd - Essentialaids.com

Shock Absorbing Ferrules - From £3

Ferrule which flexes when it touches the ground
facilitating shock absorption. Diameter: 2cm.
Supplier(s) - OPTAMOBILITY Ltd - Active
Mobility Centre Ltd

Ingrid Convex Ferrule - From £3

Ergonomically designed ferrule with convex
shape, tread pattern, elasticated neck and
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8.9.3. Ice spikes for walking sticks

polyurethane construction for increased stability
and user comfort. Supplier(s) - Nordic Care
Services Ltd

Lean On Me - From £8

Pivoting ferrule with large non-suction base. For
use on sticks and crutches. Suitable for use on
wet and dry surfaces and stairs. Diameter: 2cm;
3cm. Supplier(s) - Allardyce Healthcare Ltd -
OPT4MOBILITY Ltd - DCS Joncare - Homecraft
Rolyan - RDK Mobility

Stepsafe Walking Aid - From £11

Shock absorbing ferrule made of thermoplastic
rubber with rotating base on ball joint and slip-
resistant foot pad with replaceable rubber base.
To fit a range of diameters on crutches and
walking sticks. Diameter: 3cm. Overall Height:
2cm; 3cm. Supplier(s) - Care Necessities -
Yorkshire Care Equipment - TPG DisableAids -
Upson Mobility Ltd - Royal National Institute for
the Blind (RNIB) - Essentialaids.com -
Simplyhealth

8.9.3. Ice spikes for waIking sticks

These provide additional grip in snowy and/or
icy conditions. They are usually hinged to
allow the spike to be dropped into position, or
raised to lie alongside the shaft when not in
use.
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Care should be taken when using hinged ice
spikes to ensure that the spike does not pose
a danger to the user or anyone else when in
use or when in its resting position. This is
particularly important if it is being used by
someone with reduced sensation in the lower
limbs.

Ingrid Ferrule With Ice Spike

Convex ferrule with fold away ice spike.
Supplier(s) - Essentialaids.com

Aluminium Cane With Retractable Ice Tip

This product's description can be found in
classification: Walking sticks with non-standard
features

8.9.4. Padded handgrips and cuffs

for attachment to waIking eﬂuiement

This section includes padding for the cuffs
and handles of crutches and other walking
equipment to enhance comfort.

Crutch Elbow Sleeve - From £14

Neoprene sleeve to provide cushioning for open
cuff of crutch. Supplied in pairs. Range of colours
available. Supplier(s) - Glanmor

Crutch Handle Sleeve - From £14

Crutch handle sleeve comprised of Neoprene for
cushioning. Range of colours and choice of size
for narrow or broad handles available. Supplied
in pairs. Supplier(s) - Glanmor
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8.9.4. Padded handgrips and cuffs for attachment to walking equipment

Visco Hand Pads - From £12 per pair

Padded handgrip providing additional comfort for
attachment to mobility equipment. Comprises:
visco-elastic foam; two-way stretch cover and
hook and loop fasteners. Overall Length: 14cm.
Overall Width: 14cm. Supplier(s) - Nightingale
Medical & Mobility Products - Wardles - Allardyce

Healthcare Ltd - Homecraft Rolyan - Sun Mobility-

TPG DisableAids - Millercare Mobility Specialists-
Nottingham Rehab Supplies - Simplyhealth -
LifeStyle Access & Mobility - Hounslow Mobility -
Mobility World Ltd - OPT4AMOBILITY Ltd -
Voluntary Association for Surrey Disabled -
Hagger Electronics - AbilityStore at Forcetenco -
CF Hewerdine Ltd - Byw Bywyd (Living Life) -
London Mobility Warehouse - All Handling
(Movability) Ltd - Aides to Living - DCS Joncare -
Bodys Care Centre Ltd - 1st Call Mobility Ltd -
Euromobility Ltd - Yorkshire Care Equipment

Padded Handle Cover - From £9

Equipment - CF Hewerdine Ltd - Bodys Care
Centre Ltd

Synthetic Sheepskin Walker Pads - From
£18

Synthetic sheepskin pads for attachment to the
handgrips of walking frames, secured by Velcro.
Machine washable and dryer safe. Supplier(s) -
AbilityStore at Forcetenco - DCS Joncare - RDK
Mobility

Walking Aid Hand Grips - From £3

Padded handgrip for attachment to crutch
handle. Comprises padded Neoprene with zip
fastening. Supplier(s) - Homecraft Rolyan

Walking Frame Hand Cushions - From £16
including VAT per pair

Plastic moulded, bicycle style handgrips and
padded comfy handgrips to fit crutch and walking
stick handles. Supplier(s) - Physio-Med Services
Ltd - Yorkshire Care Equipment

*NEW* Walking Frame Handlesleeve - From

£13

Pair of terrycloth cushions for use on walking
frame handgrips. Pads wrap around handles and
are secured by hook and loop fasteners. Overall
Length: 17cm. Overall Width: 17cm.
Supplier(s)- Simplyhealth - Yorkshire Care
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Neoprene sleeve to provide extra cushioning for
a walking frame handle. Supplied in pairs in a
range of colours. Supplier(s) - Glanmor (M)
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8.9.5. Bags, baskets, trays and seats for attachment to walking equipment

Woolana Crutch Handle Covers - From £14

Pair of padded wool fleece crutch handle covers.
Supplier(s) - Woolana

Fetterman's Performance Gel-filled Hand
Grip - From £40

Shock absorbing handgrips for crutches.
Comprises textured PVC vinyl with gel filling.
Supplier(s) - Mustgetit.com

Walker Grip Pads - From £8

Neoprene foam pads for walking frames,
attached via Velcro fastening. Supplier(s) - RDK
Mobility

8.9.5. Bags, baskets, trays and seats

for attachment to walking equipment

Items attached to walking equipment will alter
the weight and balance and may make the
equipment less stable.

Buckingham Walking Frame Caddy - From
£20

Plastic pannier designed to slot on the front of
two and four-wheeled walking frames to facilitate
the transportation of food, drink and other items
from room to room. Comprises integral lid, which
doubles as a tray and is contoured to grip a
standard sized dinner plate and cup. Accessories
include: slip-resistant mat which fits base of tray

Walking, Standing and Positioning
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and Buckinghamshire Mug Holder which is
shaped to grip a mug and contain spillage.
Overall Length: 31cm. Overall Width: 45cm.
Overall Height: 20cm. Weight: 1kg.
Supplier(s)- Allardyce Healthcare Ltd - Help the
Aged (Mail Order) Ltd - AbilityStore at
Forcetenco- Byw Bywyd (Living Life) - CF
Hewerdine Ltd - Morecare Mobility & Healthcare
Specialists - Nottingham Rehab Supplies -
Mobility South West - OTS Ltd - Able2 - London
Mobility Warehouse - DCS Joncare: EPC -
Nightingale Medical & Mobility Products - Active
Mobility Centre Ltd - Yorkshire Care Equipment -
1st Call Mobility Ltd - Smitcare - Independent
Living Co - Trulife - Homecraft Rolyan-
Buckingham Healthcare - Care Necessities:
Wardles - Sun Mobility - TPG DisableAids -
Bodys Care Centre Ltd - Simplyhealth - Prestige
Healthcare (London) Ltd - Millercare Mobility
Specialists - LifeStyle Access & Mobility -
Hounslow Mobility - Mobility World Ltd -
OPT4MOBILITY Ltd - Aides to Living - Upson
Mobility Ltd - Voluntary Association for Surrey
Disabled - Hagger Electronics -
Essentialaids.com - All Handling (Movability) Ltd -
Kinderkey Healthcare Ltd - Euromobility Ltd

Apron Bag For Walking Frames - From £10

Woven, waterproof bag for standard pulpit style
walking frame. Comprises: three pockets, one
large pocket at the front of the frame and a
smaller pocket at each side. Attaches to frame
using three straps. Overall Width: 84cm.
Overall Height: 26cm. Weight: 230g.
Supplier(s) - CF Hewerdine Ltd - Morecare
Mobility & Healthcare Specialists - Nottingham
Rehab Supplies - Mobility South West -
Essentialaids.com - Simplantex Healthcare Ltd -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life)- Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - DCS Joncare - Shine
International Ltd - 1st Call Mobility Ltd - EPC -
London Mobility Warehouse - Yorkshire Care
Equipment - Wardles - Active Mobility Centre Ltd-
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Homecraft Rolyan (M) - Sun Mobility - TPG
DisableAids - Bodys Care Centre Ltd -
Simplyhealth - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - Hounslow
Mobility - Mobility World Ltd - Aides to Living -
Rose Health Care - Voluntary Association for
Surrey Disabled - Hagger Electronics -
AbilityStore at Forcetenco - All Handling
(Movability) Ltd - Euromobility Ltd - LifeStyle
Access & Mobility

Bag For Rollator - From £9

Cross Independent Living Products - Nottingham
Rehab Supplies - Sun Mobility - TPG
DisableAids- Bodys Care Centre Ltd - Prestige
Healthcare (London) Ltd- Millercare Mobility
Specialists - Hounslow Mobility - Mobility World
Ltd - Aides to Living - Rose Health Care -
Voluntary Association for Surrey Disabled -
Hagger Electronics - AbilityStore at Forcetenco -
All Handling (Movability) Ltd - Euromobility Ltd -
Able2 - LifeStyle Access & Mobility

Mini Mobility Bag - From £20

Waterproof vinyl bag for attachment to rollator
walking equipment. Attaches to rollator frame via
straps. Pockets secured via Velcro. Supplier(s) -
Able2 - RDK Mobility

Net Bag For Frames - From £5

Bag with front pocket for mini scooters, walking
frames or rollators. Overall Height: 29cm.
Overall Length: 10cm. Overall Width: 22cm.
Supplier(s): Simplantex Healthcare Ltd -
LifeStyle Access & Mobility - All Handling
(Movability) Ltd

Mobility Bag - From £29

Net bag which attaches to walking frame using
metal clips. Overall Width: 30cm. Weight: 60g.
Supplier(s) - Simplantex Healthcare Ltd - CF
Hewerdine Ltd - Simplyhealth - Morecare Mobility
& Healthcare Specialists - Mobility South West -
Allardyce Healthcare Ltd - Byw Bywyd (Living
Life)- Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - DCS Joncare - OTS Ltd -
Able Living Ltd - EPC - London Mobility
Warehouse- Yorkshire Care Equipment -
Wardles- Active Mobility Centre Ltd - 1st Call
Mobility Ltd - Homecraft Rolyan (M) - British Red
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Bag for scooters, wheelchairs and rollators.
Comprises: braided straps; lined main
compartment; netted side pockets; detachable
carry strap; padded carry handles; ring pull zips;
mini bag. Overall Height: 42cm. Overall
Length: 14cm. Overall Width: 36¢cm.
Supplier(s) - Simplantex Healthcare Ltd - GBL
Wheelchair Services Ltd - All Handling
(Movability) Ltd

Rollator Bag - From £20

Storage bag designed for positioning on frame of
four-wheeled rollator, secured at front and side
via buckles. Supplier(s) - Kozee Komforts -
Mobility Smart Ltd - Hagger Electronics
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8.9.5. Bags, baskets, trays and seats for attachment to walking equipment

*NEW* Hands Free Drinks Tray - From £43 buttons are located towards the sides of the
frame. Overall Length: 32cm. Overall Width:
41cm. Overall Height: 19cm. Weight: 1kg.
Supplier(s) - OTS Ltd- Buckingham Healthcare -
Smitcare - Homecraft Rolyan - Able2

Under Seat Rollator Bag - From £14

Tray designed for attachment to three wheeled
walkers. Comprises moulded plastic with
recessed areas for holding drinks and tablets.
Tray is attached to one handlebar of walker and
can remain in situ when walker is folded.
Supplier(s) - Homecraft Rolyan - London Mobility
Warehouse - Mobility World Ltd - Sun Mobility -
Hagger Electronics - AbilityStore at Forcetenco -

Vinyl bag which attaches under the seat of most

DCS Joncare - TPG DisableAids - 1st Call rollators using press-studs. Can be left in place
Mobility Ltd - Euromobility Ltd - Yorkshire Care when rollator is folded. Weight: 165g.
Equipment Supplier(s) - Essentialaids.com - Homecraft

Rolyan - London Mobility Warehouse - Mobility
World Ltd - Sun Mobility - Hagger Electronics -
AbilityStore at Forcetenco - DCS Joncare - TPG
DisableAids - 1st Call Mobility Ltd - Euromobility
Ltd - Yorkshire Care Equipment

Rollator Bag - From £10

Walker Basket - From £8

v '

. E“
/ R
walking frame. Weight: 470g. Supplier(s) - o L
Essentialaids.com - Yorkshire Care Equipment - '
Homecraft Rolyan Y
Easycaddy - From £24 Narrow wire basket for standard pulpit style

walking frame. Comprises: vinyl coated wire
basket which can face outwards or inwards; clear
plastic insert to line bottom of basket to prevent
small items slipping through. Attaches via Velcro
straps to front bar of frame. Overall Length:
15cm. Overall Width: 41cm. Weight: 400g.
Supplier(s) - Morecare Mobility & Healthcare
Specialists - Mobility South West -
Essentialaids.com - DCS Joncare - Nightingale
Medical & Mobility Products - Shine International
Ltd - London Mobility Warehouse - Yorkshire
Care Equipment - Homecraft Rolyan - Prestige
Plastic pannier designed to fit most folding Healthcare (London) Ltd

wheeled walking frames where the release
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Walking Frame Pouch Universal Walker Pouch - From £10

Small nylon bag which attaches via Velcro to
front of walking frame. One large and two small
pockets. Overall Width: 31cm. Supplier(s) -

Morecare Mobility & Healthcare Specialists Storage bag for attachment to walking frame.
Comoprises three pockets which span front and
Single Sided Walker Bag - From £14 sides of frame. Supplier(s) - Kozee Komforts -

Mobility Smart Ltd - Hagger Electronics

*NEW* Walking Frame Pouch - From £14

A
Leatherette bag which attaches to front crossbar

of standard pulpit frame. Comprises two large Vinyl carry pouch for attachment to walking
front pockets. Attaches to frame via Velcro equipment via Velcro fastening. Overall Width:
fastening. Overall Width: 30cm. Supplier(s) - 40cm. Supplier(s) - Independence Ltd -

Help the Aged (Mail Order) Ltd - Simplantex Aidmobility Ltd

Healthcare Ltd - All Handling (Movability) Ltd

Vinyl Shopping Bag For Rollator - From
Walker Tray - From £16 £11

Tray for walking frame. Can be clipped onto a

side bar when not in use. Has recessed slip- Vinyl bag for attachment underneath seat of
resistant area and trough to retain items. Overall rollator frame. Comprises: full length pocket;
Length: 32cm. Supplier(s) - Morecare Mobility & strap and press-stud fastenings. Supplier(s) -
Healthcare Specialists - RDK Mobility RDK Mobility
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Walker Pouch - From £7 loop end for hand. Weight: 5g. Supplier(s)
Nightingale Medical & Mobility Products - Kozee
Komforts - Mobility Smart Ltd - Alphamarque
Associates Ltd - Byw Bywyd (Living Life) - Verko-
Design for Easier Living - Simplyhealth -
Morecare Mobility & Healthcare Specialists -
DCS Joncare - Essentialaids.com - British Red
Cross Independent Living Products - Active
Mobility Centre Ltd - Able Living Ltd - EPC - Sun
. . Mobility - Yorkshire Care Equipment -
Nylon pouc.h with P.VC backing and hook and Indepe};ldent Living Co - Wgrdfes - 1st Call
loop fastenings which hangs from crossbar of Mobility Ltd - Able2 - Homecraft Rolyan - TPG
walking frame. Supplier(s) - RDK Mobility DisableAids - Prestige Healthcare (London) Ltd -
Millercare Mobility Specialists - LifeStyle Access
& Mobility - Hounslow Mobility - Mobility World

8.9.6. Holders and wrist loops for Ltd - OPT4MOBILITY Ltd - Aides to Living -
i : Independence Ltd - Voluntary Association for
—attaChment to walking equipment Surrey Disabled - RDK Mobility - Hagger
Electronics - AbilityStore at Forcetenco - London
Equipment to enable walking sticks to be held Mobility Warehouse - All Handling (Movability)
or supported when not in use. Ltd - Aidmobility Ltd - Kinderkey Healthcare Ltd -

Euromobility Ltd - Allardyce Healthcare Ltd
Cane & Crutch Holder - From £5

Walking Stick Grip - From £2

I
Crutch and cane holder with fixings for
attachment to rollators. Weight: 115g.

Supplier(s) - Morecare Mobility & Healthcare Walking stick holder or support, comprising
Specialists - Essentialaids.com - Able Living Ltd - plastic clip with spring-loaded opening to fit
Homecraft Rolyan - Able2 - RDK Mobility walking sticks and crutches. Designed to support
a stick in an upright position by sliding clip
Economy Stick Strap - From £2 upwards until wedged under table edge or by

resting clip on top of table edge. Weight: 20g.
Supplier(s) - Alphamarque Associates Ltd -
AbilityStore at Forcetenco - Byw Bywyd (Living
Life) - Simplyhealth - Morecare Mobility &
Healthcare Specialists - DCS Joncare -
Nightingale Medical & Mobility Products -
OPT4MOBILITY Ltd - Shine International Ltd -
Able Living Ltd - London Mobility Warehouse -
Sun Mobility - Yorkshire Care Equipment -
Independent Living Co - Wardles - 1st Call
Mobility Ltd - Homecraft Rolyan - Able2 - Kozee
Komforts - Mobility Smart Ltd - TPG DisableAids -

Loop handle for use with walking stick comprising Prestige Healthcare (London) Ltd - Millercare
elastic loop end for attachment to stick and fabric Mobility Specialists - Morley Mobility - LifeStyle
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8.9.6. Holders and wrist loops for attachment to walking equipment

Access & Mobility - Hounslow Mobility - Mobility
World Ltd - Independence Ltd - Aides to Living -
Voluntary Association for Surrey Disabled - RDK
Mobility - Hagger Electronics - Allardyce
Healthcare Ltd - All Handling (Movability) Ltd -
Aidmobility Ltd - Euromobility Ltd

Toolflex Stick And Crutch Holder - From £3

Holder for walking sticks, crutches or garden
tools. Clamps onto any round or polygonal tube
frame, walking frames, wheelchairs and scooters.
Comprises: clamp; screw mounting; EDPM
rubber band. Surface-mounted holder for fixing to
flat surfaces also available. Diameter: 2-3cm.
Supplier(s) - Flipstick International Ltd

Cane Holder And Wrist Strap Set - From £9

Mobility Specialists - Hounslow Mobility - Mobility
World Ltd- Aides to Living - Rose Health Care -
Voluntary Association for Surrey Disabled -
Hagger Electronics - AbilityStore at Forcetenco -
All Handling (Movability) Ltd - Euromobility Ltd -
LifeStyle Access & Mobility

*NEW* Cane Hook - From £3

Walking stick holder clip and carry strap.
Supplier(s) - Help the Aged (Mail Order) Ltd

Leather Wrist Strap For Sticks - From £2

Attachment which enables a stick or cane to be
hooked onto a surface or item enabling the user
to have both hands free. Comprises a plastic clip
which fits around the shaft and two sizes of hook.
The shorter is designed for use on horizontal
surfaces and the longer for vertical surfaces, for
example chairs. Supplier(s) - Royal National
Institute for the Blind (RNIB)

Walking Stick Grip - From £2

Wrist strap with Velcro fastening to fit around the
neck of the walking stick. Overall Length: 17cm.
Weight: 30g. Supplier(s) - OTS Ltd -
Essentialaids.com - Allardyce Healthcare Ltd -
Byw Bywyd (Living Life) - Nightingale Medical &
Mobility Products - OPT4MOBILITY Ltd - DCS
Joncare - Shine International Ltd - 1st Call
Mobility Ltd - London Mobility Warehouse -
Yorkshire Care Equipment - Wardles - Homecraft
Rolyan (M) - British Red Cross Independent
Living Products - Sun Mobility - TPG DisableAids-
Prestige Healthcare (London) Ltd - Millercare
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Device which enables a walking stick to be
hooked into a pocket or onto a surface to allow
the user to have both hands free. Comprises
rubber stem attached to stick by rubber strap.
Diameter: 2-3cm. Weight: 10g. Supplier(s) -
Morecare Mobility & Healthcare Specialists -
Essentialaids.com - Allardyce Healthcare Ltd -
Nightingale Medical & Mobility Products -
Independent Living Co - DCS Joncare - London
Mobility Warehouse - Yorkshire Care Equipment -
OPT4MOBILITY Ltd
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8.9.6. Holders and wrist loops for attachment to walking equipment

Cane Holder - From £5 Forms grip when stick shaft is pushed into band
and springs out when item is removed. Three
sizes available. Optional wall-mounted bracket.
Diameter: 2cm; 2-3cm; 3-4cm. Weight: 100g.
Supplier(s) - Morecare Mobility & Healthcare
Specialists - Homecraft Rolyan - Nightingale
Medical & Mobility Products

Unifoot Walking Stick Stabiliser - From £20

Clip for attachment of walking stick or crutch to
frame of mobility equipment, for example walking
frame. Comprises cup into which ferrule of stick
is inserted and upper clip which secures shaft to
frame. Clips are secured to the frame via screw
fitting. Supplier(s) - Kozee Komforts - Mobility
Smart Ltd - Hagger Electronics

Unihold Cane Holder - From £5

Walking stick platform which attaches to the end
of any stick. Stick can stand up independently.
Comprises four rubber slip-resistant points on
base. Overall Length: 12cm. Weight: 95g.
Overall Width: 9cm. Supplier(s) - Homecraft
Rolyan - Independent Living Co - DCS Joncare -
OPT4MOBILITY Ltd

Wheelchair or wall-mounted walking stick holder.
Comprises nylon clip with wipe-clean surface Ingrid Stick Holder - From £5
available singly or as set of three mounted on a
backplate with two additional hooks. Diameter:
1-3cm stick. Supplier(s) - OTS Ltd - Homecraft
Rolyan - Matchless Ltd (M)

Flexi Grip And Base - From £12

Walking stick and crutch holder. Attaches walking
equipment to flat surfaces, frames and shopping
trolleys. Comprises rubber and stainless steel
frame with snap-on fitting. Supplier(s) - Able
Living Ltd - Yorkshire Care Equipment - Nordic
Clip holder for securing walking equipment or Care Services Ltd - Essentialaids.com

tools. Comprises 'U' shaped ABS plastic bracket

with ribbed rubber band across mouth of 'U'.
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8.10.1. Made-to-measure equipment for walking, standing and positioning

Snap-on Walking Stick And Crutch wheelchairs or walking frames. Supplier(s) -
Attachments - From £21 Homecraft Rolyan

8.10 Made-to-measure and

hire equipment for walking,
standing and positioning

8.10.1. Made-to-measure equipment
for walking, standing and

positioning

ok
(
o

Range of holders for walking sticks and crutches. ) ]
Range includes: snap-on walking stick Customized Equipment

attachment with clip; snap-on walking stick
magnetic plate; snap-on crutch attachment;

snap-on crutch fastening plate; snap-on crutch walking, standing and positioning equipment.

wall frame with fastening plate. Supplier(s) - Suopli - Rehabilitation Manufacturi
Nordic Care Services Ltd - Essentialaids.com - S(LelrF\)/Fi)c:aesr(l_st)d (MG; abiiitation Manttacturing

Mountway Ltd

Company manufactures made-to-measure

8.10.2. Hire equipment for walking,

standing and positioning

Cane Strap - From £2

Actuator Granstand Adult Standing Frame

This product's description can be found in
classification: Vertical standing frames; without
stand assist

Heavy Duty Extra Wide Walking Frame

Fabric carry strap for walking sticks with Hypalon

plastic handles. Supplier(s) - AbilityStore at This product's description can be found in
Forcetenco - DCS Joncare - RDK Mobility - GBL classification: Pulpit frames; non wheeled for
Wheelchair Services Ltd bariatric use

Walking Stick Clip - From £7 Insignis Standing Frame

This product's description can be found in
classification: Vertical standing frames; with
stand assist

Walker Or Shopper

Three or four-wheeled walker or shopper
available for short term rental. Comprises: one
front castor; two rear wheels; metal frame; cable

. : : : . : brakes and padded handles. Supplier(s) - Direct
Walking stick clip. Comprises double clip device Mobility Hire

with plastic coating and clamp end. Fits onto
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8.10.2. Hire equipment for walking, standing and positioning

Oswestry Adjustable Standing Frame

This product's description can be found in
classification: Vertical standing frames; without
stand assist

Oswestry Standing Frame

This product's description can be found in
classification: Vertical standing frames; without
stand assist
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Suppliers

1st Call Mobility Ltd

12-18 Little Walk, Harlow, Essex, CM20 1HY.

Tel: (01279) 425648

Fax: (01279) 425653
sales@ 1stcallmobility.co.uk
www. 1stcallmobility.co.uk

AbilityStore at Forcetenco

Active Mobility Centre Ltd

6 Beckley Parade, Leatherhead Road, Great
Bookham, Surrey, KT23 4RQ.

Tel: (01372) 450887

Fax: (01372) 450771
sales@forcetenco.co.uk
www.forcetenco.co.uk

Able Living Ltd

Head Office, 178b Belasis Avenue, Billingham,
Cleveland, TS23 1EY.

Tel: (01642) 805050

Fax: (01642) 808487
eng@activemobility.co.uk
www.activemobility.co.uk

Aides to Living

2nd Floor, Patman House, 23-27 Electric Parade,
George Lane, South Woodford, London, E18
2LS.

Tel: (020) 8530 6030
Fax: (020) 8989 7795
info@ableliving.com
www.ableliving.com

Able2

99 Warrington Road, Prescot, Merseyside, L34
5ST.

Tel: (0151) 426 1239
Fax: (0151) 430 0016
aidestoliving@btconnect.com

Aidmobility Ltd

Moorgate Street, Blackburn, Lancashire, BB2
4PB.

Tel: (01254) 619000

Fax: (01254) 619001

orders@able2.eu

www.able2.eu
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Unit 5, The Empire Centre, Imperial Way,
Watford, Hertfordshire, WD24 4YH.

Tel: (01923) 243001

Fax: (01923) 243012
sales@aidmobility.co.uk
www.aidmobility.co.uk

Aldersley Battery Chairs Ltd

Studio 115, Sunbeam Studio, Sunbeam Street,
Wolverhampton, WV2 4PF.

Tel: (01902) 428670

Fax: (01902) 428156
sales@aldersleyexcel.co.uk
www.aldersleyexcel.co.uk
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All Handling (Movability) Ltd

492 Kingston Road, Raynes Park, London,
SW20 8DX.

Tel: (020) 8542 2217

Fax: (020) 8395 4410
info@movability.com

www.movability.com

Allardyce Healthcare Ltd

sales@aquasoothe.com
www.aquasoothe.com

Argos Ltd

Home Retail Group - Argos, 489-499 Avebury
Boulevard, Saxon Gate West, Milton Keynes,
MK9 2NW.

Tel: (0845) 640 2020
WWWw.argos.co.uk

Athrodax Healthcare International Ltd

Unit 12, Tom Johnston Road, West Pitkerro
Industrial Estate, Dundee, DD4 8XD.

Scotland.

Tel: (01382) 773600

Fax: (01382) 774864
mikes@allardycehealthcare.co.uk
www.allardycehealthcare.co.uk

Alphamarque Associates Ltd

Hawthorne Business Park, Drybrook,
Gloucestershire, GL17 9HP.

Tel: (01594) 544440

Fax: (01594) 545800
sales@athrodax.co.uk
www.athrodax.co.uk

Attainability UK Ltd

Bartram Associates Ltd (Bartram Mobility)

Killara, Racecourse Lane, Shrewsbury,
Shropshire, SY3 5BJ.

Tel: (01743) 245277

Fax: (01743) 232013
info@attainability.co.uk
www.attainability.co.uk

1 The Mount, Potters Bar, Hertfordshire, EN6
1LN.

Tel: (01707) 660188

Fax: (01707) 660199
sales@alphamarque.com
www.alphamarque.com

Amilly International Ltd

88 South Street, Stanground, Peterborough,
Cambridgeshire, PE2 8EZ.

Tel: (01733) 552207
Fax: (01733) 552757
www.themobilityaidscentre.co.uk

Aquasoothe Ltd

Premier Works, High Street, Sutton, Ely,
Cambridgeshire, CB6 2RB.

Tel: (01353) 778756

Fax: (01353) 777791
sales@bartrams.net

www.bartrams.net

Bath Institute of Medical Engineering Ltd

55 Waverley Road, Sale, Cheshire, M33 7AY.

Tel: (0870) 443 6042
Fax: (0161) 973 9988

Walking, Standing and Positioning

The Wolfson Centre, Royal United Hospital,
Combe Park, Bath, Somerset, BA1 3NG.
Tel: (01225) 824103

Fax: (01225) 824111

info@bime.org.uk

www.bime.org.uk

Benmor Medical Ltd
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Unit 23-24, The Oakwood Centre, Downley
Road, Havant, Hampshire, PO9 2NP.
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Tel: (023) 9247 3107
Fax: (023) 9247 3107
info@benmormedical.co.uk
www.benmormedical.co.uk

Bin-to Ltd

Suppliers

Bush Healthcare

28 Newton Road, Kingskerswell, Devon, TQ12

5AA.

Tel: (0845) 602 5565
www.bin-to.co.uk

BML Manufacturing Ltd

Unit AE, Adamson Industrial Estate, Croft Street,

Hyde, Cheshire, SK14 1EE.

Tel: (0161) 366 6883
Fax: (0161) 366 6883

Bodys Care Centre Ltd

Units 16-17, Mobility House, Aberaman Industrial

Estate, Aberdare, Mid Glamorgan, CF44 6DA.
Tel: (01685) 884226

Fax: (01685) 870600
bushhealthcare@btconnect.com
www.bushhealthcare.co.uk

Byw Bywyd (Living Life)

Star Showroom, Gaerwen, Anglesey, LLE60 6AY.

Wales.

Tel: (01248) 717500
Fax: (01248) 716461
post@byw-bywyd.co.uk
www.byw-bywyd.co.uk

Care Necessities

631 London Road, Westcliff-on-Sea, Essex, SSO

9PE.

Tel: (01702) 346204/337339
Fax: (01702) 338631

British Red Cross Independent Living
Products

113 Clarendon Park Road, Leicester,
Leicestershire, LE2 3AH.

Tel: (0116) 244 9049

Fax: (0116) 270 8765
information@redcross.org.uk
www.redcross.org.uk

Buckingham Healthcare

Longdon Hall, Longdon Green, Nr Rugeley,
Staffordshire, WS15 4PT.

Tel: (01543) 493235

Fax: (01543) 493485
info@carenecessities.co.uk
www.carenecessities.co.uk

Cefndy Healthcare

Buckingham House, 108 Baffins Road,
Portsmouth, Hampshire, PO3 6BQ.
Tel: (023) 9279 0977

Fax: (023) 9271 9635
info@buckinghamhealthcare.co.uk
www.buckinghamhealthcare.co.uk
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Cefndy Road, Rhyl, Denbighshire, LL18 2HG.
Wales.

Tel: (01745) 351787

Fax: (01745) 355806
cefndy.sales@denbighshire.gov.uk
www.cefndy.com
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Suppliers

CF Hewerdine Ltd

194 Thorpe Lea Road, Egham, Surrey, TW20
8HA.

Tel: (01784) 451258

Fax: (01784) 460770
sales@hewerdine.co.uk
www.hewerdine.co.uk

Childerhouse Medical Ltd

Pathway House, Units 1-5, 64 Windsor Way,
Polegate, East Sussex, BN26 6QF.

Tel: (0870) 444 6140

Fax: (0870) 444 6141
info@childerhousemedical.co.uk
www.childerhousemedical.co.uk

Chums Ltd

Unity Grove, Knowsley Business Park,
Merseyside, Liverpool, L34 9AR.

Tel: (0871) 911 0601

Fax: (0151) 548 6829
enquiries@chums.co.uk
www.chums.co.uk

Cobolt Systems Ltd

The OIld Mill House, Mill Road, Reedham,
Norwich, Norfolk, NR13 3TL.

Tel: (01493) 700172

Fax: (01493) 701037
cobolt@compuserve.com
www.cobolt.co.uk

Damart

Bowling Green Mills, Lime Street, Bingley, West
Yorkshire, BD97 1AD.

Tel: (01274) 568211

Fax: (01274) 551130

iuk@damart.com

www.damartonline.co.uk
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DCS Joncare

7-8 Radley Place, Radley Road Industrial Estate,
Abingdon, Oxon, OX14 3RY.

Tel: (01235) 523353

Fax: (01235) 531019

info@dcsjoncare.com

www.dcsjoncare.com

Direct Mobility Hire

Warren House, 201a Bury Street, Edmonton,
London, N9 9JE.

Tel: (020) 8370 7888

Fax: (020) 8370 7887
info@directmobility.co.uk
www.directmobility.co.uk

Discount Mobility Plus Ltd

Suite 3, 40 Melton Road, Oakham, Rutland,
LE15 6AY.

Tel: (0808) 178 4151

Fax: (01572) 801075
sales@discountmobilityplus.co.uk
www.discountmobilityplus.co.uk

DoAbility

42 West Park Avenue, Leeds, West Yorkshire,
LS8 2EB.

UK.

Tel: (0113) 379 2038
Fax: (0113) 341 0395
info@doability.co.uk
www.doability.co.uk

Dorset Nursing Supplies

3 Wickham Road, Boscombe, Bournemouth,
BH7 6JX.

Tel: (01202) 425070

Fax: (01202) 418332
sales@dorsetnursing.co.uk
www.dorset-nursing.co.uk
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Enhancement (Agencies) Ltd - Iper
Division

30 Manorville Road, Hemel Hempstead,
Hertfordshire, HP3 OAP.

Tel: (01442) 242952
Fax: (01442) 213137
r.metcalfe@dsl.pipex.com

EPC

Suppliers

Tel: (023) 8062 0060
Fax: (023) 8065 0230
simon@fleinnsmedicare.co.uk

Flipstick International Ltd

Head Office, 43 Alexandra Road, Farnborough,
Hampshire, GU14 6BS.

Tel: (01252) 547939

Fax: (01252) 377588
sales@epc-wheelchairs.co.uk
www.epc-wheelchairs.co.uk

Essentialaids.com

40a Rowland Street, Rugby, Warwickshire, CV21
2BW.

Tel: (01788) 542109

Fax: (01788) 542109

info@flipstick.co.uk

www.flipstick.co.uk

GBL Wheelchair Services Ltd

32 Guildford Road, Brighton, East Sussex, BN1
3LW.

Fax: (01273) 724513
contact@essentialaids.com
www.essentialaids.com

Euromobility Ltd

Unit 12, Mount Road Industrial Estate, Mount
Road, Hanworth, Middlesex, TW13 6AR.

Tel: (020) 8867 2461

Fax: (020) 8867 2475
info@gblwheelchairs.com
www.gblwheelchairs.com

Gerald Simonds Healthcare Ltd

Mid Kent Shopping Centre, Castle Road,
Allington, Maidstone, Kent, ME16 OPU.
Tel: (01622) 755744

Fax: (01622) 766233
info@euromedical.co.uk
www.euromedical.co.uk

Fleinns Medicare Ltd

9 March Place, Gatehouse Way, Aylesbury,
Buckinghamshire, HP19 8UA.

Tel: (01296) 380200

Fax: (01296) 380279
info@gerald-simonds.co.uk
www.gerald-simonds.co.uk

Glanmor

Factory 2, Phoenix Park, Chickenhall Lane,
Eastleigh, Hampshire, SO50 5PQ.
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208 High Street, Swansea, West Glamorgan,
SA1 1PE.

Tel: (01792) 642868

Fax: (01792) 655804

sales@glanmor.co.uk

www.glanmor.co.uk

GLCC Ltd

Unit 18, Enterprise Way, Newport, Gwent, NP20
2AQ.

South Wales.
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Tel: (01633) 216160/216644
Fax: (01633) 216644
tpglobe@lineone.net
www.gl100.com

GP Special Projects Ltd

Suppliers

Tel: (0800) 169 1609

Fax: (020) 7239 1459
homeshopping@helptheaged.org.uk
www.helptheagedshop.co.uk

Helpful Hand

PO Box 900, Lincoln, Lincolnshire, LN6 9ZW.

UK.

Tel: (01522) 688388
sales@disabledstickers.co.uk
www.disabledstickers.co.uk

Hagger Electronics

Unit 7 Business Centre West, Avenue One,
Letchworth, Hertfordshire, SG6 2HB.

Tel: (0845) 882 0505

Fax: (01462) 675016

sales@hagger.co.uk

www.hagger.co.uk

Harrison & Simmonds Ltd

6 Chester Road, Macclesfield, Cheshire, SK11
8DG.

Tel: (01625) 424438

Fax: (01625) 617857
info@thehelpfulhand.co.uk
www.thehelpfulhand.co.uk

Home & Medical

80 High Sreet, Bedford, MK40 1NN.

Tel: (01234) 300777
Fax: (01234) 266711
info@h-s.co.uk
www.h-s.co.uk

Harvest Healthcare

The View, 55 Oakwood Drive, Bingley, West
Yorkshire, BD16 4SJ.

Tel: (05602) 092641

Fax: (01274) 566996
info@homeandmedical.co.uk
www.homeandmedical.co.uk

Homecraft Rolyan

Sheaf House, Bradmarsh Way, Bradmarsh
Business Park, Rotherham, S60 1BW.

Tel: (01709) 377172

Fax: (01709) 377173
sales@harvesthealthcare.biz
www.harvesthealthcare.biz

HCC Wales Ltd

Nunn Brook Road, Huthwaite, Sutton in Ashfield,
Nottinghamshire, NG17 2HU.

UK.

Tel: (08444) 124330

Fax: (08448) 730100
homecraft.sales@patterson-medical.com
www.homecraft-rolyan.com

Hounslow Mobility

Alexander Buildings, The Roe, St Asaph,
Denbighshire, LL17 ONA.

Tel: (01745) 583754
Fax: (01745) 584775
info@hccwales.com

Help the Aged (Mail Order) Ltd

22 Planetary Road, Wednesfield, WV13 3XA.
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2-3 Noble Corner, Great West Road, Hounslow,
TWS5 OPA.

Tel: (020) 8577 2333
Fax: (020) 8577 9099
hounslowmobility@btconnect.com
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Huntleigh UK

310-312 Dallow Road, Luton, Bedfordshire, LU1
1TD.

Tel: (01582) 413104

Fax: (01582) 745745
sales.admin@huntleigh-healthcare.com
www.huntleigh.co.uk

Ideal Mobility

Suppliers

James Leckey Design Ltd

Kilwee Business Park, Dunmurry, BT17 OHD.
Northern Ireland.

Tel: (028) 9060 2277
Fax: (028) 9060 0795
info@leckey.com
www.leckey.com

James Spencer and Co Ltd

172-174 Norman Lane, Bradford, BD2 2JU.

Tel: (0800) 032 0864

Fax: 01274 642 610
enquiries@sagamobility.com
www.idealmobility.co.uk

IMC London Ltd

Prospect Mills, Main Street, Wilsden, Bradford,
West Yorkshire, BD15 0JR.

Tel: (01535) 272957

Fax: (01535) 273295
sales@jamesspencer.co.uk
www.jamesspencer.co.uk

JCM Seating Solutions Ltd

353 Edgware Road, London, WZ 1BS.

Tel: (020) 7723 6550
Fax: (020) 7569 8693
hameduk@hotmail.com

Independence Ltd

95 Main Street, Witchford, Ely, Cambridgeshire,
CB6 2HQ.

Tel: (01353) 667722

Fax: (01353) 668778
sales@independence.ltd.uk
www.independence.ltd.uk

Independent Living Co

11 Hale Lane, Mill Hill, London, NW7 3NU.

Tel: (020) 8931 6000

Fax: (0709) 238 0198 e-fax
sales@independent-living.co.uk
www.independent-living.co.uk

Insignis Ltd

Grove House, EIm Grove, Maidenhead,
Berkshire, SL6 6AD.

Tel: (01628) 776070

Fax: (01628) 631560
mcanally@fsmail.net
www.insignisltd.co.uk
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15-18 Maxwell Road, Woodston Industrial Estate,
Peterborough, Cambridgeshire, PE2 7HU.

Tel: (01733) 405830

Fax: (01733) 405838
enquiries@jcmseating.co.uk
www.jcmseating.co.uk

JD Williams & Co Ltd

Griffin House, 40 Lever Street, Manchester, M60
6ES.

Tel: (0871) 231 2000
Fax: (0161) 386 2910
www.jdwilliams.co.uk

Jenx Ltd

Wardsend Road, Sheffield, South Yorkshire, S6
1RQ.

Tel: (0114) 285 3376

Fax: (0114) 285 3528

info@jenx.com

www.jenx.com

John Bell & Croyden

50-54 Wigmore Street, London, W1U 2AU.

Tel: (020) 7935 5555

Fax: (020) 7935 9605
jbc@johnbellcroyden.co.uk
www.johnbellcroyden.co.uk
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John Reid & Sons (Strucsteel) Ltd Linden Leisure Ltd

Strucsteel Works, Reid Street, Christchurch,
Dorset, BH23 2BT.

Tel: (01202) 483333

Fax: (01202) 478863

k9@reidsteel.co.uk

www.walk-aid.com

Unit 8, Isbourne Way, Winchcombe,
Gloucestershire, GL54 5NS.

Tel: (01242) 604545

Kinderkey Healthcare Ltd
Fax: (01242) 604545

Unit B, Advance Park, Rhosymedre, Wrexham, sales@lindenleisure.co.uk
LL14 3YR. www.lindenleisure.co.uk

Tel: (01978) 820714

Fax: (01978) 822406 London Mobility Warehouse

contact@kinderkeyinternational.co.uk

www.kinderkeyinternational.co.uk 333 Western Avenue, London, W3 ORS.

Tel: (0800) 093 8610

Fax: (020) 8993 7643
sales@themobilitywarehouse.co.uk
www.themobilitywarehouse.com

Kingkraft Ltd

Mangar International Ltd

Unit 26D, Orgreave Crescent, Dore House
Industrial Estate, Sheffield, South Yorkshire, S13
9NQ.

UK.
Tel: (0114) 269 0697 Elrjegs’galiJan-e Industrial Estate, Presteigne, Powys,

Fax: (0114) 269 5145
info@kingkraft.co.uk Wales.

www.kingkraft.co.uk Tel: (01544) 267674
Fax: (01544) 260287

sales@mangar.co.uk
www.mangarinternational.co.uk

Kozee Komforts

Komfort House, Boundary Road, Bessingby
Industrial Estate, Bridlington, East Yorkshire, Matchless Ltd
YO16 4SD.

Tel: (01262) 409200

Dallam Lane, Warrington, Cheshire, WA2 7NX.

Fax: (01262) 602102 Tel: (01925) 231900
sales@kozeekomforts.co.uk F_aX: (0192_5) 415423
www.kozeekomforts.co.uk hi-tec@unihold.co.uk

www.unihold.co.uk
LifeStyle Access & Mobility
373-375 Uxbridge Road, London, W3 9RH.
. Clock Tower Works, Railway Street, Southport,
Tel: (0845) 122 1486 :
Fax:((020))8992 6336 Merseyside, PR8 5BB.

info@lifestyleaccess.com Tel: (01704) 542373

www. lifestyleaccess.com Fax: (01704) 545214
sales@medesign.co.uk

www.medesign.co.uk

MEDesign Ltd

Walking, Standing and Positioning
DLF Hamilton Directory Part 2 Section 8 (©DLF 2009) 123







Suppliers

Millercare Mobility Specialists

Morecare Mobility & Healthcare Specialists

Moscow Mill Street, Oswaldtwistle, Lancashire,
BB5 OEP.

Tel: (01254) 237788

Fax: (01254) 398323
contact@millercare.co.uk
www.millercare.co.uk

Mobilis Healthcare Group

36 The Nursery, Bath Road, Devizes, Wiltshire,
SN10 2AG.

Tel: (01380) 727555

Fax: (01380) 736696
info@morecarehealthcare.co.uk

Morley Mobility

100 Shaw Road, Oldham, Lancashire, OL1 4AY.

Tel: (0161) 633 5333

Fax: (0161) 627 4401
orders@mobilishealthcare.com
www.mobilishealthcare.com

Mobility Smart Ltd

Unit 79, Market Hall, Queen Street, Morley,
Leeds, LS27 8DS.

Tel: (0113) 253 5583
morleymobility@googlemail.com
www.morleymobility.co.uk

Mountway Ltd

Old Lodge Cottage, Old Lodge Lane, Claughton-
on-Brock, Preston, Lancashire, PR3 OPG.

Tel: (0870) 199 8246

Fax: (0870) 199 2173

sales@mobilitysmart.cc

www.mobilitysmart.cc

Mobility South West

5A Milber Trading Estate, Newton Abbot, Devon,
TQ12 4SG.

Tel: (01626) 336588

Fax: (01626) 366071
sales@mobilitysouthwest.co.uk
www.mobilitysouthwest.co.uk

Mobility World Ltd

Units 7&8, Tafarnaubach Industrial Estate,
Tredegar, Blaenau Gwent, NP22 3AA.

Wales.
Tel: (01495) 723300
Fax: (01495) 723360

mail@mountway.co.uk
www.mountway.com

Mustgetit.com

Unit 61, Old Market Court, Glastonbury,
Somerset, BAG 9LT.
Tel: (01458) 830141
info@mustgetit.com
www.mustgetit.com

2 Focal Point, Lacerta Court, Letchworth Garden
City, Hertfordshire, SG6 1FJ.

Tel: (0870) 740 7782

Fax: (0870) 740 7784

eng@mobilityworld.co.uk
www.mobilityworld.co.uk
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Nightingale Care Beds Ltd

Unit 20, Abenbury Way, Wrexham Industrial
Estate, Wrexham, LL13 9UZ.

Tel: (01978) 661699

Fax: (01978) 661705
info@nightingalebeds.co.uk
www.nightingalebeds.co.uk
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Nightingale Medical & Mobility Products info@otstores.co.uk

34 Eastfield Road, Burnham, Slough, Berkshire, Www.otstores.co.uk
SL1 7PE.

Tel: (01628) 668660
Fax: (01628) 663584

Otto Bock Healthcare Plc

Nordic Care Services Ltd

307-309 Lombard House Business Centre, 12-17 -
Uppel’ Br|dge Street, Canterbury, Kent, CT1 2NF. 32 Parsonage Road’ Englef|e|d Green, Egham’

Tel: (01227) 479293 Surrey, TW20 OLD.

_Fax: (01227) 477958 Tel: (01784) 744900
info@walkeze.co.uk Fax: (01784) 744901/744929
www.walkeze.co.uk bockuk@ottobock.com

www.ottobock.co.uk
Nottingham Rehab Supplies

Permenforce

Clinitron House, Excelsior Road, Ashby-De-La- -
Zouch, Leicestershire, LE65 1JG. 5 Onslow House, Acre Road, Kingston, East

Tel: (0845) 120 4522 Sussex, KT2 6EH.
Fax: (0845) 121 8112 Tel: (07983) 223544
customerservice@nrs-uk.co.uk permenforce@yahoo.co.uk

www.nrs-uk.co.uk
Phoenix Walking Stick Co

Units 6A-C Nailsworth Mills Estate, Avening

Opemed (Europe) Ltd

Unit 19, Riverside Business Park, East Street, Road, Nailsworth, Gloucestershire, GL6 0BS.

Farnham, Surrey, GU9 7UG. Tel: (01453) 835816

UK. Fax: (01453) 835819

Tel: (01252) 758858 sales@sticks.org

Fax: (0870) 161 9681 www.sticks.org

sales@opemed.net

www.opemed.net Physio-Med Services Ltd
Glossop Brook Business Park, Surrey Street,

OPTAMOBILITY Ltd Glossop, Derbyshire, SK13 7AJ.

9/11 The Causeway, Teddington, Middlesex, Tel: (01457) 860444

TW11 OHA. Fax: (01457) 860555

Tel: (020) 8943 8890 sales@physio-med.com

Fax: (020) 8943 8897 www.physio-med.com

sales@opt4mobility.com

www.optdmobility.com Poshchair Medical Ltd

OTS Ltd Unit 2 Beta Building, Willments Shipyard, Hazel

Road, Southampton, Hampshire, SO19 7HS.

PO Box 234, Malvern, Worcestershire, WR14 Tel: (0844) 800 0899

1QB. Fax: (0560) 205 8455

Tel: (0845) 260 7061 info@poshchair.co.uk

Fax: (0845) 260 7062 www.poshchair.co.uk
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Prestige Engineering (UK) Quest 88 Ltd

Unit 8, Buckwin Square, Burnt Mills Estate,
Basildon, Essex, SS13 1BJ.

Tel: (01268) 726661

Fax: (01375) 726662
alan.silver@btconnect.com

Aston Street, Shifnal, Shropshire, TF11 8DW.
Tel: (01952) 463050
Fax: (01952) 463077

sales@quest88.com
www.quest88.com

Prestige Healthcare (London) Ltd

Rainbow Mobility

7 Lytton Road, Barnet, Hertfordshire, EN5 5BX. Oaktree Court, Mill Lane, Ness, Cheshire, CH64
Tel: (0870) 745 2300 8TP.

Fax: (020) 8441 9123 Tel: (0151) 353 1234

lornastump@yahoo.co.uk Fax: (0151) 336 3652
www.prestige-healthcare.co.uk info@rainbowmobility.com

www.rvseurovema.se
Pride Mobility Products Ltd

RBF Healthcare

32 Wedgwood Road, Bicester, Oxfordshire,

OX26 4UL. 55 Comet Way, Southend-on-Sea, Essex, SS2
Tel: (01869) 324600 BUW.
Fax: (01869) 323070 Tel: (01702) 527401
www.pridemobility.com Fax: (01702) 420240
sales@rbfhealthcare.co.uk
Pro Rider Mobility Ltd www.rbfhealthcare.co.uk

RDK Mobility

Pro Rider Mobility, 48 Chestnut Avenue,
Leicester, Leicestershire, LE2 5JG.

Tel: (0116) 271 9998 Head Office, 35-37 Blackburn Street, Radcliffe,
Fax: (0116) 260 7733 Manchester, M26 1NR.
www.proridermobility.com Tel: (0161) 724 9580
Fax: (0161) 724 4453
Queen Alexandra College sales@rdkmobility.co.uk
N www.rdkmobility.co.uk
Court Oak Road, Harborne, Birmingham, B17
9TG.

Tel: (0121) 428 5050
Fax: (0121) 428 5048
info@gac.ac.uk
WWW.gac.ac.uk
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Rehabilitation Manufacturing Services Ltd

Rose Health Care

Medway House, 277 Gillingham Road,
Gillingham, Kent, ME7 4QX.

Tel: (01634) 578881

Fax: (01634) 581456
sales@rms-kent.co.uk
www.ineedawheelchair.co.uk

Remarka Enterprises

9 October Place, Holders Hill Road, London,
NW4 1EJ.

Tel: (020) 8203 2473
remarkae@yahoo.co.uk

Robsons (UK) Ltd

60 St Matthews Street, Ipswich, Suffolk, IP1 3EP.

Tel: (01473) 258508

Fax: (01473) 258508
rosehealthcare@btconnect.com
www.rosehealthcare.biz

Royal National Institute for the Blind
(RNIB)

2 Wyatts Close, Chorleywood, Rickmansworth,
Hertfordshire, WD3 5TF.

Tel: (01923) 445207

Fax: (01923) 445207
robsonsuk@amserve.com
www.robsons-uk.com

Roma Medical Aids Ltd

PO Box 173, Peterborough, PE2 6WS.

Tel: (0845) 702 3153
Fax: (01733) 375001
cservices@rnib.org.uk
www.rnib.org.uk

Shine International Ltd

York Road, Bridgend Industrial Estate, Bridgend,
CF31 3TB.

Tel: (01656) 674488

Fax: (01656) 674499

sales@romamedical.co.uk
www.romamedical.co.uk

Ropox A-S

14-15 Holkham Road, Orton Southgate,
Peterborough, PE2 6TE.

Tel: (01733) 391900

Fax: (01733) 391551
mail@shineinternational.co.uk
www.shineinternational.co.uk

Sholley Trolleys Ltd

3 Wade Road, Gorse Lane Industrial Estate,
Clacton, Essex, CO15 4LT.

Tel: (01255) 431444

Fax: (01255) 431866

info@sholley.com

www.sholley.com

Sidhil Ltd

PO Box 236, llkley, LS29 1AJ.

Tel: (01943) 870524
Fax: (01943) 870524
pd@ropox.com
WWW.ropox.com
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Sidhil Business Park, Holmfield, Halifax, West
Yorkshire, HX2 9TN.

Tel: (01422) 233000

Fax: (01422) 233010

sales@sidhil.com

www.sidhil.com
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Simplantex Healthcare Ltd

Suppliers

Somerwood Ltd

145a Ashford Road, Eastbourne, East Sussex,
BN21 3UA.

Tel: (0870) 870 7140

Fax: (0870) 870 7141
orders@simplantex.co.uk
www.simplantex.co.uk

Simplyhealth

PO Box 109, Saffron Walden, Essex, CB11 4WZ.

Tel: (0845) 644 2279

Fax: (01799) 500180
sales@somerwood.com
www.somerwood-walking-aids.com

Special Collection

Unit 2a, Walworth Enterprise Centre, Duke
Close, West Way, Andover, Hampshire, SP10
5AR.

Tel: (01264) 350022
Fax: (01264) 350033
info@simplyhealthstore.co.uk
www.simplyhealthstore.co.uk

Smirthwaite

Griffin House, Lever Street, Manchester, M60
6ES.

Tel: (0871) 231 2000
www.specialcollection.com

Suite Deal Furnishings

13 Bourne Road, Bexley, Kent, DAS 1LW.

Tel: (01322) 558881

Fax: (01322) 558881
info@suitedeal.co.uk
www.suitedeal.co.uk

Sun Mobility

17 Wentworth Road, Heathfield, Newton Abbot,
Devon, TQ12 6TL.

UK.

Tel: (01626) 835552

Fax: (01626) 835428
enquiries@smirthwaite.co.uk
www.smirthwaite.co.uk

Smitcare

14 Camberley Business Centre, Bracebridge,
Camberley, Surrey, GU15 3DP.

Tel: (01276) 677888

Fax: (01276) 691565

sales@smitcare.co.uk

www.smitcare.co.uk
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Asda Mall, Chalfont Way, Lower Earley, Reading,
RG6 5TT.

Tel: (0118) 931 4999

Fax: (0118) 987 2345

sun.mobility@fsmail.net

www.sunmobility.co.uk

SW Retail Ltd

Unit 3 Marrtree Business Park, Kirkwood Close,
Oxspring, Sheffield, S36 8ZP.

Tel: (01226) 762513

Fax: (01226) 762528

info@ic-online.co.uk

www.ic-online.co.uk

Switch Sticks Ltd

PO Box 209, Morpeth, London, NE61 9AG.
Tel: (0845) 114 114

Fax: (0208) 994 3011
info@switchsticks.com
www.switchsticks.com
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Symmetrikit Ltd - Division of Helping Hand North Wales.
Co (Ledbury) Ltd Tel: (01691) 718218

Fax: (01691) 718899
sales@theodavies.demon.co.uk.
www.theodavies.demon.co.uk

TPG DisableAids

Unit 9, Bromyard Road, Ledbury, Herefordshire,
HR8 1NS.

Tel: (01531) 635388

Fax: (01531) 638059

sales@helpinghand.co.uk

www.helpinghand.co.uk Plough Lane, Hereford, Herefordshire, HR4 OED.
Tel: (01432) 351666
TGA Electric Leisure Ltd Fax: (01432) 351777

enquiries@tpg-disableaids.co.uk
www.tpg-disableaids.co.uk

Trulife

Woodhall Business Park, Sudbury, Suffolk, CO10
1WH.

Tel: (01787) 882244
Fax: (01787) 882248

sales@tga-electric.com Unit 41, Amos Road, Meadowhall, Sheffield, S9
www.tga-electric.com 1BX.
Tel: (0114) 261 8100
The Helping Hand Co (Ledbury) Ltd Fax: (0114) 261 0074

sales@trulife.co.uk
www.trulife.co.uk

UGO Ltd
Bromyard Road, Ledbury, Herefordshire, HR8 giklewton Road, Kingskenwel, Devon, TQ12
1NS. '
Tel: (01803) 872020
Tel: (01531) 635678 Fax:((01803)) 872121

Fax: (01531) 635670
sales@helpinghand.co.uk
www.helpinghand.co.uk

paul@ugo-on.com
WWW.ugo-on.com

Uniscan Ltd

The Kirton Healthcare Group Ltd
23 Rookwood Way, Haverhill, Suffolk, CB9 8PB.
UK.

Tel: (01440) 705352
Fax: (01440) 706199

info@kirtonhealthcare.co.uk 38 Hornsby Square, Southfields Industrial Estate,
www.kirton-healthcare.co.uk Laindon, Basildon, Essex, SS15 6SD.
Tel: (0845) 634 3083
Theo Davies and Sons Fax: (0845) 634 3084

sales@uniscan-walkers.co.uk

Berwyn Mill, Glyn Ceiriog, Llangollen, Wrexham, www uniscan-walkers.co uk

LL20 7HF.

Walking, Standing and Positioning
DLF Hamilton Directory Part 2 Section 8 (©DLF 2009) 129







Suppliers

Upson Mobility Ltd Northern Ireland.

Tel: (028) 3831 1980
Fax: (028) 3834 3095
www.woolana.com

Yorkshire Care Equipment

Roman Road, Mountnessing, Brentwood, Essex,
CM15 OUH.

Tel: (01277) 352000
Fax: (01277) 354761
info@upsonmobility.co.uk

www.upsonmobility.co.uk 6 Over Lane, Rawdon, Leeds, West Yorkshire,
LS19 6DY.
Verko - Design for Easier Living Tel: (0113) 250 3250
752¢ Finchley Road, London, NW11 7TH. Fax: (0113) 250 7433

sales@yorkshirecare.com

Tel: (020) 8201 9444 www.yorkshirecareequipment.com

Fax: (020) 8201 9111
info@verko.co.uk
www.verko.co.uk

Voluntary Association for Surrey Disabled

10 Havenbury Estate, Station Road, Dorking,
Surrey, RH4 1ES.

Tel: (01306) 741500

Fax: (01306) 741600
enquiries@vasd.org.uk

www.vasd.org.uk

Wardles
Wardles, Ratton Street, Hanley, Stoke on Trent,
Staffordshire, ST1 2HH.

Tel: (01782) 215160
Fax: (01782) 204217
www.wardles.co.uk

Wheelchair Corporation Ltd

Studio 115, Sunbeam Studio, Sunbeam Street,
Wolverhampton, WV2 4PF.

Tel: (01902) 428156

Fax: (0121) 568 8868
wheelchaircorp@lineone.net
www.wheelchaircorp.co.uk

Woolana

Woolana, Victoria Street, Lurgan, Co. Armagh,
BT67 9DU.
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Table - Canes and accessories for individuals who are blind or partiallx sighted

Tables

Critical Dimensions Price
o Standard T
o Option 3
x Feature not available = T
(Blank) Information not available % _ )
m-m  Made-to-measure < 2 3 &
= E ] =
o o S £
> Q 8 °
() = o [
Advantage Ultralight Graphite Cane 115 216 23
Ambutech Graphite Folding Roller Tip Cane 107 min; 152 max 25
Ambutech Long Canes 105 min; 150 max 20
Ambutech Push On Style Cane Tips 5 5
Ambutech Reflective Folding Guide Cane 85 min; 115 max 16
Ambutech Reflective Long Cane With Crook Handle And Pencil Tip 105 min; 140 max 17
Ambutech Reflective Rigid Cane With Pencil Tip 110 min; 130 max 16
Ambutech Replacement Cane Tips 4 roller; 7 jumbo roller 2
Ambutech Rigid Reflective Crook Handle And Pencil Tip Cane 115 min; 135 max 16
Ambutech Symbol Canes 70; 85; 100; 105 62; 74; 90; 92 5
Ambutech Telescopic Long Cane With Ceramic Top 66-127; 79-150 42
Folding Three Section Aluminium Deaf-blind Cane 89 POA
Heathfield Screw-in Roller Tip 9 4 POA
Mereo Mergo Folding Long Cane 96-104; 113-123; 123-134; 133-144 37
Revolution Advantage Folding Long Cane 85 min; 150 max 25
Revolution Advantage Symbol Cane 70; 80; 85 14
Rnib Symbol Cane 70; 85; 100; 105 9
Telecanes 45; 75 36; 37; 38 16
Ultracane 115 455 499
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Tables

Table - Axilla crutches
|

Critical Dimensions Price
° Standard T T
o Option ) CJ
x Feature not available c - =
(Blank) Information not available % o =) S
m-m  Made-to-measure < g 2 = -
‘_V = — - g
c [*] © (=
- © - (=] 1S
2 3 2 9 S
£ (&} o = (T
Axilla Crutch 66-92 handgrip to floor; 40-53 handgrip to axilla pad 17
Axilla Crutches 24-36; 34-46; 42-57 pad to handgrip 18
French Style Axilla Crutch 75-102 floor to handgrip POA
Red Dot Axilla Crutch 127 94-114; 112-132; 132-152 1 POA
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Tables

Table - EIbow crutches
|

Critical Dimensions Price
° Standard T =
o Option ) g
x Feature not available . c =
(Blank) Information not available 2 . % =
m-m  Made-to-measure - ) £ 2 —_
5 = ® = )
@ 5 £ o £
g | @ 8 2 S
(&) = £ (o] [
Coloured Elbow Crutches 100 | 650 10
Contoured Handle Ergonomic Soft Grip Full Cuff 120 23
Double Adjustable Crutch 125 700 31 per pair
Double Adjustable Crutches With Contoured Handle 67-92; 76-102 handgrip to floor; 18-25 handgrip to cuff 22
Double Adjustable Elbow Crutches 160 | 585 22
Double Adjustable Elbow Crutches 69-94; 83-110 22
Double Adjustable Elbow Crutches With Pvc Handle 21
Double Adjustable Featherweight Crutches 160 74-99; 84-100 POA
Double Adjustable Lightweight Crutches 21
Elbow Crutch 100 97-127 14
Elbow Crutches 130 | 500 17
Fixed Height Crutches 125 138 24
Litestix Aluminium Forearm Crutches 113; 136 450
Open Cuff Crutches 19
Pair Of Crutches 67-94 cuff to handgrip 16
Permanent User Crutches 160 | 800 60
Plastic Handle Double Adjustable Elbow Crutches 127 | 600 20-28; 22-30 cuff to handgrip 20
Progress Crutches 149 | 530 16
Single Adjustable Crutches With Contoured Handle 160 67-92; 76-102 20
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Tables

Critical Dimensions Price

° Standard T =
o Option L El
x Feature not available - k= =
(Blank) Information not available 2 % =
m-m  Made-to-measure = ) < 2 —

5 = ® = «

8 S £ o £

a 2 & o

© (1) ) > 2

(&) = £ (o] (e
Single Adjustable Elbow Crutch With Pvc Handle 127 19
Single Adjustable Elbow Crutches 160 19
Single Adjustable Elbow Crutches 160 | 585 18
Soft Grip Crutches Coloured 120 99-127 18
Standard Handle Ergonomic Soft Grip Full Cuff Crutches| 120 20
Travel Crutch 120 1kg 36 including VAT
Table - Forearm crutches with gutter armrests

Critical Dimensions Price
° Standard —
o Option 2 = —_
x Feature not available - g G —
(Blank) Information not available 5 = E E ¢
m-m  Made-to-measure s ) 2 g
02
S 32 2 =

Arthritic Crutch 140 95-118 660 65
Arthritic Crutches 160 94-119 59
Trough Crutches 100 89-117 60
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Tables

Table - Crutches with non-standard features
|

Critical Dimensions Price

° Standard -
o Option ) 5
x Feature not available = ® S
(Blank) Information not available 2 i ot &
m-m  Made-to-measure 8 [ _-5, £

e SE 3 | S

(3} oL = [
Comfort And Style Crutch 125 32
Comfort Grip Adjustable Crutches 30
Comfy Handle Double Elbow Crutches 127 74-105; 91-123 600 20
Contoured Handle Ergonomic Soft Grip Full Cuff |120 23
Litestix Aluminium Forearm Crutches 113; 136 450
Plastic Handle Elbow Crutches 127 600 16
Safe-in Soft Crutches 120 51
Shock Absorbing Crutches 98 25
Soft Grip Crutches Coloured 120 99-127 18
Sure Foot Crutch 181 900 103
Walkeasy W-ergo Grip 89 152-193 155
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Tables

Table - Crutches for bariatric use

Critical Dimensions Price
° Standard g
o Option _ -
x Feature not available 2 —_ '5;
(Blank) Information not available = 2 2 -
m-m Made-to-measure = peg = (S
(¢ = ©
(1] [e)) —- E
o = o
@ o > e
(&) = o e
Bariatric Crutch 200 1 120
Heavy Duty Crutches 190 70
Heavy Duty Crutches 190 100
Heavy Duty Elbow Crutches 318 1 39
Heavy Duty Fixed Height Crutches 190 138 POA
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Tables

Table - Standard pulpit frames; non-wheeled
|

Critical Dimensions Frame | Price

o Standard t t £
o Option < 2 i
x Feature not available = % -..g, < _
(Blank) Information not available x ‘D c S o
m-m  Made-to-measure 2 < 2 3 < o o

(%] © ] = = c -

o o o o S w e
Adjustable Height Narrow Walking Frame 160 70-78; 81-89; 88-96 46 59; 60; 62 32
Adjustable Height Narrow Walking Frame 160 70-78; 80-88; 90-98 37;40; 42 | 65; 66; 67 31
Adjustable Walking Frame 159 66-74; 76-84; 86-94 52 56 2 x 31
Adjustable Walking Frame 120 79-97 62 2 x 43
Compact Adjustable Frame 160 | 72-82; 79-89; 87-97; 95-105 48 62 2 23
Domestic Frame 160 72-82; 79-89; 87-97 52 56 2 23
Domestic Frame 160 67-74; 77-84; 87-94 52 56 2 30
Hospital Adjustable Frame 160 66-73; 76-83; 86-93 60 62 2 23
Lightweight Adjustable Walking Frame 160 67-75; 77-85; 87-95 49; 55; 57 | 65; 66; 67 30
Lightweight Walking Frame 160 77-84; 87-94 59 66 2 30
Narrow Lightweight Walking Frame 160 64-71; 74-82; 84-92 58 36 3 30
Rigid Walker Frame 120 81-91 55 66 x 39
Sandon Walking Frames 100 76-84; 81-91 41; 46 64; 58 2;3 o 17
Slimline Adjustable Frame 160 72-82; 79-89; 87-97 52 2 23
Ultra Narrow Width Adjustable Aluminium Walking Frames| 159 73-80; 80-87; 87-95 50 2 32
Ultra-narrow Frame 160 45 49 2 32
Wide Base Walking Frame 160 76-84; 86-94 58 66 2 x 30
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Tables

Table - FoIding pulpit frames; non-wheeled

Critical Dimensions Price

) Standard - -
o Option S . 5 s §
x Feature not available o 2 S -g =
(Blank) Information not available = - = = 2 &
m-m  Made-to-measure s _ S e _ s _ ? £

g€ o g€ < 3 o

2 = oL 6L 3] o
Alumimium Walking Frame 70-92 3 100 POA
Deluxe Folding Walker 81-92 3 43 46 39
Deluxe Folding Walker Adult 79-97 2 38 48 120 43
Deluxe Folding Walkers 71-89; 79-96 2 46 51 136 43
Economy Folding Walker 80-90 3 41 53 115 35
Folding Adjustable Lightweight Walking Aid 78-90 45 55 125 47
Folding Frame 76-79; 79-86; 84-92 2 59 64 100 40
Folding Lightweight Walking Frame 81-91 45 61 135 47
Folding Walker 81-91 46 56 178 35
Folding Walking Frame 81-99 26
Keep Able Folding Walking Frame 71-76; 81-91; 91-102 40 49 114 37
Lightweight Aluminium Folding Walking Frame 82-98 2 45 57 128 30
Mobility Care Folding Travel Walker 78-95 3 11 folded 136 36
Mobility Care Lever Folding Walker 78-95 3 136 30
Red Dot Folding Walking Frame 69-87; 83-100 3 45 61 160 27
Tuxford Push Button Walker 82-100; 83-94 3;4 51; 58 60; 61 100 27
Two Touch Folding Walker 81-91 3 36 41 120 44
Walking Frame 81-99 3 178 35
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Tables

Table - Pulpit frames; non wheeled for bariatric use

Critical Dimensions Price

° Standard = —
o Option 5 2 —_ — 5
x Feature not available s - E E 3 —
(Blank) Information not available | 5 5 =z =c E ¢
m-m  Made-to-measure 5= s 55 5o = £

> E © > % > c ] o

oL 3 O c oo = i
46 Stone Walking Frame 52 300 76-92 POA
Bariatric Walker 52 227 76-101 49 4 194
Bariatric Walking Frame 62 318 85-92 54 150
Folding Bariatric Walker 74 330; 286 with wheels 80-102 3;4 POA
Folding Bariatric Walking Frame 71 200 76-101 3 227
Heavy Duty Extra Wide Walking Frame 300 249
Heavy Duty Frame 70 220 79-89; 87-97; 80-88; 88-98 42 POA
Heavy Duty Walking Frame 77 318 80-93 51 2 64
Non-folding Bariatric Walker 56 381; 225 with wheels 84-91 225

Table - Pulpit frames with non-standard features; non-wheeled

Critical Dimensions Price
o Standard
o Option = £ s | 5
x Feature not available 2 2 ST | =
(Blank) Information not available < 2 |3 2| o
m-m  Made-to-measure 5 = £l |8 | T
S - O =~ @® E
SE| 2E |9/SE &| S
0Ll 6L 26L& 0| u
Hi Riser Folding Frame 79-93 51 3 (48 (120| 29
Mobility Care Folding Walker 82-92|12 folded| 3 136| 28
Swan Adjustable Folding Walking Frame| 99 48 3|51 50
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Tables

Table - Forearm walkers; non-wheeled
|

Critical Dimensions Price
o Standard £ T &
o Option = ) =
x Feature not available S £ 2 <5
(Blank) Information not available ) 2= AR
< S >(=2|2 ~
m-m Made-to-measure = =5 == @
© © ©
5 s 8|2|5| §
> > o Q> 0
e} 6lo|(=|6|
Adjustable Trough Walker 83-93; 98-108|58 |160| 3 197
Compact Trough Frame 83-93; 98-108|62(160|3; 3|44 | 102

Table - Reciprocal frames
|

Critical Dimensions|Price
o Standard E |E|E
o Option s |z )
x Feature not available ] S | B|E
(Blank) Information not available = ] S 2
> = -— H —
m-m Made-to-measure = = == &
S © © | ©
fae fae — E
Q [ [ [ )
© > >|>| ©
o O |O|O| uw
Fixed Reciprocal Walkers 191 | 74-92 | 52 | 57 | POA
Folding Reciprocal Lightweight Walking Frame| 135 | 81-91 | 45| 50 | 50
Mobility Care Folding Reciprocal Walker 136 | 76-95 29
Reciprocal Folding Walking Aid 125|78-91 |47 | 55| 50
Reciprocal Walker 120 | 81-91 45
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Tables

Table - Swivel walkers and accessories

Critical Dimensions Price
° Standard —
o Option T 2 =
x Feature not available S - § —_
(Blank) Information not available T = 5 = ":':" «
m-m  Made-to-measure 5o s 5o €
2 e © >0 e
= (&) O c [
Orlau Adult Swivel Walker And Standing Frame|65-105; 90-150 floor to axilla POA
Orlau Vcg Muscular Dystrophy Swivel Walker 90-140 floor to axilla POA
Parapodium 95|85-105 min; 181-200 max|2,500

Table - Vertical standing frames; without stand assist

Critical Dimensions Price
° Standard = = s
o Option £ o 5 —_ 5 _ _
x Feature not available E - 3 E s E E —_
(Blank) Information not available = ‘5 = = - © T© o = Z o
m-m  Made-to-measure 5T T | ® 55 & T 5 55 £
338 S| = 32 £ES £2 38 | &
63 with stabilisers 84-120 walker; 112-182
Adult Walker folded: 84 extended 113 | 22 user 90 POA
Bea 130 POA
Flexistand Major 115 188 17-50 between uprights 1,578
Hebdon Stander Senior 152-183 361
Orlau Adult Swivel Walker And Standing 65-105; 90-150
. POA
Frame floor to axilla
Oswestry Adjustable Standing Frame 69 101 82 POA
Standing Frame For Teens To Adults 78 120 90-130 107 POA
Standy 4 80 120 102 POA
Trekker Walking Frames 63; 73 115 89-116; 108-143 91; 105| POA
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Tables

Table - Vertical standing frames; with stand assist

Critical Dimensions Price
o Standard & § T
o Option = = S
x Feature not available G ) ) £
(Blank) Information not available < E S -g
m-m  Made-to-measure 2 = = = &
H © © ©
— — — E
Q [ [ (<] o
© > > > o
(&) o (@) (@) ™
Balance Trainer 120 95-125 table 118 78 POA
Classic Standing Frame 120; 140 optional | 140-200 user 118 77 2,624
Delta 2004 120; 140 optional | 140-200 user 118 77 4,645
Delta Advance 120 140-200 110 73-88 POA
Flexistand Major 115 188 1,578
Grandstand lii 113 POA
Oswestry Adjustable Standing Frame 101 82 69 POA
Standy Electro Wing Standing Frame 100 95-124 103 80 POA
Style Stander 120; 140 140-200 user 133 80 POA
Vision Standing Frame 150 80-104 110 78 POA
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Tables

Table - Tripod waIking sticks and crutches

Critical Dimensions|Price
° Standard g
o Option -
x Feature not available S |
(Blank) Information not available E = o
m-m  Made-to-measure = 2 ZT | &
g 8| 3
q’ Q_ -9 E
> ® @ o
(o] o| = w
Adjustable Height Tripod 74-100 |125 22
Adjustable Tripod Cane 100 |900g | 18
Tripod 7782c 77-102 |127 |1 17
Tripod Adjustable Stick 71-97 |114 |1 18
Tripod Cane 69-94 |125 18
Tripod Walking Stick 71-97  |114 |1 26
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Tables

Table - Quadrupod waIking sticks and crutches

Critical Dimensions Price

o Standard & E
o Option = <
x Feature not available > ) s —
(Blank) Information not available < E -g o
m-m  Made-to-measure 2 = = = )

? o s | 5

o o o 2 £

© > > (] o

(&) (o] (@] = w
Adjustable Height Quadruped 125 74-100 34 22
Adjustable Quad Cane 100 75-93 1 16
Adjustable Quad Cane 114 76-96 17
Adjustable Small Based Quad Stick 114 66-92 700g 19
Coopers Adjustable Aluminium Walking Stick With Tetrapod Base 127 71-97 13
European Style Quad Cane 74-97 27
Large Base Quad Cane 76-99 POA
Offset Sponge Handle Quad Stick 69-92 1 17
Quad Cane With Ambidextrous Ergonomic Handle 76-97 POA
Quad Walking Aid 125 83-105 20
Quad Walking Aid 125 83-105 22
Quadruped Adjustable Stick 114 71-97 2 19
Quadruped Adjustable Walking Stick 127 71-97 1 31
Quadruped Walking Aid 71-96 26
Quadrupod Cane 125 67-92 17
Small Base Quad Cane 76-99 POA
Tetrapod 125 71-98 1 24
Tetrapod 127 72-98; 77-102; 71-97 1 17
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Tables

Table - Ferrules; non-standard

Critical Dimensions Price
° Standard —_
o Option g
x Feature not available g
(Blank) Information not available 9 &
m-m  Made-to-measure °E’ £
8 o
[a] s
Able Tripod Base 2 aperture for stick 13
Lean On Me 2:3 8
Shock Absorbing Ferrules 2 3
Slipnott Ferrule 2
Stepsafe Walking Aid 3 11

Table - Padded handgrips and cuffs for attachment to waIking equipment

Critical Dimensions Price

o Standard g T
o Option = L
x Feature not available = s
(Blank) Information not available S -'g
m-m  Made-to-measure = = )

o o £

g 2 S

o (o) L
Visco Hand Pads 14 14 12 per pair
Walking Frame Hand Cushions 17 17 16 including VAT per pair
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Tables

Table - Bags, baskets, traxs and seats for attachment to waIking equipment

Critical Dimensions | Price
o Standard £ t t
o Option AR L
x Feature not available c | E £
(Blank) Information not available S -% —_ 2
m-m  Made-to-measure 2112 2 @

6|6 = o) o
Apron Bag For Walking Frames 84 | 26 | 230 10
Buckingham Walking Frame Caddy | 45 | 20 | 1kg 31 20
Easycaddy 41 | 19 | 1kg 32 24
Mini Mobility Bag 22 | 29 10 20
Mobility Bag 36 | 42 14 29
Net Bag For Frames 30 60 5
Rollator Bag 470 10
Single Sided Walker Bag 30 14
Under Seat Rollator Bag 165 14
Walker Basket 41 400 15 8
Walker Tray 32 16
Walking Frame Pouch 31 POA
Walking Frame Pouch 40 14
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Tables

Table - Holders and wrist loops for attachment to waIking equipment

Critical Dimensions Price
. Standard t €
o Option 2 i
x Feature not available t s s
(Blank) Information not available | 3 2 S
m-m  Made-to-measure 2 8 2 | 3 o
£ ) © © -~
=) £ s | g £
@ 8 > > o
S a 6 | &6 [
Cane & Crutch Holder 115 5
Economy Stick Strap 5 2
Flexi Grip And Base 100 | 2; 2-3; 3-4 12
Leather Wrist Strap For Sticks 30 17 2
Toolflex Stick And Crutch Holder 2-3 3
Unifoot Walking Stick Stabiliser 95 12 9 20
Unihold Cane Holder 1-3 stick 5
Walking Stick Grip 10 2-3
Walking Stick Grip 20
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Tables

Table - Wooden waIking sticks

Critical Dimensions Price
o Standard T
o Option 3
x Feature not available E 5
(Blank) Information not available % = _
m-m  Made-to-measure < 2z 2 o
s 8 5 €
o Q =
> ® CJ e
o (3] = o
Contemporary Red And Black Cane 92 28
Derby Walking Stick 92 114 8
Ladies Melbourne Handle Walking Stick 92 127 10
Support Stick With Crutch Handle 92 127 10
Wooden Stick With Crook Handle 91 100 360 11
Wooden Walking Stick 97 130
Wooden Walking Stick 91; 97 105; 130
Wooden Walking Sticks 97; 102; 108 105 350
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Tables

Table - Metal waIking sticks

Critical Dimensions Price

. Standard :E:
o Option =
x Feature not available 5 3
(Blank) Information not available o = 5 =
m-m  Made-to-measure = £ = @

5 g 2 5

3 3 g £
Adjustable Aluminium Stick 69-102 125 8
Adjustable Support Stick With Wood Handle 71-96 100 15
Adjustable Walking Stick 81-103 15
Adjustable Walking Stick 74-99 6
Aluminium Adjustable Escort Handle Walking Stick 61-94 114 10
Aluminium Crook Sticks 87;92; 97; 102 5
Aluminium Straight Neck Support Stick 71-96; 85-110 127 550 8
Carbon Fibre Walking Sticks; Folding 84-94 folding stick 115 200 23
Coloured Walking Sticks 79-102 114 340 12
Comfort T Handle Walking Stick 79-102 100 340 13
Crook Handle Adjustable Stick 114 9
Crook Handle Stick 77-100 320 12
Crook Handle Stick 74-97 100 285 12
Fairfax Walking Stick 74-99 100 350 5
Fixed Height Aluminium Walking Stick 84; 92; 99 160 10
Heavy Duty Walking Stick With Crook Handle 79-101 160 15
Ladies Slimline Chelsea Walking Stick 78-89 22
Lightweight Adjustable Walking Stick 71-96 10
Metal Cane Classic 75-95 6
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Tables

Critical Dimensions Price
° Standard g
o Option =
x Feature not available S ]
(Blank) Information not available 'g = S
m-m  Made-to-measure = g :E’ &
©
5 g 2 5
> © CJ o
(o] (6] = w
Non-folding Aluminium Adjustable Cane 79-99 114 11
Standard Adjustable Aluminium Stick 71-97 125 445 11
Standard Adjustable Walking Stick 79-102 130 10
Standard Aluminium Cane With Hypalon Grip 79-99 114 10
T-handle Stick 100 347; 353; 346 12
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Tables

Table - FoIding waIking sticks

Critical Dimensions Price

° Standard :_é:
o Option =
x Feature not available 5 )
(Blank) Information not available E’ = =
m-m  Made-to-measure = 2 = )

8 & ) £

q’ Q_ —

> @ Q e

o (&) = w
Adjustable Aluminium Cane 84-94 114 11
Adjustable Folding Walking Stick 95; 28 folded POA
Adjustable Folding Walking Stick 85-95 114 9
Adjustable Folding Walking Stick 78-88; 84-94 15
Adjustable Folding Walking Stick 84-94 16
Adjustable Folding Walking Stick 84 min; 94 max 350 13
Bevria Aluminium Folding Cane 102 min; 152 max 22
Carbon Fibre Walking Sticks; Folding 84-94 folding stick 115 200 23
Collapsible Walking Stick 84-94 POA
Contoured Handle Walking Stick 79-89 13
Crook Handle Folding Walking Stick 84-94 100 15
Epsom Folding Walking Sticks 96; 84-91 114 600 10
Ergonomic Folding Walking Stick 81-92 12
Extra Long Folding Cane 88-99 10
Fischer Handle Walking Stick 84-94 100 18
Folding Adjustable Walking Sticks 78-88; 83-93 114 340 10
Folding Coloured Walking Sticks 78-88; 83-93 100 360 10
Folding Fischer Stick 79-87 100 15
Folding Grip Stick 78-88; 83-93 100 340 12
Folding Metal Cane 80-95 14
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Tables

Critical Dimensions Price
° Standard g
o Option o
x Feature not available 5 o
(Blank) Information not available }‘:’ = 5
m-m  Made-to-measure = 2 = &«
S 3 ) £
o Q =
> ® o e
o (&) = [
Folding Stick With Derby Handle 84-94 16
Folding Walking Cane 83-94 POA
Folding Walking Stick 79; 88 17
Folding Walking Stick 80-95 300 12
Folding Walking Stick 80-90 10 including VAT
Folding Walking Stick 78; 83; 92 12
Lightweight Adjustable Walking Stick 74-89 10
Petite Folding Cane 81-88 25
Petite Folding Walking Stick 77-85 26
Shock Absorbing Sticks 73-95; 79-86; 84-91 114 450 15
Switch Sticks 80-92 100 luxury model 25
T-handle Stick 100 347; 353; 346 12
William Morris Walking Stick 81-94 20
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Tables

Table - Walking sticks with anatomicallx contoured handgrip

Critical Dimensions Price

° Standard -
o Option _ _'E-, §
x Feature r_lot avallabl_e e = @ _
(Blank) Information not available = = - @
m-m  Made-to-measure S _ 8 S £

SE g | ¢

oL (8] = T
Adjustable Anatom Stick 70-92 14
Adjustable Contour Stick 70-98 14
Adjustable Ergo Stick 70-92 14
Adjustable Ergonomic Walking Sticks 70-92 13
Adjustable Fischer Stick 69-94 127 300 10
Adjustable Height Metal Cane With Anatomic Grip 75-95 8
Adjustable Height Skandinavian Walking Stick With Ergonomic Handle 70-92 125 4
Adjustable Support Sticks With Escort Handle 68-94 100 13
Anatomic Folding Adjustable Walking Sticks 79-89; 84-94 10
Black Fischer Sticks 91; 97 127 300 8
Contoured Handle Walking Stick 79-89 13
Ergonomic Adjustable Walking Stick 70-92 10
Ergonomic Adjustable Walking Stick 79-102 125 10
Ergonomic Comfy; Contoured Grip Sticks 136 382 5
Ergonomic Folding Walking Stick 81-92 12
Fischer Handle Stick 333 12
Fischer Handle Walking Stick 84-94 100 18
Fixed Height Ergo Stick 9 14
Folding Fischer Stick 79-87 100 15
Kowsky Adjustable Coloured Walking Sticks 78-98 100 13
Marble Comfy Grip Stick 74-97 100 345| 15
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Tables

Critical Dimensions Price
° Standard -
o Option 5 )
x Feature not available @ < 5
(Blank) Information not available = 2 - o
m-m  Made-to-measure o _ 8 S £
SE g 5| ¢
6L o = w
Marble Fischer Stick 92 127 11
Support Sticks With Escort Handle 92 127 10
Switch Sticks 80-92 100 luxury model 25
Walking Stick With Anatomical Handgrip 80; 88; 95 8
Wooden Stick With Comfy Grip Handle 93 100 365 12
Table - WaIking sticks with a swan neck
Critical Dimensions Price

o Standard
o Option - =
x Feature not available 2 [=)
(Blank) Information not available - 2 @ -
m-m  Made-to-measure S = = «

© = [<2] £

3 SE o o

(&) 6L = w
Adjustable Foam Swan Handle Support Stick With Strap| 100 74-99 362 9
Aluminium Support Stick With Swan Neck Handle 127 |71-97; 84-110| 550 9
Bariatric Walking Cane 226 71-94 1kg 29
Heavy Duty Adjustable Walking Stick 318 73-96 20
Lifestix Presidential Cane 204 125
Sure Foot Stick 91; 187| 81-97; 74-97 |600; 650| 12
Swan Neck Adjustable Walking Stick 125 79-102 298 10
Swan Neck Medium Adjustable 71-97 10
Swan Necked Walking Stick 125 74-99 445 11
York Handle Adjustable Stick 100 74-97 9
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Table - Walking sticks with seat attached; free standing

Tables

Seat Critical Dimensions Price
) Standard —
o Option 5 = =
x Feature not available E 5 D =)
(Blank) Information not available =) < - 2 —_
m-m  Made-to-measure 2 = 5 = «
® 2 2 SE £
3 = | S 38 £
Cane Seat 57 2 100 88 13 including VAT
Elite Quattro 44; 51; 59 1;2 125 82; 87; 94 30
Folding Aluminium Stick Seat 53 1 114 85 15
Folding Walking Stick-seat 51 100 91 25
Height Adjustable Stick Seat 45-55 900g 100 85-95 33
Leisure Seat 53 2 86 POA
Trio Popular; Maxi Stick Seat 46; 58 750g; 810g| 125 84 26
Universal Walking Stick With Mobile Seat 88 9409 88 35
Walking Stick Tripod Chair 38 lowest point 1 66 11
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Tables

Table - Walking sticks with seat attached; not free standing

Critical Dimensions Seat Price
o Standard t
o Option ) € £ _
x Feature not available = = o S E
(Blank) Information not available % x —_ h= = =
m-m  Made-to-measure < > 2 2 2 5 —_
= = - [ [7) = (&
S o = < o° B =
= ®© (2] - - - €
$ 3 S 3 3 3 o
o (8] = n n n w
Flipstick 88;88-92 | 130 29
Flipstick Original 88; 92 130 500 75 18
Foldaway Seat Stick 64-81 125 500 66
Packaway 83-90 125 1kg 78-85 49
Stroller Elite Seat Walking Stick 76 125 500 72 POA
Supaseat Range 84-102 125 500 65-82 15 43 40
Walker Elite Seat Walking Stick 83-90 125 500 78-85 30
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Tables

Table - Walking sticks with non-standard features

Critical Dimensions Price

° Standard :_E: g t
o Option = = L
x Feature not available = o = s
(Blank) Information not available 'S = c 2 =

< > 2 ES K —
m-m Made-to-measure = 2 = = = @

© © ©

& g & 5 2 E

> © > > o e

o) 3] o) o = [
Aluminium Cane With Retractable Ice Tip 79-99 14
Aluminium Double Bend Cane 79-99 100 14
Folding Side Or Narrow Walker 71-81; 81-91 44 base 37 base 26
Mobility Care Side Stepper 75-88 114 2kg 20
Shock Absorbing Sticks 73-95; 79-86; 84-91 114 450 15
Springer Walking Sticks 74-99; 85-108 102 37
Standing Support Stick 79-107 388 14
Supercane 74-86 12
Sure Foot Stick 81-97; 74-97 91; 187 600; 650 12
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Tables

Table - WaIking sticks for individuals who are blind or partiallx sighted

Critical Dimensions Price

° Standard —
o Option = _ ey
x Feature not available § | | -
(Blank) Information not available == 2| 5| ¢

v < ©
m-m Made-to-measure = 2 o £

> D o @ (3

O c = (&) w
Adjustable Escort Handle Walking Stick 68-94 380 7
Adjustable Foam Swan Handle Support Stick With Strap 74-99 362 | 100 9
Aluminium Straight Neck Support Stick 71-96; 85-110 550 | 127 8
Aluminium Straight Neck Support Stick 84-110 127 | 10
Ambutech Adjustable Aluminium Walking Stick 73-93; 83-103 127 | 14
Coopers Fischer-handle Adjustable Walking Stick 69-94 350 | 127 | 12
Coopers White Adjustable Aluminium Walking Stick 71-96 357 | 127 6
Coopers Wooden Walking Stick 85; 90; 102 350 | 127 6
Marble Fischer Stick 92 127 | 11
Shock Absorbing Sticks 73-95; 79-86; 84-91 450 | 114 | 15
White Epsom Walking Stick 79-86; 84-91 630 | 114 | 16

Table - WaIking sticks for bariatric use

o Standard Critical Dimensions|Price
o Option T ;i
x Feature not available 2 _e T @
(Blank) Information not available | & SE | § E
m-m  Made-to-measure 25 22| 3 o
(] -
oX| 6c || &
Bariatric Walking Cane 226 | 71-94 1 29
Heavy Duty Adjustable Walking Stick| 318 | 73-96 20
Lifestix Presidential Cane 204 125
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Tables

Table - Wheeled pulpit frames

Critical Dimensions Frame Price

° Standard - <=
o Option 5 S ) s —
x Feature not available < ‘© g 2 o
(Blank) Information not available 2 2 = 2 - o &
m-m  Made-to-measure § g = S = g z 5 ; E

S 33 338 338 2 2 i
Adjustable Height Narrow Walking Frame 160 70-78; 81-89; 88-96 46 59; 60; 62 32
Adjustable Height Narrow Walking Frame 160 70-78; 80-88; 90-98 37; 40; 42 65; 66; 67 31
Adjustable Height Walking Frame 125 81-97 52 3 x POA
Adjustable Wheeled Walking Frame 160 64-72; 74-82; 84-92 60 2 33
Compact Wheeled Frame 160 73-83; 80-90; 88-98; 95-105 50 62 2 29
Deluxe Folding Walker Adult 120 79-97 38 48 2 ° 43
Domestic Frame With Wheels 160 70-77; 78-86; 89-96 52 56 2 36
Domestic Wheeled Frame 160 73-83; 80-90; 88-98 54 58 2 29
Economy Wheeled Walking Frame 136 78-88 65 3 51
Folding Frame 100 76-79; 79-86; 84-92 59 64 2 ° 40
Folding Frame With Wheels 125 74-81; 79-86; 84-91 59 64 2 ° 49
Folding Lightweight Walking Frame 135 81-91 45 61 2 ° 47
Lightweight Adjustable Walking Frame 160 67-75; 77-85; 87-95 49; 55; 57 65; 66; 67 30
Lightweight Aluminium Folding Walking Frame 128 82-98 45 57 2 ) 30
Lightweight Walking Frame 160 77-84; 87-94 59 66 2 30
Lightweight Walking Frame With Fixed Front Castor 160 78-86; 89-96 59 66 2 34
Narrow Lightweight Walking Frame 160 64-71; 74-82; 84-92 58 36 3 30
Red Dot Folding Walking Frame 160 69-87; 83-100 45 61 3 27
Rigid Walker Frame 120 81-91 55 66 x 39
Sandon Walking Frames 100 76-84; 81-91 41; 46 64; 58 2;3 o 17
Slimline Adjustable Frame 160 72-82; 79-89; 87-97 52 2 23
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Tables

Critical Dimensions Frame Price
° Standard - =
o Option = S ) £ —
x Feature not available < [ S -g 2
(Blank) Information not available 2 = = = = o &
m-m  Made-to-measure b o _ s _ c_ S £ £
3 gE $E SE ] % S
0 oL 6L 6L = e w
Tuxford Push Button Walker 100 82-100; 83-94 51; 58 60; 61 3;4 ° 27
Two Touch Folding Walker 120 81-91 36 41 ° 44
Ultra Narrow Width Adjustable Aluminium Walking Frames| 159 73-80; 80-87; 87-95 50 2 32
Ultra-narrow Frame 160 76-84; 84-91; 78-85; 86-94 45 49 18
Wheeled Adjustable Walking Frame 159 58-74; 76-84; 86-94 56 53; 58 x 32
Wheeled Walking Frame 160 x 56
Wide Base Walking Frame With Wheels 125 77-87 56 67 2 x 36
Zodiac Folding Walker ° 20
Table - Wheeled pulpit frames for bariatric use
|
Critical Dimensions Price
o Standard £
o Option —_ b =
x Feature not available o = 5| 5
(Blank) Information not available - 2 T | x —_
m-m  Made-to-measure 5 = = = ¢
© [ — [=)) E
2 $E [ 2| 3| ¢
(&) oL o = [
2 Wheeled Walker 222 wheeled; 318 non-wheeled 84-92 64 511
46 Stone Walking Frame 300 76-92 | 52 POA
Bariatric Wheeled Walking Frame 325 78-101 | 76 1,007
Folding Bariatric Walker 330; 286 with wheels 80-102 | 74 | 3;4 | POA
Folding Walker With Seat 227 54 62
Non-folding Bariatric Walker 381; 225 with wheels 84-91 56 225
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Tables

Table - Rollators with two front wheels
|

Critical Dimensions Seat Frame Features Brakes | Price
o
£ §1 § g 20
° Standard S g E § % S
i = _ S| £ © =
o Option ] £ £ € € = - g o E’
x Feature not available S 5 S | = _ -g,, ® __ @ [
(Blank) Information not available . = = < § E 5 |3 ST |35| 82
m-m  Made-to-measure 4 =) = D |~ =] = = (=59 3515|225 |-
= ° S c o £ | £ = 28| 5 g | 8 oL |2
= = = = - [} S [ 8 =9 2 c €2 |8 ] 5 2 «
o © © © L e} ; = 7] E -b c - ; — ; ; o - nl o E
© - — - O | e o - 5|85 c < — = X || p|=|X 1S
g S| £ 22|85 % 5553 5|8 85|89 88358388 ¢
1) o) o) 6 |2 | n|w» v |<lalojL| £ | & | 2L |a|F oo/ alo|al &
2 Wheeled Walker 222;318|84-92| 64 511
63-
Adjustable Folding Walker 125 86; |51;56| 62 4 o|x|x|e w ° F o % |x|x|x|x|x 85
69-89
57; 62;
A-frame 200 72 67 47 5131 )| 30 40 o|lx|o|e w ° F e|lo|le|e|x|x|x| POA
Air Two-wheeled Rollator 85-88| 50 56 2 89
Ara-c Two-wheeled Rollator 150 83-95| 58 68 3 94
Car Two-wheeled Rollator 125 87-96| 51 56 2 W F 79
Folding Rollator 125 |70-92| 54 69 o[x|x|e W ° F x| x| x| x|x|x|[x 95
Indoor Rollator Walking Aid 100 |78-88| 60 |57-65| 4 |33 | 36 | 53-62 [e | x| x| e w ° F x| x|x|o|x|x|x 77
Mobility Care Two Wheeled Rollator 136 |[86-96| 62 64 5 |20 | 44 54 o |x|x|e w ° F x| x| x x| x 28
Robin Lightweight Walker-rollator 114 62 52 4 57-67 | e x|e w F x|x|eo|e 40
Two Wheeled Rollator 100 76-97| 53 5 o | x|x|e W ° F X | x| x|x|x|x|x 76
Walker o | x|x|e w ° F o x| eo|e|x|x|x| POA
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Tables

Table - Rollators with four wheels and accessories
|

Seat Frame Features Critical Dimensions Brakes | Price
o 5
£ E £ 0 >
. Standard 2 E 2 S 5o
o Option = £ = @ Y
x Feature not available ‘e E E - bt Se t t A
(Blank) Information not available T € — _'S, @ § e 2 ) L S
m-m  Made-to-measure S o § 0|8 ] T 88 = 5 £ <
< £ s 82 8 |E|sS| |® 2 5 =| 2| 8
o = T |ol2 £ (ol 2 x w < o 2 o ~
@ Q < |E|8|2 2o |c P © o = < | = = = 25 «€
o < 2 | s(pl<c L 1El 30 38 g = < o = S £
- -t b= .E =] £o] E e = = @ R = = o © A A 2 = 3 E
3 3 5 |55/s| 2|8/ §L|8/8¢E8 2 s| 8| 2 2 |R8lg s
» » w oL L3 a3 |nmF o ] = o 6 6 |o|dlx| &
Active Rollator x|eo|e C o W |e|e|x|x 82-102 9 | 125 o e x| 198
Adult Folding Walker With Seat 18 67 62 |x|e|e C o W |eofx|x|x 82-98 4 | 125 | 72 62 |e|e|x|POA
Airgo Navigator x|(o|e C o[ C |oe|e|x|e 113 e | e (x| 149
Aluminium Rollator 31 56 31 |[x|e|e C o W |e|e|x|e 83-94 6 [ 114 | 58 60 |e|x|x| 95
Aluminium Rollator 29 58 30 [x|[e|e C o[ W |e|e|x|e 86-96 7 | 114 63 |e|e|x| 95
Aluminium Rollator With Height
Adjustable Seat 57-62 44 |x|e|le| C |o| W (e o x|0 83-97 7 | 114 54 |e|e|x| 100
Amigo Walker 62 x| o|e C o/ W |e|e|x|e 78-94 7 [ 125 | 70 60 |e|x|x| 151
Budget Rollator 41 61 38 [x|e|e C ol W |eo|o|e|x 77-100 11| 125 | 62 63 |e|e|x| 90
Cadet Rollator 25 48; 53 25 |x|e|e C o W |e|o|x|x| 75858090 | 4 | 127 | 56 59 |o|o|e| 124
: 42; 11; | 125 _
Carl-oskar 64;72 52 o|le|e C ol W |e]|o0O x 77-95 13 | 275 62;52 | e x| 195
Comfort Rollator 59 x|eo|e C W [e|e|x|e 81-97 115 e|e|x| 168
Compact Lightweight Aluminium Walker 50 x|(o|e C o W |e|e|x|e 76-88 125 | 60 61 ° x| 106
Deluxe Aluminium Rollator 31 56 35 |x|e|e C o| W |e|e|[x|e 79-91 7 | 100 61 64 |x|x|e| 99
Deluxe Folding Walker 12 51 39 [x|e|e C ol W |e|e|e|x 79-97 12 | 120 | 66 59 |e|e|x| 128
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Tables

Seat Frame Features Critical Dimensions Brakes | Price
£ g £ o >y
. Standard g E g S 5T
o Option ‘s £ ‘g © Wy
x Feature not available E E E - bt e 3 B £
(Blank) Information not available € T —_ 'g-, @ g e 2 L L S
m-m  Made-to-measure S s 5 ol 2 T|8& % S ;g, <
z £ s |32 | s |83 | s 21| 5| %
] [ s [E 8|2 20 £Se © o = = | 3 = = cl3 ¢
° s w2 S =90 [E 20 2 = o S| & o C |elg|o g
3 5 5|55/ 52|49/ 58 5 28 g 5| 2| ¢ | ¢ (88¢ s
» » » o<t L3 2|3 |(noF o o = o 6 6 |o|ldlx|
Deluxe Rollator 53 oo C o W |e|e . 79-92 8 67 o e |x| 170
Discovery Walker 31 55 31 |[x|e|e o W |e|o|x|e 78-90 5 [ 100 | 58 63 |x|x|e| 99
Dyna Walker 65 54; 64 42 | x| e | @ C ol W |e|eo|e|e| 75-88;84-95 | 7 | 114 70 59 o | e |x| 208
Easy Fold Deluxe Rollator 32 56 36 |x|e|e C o/ W |e|e|[x|e 86-95 7 | 100 | 94 60 |e|e|x| 137
Easy Fold Rollator . C ol W |e|e 84-92 10 | 114 | 62 62 112
Elite Walker 28 | 4859,53.64 | 37 |x|e|e| C |eo| W |e|e|o|e| 0090 7 4a7 ] 66 | 64 0|00 230
76-93; .
Ergo Plus Duo Rollator 51-56 43 | = o W |e|e . 81.98 7 | 113 |65;67| 62 . POA
Etac Avant Walker 18 | 45704671 | 46 |x|e|e| C |x| W |e|e|o|e| 74100 |89 135 |73;75|60;65 x| e [x| 170
Etac Ono Walker 8-10 60 42 | x| e | e C o W |e|e|e|o0O 75-100 8 | 125 | 66 59 |e|e|x| 148
Etac Tango Walker 17 59 43 | x| e | @ C o| W |e|ef0|oO 76-98 9 | 125 | 68 60 |x|e|x| 179
Extra Wide Rollator 62 54 |x|e|e C x| W |o|o ) 80-98 11 | 150 68 |e 529
Extra Wide Wheeled Walker 61 57 |e|e|e C o W |e|e|[x|e 84-99 10 | 170 77 e e x| 180
Four Wheeled Rollator 55 x| eo|e® C o W |e|e|[x|e 82-93 8 | 120 o e |x| 170
Four Wheeled Rollator x|o|e® C o W |efe]|e 80-97 13 | 120 7 59 |e|e|x| POA
Walking, Standing and Positioning
DLF Hamilton Directory Part 2 Section 8 (©DLF 2009) 163








Tables

Seat Frame Features Critical Dimensions Brakes | Price
£ g £ o >y
. Standard g E g S 5T
o Option ‘s £ ‘g © Wy
x Feature not available E E E - bt e 3 B £
(Blank) Information not available € T —_ 'g-, @ g e 2 L L S
m-m  Made-to-measure S s 5 ol 2 T|8& % S ;g, <
z £ s |32 | s |83 | s 21| 5| %
] [ S |E|I8|2 30 (€30 © o = = | 3 = = cl3 ¢
° < > |5|8|E| 23 |2 23|28, & g 5| 8| 5| 5 |egp ¢
3 5 5 |5/5/3] 88 (28|52 8 28|} g s| 2| £ | ¢ [B88¢ s
» » » o<t L3 2|3 |(noF o o = o 6 6 |o|ldlx|
Four-wheel Rollator x|eo|e C o W |e|e ° 98 59 62 |e|e|x| 135
. 48- E2- 70-80; 75-85;
Freeway Rollator 25 43; 48; 53; 58 31 |x|e|e C ol W |e|e|x|x 80-90: 85-95 5 | 127 63 64 olo|e| 157
Glider Plus 31 | P9I gy Ixlxle| C fo| W |e|e|o|e| 5808 51407 | 56 | 64 |ofo|e| 210
Glider Plus Adjustable Rollator 31 |43min63max| 31 [x|e|e| C |e| W |e|e|o]e 70'?80““”'1’;(90' 6 | 127 | 56 | 64 |o|o|o| 220
Heavy Duty 4 Wheeled Walker 28 53 52 |e|e @ C o/ W |e|e|[e|e 89-102 16 | 182 76 |e| e |x| 180
Heavy Duty Rollator 79-93 10 | 170 72 189
Heavy Duty Rollator 56 53 oo C o W |e|e . 81-94 10 | 180 | 69 7 ° x| 168
Hendon Aluminium Walker With Seat 30 50-60 48 | x| e | @ o%;ti\c/)\:'n o W |e|x|x|e 84-94 6 | 100 | 58 61 e|e x| 70
Homecraft Four-Wheeled Rollator 7 | 160 62 95
Khargo Four Wheeled Walker 59 40 | x| e | @ C o W |e|o|x|e 79-91 120 e|e|x| 199
Klassic Rollator 88-98 7 | 114 | 65 56 207
Lawton 4 Wheel Rollator 22 43 | x| e | @ C o W |e|[o|e]|x 81-100 12 | 115 | 66 58 |e|e|x| 65
Lightweight 4 Wheel Rollator 32 55 31 [x|e|e C o/ W |e|e|x|e 81-92 6 | 114 | 60 60 |e|e|x| 60
Lightweight Aluminium Basic Rollator 56 x|ele c ol W lelelole 81-94 10 | 102 | 64 61 |x|x|e| 89
Walker
Lightweight Aluminium Rollator 33 36 [x|e|e C o W o[x|e 88-98 7 | 100 e | e |x| POA
Lightweight Aluminium Standard Rollator 56 x|eo|e C o| W |e|ef0|e 81-94 10 | 102 | 64 61 oo 99
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Tables

Seat Frame Features Critical Dimensions Brakes | Price
£ g £ o >y
. Standard g E g S 5T
o Option ‘s £ ‘g © Wy
x Feature not available E E E - bt e 3 B £
(Blank) Information not available € T —_ 'g-, @ g e 2 L L S
m-m  Made-to-measure S s 5 ol 2 T|8& % S ;g, <
z £ s |32 | s |83 | s 21| 5| %
] [ S |E|I8|2 30 (€30 © o = = | 3 = = cl3 ¢
° < > |5|8|E| 23 |2 23|28, & g 5| 8| 5| 5 |egp ¢
3 5 5|55/ 52|49/ 58 5 28 g 3| & ¢ ¢ |8/8|§ s
» » » o<t L3 2|3 |(noF o o = o 6 6 |o|ldlx|
Lightweight Aluminium Walker 63 x|e|e C o| W |e|e|[x|e 88-100 125 | 63 63 |e|e|x| 112
Lightweight Rollator 52 x ° C o W |e|e|x|e 78-88 8 [ 115 61 e|e x| 65
Mini Polding Lightweight Aluminium 18 44 47 |x| |o| C o] W |e|e|x|e| 7280 |7 |100| 64 | 54 |e|e|x POA
Rollator
Mobility Care Aluminium Rollator 56 x|o|e C o W |e|e|x|e 78-91 9 [ 110 59 |e|e|x| 60
Mobility Care Magic Rollator x|efle| C o W |e|e|x|e| 77-02 9 | 136 | 61 fcj?dgg o|el|x| 119
Nrs Lightweight 4 Wheel Aluminium 51 x|ele c ol W lelelx!e 78-94 9 | 125 58 |ele|x| 80
Rollator
Parade 60 43 oo C ol W |e|o|x|x 74-95 8 | 140 | 70 50 |e x| 119
Polo Walker 47 x| eo|e® C x| W |e|e|o|e 76-95 9.9 | 127 o e x| 70
Prima Rollator 54-60 44 | x| e | e C o/ W |e|e|[e|e 75-95 8 | 125 68 59 o e |x| 154
Push Down Lightweight Rollator 30 56 30 [x|e|e C o W |e|e|x|e 84-94 7 [ 115 | 58 53 |x|x|e| 134
Rebel 62 42 oo C o W |e|oO x 75-93 10 | 125 75 62 . x| 179
Rollator 74 61 50 | x|e e C o W |e|e|e|x 76-97 12 | 100 74 59 o | x |x| 177
Rolling Walker 61 x|eo|e® C o W |e|efx|x 78-94 12 | 120 58 o e x| 155
Rolling Walkers 51 efe| W o [o| W |e|e|x|e| 78917903 | |12 47 |62,72|e x| 100
Safety Walker 17 38 60 | x|e|x C o| W |e|ofo|e 79-99 6 | 160 79 59 o e x| 105
Salsa Walker 41-56 x|eo|e C o[ W |e|o|x|e 65-80 6 80 |56-66| 58 |[x|e|x| 161
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Tables

Seat Frame Features Critical Dimensions Brakes | Price
3) %)
£ g £ o e
o Standard 2 £ E 8 o
o Option s £ = @ 5
x Feature not available E E E - bt e T T £
(Blank) Information not available A T —_ 'g-, @ g e 2 L L S
m-m  Made-to-measure S o § Q o T| 8 = = s <
= £ c |&s | 35 535 |% T |22 %
3 = £ o3| _| 22 5 28| ¥ |4 2 = 5| e | 3 o2l =
2 o s [E 8|2 20 £Se © o = 2| 5 = = cl3 ¢
B(2=| ¥ |E| @ 2 = o S| © o C |elg|o g
) - - —_| 3| [= - > — a
3 3 ¢ 5T|s| 82 |8/ 3E(88F 8 2 s| & £ | 2 |8]|8lg ¢
n n w O|<|L| L3 |[A|3|w o~ o o 2| o (o) O |o|aa|
Shopping Partner 61 x|o|e C o/ W |e|e|e|x 80-93 10 | 127 e e x| 85
Space-saver Rollator 36 52 44 |x|e| e C o/ W |e|e|[x|0 78-89 5 | 100 57 |e|e|x| 194
Tga Active Walker x|o|e® C o W |e|e|ofo0 82-98 9 | 125 84 60 o e |x| 170
Topro Olympos Off-road Rollator 53; 60 x . C o| W |eo|e|x 70-89; 76-95 [8;9| 150 |72;76|65;69 |e | e |x| 180
. 75-100; 80 65; 66
Troja 62 x|(o|e C o[ W |e|e|0 |0 folded 8 | 125 folded 61 o | e |x| POA
U-go Rollator ) C o W |e|e|x|e 114 e|e (x| 60
Volaris S2 Rollator 45; 49; 53 x|leo|e C e| W |e|o|o]|o 67-87 10 | 125 71 60 e e 0| 229
Volaris S3 Rollator 52; 56; 60 x ° C ol W |e|o|o|x 75-90 10 | 125 73 60 o|e|o| 229
Volaris S7 Rollator 52; 56; 60 x|x|e C ol W |e|x|0o|x 75-95 8 | 140 70 59 o|e|0o| 198
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Tables

Table - Rollators for bariatric use
|

Seat Critical Dimensions Frame Features Brakes Price
S 5)
£ o _
o Standard £ SL
o Option - ~|8 @ @
x Feature not available . t & Elo |w s o3
(Blank) Information not available | g E € L g = b % = @ qt,
m-m  Made-to-measure L % LT 4 g S |5 % = 2 g =20 -
25 5|35 25| & |s|gglg |3 2|28 (& |4 o —
ol @ | = | B - = = =302 8 || ”n © 4 215«
© = H [T} K= © © ® |l == E 17 S| E|z3L o - o £ »
- .- - © (=)} — — = |E @ c |5 =] S leln 9 o= = —_ X » £
5055 85 =3 |3| 2 |2s2/8|3| T |5/ 8/88/8 3 EF 8 8 5|8 s
wnl o |ln ol 2|6 O |6lLEa|lL| <« a|laleSw|o|lF| o]0 |3|al L
Bariatric Anterior Safety Roller 227 74-91 ° 298
Bariatric Rollator 62 | 316 62 | 71-78 C | x| x ° oe|e| C |o|o| x| x x | x | o | 399
Bariatric Wheeled Walker 36| 55 | 48 |200| 13 71 | 89-99 |66 C | e ° o[x| W |oe|eo| x| o ° x | 450
64; | 42; |125; . 62;
Carl-oskar 72 | 52 | 275 11; 13 52 77-95 C |eo|e ° o|lx| W |e]|o x ° x | 195
Grand Gpa Bariatric Walking Frame 255| 38 74 ) 290
Mobility Care Heavy Duty Rollator |33 | 53 | 45 | 227 5 E;g 83-94 |76 ° 100
Mobility Care Heavy Duty Two
Wheeled Rollator 20| 54 | 56 |227| 5 70 | 86-96 |65 ° 30
Somerwood Rollator 290 7 %‘(1)_ 70-90 W | e|e o | x| W |e|x| x| e ° o | x| 325
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Tables

Table - Triangular walkers; wheeled

Critical Dimensions Price

o Standard § T §
o Option = 2 <
x Feature not available S s 5 — =
(Blank) Information not available © 2 = o S

< ; > = -_— —_
m-m Made-to-measure = = £ = = )

© 1] [1]

5 & g 2 s | 5

> > © > o

o) (o) o = o) w
Adjustable Three-wheeled Rollator 79-94 66 125 5;8 60
Aluminium Three Wheeled Walker 79-94 115 6 103
Delta Walker 80-98 69 65
Folding Tri-wheeled Walker 76-97 46 114 8 55
Homecraft Three-wheeled Rollator 82-97 64 120 8 70
Maltby 3 Wheel Rollator With Bag 81-96 64 100 7 57 45
Mobility Care 3 Wheeled Rollator 82-92 62 100 7 46
Three Wheeled Walker 84-93 67 120 5 94
Tri Walker With Ergo Handle 76-93 63; 70 54 65
Tri Wheel Walker 84-94 66 114 6 68
Tri Wheel Walkers 125 7 59
Trionic Walker All Terrain Rollator 150 690
Triumph Tri-walker 80; 83; 87; 91 61; 25 folded 127 7 200
Tri-walker 85-102 66 100 57 POA
Tri-wheel Partner 80-90 4 50
Tri-wheel Walker With Brakes 68 80
U-go Tri Walker 81-94 66 114 7 66 70
Walking Aid 81-91 61 58 259
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Tables

Table - Forearm walkers; wheeled

Critical Dimensions Price
° Standard
o Option = < = s
x Feature not available % 5 g 5| 2
(Blank) Information not available < E 2 ‘i‘: g o
m-m  Made-to-measure s _ T _ o S| s _ ‘é’

SE 2E 3 ©| $¢ o
6L 6L| o =S| 6L | &

Adjustable Forearm Walker 96-109 74 160 5 88
Adjustable Wheeled Trough Walker 83-93; 98-108 62 160 3 207
Atlas Walking Frame 97-142 63 160 8 76 183
Bariatric High Walker 100-130 76 325 1,034
Bure Standard Walking Frame 87-131 79 150 77 399
Carin Patient Walker 101-130 68 130 12 545
Electric Follo Stabilis Walker 59 |100; 150 67 1,508
Follo Stabilis Walker 67 |100; 150 59 403
Forearm Frame With Castors 99-112 67 127 5 57 139
Forearm Walker 96-109 74 160 88
Handicare Care Walker 97-127; 100-130 81 102 16 85 399
Homecraft Patient Walkers 85-118 67 102 13 62 398
Maxi Walker 83-99 58 160 235
Provo Forearm Rollator 98-125 100 311
Svea Walking Table 82-107; 101-126 [59;68| 150 15 350
Taurus Walker 85-134 66 150 70 650
Tri Wheel Walker 98-113 69 100 50 170
Wheeled Fore-arm Walker 96-109 68 48 72
Wheeled Trough Frame 74-84; 84-94; 99-109| 64 48 108
Wheeled Walker With Armrests 98-113 66 125 7 213

Walking, Standing and Positioning
DLF Hamilton Directory Part 2 Section 8 (©DLF 2009) 169







Tables

Table - Trainer walkers
|

Critical Dimensions Seat Price
° Standard — — —
o Option J-E_J, $E_’, g B
x Feature not available = < = - E
(Blank) Information not available =) > s o = E
m-m  Made-to-measure 2 o s - =3 = -
— — — B - [ «
3 3 ® S S < £
& & & S 2 % g
> > © [ o 2
(o) o) 6 (&) = 7 w
84-120 walker; 63 with stabilisers folded; 84
Adult Walker 112-182 user 90 extended 113 22 POA
Cavalier 160; 185 user 65; 85 19 POA
Meywalk 95 70 25; 26 58-83 ; 72-103 | POA
. . . 56-81; 71- . .
Mobi Classic Stander 93-118; 108-133 9% 58; 65 72-104; 84-116 | 611
Ormesa Dynamico Walkers 30 min; 90 max 12 min; 20 max 554
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Table - Frames and Rollators for one-handed use

Feature not available
(Blank) Information not available
Made-to-measure

Standard
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Tables

Table - Reverse mobile walkers
|

Critical Dimensions Seat Price
° Standard t T
o Option o S E
x Feature not available = e S S
(Blank) Information not available X 2 = E
m-m  Made-to-measure > < 2 2 o
E : 2 |2
g : g g5
o (o) £ » e
Kaye Posture Control Walkers 27 min; 113 max 35 min; 103 max 33 min; 42 max between handgrips POA
Malte Walking Frame 30; 50; 75; 100 | 32-58; 48-73; 63-93; 87-120 30; 45;60; 70| 540
Nurmi Neo POA
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Walking Aids (Appendix 2c)

Definition: An aid that assists or enables walking

Scope: sticks, frames, crutches, K-walkers, 3 and 4 wheeled walkers, laser sticks and frames
, other specialist walking aids.

Background


Almost all patients with limited mobility choose a return to independent mobility as their highest priority. This is not surprising because almost all other activities and many social roles are predicated upon adequate mobility.


Summary 


There is a significant amount of robust evidence that maintaining or enabling a person’s ability to walk improves their quality of life, independence, fitness, function and strength.


There is minimal robust evidence that supports the use of a particular walking aid over another. 


Mobilisation, early mobilisation and enabling a person with a neurological condition to walk (and exercise) is recommended in numerous guidelines for practice.

Walking aids are extremely cost effective and often used as the initial piece of equipment to initiate standing and gait re-education. 


It remains incumbent on clinicians to clinically reason the use and choice of walking aid. Extra care must be taken when an aid is required to counter the effects of poor balance.

Walking aids should be considered only after a full assessment of the potential benefits and harms of the walking aid in relation to the individual patient’s stage of recovery and presentation, their physical status and cognitive ability.

Background Evidence exemplars


National Clinical guidelines for Stroke, Royal College of Physicians 2012:


Early mobilisation Recommendations: 

· Every patient with reduced mobility following stroke should be regularly assessed by an appropriately trained healthcare professional to determine the most appropriate and safe methods of transfer and mobilisation

· People with acute stroke should be mobilised within 24 hours of stroke onset, unless medically unstable, by an appropriately trained healthcare professional with access to appropriate equipment

· People with stroke should be offered frequent opportunity to practise functional activities (e.g. getting out of bed, sitting, standing, and walking) by an appropriately trained healthcare professional.


Gait retraining, treadmill retraining, walking aids (including orthoses) recommendations:

Almost all patients with limited mobility choose a return to independent mobility as their highest priority. This is not surprising because almost all other activities and many social roles are predicated upon adequate mobility. Mobility encompasses a wide range of activities, but this section focuses on treatments aiming to improve walking. 

Stroke patients may choose to use a walking aid to help them practise walking earlier rather than waiting until they can walk without one (Tyson and Rogerson 2009). The use of a walking stick for balance (ie light touch) seems to produce better results than use of a stick for weight bearing (Boonsinsukh et al 2009).


· Every patient who has limited mobility following stroke should be assessed by a specialist in neurological physiotherapy to guide management

· Patients with limited mobility should be assessed for, provided with and taught how to use appropriate mobility aids to facilitate safe independent mobility

· People who are able to walk with or without assistance should undergo walking training to improve endurance and speed

Management of patients with Stroke: Rehabilitation, prevention and prevention of complications and discharge planning, Scottish Intercollegiate Guidelines Network, NHS Scotland 2010


Walking Aids: No high quality studies were identified which adequately addressed the effect of walking aids on gait, balance or mobility after stroke.


Two small crossover design studies by the same author were identified investigating the effect of standard walking sticks and four-point walking sticks on standing balance. There is insufficient high quality evidence to make generalisations about the relative effects of different types of walking aids.


Individual patients may gain confidence from using a walking aid. If walking aids improve gait, balance, quality of life and independence, or reduce falls, after stroke, they could provide a cost-effective intervention. 


Walking aids should be considered only after a full assessment of the potential benefits and harms of the walking aid in relation to the individual patient’s stage of recovery and presentation.


Brain Injury (TBI)rehabilitation in Adults, Scottish Intercollegiate Guidelines Network, NHS Scotland 2013


A key goal, both for people with TBI and members of the multidisciplinary rehabilitation team, will be the recovery of mobility and there are a number of strategies used to address this goal. In general, there is a paucity of research relating solely to the TBI population and therefore some recommendations have been derived from evidence that included mixed diagnostic groups, such as stroke, multiple sclerosis, cerebral palsy and other central nervous system (CNS) disorders.

No evidence was identified relating to use of walking aids and recovery of mobility post TBI. Similar to guidance for people with stroke in SIGN 118,5 it is suggested that individual patients with TBI may benefit from using a walking aid. If walking aids improve confidence, gait efficiency, balance, functional independence and safety, they could provide a cost-effective intervention. 


Summary


Walking aids should be considered only after a full assessment of the potential benefits and harms of the walking aid in relation to the individual patient’s physical status and cognitive ability


Author: Leigh Campbell, Clinical Specialist, BCUHB

Resources:


http://www.dlf.org.uk/factsheets/walking

(Laser cane approx £170: http://www.dlf-data.org.uk/product.php?product_id=0102579&groupid=1973)


http://www.mssociety.org.uk/what-is-ms/signs-and-symptoms/balance-and-dizziness/coping-with-balance-problems

http://www.parkinsons.org.uk/content/mobility-equipment-and-disability-aids

https://www.rcplondon.ac.uk/resources/stroke-guidelines

http://www.sign.ac.uk/guidelines/fulltext/118/index.html

� *Laser sticks and frames: Laser cueing system specifically designed for individuals with gait freezing or gait initiation problems such as occurs in Parkinson’s Disease and other Parkinsonian conditions. When the laser is switched on and the stick is lightly pressed down onto the ground as occurs with normal use, the laser is activated and projects a line onto the ground in front of the user. This Laser line acts as a visual cue to help trigger the first walking step, break freezing episodes, and increase stride length. The laser is automatically switched off again when the cane is lifted from the floor to prevent the possibility of shining the laser upwards
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

Appendix 2d(i) FES


Details of Equipment Reviewed:


State what you are reviewing


Functional Electrical Stimulators (FES)

Cost of the equipment before VAT:

ODFS PACE dropped foot stimulator £670 + VAT. Consumables approximately £250.00 annually (2015 prices)

Medical Condition and Presenting Difficulties (impairment & disability):

The ODFS is a mobility aid designed to correct dropped foot following stroke, MS, SCI and other upper motor neurone conditions. 

It has the potential to improve gait pattern with improved floor clearance during swing phase and increase stability in stance phase. There is evidence to suggest that it can:-


- increase walking speed and distance


- reduce the effort of walking


- inhibit extensor spasticity


- reduce falls


- increase confidence


- increase independence and participation


- improve quality of life


		How many patients need this equipment per 100,000 population 

Approximately 20 people per 100.000 population

What environment is the equipment used in?

Home, Outdoors, Community, Leisure 

Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage

No







Evidence to support this equipment:


Clinical Reasoning (rationale & impact) for the equipment requested:

What is the equipment used for or why would someone need this equipment?


FES – The ODFS is a mobility aid designed to correct dropped foot following stroke, MS, SCI and other upper motor neurone conditions. It has the potential to improve gait pattern with improved floor clearance during swing phase and increase stability in stance phase. There is evidence to suggest that it can:-


- increase walking speed and distance (Burridge et al. 1997, Taylor et al. 1999, Taylor et al. 2013, Esnouf et al. 2010)


- reduce the effort of walking (Burridge et al. 1997, Taylor et al. 1999, Paul et al. 2008)


- inhibit extensor spasticity (Burridge et al. 1997)


- reduce falls (Esnouf et al. 2010, Taylor et al. 2013)


- increase confidence (Taylor et al. 1999)


- increase independence and participation (Esnouf et al. 2010, Wilkie 2011, Bulley 2011)


- improve quality of life (Barrett and Taylor 2010, Taylor et al. 2013)

Evidence that functional electrical stimulation is beneficial to people 


who experience dropped foot:

See Odstock Website:


http://www.odstockmedical.com/knowledgebase/odfs-reference-list

and also:


Burridge J, Taylor P, Hagan S, Swain I


Experience of clinical use of the Odstock dropped foot stimulator


Artif Organs. 1997 Mar; 21(3):254-60 


Taylor P, Burridge J, Dunkerley A, Wood D, Norton J, Singleton C, Swain I


Clinical audit of 5 years provision of the Odstock dropped foot stimulator


Artif Organs. 1999 May;23(5):440-2


Taylor PN, Burridge JH, Dunkerley AL, Lamb A, Wood DE, Norton JA, Swain ID


Patients’ perceptions of the Odstock Dropped Foot Stimulator (ODFS)


Clin Rehabil. 1999 Oct;13(5):439-46


Paul L, Rafferty D, Young S, Miller L, Mattison P, McFadyen A


The effect of functional electrical stimulation on the physiological cost of gait in people with multiple sclerosis


Multiple Sclerosis 2008;14:954-61


Barrett CL, Mann GE, Taylor PN, Strike P


A randomized trial to investigate the effects of functional electrical stimulation and therapeutic exercise on walking performance


for people with multiple sclerosis


Multiple Sclerosis 2009;15:493-504


Stein RB, Everaert DG, Thompson AK, Chong SL, Whittaker M, Robertson J, Kuether G


Long-Term therapeutic and orthotic effects of a foot drop stimulator on walking performance in progressive and non-progressive Neurological disorders.


Neurorehabil Neural Repair. 2009 Oct 21.


Kottink AI, Oostendorp LJ, Buurke JH, Nene AV, Hermens HJ, IJzerman MJ


The orthotic effect of functional electrical stimulation on the improvement of walking in stroke patients with a dropped foot: a


systematic review


Artif Organs. 2004 June;28(6):577-86


Taylor P, Humphreys L, Swain I,


The long-term cost-effectiveness of the use of Functional Electrical Stimulation for the correction of dropped foot due to upper motor neuron lesion


J Rehabil Med. 2013 Jan 25;45(2):154-60.


JE Esnouf, PN Taylor, GE Mann and CL Barrett


Impact on activities of daily living using a functional electrical


stimulation device to improve dropped foot in people with


multiple sclerosis, measured by the Canadian Occupational


performance Measure


Mult Scler 2010 16: 1141


(This article demonstrates that FES users have a reduced risk of falls compared to people who had exercise intervention without the use of FES)


Guidelines:


NICE has documented favourable guidance (2009) on the efficacy of FES (IPG278 Interventional Procedures Guidance


The guidelines for Functional electrical stimulation for drop foot of central neurological origin states ‘Current evidence on the safety and efficacy (in terms of improving gait) of functional electrical stimulation (FES) for drop foot of central neurological origin appears adequate to support the use of this procedure provided that normal arrangements are in place for clinical governance, consent and audit. 


http://www.nice.org.uk/_gs/searchtracker/GUIDANCE/11932

NICE Guidelines for Multiple sclerosis: Management of multiple sclerosis in primary and secondary care. 


The guidance states that: “Physiotherapy treatments aimed at improving walking should be offered to a person with MS


who is, or could be, walking” (section .6.4.2).


“If a person with MS depends on someone else for an activity (especially in mobility), an expert should assess whether an aid or adaptation… could be of benefit. For example, it may increase the independence of the person with MS, and/ or minimise the stress on, or risk for, the person who assists them” (section 1.6.6.2). The guidelines also state that people with MS should have access to a service which includes identifying and treating any treatable underlying impairments” and “providing suitable equipment with training in its use” (section 1.6.1.3). FES is a useful constituent of such a service as it restores movement, improves walking ability and reduces a very disabling aspect of MS – fatigue.


http://www.nice.org.uk/_gs/searchtracker/GUIDANCE/10930 


The National Service Framework for Long Term Conditions 2005 states “timely, appropriate assistive technology/equipment…to support them to live independently; help them with their care; maintain their health and improve their quality of life”  

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4105361

What is the impact of NOT providing the equipment?

- There are secondary complications of not addressing abnormal gait, both     cosmetically and physical. FES can help prevent pain, arthritis, and deformities caused by prolonged compensatory movement of the spine, hips, knees and ankle.


-Optimum gait benefits would not be realised e.g. the patient would not be able to walk as far or for as long.


-Not receiving the FES would impact physically, cardiovascular and socio-economically.


-There would be an increased risk of falling


-There would be decreased independence and greater reliance on cares and the local authority


-Work and employment opportunities would be lessened


-Due to the decreased mobility there might be a greater risk of social isolation


-Increased demands on health/community services


How often & for how long will the equipment most likely be used?

Daily / Long term

How much help/support does the individual USUALLY require to use this equipment safely? 

Independent or at most, assistance of one person

Do carers need any training? 

This is occasionally requires if the patient can not handle the machine or electrodes independently.

-Mostly a one off training session and a leaflet


What are the Maintenance considerations? Are there any manufacturer recommendations?

The manufacturer of the machine does not advise annual servicing.

The physiotherapist will check sockets, leads and functioning of machine on review

Patient/carer can monitor wear and tear or functioning themselves 

Would this equipment require MDT support/decision? If yes who?


No


Are you aware if this equipment is issued/requested by Paediatrics, Learning Disability teams or other Professionals?


Yes, FES is provided by clinical engineering departments in several Health Boards. These departments also see paediatric patients. Patients with learning difficulties should have equitable access to these services.

Cost benefit considerations


As shared resource:


This equipment should be available to trial and short term loan by neuro- physiotherapist


On a personal basis:

Service user and clinician must demonstrate that FES delivers the clinical benefits ascribed. That these are reviewed in line with manufacturers guidelines and that these benefits cannot be attained by other reasonable means.

		What is the level of commitment required by the patient?


The patient has to put the machine on, on a regular basis. 


The patient has to attend review appointments. Initially regularly then twice or once yearly.







Reviewed by: 

Name: Katelyn Falvey/Judith Constant

Health Board:    Powys Teaching Health Board




Cwm Taf University Health Board

Date:  16/07/2015
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

Appendix 2 (dii)

Details of Equipment Reviewed:


Neuromuscular Electrical Stimulators (NMES)

Cost of the equipment before VAT


From £30.00 and upwards

Medical Condition and Presenting Difficulties (impairment & disability):

What is the equipment used for or why would someone need this equipment?

· Relaxation of muscle spasms;


· Prevention or retardation of disuse atrophy;


· Increasing local blood circulation;


· Muscle re-education;


· Immediate post-surgical stimulation of calf muscles to prevent venous thrombosis;


· Maintaining or increasing range of motion.

		How many patients need this equipment per 100,000 population 

Around 30 patients per 100,000 population a year, but hard to predict as due to limited availability we are not always thinking about this as a treatment option

What environment is the equipment used in?

Physiotherapy department, home.

Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage

No







Evidence to support this equipment:

Hara Y, Muraoka Y. A home program of power‐assisted functional electrical stimulation with


upper‐limb task practice in chronic stroke patients. International Journal of Stroke. 2008; 3(Suppl


1):342


Hara Y, Ogawa S, Tsujiuchi K, Muraoka Y. A home‐based rehabilitation program for the


hemiplegic upper extremity by power‐assisted functional electrical stimulation. Disability and


Rehabilitation. 2008; 30(4):296‐304


Chan MK, Tong RK, Chung KY. Bilateral upper limb training with functional electric


stimulation in patients with chronic stroke. Neurorehabilitation and Neural Repair. 2009; 23(4):357‐

365


Chiu CWY, Man DWK. The effect of training older adults with stroke to use home‐based


assistive devices. OTJR: Occupation, Participation & Health. 2004; 24(3):113‐120


Alon G, Levitt AF, McCarthy PA. Functional electrical stimulation enhancement of upper


extremity functional recovery during stroke rehabilitation: a pilot study. Neurorehabilitation and


Neural Repair. 2007; 21(3):207‐215


Alon G, Levitt AF, McCarthy PA. Functional electrical stimulation (FES) may modify the poor


prognosis of stroke survivors with severe motor loss of the upper extremity: a preliminary study.


American Journal of Physical Medicine and Rehabilitation. 2008; 87(8):627‐636


Schuhfried O, Crevenna R, Fialka-Moser V, Paternostro-Sluga T.ON-INVASIVE NEUROMUSCULAR ELECTRICAL STIMULATION IN PATIENTS WITH CENTRAL NERVOUS SYSTEM LESIONS: AN EDUCATIONAL REVIEW. J REHABIL MED 2012; 44: 99–105 


Chae J, Bethoux F, Bohinc T, Dobos L Davis T, Friedl A. Neuromuscular Stimulation for Upper Extremity Motor and Functional Recovery in Acute Hemiplegia. Stroke 1998; 29: 975-979


Chae J, Yu D. A critical review of neuromuscular electrical stimulation for treatment of motor dysfunction in hemiplegia. Asst Technol 2000; 12: 33-49


Chantraine et al. (1999) Shoulder pain and dysfunction in hemiplegia: effects of functional electrical stimulation. Arch Phys Med Rehabil 80(3): 328-31 


Ada and Foongchomcheay (2002) Efficacy of electrical stimulation in preventing or reducing subluxation of the shoulder after stroke: a meta-analysis. Aust J Physiother 48(4): 257-67 


Newsam and Baker (2004) Effect of an electric stimulation facilitation program on quadriceps motor unit recruitment after stroke. Arch Phys Med Rehabil 85(12): 2040-5.

Crameri et al. (2002). Effects of electrical stimulation-induced leg training on skeletal muscle adaptability in spinal cord injury. Scand J Med Sci Sports 12(5): 316-22. 


Crameri et al. (2000). Effects of electrical stimulation leg training during the acute phase of spinal cord injury: a pilot study. Eur J Appl Physiol 83(4 -5): 409-15. 


Creasey et al. (2004) Clinical applications of electrical stimulation after spinal cord injury. J Spinal Cord Med 27(4): 365-75. 


Scott et al. (2005) Switching stimulation patterns improves performance of paralyzed human quadriceps muscle. Muscle Nerve 31(5): 581-8. 


Sadowsky, C. (2001) Electrical stimulation in spinal cord injury. NeuroRehabilitation 16(3): 165-9.


Al-Majed, AA; Neumann, CM; Brushart, TM; Gordon, T (2000). "Brief electrical stimulation promotes the speed and accuracy of motor axonal regeneration". The Journal of neuroscience 20 (7): 2602–8. PMID 10729340.


Pette, Dirk; Vrbová, Gerta (1999). "What does chronic electrical stimulation teach us about muscle plasticity?". Muscle & Nerve 22 (6): 666. doi:

What is the impact of NOT providing the equipment?

Patient does not get the opportunity to improve their symptoms, be it pain, tone, active movement, maintaining range of movement.

It can be a much cheaper option then pain medication, or Botox.


It may reduce the likelihood of surgical intervention at a later stage if used appropriately and long term due to better joint alignment by using NMES osteoarthritis or tendonopathies might be prevented.

How often & for how long will the equipment most likely be used?

The patient is advised to use the stimulator daily. 


The treatment could be indefinitely if the patient would be able to manage this and if this was required. The treatment could be used for a shorter period if it was use to re-gain active range of movement

How much help/support does the individual USUALLY require to use this equipment safely? 

Mainly independently, sometimes it might need the assistance of a carer to set up.


The carer would be trained with the patient. It would not be suitable if there was a high turnover of carers.


An instruction leaflet would be provided with the machine. There are no official recommendations physiotherapy reviews; however as with FES it might be wise to do a minimal of an annual review.

What are the Maintenance considerations? Are there any manufacturer recommendations?

Patient/carer can monitor wear and tear or functioning themselves and physio can resolve

Requires specialist maintenance by manufacturer or HB engineers but only if problem arises

Would this equipment require MDT support/decision? If yes who?


No

Are you aware if this equipment is issued/requested by Paeds, Learning Disability teams or other Professionals?


No

Anything else you wish to add not covered by above.


No

Reviewed by: 


Name: Katelyn Falvey/Judith Constant


Health Board:    Powys teaching Health Board





Cwm Taf University Health Board


Date:  23/09/2015
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Increasing Clinical and Cost Effectiveness of Upper Limb Rehabilitation

(Appendix 2e)

Situation

[bookmark: _GoBack]High-intensity, repetitive, task-oriented training demonstrates the best evidence for improving motor recovery after stroke, stroke rehabilitation however it is not achieving the required intensity to maximise recovery after stroke in current clinical practice (Connell et al, 2014).

In clinical practice the amount of therapy time focused on upper limb rehabilitation remains low (Lang et al, 2007, Lang et al 2009). There is some evidence from animal studies to support ‘increased dose’ of therapy and higher number of repetitions. Most rodent studies involve hundreds of repetitions in a training session. Remple et al (2001), for example, showed that in changes in primary motor cortex synaptic density occurred after 400 reaches, but not after 60. However in human stroke patients, typical number of repetitions in a session is 30 (Lang et al, 2009). Schweighofer et al (2009) found that the ability to perform repetitions is related to function. They proposed there might be a ‘threshold’ above which UL use improves and below which it decreases. It is important that we are able to support patients to reach this threshold in our clinical practice and wider stroke rehabilitation.

There is emerging evidence that assistive technologies and self directed exercise programmes can increase intensity of therapy as an adjunct to standard therapy delivered by therapists. Equipment and training is needed to optimise the upper limb rehabilitation across Wales and increase clinical and cost effectiveness.

However it must also  be recognised that recovery of upper limb function is dependent on having an intact corticospinal tract and not all stroke survivors will recover useful upper limb function despite high intensity rehabilitation (Stinear et al, 2012). More details in appendix one.

Upper limb rehabilitation is a complex intervention that needs to be tailored to the individual. There is not one specific intervention to improve upper limb function post stroke. Therapists need access to a wide range of interventions and treatment approaches to optimise outcome (DeJong et al, 2004) (appendix two).

Background- the evidence

In their systematic review and meta-analysis of physical therapy post stroke Veerbeek et al (2014) included interventions related to arm-hand activities and interventions related to activities of daily living. They paid particular attention to intensity of practice. Full table of interventions reviewed relating to improved motor function of the arm in appendix two. Interventions that favoured treatment included:

· Low intensity CIMT

· Robotics elbow and wrist

· NMES Wrist/finger flexors and extensors

· EMG- NMES Wrist/finger extensors

· EMG- NMES Wrist/finger flexors/extensors

Pollock et al (2015) published a Cochrane Review of the effect of interventions on upper limb function following stroke. They compared interventions with moderate quality evidence (for those comparisons reporting standardized mean differences [SMD]). More details in appendix three. They found 10 interventions with moderate- quality evidence related to the effects of intervention on upper limb function:

· bilateral arm training (compared with unilateral arm training) 

· CIMT 

· repetitive task training 

· mental practice 

· mirror therapy 

· treatment for sensory impairment 

· virtual reality 

· factors in service delivery: dose of intervention (augmented exercise)); and

· factors in service delivery: location (home-based therapy) 

Mehrholz et al (2015) carried out a systematic review of randomised controlled trials comparing electromechanical and robot-assisted arm training for recovery of arm function with other rehabilitation or placebo interventions, or no treatment, for people after stroke.

In 34 trials (involving 1160 participants) nineteen different electromechanical devices were described, which compared electromechanical and robot-assisted arm training with a variety of other interventions. Participants were between 21 to 80 years of age, the duration of the trials ranged from two to 12 weeks, the size of the trials was between eight and 127 participants, and the primary outcome differed between the included trials. Most of the trials were done in rehabilitation facilities in the USA.

The authors concluded that people who receive electromechanical and robot-assisted arm and hand training after stroke might improve their activities of daily living, arm and hand function, and arm and hand muscle strength. However, the results must be interpreted with caution because the quality of the evidence was low to very low, and there were variations between the trials in the intensity, duration, and amount of training; type of treatment; and participant characteristics.

Virtual reality and interactive video gaming have emerged as recent treatment approaches in stroke rehabilitation. In particular, commercial gaming consoles have been rapidly adopted in clinical settings. Laver et al (2015) updated of a Cochrane Review published in 2011 on virtual reality for stroke rehabilitation. They found 37 trials involving 1019 participants.  Study sample sizes were generally small and interventions varied.  Control groups received no intervention or therapy based on a standard care approach. Intervention approaches in the included studies were predominantly designed to improve motor function rather than cognitive function or activity performance. The majority of participants were relatively young and more than one year post stroke.

The authors found evidence that the use of virtual reality and interactive video gaming may be beneficial in improving upper limb function and ADL function when used as an adjunct to usual care (to increase overall therapy time) or when compared with the same dose of conventional therapy. There was insufficient evidence to reach conclusions about the effect of virtual reality and interactive video gaming on grip strength, gait speed or global motor function. It is unclear at present which characteristics of virtual reality are most important and it is unknown whether effects are sustained in the longer term.

Analysis

There are several assistive technologies on the market that utilise several elements of these upper limb interventions, such as bilateral arm training, repetitive task training, virtual reality, high dose training, 

Much of the research on the use of assistive technologies in upper limb rehabilitation in stroke survivors has compared the interventions with usual care and have been done in large randomised controlled trials. Even so there is moderate quality evidence of a small but positive treatment effect. If interventions are tailored to the individual based on expert clinical reasoning and used as an adjunct to usual therapy to increase the dose then a larger treatment effect might be expected. Secondary analysis of these larger RCTs are starting to provide guidance for clinicians on who may benefit most from which interventions.

Current equipment available to support and augment task specific repetitive training in the hospital and community setting include:

· dynamic orthotic devices that positions the wrist and fingers into extension in preparation for object manipulation which use spring system to assist (facilitate) repetitive practice meaningful movements and tasks (Saebo Glove, Saebo Flex, Mobile Arm Supports, unweighing systems)

· computerized graded therapeutic exercise system with attachments to facilitate use even with limited upper limb function utilizing computer games for exercise (e.g. E-Link)

· Active-Passive Trainers (e.g. motomed) 

· Neuromuscular Electrical Stimulation (NMES) (e.g. Neurotrac, Myotrac)

Several therapy departments across wales are already using these assistive technologies. However access to training and equipment is not equitable. 



Recommendations

Stroke rehabilitation services across Wales need to consider the organisation of their services to ensure that adequate attention 

Consideration needs to be made to how to best utilise therapy resources. While assessment and treatment planning for upper limb rehabilitation requires highly skilled registered therapists, for some patient groups the interventions can be carried out with non registered stroke skilled therapy support staff or using assistive technologies. 

Any implementation od new interventions and technologies needs to be supported with appropriate training, peer support and leadership (Connell et al, 2014).
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Appendix two: Taxonomy of Upper Limb Rehabilitation

DeJong G, Horn SD, Gassaway JA, Slavin MD, Dijkers MP. Toward a taxonomy of rehabilitation interventions: using an inductive approach to examine the “black box” of rehabilitation. Archives of Physical Medicine and Rehabilitation 2004; 85: 678–86.

Taxonomy of rehabilitation interventions used within this overview. Key: CIMT: constraint-induced movement therapy; NDT: neurodevelopmental treatment; PNF: proprioceptive neuromuscular facilitation; Tx: treatment
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Appendix three: 

Veerbeek JM, van Wegen E, van Peppen R, van der Wees PJ, Hendriks E, Rietberg M, Kwakkel G (2014): What is the evidence for physical therapy poststroke? A systematic review and meta-analysis. PLoS One, 9: e87987.
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Appendix four: Interventions included in the Cochrane Review

Pollock A, Farmer SE, Brady MC, Langhorne P, Mead GE, Mehrholz J, et al (2014) Interventions for improving upper limb function after stroke. Cochrane Database Syst Rev 2014; 11: CD010820

· Bilateral arm training

· Biofeedback

· Bobath approach- neurodevelopmental technique

· Constraint-induced movement therapy (CIMT)

· Electrical stimulation

· ’Hands-on’ therapy (manual therapy techniques

· Mental practice

· Mirror therapy

· Repetitive task training

· Robotics

· Sensory interventions (interventions to improve sensory function)

· Strength training

· Stretching and positioning

· Virtual reality



Brain stimulation, complementary therapies and music therapy not included.



High-quality evidence: upper limb impairment

No high-quality evidence was related to the effects of intervention on upper limb impairment.



Moderate-quality evidence: upper limb impairment

Seventeen of the 127 comparisons provided moderate-quality GRADE evidence related to the effects of intervention on measures of upper limb impairment. These 17 comparisons came from 10 different reviews: seven Cochrane reviews and three non-Cochrane reviews.

Thirteen of these comparisons were related to the effects of intervention on upper limb impairment immediately at the end of intervention, providing moderate-quality evidence in relation to:

· bilateral arm training (compared with unilateral arm training) (van Delden 2012);

· brain stimulation-tDCS (Elsner 2013);

· mental practice (Wang 2011);

· robotics (Mehrholz 2012);

· treatment for sensory impairment (Doyle 2010);

· stretching and positioning (Katalinic 2010);

· virtual reality (Laver 2011);

· factors in service delivery: dose of intervention (augmented exercise) (Cooke 2010); 

· factors in service delivery: location (home-based therapy) (Coupar 2012); and 2013).



High-quality evidence: upper limb function

No high-quality evidence was related to the effects of intervention on upper limb function.



Moderate-quality evidence: upper limb function

Twelve of the 127 comparisons provided moderate-quality GRADE evidence related to the effects of intervention on upper limb function. These 12 comparisons came from nine different reviews: five Cochrane reviews and four non-Cochrane reviews.

Ten of these comparisons related to the effects of intervention on upper limb function immediately at the end of intervention, providing moderate-quality evidence in relation to:

· bilateral arm training (compared with unilateral arm training) (van Delden 2012);

· CIMT (Corbetta 2010);

· repetitive task training (French 2010);

· mental practice (Braun 2013);

· mirror therapy (Thieme 2012);

· treatment for sensory impairment (Doyle 2010);

· virtual reality (Laver 2011);

· factors in service delivery: dose of intervention (augmented exercise) (Cooke 2010); and

· factors in service delivery: location (home-based therapy) (Coupar 2012).



Moderate-quality evidence: ADL outcomes

Ten comparisons provided moderate-quality GRADE evidence related to the effects of intervention on measures of ADLs. These 10 comparisons came from six reviews: four Cochrane reviews and two non-Cochrane reviews.

Seven of these comparisons were related to the effects of intervention on ADL outcomes immediately at the end of intervention, providing moderate-quality evidence in relation to:

· bilateral arm training (compared with unilateral arm training) (van Delden 2012);

· mental practice (Braun 2013);

· mirror therapy (Thieme 2012);

· robotics (Mehrholz 2012);

· stretching and positioning (Katalinic 2010); and

· factors in service delivery: location (home-based therapy) (Coupar 2012).
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Michelle Price, Consultant Therapist, Powys Teaching Health Board. December 2015
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

(Appendix 2f)





Details of Equipment Reviewed:

Active-Passive Trainers for upper limb and lower limb

(Thera trainer-VITAL and LIVE, Motomed – VIVA2 (6 models) LETTO (2 models)

Cost of the equipment before VAT

£4000-£5000 depending on model (2015)





Medical Condition and Presenting Difficulties (impairment & disability):



All neurological conditions where indicated (spasms, altered muscle tone, muscle weakness, reduced muscle strength, risk of joint contracture/soft tissue shortening or limb stiffness, difficulty exercising alone/independently, reduced mobility)





		How many patients need this equipment per 100,000 population?



Currently used daily in many therapy departments in hospital setting with continuous patient use during working hours



What environment is the equipment used in?



Home, therapy departments, community leisure facilities or groups



Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage

No risk assessment of environment required. Adequate space is required for equipment but can be used seated in wheelchair/chair or lying in bed









Evidence to support this equipment:



Clinical Reasoning (rationale & impact) for the equipment requested:

Used as an adjunct to conventional therapy for upper and lower limb active and passive training with benefits being;

Reduced spasms, normalising of muscle tone, retention and building up of muscle mass, improved muscle length and joint mobility, increased heart/blood circulation and risk of heart disease, stimulate bladder and bowel systems, improved mobility.



.



Level I: Evidence from a systematic review of all relevant randomized controlled trials (RCT's), or evidence-based clinical practice guidelines based on systematic reviews of RCT's 

Brazzelli M, Saunders DH, Greig CA, Mead GE (2011) Physical training for stroke patients. Cochrane Database of systematic Reviews (11): CD003316



Ada L, Dorsch S, Canning C (2006) Strengthening interventions increase strength and improve activity after stroke: a systematic review. Australian Journal of Physiotherapy 52 (4): 241-8



Meek C, Pollock A, Potter J, Langhorne P (2003) A systematic review of exercise trials post stroke. Clinical Rehabilitation 17 (1): 6-13






Level III: Evidence obtained from well-designed controlled trials without randomization, quasi-experimental 



Schulz KH, Heesen C (2006) Movement therapy at Multiple Sclerosis. Neurology and Rehabilitation 4:224-231



Rosche J, Paulus C, Maisch U et al (1997) The effects of therapy on spasticity utilizing a motorized exercise-cycle. Spinal Cord 35:176-178



Crameri CP et al (2002) Effects of electrical stimulation-induced leg training on skeletal muscle adaptability in spinal cord injury.  Scandinavian Journal of medicine and science in sports. 12: 316-322



Diserens CP et al (2004) Quantitative evaluation of the effect on post stroke spasticity and motor control of repetitive training with an arm-trainer. Neurology and Rehabilitation 4:208ff



Level VII: Evidence from the opinion of authorities and/or reports of expert committees



All people following stroke should take sufficient physical exercise to achieve national levels of physical activity (RCP National Clinical Guidelines for Stroke, 2012)

After stroke, patients should participate in exercise with the aim of improving aerobic fitness and/or muscle strength unless there are contraindications (RCP National Clinical Guidelines for Stroke, 2012)





What is the impact of NOT providing the equipment?



A large number of patients with chronic or progressive neurological conditions are denied access to passive training options and active trainers for both upper and lower limb. The chances of training independently and self managing their physical well being are limited. Increased used of therapy staff and NHS resources to access equipment or patients are denied ability to be assessed for suitability due to lack of access.





How often & for how long will the equipment most likely be used?

[bookmark: _GoBack]Dependent on condition: i.e. progressive or chronic condition.





How much help/support does the individual USUALLY require to use this equipment safely? 



Can be used Independently for upper limb and lower limb.

May need assistance of one for initial set up or for some patients longer term use.

Carers and community leisure staff could be trained in use by rep staff as one off session or by health care workers for individual patient use.





What are the Maintenance considerations? Are there any manufacturer recommendations?



Requires specialist maintenance by manufacturer or HB engineers but only if problem arises and annual check.





Would this equipment require MDT support/decision? If yes who?

No





Are you aware if this equipment is issued/requested by Paediatrics, Learning Disability teams or other Professionals?



Yes





Anything else you wish to add not covered by above.





Reviewed by:

Name Claire Butterworth



Health Board

Cardiff and Vale University Health Board



Date:

22/07/2015
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Provision of Specialist Neurology Equipment

Equipment Clinical Decision-making Tool

Cough Assist


(Appendix 2g)

Details of Equipment Reviewed:


E70 Respironics Cough Assist

Cost of the equipment before VAT


Approx £5,000 (2015)

Medical Condition and Presenting Difficulties (impairment & disability):

What is the equipment used for or why would someone need this equipment?

Those who might benefit from a cough assist device include patients with an ineffective cough due to muscular weakness or dystrophy, myasthenia gravis, poliomyelitis or other neurological disorder with some paralysis of the respiratory muscles, such as spinal cord injury, Motor Neurone Disease, Multiple Sclerosis, Stroke.

		How many patients need this equipment per 100,000 population?

It is very difficult to predict how many patients require this equipment however there is an increasing demand for assessment and intervention using the cough assist devices 


What environment is the equipment used in?

The E70 device has a battery pack so the device is very portable- hence it can be used in the community, home environment, acute settings and clinic situations.

Is risk assessment of the environment essential prior to use? Are there any considerations e.g. space and storage.

No specific risk assessment of the environment is required.







Cough Assist Supporting Literature

Finder J. Overview of airway clearance technologies. July 2006. Available at: http://www.rtmagazine.com/issues/articles/2006-07_06.asp. Accessed August 12, 2007.


Bach JR. Mechanical insufflation/exsufflation: has it come of age? A commentary. Eur Respir J. 2003;21:385-386.


Finder JD, Birnkrant D, Farber CJ, et al. Respiratory care of the patient with Duchenne muscular dystrophy: ATS consensus statement. Am J Respir Crit Care Med. 2004;170:456-465.


Chatwin M, Ross E, Hart N, Nickol AH, Polkey MI, Simonds AK. Cough augmentation with mechanical insufflation/exsufflation in patients with neuromuscular weakness. Eur Respir J. 2003;21:502-508.


Tzeng AC, Bach JR. Prevention of pulmonary morbidity for patients with neuromuscular disease. Chest. 2000:118;1390-1396.


McCool DF, Rosen MJ. Nonpharmocologic airway clearance therapies: AACP evidence-based clinical practice guidelines. Chest. 2006; 129:250-259.


Miske LJ, Hickey EM, Kolb SM, Weiner DJ, Panitch HB. Use of the mechanical in-exsufflator in pediatric patients with neuromuscular disease and impaired cough. Chest. 2004;125:1406-1412.


Winck JC, Goncalves MR, Lourenco C, Viana P, Almeida J, Bach JR. Effects of mechanical insufflation-exsufflation on respiratory parameters for patients with chronic airway secretion encumbrance. Chest. 2004;126:774-780.

Clinical Reasoning (rationale & impact) for the equipment requested:


The E70 cough assist has a profound impact on secretion management in any patient where their neuromuscular condition prevents an appropriate peak cough flow. The machine can reduce pharmacological intervention, can reduce the incidence of chest infections, it improves patient quality of life and can often facilitate a more comfortable palliation. 


If the equipment is not available to patient the symptoms of retained secretions can often be very distressing, uncomfortable and lead to hospital admissions.

What is the impact of NOT providing the equipment?

The machine can reduce pharmacological intervention, can reduce the incidence of chest infections, it improves patient quality of life and can often facilitate a more comfortable palliation. 


If the equipment is not available to patient the symptoms of retained secretions can often be very distressing, uncomfortable and lead to hospital admissions.

How often & for how long will the equipment most likely be used?

This is very much dependent on the patients needs. If the patient is requiring the device then the patient will potentially use it 4 times a day to enable appropriate secretion clearance. The length of time the patient requires the equipment very much depends on the referral process ie timing and assessment.

How much help/support does the individual USUALLY require to use this equipment safely? 

Assistance of one required often due to patients upper limb weakness. 

Do carers need any training?


Minimal training is required and currently competency training may need to be standardised in the future.


What are the maintenance considerations? Are there any manufacturer recommendations?

The consumables for the machine e.g. circuits and filters would need consideration and can be costly.

The maintenance of the machine can be as a service level agreement when purchasing - often a 3 to 5 year service plans provided by the company. 

Would this equipment require MDT support/decision? If yes who?


Often the MDT will suggest assessment from a physiotherapist to ascertain if the cough assist device would be appropriate, if it is an appropriate piece of equipment the physiotherapist will then be responsible for the follow-up.

Are you aware if this equipment is issued/requested by Paeds, Learning Disability teams or other Professionals?


The E70 cough assist can be used in paediatrics especially for those suffering from Cystic Fibrosis, chest deformity and other hypersecretory disease processes.

Anything else you wish to add not covered by above.


Reviewed by:


Name: Jill Haworth: Clinical Lead for Respiratory physio

Health Board: ABUHB

Date: 17/07/15
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Provision of Specialist Neurology Equipment for individual Patient use

Equipment Clinical Decision-making Tool

(Appendix 3)


Details of Equipment Recommended:


Cost of the equipment before VAT:

Medical Condition and Presenting Difficulties (impairment & disability):

		What environment will the equipment be used in? (e.g. home, residential home, outdoors)

If appropriate has a risk assessment of the environment been undertaken? E.g. Are there any space or storage considerations 







Please supply the clinical evidence to support the provision of this equipment:

What is the impact of NOT providing the equipment?

How often & for how long will the equipment most likely be used?

How much help/support will the individual require to use the equipment safely? 

Is a risk assessment for the carers required?

Are there any training implications and how will these be addressed?


What are the maintenance considerations? Are there any manufacturer recommendations?

Would this equipment require MDT support/decision? If yes who?


Anything else you wish to add not covered by above.


		What is the level of commitment required by the patient?

Has the patient agreed to comply with the level of commitment?







Application submitted by: 

Name: 

Health Board: 

Date:  
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Recommendations in UK healthcare decision making based on cost per QALY and quality of evidence 

		Evidence quality 

		                                                Cost per QALY gained (£) 



		

		<£3K                                              £3–20K                             >£20K                  Negative 



		I. At least one randomised controlled trial


 

		Strongly recommended 

		Strongly recommended 

		Limited support 

		Not supported



		II. Well designed controlled trial 




		Strongly recommended 

		Supported 

		Limited support 

		Not supported 



		III. Expert consensus or opinion 




		Supported 

		Limited support 

		Limited support 

		Not supported 



		IV. Conflicting or inadequate evidence 




		Not proven 

		Not proven 

		Not proven 

		Not supported 





From http://www.medicine.ox.ac.uk/bandolier/painres/download/whatis/ImplementQALYs.pdf
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The Cross-Party Group for Neurological Conditions is
committed to improving services for people living with a
neurological condition and for their carers.

English or Welsh copies of this report can be found on the Wales Neurological Alliance
website: www.walesneurologicalalliance.org.uk

Further copies of this report can be obtained from:

The Wales Neurological Alliance
c/o MS Society Cymru

Temple Court

Cathedral Road

Cardiff

CF11 9HA

Tel: 029 2078 6676
Fax: 029 2078 6666
Email: info@walesneurologicalalliance.org.uk





The Cross-Party Group for Neurological Conditions

The Cross Party Group for Neurological Conditions was
established in 2009 and is chaired by Mark Isherwood AM and is
made up of a cross party group of Assembly Members and
voluntary sector organisations. The group aims to raise awareness
about neurological conditions and raise concerns of people living
with neurological conditions. The secretariat of the group is
provided by the Wales Neurological Alliance.
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Executive Summary

Over 100,000 people are affected by a neurological condition in
Wales. There are a large number of neurological conditions, which
include conditions that emerge from a traumatic incident (acquired
brain injury for example), conditions that can be lived with for
decades (multiple sclerosis — MS), conditions where there is a high
prevalence (Parkinson’s disease — 1:500) and rarer conditions with
a lower prevalence (Wilson'’s disease — 1:30,000).

For the majority of neurological conditions physiotherapy can offer
the prospect of maintaining and improving mobility and
independence (for example, in people with spina bifida), slowing
the speed of a progressive condition (motor neurone disease for
example) or offer the prospect of rehabilitation and a return of
function (stroke or head injury for example).

Physiotherapy services cover a range of specialities from neonatal
care right through to palliative end of life care. It uses physical
modalities, exercise, moving and handling to advise, assess, treat
and enable people to manage their condition. It can make a
difference to quality of live, yet too many people are either not able
to access services or receive only short term rehabilitation.

As a result the Cross Party Group on Neurological Conditions
would like the Welsh Government to establish a working group to
take forward the following 12 recommendations:

Recommendation 1: We recommend that Local Health Boards
expand self-referral so that anyone with a neurological condition
who would benefit from physiotherapy can self-refer to local
physiotherapy services (page 16).

Recommendation 2: We recommend that Local Health Boards
establish regular neurological multi-disciplinary teams so that
service users can access physiotherapy and other support. These
teams must have access to appropriate rehabilitation facilities
including the ability to refer to inpatient beds (page 17).

Recommendation 3: We recommend an expansion in the number
of clinical specialist neuro-physiotherapy roles so that every Local
Health Board (LHB) has a specialist neuro-physiotherapist for ABI,





MS, Parkinson’s disease, neuro muscular disease (NMD), spinal
cord injury, stroke and specialist neuro-physiotherapists to provide
support for rarer conditions such as spina bifida or Huntingdon’s
disease (page 21).

Recommendation 4: We recommend that Local Health Boards
organise specific neurological skills rehabilitation courses for
generic physiotherapists in order to improve skills within the
community and within hospitals (page 23).

Recommendation 5: We recommend that Local Health Boards
review access to all training across professions in order to
maximise appropriate professional skills development  within
limited training budgets (page 23).

Recommendation 6: We recommend that the Health and Social
Care Committee considers whether the All Wales Medicines
Strategies Group should appraise equipment and technology and
question whether they are cost effective as part of the upcoming
inquiry on access to medical technologies in Wales (page 27).

Recommendation 7: We recommend that the Local Health
Boards evaluate and standardise the use of specialist equipment
for patients with complex needs so a common level of service can
be expected when patients transfer closer to home, or to their own
home, for continued rehabilitation (page 27).

Recommendation 8: We recommend that the Welsh Government
considers commissioning a review of hydrotherapy provision
across Wales to ensure those people with neurological conditions
who might benefit from hydrotherapy are able to access it, both as
in-patients and out-patients (page 28).

Recommendation 9: We recommend the Welsh Government
continues to work with Local Health Boards to fund an expansion
of telemedicine and telecare technology across Wales (page 29).

Recommendation 10: We recommend that Heads of Therapies
promote the use of validated outcome measures so that
physiotherapy for people living with neurological conditions is
provided for the appropriate length of time that is commensurate to
their needs (page 33).





Recommendation 11: We recommend that the National Exercise
Referral Scheme be expanded into all neurological conditions to
support individuals to self-manage their condition (page 35).

Recommendation 12: We recommend that Local Health Boards
review their specialist physiotherapy facilities to determine
appropriate access for community use (page 35).

The findings of this report are based on responses from service
users, information from Local Health Boards and oral evidence
from professionals. Whilst the data may not be statistically
representative, it provides a legitimate basis for discussion and
action. The Cross-Party Group for Neurological Conditions would
support further research undertaken by Local Health Boards or the
Welsh Government to examine the issues raised further.





Physiotherapy and neurological conditions

What is physiotherapy?

1.1 Physiotherapists help people affected by injury, illness or
disability through movement and exercise, manual therapy,
education and advice. They maintain health for people of all ages,
helping patients to manage pain and prevent disease.

1.2 The profession helps to encourage development and
facilitate recovery, enabling people to stay in work while helping
them to remain independent for as long as possible.

1.3 Physiotherapy takes a ‘whole person’ approach to health and
wellbeing, which includes the patient’s general lifestyle. At the core
is the patients’ involvement in their own care, through education,
awareness, empowerment and participation in their treatment.
Physiotherapy helps with back pain or sudden injury, managing
long-term medical condition such as ataxia, and in preparing for
childbirth or a sporting event.

Physiotherapy and neurological conditions

1.4 Physiotherapy provides a unique contribution to the
management of people with a variety of neurological conditions
through improvement and maintenance of functional abilities and
management of the long term symptoms.

1.5 Physiotherapists can provide specific rehabilitation
programmes, facilitate self-management and co-ordinate care. For
people with more complex needs physiotherapy should, where
possible, be delivered within a multi-disciplinary specialist
team/service where regular evaluation and assessment can be
provided.

1.6 In Multiple Sclerosis, for example, there is evidence that
multidisciplinary rehabilitation can improve levels of activity and
participation levels of people with MS". Physiotherapy intervention
and advice early after diagnosis can reduce disability, maximise
potential for independence, improve employment sustainability and

I Khan F Turner-Strokes L, Ng L, et al. (2008) ‘Multidisciplinary rehabilitation for adults with multiple
sclerosis’, Cochrane Database of ~ Systematic Reviews. Chichester, John Wiley & Sons Ltd. URL:
http:/ /www.mrwinterscience.wiley.com/cochrane/clsystev/atticles/ CD006036/ frame.html





reduce the impact that the disease has on health and quality of life
factors.

1.7 There is a strong body of evidence demonstrating that
exercise used as part of a rehabilitation programme can increase
activity and improve wellbeing of people with MS? and other
neurological conditions. In addition there is an emerging body of
evidence to say that physiotherapists, as part of a specialist
neurorehabilitative service, have a key role in managing specific
symptoms of MS including pain, spasticity and the prevention of
secondary complications such as contracture. Results from
randomised controlled clinical trials of exercise programmes in MS
have demonstrated benefits in muscle strength, cardiovascular
fithess, aerobic thresholds and activity levels and functional
improvements, such as walking ability.

1.8 Physiotherapy is seen as a cost effective treatment of people
who have had a stroke. There is wide consensus based on the
National Clinical Guidance for Stroke® about the beneficial impact
of physiotherapy on the physical effect of stroke. Physiotherapists
have a critical role to play in supporting stroke survivors during
their hospital stay and when they leave hospital.

1.9 When stroke survivors receive rehabilitation at home or in
the community rather than in hospital, early supported discharge
has been shown to be a cost effective service when combined with
stroke unit care. Early supported discharge (ESD) can reduce long
term dependency and admission to institutional care as well as
releasing hospital beds by reducing length of stay. ESD has been
shown to be most successful where there is a co-ordinated stroke
multi-disciplinary, multi-agency team delivering the service and can
also be effective for other neurological conditions.

1.10 Many people living with a neurological condition report a very
real sense of both personal and physical loss. Physiotherapists
and other allied health professionals are ideally placed to support
individuals in working towards re-enablement and recovery.

2 Turner AP, Kivlahan DR, Haselkorn JK. (2009) ‘Exercise and quality of life among people with multiple
sclerosis: looking beyond physical functioning to mental health and participation in life’, Arch Phys Med
Rebabil, Mar;90(3):420-8

3 Royal College of Physicians Intercollegiate Stroke Working Party (2008). National Clincial Guidelines for
Stroke, 31 edition. London. URL: http://bookshopreplondon.ac.uk/details.aspxPe=250
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What do people living with neurological conditions think
about physiotherapy services?

1.11 Research of service users undertaken for this report
demonstrated that overwhelmingly people living with neurological
conditions believe that physiotherapy has a positive impact on their
condition.

60%

50%
50%

40% - 38.60% 39.80%

30%

0,
20% 19.30%

10% -

0%

Flexibility Mobility Slowed progression Self-confidence

Figure 1

1.12 Service users were asked what they thought the benefits of
the physiotherapy were and they selected a variety of responses.
The most popular response with 50% of respondents was
increased flexibility, but slowing progression was selected by
almost 20%.

1.13 Many neurological conditions are progressive so any delay in
progression will avoid the need to provide long-term services and,
therefore, will have real financial benefits to health and social
services.
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How easy is it to access physiotherapy services in
Wales?

2.1 Physiotherapy services exist throughout Wales in community
hospitals, district general hospitals and tertiary centres.

2.2 According to StatsWales there are 1,196 FTE
physiotherapists employed across Wales. The number of specialist
physiotherapists is low and is considered in the next section, but
every member of staff should already have some knowledge and
skills with neurological conditions from their training.

Are you currently receiving (or have you received) physiotherapy?

No

76%

Figure 2

2.3 In response to the survey of people living with neurological
conditions, 24% of people indicated that they were no longer
receiving physiotherapy nor had ever received physiotherapy.

2.4 Whilst it is positive that the majority of respondents were
currently accessing physiotherapy, the size of the minority who
were not remains a concern due to most of them living with
Parkinson’s disease and multiple sclerosis, two conditions where
continued physiotherapy is an important factor in slowing the
progression of the condition.
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2.5 The research also revealed trends in certain conditions such
as a large group of children living with spina bifida who responded
all said that they have either been discharged from services after a
short space of time, or not had any access at all due to the lack of
physiotherapists.

2.6 Theoretically, the process for referral to a physiotherapist is
relatively straight forward with in patients being referred within 72
hours and out-patients being referred within a maximum of 14
weeks. However, there are regional variations.

Local Health Board In-patient wait | Out-patient wait for
for referral referral

Abertawe Bro Morgannwg | 24 hours 14 weeks

University Health Board

Aneurin  Bevan Health | 72 hours Between 2 weeks

Board (urgent cases) and
14 weeks

Betsi Cadwaladr 24 hours 14 weeks

University Health Board

Cardiff and Vale University | 24 hours 4 weeks

Health Board

Hywel Dda Health Board |72 hours Between 2 weeks
and 14 weeks

Powys Health Board 72 hours Between 6 and 8
weeks

e No reply was received from Cwm Taf Health Board following the letter in Appendix A
Figure 3

2.7 Despite variations the data from Local Health Boards
indicates that people with neurological conditions are being seen
within the 26 week target that the NHS focusses on with many
urgent cases being seen in hours rather than days.

Referral and self-referral

2.8 If someone is admitted to an Emergency Unit following a
sudden deterioration (if it is a progressive condition) or a traumatic
event (if it is brain injury or a stroke), then as an in-patient, they are
typically referred to physiotherapy services if it is appropriate. The
challenge in this case is whether the course of treatment will be
time limited. This is a topic covered later in the document.
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2.9 However, for those people seeking an out-patient referral the
process is not as straight forward. GPs can refer someone to a
physiotherapist, but in many cases they prefer to leave decisions
about a neurological condition to the individual’'s neurologist or
specialist nurse. Depending on both the condition and the Local
Health Board it can be difficult to access the specialist team; and
even after seeing the specialist team individuals might not be
referred to physiotherapy services.

Case study: Helen

Helen, 52, was diagnosed with Parkinson’s disease in 2009. When
diagnosed with the condition, Helen was simply told to conduct her
own research on the internet. She eventually found physiotherapy
via another charity, as symptoms were making her working life
increasingly difficult.

Helen paid for physiotherapy at the centre, which was provided on
a one-to-one basis for eight weeks. However, when this course
ended and was followed up by an eight week group course, Helen
found that she was unable to attend as it clashed with work.

Helen felt that she would have benefited more if she were able to
arrange sessions to suit her own routine, and felt that more
physiotherapists with neurological knowledge and experience are
needed. She was also later frustrated when she found out from a
charity that newly diagnosed Parkinson’s patients need to access
physiotherapy and speech and language therapy, as this advice
was not given to her when she was diagnosed at a hospital.

2.10 A recent innovation to simplify the process of referring out-
patients to physiotherapy services has been through self-referral.
Abertawe Bro Morgannwg University Health Board has been at the
forefront of the drive to expand self-referral to a wide range of
conditions.

2.11 Abertawe Bro Morgannwg University Health Board
established Physio Direct, a telephone triage self-referral service
where patients can speak to a qualified physiotherapist. This
service is open between 9am and 12 mid-day Monday to Friday
(excluding Bank holidays). The physiotherapist will ask a series of
questions to find out what the problem is and then either, give
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exercises and advice over the phone or arrange an appointment to
attend the physiotherapy department for further treatment.

2.12 Local physiotherapists have also established a walk-in
assessment clinic allowing individuals to have a face to face
assessment service.

A quick guide to self-referral

Self-referral is popular with patients. It is a patient-centred
approach that increases ease of use, convenience, portability,
patient influence, choice, engagement and involvement in care,
and promotes self-management. The pilots in other parts of the UK
showed that people who self-refer to physiotherapy take fewer
days off work and are about half as likely to be off work for one
month, compared with those referred to physiotherapy by a GP.

Self-referral to physiotherapy is efficient for other healthcare
providers too, reducing costs, time and resources. Patients often
see a GP several times before being referred to physiotherapy, by
which time their condition may be more longstanding and difficult
to resolve.

Where trialled, self-referral has not led to an increase in demand
for physiotherapy, apart from in physiotherapy services that have a
history of under-referral. A proportion of people who would
normally have seen their GP first simply opt for a more direct route
to solve their problem.

2.13 In May 2012 Abertawe Bro Morgannwg University Health
Board confirmed that in the short time it has been in operation the
clinic has resulted in a reduction in waiting lists and an increase in
the number of patients seen.* This specific service is for
musculoskeletal physiotherapy, but it is a model that has been
expanded to neurological conditions in Scotland to improve the
lives of service users.

Recommendation 1: We recommend that Local Health Boards
expand self-referral so that everyone with a neurological
condition who would benefit from physiotherapy can self-
refer to local physiotherapy services.

4 http:/ /www.csp.otguk/news/2012/05/ 18/ waiting-times-cut-first-welsh-walk-clinic
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Multi-disciplinary team clinics

2.14 Across Wales there are emerging examples of best practice
to bring together physiotherapists, occupational therapists, speech
and language therapists and other clinicians into conditions-
specific or neurological clinics.

2.15 The data collected for this report indicated that only 11% of
people are travelling over 10 miles to see a physiotherapist and
only 2% are travelling over 25 miles. These figures are a reflection
of the success of multi-disciplinary team (MDT) clinics, particularly
in Powys, which has cut down travel times considerably.

How far do you have to travel for treatment?

Over 25 miles
2%

Less than 5 miles
55%

Figure 4
2.16 In recent years Powys Health Board has established monthly
neurology multi-disciplinary team clinics in each of its three
localities. These clinics have dramatically improved the patient
experience and reduced the number of long drives out of county to
see specialist physiotherapists at tertiary centres.

2.17 With all of the professionals meeting in one location patients
are able to receive a ‘full service’ with their condition being
monitored and possible future referrals being made for additional
treatment or to other therapists who are not at the MDT. Patients
are able to self-refer once the therapists have received their
medical records following initial referral from the MDT.
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2.18 Therapists report a concern that they are not able to access
inpatient beds in order to facilitate an episode of more intense
rehabilitation should a patient require it. Resolving this would be a
welcome development.

How multi-disciplinary teams have improved services for
motor neurone disease

Three multi-disciplinary teams (MDTs) have been established
across North Wales to improve planning and co-ordination of
services for people living with motor neurone disease. These MDTs
meet monthly in the East, West and Central areas of the Betsi
Cadwaladr University Health Board area and involve a range of
Health and Social Care professionals.

The MDTs have demonstrated benefits for both people living with
motor neurone disease and the professionals providing care
services for such a complex progressive degenerative disease.

The motor neurone disease MDTs will now be supported by a
newly established North Wales Disease Specific Advisory Group
led by Dr Andy Fowell, Consultant in Palliative Medicine. The team
will ensure consistent and equitable service development across
North Wales for people living with MND through shared learning
and developing local expertise.

It is anticipated that the Disease Specific Advisory Group will serve
as a model for the development of further groups reporting to the
North Wales Neuroscience Network.

Recommendation 2: We recommend that Local Health Boards
establish regular neurological multi-disciplinary teams so that
service users can access physiotherapy and other support.

These teams must have access to appropriate rehabilitation
facilities including the ability to refer to inpatient beds.
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Generic vs. specialist physiotherapy

3.1 Neurological conditions are complex, varied and in many
cases extremely rare. Over recent years the specialist roles have
developed within neurosciences to reflect that whilst some
services can be provided by neurologists, service users can
benefit from specialist therapists.

3.2 The Mid and South Wales Neuroscience review developed
the following pathway dividing people living with neurological
conditions into three distinctive levels.’

Level 3: Managed by a Specialist
Community teamwith Specialised
outreach input

~
Level 2: Self Managing with
community based MDT support
j
Level 1: Self managing with
support of single health
professionals

Figure 5

3.3 Many people with neurological conditions will move through
the different levels as their condition evolves. Certain conditions
such as Motor Neurone Disease would be focussed on Level 3
throughout the patient pathway, whilst conditions where there are
periods of stabilisation or remission might start at Level 3, but then
have periods where Level 2 is more appropriate.

3.4 In some Local Health Boards people living with neurological
conditions can access specialist neuro-physiotherapists, whilst in
others there are concerns from patient groups that the existing
physiotherapists do not have the knowledge and expertise about
the conditions.

5 NHS Wales (2011) ‘Adult rehabilitation and supportive cate’, p. 11 in ‘Mid and South Wales
Neurosciences Review Final report,” Cardiff.
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What is the definition of a specialist neuro-physiotherapist?

3.5 The Chartered Society of Physiotherapy defines a specialist
as a physiotherapist who works at an advanced clinical level within
a specific clinical field. Clinical specialists will work as advanced
practitioners — a term which is familiar in Wales where a framework
for advanced practice has been developed by the National
Leadership and Innovation Agency for Healthcare (NLIAH).

3.6 Using the Cardiff and Vale role, the clinical specialist role in
MS, for example, relies on a network of physiotherapists in in-
patients, out-patients and the community who will see people with
MS but may need expert input on occasion. A key part of the role
involves education, advice and support to others, including patients
and their carers, the MS team, other professionals and students.
Other parts of the role include working in clinics seeing newly
diagnosed patients or those in relapse and requiring symptom
management.

3.7 Specialist Neuro-physiotherapists tend to focus on
individuals with more complex problems and there is often a need
for a range of different agencies to come together to provide the
treatment programme in a timely and appropriate manner. A great
deal of time can be spent enabling this.

3.8 According to StatsWales there are 1,196 Whole Time
Equivalent (WTE) physiotherapists, technicians and assistants
employed across Wales with many of them working with people
living with neurological conditions, but only 150 physiotherapists
working primarily with people who have neurological conditions.

3.9 lIdentifying exactly how many work with people living with
neurological conditions can be difficult as the figures would include
a small number of specialist neuro-physiotherapists at Bands 6, 7
or 8 and a larger number of generic physiotherapists who would
have less specialist training.
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Local Health Board No. of No. of
physiotherapists | physiotherapists
working for the | working mainly
LHB with neurological

conditions

Abertawe Bro 188 17.5 staff involved in

Morgannwg University neurorehabilitation

Health Board

Aneurin Bevan Health 201 WTE 22 with a specialist

Board knowledge of

neurosciences

Betsi Cadwaladr 253 13 with a specialist

University Health Board knowledge of

neurosciences

Cardiff and Vale 253 WTE 38 WTE working in

University Health Board neurosciences

Hywel Dda Health 148 31 mainly dedicated

Board to neurology

Powys Health Board 33 WTE 1 Consultant

Therapist and 3
WTE with
neuroscience
background
e No reply was received from Cwm Taf Health Board following the letter in Appendix A
Figure 6

3.10 In evidence given to the Cross-Party Group for Neurological
Conditions on 17 October 2012, the MS specialist neuro-
physiotherapist for South East Wales stated that one of their
greatest challenges was managing expectations due to the size of
their caseload.

“It is not possible to provide on-going services to everyone
and it is important with long term conditions management to
develop a long term management approach, providing home
exercise programmes, review medication for home
management and pain management, use of splinting and
directing people to classes relevant to them.”

3.11 Someone with a neurological condition may be likely to come
into contact with a non-specialist physiotherapist, so it is important

20






that there are enough specialist neuro-physiotherapists to provide
training and support to their peers.

Recommendation 3: We recommend an expansion in the
number of clinical specialist neuro-physiotherapy roles so
that every Local Health Board (LHB) has a specialist neuro-
physiotherapist for ABI, MS, Parkinson’s disease, neuro
muscular disease (NMD), spinal cord injury, stroke and
specialist neuro-physiotherapists to provide support for rarer
conditions such as spina bifida or Huntingdon’s disease.

What can be done to improve the knowledge of generic
physiotherapists?

3.12 Research showed that there are positive examples of best
practice across Wales where a limited number of specialist neuro-
physiotherapists are sharing their skills.

3.13 In Hywel Dda Health Board a neurological clinical practice
group meets monthly to review individual cases by bringing
together generalist and specialist practitioners, whilst a locality
network community service brings together staff to provide
intervention, education and training for generalist practitioners.

3.14 In Powys the Local Health Board has been developing
creative solutions to compensate for the vast geography and the
low number of specialists in different conditions.

3.15 Although generic physiotherapists are not a substitute to
specials in evidence to the Cross-Party Group for Neurological
Conditions, Michelle Price, the Consultant Therapist in Stroke and
Neuro Rehabilitation, Powys Teaching Health Board, outlined the
work that they have done to improve the training of staff and using
multi-disciplinary teams.

3.16 The development of MDTs was referred to in section 2, but
other developments include organising specific neurological skills
rehabilitation courses for generic physiotherapists, Bobath courses
for paediatric physiotherapy, and investments in technology such
as telemedicine and functional electrical stimulation (FES).

3.17 Across Wales the Association of Chartered Physiotherapists
in Neurology (ACPIN), a clinical interest network, is operating to
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bring together individuals who have an interest in neuro-
physiotherapy and who wanted to develop a portfolio of training to
other physiotherapists with an interest in (further) specialising in
neuro-physiotherapy.

3.18 Over the preceding 18 months ACPIN has organised a
pusher syndrome course (June 2011), an upper limb rehabilitation
workshops (December 2011), an evidence based neuro-
rehabilitation workshop (February 2011) and has attended
conferences. The association aims to make neuro-physiotherapy
training more accessible to physiotherapists working in Wales and
is developing web based training through WebEXx.

Conclusions

3.19 Education and training is improving the service user
experience and reducing examples where physiotherapists have
little knowledge of the condition. Research undertaken for this
inquiry showed that only 17% people thought that their
physiotherapist “had limited knowledge” of their condition, whilst
the majority had some knowledge or were a specialist in the
condition.

What level of understanding does (or did) the physiotherapist have of your condition?

Had limited knowledge of
my condition
17%

Had knowledge of other
conditions, but not my
condition

2%

Neurophysiotherapist
49%

Had been trained
32%

Figure 7
3.20 However, there are too few neuro-physiotherapists and

patient groups reported examples of poor understanding of
neurological conditions still existing.
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Case study: William

William, aged 75, lived with MS until recently passing away. He
had initially received therapy from a community physiotherapist
who taught him a range of exercises, explaining the importance of
standing up daily to improve his bladder problems and deal with
his condition.

However, when William went into hospital for respite care, it was
very difficult to get physiotherapy. On a general ward, William felt
that members of staff did not properly understand MS as a
condition, and the importance of him moving regularly. William
gradually lost morale and his mobility after being kept in bed for so
long.

William was still fully aware of the importance of exercising and
standing, however, short-term memory problems and the varying
routine of a hospital environment lowered his spirits and powers of
assertion.

When William was ready to be discharged, NHS staff would not
discharge him until a care package was organised, which took a
long time to arrange — this increased the financial cost of his care,
which would have been greatly diminished had William received
the necessary physiotherapy when first admitted. Consequently,
William returned home in a wheelchair, because he was not
reminded to do his exercises, integral to successful management
of the condition.

If William had received respite care away from hospital, he would
have received more specialist attention and would have been
reminded to carry out his exercises where needed.

Recommendation 4: We recommend that Local Health Boards
organise specific neurological skills rehabilitation courses for
generic physiotherapists in order to improve skills within the
community and within hospitals.

Recommendation 5: We recommend that Local Health Boards
review access to all training across professions in order to
maximise appropriate professional skills development within
limited training budgets.

23






Access to equipment

4.1 The research for this inquiry has shown that access to
physiotherapists who understand neurological conditions is
important and is a key concern for service users. However, the role
of equipment and technology in physiotherapy is increasingly
becoming more important both for self-management and for
equipment-based therapy supervised by professionals.

4.2 The classic image of physiotherapy is one of manual therapy,
where physical mobilisation is used to move limbs to increase
flexibility. Physiotherapists analyse the movement, examining how
muscles, tendons and joints move.

4.3 Treatment modalities used for neurological conditions include
manual techniques but, with technological advancement, are
increasingly using a range of equipment and electrical techniques.

4.4 Service users can benefit from using sports equipment and
aids when exercising, and some of these may be suggested by a
physiotherapist. For example, exercise bikes and rowing machines
can offer quite strenuous exercise in a controlled environment —
which could be useful if vision, co-ordination or balance problems
make these kind of activities difficult outdoors. A standing frame
can be an aid to weight-bearing exercise and weights strapped
around the wrists or ankles might help strengthen arms or legs.

4.5 Aids and equipment can also help compensate for difficulties
with balance, muscle weakness or other symptoms. For example,
trekking poles and walking sticks can help keep balance when
walking. If someone has more strength in their arms than their
legs, a hand-cycle might be an option; a bicycle powered by
pedals for the hands instead of the feet; whilst equipment such as
saebo plays an important role in upper limb function restoration.

4.6 There is currently little guidance on the funding of equipment
for physiotherapy and this can make it difficult to access
appropriate support to improve the quality of life for the service
users. Whilst the upfront costs of the equipment might seem high
in comparison with the long term costs of medicines they can in
fact be very good value for money.
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4.7 In a case study presented by a physiotherapist to the Cross-
Party Group a piece of equipment was required for a service users
but at £6,000 it was said to be too expensive when compared to
medication. However, the equipment if used for 10-years would
have costed £3.85 a stand (30 minutes x 3/week) and, if used for
5-years, it would be £7.70 a stand. This cost should be offset
against the cost of care delivered if the patient deteriorates or if
they need staff to support them in access to physical exercise.

4.8 The challenge is that it is far more likely to find a medicine
that has been appraised for its cost effectiveness than a piece of
equipment, leading physiotherapists and GPs to negotiate on a
case by case basis to use equipment regarded as expensive.

How is equipment appraised?

4.9 Across the UK the National Institute for Health and Clinical
Excellence (NICE) can issue guidance on the safety and suitability
of procedures to the NHS in each of the 4 jurisdictions called an
‘interventional procedures’.

4.10 An interventional procedure is defined as a procedure used
for diagnosis or for treatment that involves:

= making a cut or a hole to gain access to the inside of a patient's
body

» gaining access to a body cavity

= using electromagnetic radiation (which includes X-rays, lasers,
gamma-rays and ultraviolet light) - for example, using a laser to
treat eye problems.

4.11 NICE interventional procedures guidance covers the safety
of the procedure, whether it works well enough for routine use and
whether special arrangements are needed for patient consent.
Interventional procedures do not consider the cost effectiveness of
a device or piece of equipment and the ultimate decision remains
with the Local Health Board.

4.12 This guidance covers some of the equipment used by
physiotherapists, but not all. However, both NICE and the Al
Wales Medicines Strategy Group (AWMSG) have a far greater role
in issuing guidance on which drugs should be provided by the
NHS.
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4.13 Both organisations make their decisions based on both the
clinical and cost effectiveness of the drug and, if approved,
patients are legally entitled to be prescribed the treatment — so
long as they meet the eligibility criteria.

4.14 The result is that whilst Local Health Boards have an
obligation to prescribe approved drugs, when they are deciding
whether to approve the use of a piece of technology, the guidance
is purely advisory and in many cases does not exist.

Functional Electrical Stimulation

4.15 Functional Electrical Stimulation (FES) is a technique that
uses low levels of electrical current to stimulate nerves. This can
help to move parts of the body that have been affected by upper
motor neurone lesions that can result from conditions such as
stroke, cerebral palsy, multiple sclerosis or spinal cord injury, but
may also occur in other conditions.

4.16 The technique involves attaching electrodes (similar to self-
adhesive patches) to the surface of the skin. These transmit small
electrical impulses to stimulate the nerves and activate the
muscles.

4.17 The technique is relatively cheap, costing approximately
£1,000 per year to use and can prevent expensive trips to
Emergency Units due to falls.

4.18 NICE published interventional guidance in 2009 confirming
the safety and efficacy of the procedure, but a postcode lottery has
existed across Wales with some Local Health Boards funding the
treatment routinely whilst others are restricting supply.

4.19 In 2010/11 192 people were benefiting from FES across
Wales, but Local Health Boards in Mid and South Wales are
currently awaiting the outcome of a review by Cardiff and Vale
University Health Board into the effectiveness of the service to
determine how it could be funded in the future.® Most service users
require FES for a number of years and the Local Health Boards
have not currently allocated funding for the growth in patient

6 NHS Wales (2011) ‘Adult rehabilitation and supportive cate’, p. 33 in ‘Mid and South Wales
Neurosciences Review Final report,” Cardiff
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demand. This resulted in the service being closed to new patients
in Cardiff and Vale University Health Board in 2011.

420 The absence of Wales-wide guidance on the cost
effectiveness of equipment means that even when a treatment has
NICE Interventional Procedure guidance, there is no guarantee it
can be accessed.

Recommendation 6: We recommend that the Health and
Social Care Committee considers whether the All Wales
Medicines Strategies Group should appraise equipment and
technology and question whether they are cost effective as
part of the upcoming inquiry on access to medical
technologies in Wales.

Recommendation 7: We recommend that the Local Health
Boards evaluate and standardise the use of specialist
equipment for patients with complex needs so a common
level of service can be expected when patients transfer closer
to home or to their own home for continued rehabilitation.

Botox

4.21 Botulinum toxin (botox) injections are used to treat a wide
variety of medical problems, including stroke, traumatic brain
injury, spina bifida and motor neurone disease, where injections
treat tightened muscles.

4.22 The injections are not a substitute to physiotherapy but allow
physiotherapists to increase the range of move, reduce muscle
tightness, spasm and pain over a period of 3-4 months.
Physiotherapy treatment, before and after the injections, is
essential to achieve the best possible range of movement and
functional outcome. After the injections, hands-on treatment may
include muscle mobilisations, massage, manual stretches and
practice of functional movement patterns. Research shows that
muscles respond well to stretching over a prolonged period of
time. Using botox will enhance other ongoing treatments such as
using a standing frame or splinting.

4.23 The treatment is not cheap — the cost of, for example,

treatment to combat over active bladder symptoms can be around
£1,000 for a treatment that will last approximately 9 months, but in
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terms of the benefits it brings by enhancing other treatments it is
deemed cost effective. Those service users who do currently
access this treatment face long waiting lists, but spasticity
management services capable of being run by physiotherapists
with specialist training will serve the current long waiting lists for
botox clinics in dealing with this common feature of neurological
disorders.

Hydrotherapy

4.24 The inquiry revealed that there is a shortage of hydrotherapy
services in parts of Wales, whilst some existing facilities are not up
to a modern standard.

4.25 Hydrotherapy is the use of water to increase flexibility and
where possible slow the progress of disability. Hydrotherapy
differs from swimming because it involves special exercises that
are carried out in a warm-water pool. The water temperature is
usually 33-36°C, which is warmer than a typical swimming pool.

4.26 The treatment can be used for a range of neurological
conditions and is one of many tools that physiotherapists can use,
but the costs of maintaining the pools are expensive, so access is
not universal.

Recommendation 8: We recommend that the Welsh
Government considers commissioning a review of
hydrotherapy provision across Wales to ensure those people
with neurological conditions who might benefit from
hydrotherapy are able to access it, both as in-patients and
out-patients.

Telemedicine

4.27 One of the most exciting technological challenges for
physiotherapy in Wales, as with many other therapies, is the
potential for telemedicine to bring together specialist neuro-
physiotherapists at a tertiary centre and allowing them to examine
a service user in a community hospital or even in their homes.

4.28 The UK Department of Health defines 'telecare' "as much

about the philosophy of dignity and independence as it is about
equipment and services. Equipment is provided to support the
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individual in their home and tailored to meet their needs. It can be
as simple as the basic community alarm service, able to respond
in an emergency and provide regular contact by telephone. It can
include detectors or monitors such as motion or falls and fire and
gas that trigger a warning to response centre."’

4.29 Some neurological conditions are already benefiting from
telemedicine, but the technology remains in its infancy in Wales
and has the potential to be expanded greatly. In December 2011
the Welsh Government invested £350,000 in telemedicine
equipment to allow clinicians in community hospitals to diagnose
stroke by liaising with consultants at a tertiary centre. The
investment in portable, telemedicine units enabled consultants in a
different location to give virtual assessments for stroke patients via
a video camera and screen. The equipment also allowed health
professionals to interview patients and relatives while
simultaneously being able to see test results and scans to help
them make a decision on treatment.®

4.30 In Section 3 the report sets out the challenge of a limited
number of specialist neuro-physiotherapists being unable to see
the vast majority of the service users on their case load due to the
size of the latter and to rurality. As stated in that section, training
and the sharing of expertise is a positive way that community
physiotherapists can be empowered to gain a better understanding
of neurological conditions. Telemedicine offers the opportunity for
a small number of specialist neuro-physiotherapists to direct
colleagues in a remote community hospital hundreds of miles
away and ensure that the most appropriate programme of
physiotherapy is developed.

4.31 The research showed that voluntary sector organisations are
working with Hywel Dda and Powys Health Boards to develop
telemedicine services for neurology by attempting to connect
professionals at Swansea and Shrewsbury to community hospitals
in West Wales and Powys.

Recommendation 9: We recommend the Welsh Government
continues to work with Local Health Boards to fund an
expansion of telemedicine and telecare technology across
Wales

7 UK Department of Health (2011) Whole system demonstrator programme’, London
8 http://wales.gov.uk/newsroom/healthandsocialcare/2010/101206telemedicine /Plang=en

29





Rehabilitation and self-management

5.1 The classic image of physiotherapy is of a timed course of
treatment where an individual regains the vast majority of their
mobility when it concludes.

5.2 In musculoskeletal physiotherapy this tends to be the typical
model with a timed course of physiotherapy over a number of
weeks to improve, for example, a broken leg or a dislocated
shoulder. With a progressive neurological condition an individual
might need indefinite physiotherapy for the rest of their lives, with
the treatment serving to delay progression rather than fix the
problem. Whilst physiotherapy following an acquired brain injury or
spinal injury would seek to provide as much rehabilitation as
possible to allow an individual to be re-integrated back into society
with a higher level of function.

5.3 The challenge for the physiotherapy community is to develop
systems to ensure that individuals can continue to access
appropriate levels of physiotherapy throughout the rest of their life.
Accessing specialist neuro-physiotherapists if they fall into level 3
of the community model (in Figure 5), accessing community
physiotherapists with an understanding of neurological conditions if
at level 2, and being able to access facilities in the community to
manage their own condition if they would fall into level 1 of the
model. People living with neurological conditions need to be able
to self-refer back into the system when their needs change.

Case study: Olivia

Physiotherapy can be beneficial in aiding a more preventative
approach to condition management as people with spina bifida
grow older.

Olivia, 41, has spina bifida and hydrocephalus and was referred to
a group course of physiotherapy which she attended weekly. The
course was for a mixed group of people with different conditions.
Olivia was unsure of what or how much specialist training the
physiotherapist had received as the course was not specific to her
condition or particular needs.
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Despite this, Olivia did feel that the course motivated her to
undertake some exercise in the short-term. However, she was
disappointed to discover the sessions ended after a six week
period and she was discharged from the service.

Her condition is lifelong, and Olivia feels she didn't gain any long-
term, preventative benefits to helping manage her condition during
that short space of time.

5.4 Research undertaken for this inquiry has identified a series
of best practice measures that specialist neuro-physiotherapists or
generic specialist community physiotherapists can use to monitor
the progression of neurological condition and to determine whether
the treatment is effective. The most common measures are Lindop
Scale, Fatigue Measure, Berg Balance Scale and Goal Attainment
Scale.

5.5 The Berg Balance Scale is one of the most commonly used
tests of a person's static and dynamic balance abilities®. The test
takes 15-20 minutes and comprises a set of 14 simple balance
related tasks, ranging from standing up from a sitting position, to
standing on one foot. The degree of success in achieving each
task is given a score of zero (unable) to four (independent), and
the final measure is the sum of all of the scores. If someone scores
0-20, they would typically require a wheelchair; 21-40 would be
someone who could walk with assistance, whilst a score of 41-56
would indicate that someone could walk independently.

5.6 The Berg Balance Scale is flexible and can be used for most
neurological conditions, but it is only one measure and is typically
used with other scales that are condition specific. People living
with Parkinson’s disease, for example, are monitored using a
specific Lindop Parkinson’s Assessment Scale. The assessment
takes approximately 15 minutes and there are 9 questions scored
on a 0-3 scale with 3 being the best score. There are 6 tasks for
assessing gait mobility and 4 tasks for assessing mobility.

° Blum, Lisa; Korner-Bitensky, Nicol (2008). ‘Usefulness of the Berg Balance Scale in Stroke
Rehabilitation: A Systematic Review’, Physical Therapy 88 (5): 559-566.
do0i:10.2522/ptj.20070205. http://ptiournal.apta.org/content/88/5/559.long.

31






An example task is:

Timed Unsupported Stand

Starting position: Standing in front of high plinth with
hands resting on plinth. Patient takes
hands off plinth when they have
placed their feet apart and are ready
to stand unaided. Therapist starts
stop watch as soon as patient
removes hands.

End position: Patient places hands back on bed
after one minute or before this if they
feel unsteady. Therapist stops
stopwatch when patient’'s hands are
placed back on plinth.

5.7 Neurological conditions are lifelong and there are recognised
methods of monitoring the progress of physiotherapy as a
condition progresses. Yet, research for this inquiry revealed that a
significant group of people (43%) have received courses of
physiotherapy of less than 3 months and the majority of these felt
that their treatment should have continued.

How long have you been receiving physiotherapy?

Longer than 6 0-3 months
months 43%

47%

3-6 months
10%

Figure 8
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5.8 Best practice scales and measures exist within
physiotherapy services across Wales, but there still appears to be
a challenge to ensure that people living with neurological
conditions can receive appropriate physiotherapy for as long as it
is making a positive difference.

Recommendation 10: We recommend that Heads of Therapies
promote the use of validated outcome measures so that
physiotherapy for people living with neurological conditions
is provided for the appropriate length of time that is
commensurate to their needs.

Self-management

5.9 Whilst formal physiotherapy services may be necessary for
someone living with a neurological condition if they fall into the
category of level 2 or 3 of the pyramid shown in Figure 5, someone
who falls into level 1, ‘self-managing with support of single health
professionals’, may be able to manage their support needs in a
non-medical setting through self-management and exercise.

5.10 Every neurological condition is different, but health
professionals would generally recommend the following types of
exercise where possible:

- Strengthening exercises including lifting and moving small
weights (or an elastic exercise band if tremor or spasm
exist);

- aerobic exercises such as cycling, running or rowing to
exercise the heart and lungs;

- stretching to help keep muscles supple and relaxed;

- range of movement exercises to ensure that joints have as
full a range of movement as possible;

- passive stretching where someone else moves the arms or
legs to create a stretch;

- posture exercises to help keep feet, knees, pelvis, shoulders
and head properly aligned.™

5.11 The Welsh Government has been promoting formal exercise
programmes since 2007 through the National Exercise Referral
Scheme (NERS) that is primarily targeted at cardiac conditions,

10MS Society, ‘MS Essentials 21: Exercise and Physiotherapy’, London, 2011, p5
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diabetes and other chronic conditions, although a stroke specific
service has also been developed.

5.12 The principle aims of the scheme are:

- To offer a high quality National Exercise Referral Scheme
across Wales.

- To increase the long term adherence in physical activity of
clients.

- To improve physical and mental health of clients.

- To determine the effectiveness of the intervention in
increasing activity levels and improving health.

5.13 The programme has not only brought physical benefits to
service users (muscle strength, maintaining good posture, etc) but
also psychological and social benefits. People who have benefited
from NERS have given feedback that demonstrates psychological
benefits including: ‘I feel less anxious and stressed’, ‘My
confidence and self-esteem are better’, and ‘My wife says | look a
lot happier’. Comments given on the social benefits included: “The
sessions made me get out of the house and gave me a new
interest’ and ‘I made new friends and enjoyed the conversations
we had.’"

5.14 The psychological effects of a neurological condition and the
isolation that any long term condition can bring are difficult to
quantify, but if someone’s psychological wellbeing is improved then
they are more likely to maintain their own physical wellbeing.

5.15 Self-management does not have to take place in a gym and
can take place in a community centre or at home. The Paralympics
has showcased disability sports in recent years and encouraged
service users to seek to manage their conditions through sport and
leisure.

5.16 In South East Wales research for this inquiry has identified
that Aneurin Bevan Health Board has developed exercise support
groups for mixed neurological conditions. These groups facilitate
the formation of patient led self-support groups and promote self-
management in long term conditions.

11 National Exercise Referral Scheme website:
http:/ /www.physicalactivityandnutritionwales.otg.uk/ page.cfmPorgid=740&pid=34474
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Case study: Chepstow Yoga Group:

One of these groups developed into the Chepstow MS Yoga group.
The group was established in 2006 in the Chepstow Community
Hospital meeting once every Friday morning. The group has 12
members from across South East Wales and has been important
in managing both the physical and psychological wellbeing.

‘In some ways the coffee afterwards is the key bit,” says Carol from
Chepstow. ‘It is when we all get together and talk that we can
share any issues and give each other support. I've met people who
have been uninterested in formal physiotherapy and don’t want to
see neurologists, who have benefited from the support of the
group and the Yoga.’

Another member of the group, Melissa says that she continues to
impress her neurologist, who when he sees her is always
surprised by how flexible she still is due to her weekly yoga.

5.17 Another area where Local Health Boards can support service
users is to open up hospital facilities to community patients.
Section 4 explains the benefits of hydrotherapy to people living
with neurological conditions. Whilst swimming can be beneficial as
part of a self-management programme, the temperature and
conditions of a specific pool are particularly important.

5.18 The research shows that Cardiff and Vale University Health
Board has been trialling the opening up of the specialist
hydrotherapy services at Rookwood Hospital to community based
service users. Use of this specialist facility could make a real
difference in the community-based rehabilitation of people living
with neurological conditions, without significantly increasing the
running costs for the facility.

Recommendation 11: We recommend that the National
Exercise Referral Scheme be expanded into all neurological
conditions to support individuals to self-manage their
condition.

Recommendation 12: We recommend that Local Health

Boards review their specialist physiotherapy facilities to
determine appropriate access for community use.
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Conclusion

It is the intention of this report to highlight examples of good
practice within physiotherapy services and recommend low cost
improvements that could increase the number of people who can
access these services. The report demonstrates the support for
physiotherapy services from people living with neurological
conditions and proposes 12 recommendations that seek to
improve services.

Over 100,000 people are living with a neurological condition in
Wales and most could benefit from physiotherapy or from self-
managed exercise classes with the right support. There are
networks of talented physiotherapists across Wales, who with right
training, support from specialists, and by working through muilti-
disciplinary teams, could make a positive impact to the lives of
people living with neurological conditions.

Included within this report are specific recommendations for Local
Health Boards, the Welsh Government and for the Health and
Social Care Committee. We would like the Welsh Government to
establish a working group to consider and take forward all the
recommendations and ensure that the Local Health Boards
implement the reforms. The charities and professionals who have
contributed to this report would gladly contribute and offer support
to this group.
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Appendix

o Appendix A - Letter to Local Health Boards
6 Local Health Boards excluding Cwm Taf Health Board
responded to the survey

o Appendix B - Copy of questionnaire sent to people living with
neurological conditions — 88 responses

** fﬁ/
Cynghrair Niwrolegol Cymru

Cynulliad - Mational
Cenedlaethol  Assembly for

Wales Neurological Alliance cymru Wales

NAME
TITLE
LOCAL HEALTH BOARD
ADDRESS1
ADDRESS2
ADDRESS3
February 2012

Dear NAME,

PHYSIOTHERAPY SERVICES FOR PEOPLE LIVING WITH NEUROLOGICAL
CONDITIONS

We are writing to you on behalf of the Cross Party Group for Neurological
Conditions based at the National Assembly for Wales.

This group is the successor to the Cross-Party Group for Neurosciences and was
first established in 2009 by the Wales Neurological Alliance and Assembly
Members to monitor the two reviews into neurosciences in Wales and to raise
awareness about the treatment and management of neurological conditions.

Cross-Party Groups are a method of bringing the public sector, voluntary sector and
professionals together with Assembly Members from all parties, to discuss issues of
common interest.

An issue on this year's programme is an investigation of the physiotherapy services
available for people with different neurological conditions and identifying possible
improvements.

Physiotherapists operate across a range of specialities and physiotherapy is an
important element to the treatment of most neurological conditions. For some
conditions it is used to improve flexibility and mobility following the onset or a
sudden deterioration in the condition. For many others it serves to slow down the
disability, maintain flexibility and improve quality of life. We are interested in
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services that cover all neurological conditions, including stroke and neuromuscular
disease and we will be interested also in spinal injury and neuropsychiatry if these
are services in which physiotherapy is provided by your health board.

In light of this the Cross-Party Group would like to ask the following questions —

In total how many physiotherapists does [LOCAL HEALTH BOARD]

employ?

° How many physiotherapists with a specialist knowledge and expertise
in neuroscience does [LOCAL HEALTH BOARD] employ?

What is the physiotherapy staffing establishment in your Health Board
dedicated to working in the field of neurosciences?

o What is the process for referring to a ‘neurophysiotherapist’ (a
physiotherapist with specialist expertise in neurosciences) in [LOCAL
HEALTH BOARD]? Please answer this from the inpatient and
outpatient perspective

o How long would a patient typically have to wait from referral to see a
‘neurophysiotherapist' in [LOCAL HEALTH BOARD]? Please answer
this from the inpatient and outpatient perspective

o With many neurological conditions physiotherapy might prevent further
deterioration of the condition rather than improve mobility. What
mechanisms are in place to monitor the success of physiotherapy for
someone living with a neurological condition and would a course of
treatment be time limited?

o Does [LOCAL HEALTH BOARD] follow the Map of Medicine Care
Pathways for the following conditions:

(Muscular dystrophy, multiple sclerosis, motor neurone disease,
epilepsy, chronic fatigue syndrome, fibromyalgia, post polio, acquired
brain injury, Parkinson’s disease, chronic conditions)

o Does your Health Board use any other care pathways for neurological
conditions (if so, which)?

o Does your Health Board have any examples of innovation/good

practice within physiotherapy services in the speciality areas of

neurosciences that you would be happy to share with the Cross Party

Group?

Any further comments you may wish to make about physiotherapy services for
people living with neurological conditions in [LOCAL HEALTH BOARD] including

any potential future initiatives that may be undertaken in the local area, would also
be appreciated.

We look forward to receiving your response.
Yours sincerely,

m(f*—rﬁﬁ . \zs % W

Mark Isherwood AM Joseph Carter
Chair of the Cross-Party Group Chair of the Wales Neurological
for Neurosciences Alliance
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* Cynghrair Niwrolegol Cymru

Wales Neurological Alliance

e
|

Physiotherapy Survey

Who are we? A\ A
The Wales Neurological Alliance (WNA) is a voice for the 100,000 people, their families and
carers affected by neurological conditions who live in Wales. Our membership constitutes 25
organisations from the voluntary sector. Our aim is to improve the lives of those affected by
neurological conditions by raising awareness of their needs for better health services.

What is the survey for?

The Wales Neurological Alliance is concerned that people living with a range of neurological
conditions might not be able to access appropriate physiotherapy. We would like to find out
about your experiences of trying to access physiotherapy, how effective it was, and how difficult
it was to be referred.

1. Name:

2. Address:

3. Date of Birth:

4. What is your condition?

5. How long have you been diagnosed with your condition?

[ ]0-5 years []5-10 years [_] 10-15 years [ ] 15 years or longer

6. Inthe last 12 months have you ever had contact with the following? (tick all that apply)

[ ] Neurologist [ | Physiotherapist [ ] Occupational Therapist [ | Speech Therapist

[] Specialist Nurse [ ] Continence Nurse

7. In the last 12 months have you had any contact with the following groups? (tick all that
apply)

[] A charity linked to your condition (if yes, please say which)

[ A carers charity (if yes, please say which)

[ ] The Wales Neurological Alliance [ ]Alocal neurological alliance

8. Are you currently receiving (or have you received) physiotherapy to help you manage your
neurological condition?

[]Yes ] No

(If yes, please could go to Q9, if no, please could you go to Q16)

9. How long have you been receiving physiotherapy (or if in the past — how long did you

receive physiotherapy)?
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[ ]0-3 months [ ] 3-6 months [ ] Longer than 6 months

10. If your course of physiotherapy has finished do you believe that it should have continued?

[ ]Yes [ ] No [ ] Don’t know

11. How beneficial do you think the treatment has been?

[] Very beneficial [_] Limited benefit [ ] Unsure [] Has not helped
12. What were the benefits of the physiotherapy? (tick all that apply)

[ ] Increased flexibility [ ] Increased mobility

[] Slowed progression of condition [] Improved self confidence

[] Other (please specify)

13. How often do you (or did you) receive physiotherapy?

[ ] Weekly [] Fortnightly [] Monthly L] Irregularly

14. What level of understanding does (or did) the physiotherapist have of your condition?

[ ] 1 was treated by a physiotherapist ‘neurophysiotherapist’ (a physiotherapist with specialist
knowledge and experience in neurosciences)

[] The Physiotherapist had been trained with my condition

[ ] The Physiotherapist had knowledge of other conditions, but not my condition

[] The Physiotherapist had limited knowledge of neurological conditions

15. Approximately how far do you have to travel for treatment?

[ ]Less than 5 miles[ | 5to 10 miles [ ] 10-25 miles [ ] Over 25 miles

16. If you do not receive Physiotherapy, do you believe that you would benefit from receiving
physiotherapy?

[ ]Yes [ ] No [ ] Don’t know

17. Why are you not receiving physiotherapy? (tick all that apply)

[] Have not discussed it with GP/neurologist/specialist nurses

[] GP/neurologist/specialist nurses did not support referral

[] The NHS could not offer any suitable physiotherapy locally

[] The waiting list was too long [] I am currently waiting to receive physiotherapy

18. Have you ever paid for physiotherapy or used a service paid for by a charity?

[]Yes []No
19. Would you like to receive more information about the work of the WNA in your area?
[ ]Yes [ ] No [ ] Don’t know

For more information:
We would be pleased to meet and discuss any of the issues above with you in more detail or
feel free to contact us for more information, please see details below.

The Wales Neurological Alliance is: Alzheimer’'s Society, Association of Spina Bifida and Hydrocephalus, Cerebra,
Charcot-Marie-Tooth United Kingdom, Chartered Society of Physiotherapy, Child Brain Injury Trust UK, College of

Occupational Therapists, Dystonia Society, Epilepsy Action, Epilepsy Wales, Genetic Alliance UK, Guillain-Barré

Syndrome Support Group, Headway, Huntington’s Disease Association, Motor Neurone Disease Association, Muscular
Dystrophy Campaign, Myasthenia Gravis Association, Myotonic Dystrophy Support Group, MS Society Cymru,
Parkinson’s UK, Progressive Supranuclear Palsy Society, Stroke Association, Tourette’s Syndrome Association, Tuberous

Sclerosis Association, Welsh Association of ME & Chronic Fatigue Syndrome.

Wales Neurological Alliance: c¢/o Miss Gill Gleeson, Cerebra, 2nd Floor Offices, The Lyric Building, King St,
Carmarthen SA31 1BD  W: www.walesneurologicalalliance.co.uk  T: 01267 244200  E: gill@cerebra.org
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