Dear DWP,

PIP Consultation Document Period ends 5 August 2013 

Question asked: 6.3 We would like to know what people think about the current Moving around criteria, including the current thresholds of 20 and 50 metres; what they think the impact of the criteria will be; and whether they think we need to make any changes to them or assess physical mobility in a different way altogether.

As an established amputee of more than *** years’ experience, I would comment as follows:

Whilst this appears on the face of it to be an innocuous change, one has to be mindful of consistency and fairness of individual measurement across the agencies whether national or regional and to be careful not to be seen to somehow reinforce inactivity through discouragement of activity and or reducing an individual’s aspiration(s) in terms of individual mobility perhaps to do the smallest of things independently. An example could be the comparison with the criteria for a blue badge, where the wider disabled community is assessed on 50 metres. One should also consider that the many caring healthcare professionals within rehabilitation services nationally, who constantly try to motivate individuals to aspire to increased independence through marginal gains in mobility. This change in assessment could perhaps impact on an individual’s aspiration however small and perhaps inadvertently work detrimentally against the wider public, health and social care agendas’ to reduce and or stem future individual co-morbidities, which should be improving peoples quality of life. I would also add that an individual would need to be able to return from whence they came and so it would seem that this measurement is limiting individuals to 10 metres there and 10 metres back.

I would also share that unless one is physically an amputee or works within this nationally recognised specialist area of medicine and or rehabilitation then the complex areas of ‘pain’ whether stump pain or phantom pain and ‘socket fit & comfort’ can be difficult to appreciate and or comprehend. Keeping this simple when one wears a lower limb prosthesis generally these are held on to the residual limb by a socket of some description. These sockets can and are made from metal, leather and more commonly more modern materials like ThermoLyn/copolyester as a flexible inner liner with laminated outer sockets usually reinforced with carbon fibre amongst many other materials. These can be affixed or held on with rigid steel belts and other forms of suction. Socket design and fit is also widely recognised as a science and an art form given the production and manufacturing techniques and processes involved, which again include traditional plaster of paris casting through to computer aided design of which the results are very mixed and individual. The results are often impacted by the growth of neuromas since the cutting of nerves across the limbs. So two points to consider from these very simplistic points, which impact on one’s ability to wear and walk with a prosthesis are firstly the length of time it takes to produce an individual socket, that fits and is of a comfort level that is wearable perhaps with pain that is tolerable (this can take months and sometime years) and secondly the very nature of the socket being hard and abrasive on the residual limb can also cause damage quickly to a residual limb perhaps brought on just by a small change in the weather! For instance a residual limb may act a little like a biped individual’s foot, which may swell in the heat and contract in the cold. These changes affect the fit of the socket and may allow for a piston type action of the residual limb within the socket, or may not allow the wearer to get into a socket or conversely allow the wearer to sink to the bottom of the socket. Any or all of these type effects, which are just examples and are not an exhaustive list will have an effect on one’s ability to ambulate.

In summary this seeming innocuous change may not work in the best interests of the individual, the DWP and the wider public, health and social care agenda and may not work to deliver the overall benefits expected under the overarching Government Policy. Perhaps further collaboration with the recognised national stakeholders would be worthy of further exploration and or investigation before any hasty, or fully considered implications or ramifications of the implementation of such a policy is necessary.  

I hope my limited and short response is helpful.
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*** ***
***
1

