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ABSTRACT 
Studies concerning standing in standing devices have mainly focused on the biological 

effects of standing on the body, such as preventing bone loss, increasing or 

maintaining ankle dorsiflexion, improving bone density and reducing spasticity. Little 

is known about the psychosocial dimensions of standing. The overall aim of this thesis 

was to determine the characteristics of individuals who use standing devices, to 

describe their reasons for standing and their experiences of using these devices as 

viewed from the perspectives of adults, children and their parents. This thesis includes 

four studies, two with a qualitative approach (Studies I and IV) and two with a 

quantitative approach (Studies II and III).  
In Study I, fifteen adults with different disabilities who were users of standing 

devices were interviewed about the meaning associated with standing. The data were 

analysed using a phenomenological hermeneutic approach. The results showed that the 

upright body position had an influence on the individual’s lifeworld, including the 

lived body, lived time, lived space and lived relationships. 

Studies II and III originated from a comprehensive survey of users of standing 

devices in five counties in Sweden. The data were analysed with descriptive statistics. 

The results of Study II revealed that the individuals who used standing devices ranged 

in age from 2 to 86 years and had different types of standing devices. Almost 50% of 

the respondents were totally dependent on other individuals to complete the 

questionnaire, and only one in four was independent in movement. The participants’ 

self-rated health, according to the EuroQoL visual analogue scale (EQ-VAS), was 

rather high. Thirty nine per cent (39%) of the respondents’ used their device one or 

more times per day. The youngest individuals used the devices most frequently and 

had the longest standing times, which was in contrast to teenagers, who used the 

devices least frequently. The respondents’ perceptions of how the standing position 

influenced how they were met by other persons differed depending on whether the 

individual him/herself provided the rating or someone else rated the item on the 

individual’s behalf. The most common reasons given for standing were to improve 

circulation and well-being and to reduce tension and stiffness (Study II).  
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In Study III, the psychosocial impact of the standing device was measured using the 

Psychosocial Impact of Assistive Devices Scale (PIADS) questionnaire. Standing 

devices were shown to have a positive impact on the users according to the total score 

and three sub scores: adaptability, competence and self-esteem. The teenagers had the 

lowest scores on the scale, whereas the respondents who were 65 years of age or older 

had the highest scores. A high degree of independence in movement, the ability to 

walk and the possibility of using the device during activities also yielded high values 

on the scale. 

Study IV was an interview-based study with children who used standing 

devices and their parents. The children and their parents were interviewed 

individually. A qualitative content analysis was performed to gain insight into the 

participants’ experiences of using standing devices. The standing position influenced 

both physical and social dimensions. There was also ambivalence about using the 

device. In the parents' eyes, standing was a way to be like others and to enhance 

participation in different activities. However, some children stated that standing could 

be painful and interfere with participation.  

In conclusion, this thesis illustrates the use of standing devices from the points 

of view of both autonomous and non-autonomous users as well as of users’ parents. 

The use of these devices was widespread and frequent. The upright body position was 

experienced as mainly positive, with positive impacts on well-being and participation, 

but there was also a degree of ambivalence. Because there is a great lack of studies 

concerning the impacts of using standing devices, professionals should pay attention to 

promoting standing as a means of improving well-being and participation in this 

vulnerable group.  

Keywords: Self-Help Devices, Disabled Persons, Rehabilitation, Posture, ICF  
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PREFACE 
As a former preschool teacher and a newly qualified physiotherapist, I met Kim for the 

first time at a children’s habilitation centre in northern Sweden. Kim had recently 

undergone hip joint surgery, and the postsurgical recommendations included the 

frequent use of a standing device to load the hip joint and skeleton. The child refused 

to stand and told me to go home. I struggled with managing the recommendations of 

the orthopaedic surgeon, the child’s unwillingness and the expectations of being a 

professional physiotherapist who did the right thing. It was difficult to work against 

my convictions when standing in the standing device led to such negative feelings in 

the child. I felt that the orthopaedic surgeon’s treatment recommendations disregarded 

Kim as a child while focusing solely on the hip joint. My intention was for the child to 

experience standing not only as a treatment of the hip joint but especially to provide 

joyful experiences of the lifeworld from different perspectives, which in turn would 

provide advantages in activity and participation.  

Several years later, I began to work as a consultant for assistive devices, and I 

met both children and adults who were trying out standing devices. The adults were 

often proactive in the process of procuring a standing device, and they expressed a 

deep appreciation of the upright body position. From the professionals’ perspective, 

the perception of standing was as a way to treat the skeleton and hip joints. The ethical 

conflict between the need to treat the hip joint and the child’s right to be a child led to 

my decision to try to gain a deeper understanding of the users’ experiences of standing 

in standing devices. My expectations were that increased knowledge about 

individuals’ experiences of standing could lead to opportunities to intertwine the 

orthopaedic knowledge and knowledge of the body with lived experiences and thus 

consolidate the individual in itself and in its body. 
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INTRODUCTION  
Standing and its impact on the user have mostly been studied from the professional’s 

perspective, with a focus on how standing affects the biological body. According to 

Glickman and Newman (1, 2), there is some evidence that standing has a positive 

impact on bone mineral density (BMD), reduces spasticity and prevents contractures. 

A sedentary lifestyle has been shown to negatively affect health (3, 4), which is 

important to consider for individuals with disabilities who spend many hours each day 

sitting in their wheelchairs. Standing may be a way to interrupt this sedentary time, 

and standing (instead of sitting) doubles an individual’s energy metabolism (5, 6). To 

achieve and maintain a standing position, individuals with severe disabilities need a 

standing device that compensates for their inability to maintain a standing position.  

Standing devices are used in different contexts at home, pre-school, school, 

work and rehabilitation clinics. Some individuals are using their devices at several 

locations, and a large proportion of the users were dependent on help from others to be 

moved and positioned in the device (7). School-based physiotherapists rated pressure 

relief as the most important benefit of standing. The social and educational benefits 

were also rated highly (8). The most common reasons for using tilt tables in intensive 

care units were to facilitate weight bearing, prevent muscle contractures, improve 

lower limb stretch and increase arousal (9).  

Based on my professional clinical experiences, I believe that standing devices 

are mainly prescribed with the aim of treating the structures and functions of the body, 

with a focus on the biological body. To my knowledge, the tilt table was the first 

standing device developed to support an upright body position for individuals lacking 

the ability to stand independently. The use of tilt tables began in the 1960s with the 

aim of providing skeletal loading and improving circulation (10). The development of 

standing devices has continued, and today, many different types of standing devices 

are available. The standing devices used of the participants in our studies were tilt 

tables, standing shells, standing frames, standing frames with rear wheels and 

wheelchairs with a standing function (Figure 1).  
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My intention is that the prescription process will be broadened so that standing devices 

will be prescribed as a natural part of the user’s daily life, with a focus that includes 

bodily experiences, feelings of well-being and perspectives of meaning. Therefore, I 

chose to study users’ experiences and perceptions of using standing devices via both 

qualitative and quantitative methods to increase my knowledge in this area.  

 

 
Figure 1. Tilt table, standing frame, standing shell, standing frame with rear wheels and wheelchair 

with standing function. 

 

 

The technical development of standing devices has progressed and one example of 

recent innovations is a robotic exoskeleton applied to the individual’s body allowing 

the individual to stand and walk (11). 
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BACKGROUND 
Approximately one million individuals in Sweden have one or more permanent 

disabilities, and about 10% of the population is estimated to use assistive devices (12). 

However, there are a limited number of individuals who have standing devices. In five 

counties in Sweden, approximately 5 out of 10,000 residents have some type of a 

standing device.  

The prescription of assistive devices for individuals with disabilities in Sweden 

is controlled by the Swedish Health Act (13) and the Medical Devices Act (14). A 

fundamental principle of Swedish disability policy is that users should have access to 

assistive devices based on their needs, not according to their personal economic 

conditions (12). Assistive devices are classified in the international classification 

system (15) and the standing devices are mostly found under the section “assistive 

devices for personal medical treatment”.  

The aims of a device, according to the prescribing process, are to compensate 

for, improve or maintain function and ability and to prevent the future loss of function 

and capacity (16). The significance of assistive devices, in terms of their influence on 

individuals’ self-identity and ability to fulfil social expectations, has been highlighted 

in previous studies (17-19). Another study (20) noted that assistive devices for 

individuals with a spinal cord injury (SCI) were considered important for self-

perceived participation.  

 

The standing position and the biopsychosocial model  
The International Classification of Functioning, Disability and Health (ICF) is used as 

a basis for understanding and studying health and health-related conditions. The ICF is 

a biopsychosocial model based on a combination of medical and social models (21). 

For an individual with a limited ability to maintain an independent standing position 

caused by impairments in body structures and bodily functions, the prescription of a 

standing device may be an intervention that compensates for this inability. Standing 

devices are classified as an environmental factor that may be either a facilitator or a 

barrier to an individual’s activities and degree of participation. Other environmental 
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factors with significance for the use of these devices are the individuals in the user’s 

environment, including health care professionals and their attitudes towards the use of 

the device (21). 

The starting point for the prescription of a standing device is an assessment of 

the individual’s needs (16, 22). Scherer (22) highlighted both the importance of 

understanding personal factors for prescribing the optimal device and the focus on 

follow-up to ensure that the assistive device is enhancing the user’s perceived well-

being. Personal factors are not yet classified in the ICF; however, personal factors are 

defined as follows: “Personal factors are the particular background of an individual’s 

life and living, and they comprise features of the individual that are not part of health 

condition or health stages. These factors may include gender, race, age, other health 

conditions, fitness, lifestyle, habits, upbringing, coping styles, social background, 

education, profession, past and current experiences (past life events and current 

events), overall behaviour pattern and character style, individual psychological assets 

and other characteristics, all or any of which may play a role in disability at any 

level” (21, 23). The goal of the prescription of a standing device can be the treatment 

of different body structures and/or the enhancement of participation and/or activity. 

For physiotherapists, the prescription of a standing device is mainly directed towards 

the treatment of body structures and body functions; this goal is also in line with the 

international classification of assistive devices (15), which classifies standing devices 

as devices for personal medical treatment to train movement, strength and balance. In 

the ICF, assistive devices, including standing devices, are considered as an 

environmental factor (21). There is a mutual interaction between the components of 

the ICF classification, i.e., bodily functions, activities, participation, and 

environmental and personal factors all together interacting with each other (23, 24) 

(Figure 2). 
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Figure 2. Description of the interaction between the components in the ICF. 

 

 

The ICF model classifies health and disability at the individual and population levels. 

Disability is related to the consequences of health conditions, which includes 

impairments of body functions and/or structures, limitations on activity and 

restrictions on participation.  

The ICF classification includes a broad definition of health, with participation 

as the key term (23). However, only a limited number of studies have measured 

participation by children and youths. In a review (25), only 6/96 articles were 

concerned with participation. Most of the studies in the review focused on bodily 

functions.  

The concept of participation has an important role in the ICF classification, and 

it has also become a central construct in health care and rehabilitation services (26). In 

the ICF, participation is defined as involvement in a life situation (21). This concept is 

controversial because performing an activity does not always lead to participation, and 

those who do not practically perform an activity may feel that they are participating 

Health 

Body Structures 

and functions 

Participation Activity 

Environmental 
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Personal factors 
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(27). Lund and Lexell (28) concluded that individuals with different disabilities may 

feel they experience good participation, which can be associated with high life 

satisfaction. However, barriers in the environment may negatively affect participation. 

Jutai and Day (29) suggested that well-functioning assistive device could enhance the 

individuals’ willingness to try new things, and thereby enhance participation. Because 

a standing device is classified as an environmental factor in the ICF (21), it is 

important to prescribe the optimal device to facilitate participation (16). 

 

Quality of life, well-being and psychosocial impact 

Concerning the concepts of quality of life and well-being, the intent of my studies was 

to increase our understanding of standing and its impact on the individual’s 

subjectively perceived well-being. Well-being is described by the ICF as a general 

term that encompasses all human life areas, including the physical, psychological and 

social aspects of what might be called “a good life” (21). Subjective well-being is a 

key patient-reported outcome in rehabilitation (22). According to Cummins (30), well-

being is the subjective dimension of the construct of quality of life, and well-being is 

defined as a normal state of positive well-being. 

The predispositions and expectations about the use of assistive devices are 

individual and differ between different individuals. Varying needs, abilities and past 

experiences are some of the sources of these differences (31). An individual’s sense of 

well-being and satisfaction with his/her performance and participation in activities are 

also important determinants of whether the device will be used (32). Scherer et al. (31) 

showed that high scores on subjectively perceived quality of life and personal and 

psychosocial measures were important factors in an individual’s predisposition to 

using the device. They also noted that there was a relationship between measures of 

personal and psychosocial characteristics and subjective perceptions of quality of life 

and well-being. When the user perceives the assistive device positively, it may result 

in decreased reactions to the disability and increased self-efficacy which in turn are 

thought to enhance subjective well-being (29). Lenker and Paquet (33) stated that the 
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impact of a standing device on quality of life may have been the most important 

outcome indicator from the user’s perspective.  

Some studies have proposed that parents may be able to act as proxies for their 

children (34); however, parental distress appeared to have a small negative correlation 

with parents’ proxy reports (35).  

 

Physiotherapy, body and person 

Movement is the key concept in physiotherapy (36-38). According to the World 

Confederation for Physical Therapy (WCPT) (39), physiotherapy is based on 

movement and function. 

“Physical therapy provides services to individuals and populations to develop, 

maintain and restore maximum movement and functional ability throughout the 

lifespan. This includes providing services in circumstances where movement 

and functioning are threatened by aging, injury, diseases, disorders, conditions 

or environmental factors. Functional movement is central to what it means to be 

healthy”. 

To stand is to move; the body sways as an active process of the nervous system when 

searching for the limits of stability (40). For individuals with neuromuscular 

impairments, a standing device may compensate for physical inability. Movement is 

multidimensional and includes physical, emotional, sociocultural and existential 

dimensions (41). From the patient’s perspective, movement has also been found to be 

strongly connected to the body and social interactions (42). When a physiotherapist 

meets an individual with impaired postural control, such as an inability to maintain a 

standing position, the physiotherapist may offer the individual a standing device. 

Postural control involves controlling the body’s position in space with respect to 

stability and orientation, and it requires complex interactions among multiple systems, 

including the musculoskeletal and neurological systems. Abnormal muscle tone, 

muscle weakness and disrupted sensory information are possible reasons for the 

inability to maintain postural control during standing (40).  
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It is important for the prescriber to be sensitive during a meeting with a disabled 

individual who is going to try out an assistive device for standing. My experience as a 

physiotherapist and consultant of assistive devices is that the standing position can be 

emotional and trigger different emotions. With an altered body, the world around is 

experienced in a new way (43-45). I agree with Thornqvist (46, 47) that the body is the 

basis of a physiotherapist’s work. The body represents our ability to act, and the body 

is the basis of our experiences. When meeting a patient, a physiotherapist receives 

information through his/her senses and influences the patient’s perception of his/her 

body. Therefore, the physiotherapist’s view of the body is central because a disability 

may result in the individual directing his/her attention toward the body as an object. 

The view of the body as both an object and a subject is in line with evidence 

based medicine (EBM). To consider standing with a subjective view, standing is 

directed towards something and holds a meaning for the person while standing with an 

objective view is to correct bodily anomalies. One way for physiotherapists to view 

EBM is to strive for the best available practise, research and clinical expertise and to 

consider the values of the patient/client (48). The client’s values are highlighted in the 

client-centred approach, which is a key element of rehabilitation (49); these authors 

emphasise the importance of listening to the client’s story and what is meaningful to 

them. A way to engage individuals in their rehabilitation, according to Bright et al. 

(49), is to “be with” the individual instead of “doing to” them.  

 

Outcomes of Standing Activity 

The effects of standing on the bodily structures and functions of individuals who are 

unable to independently maintain a standing position indicate that there is some 

evidence that standing has positive effects or positive trends on bone mineral density 

(BMD) (1, 2, 50). Reviews by Glickman and Newman (1, 2) also concluded that there 

was limited evidence that standing decreases spasticity and improves range of motion 

and function. There has been some criticism regarding the lack of a weight load during 

standing in standing devices because the amount of weight borne is highly variable 

(51). Continuous postural management, including standing, sitting and lying, has also 
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been popular for controlling/preventing deformities, maintaining muscle length and 

increasing function in children with cerebral palsy (CP). There is some evidence to 

support this approach for controlling hip migration (52). The early provision of 

postural management in standing, sitting and lying prevented hip 

dislocation/subluxation in children with CP who could carry out the management for 

two years (53). Gough (54) noted the importance of identifying children for whom 

postural management is suitable because some children cannot tolerate it, and the 

management programs may not be effective for other children. However, other authors 

(55) have noted that parents will not comply with a postural management program if 

the child perceives it as painful or if the position does not have functional benefits.  

It is well known that individuals with severe disabilities are often limited in 

their physical activities (56). Standing and other low-intensity activities that interrupt 

prolonged sedentary intervals may have beneficial effects on the cardiovascular system 

because excessive sitting is considered harmful in this area (3). The national Swedish 

guidelines recommend 30 minutes of physical activity of at least moderate intensity 

every day. However, some studies have shown that this recommendation is not 

sufficient; reducing sedentary living is just as important for improving health (6, 57). 

Ainsworth et al. (5) found that energy metabolism was doubled just by standing 

instead of sitting. These results are highly relevant to individuals who spend many 

hours each day sitting in a wheelchair.  

Furthermore, in addition to the effects of standing on the skeleton and hip 

joints, some survey studies of adults with SCI have described the users’ perceptions 

that standing produces positive effects on bowel and bladder function (58-60) and 

improved circulation and improved quality of life (60). The respondents also reported 

decreased spasticity (60). Additionally, the standing position could provide wheelchair 

users with an increased sense of confidence and equality by enabling eye-to eye 

conversations with other individuals who are standing (60, 61).  



16 

 



17 

 

RATIONALE  
From the professional’s perspective, previous studies concerning standing in different 

standing devices have focused on examining the biological effects of standing on the 

body, including preventing bone loss, increasing or maintaining ankle dorsiflexion, 

improving bone density and reducing spasticity. Most studies have focused on adults 

with SCI or children with CP. Several review studies have shown that there is some 

evidence that standing has a positive impact on bone density but that there is limited 

evidence regarding spasticity and joint mobility. The other effects of standing are 

inconclusive. Little is known about the social and psychological dimensions of 

standing. In the four studies examined in the present work, the users’ perspectives and 

experiences of standing were central and a prerequisite for increasing our 

understanding of the significance and meaning of standing in standing devices. It is 

important to study the characteristics of people who use standing devices, regardless of 

diagnosis, and to explore the users’ experiences of standing, degree of use and reasons 

for standing as well as to examine the perceived psychosocial impact of the device. 

The ICF (21) is an interactive model of health that illustrates the relationships among 

health conditions, bodily functions and structures, activities and participation and 

environmental and personal factors. These dimensions can affect and be affected by 

standing. As a physiotherapist and consultant for assistive devices, I have personally 

experienced that standing holds different meanings for users. I believe that a user’s 

experience of standing in standing devices is a crucial factor in whether the device will 

be used; therefore, it is important to study this phenomenon closely.  
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AIMS 
The overall aim of this thesis was to determine the characteristics of individuals who 

use standing devices, to describe their reasons for standing and their experiences of 

using these devices in daily life as viewed from the perspectives of adults, children and 

their parents.  

The specific aims were as follows: 

- to illuminate the meaning that standing holds for individuals who require 

standing devices. 

- to identify the characteristics of people who use standing devices and to explore 

their experiences of standing, degrees of use, reasons for standing and the 

perceived impacts of standing in standing devices on well-being and quality of 

life. 

- to investigate the psychosocial impacts of standing devices as experienced by 

their users. 

- to describe the experience and significance of standing in children and their 

parents. 
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METHODOLOGICAL FRAMEWORK 
Research is a systematic search for new knowledge or new ways to use knowledge that 

already exists. The researcher’s ontological assumptions guide both the research 

questions and the methods that will be chosen (62). According to Van Manen (63), the 

important starting point is not the method but the questions themselves and the way the 

questions are understood. My starting point was to find out how individuals who used 

standing devices experienced the standing position. All of the studies in this thesis had 

their origins in individuals’ experiences and perceptions of the use of standing devices. 

The data collected in this thesis were qualitative as well as quantitative.  

Studies with quantitative and qualitative nature differ in degree of closeness 

and distance to the phenomenon or object that will be studied. In studies with a 

qualitative approach, the researcher alternates between closeness and distance, 

whereas in studies with a quantitative approach, the researcher strives to remain 

outside of what is being studied. Surveys represent a method of maintaining distance 

from the phenomenon/object, whereas in interviews, it is neither possible nor desirable 

for the researcher to assume a perspective of maintaining distance from either the 

participant or the phenomenon (64). 

Research using quantitative methods includes both descriptive and exploratory 

studies. The aim is to come as close as possible to the objective truth. The survey study 

in this thesis examined how standing devices were used and perceived at a given time. 

Quantitative methods are characterised by standardisation, structured instruments, 

quantification, a random or representative selection of participants, generalisation and 

statistical analyses. In addition to be generalizable, the information obtained should be 

valid and reliable (65). Descriptive statistics are used to describe the data and to more 

clearly convey the meaning of the numbers (66).  

Qualitative methods represent systematised knowledge of how to represent the 

nature of a phenomenon. To gain an understanding of the part that has been studied, 

the parts must be related to the whole to give them meaning (67). It is often said that 

truth is in the eye of the beholder, which means that the outside world is complex, 

subjective and dependent on context (64). In qualitative methods, the quality of a 
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phenomenon is the focus; such methods rely on individuals’ stories of their own lives. 

Qualitative methods progress from data collection in a concrete reality towards 

abstract analyses and descriptions at the theoretical level (68). The interpretation of the 

interview should be considered in context, taking into account the individual’s history, 

culture and living conditions (64).  

Body and mind cannot be distinguished; all humans live in a world where the 

body is both a subject and an object (69). Human beings live in a context that they 

affect and are affected by. My perspective provides a view of the world in which 

everything is connected and the whole is greater than the sum of its parts. My research 

is about the specifically human and is based on individuals’ lived experiences and 

individuals’ ways of giving these experiences meaning and significance.  

Qualitative and quantitative methods can be combined to highlight different 

aspects of a phenomenon, thereby providing a more complete understanding of the 

phenomenon. The different perspectives support and complement each other (65). 
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METHODS 
The research in this thesis applied both qualitative and quantitative methods, and the 

research question guided the choice of method. In Study I, a phenomenological 

hermeneutic approach was used. Studies II and III were survey studies and were 

analysed with descriptive statistics. In Study IV, the data from the interviews were 

analysed using a qualitative content analysis. During 2010, prescribers and consultants 

who worked with assistive devices in five counties in Sweden were informed about the 

study, and data relevant to standing devices were collected from SESAM, a Swedish 

register of prescribed devices. The prescribers and consultants received oral and 

written information about the study. All of the individuals with standing devices who 

could be contacted were invited to participate in the comprehensive survey, whereas 

the participants in the interview studies were selected through purposive sampling.  

 
Table 1. Summary of participants, data collection and analysis of Studies I-IV. 

Study Participants Data collection Data analysis 

I 15 adults 

(36-75 years of age) 

Individual 

interviews 

Phenomenological 

hermeneutic approach 

II 319 of 545 possible users 

of standing devices 

(2-86 years of age) 

A comprehensive 

survey 

Descriptive non-

parametric statistics 

III 284 of 545 possible users 

of standing devices 

(2-86 years of age) 

A comprehensive 

survey 

Descriptive non-

parametric statistics 

IV 6 children/teenagers 

(7-19 years of age), 

14 parents of children 

who used standing 

devices 

Individual 

interviews 

Qualitative content 

analysis 
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Setting 

The studies in this thesis were conducted in five counties in Sweden. In Study I, the 

participants were recruited from a register of assistive devices in the county of 

Norrbotten. The study began in 2006 with five pilot interviews and continued in the 

spring of 2010 with further interviews with ten individuals. Studies II and III 

originated from a comprehensive survey study; the participants were recruited from 

the four northernmost counties of Sweden and from one county in the middle of the 

country. Initially, we intended to include only the four northernmost counties, but we 

decided to include a reference county in the middle of Sweden. Personal connections 

(first author) determined the choice of the fifth county.  

 

Procedures, participants and data generation 

Study I 

The participants in Study I were recruited from a register of assistive devices in the 

county of Norrbotten. Purposive sampling (70) was applied with the following 

inclusion criteria: (i) having received the standing device more than one year prior; (ii) 

being 19 years of age or older; and (iii) being able to communicate orally and willing 

to tell their story. The request to participate in the interviews was made by the 

individual's physiotherapist or occupational therapist. The participants received both 

written and oral information about the study and provided written consent before the 

interviews were conducted. 

Fifteen individuals (6 men and 9 women) between 36-75 years of age 

participated in the study. Ten were single, and five were married or cohabiting. Seven 

individuals had progressive diagnoses, such as multiple sclerosis or other neurological 

diseases. Eight individuals had non-progressive diagnoses, such as traumatic brain 

injury, chronic pain, SCI or CP. All of the participants lacked the ability to maintain an 

upright body position and used wheelchairs with standing function (n=6), standing 

frames (n=5) or tilt tables (n=4). 
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The interviews were performed individually by the first author, and they began with an 

open-ended question: “Could you please tell me about your experiences of standing in 

your standing device?” The participants were encouraged to speak freely, and probing 

questions were asked to induce the participants to explain their experiences further.  

 

Studies II and III 

Studies II and III originated in a comprehensive survey and the data collection was 

performed from November 2010 to July 2011. A total of 545 potential participants 

were identified in the five counties. All possible participants with a standing device 

who could be contacted were invited to participate. Prescribers and consultants who 

worked with users of assistive devices in the designated counties received oral and 

written information about the study from personnel in each county. Data relevant to 

the standing devices prescribed for these people were collected from SESAM. To gain 

insight into this topic, a cross-sectional study design was used. A questionnaire was 

developed that consisted of five parts. Part 1 consisted of background questions to 

determine whether the survey participant responded without assistance (Group 1), 

received help (Group 2), or had someone else answer on their behalf (Group 3) and to 

determine the participant’s sex, age, diagnosis and movement skills as well as the type 

of standing device used, the time since the prescription of the device and the frequency 

and duration of device use. Part 2 consisted of nine predetermined statements from 

which the respondents selected to reflect their reasons for using the standing device. In 

Part 3, which consisted of ten statements about standing, the participants rated their 

experiences using a visual analogue scale (VAS) with the anchor terms “does not 

match at all” and “fully consistent”. The statements in Parts 2 and 3 were developed 

from recurrent quotations based on the findings from Study I. Prior to this study; the 

statements were tested in a pilot study with users of standing devices and expert 

physiotherapists. The statements were then modified in response to feedback from the 

participants.  
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Part 4 concerned the respondents’ self-rated perceptions of their general health, which 

were scored using a vertical VAS between 0 and 100 on the EQ-VAS rating scale from 

the EuroQol instrument. The endpoints of this scale were labelled “best imaginable 

health” and “worst imaginable health” for scores of 100 and 0, respectively (71). 

Finally, there were questions about the psychosocial impact of the standing device in 

daily life using the Psychosocial Impact of Assistive Devices Scale (PIADS) (29). 

PIADS is an instrument that examines the perceived psychosocial impact of an 

assistive device. PIADS consists of 26 items and is divided into the following 

subscales: (1) competence, (2) adaptability and (3) self-esteem. The scale is scored 

from -3 (decrease) to +3 (increase) (29). PIADS has been shown to be reliable for 

caregivers to provide proxy ratings of the impact of a device. The questionnaire has 

been validated for translations to other languages and for predicting the use and non-

use of the assistive device (29). PIADS has been used to evaluate the impact of 

powered wheelchairs (72). 

 

Study IV 

The participants in Study IV, a research study, were recruited from a comprehensive 

survey that specifically addressed individuals who used standing devices in five 

counties in Sweden (Studies II and III). In that survey, the participants could choose 

whether they wanted to participate in an upcoming interview study. Those who wanted 

to participate provided their consent to be contacted for an individual interview in a 

reply to a questionnaire. Thereafter, the interviewer contacted them by telephone. To 

shed light on the experiences of standing in a standing device from a variety of 

aspects, a purposive sample was selected (70) to include participants representing 

different counties, ages, genders and diagnoses. Both children/teenagers and parents 

were invited to participate. The inclusion criteria for the children/teenagers were as 

follows: (i) they were between 7 and 19 years of age; (ii) they had experiences of 

standing in a standing device; and (iii) they had the ability and willingness to 

communicate orally. The criterion for the parents was that their child/teenager used a 

standing device for standing. Altogether, 6 children/teenagers (7-19 years of age) and 
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14 parents participated in the interviews. All of the children/teenagers (n=6) who 

wanted to participate were allowed to do so. The parents (n=14) were selected in such 

a way that all of the counties would be represented and both fathers and mothers of 

both girls and boys of different ages and with different diagnoses would be included. 

The children who participated had different types of congenital disabilities and lacked 

the ability to stand independently. The interviews were conducted individually and 

began with two different opening questions to facilitate storytelling by both children 

and parents. The interviews with the children/teenagers started with an open-ended 

question: “Could you please tell me about your experience of standing in a standing 

device?” The following question was posed to the parents: “Could you please tell me 

about the experience of your child’s/teenager’s standing in a standing device?” The 

participants were encouraged to speak freely, and probing questions were asked to 

prompt the participants to explain their experiences further. Follow-up questions were 

also asked, such as “Could you describe the reason for using the device?” and “How 

do you feel about using the device?” 

 

Data analysis 

Study I 

The authors analysed the transcribed interviews using a phenomenological 

hermeneutical approach, as described by Lindseth and Norberg (73). Phenomenology 

highlights the meaning of a phenomenon as it is experienced by individuals (74), 

steering us back from theoretical abstractions to actual lived experiences (63). 

The analysis began with a verbatim transcription of the interviews, followed by 

an interpretation performed in three interrelated phases. All three authors read the text 

to gain a sense of the whole and to achieve a naïve understanding of the meaning of 

standing in a standing device. A naïve understanding can be understood as the first 

guess about the meaning of a text (74). The purpose of the structural analysis, the next 

step in the analysis, was to validate or invalidate the naïve reading. The authors 

explained the text based on what they understood. The structural analysis was reflected 
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on in relation to the aims and context of the study. In this part, the text was divided 

into meaning units linked to each other by content. Thereafter, the meaning units were 

compared with each other and grouped together; only the core meaning units 

remained. A further abstraction of the condensed meaning units produced themes and 

subthemes. All of the authors performed their interpretations individually at first; 

thereafter, the interpretations were discussed together until a consensus was reached.

Comprehensive understanding was the third phase, during which the naïve 

understanding, the structural analysis and our pre-understandings came together to 

produce a new, comprehensive understanding. During this phase, the authors referred 

to the relevant literature to widen and deepen their understanding of the meaning of 

standing in a standing device. The interpretation progressed from close to distant and 

generated a new understanding, which is described as the hermeneutic arc by Ricoeur, 

i.e., our understanding as it is applied to the written expression of life (74).  

To interpret a text is to gain an understanding of the text and to experience 

movement between the event and the meaning, to understand the parts as well as the 

whole. To interpret a text means to see something new in what has already been given. 

The experience of a phenomenon is private, but the interpretation makes it public (74). 

 

Studies II and III 

The statistical analyses were performed using the software package Statistical Package 

for the Social Sciences (SPSS), versions 19 and 20. The data were analysed with 

descriptive statistics, including percentages and medians. Because this study was 

designed to be a survey of a model population of users of standing devices in Sweden, 

no inferential statistics were calculated.  

 

Study IV 

The interviews were transcribed and analysed using a latent qualitative content 

analysis with the aim of identifying the underlying meaning of the text (75). The text 

of each interview was read repeatedly to grasp a first sense of the material as a whole. 
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Then, the interview texts were divided into meaning units (words, sentences and 

paragraphs) that related to the aim of the study, and the meaning units were condensed 

and coded. All of the coded text within each content area was then compared, 

abstracted and sorted into themes and subthemes. To increase the trustworthiness of 

the study, the authors met throughout the analysis process to review the results and 

determine the findings. According to Graneheim and Lundman (75), a text always has 

more than one meaning, and there is always some interpretation involved when 

approaching a text. Other authors (76) have argued that it is important to focus on the 

process of ensuring rigor or trustworthiness during the study rather than doing so at the 

end of the study, when it may be too late to correct errors. 

 

Ethical considerations 

The studies in this thesis were approved by the Regional Ethical Review Board (Dnr 

09-211Ö), and the research followed ethical principles in accordance with Swedish 

research ethics regulations (77).  

Participation in the studies was based on the principle of informed consent. For 

the interviews with the children, both the parents and the children themselves gave 

their consent to participate. All of the participants received both oral and written 

information about the study in which the aim of the study was revealed. The 

information also included a statement that the participation was voluntary and could be 

cancelled at any time. The interviews were conducted at locations that the participants 

had selected themselves. A safe and secure environment was important so that the 

individuals could tell their stories without being disturbed. All of the individuals who 

participated in the interviews (Studies I and IV) were adults except 6 individuals in the 

fourth study who were children/teenagers. The youngest child was 7 years old when 

the interview was conducted. I relied heavily on my previous experiences as a 

preschool teacher, where conversations with both children and parents were part of my 

daily work. Kvale, Brinkman and Torhell (78), have emphasised the importance of 

asking a question in a way that is appropriate to the child’s age and maturity.  
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All of the data from the questionnaires and interviews were treated so that no 

unauthorised individuals had access to the material. Any information that could 

identify the participants was removed. The audio files and transcripts were stored on 

password-protected computers, and the paper copies were kept in a locked, secure 

location.  

As a physiotherapist and consultant for assistive devices, I have gained some 

insight into the lifeworld of individuals with severe disabilities who use standing 

devices. A large proportion of the individuals who use standing devices are not 

autonomous, and they frequently have limitations in their ability to communicate, 

which we took into account in the studies. In the survey (Studies II and III), the first 

question concerned who responded to the survey: (i) the individual user independently; 

(ii) the individual user with assistance; or (iii) someone else responding on the user’s 

behalf. According to Bischofberger and Sundell (79), autonomy is a benchmark for 

human action. Autonomy should ensure an individual’s integrity. Children and 

individuals with severe disabilities who cannot speak for themselves are vulnerable. 

Therefore, related individuals should know the user of the standing device so well that 

they can interpret expressions and reactions, thus protecting the individual’s integrity. 

According to Harding (80) it is important to ask questions to members of marginalised 

groups and to individuals who are aware of the marginalised group’s knowledge. 

Standing devices are prescribed by a physiotherapist or occupational therapist 

in cooperation with an independent user, a user who receives assistance from a related 

individual or a related individual who speaks on behalf of the user. If a related 

individual who is involved in the process of prescribing a standing device considers, 

together with the prescriber, that standing is relevant for the individual, the related 

individual ideally has the ability to assess how the individual perceives the use of 

standing devices. Related individuals are also often involved in assisting individuals in 

using the device, which ideally enhances the relative’s ability to interpret the user’s 

reactions and expressions. Follow-up after the prescription of a standing device is 

essential. The follow-up traditionally comprises evaluations of the joint positions and 

the function of the standing device. The follow-up should also be supplemented with 
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questions about the individual’s experiences whether standing provides the user the 

positive experiences according to the set goals.  
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FINDINGS 

A summary of the results 

The users of standing devices had various diagnoses, and they were found in all age 

groups (2-86 years). Approximately 60% were men, and 40% were women (Studies II 

and III). Study I involved adult users (38-75 years), whereas Study IV involved six 

children/teenagers (7-19 years) who used standing devices and 14 parents whose 

children used standing devices. Approximately 50% of the participants in the surveys 

were totally dependent on others to answer the questionnaire, and approximately 25% 

of the participants were independent in movement. Thirty nine per cent (39%) of the 

participants’ used their device one or more times per day. The devices were most 

frequently used by the youngest users (0-6 years), and the frequency decreased with 

increasing age, except in the oldest group (65 years and older), in whom use increased 

slightly. The most common length of standing time was 30-60 minutes, followed by 

15-30 minutes. The participants’ self-rated health, according to the EQ-VAS, was 

rather high. Participants who rated their own health independently or had someone else 

rate it on their behalf assigned a score of 70/100 on the scale, whereas individuals who 

rated their health with some assistance assigned a score of 63/100 (Studies II and III). 

The most common reasons given for standing were to improve well-being and 

circulation and to reduce tension and stiffness. The results concerning the frequency of 

use and the ratings on the VAS scale were similar for men and women (Study II). 

The results of the studies in this thesis showed that the upright body position 

was generally perceived positively, although the standing position could be tiring for 

the body (Studies I and IV). The individuals’ experiences of standing in their devices 

indicated that the upright body position had an impact on the biological body and on 

psychosocial dimensions such as participation, freedom and relationships to self, other 

individuals and the environment (Studies I and IV). Study III concerned the 284 

individuals with standing devices who responded to the part of the questionnaire that 

investigated the psychosocial impact of standing devices (PIADS). The psychosocial 

impact of the standing devices was perceived as positive for the users, as indicated by 
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both the total score (0.63/3.0) and the scores on three dimensions: adaptability 

(0.67/3.0), competence (0.54/3.0) and self-esteem (0.62/3.0) (Figure 3).  

 

 
Figure 3. Illustration of median values in PIADS total score, the dimensions adaptability, 

competence and self-esteem. 

 

 

An interpretation and integration of the findings from the four studies is presented in 

the following section. 

 

Integration of findings with the ICF 

I have chosen to present the findings by illustrating the complexity of standing 

according to the ICF (21). Personal, environmental, biological and psychosocial 

factors appeared to be intertwined when the individual was standing in the standing 

device. The central findings indicated that standing in a standing device had impacts 

on the biological body and psychosocial factors. The personal and environmental 

factors that were assessed included how standing was experienced and how the 

standing device was used. The main results of the four studies (Studies I-IV) indicated 
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that standing in a standing device had an impact on the individual’s perceived quality 

of life and well-being. The use of standing devices was shown to have a positive 

psychosocial impact on the user’s daily life (Study III). One of the most common 

reasons given for using a standing device was to improve well-being (Study II). 

 
Figure 4. Standing in relation to the biopsychosocial model. 

 

 

Personal factors  

The results of Study II revealed that age was a personal factor that had an impact on 

the use of the device. The youngest users were the most frequent users, whereas 

teenagers used the devices less frequently. The women and men assigned nearly equal 

scores on the VAS scale to predetermined statements about the impact of standing. 

Statements regarding pleasant feeling and increased quality of life received highest 

scores. However, there was a small difference: the women assigned slightly higher 

scores to eight out of the ten statements (Figure 5).  
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Figure 5.Perceptions among Men and Women about standing on a visual analouge 

scale. 

 

 

The standing position could cause negative feelings, such as memories of the past 

(Study I) and thoughts about the decrease in body function that the disability had 

caused (Study I). The participants also expressed the opinion that standing could be 

insurance for a healthy skeleton now or in the future (Studies I and II). Standing in a 

standing device also led to feelings of being clumsy and losing bowel control (Study 

IV). A few participants regarded standing merely as a way to be tall, whereas others 

referred to standing as being chained (Study IV). Some of the interviewed parents 

expressed their view of the standing shell as an instrument of torture or similar to 

being in a prison (Study IV). 

 

Standing and the perceived impact on the biological body  

The participants stated that standing in a standing device could affect neuromuscular, 

skeletal and movement-related functions. Standing provided exercise for the body, 

which could prevent stiffness and negative effects on the skeleton. Standing activity 

was perceived as a way to avoid fractures in the future (Studies I, II and IV). Some 

participants chose to stand even though the standing position generated pain and 

tiredness (Studies I and IV). The users of standing devices noted that an upright body 
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position could decrease stiffness and increase joint mobility in the lower extremities. 

Experiencing positional variations and achieving a straight, outstretched body through 

standing was central for many participants (Studies II and IV). Standing was also 

perceived as improving muscle power and muscle tone in the lower half of the body 

(Studies I and IV). The participants in Studies I and IV noted that standing improved 

intestinal function, which was also confirmed by the results of the survey (Study II). 

The standing position was also perceived as improving circulation (Studies I and II), 

and some individuals experienced improved breathing (Study II). The parents in Study 

IV considered improved intestinal function to be a great advantage, whereas some of 

the children in the same study considered it as a disadvantage because they could not 

control the situation; the upright body position resulted in them defecating on 

themselves. Standing contributed to altering a participant’s orientation in time and 

space as well as the awareness of one’s own identity (Studies I and IV). Finally, other 

reasons provided for standing were to protect the skin, avoid ulcers and heal already 

existing ulcers (Study II).  

The above-mentioned features were associated with different body structures in 

the nervous system, structures associated with the digestive, metabolic and endocrine 

systems and structures associated with movement. The structures associated with 

movement that had the highest involvement in standing were located in the lower 

extremities, torso and pelvis. 

 

Standing and its psychosocial impact on activity and participation 

Standing was experienced as an activity that could influence activities and 

participation for the users both positively and negatively. The upright body position 

influenced relationships with others and provided users with the possibility of being at 

the same level as other individuals (Studies I, II and IV). The parents discussed 

standing as a prerequisite for being like others, while the children talked about 

standing as being with others (Study IV).  

The positive changes associated with standing were an increased ability to 

perform housework and to take care of items in the home (Study I). One participant in 
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the interviews (Study I) mentioned that a wheelchair with a standing function allowed 

him to reach things at a height, which he could not do in a sitting position. Some 

participants expressed that standing in a standing device could hinder their ability to 

participate and being engaged in play (Study IV). 

The analysis of the interviews also revealed that the standing position affected 

interpersonal relationships and interactions in different ways. The adults in Study I 

experienced the upright body position as a way to improve relationships with others 

and to improve participation in life situations. The parents in Study IV emphasised that 

standing allowed the child to participate in the context they were in, whereas some 

children expressed that the standing position made them tall but did nothing else. 

Some participants in the interviews communicated that it was important to be at the 

same level as others (Studies I, II IV) and that standing in a standing device provided 

greater involvement in different contexts; however, other participants expressed that 

the device had a hindering effect (Studies I and IV). Some parents and children 

expressed thoughts and hopes that frequent standing might lead to an ability to walk in 

the future (Study IV).  

The PIADS questionnaire used in Study III examined the psychosocial impact 

of standing devices. The results revealed that the use of a standing device had a 

generally positive psychosocial impact on the users (Figure 3). The greatest perceived 

psychosocial impacts of using the standing device in relation to age were found in the 

oldest group, users aged 65 years and older. Teenagers rated the psychosocial impact 

of the standing device the lowest among all of the age groups; the teenagers’ total 

score was 0.35 of max 3.0 compared with a total score of 0.77 for the oldest group (65 

years and older). The factors associated with the greatest psychosocial impact benefits 

of standing devices, after age, were having had the device for more than 10 years, 

being autonomous in movement, walking as the most common means of movement 

and using the device frequently. Finally, the ability to integrate the use of the standing 

device into an activity appeared to lead to a higher rating on the PIADS scale (Study 

III).  
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Standing and environmental factors 

For an individual with limited mobility, a standing device may be a prerequisite for 

maintaining an independent standing position. Some standing devices, such as a 

wheelchair with standing function, can also help the individual to move. Standing 

devices were found to be either facilitating or hindering factors in Studies I and IV. To 

reach a standing position, an individual requires support from a personal care provider 

such as a physiotherapist and/or occupational therapist; sometimes, additional support 

from other professionals outside the health care system is required. It was found that a 

large number of the users of these devices were dependent on other individuals for 

both movement and communication; therefore, they were also dependent on support 

from other individuals and on other individuals’ attitudes about the use of standing 

devices. 
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GENERAL DISCUSSION  
The overall aim of this thesis was to describe the characteristics of users of standing 

devices and to determine the significance of using such devices in daily life. The users 

of standing devices were men and women of all ages, and approximately 40% used a 

standing device once per day or more frequently. The most common reasons given for 

using the device were to improve circulation and well-being and to reduce tension and 

stiffness. Standing in a standing device was perceived as significant and gave meaning 

in relation to the body. The studies indicated that standing was viewed as a way of 

strengthening and straightening the body. The standing position was also perceived as 

significant and meaningful in relation to psychosocial dimensions, such as 

relationships with other individuals, participation and freedom in activities. The main 

results of the interview studies were that standing in a standing device was generally 

perceived as positive; however, standing held different meanings in the lifeworld of 

different users. The use of a standing device appeared to be important in the quest for 

normality regarding the body and some activities. The upright body position had a 

positive impact on subjectively perceived well-being, and the standing device had a 

positive psychosocial impact on the users’ daily lives. Despite the participants’ low 

degrees of independence in movement and communication, they rated their perceived 

health surprisingly high. 

 

The significance and meaning of standing in standing devices in relation to 

the body 

The participants in our studies, with the variety of diagnoses and ages and the different 

degrees of independence in movement and communication ability indicate the 

complexities encountered when prescribing a standing device. The current trend in the 

prescription of standing devices is to treat the biological body, which coincides with 

the international classification of assistive devices (15).  



42 

 

In our studies, standing was viewed as a treatment for the body; standing provided a 

strong and straight body. Standing was also a means of improving perceived well-

being and circulation. A review by Glickman et al. (1) provided some evidence that 

standing increased bone strength and decreased contractures and spasticity in both 

children and adults with neuromuscular diseases. Standing and other low-intensity 

activities that interrupt prolonged sedentary time may have beneficial effects on the 

cardiovascular system, as excessive sitting is considered harmful (3). As a complement 

to the recommended 30 minutes of at least moderate activity every day, reducing 

sedentary living has important benefits (6, 57). Studies have reported that energy 

metabolism is doubled merely by standing instead of sitting (5), which is highly 

relevant for people who spend many hours per day sitting in a wheelchair.  

The importance of positioning the body in an optimal manner throughout the 

day for children with CP has been emphasised in recent years. However, Gough (54) 

highlighted the need to determine which children can be helped by postural 

management programmes because some children do not tolerate such programmes and 

other children do not receive any benefits from them. In one study (81), therapists in a 

school setting reported benefits from postural management in children in school 

settings. Preventing deformities, increasing comfort and facilitating function were the 

most important benefits from the therapists’ perspective. The question remains 

whether this opinion represents the universal view of standing. With this approach, the 

body and its limitations are in focus, and one can reflect on whether an individual’s 

unique needs are being served. The teachers perceived the same benefits as the 

therapists, but they also observed increased general health and cognitive benefits. 

Taylor (8) also noted that school-based physiotherapists rated social and educational 

benefits as important, although pressure relief was rated as the most important benefit 

of standing.  
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Our studies revealed differences between the children, teenagers and adults in the 

experience of using the device. The teenagers had notable results in the survey studies 

(Studies II and III) that made it obvious that this age group stood the least frequently 

and assigned the lowest ratings to the psychosocial impact of standing devices. 

Concerning children’s experiences of standing, a previous study (82) showed that 

children with CP between 8 and 15 years of age had a negative impression of standing 

devices and experienced them as uncomfortable and limiting. It is well known that 

adolescence can be stressful due to the presence of substantial hormonal changes. 

When combined with a disability, this stress can lead to an excessive burden for the 

teenager. Preoccupation with the body and its image is common during the teenage 

years (83). Teenagers often compare themselves with others, and they may begin to 

think that they are different (84). The use of a standing device may be experienced as 

an activity that highlights such differences. Lower degrees of health and functional 

ability have been reported in studies examining this period of transition from 

childhood to adult life (85, 86). The lower values in PIADS and the lower frequency of 

the use of the standing device for the teenagers could be a sign of their heightened 

level of self-consciousness and desire to be like others (87). This theory complies with 

Larsson-Lund and Nygård (88) who noted that although assistive devices could 

facilitate participation in activities, they could also be stigmatising for the user because 

the use of a standing device might make teenagers feel different from their peers. That 

study revealed that how the device influenced one’s self-image and how one’s peers 

reacted to the assistive device were important from the teenager’s perspective. These 

differences were also noted by Mulderij (89), who highlighted disabled teenagers’ 

need for constant training sessions and special schooling as well as their reduced 

opportunities to meet other teenagers.  
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The positive effect of standing on bowel function was highlighted in Studies I, II and 

IV. Increased bowel function as a result of standing has also been confirmed in studies 

of individuals with SCI (58, 60). Some children communicated in the interviews that 

increased bowel function generated negative social consequences. For the children, the 

standing position did not provide any benefits for the body. Perhaps the absence of 

previous experiences of an upright body position explains this perception. Similarly, 

Pape et al. (18) emphasised that assistive devices have different meanings for different 

individuals. Adults with acquired disabilities wish to return to how they were before 

the injury, whereas disabled children do not have memories of a time before their 

disability. To successfully integrate the use of assistive devices, users should explore 

(i) the meaning they assign to the device, (ii) their expectations of the device, (iii) the 

anticipated social costs of the device and (iv) ways of understanding that their 

disability is one aspect, but not the defining feature, of their identity (18). 

 

The significance and meaning of standing in standing devices in relation to 

psychosocial dimensions 

The results of the interviews with the adults in Study I corresponded to the statements 

from the parents in Study IV. The standing position provided benefits both in daily 

activities and in relation to other individuals and the environment. The meaning 

associated with standing was also related to psychosocial dimensions such as eye-to-

eye conversations and participation in activities of daily living. These results coincided 

with those of another study (61) that concluded that standing enabled participation in 

activities of daily living and could promote individuals’ self-esteem and social 

interactions.  

According to the parents’ perspectives in Study IV, standing was positive when 

the child was performing activities; however, at times, it was sufficient to merely 

move into an upright body position. The parents’ experiences were in line with the 

actual results concerning standing and its positive effects on metabolism. It is 

important to implement healthy habits for the future. Both children and parents 

stressed the importance of using the standing device in different play activities without 
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focusing on the limitations of body functions and the importance of exercising the 

biological body. It is known that there are limited connections between how the body 

works and how these changes affect the functional outcome even if it is possible to 

affect impairments in body structures (90).  

Participation is the key concept in the ICF-CY version (23, 91). The ICF-CY is 

the child/youth version of the ICF (91, 92). Adolfsson (25) found that there were many 

measures for children and youth with disabilities regarding body structures and the 

ability to perform tasks, but there were only a few measures for participation and 

performance. According to the ICF, participation is about doing; however, in my 

perspective, participation also involves the concept of being. The concept of 

participation is a limitation of the ICF that has also been noted by Adolfsson et al. 

(25). One problem with the use of standing devices was that they sometimes prevent 

participation. The participants emphasised the importance of a standing device 

designed for the individual’s needs. A wheelchair with a standing function is one 

example of a standing device that could either facilitate or prevent participation. Such 

wheelchairs are easy to use for activities that involve standing but they are heavy to 

manoeuvre, a criticism also noted by Shields (93). Difficulties in propelling these 

wheelchairs could be one reason why as many as 20% of the participants in the survey 

used these devices less than once per week. 

The psychosocial impact on standing devices was generally experienced 

positively. When standing was integrated into an activity the rating of the PIADS was 

higher than in other selectable options. This may indicate that for these individuals the 

standing device facilitated the activity. Individuals who had walking as the most 

common means of movement awarded higher scores on PIADS compared to those 

who did not walk. Most of the persons who had an ability to walk had a congenital 

disability and it may be the case that they saw standing as a treatment which could 

improve their potential to walk. In a study by Salem (94) prolonged standing for 

children with CP improved their walking ability. Standing itself could also be a 

starting-point for independence (89, 95) or maybe the standing position had a symbolic 

value McKeever (96). Rating in relation to age showed that the individuals, 65 years of 

age and older, had the highest values and the teenagers had the lowest values. 
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Psychosocial aspects such as one’s peers’ reactions to the assistive device and how the 

devices influence one’s self-image were important from the teenagers’ perspective 

(26). The PIADS has also been used in a study by Pettersson and co-workers (72) and 

their results revealed that the psychosocial impact of a powered wheelchair was 

perceived positive by users with stroke. The psychosocial impact on powered 

wheelchairs in the study by Pettersson et al. (72) was slightly lower than the values 

concerning standing devices in our study (median 0.46 compared to 0.63 in our study). 

On the other hand, a study by Devitt (97) regarding psychosocial impact of 

wheelchairs however showed values over 1.0 among persons with multiple sclerosis 

(MS). 

 

The significance and meaning of standing in standing devices in relation to 

striving for normality 

For children/teenagers/adults unable to speak for themselves, parents/family members 

may speak for them and interpret their experiences. Paulsson (98) highlighted that the 

most important desires of children with severe limb deficits were love and social 

acceptance. These children expressed that they had been objectified in relation to (i) 

the body, (ii) as an expression of dependence on the adults around them and (iii) in the 

struggle for normality. It appeared that the standing position was affected by 

normative ideas and was perceived as a moral good (Study IV); therefore, this position 

could be an expression of the struggle for normality. These results were also in line 

with a study by Gibson (99). Rosenbaum and Gorter (100) proposed the inclusion of 

the “F-words”, function, family, fitness, fun, friends and future, in all aspects of 

clinical work, research and advocacy that relate to children with disabilities and their 

families. In other words, we should focus on the achievement of an activity instead of 

focusing on how things are “normally” done, which can be a way to reject the “tyranny 

of normal”.  

The sense of normality may affect the psychosocial impact of standing devices; 

individuals with acquired disabilities reported slightly higher PIADS scores than 

individuals with congenital disabilities. People with acquired disabilities may place a 
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higher value on the psychosocial impact of their standing device because the standing 

position can contribute to the feelings of being like they were before acquiring their 

disability, whereas individuals with congenital disabilities have no reference to a time 

before their disability with respect to the standing position.  

It appeared that standing generated pain for some users, although they did 

continue to use the device. Some individuals hoped that frequent standing would be a 

way to avoid bodily complications in the future and to develop a strong and straight 

body. Some of the participants in the interviews stated that a straight, upright position 

of the body was normal for human beings.  

Some children and their parents viewed the use of the standing device as a way 

to potentially provide the child with the ability to walk in the future. However, this 

opinion is not supported by any currently available research. One study found that a 

three-week intervention involving prolonged standing for 45 minutes 3 times per week 

improved the pre-existing walking ability of children with CP. However, the 

improvements were not maintained after the intervention (Salem, 2005). The 

possibility of gaining the ability to walk was something that parents of children with 

disabilities strove for in the study by Gibson et al. (99). According to McKeever et al. 

(96) parents’ valued the upright body position in hands-free walkers highly because it 

improved the child’s inclusion and participation in different aspects of daily life. 

Based on my clinical experience as a physiotherapist, both children and parents highly 

value the ability to walk, even if the child is only able to walk a short distance and 

his/her walking ability is not functional. It may be that the standing position and the 

ability to walk are strongly associated with being human, which is also in line with the 

findings of Straus (95). 
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Standing as a way to preserve the body for the future appeared in the interviews with 

adults, who considered that frequent standing did not improve their condition but that 

it could potentially prevent deterioration. That finding was consistent with the findings 

of Dorsett (101), who reported that this hope was commonly expressed by clients with 

spinal cord injuries. These individuals had hopes of being able to walk in future, 

although they knew this outcome was impossible. Dorsett found that hope was an 

essential factor in coping and was expressed in three main forms: (i) a hope for a 

complete recovery; (ii) a hope for a cure; and (iii) a hope for a satisfying quality of 

life. Hope was also expressed by parents who provided care to children with 

congenital disabilities (102).  

There was a difference between insider and outsider perspective on rating on 

standing. The value of standing was rated highly when someone else responded on the 

behalf of the user, whereas when the patient him/herself responded, a lower value was 

assigned. This finding again highlights the concept of normality. Individuals who are 

able to stand and walk experience the standing position as the norm and value the 

upright body position highly, whereas individuals who never have experienced the 

ability to stand independently value sitting as the normal position. The question is: 

whose normality are we striving for? 
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METHODOLOGICAL CONSIDERATIONS 
This thesis concerns the significance and meaning associated with the use of standing 

devices. The reported studies were analysed using both quantitative and qualitative 

methods. The users’ perceptions and experiences were the focus of all of the studies. A 

description of the researchers’ pre-understanding provides part of the trustworthiness 

in qualitative research. When these studies were conducted, I had a pre-understanding 

based on many years spent working as a preschool teacher and physiotherapist for 

children with congenital disabilities. I also had experience working as a consultant for 

assistive devices for both children and adults. My pre-understanding could have been 

either an advantage or a disadvantage; thus, managing it was important. I managed my 

pre-understanding by being aware of my history, and all of the authors strove to have 

an open attitude when confronted with new experiences; this effort enabled us to view 

the studied phenomena in a new way. This approach conformed to the view of 

Gadamer (103) concerning how to manage pre-understanding.  

 

Studies I and IV  

Studies I and IV were interview studies. The intention behind the participant 

recruitment was to include differences and disparities in experiences and to examine 

the issue of supported standing from a qualitative perspective to complement the 

existing studies in the field, which largely address the physical effects of standing.  

The main strength of the interview studies was the focus on the individual’s 

experiences. These studies provided new knowledge in the area of standing in standing 

devices, an area that mainly focuses on the measurable effects on bodily structures and 

functions. In the first study, the participants were adults who used different standing 

devices. All but one of the individuals had an acquired disability, which may have 

influenced the results. These participants had the ability to stand before their 

disease/injury, and they viewed standing as the norm for human beings. In Study IV, 

children and their parents were interviewed.  
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One limitation of Study IV was the limited number of children. All of the children who 

wanted to participate were included in the study. Four of the children freely provided 

narrations, whereas completing the interviews with two of the children required many 

calls and follow-up questions. The choice of questions may have steered the children's 

responses. However, the interviews with the children were valuable because no 

previous studies have provided an insider perspective from children regarding their 

experiences of using standing devices. The interviews with the adults in Study I and 

the parents in Study IV also provided an insider perspective concerning the use of 

standing devices.  

Throughout the analysis, the authors attempted to increase the trustworthiness 

by moving between the original data and the analysed data. Credibility was established 

by evaluating multiple aspects of the research question and by including participants 

who represented different counties, ages, genders, diagnoses and different types of 

standing devices. Credibility was also established by illustrating how meaning units, 

condensations and abstractions were formed and by including representative 

quotations from the transcribed text.  

The interviews in the Study I were conducted in two rounds. The first five 

interviews were conducted in 2006, and the remaining ten interviews were conducted 

in the spring of 2010. The time between the two series of interviews may have 

decreased the dependability by creating the risk of inconsistency in the data collection. 

To ensure dependability, all of the interviews included the same opening question, and 

the data were analysed using the same method. An open dialogue between the authors 

permeated the entire analysis process. 

The results of qualitative studies are not meant to be generalised, but they can 

be transferred to similar circumstances. The transferability of our qualitative studies 

(Studies I and IV) was facilitated by providing descriptions of the participants, data 

collection, analysis process and context and by including appropriate quotations (75). 

The authors focused on processes that ensured trustworthiness during all of the stages 

of this research, which was in line with the report of Morse et al. (76), who stated that 

an attempt to ensure trustworthiness at the end of a study may be too late if there is a 

need to correct errors.  
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Studies II and III 

Studies II and III examined different parts of a survey conducted in five counties in 

Sweden. Our intention was to reliably measure how and why standing devices were 

used and the perceived impacts of these devices. The survey questions concerning the 

reasons for using the devices and the perceptions of standing were based on recurring 

statements from an interview study involving people who use standing devices. To 

increase the studies’ validity, we pilot-tested the statements with users of standing 

devices and expert physiotherapists, and we then modified the statements in response 

to the participants’ feedback.  

Both the EQ-VAS (71) and PIADS (104) that were used in the survey are valid 

and reliable instruments. The EQ-VAS measures an individual’s perceived health at a 

given time, and PIADS is an instrument that was especially designed to evaluate the 

psychosocial impacts of assistive devices. One weakness of the survey is that many 

participants were not autonomous; some individuals needed assistance from someone 

else to complete the questionnaire, and someone else completed the questionnaire 

entirely on behalf of other individuals. However, it is noteworthy that assistive-device 

users’ were involved in the development of PIADS and that this instrument has been 

confirmed to be reliable when someone else completes the questionnaire on behalf of 

the device user (104). The PIADS questionnaire (Study III) was used with both 

children and adults in the present work. PIADS has been tested to be valid and reliable 

in proxy reports; however, to my knowledge, this questionnaire has not previously 

been used with children. Some of the items in the questionnaire may be difficult to 

integrate into a child’s everyday life; there is a need for a children’s version of the 

questionnaire. There are also some critics of proxy assessments of subjectively 

experienced well-being. Cummins (105) has asserted that proxy data relating to the 

subjectively perceived well-being of individuals with severe disabilities are not valid. 

It is impossible to assign a proxy rating to a subjective experience, but I believe that 

we need to pose questions to marginalised groups and to people who are familiar with 

the experience of members of marginalised groups to obtain the information that is 

available. This conclusion is supported by Harding (80). 
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The strength of the survey was that the response rates were rather high: 58% in Study 

II and 52% in Study III. In a reference to Singleton and Straits (2005), Groves (106) 

means that a response rate of 50% should be considered adequate for analysing and 

reporting data, and a response rate of 60% should be considered good. Nevertheless, 

40% of the potential participants did not respond to the survey, which might affect the 

generalizability of our findings. We do not know whether these non-respondents used 

their devices less frequently or were dissatisfied with them. However, empirical data 

have shown that low response rates are not necessarily associated with a high degree 

of bias (106). 

The failure analysis demonstrated a relative predominance of non-responders 

among younger individuals and a certain male predominance in Study III. The types of 

standing devices were equally distributed among the respondents and non-respondents, 

although individuals with standing shells and standing wheelchairs were more likely to 

return their questionnaires. The difference between the respondents and non-

respondents regarding standing shells and wheelchairs with standing function was 

approximately 10%; therefore, we concluded that the non-respondents did not 

systematically bias the results. Taken altogether, the relatively small differences 

regarding sex and types of standing devices between respondents and non-respondents 

do not indicate a large bias in this respect.  

The questionnaire in Study II was developed based on individual interviews 

with people who used standing devices and was intended to assess the users’ 

perspectives. However, my perspective as a physiotherapist ultimately determined the 

design of the questionnaire. To better illuminate the users’ views of standing, we 

should have involved a group of experienced users in the development of the 

questionnaire. 
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CONCLUSION 
Users of standing devices were found in all ages. Approximately half of the users were 

completely dependent on others to move and to complete the questionnaire. Thirty 

nine per cent (39%) of the users used their standing device once per day or more 

frequently. Standing in standing devices appeared to have an impact on perceived 

well-being, quality of life and the psychosocial impact of the standing device was 

perceived as positive. The most common reasons given for using the device were to 

increase well-being and circulation and to decrease tension and stiffness. Standing in a 

standing device held different meanings for the individuals in relation to the body, to 

psychosocial dimensions and to dimensions of the struggle for normality. In other 

words, standing in a standing device affected the users’ lifeworld in various ways. 

However, the children’s views of standing were not as positive as the views of the 

adults.  

 

Implications for practice 

Based on these findings, it is vital to ascertain users’ goals regarding standing in a 

standing device. Firstly, the use of a standing device should be an integrated part of the 

individual’s context because the process of development for an individual is rooted in 

society and culture (21, 107, 108).  

The individual’s prerequisites, needs and goals guide the prescription of 

standing devices. The cost of the optimal standing device for each individual can vary 

between 10,000 and 200,000 SEK. These costs should be compared to the costs of 

treating a pressure ulcer or the possible metabolic benefits of the standing position, as 

excessive sitting is considered to be harmful.  

Our study showed that one of five individuals who had a standing wheelchair 

used it only once per week or even less frequently. Therefore, we need to identify the 

reasons for such non-use to either adapt or replace the assistive device. Perhaps the 

non-use is caused by the individual’s lack of belief in the meaning or the benefit of the 

standing position.  
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To support an individual, it is critical to carefully determine the individual’s 

goals instead of worrying about the limitations of the body function. The core of the 

process for prescribing standing devices should be that the professional spends time 

evaluating how the device is experienced and how it works. 

From my perspective, children with disabilities should be encouraged to vary 

their body positions early in life. The standing position should therefore be integrated 

into meaningful life situations to provide children with opportunities to discover and 

view their surroundings from different perspectives. Standing activity as a means of 

achieving walking ability might also be regarded as a struggle for normality by the 

children and the parents. As professionals, we need to reflect on how we should 

respond to this desire to walk. 

 

Personal reflections 

Based on my experiences with children and parents, I think we need to “meet clients 

where they are” in each meeting and in each situation. To be professional is to pave 

the way to meet the individual based on his/her needs (109). Perhaps we should revise 

the concept of normality and instead discuss what is essential for the individual. As a 

physiotherapist, it is crucial to introduce oneself as a person, not as a function or 

knowledge. The aim should therefore be to create a meeting with the user where the 

physiotherapist strengthens the user to experience her/himself as a person and not just 

as someone with reduced function. As a prerequisite for this goal, the physiotherapist 

must have in mind a picture of who she/he is (110). The way the physiotherapist meets 

the individual is central whether the standing device is perceived as a sign of the 

disability or if the device is perceived as a means that is strengthening the individual’s 

opportunities to experience the lifeworld dimensions in a new way. My view of the 

human being has been marked by my previous meetings with children and parents at 

preschool context. My experiences have been characterized by a humanity which 

primarily sees opportunities, not just blinded by physical barriers or obstacles in the 

environment. Therefore my entrance in the health care services was difficult to handle 

in the beginning of my work as a physiotherapist. It was a challenge for me to try to 
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integrate my pedagogic knowledge with the biomedical knowledge. During my work 

with the thesis my understanding about the use of standing devices has deepened. The 

participants’ experiences reinforce my conviction of the importance of the body's 

innate knowledge and expressions in my work as a physiotherapist contributed to that 

the bodily knowledge is as important as the biomedical knowledge. Liedman (111) 

means that knowledge is practical and therefore rooted in the body. Knowledge is also 

social and obtained in interaction with others.  

The ICF provided support to an integrative way of thinking because the model 

highlights that the focus should be on the individuals functioning and health, rather 

than on the consequences of the disability. The ICF also emphasizes on the 

individual's participation and how it works for her/him in everyday situations instead 

of focusing on what is not working. This is consistent with good pedagogy.  I think it 

should always be the person’s intention and meaning that guides us to find the right 

goal for the intervention. The personal factors should be the starting point so I hope 

that the personal factors get a more prominent role in the ICF in the future.  

 

Further research 

The findings of this thesis revealed new areas to explore. There is a need to involve the 

users of standing devices in collaboratively determining the usability of standing 

devices and subsequently cooperating with engineers and suppliers to design new, 

“optimal” devices. It would be interesting to study physiotherapists’ and occupational 

therapists’ views of standing and of the prescription of standing devices because an 

increased understanding of their perceptions would provide valuable information for 

the practices in these fields. Due to the dearth of studies examining standing and its 

impact on participation, it would be interesting to study this issue further. Sedentary 

living has been found to have negative effects on the body. It could be valuable to 

study whether and how standing affects the metabolism of people who move into a 

standing position in a standing device. 
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For some individuals, the upright body position may be the central issue, and the issue 

of participation may not be relevant, whereas the activity and participation that the 

standing position may be of primary importance to other individuals. There is also a 

need to find out what participation means to the users of standing devices. Is the 

meaning about being able to participate in performing activities or is it about the 

feeling of participation? And is there a difference in the meaning associated with 

participation between an individual with an acquired disability who was previously 

able to stand and walk and an individual with a congenital disability who has never 

been able to achieve an upright body position?  
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SUMMARY IN SWEDISH - SVENSK SAMMANFATTNING 
I Sverige har ungefär en miljon personer en eller flera permanenta funktionshinder och 

ungefär tio procent av befolkningen har ett hjälpmedel av något slag. Ståhjälpmedel 

används av ett begränsat antal människor. I kartläggningen i en av delstudierna 

framkom att omkring 5 av 10 000 personer i fem landsting i Sverige hade fått ett 

ståhjälpmedel förskrivet. Ståhjälpmedel i avhandlingen är ståskal, ståstöd, ståstöd med 

drivhjul, tippbrädor och rullstolar med ståfunktion. Ståhjälpmedel förskrivs av 

arbetsterapeut eller sjukgymnast och går under hälso- och sjukvårdslagen och lagen 

om medicin tekniska produkter. Syftet med ett hjälpmedel generellt är att kompensera, 

förbättra eller bibehålla funktion och förmåga och att förebygga framtida försämringar 

av funktion och kapacitet. Ståendet och dess inverkan på användarna är mest studerat 

från ett professionellt perspektiv med fokus på hur ståendet påverkar den biologiska 

kroppen för vuxna personer med ryggmärgsskador och barn med cerebral pares. Det 

finns viss evidens för att ståendet har positiv effekt på skelettets hållfasthet och på att 

stående minskar spasticitet och förhindrar utvecklingen av kontrakturer för dessa 

diagnosgrupper. Däremot är det en brist på studier om användarnas upplevelser och 

erfarenheter av att stå i ståhjälpmedel oavsett diagnos. Det övergripande syftet för 

denna avhandling var därför att ta reda på vilka karaktäristika användarna av 

ståhjälpmedel hade, att ta reda på deras erfarenheter av ståhjälpmedel samt att få 

kunskap om vilken mening ståendet hade i personernas vardagsliv sett ur vuxnas, 

barns och föräldrars perspektiv.   

Avhandlingen består av fyra delstudier. Syftet med studie I var att belysa 

meningen med att stå för personer som var beroende av ståhjälpmedel för att komma 

upp i en stående position. Individuella intervjuer med 15 vuxna personer genomfördes 

där personerna uppmanades att berätta fritt om sina upplevelser och erfarenheter. 

Intervjuerna hade en öppen karaktär och startade med uppmaningen ”Berätta för mig 

vad ståendet betyder för dig”. Ibland ställdes följdfrågor för att förtydliga vissa svar. 

Resultatet visade att ståendet påverkade personernas livsvärld, den levda kroppen, den 

levda tiden, det levda rummet och de levda relationerna. Ståendet påverkade känslan 

av jaget där kroppen hade en central plats i upplevelsen av att stå. Att stå var att träna 
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kroppen, att ha en levande kropp, att bli rak. Den upprätta kroppspositionen påverkade 

även kroppsuppfattningen. Ståendet påverkade även tillgängligheten till världen 

utanför genom att den upprätta kroppen gav en annan position i rummet och 

underlättade utförandet av olika aktiviteter. Ståendet hade även en social funktion och 

ansågs påverka relationen till andra samt att känslan av delaktighet ökade. Slutligen 

visade det sig att tiden var en avgörande faktor. Personerna menade att ståendet 

påverkade förväntningarna över tid. Att använda sitt ståhjälpmedel gav hopp om en 

kropp som skulle fungera i framtiden. 

Syftet med studie II var att identifiera karakteristika hos personerna som 

använder ståhjälpmedel och att undersöka deras erfarenheter av att stå, 

användningsgrad, anledning till att stå och upplevd påverkan av stående på 

välbefinnande och livskvalitet. Undersökningen utfördes som en deskriptiv enkätstudie 

där de fyra nordligaste landstingen (Norrbotten, Västerbotten, Jämtland, 

Västernorrland) och Sörmland deltog. Enkäten bestod av fem delar. Del 1 bestod av 

bakgrundsfrågor om vem som besvarar enkäten, ålder, kön, diagnos, typ av 

ståhjälpmedel, hur länge personen har haft sitt ståhjälpmedel, användningsgrad, 

förmåga till förflyttning. Del 2 innehöll frågor om varför ståhjälpmedlet användes och 

del 3 hade frågor om hur ståendet upplevdes. Del 4 var en skattning av upplevd hälsa 

enligt EQ VAS och del 5 var frågeformuläret PIADS där personerna skattade graden 

av psykosocial påverkan som användningen av ståhjälpmedlet hade. Del 2 och 3 i 

enkäten konstruerades utifrån resultaten i studie I. Del 1-4 i enkäten presenteras i 

studie II och del 5 redovisas i studie III.  

Resultaten i studie II visade att ungefär 50 % av personerna som besvarade 

enkäten var beroende av andra för att besvara enkäten. Det framkom att 25 % av 

deltagarna var självständiga i förflyttning medan övriga deltagare var beroende av 

hjälp från andra i olika grad. Ståhjälpmedlen användes frekvent, 39 % stod i sitt 

hjälpmedel en eller flera gånger varje dag. Personerna i den yngsta åldersgruppen (0-6 

år) stod mest frekvent. Frekvensen minskade med stigande ålder, förutom i den äldsta 

åldersgruppen 65 år eller äldre och där frekvensen steg något. Åttio procent av 

deltagarna rapporterade att de stod antingen 30-60 minuter eller 15-30 minuter varje 

gång. Det fanns inga skillnader mellan kvinnor och män avseende hur ofta eller hur 
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länge de stod. Att öka välbefinnandet, förbättra cirkulationen och att minska spänning 

och stelhet vara de tre vanligaste anledningarna till att stå i sitt ståhjälpmedel. Ståendet 

upplevdes förbättra livskvalitén och öka välbefinnandet. Det fanns dock skillnader i 

hur man såg på ståendet beroende på om den som besvarade enkäten hade ett inifrån 

eller utifrån perspektiv på ståendet. Den självskattade hälsan enligt EQ-VAS var 

ganska hög och skiljde sig något mellan de olika grupperna av brukare. De som 

skattade självständigt och de som hade någon annan som skattade för deras räkning 

skattade 70/100 på skalan, medan de som skattade med viss hjälp skattade 63/100 på 

skalan. 

Syftet med studie III var att undersöka brukarnas upplevelser av 

ståhjälpmedlets psykosociala inverkan på deras vardagsliv. Studien var en del av 

enkäten som skickades ut till användare av ståhjälpmedel i fem landsting (se studie II). 

Frågeformuläret Psychosocial Impact on Assistive Devices Scale (PIADS) användes i 

denna studie. PIADS består av 26 frågor och delas in i tre olika dimensioner 

(kompetens, anpassningsbarhet, självkänsla). Skalan går från -3 (minskar) till +3 

(ökar) och 0 på skalan betyder att hjälpmedlet inte har någon psykosocial påverkan. 

Resultatet av studien visade att personerna som använde ståhjälpmedel upplevde att 

hjälpmedlets psykosociala påverkan var positiv. Det totala värdet på PIADS var 0.63 

av max. 3 och de tre dimensionerna uppvisade följande medianvärden; 

anpassningsbarhet 0.67, kompetens 0.54 och självkänsla 0.62. De högsta värdena på 

PIADS i förhållande till ålder återfanns hos personerna som var 65 år och äldre. 

Tonåringarna skattade ståhjälpmedlets psykosociala påverkan lägst av alla 

åldersgrupper. De hade 0.35 i total summa jämfört med den äldsta gruppen, 65 år och 

äldre som hade värden på 0.77.  Det visade sig att höga PIADS värden på 

ståhjälpmedlets psykosociala påverkan fanns hos dem som hade haft sitt hjälpmedel i 

mer än 10 år. Att vara självständig i förflyttning genererade också högre värden på 

skalan. Om personerna hade angett att det vanligaste sättet att förflytta sig på var att gå 

hade man också skattat högt på skalan liksom att användningen av ståhjälpmedlet var 

frekvent. Det framkom att om användningen av ståhjälpmedlet gick att integrera i en 

aktivitet skattade man högt på PIADS.  
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Syftet med studie IV var att beskriva barns och föräldrars erfarenheter om vikten av att 

använda ståhjälpmedel. I studien intervjuades både barn och föräldrar. Deltagarna var 

sex barn/tonåringar mellan 7 och 19 år med erfarenheter av att stå i ståhjälpmedel och 

14 föräldrar med erfarenheter av barns användning av ståhjälpmedel. Erhållen data 

analyserades med en kvalitativ innehållsanalys. Deltagarna såg ståendet som en 

behandling av kroppen och att det var viktigt att få rätt ståhjälpmedel. Kontakten med 

sjukgymnasten var viktig för att få hjälp och stöd men även en förutsättning för att få 

ett ståhjälpmedel förskrivet. Ståendet visade sig ha en social dimension där 

delaktighet, frihet och känslan av jaget påverkades på olika sätt i en stående position. 

Slutligen fanns en ambivalens om ståendets effekter på kroppen. Ståendet gav positiva 

effekter på kroppen men kunde vara smärtsamt. Samtidigt fanns hoppet om att 

ståendet skulle ge fördelar i framtiden. Föräldrarna och barnen hade olika syn på 

ståendets betydelse.  

Det sammantagna resultatet av de fyra studierna visade på att ståendet i 

ståhjälpmedel hade olika mening för användarna. Den upprätta kroppspositionen 

inverkade på personernas livsvärld, innefattande den levda kroppen, den levda tiden, 

det levda rummet och de levda relationerna. I intervjustudierna framkom att 

användningen av ståhjälpmedel ansågs påverka både kroppen och psykosociala 

aspekter. Barnens upplevelser av att stå var dock inte lika positiv som de vuxna 

brukarnas eller föräldrarnas. Användarna av ståhjälpmedel återfanns i alla åldrar, och 

ungefär hälften av dem var helt beroende av andra för att besvara enkäten och att 

förflytta sig. Trots detta skattade de sin hälsa relativt högt. Trettionio procent (39 %) 

av deltagarana stod i sitt hjälpmedel en gång per dag eller ännu mer frekvent och 

ståendet upplevdes ha en positiv inverkan på välbefinnande och livskvalitet. Att 

förbättra sitt välbefinnande var också en av de viktigaste anledningarna till att 

personerna valde att använda sitt ståhjälpmedel. Även förbättrad cirkulation, minskad 

muskelspänning och stelhet var vanliga anledningar till att man valde att stå. Det 

visade sig också att ståhjälpmedlet hade en positiv psykosocial inverkan på 

personernas vardagsliv. 
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