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JEAN IUTZI RECEIVES THE
RUTH CORNWELL MEMORIAL AWARD

The Ruth Cornwell Memorial Award is
presented each year at our annual conference
to a member or an individual who has made a
significant contribution to the Michigan Polio
Network, Inc,

At the Michigan Polio Network 20th Annual
Celebration Conference held in Lansing on
August 19, 20, 2005 the Ruth Cornwell
Memorial Award was given to Jean Iutzi,
member of the Board of Directors.

Jean was selected for the award for her
excellent work as Chairperson of several of our
Annual Conferences and accomplishing other
projects for the network. She has been one of
the many hard working people who has helped
to make our network grow.

Thank You Jean for a job well done!!
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Jean Iutzi was awarded the
Ruth Cornwell Memorial Award at the
MPN 20th Anniversary Education
& Celebration Conference.
Congratulation Jean!!




*THANK YOU*

The following people have donated money to the
Michigan Polio Network, Inc. to help support
programs and workers of the Network, as well as
helping Survivors receive Polio Perspectives.

FRIENDS
Colleen Paul

Carole Ann Counsell
Patricia Fasseel
John Fisher
George Jacobs
Geri Keen
Elaine Kennedy
Peggy Landon
Pauline Loewenhardt
Dawn M McCallister
Judith Pasich
Lois Rebar
Barbara Romanowski
Rosemary Ryan
Lorraine Sattelmeier
D Louis Sesti, Phm.
Gloria Simmon
Betty J Trimmer
Joseph Wanchik
Carol White
June M Wright

PATRONS
Harold Macks

IN MEMORY
or
Don Varley
Gilbert and Barbara Addison
Robert and Rosemarie Casemore

John and Patricia Fasseel
Louise Varley

MICHIGAN POLIO
NETWORK, INC.

MEMBERSHIP FORM

The Michigan Polio Network, Inc. is a tax exempt non-
profit organization with 501(c) (3) status. Your contribution
is tax deductible as allowed by law

Membership includes Polio Perspectives.

Print Name:

Address:

City: State _ Zip

Are you a Polio Survivor? | Jyes | | no
MEMBERSHIP FEE (1 year) $10.00
(Membership fee will be raise IN 2006)
MEMBERSHIP FEE (5 years) $45.00
LIFE MEMBERSHIP $100.00

I wish to make a contribution to the Michigan Polio
Network, Inc $

Make check payable to the:
MICHIGAN POLIO NETWORK, INC.
And mail to:
MICHIGAN POLIO NETWORK, INC.
100 Superior Street N
Oscoda, M1 48750-1454

Polio Perspectives Vol 20 No 3 Fall 2005

'POLIO PERSPECTIVES is a quarterly publication
(of the Michigan Polio Network, Inc.

Editor Vera Hazel
Address s 15235 Ackerson Drive
City, State ....cocevvveerene. Battle Creek, MI 49014
Phone 269-964-8184




M

next two meeting dates and times. Our goal
is to establish contact with all polio survivors
within the state and share our information in
hopes that each will be able to seek
appropriate treatment as necessary and
other useful information to improve their
quality of life.

As previously mentioned, the Southeast
Michigan Support Group has an equipment
closet and are accepting donations of
wheelchairs, scooters, canes, walkers,
crutches, ete. This equipment is loaned to
individuals for both short term and long
term use. We are also considering
collecting items to be shipped out of the
country for those countries who have needs
but do not have the resources to purchase
equipment. If you are interested in
participating in this project and have
equipment to donate, please contact our
librarian, Barbara Oniszczak, at:
bufflogal@charter.net or

call 1/989/739-4065.

If yvou live in the Muskegon area and are
interested in having a local support group,
please e-mail me at vallen2/@' comcast.net or
call me at (231) 773-3984. Include your
name, address and telephone number in
your communication.

Your Michigan Polio Network, Inc. board
meets the third Saturday of January,
March, May, July, September & November.,
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Greetings:
I am still elated over the successful conference
we all enjoyed in Lansing during the month of
August. We are looking forward to greater
things in the future. We apologize for the
cramped space experienced by those of us
who use scooters and wheelchairs and we
promise to do better planning in the future.
Your Michigan Polio Network, Inc. board
continues to work hard to keep our
information updated and to have the most
current information available through our
library. Please feel free to contact our

librarian, Barbara Oniszczak. She is able to
prepare personal information packets for you
as well as information packets that can be
given to your physicians. You may contact
her by calling 1/989/739-4065.

We would like to personally visit your support
groups and would appreciate it if you would e-

mail me at vallen2@comcast.net or write and
mail to: Velma Allen-Farmer, 1354 Mosdale,
Muskegon, M1 49442, to provide us with your
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Members of the Polio Network are
welcomed to attend. If you are interested in
serving on the board, please submit a
resume for consideration.

Best regards,
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POLIO 2001-AN OVERVIEW

By Mary Ann Keenan, MD and Alberto Esquenazi, MD
This article was part of our Conference Packet at our
December 2000 conference,

**Acute Poliomyelitis**

Because of effective immunization programs,
acute poliomyelitis has become a rare occurrence
in most of the world. The last major epidemics
in the developed world occurred during the early
1950s.

Poliomyelitis is the result of a viral infection,
which attacks the anterior horn cells of the spinal
cord. The anterior horn cells control the skeletal
muscle cells of the trunk and limbs. All of the
anterior horn cells are affected with the acute
infection. This accounts for the diffuse severe
paralysis seen with the initial infection. A
variable number of anterior horn cells survive
the initial infection.

Acute polio is characterized by the sudden onset
of paralysis accompanied by fever, acute muscle
pain and often a stiff neck. Paralysis of the
respiratory muscles is life threatening in the
acute stage. When the shoulder muscles are
involved, respiratory compromise should be
suspected because of the close proximity of the
anterior horn cells controlling each in the spinal
cord. Mechanical support of ventilation may be
required.

The treatment in the acute stage of the disease
consists of providing the needed respiratory
support, decreasing muscle pain, and performing
regular range of motion exercises to prevent the
formation of joint contractures.

**Subacute Poliomyelitis**

The subacute stage of polio is characterized by
the recovery of a variable amount of muscle
function. Mechanisms of regaining strength
include 1) anterior horn cell survival; 2) axon
sprouting: and 3) muscle hypertrophy. Although
all of the anterior horn cells in the spinal cord
were affected by the initial infection, some will
survive. The average number of anterior horn
cells to survive is 47 percent (Range 12 - 94
percent) as seen from post-mortem studies. The
pattern of anterior horn cell survival in the
spinal cord is random and does not follow
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anatomically continuous areas. The distribution
of the paralysis is variable depending on which
anterior horn cells were destroyed.
Additional muscle function is gained during the
recovery phase by axon sprouting. One anterior
horn cell innervates a group of muscle cells,
When muscle cells are “orphaned™ by the death
of their anterior horn cell, a nearby nerve cell
can sprout additional connections (axons) and
“adopt” some of these muscle cells. A motor unit
is defined as a nerve cell and all of the muscle
cells it controls. The axon sprouting which
occurs after polio can result in very large motor
units,
The other mechanism by which peoples regain
strength after polio is by muscle hypertrophy.
The surviving muscle cells enlarge in an effort to
provide additional needed power. During the
subacute stage of the disease, which may last
from 16 to 24 months following onset, the
emphasis is on preventing deformities and
preserving function. Splinting and braces are
often helpful to maintain joint position and
supplement function.
*Residual Poliomyelitis*
It was during the residual stage that the
orthopaedic surgeon traditionally became active
utilizing surgical procedures to restore lost
function and provide structural stability. If the
person was still growing, it was important to
prevent the formation of skeletal deformities
resulting from the muscle imbalance. The person
with compromised function of the diaphragm
was taught glossopharyngeal breathing in which
air is swallowed into the lungs. This provides
sufficient air exchange for light activities
performed while sitting. The person often still
required mechanical support of ventilation while
sleeping.
**Post-Polio Syndrome**
With the last major polio epidemics in the U.S.
occurring in the early 1950s, it has become
common to see individuals who had polio as a
child now returning complaining of increasing
weakness. Many are concerned about loss of
function. Polio has always been Considered a
static disease in that the paralysis is not
continued next page...



POLIO OVERVIEW continued...

progressive. The increasing weakness has been
attributed to the overuse of muscles already
weakened by the polio. Often muscles, which
were thought unaffected, exhibit weakness at a
later date. Studies have shown that a muscle
must lose 30 to 40 percent of its strength for
weakness to be detected using manual muscle
testing. Gait laboratory studies have also
demonstrated that activities of daily living
require more muscle strength and stamina than
were previously appreciated. Polio survivors
have traditionally been encouraged to work
harder to regain strength. The concept of “no
pain — no gain” has proven detrimental to the
polio survivor because it has encouraged chronic
overuse of their muscles and resulted in further
deterioration of function. Most polio survivors
begin to notice the deterioration approximately
30 years after the onset of the disease. The
combination of symptoms varies slightly between
people, The diagnosis of post-polio syndrome is
made on the following clinical criteria:

A history of poliomyelitis.

A pattern of muscle weakness which is
random and does not flow any nerve root or
peripheral nerve distribution.

A constellation of symptoms indicating
decreasing strength and function.

There are no tests that are diagnostic for
post-polio syndrome. Electromyography can
demonstrate the presence of large motor units
resulting from the previous axon sprouting.
These findings are supportive but not diagnostic
of polio.

- Increasing Muscle Weakness
+ Severe Fatigue
+ Muscle Pain
+ Muscle Cramping
+ Muscle Fasiculations
+ Joint Pain or Instability
+ Sleep Apnea
+ Intolerance to Cold
Depression 5
**Treatment of Post-Polio Syndrome**

The treatment of post-polio syndrome is
directed at preserving current muscle strength
and preventing further weakness from
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occurring. Generally, it is not possible to
strengthen a muscle that has been weakened by
polio. Some gain strength can be seen when
chronic overuse is corrected. The basic
principles of treatment of post-polio syndrome
are:
+ Lifestyle modification to prevent chronic
overuse of weak muscles.
A limited exercise program incorporating
frequent rest periods to prevent disuse atrophy
and weakness.
- Lightweight orthotics support of limbs to
protect joints and substitute for muscle function.
+ Orthopaedic surgery to correct limb or trunk
deformities.
**Spine A common complaint is back pain that
usually results from postural strain. Excessive
lumbar (low back) extension is used to substitute
for weak or paralyzed hip extensors. Neck pain
is frequently seen also. This, too, is from slowly
increasing weakness. At times the neck muscles
become tight from the strain and can actually
press on the brachial plexus nerves of the arms
causing numbness. This is called Thoracic
Outlet Syndrome. It is treated with gentle
stretching exercises of the neck. Both complaints
can be treated by the use of external supports. It
is important to relieve the excess workload from
the muscles to prevent further deterioration. For
neck pain tilting the seat of a chair backward 10
degrees is often sufficient to relieve the fatigue of
the posterior cervical muscles from supporting
the head. Patient education is essential since
most individuals are reluctant to use braces that
they long ago discarded. Paralysis of the
cervical (neck) spine musculature can result in
the inability to maintain the head erect. This
interfere with performing all other functions
including walking, Fusion of the cervical spine
can correct the problem.  Scoliosis (spinal
curvature) is common secondary to paralysis and
the resulting muscle imbalance. It can be further
enhanced if a leg length discrepancy exists.
External supports can be used to support the
spine but these often interfere with breathing if
the person is dependent on the use of accessory
muscles for breathing. Spinal fusion may be
needed to control the spine adequately.

continued next page...



POLIO OVERVIEW continued...

If fusion is needed, prolonged immobilization
post-operatively is to be avoided. Prior to any
surgery requiring general anesthesia or
significant sedation, the vital capacity of the
lungs should be assessed to determine the
individual’s needs for respiratory support.
**Upper Extremity Shoulder:

The shoulder is important for placing the hand
in the desired position for use. The shoulder is
totally dependent on muscle strength for active
mobility. Weak muscles about the shoulder can
be made more functional with the use of mobile
arm supports for the wheelchair user. This
allows a greater arc of motion with less muscle
strength. In the ambulatory person who requires
upper extremity aids, shoulder stability is more
important and a shoulder fusion may be helpful
if there is sufficient strength of the chest wall
muscles. Motion between the shoulder blade and
the chest wall is maintained allowing use of the
extremity for tabletop activities. Shoulder fusion
does restrict the ability of the person to position
the hand for bathroom hygiene so it is
undesirable to fuse both shoulders.

Preservation of shoulder strength should be a
priority of treatment since bracing and surgery
of the paretic shoulder offer limited
improvement. Shoulder weakness is found in 95
percent of individuals with post-polio syndrome
and correlates closely with the amount of lower
extremity weakness present. Rotator cuff tears
are also common. Individuals with weak legs will
use their arms to push up from a chair and pull
themselves up stairs. They also lean heavily on
upper extremity aids while walking. It is
therefore important to remove as many
unnecessary strains from the shoulders as
possible. This can be done using elevated seats,
motorized lift chairs, elevators or motorized stair
chair glides, and optimal lower extremity
bracing. In minimally or non-ambulatory
individuals, an electric wheelchair or motorized
scooter should be prescribed to prevent excessive
strain on the shoulder muscles caused by
propelling a manual wheelchair.

**Elbow:

The elbow requires sufficient flexor strength to
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lift an object against gravity for function. A
mobile arm support can maximize the
effectiveness of the muscle strength for the
person. Tendon transfers, such as the deltoid to
the biceps, may also be useful in restoring active
flexion.
**Hand:
Opponens paralysis is common in the hand and
results in a 50 percent loss of hand function. A
splint used during the acute and recovery phases
is useful to prevent an adduction contracture.
Tendon transfer can restore Opponens function.
The most muscle transferred is the superficial
flexor of the ring finger. Paralysis of the small
intrinsic muscles of the hand interferes with
function. A lumbrical bar orthosis will prevent
hyperextension of the metacarpophalangeal
joints and allow the long extensors to extend the
fingers and open the hand. Surgical capsulodesis
(tightening of the joint capsule) to limit
metacarpophalangeal joint extension will
accomplish the same result. Paralysis of the
finger flexors and extensors can be overcome
with the use of a flexor hinge brace if wrist
extensor function is present. Tendon transfers
can provide the same result allowing the
tenodesis effect to provide grasp and pinch
functions.
**Lower Extremities
Full range of motion of the hip and knee joints is
needed for function. Contractures should be
corrected when possible to permit more effective
bracing. lliotibial band contractures of the outer
thigh are common. This causes the hip to
assume a position of flexion, external rotation
and abduction. The knee assumes a valgus
(knock-knee) alignment and the tibia is
externally rotated on the femur. Release or
lengthening of the iliotibial band will correct the
deformity. An individual with flail lower
extremities can stand using crutches and a
knee-ankle-foot orthosis (KAFO) with the knees
locked in extension and the ankles in slight
dorsiflexion by hyper-extending the hips and
utilizing the strong anterior hip capsule for
support. Flexion contractures of the hips or
knees prevents this alignment. If trunk support
and upper extremity strength is adequate, the
continued next page...




POLIO OVERVIEW continued...

person could ambulate with a swing-through gait
for short distances. This gait has high energy
demands. With time the posterior knee joint
capsule becomes stretched and the knee develops
a recurvatum (back knee) deformity which is
painful and can lead to arthritic degeneration of
the knee. A knee-ankle-foot orthosis (KAFO)
will protect the knee and provide improved
stability for walking. If there is Grade 3 (FAIR)
strength in the hip flexor muscles and passive full
knee extension, then the knee joints can be left
unlocked for walking. In this case a posteriorly
offset knee joint is used to stabilize the knee and
ankle dorsiflexion is limited to minus 3 degrees of
neutral dorsiflexion to provide a hyperextension
moment to the knee for stability. Quadriceps
(front thigh muscles) strength is not essential for
ambulation. A strong gluteus maximus
(buttocks) and good calf strength can substitute
by keeping the knee locked in extension. If the
calf strength is inadequate to control the forward
motion of the tibia in mid to late stance, an
ankle-foot orthosis (brace) is needed. It is not
necessary to fix the ankle in mild plantarflexion
to provide knee stability. This could result in a
back knee deformity from the hyperextension
push on the knee joint. An equines (toe down)
position of the foot inhibits forward momentum
and limits step length by preventing body weight
from rolling over the forefoot prior to contact of
the opposite leg with the ground. When good
hamstring (back of thigh muscles) function is
present, two of these muscles can be transferred
forward to the quadriceps tendon to provide
dynamic knee stability. Muscle imbalances in
the foot can lead to deformity. When muscle
imbalances exist, tendon releases or transfers
should be considered prior to the development of
fixed deformities. Equinus (toe down)
contracture of the ankle is very common. This
results in genu recurvatum (back knee). The
equines should be corrected by Achilles tendon
(heel cord) lengthening. Accommodating the toe
down posture by using an elevated heel on the
shoe is not a good solution since this places
excessive stress on the calf muscles to control the

leg.
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An Achilles tendon lengthening is frequently
needed to correct an equines (toe down)
contracture of the ankle to permit adequate
bracing. When a cavus foot (very high arch)
deformity is present, this causes forefoot equinus,
which also limits bracing. If no fixed bony
abnor-malities are present, then release of the
plantar fascia ligament will be sufficient to
correct the deformity. If the cavus deformity is
caused by bony deformity, then a closing wedge
osteotomy (cutting the bone) is needed to correct
the deformity. A triple arthrodesis (fusion) of
the heel can be used to correct deformities and
provide a stable base of support. The
longstanding muscle imbalances, patterns of
muscle substitution, and resulting joint and
ligament strains often lead to degenerative
arthritis. Total joint replacement can be
performed but several special considerations are
needed. Osteoporosis is common in the polio
survivor because of prolonged lack of muscle
action on the bone. Joint contractures must be
corrected at the time of surgery to prevent
excessive forces on the artificial joint, which
might lead to loosening. Weak muscles must be
supported with the appropriate braces after
surgery. The rehabilitation program will be
longer than usual to regain joint motion and
muscle function. Continuous passive motion
devices and frequent joint range of motion must
be used to gain joint mobility after surgery.
Surgery can be expected to weaken the
surrounding muscles. This must be taken into
account before proceeding with total hip
arthroplasty to prevent chronic dislocation.

RERXRRR

My therapist told me a way to achieve inner
peace was to finish
things I had started.
Today I finished 2 bags of potato chips
and a chocolate cake.
I feel better already.




LETTERS

Lot e e

Dear Survivors

My experience with a mini scooter that folded up
was in the store. I am tall. It was very
uncomfortable and I felt as though I was sitting
in a toy. A larger sized person in girth would not
fit well either. The seat is just plastic, no
cushioning and weak back support. The only
advantage that I could see is portability, You
have to weigh portability vs. comfort and
adequate support for your body needs.

Did you know that you can take a full sized
scooter or power wheelchair right to the aircraft
door? I always ask to be seated near the door so |
only need to walk a few steps. I interviewed
several airlines randomly before my maiden
voyage just to see if the system seems pretty
standard. | wanted to know how they care for
my power chair in the cargo hold. I was told they
put all scooters and wheelchairs in a "cage".
This seemed to be standard procedure. In that
way they know that no luggage will shift and fall
causing damage. The airlines made me feel they
realize how important "portable legs" are and do
their best to care for them.

I have on my own picked up a few travel tips.
Take the rubber top off of the joystick and put it
in your pocket. The change in pressure can cause
it to pop off. This happened on my first air travel
with chair and they had to go back to retrieve it
for me. Now I pop it off and carry it in my bag.
You need to find out if your power source is dry
cell or wet gel. Wet gel batteries need to be
stored in a pressurized container. On that same
flight I informed the airlines they were dry cell,
however, when I landed my battery case was
tampered with and not put together properly
causing anxiety and stress that my chair had
been damaged. Now I label my battery case "Dry
Cell Do Not Remove" and anchor with heavy
duty packing tape. Since doing this I have never

Polio Perspectives Vol 20 No 3 Fall 2005

again felt that my battery casing has been
tampered. After several trips and long waits for
my chair I have now learned that one additional
instruction on how to convert your chair from
manual to power mode which locks the brakes is
important. Remember the guy you trust your
chair or scooter to is not the same guy who
brings it back in another city. I hope this helps.
Happy travels. Diane
RANAN

Wed, 24 Aug 2005
To all I've contacted,
I left the conference with mixed feelings, some
glad I went and some that left me saddened.
Before 1 go on let give you some back ground
about myself, I am sixty nine years old, and can
still get around quite well with the use of my
cane and the help of my lovely wife Bernie, I can
still do most of chores around the house without
too much difficulty as long as I don't over do it.
The polio affected my right leg, after it weakened
about five years ago and the foot drooped, I got a
brace which took care of that problem The only
pain I encounter is in my feet when I'm on them
to long especially the morning after. Getting
back to the conference now, I was glad I went
not only because of all the fun, but being there
made me realize how fortunate I really am, but
yet saddened because of the knowledge of all
those I saw and met that are not as fortunate as
myself and are confined to wheelchairs and/or
amigos and the like. All polio survivors those
that I met, those that were at the conference that
I never got the chance to meet are now in the
forefront of my mind and will always be in my
prayers. All the information I gathered was
helpful and will be passed on to my doctor. 1
enjoyed all of the speakers with the exception of
the political one, but I guess into all lives some
politics must fall.
Let me take this opportunity to thank all those
who were responsible for putting the conference
together and to tell them THANK YOU.

-Jerry Huck, Shelby Twp
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