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Serving Arizona Polio Survivors since 1985
Our cruise that we embarked on in September will come to its final
port at the June 10, 2017 meeting. I hope you have enjoyed new and
old FriendSHIPs, RelationSHIPs and FellowSHIP with your fellow passengers.
David and I love to travel but as many of you have discovered, traveling
is not as easy as it used to be. David and I used to share driving responsibilities and we could go to places without too many stops. Those
days are over and we take more time on the road and enjoy more hotels and motels along our routes. I have written some articles for the
National Federation of the Blind. Jan and the Van, Jan and The Ship,
Jan and the Plane are humorous things that have happened while traveling. I know many might relate to my latest article, Jan and the
John. DO NOT PANIC, keep reading. How many of you experienced
challenges in restrooms as we age and have to deal with canes, walkers, and wheelchairs. I think my blindness might have added a new dimension to my adventures.

I will never forget the restroom in the Cleveland Airport. We were traveling with Lynn and Bob and heading to a National Federation of the
Blind Convention. Lynn heard me laughing and asked what was happening. The stall had a device that you pushed a button and the toilet
seat cover descended to its designated spot. But, the device did not
shut off and I was wrapped up like a Christmas present, until Lynn
banged the device to quit. Another fond memory was in the middle of
the night in the middle of Texas where we stopped at a truck stop. The
wheelchair stall was tiny and difficult. It was about 3 a. m. and before
cell phones and I got stuck. The chair and I were not going anywhere
soon. Finally, I heard a woman come in and I asked her to assist me or
get David. She was a retired nurse and got me on my way. My friend
Bev, from Williamsburg, and I were in the restroom at the Yorktown Battle Field and suddenly she grabbed my chair and said, “we are in the
men’s restroom.” I did not know the difference but she was flustered
and once again the wheelchair got stuck and we had to get some assistance before we could get out and visit more sights. There are so many
funny stories I could go on and on. But you get the idea, we have to
learn to cope with and laugh at our challenges.
So, as we disembark in June and join another cruise
in September, laugh at the crazy circumstances that
post-polio has brought to our lives. Have a wonderful summer and as the song says, “See You in September.”

Janna L. Peyton

“General

Membership Meetings
Every 2nd Saturday at Health
South Rehabilitation Hospital;
2650 North Wyatt Dr.
10:00 A.M. - 12:00 Noon

(except July, August & December)

Board of Director Meetings held
on 1st Thursday of each month
at Ward 6 Offices at
3202 E 1st St, Tucson
10:00 A.M.—12:00 Noon
(except July)

All Welcome
The opinions expressed in this publication are
those of the individual writers and do not
necessarily constitute an endorsement or
approval by POLIO EPIC, INC. If you have
personal medical problems, please consult
your own physician
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PLEASE CONSIDER SERVING A TERM OR MORE AS A BOARD MEMBER. We rely on our board members to direct the
services and operation of our post Polio Support Group

The General Membership Upcoming Meetings

June 10th, 2017 — is our annual business meeting….which means refreshments,
and after the voting and budget review...we get to play Polio Jeopardy. Bring your
Polio Trivia thinking caps and enjoy a good time!
July and August, 2017 —we do not have meetings during the hottest part of the
summer, but do not forget to come back in September! For those that are interested,
we do have our board meeting, that you are more than welcome to attend! The
board meetings are at the Ward 6 Offices, the first Thursday of the month at
10:00am. All are welcome.
September 9th, 2017 — The first meeting of Polio Epic’s NEW fiscal YEAR! Happy
New Year! We will have a speaker from the Pima Council on Aging to give us all the
updates and changes for the year in Medicare! (federal health insurance for those
on social security, or social security disability)
October 14th, 2017 — will be respiratory technician, Mike O’Dower talking about
Polio Survivors and their chronic problem of Carbon Dioxide Retention (CO2) while
sleeping! There are many different types of ventilators that will help with this problem specific to those with Post Polio Syndrome and other neuro-muscular conditions,
such as Bi-pap, and A-Vap machines. Mike O’Dower works as the lead respiratory
therapist at Preferred Homecare.
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What is Geriatrics?

https://en.wikipedia.org/wiki/Geriatrics

Geriatrics differs from standard adult medicine because it focuses on the unique needs
of the elderly person. The aged body is different physiologically from the younger adult
body, and during old age, the decline of various organ systems becomes manifest.
Previous health issues and lifestyle choices produce a different constellation of diseases and symptoms in different people. The appearance of symptoms depends on the
remaining healthy reserves in the organs. Smokers, for example, consume their respiratory system reserve early and rapidly.[3]
Geriatricians distinguish between diseases and the effects of normal aging. For example, renal impairment may
be a part of aging, but renal failure and urinary incontinence are not. Geriatricians aim
to treat diseases that are present and achieve healthy aging

=====================================================

Responses about Geriatrics Journal (printed on pages 4 and 5)
from the Post Polio Health International
Communiqué dated May 12, 2017
The complete text of the article in Geriatrics 2017, 2(2), 14 is shown on the next few pages.
PHI passed the article along to its medical advisory committee. Drs. Maynard and DeMayo
responded.
“I read the article and found it generally accurate but it did not consider referring the patient to a post-polio ‘specialist.' A specialist would be helpful for two reasons. One for an
EMG which could confirm that the patient's upper limb weakness was due to previous motor nerve cell loss and not related to non-specific weakness associated with his multiple
medical diagnoses and age-related senescence (biological aging). Secondly, a post-polio
‘specialist' could assist with details of a rehabilitation program of therapies and
aids.” Frederick Maynard, MD, Marquette, MI
“Obstructive sleep apnea (OSA) is a huge issue in polio survivors. I would be interested in
his Apnea-Hyponea Index (measure of how often an individual suffering from sleep apnea
stops breathing over a certain amount of sleep time). Also, the severity of AHI does not
always correlate with symptoms. It is possible that OSA could be responsible for most of
the symptoms. Restrictive lung disease (in this survivor’s case probably due to right hemidiaphragm paralysis) could also account for some of the symptoms. “The authors use
‘noticeable sequelae,’ which is an odd term. I suspect that like most polio survivors that
there was in fact neurologic findings but the survivor compensated extremely well making
the sequelae not ‘noticeable.’ Additionally, they state that ‘post-polio syndrome is a phenomenon that is characterized by muscle weakness and fatigue in patients with a history of
poliomyelitis with complete recovery and who have had a long symptom-free period.’ This
statement is clearly not true - one does not have to have complete recovery, just a 15-year
stable period. They conclude that the patient has PPS. I would debate that diagnosis given
the diagnosis of OSA. I would say ‘possible PPS.’ The accepted criteria actually say that
there should not be any other explanation for symptoms (in this case, there are other possibilities).” William DeMayo, MD, Johnstown, PA
“I agree with Dr. DeMayo that OSA (treated with CPAP) is a problem in the post -polio population, but many of the calls PHI receives from survivors who have trouble breathing with
their device is because they are treated as OSA patients when they really have respiratory
breathing muscle weakness (diaphragm, intercostals) alone or in combination with OSA. A
more sophisticated machine, e.g., a bi-level device, pressure support, multi-mode ventilator is what is needed. The authors state, ‘There is little harm in attributing part of the disease process to age, as treatment of age-related decline in function is akin to treatment of
post-polio syndrome.’ I also agree with this statement. Agreeing or disagreeing on ‘a diagnosis’ is academically interesting and in some instances a diagnosis of post-polio syndrome may carry with it services, but the most important thing to polio survivors is treatment or management ideas.” Joan L. Headley, St. Louis, MO
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Abstract:
Poliomyelitis is a disorder of the nervous system caused by an enterovirus. There are many survivors who, years later, develop a little-understood condition called Post-polio syndrome. Post-polio syndrome is a group of delayed sequalae of polio infection that can cause paralysis and bulbar symptoms in patients with a history of polio infection who have had a prolonged
symptom-free period, often greater than two decades. Diagnosis of post-polio syndrome is difficult in the geriatric population
because many of the symptoms overlap with other disease processes affecting older individuals. An extensive workup is necessary to exclude more concerning etiologies. Furthermore, several symptoms can be attributed to normal ageing. We present
the case of an elderly patient with a history of poliomyelitis and multiple comorbidities who presented with complaints of weakness and fatigue.
Keywords:
neurology; ambulatory care; comorbidity; primary care; geriatrics
1. Case Presentation
A 78-year-old male with a past medical history of hypertension, coronary artery disease status post myocardial infarction
requiring stent placement, asthma, gastroesophageal reflux disease, and bulbar poliomyelitis presented to our Primary Care
clinic for evaluation of worsening fatigue, exertional shortness of breath, dysphagia, chest tightness and generalized weakness.
The patient reported a diagnosis of poliomyelitis in 1956 after noticing flu-like symptoms and weakness. His course was
complicated by dysphagia requiring tracheostomy placement, but no iron lung therapy was required. He reported appropriate
recovery from his condition with few noticeable sequelae.
Vitals signs were within normal limits. Physical exam revealed an elderly male, alert, oriented, in no acute distress and with
non-labored respirations. Neurological exam revealed mild bilateral upper extremity weakness. Sensation and reflexes were
intact; positional and balance testing were normal and there were no cranial nerve abnormalities. Remaining cardiopulmonary,
abdominal, musculoskeletal and skin exams were within normal limits. Routine blood testing revealed no abnormalities.
More extensive outpatient workup was initiated to elucidate possible etiologies of the patient’s symptoms. High Resolution
CT Scan showed eventration and elevation of the right hemidiaphragm but no evidence of honeycombing, ground-glass opacification, suspicious lung nodules, bronchiectasis or bronchial wall thickening. Pulmonary Function testing was performed and
results showed very mild restriction with a total lung capacity of 79%. A sleep study was also ordered and revealed mild obstructive sleep apnea.
Electrocardiogram revealed sinus rhythm and no ST-T wave abnormalities. Stress Echocardiogram showed an ejection
fraction of 70%, no signs of ischemia and a non-reversible infarction in the basal inferolateral region that appeared unchanged
from prior stress testing. Esophagogastroduodenoscopy (EGD) was also performed to further investigate the patient’s complaints of dysphagia. EGD showed a hiatal hernia in the esophagus as well as an esophageal schatzki’s ring requiring balloon
dilation.
A diagnosis of post-polio syndrome was made given the patient’s distant history of poliomyelitis, mostly negative multisystem workup and presenting signs. Auto-pap was issued to the patient for the treatment of sleep apnea. Physical therapy
was recommended with an emphasis on the avoidance of overexertion.
2. Discussion
2.1. Poliomyelitis
Poliomyelitis is caused by an enterovirus transmitted fecal-orally. Once inside the body, the virus can cross into the central
nervous system (CNS) and affect the motor neurons of the spinal cord, brainstem and motor cortex, leading to paralytic poliomyelitis. Polio infection initially presents with malaise, fatigue, fever, sore throat, nausea and vomiting. Symptoms can then
progress over the course of several days to include myalgias and muscle stiffness/spasms. In some patients, symptoms progress even further to paralysis.
The type of paralysis produced depends upon the portion of the CNS affected. For instance, spinal polio is caused by viral
infiltration of the anterior horn of the spinal cord, and bulbar polio is caused by viral damage of the bulbar portion of the brainstem. Spinal poliomyelitis leads to asymmetric paralysis of the limbs due to spinal cord motor neuron damage. Bulbar polio, a
significantly more rare form of poliomyelitis, affects the cranial nerves and thus the muscles they supply leading to respiratory
difficulty as well as trouble with chewing, swallowing, and controlling facial movements [1].
2.2. Post-Polio Syndrome
Post-polio syndrome is a phenomenon that is characterized by muscle weakness and fatigue in patients with a history of
poliomyelitis with complete recovery and who have had a long symptom-free period. In such patients, the key to diagnosis
involves the history of polio, the presence of classic symptoms of motor neuron disease and the exclusion of other diagnoses
[2]. The exact prevalence of post-polio syndrome is not known. According to the National Institute of Neurological Disorders
and Stroke (NINDS), researchers have estimated that post-polio syndrome affects approximately 25%–40% of polio survivors.
The exact pathophysiology of post-polio syndrome is unknown, however, there are several theories that have been proposed. One theory is that during the acute infection, excess damage of motor neurons leads to the development of collateral
motor neurons. Over time, it is impossible to maintain innervation and capillarisation of these compensatory motor neuron
sprouts. The result is muscle weakness, muscle pain and easy fatigability. Another theory is persistence of polio infection.
Several studies have reported the presence of poliovirus genome fragments in the cerebrospinal fluid (CSF) of patients with
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post-polio syndrome. A third theory is that there is a delayed immune response to the poliovirus, leading to chronic inflammation and
thus persistent symptoms of poliomyelitis. This theory proposes treatment with immune modulators as means of combating the chronic
inflammation [3].
Another proposed theory is that muscle weakness and fatigability may be the result of the normal ageing process causing symptoms
in patients with post-polio syndrome [1]. It is possible that most of the symptoms experienced by this cohort of patients (elderly patients
with a history of poliomyelitis infection) may be, mostly or in part, due to senescence.
Several proposed diagnostic criteria exist for post-polio syndrome, but most are based upon the criteria proposed by Halstead in the
1991 paper Assessment and differential Diagnosis for Post-Polio Syndrome. Criteria for the diagnosis of post-polio syndrome are as
follows: (1) Prior diagnosis of polio must be confirmed; (2) There must be a period of functional and neurological stability; (3) There
must be the onset of new neurological symptoms like weakness or fatigue; and (4) There must be an attempt to exclude of other medical diagnoses that may cause similar symptoms [4].
No specific mode of treatment exists. Treatment is mainly supportive, focusing on physical therapy and palliation. Physical therapy is
used to build endurance but also focuses on avoiding overuse. Other therapies are aimed at improving quality of life by adding aids
such as walkers. There is little in the way of pharmacologic treatment for this condition. Psychotherapy may also be beneficial given the
significant psychological impact that poliovirus as well as its sequalae have on patients [1].
2.3. Primary Care Management of Post-Polio Syndrome in the Geriatric Population with Comorbidities
Post-polio syndrome is a fascinating disorder for the geriatric population. Its prevalence now in the United States can be correlated
with 1950s epidemics. However, it is a difficult diagnosis in the ageing population because many of the classic symptoms of the disorder overlap with other disease processes affecting older populations, thus necessitating the need for extensive outpatient testing to
exclude other plausible diagnoses. In patients with a history of heart disease, cardiac testing may be necessary to exclude acute coronary syndrome as the etiology of exertional shortness of breath and fatigue. This is even more important if the patient is female or has a
history of diabetes mellitus, because these groups often present atypically. Electrocardiogram, echocardiogram, exercise or nuclear
stress testing and possibly even heart catheterization may be necessary to further evaluate the condition [5].
Pulmonary etiologies must also be explored, even more so if the patient has a prior history of lung disease. In these instances,
shortness of breath could be more attributable to decreased lung capacity as opposed to residual diaphragmatic paralysis from postpolio syndrome. Therefore, pulmonary function testing, chest imaging (high resolution CT imaging) or polysomnography may be necessary to evaluate complaints of breathing difficulty, fatigue and generalized weakness.
If the patient reports swallowing difficulty, it may be important to rule out gastroesophageal pathologies such as stricture or reflux
prior to equating these symptoms to the prior history of bulbar polio. Consider esophagogastroduodenoscopy to further evaluate for
anatomic abnormalities. It is also important to exclude other neurologic pathologies such as Parkinson’s disease, Amyotrophic lateral
sclerosis or multiple sclerosis, as these symptoms also cause neuromuscular deficits similar to post-polio syndrome. Electromyography,
lumbar puncture and MRI may be necessary. Electromyography is particularly helpful because findings can suggest where certain prior
disease-affected muscle groups are located.
Excluding age as a cause of symptoms is very difficult, as there is much symptom overlap. If decline appears to be age-appropriate,
then some symptoms may be related to ageing. There is little harm in attributing part of the disease process to age, as treatment of age
-related decline in function is akin to treatment of post-polio syndrome.
Post-polio syndrome is an important primary care topic because its diagnosis requires extensive testing that is often prompted by the
primary care specialist. Recognizing the signs and symptoms of the syndrome as well as a remote history of poliomyelitis is necessary
[6].
3. Conclusions
Post-polio syndrome is an interesting disorder characterized by new neuromuscular deficits that present years after the resolution of
a polio infection. There are several diagnostic criteria, but one of the most important is the exclusion of other possible diagnoses. Postpolio syndrome diagnosis is even more difficult in the elderly population due to the presence of multiple comorbid conditions. Extensive
testing may be necessary for an appropriate diagnosis in this population.
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SENIORS UNDER ATTACK
THIS IS HAPPENING RIGHT HERE IN OUR OWN COUNTRY!
We Must Stop This Immediately
Have you noticed that stairs are getting steeper. Groceries
are heavier. Everything is further away. Yesterday I walked to the corner
and I was dumbfounded to discover how long our street had become!
People are less considerate now, especially the young ones. They speak in
whispers all the time! If you ask them to speak up they just keep repeating
themselves, endlessly mouthing the same silent message until they're red in
the face! What do they think? that I am a lip reader?
I also think they are much younger than I was at the same age. On the other hand,
people my own age are so much older than I am. I ran into an old friend the other
day and she has aged so much that she did not even recognize me. I got to thinking about the poor dear while I was combing my hair this morning, and in doing so, I
glanced at my own reflection. Well, REALLY NOW - even mirrors are not made
the way they used to be!
Another thing, everyone drives so fast these days! You're risking life
and limb if you happen to pull onto the freeway in front of them. All I
can say is, their brakes must wear out awfully fast, the way I see
them screech and swerve in my rear view mirror.
Clothing manufacturers are less civilized these days. Why else would they suddenly start labeling a size 32 waist as a 40? Do they think no-one notices? The
people who make bathroom scales are pulling the same prank. Do they
think I actually “believe” the number I see on that dial? HA! I would never let myself weigh that much! Just who do these people think they're
fooling?
I'd like to call up someone in authority to report what's going on -- but
the telephone company is in on the conspiracy too: they've printed the phone
books in such small type that no one could ever find a number in there!
All I can do is pass along this warning: WE ARE UNDER ATTACK! Unless something drastic happens, pretty soon everyone will have to suffer these awful indignities.
PLEASE PASS THIS ON TO EVERYONE YOU KNOW AS SOON AS
POSSIBLE SO WE CAN GET THIS CONSPIRACY STOPPED!
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POLIO EPIC MEMBERSHIP FORM AND DUES
Type

Renewal

Has your address changed? Yes

New
Name

No
Spouse/Partner

Address

Phone

City

Date

(

)

Zip

State

Place email address if you want your newsletter via email
(Please Print Clearly)

I am UNABLE to pay dues at this time, but wish to continue my membership and receive
newsletter
Please remove my name from the mailing list. I no longer wish to receive the newsletter.

Enclosed is membership fee of $10.00 per person for one calendar
year (Sep 2016– Aug 2017)
Amount Enclosed for Membership $
Amount Enclosed for Charitable Donation $
Total Enclosed $
Make checks payable to Polio Epic, Inc. and return to P.O. Box 17556,
Tucson, AZ 85731-7556

WADLEIGH GRANTS
The Wadleigh grants are monies that we give to members for durable goods, things that
their health insurance won’t cover, and things that help them live more independently
even though they have Post Polio Syndrome! Some examples of things that we have
helped finance, repairs to a wheelchair lift, a bathtub lift, repairs to a wheelchair, Crutches, grab bars, ramps and steroid shots. If you have been a member of Polio Epic for one
year, and would like to receive a grant, fill out an application as shown on our website, or
call Dave Marsh in order to get an application. Submit a receipt or a purchase order with
the receipt...and tell us how much you need in money; up to a limit of $500. It really is as
simple as that. Frank Wadleigh was a long time member of our organization and when he
died, he surprised us all by leaving us a nice chunk of money in his will. The bequest was
simply to help polio survivors. The Board of Directors at the time, decided the best way
was to help finance those things that insurance, Medicare, and disability just didn’t cover!
Please review the guidelines and perhaps look around for a need or two that you can
make happen with help from the Wadleigh Grants!
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Please note: HOW OUR FISCAL YEAR DIFFERS FROM CALENDAR YEAR
Polio Epic, Inc. is a registered 501c(3) organization...as such we have rules and regulations that we must
follow in order to keep our tax exempt status. One of those rules that we follow is having a “fiscal” year.
Polio Epic’s new year starts in September and runs through August. When you see the year at the bottom
of your label, it tells you what FISCAL year you have last paid your dues. If the label says 2016, that
means you paid your dues in the PREVIOUS FISCAL year, and are due to pay this year’s dues. We have
kept our dues at a low amount of $10.00 in order to make membership available to as many people as possible. We provide services to our members based on the income that we receive in dues and donations.
Please remember to check and see if your dues for 2017 have been paid. If you receive this email via
email, you will receive a yearly email in September to remind you. If you are not sure, then call Micki
Minner at 520-307-0174, or email: Mickiminner@msn.com . Micki will be glad to check our membership roles to find the last date you paid your dues! THANK YOU for supporting our organization, and the
services we provide to Polio Survivors in Arizona.
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