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If the patient experiences pain secondary to an acute injury, treatment with traditional physiotherapy
modalities is helpful.

Pain can often be reduced by changing to a lifestyle that reduces physical activity and altering the
biomechanics used to perform certain movements. These strategies may be difficult to accomplish
because they often require the patient to develop behaviours unlike the old, familiar ones. Altering the
pace and intensity of activities and learning new ways to gain more control over when and how
activities are performed is essential. Unless these strategies are incorporated into the individual’s life,
further treatment options may become non-beneficial.

Postural Correction
Abnormal postural alignment in patients with a history of paralytic polio can frequently be attributed
to muscle imbalance. Postural deformity can lead to pain and decreased energy efficiency during
various activities. Addressing postural deformities can often be helpful in minimising or preventing
pain and increasing endurance for sitting, standing, walking and other activities.

Management of postural deformities can be achieved through:
• Strengthening and stretching exercises;
• Education about back care and correct use of body mechanics;
• Referral to a comprehensive back care program;
• Education about appropriate posture and resting positions; 
• Prescription of adaptive aids, e.g. lumbar rolls;
• Prescription or modification of orthoses/braces;
• Prescription of mobility aids; and
• Weight management – cardiovascular exercise and referral to a dietician (refer to following section

on weight management).

Orthoses / Bracing
People with a history of polio often have strong and usually negative feelings about the use of
orthoses. Therefore, prescription or modification of such a device becomes a challenge for the health
professional. Many individuals disgarded their orthoses and have relied on compensatory movements
for walking. For those in which the use of an orthosis for walking was essential, the device became a
part of their body image, and the patient is often reluctant to change. As a result, these individuals
may continue to use the style of orthosis originally prescribed at the time of their initial illness.
Although orthoses have changed considerably over the years and are now stronger and lighter, many
post-polio individuals have continued to wear older style orthoses. With many of these people
reporting increased pain and difficulties with ambulation, orthoses may need to be reviewed to assess
their current fit and appropriateness. Individuals who may not have used orthoses in the past or those
who may have disgarded their orthoses may need to be reviewed for possible prescription of such a
device.

There are a number of reasons why a patient may be prescribed an orthoses. These include:
• Reduce the energy requirement of walking by compensating for muscle weakness;
• Assist with balance;
• Improve positioning and stability of a joint to reduce pain;
• Equalise weight distribution – restoring weight bearing on the weaker leg and decreasing the work

load of the stronger leg; and
• Reduce risk of falls and potential fractures.
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Common biomechanical deficits requiring orthotic management include:
• Inadequate dorsiflexion in swing – secondary to weakness of ankle dorsiflexors. May be treated

with an ankle foot orthosis (AFO);
• Dorsiflexion collapse in stance;
• Genu recurvatum (knee hyperextension) – usually caused by weakness of the quadriceps. Person

often locks the knee when mobilising to improve stability of the lower extremity. Often can be
managed with an AFO, knee orthosis or in patients with more severe weakness, a knee ankle foot
orthosis (KAFO) may be required;

• Genu valgum (valgus deformity of the knee); and
• Mediolateral ankle instability.

Referral to an orthotist with a thorough understanding of this patient group is desirable to ensure that
an appropriate, well fitting orthosis is prescribed.

Mobility Devices
For many patients with a history of polio, the extended use of crutches, the use of manual
wheelchairs for many years and asymmetrical or abnormal gait patterns are the major source of
weakness, pain and fatigue. Although the patient may be experiencing extreme difficulties with their
mobility, changes or modifications to their current method of locomotion may be difficult for them to
consider. Rather than use a mobility aid, many individuals make significant lifestyle changes to
compensate for their decline in mobility, such as limiting their social and outdoor activities.

Prevention of further disability and restoration of lost function often require a decrease in the amount
of walking or wheelchair propulsion and a change to methods that do not result in weakness, pain
and fatigue. It is important that a thorough evaluation of the patient is conducted by a
physiotherapist or occupational therapist prior to the prescription of any mobility device. Prescription
of mobility aids should be based on the patient’s functional status, their needs and the potential for
progressive deterioration. 

The objectives of prescribing a mobility aid are to:
• Ensure more stable balance and reduce risk of falls;
• Minimise fatigue and energy required for ambulation;
• Promote improved posture; and
• Alleviate load on joints.

When considering the appropriateness of a mobility aid for a post-polio patient, the following factors
need to be considered:
• Balance;
• Strength and function of upper and lower limbs;
• Cardiovascular endurance and fatigue levels;
• Current or future use of orthotic devices;
• Compliance; and
• Environment.

Shoulder, elbow and wrist injuries are common in post-polio individuals who have relied on crutches
or wheelchairs for ambulation. As a result, a thorough assessment of the client’s upper limb function
is required before the prescription of a mobility device.
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