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1450 Scalp Avenue, Suite 120 

Johnstown, PA  15904 

 

Post-Polio Clinics Directors Network 

February 15, 2005 

 
 

Disclaimer:  The following are unofficial notes which have not been read by or approved by the 

speaker. 

 

Points of discussion: 

 Anesthesiologists know all about the different types of heart disease and can manage 

things during surgery by planning appropriately and know what the problems will be. 

That is not the case in polio. The pathologic changes from the disease are not understood 

by most anesthesiologists. 

 The ideal would be for the anesthesiologist to see a polio patient a few days or longer 

before surgery, get a pulmonary test and chest x-ray and get a plan for anesthesia. But 

because of a shortage of anesthesiologists, the patient is usually seen right before the 

surgery and this is not satisfactory for the post-polio patient. 

 Estimated to be a shortage of 10,000 anesthesiologists and it is predicted for the next 10 

years. Anesthesiologists are aging and retiring and the input into training programs has 

been down for the last 10 years. Starting to pick up now but not enough to meet the 

needs. The move to outpatient facilities and doctor offices is taking manpower out of the 

hospital. 

 Post-polio patients need to identify themselves to the surgeon well ahead of time and link 

up with the anesthesiologist well before the surgery. 

 CURARE a symbol that appeared in a patient newsletter was one stimulus that caused 

Dr. Calmes to become interested in anesthesia for the post-polio patient. 

 Some have even said you cannot use muscle relaxant and should use only one-half the 

dose of anesthesia for post-polio patients. 

 The message is that it is not the particular drugs but how they are used. 

 Succinylcholine, a short-acting muscle relaxant is used to place the breathing tube during 

surgery. Can cause muscle pain post-op. It is an extremely useful drug because of its very 

quick onset and paralysis and then it goes away. There are good alternatives to this drug 

but on patients with very difficult airways, this is used to place the tube. The blood 

potassium does increase and it is a theoretical problem in post-polio patients. 

 Lidocaine is prohibitive. When using for spinal anesthesia, it is thought to cause neural 

changes. 
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 Careful studies were done on animals and it was found in animals there is pathologic 

changes of the nerves and this will cause pain and paralysis in some patients. It is 

extremely low incidence. Everyone has stopped using Lidocaine for spinal anesthesia. 

There are other good drugs. 

 Reglan is used to help the stomach empty, to decrease pH of gastric fluid and decrease 

nausea and vomiting postop. Reglan has been prohibitive. There are alternative drugs that 

can be used instead of Reglan. 

 There may be a need to use one of these drugs and the patient should not be upset. All 

these drugs can cause problems in normal patients and all have alternatives. 

 Hysteria about drugs needs to end. 

 No study of polio patients having anesthesia has been done. 

 CURARE was also strongly prohibitive. It was taken to all muscle relaxants. It is not 

correct that muscle relaxants are contraindicated. CURARE is hardly ever used today. 

We have many new synthetic muscle relaxants that have very favorable profiles. The 

focus on that drug needs to end. 

 Need an understanding of the planned operation and its requirements. Certain surgeries 

need a certain kind of anesthesia. 

 When a patient is put to sleep, the pain is still traveling up the spine and reaching the 

brain and the hormones are released. At the lower pain level, if you measure these 

hormones, they are released with general anesthesia. 

 Spinal cord "wind-up" of pain signals - a lot of people are working on trying to figure out 

what happens at the spinal cord level - not just post-polio but all who have chronic pain. 

 General anesthesia - uses multiple drugs and less of potent inhalant anesthesia and have 

the patient more awake at the end of the surgery. 

 Regional anesthesia - does block incoming signals and is very favorable physiologically. 

 Hope to be able to use the ultra sound machine to use regional anesthesia for post-polio 

patients. 

 Monitored Anesthesia Care (MAC) - a very safe kind of anesthesia and very satisfactory 

for many operations. 

Should a Post-Polio Patient have a Spinal or Epidural anesthetic? At this point in time, Dr. 

Calmes thinks it is safe to have these used with regular anesthesia extensively. A lot of people 

are looking at what's happening in the spinal cord and it is possible that over time our minds may 

change with regard to this. Personal opinion is that it is safe to have a spinal or epidural because 

it is favorable physiologically because you do not have the hormones released. 

A suggestion was made by Dr. DeMayo to provide this information as an aid to 

anesthesiologists. Dr. Calmes said the information is on the web at various patient sites. The 

information is also on the Post-Polio Health International website. She also plans to write a 

review article for anesthesiologists using all the supplemental data on the nerve junction. 

http://www.post-polio.org/
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Dr. DeMayo said it would be interesting to do a study on postop pain coordinated with SSFP 

abnormalities. Dr. Calmes will check on this and report on this at the beginning of the March 

meeting. 
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