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mind that these angular deformities are
often of a functional nature. The goal in
treatment is not to restore correct align-
ment, but to block the extreme of motion
and reduce the pain to a tolerable level.
Genu recurvatum is the best example of
this principle.

The other broad category encountered
is debility and an ensuing inability to
cope as well as before. Frequently the in-
crease in debility has been gradual and
undramatic, and the patient complains
of an increase in fatigue, unsteadiness,
and experiences more falls than was the
case formerly. In other instances the
patient is seen under more dramatic cir-
cumstances in the aftermath of some
recent illness or surgery (itself often times
a result of increasing age) or after healing
of a fracture (possibly a side effect of the
unsteadiness cited above). In these in-
stances, the loss in strength can be pro-
nounced and is a considerable source of
concern to the patient. In any event,
this broad category of increasing debility
is a difficult one to cope with and the
goals must often be of a limited nature.
It may well be that the only recourse is to
stop motion at a joint so as to further
compensate for a failing compensatory
motion in order to increase safety and
enable the patient to use available re-
sources to a better effect elsewhere. In
either category the problem for which
help is sought is not necessarily in the
most severely involved extremity, but in
the so-called “sound side.” The limb
may be failing as a result of the high
loads put on it over the years and the best
treatment may well be to restore the more
severely involved leg to a more functional
state, thus relieving the “sound side” of its
unequal share of the load.

As a result of their intact sensory sys-
tem and capability for compensatory
motions, when first seen patients may
well relate a history of having discarded
whatever orthosis had been provided pre-

viously or of retaining only a portion of
it. This abandonment is generally de-
scribed with pride as an example of
recovery (as well as a benefit of tendon
transfers and bone blocks) and of the
patient’s ability to find a satisfactory solu-
tion to his own problems despite the
somewhat ineffectual, but well intention-
ed help of a clinical team years ago.
When this attitude is coupled with the
normal aversion to wearing an orthosis
that is not strictly necessary, it is not hard
to understand the anxiety and even out-
right hostility with which any suggestion
that an orthosis may be needed is greeted.
It is difficult to convince them that with
age their stamina and strength have
decreased, adversely affecting their abil-
ity to compensate. It is equally hard to
convince them that whatever measure of
deformity and pain they are experiencing
is quite likely to progress with debilitating
results unless some measure of prophyla-
tic treatment is instituted and main-
tained. Winning their confidence and
cooperation is a formidible obstacle that
must be accomplished by the clinic team.

This discussion of the clinical picture
is of a general nature and is compiled not
just from our own somewhat limited clin-
ical experience, but also from discussions
with other professionals seeing similar
numbers of patients. It is put forth, not
as a totally accurate and all inclusive
description, but as an orientation to a
problem that is uniquely difficult and in-
frequently encountered by most clinical
teams.

PRESCRIPTION PRINCIPLES

Orthotic prescription for the postpolio
patient is a formidable problem, not only
owing to the physical condition of the
patient, but also because of the individu-
al’s past experience with orthotic devices.



























