	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Treatment and Prevention: Vaccines available.


IPV:  Salk, recommended by WHO, has all three type of virus. Need boosters 


OPV: Sabin, good vaccine eliciting mucosal immunity, but can revert to wild type and cause disease in immunocompromised  


No antivirals.  Supportive therapy.





Epidemiology: 


   -worldwide distribution where there are no vaccine programs


    -year round in tropics, summer in temperate climates


    -case-fatality rate variable, highest in older patients


    -children more susceptible to infection but less complications


    -WHO has targeted polio for eradication





Transmission: fecal-oral








Diagnosis: Isolation of virus from throat or rectal swabs in cell culture, electron microscopy, PCR. Serology with paired specimens





Clinical Presentation: 90% asymptomatic.


a.	abortive poliomyelitis: most common, minor illness with fever, malaise, drowsiness, headache, nausea, vomiting, constipation, sore throat. Recovery complete and rapid ( ~ 2 days)


b.	non-paralytic poliomyelitis: (aseptic meningitis)- stiffness and pain in neck and back. Illness lasts 2-10 days, recovery is complete


c.	paralytic polio: major illness, flaccid paralysis -can be permanent. First symptoms are severe myalgia in one limb, motor or sensory nerve problem, transient or permanent weakness, develops more often in pregnant women


d.	post-polio syndrome: occurs in same muscle groups many decades later (PPS). ) Children have fewer residual effects than newline adolescents or adults).





Virus: Polio virus (ss RNA, positive sense)


non-enveloped, three serotypes


90% of wild-type infections are asymptomatic


human only natural host


have an “infectious” genome (act directly as mRNA)


acid stable, poliovirus receptor: pvr


incubation period usually 7-14 days


g.	no permanent carriers





Immune Response and Pathogenesis:


     -immune response both humoral and cell –mediated


     -humoral response may be most important  


     -neutralizing antibodies appear early in disease 


     -virus enters via the mouth, infects tonsils, cervical lymph 


      nodes in neck and M (microfold) cells overlaying Peyer’s


      Patches in intestine


     -CNS invaded via circulating blood with virus


     -polio can also spread along axons of nerve cells to CNS


     -anterior horn cells of the spinal cord are preferentially 


     infected. Inflammation is secondary to attack on nerve cells.





Gnarpe’s Vicious Viruses





Complications:  


    -due to paralytic polio (spinal/bulbar or both)


     -bulbar polio: paralysis of respiratory muscles


     -Spinal polio: 30% affect lower limbs 


     -PPS (post-polio syndrome): 25% with paralytic polio who


      Recover


     - polio caused by vaccine strains (eg. Nigeria)


. 





Transmission:  fecal-oral 








