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ABSTRACT

Fatigue was studied in 12 subjects with post-
poiio sequelae (PPS). Results of the Fatigue
Severity Scale (FSS) demonstrated a mean
score of 4.8 = 1.6 (non-disabied scores = 2.3
+ 0.7). The duman Activity Profile (HAP)
was not sensitive enough to measure fatigue.
Fifty percent of subjects scored beiow the
first percentile based on age and sex matched
norms. The Activity Record (ACTRE) results
revea:ed that subjects spent 5% of their time

‘resting and 1% in planning or preparation

activities. Fatigue peaked in the late morning
or early afternoon and was relieved by rest
periods. Use of energy conservation and work
simplificativn skiils along with {requent rest
periois was suggested as a possible method
for munagir., PPS fatigue.
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to 89% of persons with PPS.*® One study
reported that physical exercise diminished fa-
tigue in 70% of non-disabled individuals, whereas
it increased fatigue in 48% of those with PPS.°
Only 15% of those with PPS reported a decrease
in fatigue with minimal exercise. Although both
non-disabled and PPS subjects described fatigue
as ““tiredness” and having “a lack of energy.”
only the PPS group described it as “increased
physical weakness,” a “heavy scnsation in the
muscles,” and an “increased loss of strength
during exercise.”®

The purpose of this study we: to describe the
nature of fatigue experienced by people with
PPS. Although Berily et al® have documented
the way fatigue is perceived by those with PPS.
there are no investigations of the patterns of
fatigue, activities, or the impact of rest on the
symptom. Such knowledge will guide :interven-
tion programs aimed at contro.l.ng fan rue and
its impact on quality of lifc.

MATERIALS AND METHODS

Subjects of the study were polio survivors,
self~referred to the post-usilio assessment clinic.
Subjects living in the community attended this
2-dav outpatient clinic tor agsessment of fatigue,
oracing needs. joint patu, muscle pain, and/or o
request information regarding PPS. All subjects
incl in rthis study had a positive historv of
tis. had no additional medical prob-

5. inciuding 10 women (range:
36), seen consecutively at
ted in the study (Table). Five
seven were not

subjects

nd owomanual wneelcnam

within the last 5

ous onset and




ORTHOPEDICS

NOVEMBER 1991 VOL 14:NO 11

’
Table
SUBJECT DESCRIPTION AND RESULTS OF HAP AND FSS
HAP
Years Post- Acute MAS AAS
Subject Age Acute Polio Involvement (percentile) (percentile) ESS
01 43 38 2 limbs <l <1 5.6
02 77 38 No paralysis 42 23 2.3
03 56 56 2 limbs 04 <71 6.4
04 42 41 1 limb 37 <1 6.8
05 47 42 2 limbs 34 <1 N/A
06 53 42 Respiratory 29 29 4.8
07 S1 47 1 limb 15 8 3.1
08 71 43 Back and abdominals 24 <1 6.8
09 72 53 2 limbs 24 <l 3.1
10 54 43 4 limbs 63 3 5.1
11 45 44 limb 85 83 3.0
12 61 43 2 limbs 76 66 3.9
Mean 56119 442x54 36.2£26.6 18.2+28.2 48=1.6

difficulty with diagnosis, most were unable to  responses possible for each item: “still doing

provide specific dates of onset. the &ctiviw v

The Activity Record (ACTRE), Fatigue Se-
verity Scale (FSS), and the Human Activity
Profile (HAP) were administered to characterize
fatigue and to obtain quantitative and qualitative
data regarding its impact on activities of daily
living. The FSS and HAP are standardized
measures but not specific to the PPS population.
The ACTRE is a self-report activity log.

Subjects were asked to complete the ACTRE
over a 2-day period prior to assessuent at the
clinic. During each 2 hour the dominant activ-
ity engaged in was recorded and rated (scale of
1 to 4) according to experiences of fatigue ard
pain, enjoyment and meaningfulness of the
activity, and the level of ‘,’361\,3:‘6‘\1 difficulty.
Only the data pertaining to fatigue are reported
here. Each activity was classified as re xelr
care. preparation or planning. housenold activi-
ties. work. lc'“eauon or leisure. transportation.
treatment. or sleep.’

The FSS and HAP were cmnmeteu during the

“have stopped doing the activ-
ity,” and “mnever did the activity.” The Maxi-
mum Activity Score (MAS) indicates the activity
that the respondent cngages in requiring the
highest MET level. The Adjusted Activity Score
(AAS) is the MAS minus the number of activi-
ties that the respondent has stopped performing.
It measures the average MET levels in a typical
day accounting for one or two activities requir-
ing high MET levels. Age and sex matched
norms allow comparison to the normal popula-
tion. 'V

ESULTS
Because the assessment clinic is primarily
conce “M; with service delivery, it was not
ssible to obtain all measures from all clients.
1 ompieted the HAP, 11 completed the FSS,
v 9 completed the 2-day ACTRE log.
esults of the FSS and the HAP are

tad in the Tabie. The average ratigue
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Fig 1: Mean percentage of time spent performing
various activities. PP = planning and preparation;
TX =treatment; TR = transportation; HA =house-
hold activities; SC = self-care; RL =recreation/
leisure; WK=work; SL =sleep.

Fig 2: Typical fatigue patterns as demonstraizd by
two subjects, one who takes rest periods (top)
and one who does not (bottom). sed =sedentary;
nsed =non-sedentary.
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ties. These were short breaks, not long enough
to be recorded as Y2 hour rest periods. These
seven subjects collectively recorded 194 non-
sedentary "2 hour periods during which they
took 57 breaks (ie, during 29% of these periods).

Time spent in different activities by employed
and non-employed subjects and the total group is
reported in Figure 1. Subjects spent 5% of their
time resting and about 1% of their time in
planning and preparation tasks such as scheduling
or planning of rest periods. They spent 35% of
their time sleeping. Comparing time use of em-
ployed (n = 6) and non-employed (n = 3) subjects.
it was found that employed subjects spent 31.2 =
5.5% of their time in work activities (including
volunteer and community service), while non-
employed subjects spent only 2.8 = 2.8% of their
time in work activities. Those in the employed
group spent less time in self-care, household
activities. and recreation and leisure. There was
less than 2% difference in the time the two groups
spent resting or sleeping.

The two typical patterns of fatigue are illus-
trated in Figure 2. Subjects reported an increase
in fatigue during the morning when few rests
were taken. Subjectively they reported that they
had to “keep driving (themselves) in order to
get things done before extreme fatigue pre-
vented further activity.” Individuals tended to
decrease their rating of fatigue during and
following a period of rest or sedentary activity
(Fig 2A). Individuals who did not take rest
periods continued to report high fatigue ratings
throughout the day (Fig 2B).

A comparison of measures was underiuken.
Preliminary analysis using first order regression
suggested there may be a correlation between
the AAS and the FSS scores (r = —.60. P<<.05)
despi[e the fact that at least two of the subjects
{11.12) were relatively asymptomatic. This -v-
gests further investigation is warranted. There
was no apparent correlation between the other
variables (all r values <<.43).

DiscussiON
The scores on the FSS revealed t
with PPS have higher percc:vcd level
than the non-disabied popuia
levels to subjects diagnosed with 1
1.3

éﬁ

rosis (4.8 = ) and systemic lupus 217
tosus (4.7 = 151‘
The HAP results indicated that individuals with

PPS performed at much iower
than would be expected in non-d

achieve S score
score of less than the
an individual has “sto
ties that they did not

scale. While it is impossible to determine a causal
relationship between fatigue and the termination
of activity, the negative correlation between the
AAS and FSS supports this possibility. It is
suggested that as fatigue increases, engagement in
activity decreases. While comparison to norma-
tive data indicates the existence of a problem, our
results show that the HAP is not sensitive enough
to monitor changes in the activity level of these
individuals.

From the daily activity patterns revealed by
the ACTRE, it appears that fatigue peaked in the
late morning and/or early afternoon. Rest peri-
ods, however, were able to decrease the fatigue
rating. This is noteworthy because individuals
with PPS spent only 5% of their time resting and
1% performing planning and preparation activi-
ties, suggesting that they were not using energy
conservation techniques. Interestingly, the non-
emploved subjects did not spend more time
resting than the employed subjects, but rather
spent mere time in recreation and leisure activi-
ties. It docs not appear that an increase in
available time results in planned rest periods.
Education in energy conservation and work
simplification techniques aimed at balancing
rest and activity periods and decreasing sleeping
time may provide clients with adaptive skills
permitting more efficient energy use and posn—

bly decreasing post-polio fatigue.'!
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