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A  m e s s a g e  f r o m  y o u r  

P r e s i d e n t  

 

WINTER  2021 

STAYING  POSITIVE  FOR  OUR  FUTURE 

The cartoon expresses my sentiments exactly. 
 
I hope everyone had a quiet and safe, if not Merry, Christmas. May 2021 
be much better for all. 
 
HAPPY NEW YEAR! 
 
As soon as we are allowed, we will resume society activities. Our reim-
bursement program is still active and remember, memberships are due 
now for 2021. 
 
John Sugden, President 
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L A U G H T E R  I S  G O O D  M E D I C I N E  

 

As I sit at  my computer pondering my words 

for the Editor’s Notes, I find that the Covid-19 

Pandemic is still at the  forefront of my 

thoughts. I have been reading a lot about how 

we cope with this crisis, with the psychological 

aspects of it and Humour  is right at the top of 

the list. The images above say it all for me. This 

covid trip has been  one of stages for me. It 

started with disbelief, then fear, then accepting 

and learning to cope, learning to do the basic 

stuff we need to do each day, each week. Final-

ly, we have to move past just killing time, wait-

ing for it to end and start doing things we really 

want to do; we just have to suck it up and fig-

ure out how to reach our goals in a safe way! If 

that means masking, so be it, if it means 6 foot 

distancing, so be it. Let’s just get on with it and 

do it in a manner that is deemed to be safe, in a 

way that prevents the spread of this virus. With 

the news of a vaccine  arriving this year, we can 

start to see the light at the end of the tunnel 

and with it a new wave of hope for a return to 

normalcy! 

I am writing this early in December with Christ-

mas quickly approaching. We are doing most of 

our shopping on line, still trying to support lo-

cal business and we wonder if we will be seeing 

family in person or virtually….I sincerely hope 

that you were all able to  find a way to enjoy 

and celebrate the holiday season, to connect 

with friends and family in a safe manner, and 

above all to have experienced gratitude for  all 

the  good things in our lives. We move into this 

new year filled with new hope. 

 

EDITOR’S  NOTES 



 

3 

  

DISCLAIMER 
 

Information published in the Polio News and/or the Wildrose Polio Support Society web site may not 

represent the opinion of the Society. It is not to be regarded as the Society's endorsement of treat-

ment, products or individuals. If you have or suspect you may have a health problem, please consult 

your health care professional. 

EXECUTIVE 
President: John Sugden       Vice President: George Kunec       Secretary-Treasurer: Patricia Murray 

DIRECTORS 
Marie Kunec,   Rick Meunier,   Ferne Hymanyk,   Bernd Schwanke 

Office : Patricia Murray                                    tel: 780-428-8842                              Email: wpss@polioalberta.ca  

Web Page:   polioalberta.ca                    Web Master  /  Newsletter  Editor:    Bernd Schwanke 

Reimbursement Statistics 
Reimbursement  statistics from  October 1, 2020 through December 31, 2020 are as follows: 

for Aids and Devices: $425.00 and for  Therapy : $828.99. 

 

Remember that your yearly allowance for aids and/or devices is $425.00 per member 

 

NOTICE:  

Due to the continued closure of the ACT Recreation Center the decision has been made to reimburse 

members who choose to pay for alternate recreation facility rentals. This is independent of the claims 

we regularly cover under the Reimbursement Program. Please make your claims on the same form as 

your normal claims, but separate from those claims. When you make your claim, you must submit it 

with valid receipts from the facility. This recreation claim will not count against your $425.00 yearly 

limit and will be in effect only until the ACT Center re-opens. 

Below are links to Edmonton, St Albert, Spruce Grove, Ft. Saskatchewan, Sherwood Park, Beaumont 

and Leduc recreation sites, as well as the YMCA. Exact opening dates for any of these facilities are 

not known at this time. Be aware that some or all facilities may be closed due to Covid-19 precau-

tions. 

  Please check with the office before committing to a facility. 
 
 

https://www.edmonton.ca/activities_parks_recreation/recreation-leisure-centres-pools.aspx  
https://stalbert.ca/rec/facilities/fountain/  
https://northernalberta.ymca.ca/YMCA-Locations/Edmonton-Region/Health%2C-Fitness-Aquatics  
https://www.sprucegrove.org/community/sports-recreation/transalta-tri-leisure-centre/  
https://www.fortsask.ca/en/things-to-do/swimming.aspx  
https://www.strathcona.ca/recreation-events/activities/swimming/  
https://www.beaumont.ab.ca/267/Beaumont-Sport-Recreation-Centre  
https://www.leduc.ca/aquatic-centre  

 

Check our web site for current updates: (polioalberta.ca) 

https://www.edmonton.ca/activities_parks_recreation/recreation-leisure-centres-pools.aspx
https://stalbert.ca/rec/facilities/fountain/
https://northernalberta.ymca.ca/YMCA-Locations/Edmonton-Region/Health%2C-Fitness-Aquatics
https://www.sprucegrove.org/community/sports-recreation/transalta-tri-leisure-centre/
https://www.fortsask.ca/en/things-to-do/swimming.aspx
https://www.strathcona.ca/recreation-events/activities/swimming/
https://www.beaumont.ab.ca/267/Beaumont-Sport-Recreation-Centre
https://www.leduc.ca/aquatic-centre
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New polio vaccine poised to get 
emergency WHO approval 

 
The vaccine, designed to prevent harmful mutations, is 
seen as key to eradicating polio. 
 
A vaccine against a type of polio that is spreading in the 
Southern Hemisphere is expected to receive emergency 
approval before the end of the year. If it does, it will be 
the first time the World Health Organization has steered 
an unlicensed vaccine or drug through its emergency 
listing process. 
Wild polio has been almost eradicated. Only two coun-
tries — Afghanistan and Pakistan — still report cases. 
But a version of the virus that arose naturally from the 
weakened polio virus used in vaccination is increasing. 
What is called circulating vaccine-derived polio-virus 
(cVDPV), is increasing in both Afghanistan and Paki-
stan, as well as in the Philippines, Malaysia, Yemen and 
19 African countries — with Chad, the Democratic Re-
public of the Congo and Côte d’Ivoire the worst affected 
in Africa. 
So far in 2020, there have been more than 460 cases of 
vaccine-derived polio worldwide. This is more than 4 
times the number detected by this time in 2019, which is 
a major problem for the 32-year, US$17-billion global 
campaign to wipe out the disease. Researchers who 
model polio infections say that for every known case, 
there are about 2,000 infections in the population. 
“Millions of people potentially have no immunity to the 
vaccine-derived virus, and that’s why we’re very con-
cerned,” says Kathleen O’Reilly, an epidemiologist at 

the London School of Hygiene and Tropical Medicine 
who models polio infections. 
Independent scientific advisers to the World Health Or-
ganization (WHO) have been assessing a vaccine that 
is designed specifically to protect against cVDPV. This 
vaccine, a decade in the making, has been tested for 
safety and efficacy, but is not yet licensed and still has 
to undergo further trials. The WHO is in the last stages 
of considering whether to approve it more quickly, under 
what is called an emergency-use listing — a procedure 
that was created during the 2014–16 Ebola outbreak in 
West Africa, and which the agency is also preparing to 
use for coronavirus vaccines. 
After a press conference on 9 October, Alejandro Cra-
vioto, chair of the WHO’s Strategic Advisory Group of 
Experts on Immunization, told Nature that it is the first 
vaccine to be considered under the emergency-use list-
ing. “It’s going to be a very good exercise for us to look 
[at] how this works, because probably some of the 
COVID-19 vaccines will have to be authorized for use in 
the same way,” he says. 
Most cases of cVDPV are caused by mutations in a 
strain of poliovirus called type 2. Right now, outbreaks 
are being tackled using the old vaccine for type 2 polio 
— which risks seeding further outbreaks. If the new vac-
cine receives emergency-use listing, that could be a 
“game-changer”, says Simona Zipursky, who co-chairs 
the working group on the vaccine at the Global Polio 
Eradication Initiative in Geneva, Switzerland. The initia-
tive is a partnership between the WHO and international 
donors. 
Results from phase I trials of the vaccine were pub-
lished last year (1). Two phase II trials have been com-
pleted, but results are as yet unpublished. However, 

SOCIAL EVENTS 
 

IDEAS?? 
 
The WPSS Board is in place to serve YOU, the membership. If there are any activities or 
events you would like to have considered for our social calendar, please do come forward 
with your ideas. Let the office know about your thoughts and your Events Director will get in 
touch.  
With the pandemic still raging and no real hope of vaccines in place before the spring or 
summer, we have no idea when we will actually be able to have any indoor social events. 
However, it is important to put your ideas forward so we can do some of the background 
work which has to be done before an event can actually happen.  

CASINO UPDATE 
Due to the provincial Covid closure of Casino table games the WPSS casino event will be rescheduled 
and may be moved out of Quarter 2 (April - June) into a later quarter. Updates will be posted on the 
web site and the next issue of the Polio News. 
 

ELECTRIC WHEELCHAIR 
Donald Cameron has an electric wheelchair to give away, A1 condition with a charged 2 year old bat-
tery. If interested, call Don at 780-483-5461 
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manufacturer Bio Farma, headquartered in Bandung, 
Indonesia, has produced 160 million doses in anticipa-
tion that the WHO will grant an emergency-use listing 
while further trials are in progress. 
If national medical regulators agree, the new polio vac-
cine could be distributed in selected pilot countries 
within two months of the WHO’s approval, says 
Zipursky. 

 

The back story 
Medical researcher Albert Sabin developed the con-
ventional polio vaccine in the 1950s and 1960s, by 
growing the virus in non-human primates and cell cul-
tures, until it adapted to those environments and was 
no longer good at infecting humans. This ‘attenuated’ 
virus is used as a vaccine — with the result that, to-
day, just a few hundred are infected, and a much 
smaller number paralysed each year by a disease that 
used to infect hundreds of thousands. 
The vaccine must be taken by mouth, and recipients 
excrete the live virus in their faeces for a period after-
wards. If this virus is ingested by other people, for ex-
ample in contaminated drinking water, it can infect 
them. This is usually harmless, because the virus is 
attenuated. And it could even boost immunity against 
polio, just as it does for those who receive the vaccine 
directly. 
But what Sabin never knew, says Raul Andino, a virol-
ogist at the University of California, San Francisco, 
was that his attenuation of the virus hung by a thread. 
It took just one “gatekeeper mutation” in the virus’s 
RNA to permit other changes that allowed it to regain 
virulence. 
And this happened — possibly as early as 1988, when 
an outbreak of polio derived from a vaccine began in 
Egypt. More cases emerged in later years, even 
though wild polio was on its way to being eliminated in 
most countries. 
A crucial moment came in 2015, when wild polio type 
2 was declared to have been eradicated, 16 years af-
ter the last case was reported. The WHO decided to 
withdraw the oral type 2 vaccine around the world in 
one grand, coordinated act in 2016. After this, immuni-
ty to type 2 polio began to wane — leaving communi-
ties vulnerable when a few lurking type 2 viruses from 
vaccines became dangerous again. 
 
 
A decade of research 
Like the old polio vaccine, the new vaccine is derived 
from the live, infectious virus — but this time it has 
been ‘triple-locked’ using genetic engineering, to pre-
vent it becoming harmful. 
Andino started working on this redesign in 2011, with 
colleagues including Andrew Macadam at the UK Na-
tional Institute for Biological Standards and Control 
and others at the US Centers for Disease Control and 
Prevention. 
Macadam focused on parts of the RNA in Sabin’s vac-

cine where individual bases were mutating to reinstate 
the virus’s virulence. He swapped some of these ba-
ses for others at strategic points — chosen so it would 
be hard for the virus to undo the alteration (2). “It 
works amazingly,” says Andino. “We didn’t see muta-
tion any more in this thing, not in cell culture, not in 
animal models and now, not in humans”. 
The team made two further alterations to the virus: one 
to hinder it from recombining with other gut viruses; 
the other to slow its evolution. The result is a viral vac-
cine with a much-reduced chance of causing polio. 
In 2015, the Bill and Melinda Gates Foundation in Se-
attle, Washington, agreed to fund a $150-million pro-
gramme of simultaneous clinical trials and manufactur-
ing of the new vaccine; the non-profit global health 
organization PATH, also based in Seattle, is coordinat-
ing the project. While the programme is under way, the 
WHO is sharing its trial data with the African Vaccine 
Regulatory Forum, a network of national regulatory 
authorities. 
“The vaccine is never forced on a country, and it has 
to go through its own process to approve it,” says 
Zipursky. But she adds that regulators are impatient to 
get hold of the vaccine so that they can finally rid their 
countries of polio and focus on other priorities. “They 
don’t want to have to mop up other outbreaks, they 
don’t want to have to be in this cycle,” she says. 
 
Preparing for unexpected findings 
There’s still a small risk that this vaccine, too, could 
revert and start causing disease, says Paul Fine, a 
communicable-diseases specialist at the London 
School of Hygiene and Tropical Medicine. “I think it’s 
going to come down at the end of the day to: how sta-
ble is this thing,” he says. 
A rare adverse event would be detected only in bigger 
trials, says Abdhalah Ziraba, an epidemiologist at the 
African Population and Health Research Center in Nai-
robi. He has reservations about emergency roll-out; he 
says it “makes sense where you don’t have any tool in 
the arsenal — such as with Ebola or with COVID. But 
polio and COVID are light years apart in terms of what 
constitutes an emergency.” 
Zipursky counters that the emergency-use listing re-
quires intense monitoring in the first three months after 
the vaccine is deployed, so that nations can “respond 
to any unexpected findings”. It’s essential, she says, 
“so that we are not undermining not just the polio pro-
gramme, but immunization in general”. 
And Nicholas Grassly, an infectious-disease epidemi-
ologist at Imperial College London, says that the roll-
out can’t wait. He says the world is responding to 
cVDPV outbreaks using hundreds of millions of doses 
of the old type 2 polio vaccine, which are themselves 
seeding more outbreaks. The new vaccine, he adds, 
“is the only tool we have to stop this cycle”. 
He says that the absence of data from more trials is 
offset by historical data from the old vaccine, which is 
similar in many ways and shows minimal adverse ef-
fects. 
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Faisal Shuaib, executive director of the National Primary Health Care Development Agency in Abuja, which is re-
sponsible for eradicating polio in Nigeria, welcomes the new vaccine “provided it satisfies the safety profiles that 
have been set by global and national regulatory organizations”. 
But it is “not a silver bullet”, he adds. “It is very important, but ultimately the solution is to make sure we put in all 
the resources that are required to improve routine immunization.” 

 
References 
1. Van Damme, P. et al. Lancet 394, 148–158 (2019). 
2. Yeh, M. T. et al. Cell Host Microbe 27, 736–751 (2020). 
 

WILDROSE POLIO SUPPORT SOCIETY MEMBERSHIP 
 
This is a friendly reminder that WPSS memberships for the current year, 2021, are due on January 1. 
Membership benefits : 

• You receive a copy of the quarterly newsletter, POLIO NEWS 

• You can participate in the reimbursement program for aids, devices and  therapies 

• NOTE:   Limited to residents within our physical boundaries, N Alberta, Red Deer North 

• You can participate in the  very excellent Aqua Therapy program (once ACT facility reopens) 

• You can participate in our planned social functions 

• You get access to information on new research, new therapies, and  new information relevant to 
polio survivors and post polio syndrome sufferers 

• You receive help in making connections with other polio survivors world wide 

• You receive emotional support, knowing that you are not alone on this Polio/PPS journey. 
 
Over the years membership dues have been paid erratically, trickling in anywhere from  January 1 
through the rest of the year, usually linked to a function the member wishes to attend or a reimburse-
ment they would like to claim. Our office work is all done on a volunteer basis as we no longer have 
paid office management. It would be extremely helpful if members could mail in their Dues Cheques as 
early in the New Year as possible. This would go a long way in minimizing the office workload. 
 
Remember that your membership is not retroactive; it comes into effect on the date payment is re-
ceived at the office. You cannot access any benefits prior to receipt of your dues payment. 
 
Membership dues remain at the level of the past year: $20 for a single $30 for a couple 
 

Winter Wonderland  Invermere, BC March, 2017                            Bernd Schwanke 
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The Late Effects of 
Polio: 

Introduction to Clinical Practice  
 

This document can be downloaded free as a .pdf file from www.polio.org.nz  
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1. Introduction: What are the Late Effects of Polio (LEoP) and Post Polio 

Syndrome (PPS)? 
 
 
 

Acute poliomyelitis ('polio', 'infantile paralysis') is 
increasingly a disease of history as a result of the 
adoption in 1988 at the forty-first World 
Health Assembly of a resolution for the worldwide 
eradication of polio, and the subsequent Global 
Polio Eradication Initiative. 

Despite this progress towards the eradication of 
polio, in recent years it has become increasingly 
apparent that new muscle weakness, atrophy and 
fasciculations can develop years and decades af-
ter a patient suffered an episode of acute paralytic 

(Continued on page 8) 

The following article originated with Polio Australia and placed on line by Polio New Zealand. I 
found it to be an excellent summarization of  the PPS condition and its consequences as well 
as medical interventions. It is a lengthy article for the newsletter so I have chosen to insert it 
as installments over the next sevenal issues. I will also place the link to the on-line article on 
the web site. You can also follow the link shown below. 

Canada Geese               Strathcona County, Fall 2020              Bernd Schwanke 



 

8 

  

 

poliomyelitis. There is a lack of consensus in the 
literature as to the nomenclature used to describe 
these new health problems being experienced by 
previous sufferers of acute paralytic poliomyelitis, 
but the terms 'The Late Effects of Polio' (LEoP), 
'PostPolio Syndrome' (PPS) and 'Post-Polio Mus-
cular Atrophy' are frequently employed. 
For the purposes of this document, the term 
LEoP is used to capture: 
 Symptoms that are attributable to damage 

caused by the original acute poliomyelitis, 
including such aspects as residual 
weakness, musculoskeletal imbalance etc; 

 Symptoms attributable to a failure to 
maintain the level of function achieved 
following the original acute infection - eg, 
new weakness and fatigue (PPS); and 

 Secondary effects of chronic 
neuromuscular dysfunction, such as 
degenerative arthritis of overused joints, 
soft tissue diseases etc.1, 2 
 

Post-Polio Syndrome is generally considered a 
sub-category of LEoP, and is considered a 
neurologic disorder characterized by increased 
weakness and/or abnormal muscle fatigability 
occurring many years after the initial polio 
infection.1, 2 The symptoms are thought to 
manifest when the compensatory neuronal 
processes which sprouted following nerve 
damage from the initial polio infection can no 
longer effectively innervate the muscles within 
their motor unit territory, resulting in an 
unmasking of the neurological deficit caused by 
the original polio infection.3 Some researchers 
believe there to be a neuroinflammatory 
component – particularly Drs Christian Borg and 
Henrik Gonzalez in Sweden (see their research 
into IV immunoglobulin therapy4). 
The risk factors for the late effects of polio have 
not been thoroughly elucidated, although some 
factors thought to be more predictive of a 
patient’s risk of LEoP have been identified. 
Patients who originally presented with paralytic 
polio appeared to have a higher risk of 
developing LEoP than those who had nonparalytic 
polio.5 The degree of functional 
recovery during rehabilitation is also a risk factor 
for development of post-polio syndrome, with 
those achieving greater recovery during the 
rehabilitation phase being more predisposed to 
develop post-polio syndrome.6 The age of the 
initial polio infection also appears to be a risk 
factor, with a younger age correlated with a 
higher risk of developing the LEoP.7 Though, 

contrary to this, the reverse has also been 
reported, with older age when contracting polio 
identified as a risk factor. This has been 
attributed to the fact that acute polio is typically 
more severe in adolescents and adults than in 
infants and young children.8 Other risk factors 
that have been observed in studies include the 
polio to post-polio interval and female gender.9, 10 
In addition, an inactive lifestyle can increase the 
risk of muscle pain and fatigue in individuals 
previously hospitalised with acute poliomyelitis.10 
It is estimated that between 20,000 to 40,000 
people were diagnosed with paralytic polio in 
Australia between 1930 and 198811, with the 
highest rate reported in 1938 (39.1 per 100,000 
population).12 This figure must be increased 100- 
fold to obtain the estimated number of infected 
cases during the same period (up to 4 million 
people)11, 13, 14, and it does not include people 
who contracted polio overseas and who have 
since come to Australia. 
Diagnosis of PPS is performed via the process of 
elimination and is a solely clinical assessment, 
with no specific tests for the diagnosis of PPS cur-
rently available. Criteria for the diagnosis of 
PPS were agreed upon at the March of Dimes 
international conference on PPS in 200111, 13-15. 

Dr Frans Nollet declared these to be validated at 
the European Conference on Post Polio 
Syndrome in Copenhagen, 2011. These criteria 
include: 
1. Prior paralytic poliomyelitis with evidence 
of motor neuron loss, as confirmed by 
history of the acute paralytic illness, 
signs of residual weakness and atrophy 
of muscles on neurologic examination, 
and signs of denervation on 
electromyography (EMG). 
2. A period of partial or complete functional 
recovery after acute paralytic 
poliomyelitis, followed by an interval 
(usually 15 years or more) of stable 
neurologic function. 
3. Gradual or sudden onset of progressive 
and persistent of new muscle weakness 
or abnormal muscle fatigability 
(decreased endurance), with or without 
generalized fatigue, muscle atrophy, or 
muscle and joint pain. (Sudden onset 
may follow a period of inactivity, or 
trauma or surgery.) Less commonly, 
symptoms attributed to PPS include new 
problems with breathing or swallowing. 
4. Symptoms persist for at least a year. 
5. Exclusion of other neurologic, medical 
and orthopedic problems as causes of 



 

9 

  

2. Muscle weakness and atrophy  
Key messages 
 New muscle weakness can involve muscles known to have been affected by the original acute 

polio, as well as muscles that appeared to have been unaffected by the original acute polio. 
Even when muscle strength appears normal on clinical assessment, there may be significant 
denervation of muscle fibres. 

 The management of new muscle weakness is primarily focussed on specific, appropriate 
physical activity, though these activities should be well paced and allow time for rest. 

 Further muscle weakness and damage may be managed by use of appliances and devices (eg. 
walking sticks, crutches, wheelchairs, orthoses) and home modifications (eg. ramps, rails, stair 
lifts). 

Incidence and Impact 
In surveys of post-polio subjects, reports of 
muscular symptoms have included16 
New weakness in previously affected 
muscles (60% - 87%). 
New weakness in previously unaffected 
muscles (37% - 77%). 
New muscle atrophy (17% - 28%). 
Muscle twitching or fasciculations (39% - 
41%). 
Muscle cramps (43% - 48%). 
Recent research on the change in muscle 
strength over time in the normal population 
over the age of 50 has shown a normal 
average decline of approximately one percent 
per year. For post-polio individuals this rate is 
reported to be higher, at approximately two 
percent per year.16 
In addition, polio survivors often suffer from a 
significant reduction in neuromuscular 
innervations and as such do not have an 
adequate “reserve” to sustain the same level 
of function as normal individuals as they 
continue to age.17, 18 
Increasing muscle weakness can have a 
substantial effect on the ability of a person to 
continue to live a normal life. In addition to 
creating difficulties with activities of daily living, 
increasing weakness can lead to reduced 
balance and a higher number of falls.19 
Overuse of weak muscles or of other muscle 
groups compensating for weakened polioaffected 
muscles can also lead to muscle pain, 
also significantly impacting on a person’s 
quality of life.20 
Clinical Characteristics 
New muscle weakness, with or without 
associated muscle atrophy, can involve both 

previously affected muscles which were 
partially or fully recovered, and muscles that 
appeared to be unaffected by the original polio 
infection. The new weakness or atrophy is 
usually asymmetric. Decreased muscle 
endurance and increased muscle fatigue is 
also common, and may precede the 
development of weakness. The first subtle 
sign may be that the time needed for recovery 
after muscle activity increases.20 
Assessment 
It is important to realise that people with a 
history of polio may have significant 
denervation of muscle fibres even when 
muscle strength appears normal on routine 
clinical assessment.20 Loss of motor units and 
a decrease in muscle strength and endurance 
is not necessarily associated with impaired 
physical function, physical activity, or social 
participation. This non-linear association 
between denervation and function is possibly 
because of compensatory neuromuscular 
mechanisms.19 Diagnosis for PPS can be 
supported by electrophysiological examination in-
cluding electromyography (EMG), which 
usually reveals longstanding neurogenic 
signs.

19 
 

 

• Management 
Physical activity forms the basis of 
management of patients with the LEoP. Most 
patients will benefit from appropriate physical 
activity and a large proportion benefit from 
individually chosen, specific muscle training.19 
It is, however, important that these activities 
are well-paced and allow sufficient rest time 
to help minimise local muscle fatigue and 

(Continued on page 12) 

symptoms. The symptoms of the LEoP and strate-
gies for 

their clinical management are briefly outlined in 
this module.  
 

(Continued from page 8) 



 

10 

  

 

GALLERY 

Along the David Thompson Highway                                 March, 2018                                             Bernd Schwanke 
 
Red Squirrel  doing what it takes to eat             Red-tailed Hawk                                    
Hermitage Park           December, 2019              Strathcona County,   July, 2020 
Bernd Schwanke                                                   Bernd Schwanke 
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GALLERY 

 

Canada Goose  (above)           Ring-billed Gull  (below)                      Hawrelak Park , 2015                Bernd Schwanke 
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 facilitate strength recovery
.21

 
As the number of functioning motor fibres in 
polio survivors with a given muscle may be 
significantly less than in normal individuals, 
recommendations for exercise and activity 
must be tailored appropriately.19 In addition, 
increasing muscle weakness may be caused 
by overuse, disuse or a combination of both, 
and thus the underlying cause of muscle 
weakness should be determined so that 
appropriate management strategies can be  
developed.16 
The management of new muscle weaknes  
may include16 

• Strengthening exercise (isometric, 
isotonic, isokinetic). 

• Aerobic exercise. 

• Stretching exercises to decrease or prevent 
contractures. 

• Education regarding energy conservation 
techniques including pacing, rest, activity 
reduction and the avoidance of muscular 
overuse. 

• Weight loss; and 

• Prescription of orthoses and assistive devices. 
 

Patients should be carefully monitored to identify 
signs of increasing muscle weakness and muscle 
pain, in order to avoid undesirable effects, espe-
cially overuse of muscles that are symptomatically 
unaffected but had found clinically or by use of 
EMG to have impaired neuromuscular function. 
Overuse has been proposed as a cause of in-
creasing muscular weakness. Appropriate rest and 
avoidance of excessive exercise should be institut-
ed if chronic overwork is considered to cause the 
weakness, but there is no evidence that overuse 
weakness permanently damages muscles affected 
by poliomyelitis; conversely, muscles affected by 
polio readily atrophy with disuse.19 
In order to avoid potential harm, exercise in post-
polio patients should be carefully monitored and 
activity leading to excessive fatigue, muscle pain 
or joint pain should be avoided.21 A referral to a 
physiotherapist may be indicated to ensure an ap-
propriate exercise program is developed for this 
population.22 
Many patients will find that modifying their work 
situation (by going to part time work) or early re-
tirement is necessary. These patients may need to 
reduce and modify their physical pursuits and will 
find that pacing their physical activity and including 
periods of rest will increase what they can do, as 
research has shown that polio muscles can take 

longer to recover from physical activity.21  
 
3. Fatigue  
 
Key messages 

• Fatigue can be the most disabling of the LEoP 
symptoms. 

• LEoP fatigue typically occurs every day and 
increases toward the evening. 

• An active yet balanced lifestyle is recommend-
ed in order to minimise the impact of fatigue. 

•  
Incidence and impact 
The most common symptoms of the LEoP include 
a triad of fatigue, deterioration in muscle strength, 
and pain.2, 19 Typically, fatigue related to the LEoP 
will begin after a period of functional and neurolog-
ical stability of at least 15 years following the initial 
episode of acute poliomyelitis.19 In a survey of po-
lio survivors, new or increased fatigue was report-
ed by 91% of respondents. Respondents also re-
ported that fatigue was interfering with self-care 
(25%) and with completing or performing work 
(41%).23  

 

Clinical characteristics 
 
Current understanding suggests the aetiology of 
fatigue lies in the overuse or overwork of polio 
damaged nerves and muscles and can be catego-
rised in two forms.2, 16 

 
General Fatigue: otherwise known as central fa-
tigue will often occur every day and progresses 
during the day. General fatigue can occur follow-
ing only minimal activity and is described as an 
overwhelming exhaustion with flu-like aching and 
can include hot and cold flushes and sweating in 
conjunction with a marked change in the level of 
energy, physical and mental endurance. 
 
Muscle Fatigue: otherwise known as peripheral 
fatigue or muscle weakness, is reported as a de-
cline in muscle strength upon exertion, which may 
be best described as muscle fatigability or lack of 
endurance. Postpolio indviduals have described 
muscle fatigue as “a heavy sensation in the mus-
cles", “increased physical weakness", and an 
“increased loss of strength during exercise”.24 
Muscle strength often returns after a period of rest.  
 
Management  
 
Fatigue in patients with LEoP is a severe and per-

(Continued from page 9) 

(Continued on page 13) 
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sistent challenge with physical and psychological 
co-morbidities.25 Patients with post-polio syn-
drome should be advised to avoid both inactivity 
and overuse of weak muscles.19, 20 Inactive 
LEoP patients have a higher risk for late poliomye-
litis-related symptoms compared with active pa-
tients.10 Although some risk factors for fatigue (eg, 
age and time since the acute poliomyelitis) are 
non-modifiable, others (eg, stress and physical 
activity) are modifiable. The management of fa-
tigue should therefore take a multidisciplinary ap-
proach, with an emphasis on individualised physio-
therapy with specific muscle training, an active but 
balanced lifestyle (work smarter, not harder) in 
combination with minimising any interrelated psy-
chological stress.20, 25, 26  

4. Pain  
 
 
Key messages 
 

• Pain in muscles and joints is a major issue for 
people suffering with the LEoP and typically 
the first or second most common symptom re-
ported to health professionals.27 

• Improvement in the evaluation and treatment 
of pain can significantly improve comfort and 
restore function. 

Successful management strategies focus on im-
proving abnormal body mechanics and postures, 
supporting weakened muscles with bracing, target-
ed exercises, and promoting lifestyle changes, (eg, 
weight loss, pacing, rest, assistive devices) that 
improve health and wellness and prevent further 
episodes of pain.27 

 

Incidence and impact  
The prevalence of various symptoms associated 
with the LEoP differs between studies. Pain, fa-
tigue and weakness seem to be most commonly 
reported (between 42% and 87%) according to 
descriptive surveys and clinical examination stud-
ies.11 
According to experts currently working with 
polio survivors, what is now current thinking in 
pain pathophysiology may be very relevant for 
polio survivors. Nociception is what is occurring in 
the peripheries – i.e. the detection of something 
outside of the normal boundaries of physiological 
activity that has the potential to be harmful to the 
body. The brain then decides to produce the out-
put of pain as a perception, depending on the cir-
cumstances. 
Problems arise when those who have had polio 
override these warning signs and potentially accel-

erate harm to relevant tissues. Muscle pain is very 
common and is thought to be due to overuse of 
weak muscles or of other muscle groups which are 
compensating for weakened polio-affected mus-
cles.20 
Joint pain can also be significant, typically caused 
by joint instability, anisomelia (unequal length of 
limbs), disuse of muscles, abnormal biomechani-
cal movements, and degenerative joint diseases.20 
Ten percent of patients suffering with the LEoP 
have neuropathic pain, mainly caused by second-
ary disorders such as nerve compression or disc 
hernia. 19 

 

Assessment & clinical characteristics 
 
To facilitate the diagnosis and treatment of pain, a 
classification that divides the pain 
syndromes into three classes has been 
developed27: 
 

• Biomechanical pain. 

• Overuse pain. 

• Post-polio muscle pain. 
 

Biomechanical pain  
 
Pain that results from poor posture is the most 
common type of pain reported by polio survivors. 
Weakness in polio-affected muscles (particularly 
the legs) often leads to poor muscular balance and 
skeletal alignment.27 Years of walking on unstable 
joints and tissues makes polio survivors more like-
ly to develop degenerative joint disease.27 Polio 
survivors often experience shoulder pain due to 
the need for the body to compensate for weak-
ened muscles or because of weight gain.28 The 
majority of patients with LEoP will experience 
some degree of scoliosis. Nerve compression sy 
dromes like carpal tunnel and “pinched nerves” in 
the neck and back may develop from years of al-
tered body alignment.  
 
Overuse pain 
 
The second most common type of pain reported 
by polio survivors is pain that is due to overuse of 
soft tissue. Muscles unaffected by polio, as well as 
those only mildly affected, and tendons, bursa and 
ligaments are all vulnerable to overuse pain. 
These structures are often overused to accommo-
date for weakened polio muscles resulting in 
strains, sprains and inflammation. Tendinitis, bursi-
tis and myofascial pain are examples of painful 

(Continued from page 12) 

(Continued on page 14) 
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overuse conditions.27  

 

Post-polio muscle pain 
 
Survivors describe post-polio muscle pain as 
burning, cramping or a deep ache. This type of 
pain is usually associated with physical activity 
and typically occurs at night or at the end of 
the day. Muscle cramps and/or fasciculations 
are indications of overuse of polio muscles.27  
 
Management 
 
At this stage, there is no established specific treat-
ment for pain associated with the LEoP.

19
 The pri-

mary clinical management today is based on non-
pharmacologic intervention20, including improving 
abnormal body mechanics and postures, support-
ing weakened muscles with bracing, individually 
tailored training programs and lifestyle modifica-
tion.  
Adaptations recommended by a qualified health 
care provider, such as a physiotherapist, may in-
clude appropriate bracing, adaptive devices 
(walking sticks, crutches, corsets), special seating 
and postural modification.27 Muscle weakness and 
muscle pain may be helped with specific training 
programs - training in warm water seems to be 
particularly helpful.

20
 

Lifestyle modifications can be effective in reducing 
overuse symptoms. Occupational interventions, 
weight-control programmes, group therapy (eg, 
water exercise) and increased use of assistive 
devices should be considered by the multi-
professional rehabilitation team.19 Analgesics 
should be considered for symptomatic treatment 
where appropriate.19  

 

5. Respiratory complications/insufficiency  

 

Key messages 
 

• The most common respiratory presentation is 
shortness of breath. 

• Other symptoms may be consistent with sleep 
disordered breathing (see section 6). 

• Complications should be evaluated and man-
aged by a respiratory physician specialising in 
neuromuscular disorders 

 
Incidence and impact 
 
Studies in Australia and overseas suggest the in-
cidence of respiratory symptoms amongst polio 

survivors lies between 27% and 58%.29,30 Late 
respiratory symptoms may be experienced by any 
survivor of polio, but are thought to occur more 
commonly in those who required artificial ventila-
tion during the acute phase of poliomyelitis.31 The 
frequency of respiratory symptoms has also been 
reported to be higher in patients who suffered 
acute poliomyelitis beyond the age of 10 and in 
those whose acute infection occurred more than 
35 years ago.32, 33 
Respiratory symptoms are primarily caused by a 
combination of respiratory muscle weakness and 
deformity to the chest cavity, and are character-
ised by a progressive loss of vital capacity and an 
inability to clear pulmonary secretions, particularly 
during infection. Complications can include venti-
lation/perfusion imbalance, pneumonias and pul-
monary scarring.34  

 

Clinical characteristics 
 
The most obvious respiratory symptoms of the 
late effects of polio are dyspnoea on exertion and/
or at rest and difficulty clearing respiratory secre-
tions. Other symptoms including fatigue and day-
time sleepiness, impaired intellectual function
(including poor concentration), morning head-
aches, speech difficulties, snoring and anxiety 
may be present and may be indicative of nocturnal 
hypoventilation.

35  

 

Assessment  
 

An evaluation of patients should begin with com-
prehensive patient history, in particular a history of 
previous ventilation requirements, other respirato-
ry illness and tobacco use, as well as symptoms 
consistent with nocturnal respiratory dysfunction 
such as snoring, excessive daytime sleepiness, 
headache etc. Other causes for respiratory symp-
toms should also be borne in mind as, whilst a 
common symptom of respiratory muscular weak-
ness, shortness of breath may also be a manifes-
tation of non-respiratory pathologies, such as car-
diac dysfunction, primary respiratory disease, and 
obesity.36, 37 
Investigations should include spirometry, evaluat-
ing vital capacity (both sitting and lying), inspirato-
ry and expiratory pressure and maximum ventila-
tory volume. Arterial blood gas may also be indi-
cated to evaluate lung function.36, 38 
It should be noted that patients who have a history 
of polio may have normal respiratory function test-
ing, but this does not take into account impaired 
muscle endurance19. Dyspnoea or sleep-

(Continued from page 13) 

(Continued on page 15) 
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disordered breathing may have a root in such 
muscle endurance impairment, and needs to be 
taken into account as it is not necessarily a lung 
related problem, but a respiratory pump problem 
(either muscle related or structural from a 
scoliosis.) 
As patients suffering with the LEoP are also at risk 
of nocturnal hypoventilation caused by weakness 
of the respiratory muscles, chest wall deformity 
and sleep disordered breathing (eg, obstructive 
apnoea, central apnoea, or a mixed dyspnoea) for 
those presenting nonspecific symptoms such as 
daytime somnolence, morning headache and fa-
tigue or markedly reduced lung capacity, consider-
ation should be given to polysomnography.19, 36  

Complications such as restrictive lung disease 
and sleep disordered breathing should be 
evaluated and managed by a respiratory 
physician with experience in neuromuscular 
disease (refer to the section on Sleep 
Disturbance in this module for more 
information).  
 
Management  
There have been no prospective randomised con-
trolled trials investigating the treatment of respira-
tory symptoms in patients with the LEoP, but there 
is some evidence from other controlled trials that 
early recognition of respiratory impairment and in-
troduction of noninvasive ventilator aids (eg, inter-
mittent positive pressure ventilation (IPPV) or Bi-
Level Positive Air Pressure (BIPAP) may delay 
further decline in respiratory function and the need 
for invasive ventilator intervention.1 The use of 
ventilator aids may be appropriate in some cases 
but not necessarily all cases, their use should be 
discussed between the patient and their respirato-
ry specialist.39, 40 
Respiratory muscle training is recommended 
for patients receiving ventilator treatment to 
assist pulmonary function.1 Stopping smoking, mo-
bilisation of secretions and cough assistance are 
also recommended.

1
 In appropriate patients, 

weight loss and aerobic exercise, postural correc-
tion or treatment of sleep disordered breathing 
may be beneficial.16 
If invasive ventilator aids are needed, home 
ventilation in tracheotomised patients is 
effective, though disabling.1 
All persons with impaired pulmonary function and/
or a history of respiratory disease should receive 
influenza and pneumococcal vaccines at recom-
mended intervals according to National Health and 
Medical Research Council (NHMRC) guidelines.41  

 

6. Sleep disturbance   
 
 
Key messages 
 

• Sleep disturbance in patients suffering from the 
LEoP is usually the result of a primary sleep 
disorder (including obstructive sleep apnoea, 
central sleep apnoea and hypoventilation) or 
muscle twitching. 

• Common clinical symptoms include tiredness 
and/or headache upon waking, daytime tired-
ness and/or sleepiness, impaired mental func-
tion and fatigue. 

• Referral to a respiratory specialist for overnight 
oximetry and sleep studies is recommended to 
help identify the cause of the sleep disturb-
ance.  

 
Incidence and impact 
 
Sleep disturbance is common in patients 
suffering from the LEoP11, 42, 43 and may be 
due to a number of factors ranging from a 
primary sleep disorder to disturbance from 
muscle twitching. The incidence of primary sleep 
disorders appears to be higher in postpolio pa-
tients compared to the general population43, and 
this may be due to chest and spinal deformities, 
weakened respiratory muscles and damage to the 
respiratory control centre following the primary po-
liomyelitis infection. 16, 19, 20, 43 
Primary sleep disorders include obstructive sleep 
apnoea (OSA), central sleep apnoea (CSA) and 
hypoventilation. 16, 19, 42, 43 OSA results in the inter-
ruption of airflow (apnoea) and occurs when the 
upper airway collapses.16 Apnoeas are resolved 
upon waking and can occur many times per night, 
which in turn leads to sleep disruption.11, 16, 43 One 
study indicated that 65% of fatigued polio survivors 
have sleep apnoea, with the majority of these cas-
es (86%) classified as OSA.44 OSA also increas-
es the risk of hypertension, myocardial infarction, 
congestive heart failure and stroke in LEoP pa-
tients.16, 43 CSA occurs when the brain reflexes sig-
nalling breathing during sleep fail. As a result, pa-
tients have trouble falling asleep as the transition 
from wakefulness to sleep is disrupted by frequent 
central apnoeas.16 
Random muscle twitching at night can also disrupt 
sleep and can be related to conditions such as 
restless legs syndrome, periodic movement in 
sleep and generalised random myoclonus (muscle 
contractions involving muscles throughout the 

(Continued from page 14) 
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body).16, 42 A survey in LEoP patients found that 
two thirds of those surveyed reported muscle 
twitching or jumping and 33% had disrupted sleep 
due to twitching16 (refer to the section on Muscle 
Weakness and Atrophy in this module for more 
information).  
 
Clinical characteristics 
 
Common clinical signs of sleep disturbance are 
primarily the result of primary sleep disorders. 
They include tiredness upon waking, daytime tired-
ness and/or sleepiness, loud snoring (associated 
with OSA) headache upon wakening, irritability, 
impaired intellectual function, poor concentration 
and fatigue.11, 16, 19, 42, 43 

Assessment and Management 
 
Assessment of sleep disturbances should always 
involve a thorough clinical and physical examina-

tion.16, 43 As sleep disturbances may be associated 
with a number of aetiologies, the cause of the 
sleep disturbance must be identified and patients 
should be referred for overnight oximetry and sleep 
studies.16 Referral to a respiratory specialist should 
also be considered for assessment of OSA, CSA 
or hypoventilation 11, 16, 19, 43 (refer to section 5, 
Respiratory complications/insufficiency in this 
module for more information). 
If sleep disturbance is associated with restless legs 
syndrome then medication to treat this condition 
may be indicated.19 
Other considerations may include weight loss in 
OSA and hypoventilation related to obesity,19, 42 as 
well as other causes of sleep disturbance including 
pain and stress.

16
 It is also important to note that 

when assessing patients for fatigue it is necessary 
to exclude sleep apnoea as a cause for this LEoP 
symptom.16  

(continued in the next newsletter) 

(Continued from page 15) 

X-C Skiier       Hawreluk Park, Edmonton, November 2020            Bernd Schwanke 

HAPPY NEW YEAR EVERYONE! 
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A VERY STRANGE (DIFFERENT) CHRISTMAS THIS IS GOING TO BE……. 
The Christmas holiday season is almost on us.  My wife's birthday falls on the 4th of December. In 
normal times I would be taking her to a tropical beach resort for a couple of weeks. Normally we would 
be planning social get-togethers - coffee, drinks, casual visits to catch up with friends, we would be out 
shopping for gifts, we would be planning Christmas Eve dinner and gift exchanges after an early 
Christmas service at church, Christmas Day  gift opening with family, a casual breakfast, drinking cof-
fee and Bailey’s Irish Crème and visiting. Our kids would be here from Toronto, from Calgary, from 
Vancouver and Edmonton and peace and happiness would be flooding over us as we work on a huge 
picture puzzle, listen to music and enjoy each other’s company. 
This year, this very forgettable, yet never to be forgotten year, this 2020, has changed everything. 
There is no trip, there are no casual social meetings, we have been shopping through our computer 
screen and relying on FedEx to deliver, we have been making face-time calls and Zoom calls and Oh 
my Lord, writing letters on paper and mailing them. We are planning on a virtual gift exchange via 
Zoom. We will all have a gift delivered to one house. These will be generic, no TO/FROM labels and 
via Zoom will each receive a number, 1 through….. #1 will choose a gift to be opened by the children 
of the house. Then #2 will choose a gift OR choose to take the gift #1 had chosen. In this event, #1 
would choose again, then #3 and so on. Any one gift can only be “taken 2x after the original choosing 
and we cannot choose or claim the gift we contributed. It won’t be the same as in person but we hope-
fully will enjoy the virtual sharing, the game and the comradery via air time. 
It will be very different this Christmas but we will be doing our best to stay positive, to enjoy and be 
grateful for the many blessings bestowed on us. And we will HOPE for better times ahead. 
 
SILENT NIGHT, HOLY NIGHT, ALL IS CALM, ALL IS BRIGHT……. 
 
Musings and contemplations by 
Bernd Schwanke 

Rick Meunier has been using a foot care service and is very pleased with the quality of care provided. 

Kimberly Hudson is the owner/care provider at STEP UP FOOT CARE. 

 

Hello,  
My name is Kimberly! I am an LPN and also 
practice Advanced Foot Care. I have been a 
nurse for almost 19 years and have been do-
ing foot care since 2014. I have a very di-
verse background as a nurse and great empa-
thy and compassion for others. I received my 
Advanced Foot Care certificate through VON 
in 2014. As a foot care specialist, I treat 
any corns, calluses, ingrown toe nails and dry 
skin. I trim your toe nails, even those that 
are hardened, thickened, curled, you name 

it!  Individuals with Polio require regular and thorough foot care. As the muscles get weak, 
it can be hard or even impossible for clients to take proper case of their feet. My goal is 
to leave you a satisfied, happy client whose feet feel 100% better. I do all of this in the 
comfort of your own home! I come to you and provide everything needed. I travel to cli-
ents who are at maximum an hour or so away. 
STEP UP FOOT CARE is my pride and joy, as this is my own business. You will always re-
ceive the same person to take care of your feet. I look forward to meeting  you, taking 
care of your feet and getting to know you! 
 
Sincerely, 
Kimberly LPN/FCN  

MEMBERS’ PAGE 
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A N N O U N C E M E N T S  

ACT Aquatic & Recreation Centre 

In the heart of Rundle Park 

2909 113 Avenue NW          Edmonton Alberta 

(780) 496-1494 

Tuesdays  5:00 pm to 6:00 pm 

Saturdays  4:00 pm to 5:00 pm 

 

RATES:  No charge to members during  

  WPSS scheduled times. 

THE SWIM PROGRAM  IS STILL UNDER                

SUSPENSION 

S w i m  S c h e d u l e  

H a p p y  B i r t h d a y !  

In Memory Of 

Judy Rozak 

Welcome to New Members 

We pleased to welcome new member 

Russ Wahl 

  

Joe Timperle 
Sharon Moffatt  
Seymour Neumann 
Donald Cameron  
Bill Chorney 
Collin Parker 
Darlene Tranbeg 
Liliian Krikke  
Emily Leitch  
Diane Thompson 
Marge Sugden 
Ferne Hymanyk  
Catherine Strome 
Jackie Makarowski 
Doug MacEachern 
Elaine Van Kleek 
Pearl Cummings 
Jean Adrian  
Heinke Osadchuk
  

Jan     3 
Jan   13 
Jan   22 
Jan   29 
Jan   30 
Feb     2 
Feb     6 
Feb     7 
Feb   12 
Feb   20 
Feb   29 
Mar     5 
Mar     9 
Mar   11 
Mar   12 
Mar   13 
Mar   15 
Mar   25 
Mar   26 

  

    Herd  of  Bighorn Sheep                               Jasper National Park, Fall, 2019                                     Bernd Schwanke 
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8640 - 64th Avenue NW 

Edmonton AB  T6E 0H5 

Phone:  (780) 428-8842 

E-mail:  wpss@polioalberta.ca 

 wpss@telus.net 

W I L D R O S E  P O L I O  

S U P P O R T  S O C I E T Y  

Providing support for Polio survivors 

We’re on the Web 
polioalberta.ca 

The Wildrose Polio Support Society (WPSS) 
was formed in 1999 to provide information and 
support to Polio  survivors.  
 

The objects of the WPSS are: 

1 To provide education to members in   
respect to post polio syndrome; 

2 To provide group and therapeutic sup-
port to polio survivors and to provide oth-
er support as approved by the Board of 
Directors; 

3 To disseminate information concerning 
research and treatment about post polio 
syndrome; 

4 To raise monies for research into post 
polio syndrome and to donate same to 
such institution that is conducting re-
search into post polio syndrome as the 
members of the Society shall decide; 

5 To develop awareness, communication 
and   education between the Society and 
the Community. 

Do you have an announcement that 
you would like us to publish? 

 
Send an email to:    

wpss@polioalberta.ca 
Telephone:  780-428-8842 

Mail: 8640 - 64th Avenue NW  
 Edmonton  AB  T6E 0H5 

 WPSS News sponsored in part by 

  

9723 60 Avenue NW 
Edmonton AB  T6E 0C4 
Phone: (780) 434-1314 
Fax: (780) 434-1514 
www.jagprinting.com 
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Wildrose Polio Support Society 
 

8640 - 64 Avenue NW 
Edmonton AB T6E 0H5 

 

2021 Member / Donor Form 
[Membership year is January 1 to December 31] 

 

NAME(S):   

MEMBER___________________________ 
[Polio Survivor] 

ASSOCIATE MEMBER  _____________________________ 
[Husband/Wife/Caregiver] 

 

ADDRESS:              
                      

            
 

C I T Y :        P O S T A L  C O D E :     

 

PHONE (DAY):     PHONE (EVENING):      
 

FAX:         POLIO YEAR: ________________  
 

E-MAIL:        BIRTHDAY MONTH:____________ DAY:_______  
 

      SENIOR [60 or over] YES___NO ___   
MEMBERSHIP:     Associate       YES___NO ___   
 

Individual ($20.00)    $___________ 

Couple ($30.00)     $___________ 
 

DONATION:        $___________ 
 

TOTAL ENCLOSED:       $___________ 
              

DATE:  ______________________ 
 

I would like to receive my newsletter:    by email  ___   by regular mail ____  
 

HOW DID YOU HEAR ABOUT WPSS:        
             
   

The Wildrose Polio Support Society will use this information solely for the express purpose of the  
functions of the Society.  We will not disclose personal information for commercial purposes without  

your permission. 
 

Registered Charity No. 867883985RR001 


