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STAYING  POSITIVE  FOR  OUR  FUTURE 

 

 

As your president, there’s not much I can say that has not already been 
said about the current health situation. 
 
Hopefully, as the restrictions are slowly lifted, we will be able to schedule 
some activities for the members of WPSS. 
 
In the meantime, enjoy the expanded newsletter your editor has prepared. 
 
Stay well, and get your vaccinations. 
 

John Sugden, President 

H  E L L O     !!!!     
H A P P Y   S P R I N G    !!!!!    
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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  

Subject: Random Thoughts While Quarantined 
 
Half of us are going to come out of this quarantine as 
amazing cooks. 
The other half will come out with a drinking problem. 
 
I used to spin that toilet paper like I was on Wheel of 
Fortune. Now I turn it like I'm cracking a safe. 
 
I need to practice social-distancing from the refrigera-
tor. 
 
Still haven't decided where to go for Easter ----- The 
Living Room or The Bedroom 
 
PSA: every few days try your jeans on just to make 
sure they fit. 
Pajamas will have you believe all is well in the king-
dom. 

Homeschooling is going well. 2 students suspended 
for fighting and 1 teacher fired for drinking on the job. 
 
I don't think anyone expected that when we changed 
the clocks we'd go from Standard Time to the       
Twilight Zone 
 
This morning I saw a neighbor talking to her cat. It 
was obvious she thought her cat understood her. I 
came into my house, told my dog..... we laughed a lot. 
 
So, after this quarantine.....will the producers of My 

600 Pound Life just find me or do I find them? 
 
Quarantine Day 5: Went to this restaurant called THE 
KITCHEN. You have to gather all the ingredients and 
make your own meal. I have no clue how this place is 
still in business. 
 
My body has absorbed so much soap and disinfectant 
lately that when I pee it cleans the toilet. 
 
Day 5 of Homeschooling: One of these little monsters 
called in a bomb threat. 
 
I'm so excited --- it's time to take out the garbage. 
What should I wear? 
 
I hope the weather is good tomorrow for my trip to 
Puerto Backyarda. 
I'm getting tired of Los Livingroom. 
 
Classified Ad: Single man with toilet paper seeks 
woman with hand sanitizer for good clean fun. 
 
Day 6 of Homeschooling: My child just said "I hope I 
don't have the same teacher next year".... I'm offend-
ed. 

The maid called yesterday and we did a ZOOM home 
maintenance session. 
She talked me through vacuuming and making the 
beds. And she reduced 
her rate by 10%. 

It has been just over a year now that we have 

been living with Covid-19. Our lives, although 

drastically altered, are going on. Vaccines have 

been developed and are being distributed. 

Some have been fortunate enough to have re-

ceived the vaccine, some us must wait our turn. 

Patience, and focus on the here and now, 

adapting to the existing conditions, is vital . I 

hope we all have the fortitude to  do this with-

out anger and without recrimination. A positive 

outlook is so important for us to carry on! 

We have been isolating for what seems like for-

ever and we are all tired of it - can’t wait for a 

return to some semblance of normalcy. 

Through it all we continue to laugh, we contin-

ue to find humor in the strange circumstances 

of our daily lives. I found the jokes on the top 

half of this page while surfing the net one day 

and I could not help but laugh at the absurdity 

and reality of those statements. May we all 

continue to  seek the bright side of  life and 

continue to laugh our way through this pan-

demic! Stay safe, stay happy! 

 

EDITOR’S  NOTES 
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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  November 1, 2020 through February 28, 2021 are as follows: 

for Aids and Devices: $540.95 and for  Therapy : $520.00 

 

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

UPDATES 

We have no updates on our  SWIM PROGRAM at this time 

We have no updates on the CASINO FUND RAISER at this time. We did submit financial rec-

ords to AGLC and their  requirements have been met. 

SUPPORT for POLIO SURVIVORS 

(Pat Murray) 

 
I have been going to the weekly Polio Support meetings hosted by March of 
Dimes Canada.  They meet via zoom on Wednesdays at 12:00 MT.  We talk 
about problems that we might be having, or just what’s new.  It’s up to you to 
say whatever you want, or nothing at all.  Often someone will be having an issue 
that you might also be experiencing, and usually someone will have a sugges-
tion of how to deal with it.  If you would like to meet with other polio survivors 
from all across North America, email Bojan Stupar, 

bstupar@marchofdimes.ca,  
and he will give you the details of how to get to the meeting.  It’s a fun and bene-
ficial way to socialize with others who you will have lots in common with. 
 
 Pat 



 

4 

  

  
 

POLIO VACCINES BROUGHT AN EARLIER EPIDEMIC UNDER CONTROL. NEW 
VACCINES CAN END THIS CURRENT PLAGUE. 

(OPINION PIECE) 
 

Peter L. Salk, M.D., is president of the Jonas Salk Legacy Foundation, a professor in the department 
of infectious diseases and microbiology 
at the University of Pittsburgh Gradu-
ate School of Public Health, and the 
eldest son of Jonas Salk. 
Now that the first vaccines capable of 
protecting against the development of 
severe COVID-19 disease caused by the 
SARS-CoV-2 virus have begun to roll 
out in Canada and other countries, 
there is a palpable sense that relief from 
the pandemic may be in sight. The on-
slaught of this viral illness, that came 
with little warning, has left a path of 
misery and unsettledness in its wake. 
Those who have not been affected di-
rectly by death and disability among 
family and loved ones are likely to have 
suffered an economic toll. And nearly all 

of us are mourning a freedom lost in the face of the societal restrictions that have become necessary in 
order to tamp down the rate of spread of this unsparing illness. 
Humanity has faced moments like this in the past, but in earlier times there were few defenses that 
could be erected to protect the citizenry. For example, outbreaks of bubonic plague in Europe in the 
14th century reduced the population on that continent by a third or more, and the disease returned in 

(Continued on page 5) 

Chair Yoga 

A while back, I sent out an email to those on my email list, wondering if any of you would be 

interested in 'Chair Yoga' via Zoom.  I know some of you do not have email, so here is what 

the email said: 

“What I am thinking of is a 1/2 hour, once a week, for the upper body only.  It would be very 

gentle, just something to work out the kinks and relax a bit.  It would be completely free of 

charge, as well”. 

The response I got was very positive, so I’m going to go ahead with this.  However, the in-

structor who I have in mind, will not be available until June. 

In the meantime, Polio Quebec offers a very gentle zoom yoga class, 1/2 an hour, on the 

third Monday of the month, and they say all are welcome. The next session will be on April 

19.  If you would like to give it a try (sort of a trial of what we will be offering, although ours 

might be a little more energetic), email me at wpss@telus.net, or phone 780-428-8842, and 

I will give you the zoom codes.  It would be good if you could go, and then get back to me 

about how you might like our class to be different, or the same. 

Looking forward to hearing from you! 

Pat 
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wave after wave. One of the great blessings of our 
present era is the advent of vaccines capable of pre-
venting a wide range of infectious diseases. Those of 
us in my age range carry a memory of one of the 
most dramatic experiences of a vaccine changing the 
tenor of the times. 
 
Poliomyelitis, a paralytic disease affecting primarily 
children, had become an epidemic illness as a result 
of improved sanitation that deprived children of ear-
ly exposure to the virus while still protected by anti-
bodies passed on to them by their mothers, both pri-
or to birth via the placenta, and afterward via the 
mothers’ milk. As a consequence of improved hy-
giene, children ended up being exposed to po-
lioviruses later in life after the protective antibodies 
obtained from their mothers had disappeared. 
The viral illness that ensued could kill nerve cells 
that controlled muscles in various parts of the body, 
such as the arms, legs or torso – in the latter case 
preventing an individual from breathing without ex-
ternal respiratory support provided by an “iron 
lung,” in which a person might need to reside for 
days, weeks or years, if they indeed survived the pa-
ralysis that followed the initial infection. 
 
Parents lived in fear of the summer epidemics of polio that struck without warning, and that had in-
creased in severity over the decades. The worst year in the United States was in 1952, with nearly 
58,000 cases and more than 3,000 deaths, while the worst year in Canada followed in 1953, when 
there were approximately 9,000 cases and 500 deaths. 
My father, Jonas Salk, moved our family to Pittsburgh in 1947, following the successful work he had 
undertaken with Thomas Francis, Jr. and his team at the University of Michigan in creating the first 
vaccine against influenza – another devastating epidemic illness. Along with his research team at the 
University of Pittsburgh, he soon found himself at the forefront of research toward the development 
of a polio vaccine, supported by the March of Dimes. In 1952, a first set of studies of an experimental 
vaccine preparation, consisting of inactivated viruses, was initiated at a rehabilitation institute out-

side of Pittsburgh in children who had already had polio. Re-
sults of these studies suggested that a vaccine of this type might 
well prevent the disease. He injected us, his own family, the fol-
lowing year – and after additional trials in around 7,500 Pitts-
burgh schoolchildren in early 1954, a massive field trial took 
place in the U.S., Canada and Finland, with more than 1.8 mil-
lion children taking part in the U.S. portion of the trial. 
Nearly a year after its inception, the results of the field trial 
were announced on April 12, 1955 -– the 10th anniversary of 
the death of U.S. president Franklin Roosevelt, who himself 
was believed to have been paralyzed by the disease. When the 
public learned that the vaccine had proven safe, effective and 
potent, jubilation reigned. The pall of fear had been lifted: Once 
the vaccine was put to use, it would soon never be necessary to 
fear the ravages of polio again. 
Canada had played a crucial role in facilitating the develop-
ment, testing and production of the vaccine. The ability to grow 
the poliovirus in the laboratory in order to prepare the vaccine 
efficiently was significantly aided by the use of a special growth 

(Continued on page 6) 

Nurse Martha Sumner tends 
to two-month-old polio pa-
tient Martha Ann Murray at 

a Tucson hospital in 1952. 
'Iron lungs' like this could be 
life-savers for polio victims 

https://www.youtube.com/watch?v=2LlDn_MQDkc
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medium developed at the University of Toronto’s Connaught Medical Research Laboratories. A Con-
naught scientist also developed an efficient method for growing the virus on a large scale. As a result, all 
of the poliovirus used in preparing inactivated poliovirus vaccine for testing in the 1954-55 field trial 
was grown at Connaught and shipped to two pharmaceutical firms in the U.S. for inactivation and bot-

tling. 
Altogether, it had taken seven years between the initial work on 
polio in my father’s lab and the realization of a vaccine, and an-
other six years before a second polio vaccine, based on the oral 
administration of live but weakened polioviruses, was intro-
duced. 
The world of vaccines is entirely different today, some 65 years 
later. Within less than a year of the appearance of SARS-CoV-2, 
two vaccines have been introduced using RNA sequences from 
the virus (the part of the virus’s genetic material that codes for 
the so-called “spike” protein on the surface of the virus) to stim-
ulate a protective immune response in vaccine recipients. This 
technology is entirely new, and did not exist in the polio days. It 
allows much more rapid development, production and testing of 
vaccines that use that method. A third vaccine is about to be in-
troduced in Britain, using harmless common cold viruses as car-
riers of similar genetic sequences – also a much more rapid 
method of producing a new vaccine. A similar such vaccine has 
already been introduced in Russia, and candidate vaccines pro-
duced in China using either that technique or the old-fashioned 
“killed virus” technique are poised to be introduced. Many other 
vaccines using one or another analogous methods, or using puri-
fied virus proteins together with adjuvants (chemicals that help 
stimulate stronger immune responses), are in the pipeline. 

(Continued on page 16) 

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 

• Limited to residents within our physical boundaries 

• 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 liked to a function the member wishes to attend or a reimbursement 
they would like to claim. Our office work is all done on a volunteer basis as we no longer have paid of-
fice 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 

Dr. Salk and Donna Lindsay Salk work on a 
kite-flying project with their sons Peter, 11, 
Jonathan, 5, and Darrell, 8, in 1955. 

THE ASSOCIATED PRESS 

http://www.healthheritageresearch.com/Polio-Conntact9606.html
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, 
 

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 six or seven issues. I will also place the link to the on-line article 
on the web site. You can also follow the link shown below. 

www.polio.org.nz 

7. Swallowing difficulties (dysphagia) and 
speech difficulties (dysarthria)  
 
Key messages 

• Clinical and sub-clinical damage to the bulbar 
nerves during acute poliomyelitis may result in 
the 
subsequent development of difficulties in swal-
lowing and speech. 

• Assessment through clinical history alone may 
not detect milder manifestations of disease. 

• Patients with diagnosed LEOP should be re-
ferred to speech pathologists for full evaluation 
and, 
if necessary, to initiate remedial strategies to 
reduce the potential negative consequences of 
dysphagia and dysarthria. 

 
 
Incidence and impact 
The incidence of new swallowing problems is 
between 6% and 22% of those suffering with 
the late effects of polio.29, 45 This may be an 
underestimate as laryngeal penetration 
(passage of materials into the larynx) and loss 
of cough reflex can occur without obvious 
symptoms and in one study specific testing 
suggested weakness in tongue/palate and 
laryngeal abnormalities are present in 80% 
and 57% of polio survivors respectively.46 
The majority of patients who experience 
dysphagia and/or dysarthria have a confirmed 
history of swallowing problems in the acute 
phase of polio, but even those with no history 
may have suffered sub-clinical damage to the 
bulbar nerves during the original infection. 
The severity of swallowing impairment can 
vary substantially between patients who often 
develop strategies to compensate for 
symptoms such as tilting or turning their heads 
during swallowing, eating more slowly with 
smaller mouthfuls and avoiding foods that are 
difficult to swallow.47 Aspiration is reported to 

be rare.48 There is evidence of slow 
progression of symptoms.49 
Clinical characteristics 
Intermittent or constant swallowing symptoms 
related to decreased pharyngeal transit, 
bilateral pharyngeal weakness and decreased 
bolus control.49 
Speech problems including voice becoming 
easily tired and hoarse and difficulties in coordina-
tion of breathing and voice production 
(eg, during singing).47 
Assessment 
Clinical history will help to determine whether 
patients are aware of bulbar symptoms, as 
well as other symptoms that may be consistent 
with post-polio syndrome. 
An assessment by a speech and language 
pathologist may be very helpful to the primary 
care physician in the evaluation of the cause of 
dysphagia, as may be imaging such as video 
fluoroscopy. The differential diagnosis includes 
structural abnormalities from mouth to 
stomach and any disease involving muscles of 
swallowing (eg, motor neurone disease). 
Management 
It has been suggested that modifications in 
swallowing position, a change in diet48 and 
exercises to improve effectiveness of 
swallowing may be beneficial.16 
Polio survivors with dysphagia should have 
their swallowing assessed at regular intervals 
to monitor progressive changes as well as to 
determine whether compensatory techniques 
continue to be effective.50  
 
8. Impaired thermoregulation  
 
Key messages 
 

• Cold intolerance and poor peripheral ther-
moregulation are common symptoms of the 
LEoP. 

(Continued on page 8) 

THE LATE EFFECTS OF POLIO:     Introduction to Clinical Practice 
 

2nd Installment 
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• Patients may not recognise that their limb is 
cold until they feel it is cold when touched. 

• Management of cold intolerance is focused on 
managing symptoms. 

 

Incidence and impact 
Cold intolerance (particularly of the 
extremities) is a common symptom of the 
LEoP which is attributed to nerve injury and 
muscle atrophy.51 Between 46-62% of 
responders in post-polio surveys report cold 
intolerance.16 Sensitivity to cold occurs when 
the external environment is cold, for example 
in winter or in air-conditioned environments.52 
The symptoms can present even at mild 
temperatures and warm indoor surroundings.51 
Cold limb(s) due to the LEoP will not delay 
wound healing (unless the patient has other 
contributory factors such as diabetic vascular 
disease), however, it is an inconvenience for 
the individual.16 In some cases, the symptoms 
can become very uncomfortable and even 
painful.51 
Clinical characteristics 
Cold intolerance due to circulatory disturbance 
can be attributed directly to nerve and 
muscular damage caused by the poliovirus.16 
Virtually all patients reporting cold intolerance 
will have a normal core body temperature, 
however limbs with significant atrophy tend to 
be cool to touch with a bluish discoloration and 
variable degrees of swelling.16 Generally 
patients do not recognise that their limb is cold 
until they touch it and feel it is cold.52 
Treatment 
The treatment of cold intolerance is focused on 
managing the symptoms. There are no 
medications or other types of clinical 
interventions to treat cold intolerance in polio 
survivors. Some practical approaches to 
dealing with cold intolerance may include16: 

• Warming the patient directly, eg, wearing 
multiple layers of clothing or application 
of heat pads for short periods (≤ 20 
minutes). 

• Warming the patient’s environment eg, 
home insulation.  

 

9. Bladder dysfunction  

This section is a summary of a presentation given 
by Lise Kay at the Living with Polio in the 21st 
Century Conference, in 2009.53 
Key messages 
 

• Symptoms of bladder dysfunction can have a 
significant impact on a person’s quality of life. 

• Potential causes of bladder dysfunction in survi-
vors of polio include impaired detrusor muscles 
and nerves, oedema in the legs, restricted mo-
bility and problematic voiding habits. 

• The choice of treatment of urinary dysfunction 
in polio survivors varies depending upon the 
underlying pathology. 

 

Incidence and impact 
During the epidemics of acute polio, bladder 
dysfunction was reported in approximately 
20% of polio cases, with a greater prevalence 
among adults. The majority of patients 
experienced urinary retention, although 
incontinence, urinary stasis and urinary stones 
were also reported. Symptoms of bladder 
dysfunction in acute polio generally lasted one 
week, however approximately 15% of cases 
resulted in permanent damage and ongoing 
sequelae. 
Urinary incontinence can have a significant 
impact on a person’s quality of life. Patients 
can feel embarrassed about their symptoms 
and consequently restrict their involvement in 
social activities outside of their home.54 
Clinical characteristics 
There are a number of potential causes of 
bladder dysfunction in survivors of polio, 
including impaired detrusor muscles and 
nerves, oedema in the legs, restricted mobility 
and problematic voiding habits. 
A weak detrusor muscle may cause 
incomplete voiding and consequently voiding 
becomes more frequent and overflow 
incontinence may result. Polio survivors may 
also have a weak sphincter/pelvic floor leading 
to stress incontinence (leakage of urine), or an 
imbalance in the autonomic nervous system 
giving rise to urge incontinence (difficulty 
inhibiting the desire to void) or difficulties in 
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initiation of voiding. 
Polio survivors with restricted mobility due to 
weak leg and arm muscles may experience 
functional incontinence because they are 
unable to make it to the toilet in time to avoid 
leakage of urine. Polio survivors with 
paralysed legs may experience urinary 
incontinence as a result of oedema in the legs 
- fluid which accumulates in the legs during the 
day becomes mobilised when these patients 
lay down in bed, resulting in a larger urine 
production at night. 
Another factor contributing to bladder 
dysfunction in polio survivors is problematic 
voiding habits, in particular suppressing the 
need to void leading to an overstretched 
detrusor muscle. 
Assessment 
Generally, three simple tests and a screen for 
other diseases are required for a diagnosis of 
bladder dysfunction: 

• A drinking/voiding chart for 3 days to be 
completed by the patient. 

• Measurement of velocity of urine flow via 
a flowmeter. 

• Measurement of residual urine via 
ultrasound. 

• Screening for other diseases by urinary 
stick, vaginal-rectal examination and 
ultrasound. 

 
If further work-up is required to reach a 
diagnosis, the patient should be referred to a 
urologist for full urodynamic investigation.  

 

Treatment 
The choice of treatment of urinary dysfunction 
in polio survivors varies depending upon the 
underlying cause of symptoms. 
Stress incontinence may be treated by 
strengthening the sphincter/pelvic floor with 
specific exercises, however urge incontinence 
may require pharmacotherapy. 
Patients who experience incomplete voiding 
(residual urine > 100ml) may find it beneficial 
to trial double voiding (i.e. void once again at 

the same toilet visit). If this is unsuccessful, 
clean intermittent self-catheterisation should 
be considered, with permanent catheterisation 
reserved as a final treatment option. 
If urinary flow is less than 15ml per second or 
if the patient is unable to obtain voiding 
volumes greater than 100ml, they should be 
referred for a full urodynamic investigation. 
In patients presenting with oedema of the legs 
and a large urine production at night, daytime 
fluid retention should be prevented by 
elevation of the legs and/or elastic stockings, 
supplemented with a mild diuretic in the 
evening (about 5pm) when necessary.  

 

10. Surgical considerations  

Key messages 

•  
When a polio survivor presents for surgery, 
special precautions are necessary as these 
patients 
may suffer complications during and post-
surgery as a consequence of the LEoP. 

• The choice of anaesthesia requires special 
consideration and lower doses are generally 
recommended for general anaesthesia but 
higher doses (eg, twice the dose) are required 
to 
control pain for local anaesthesia in dental sur-
gery. 

• Intensive monitoring may be required in the 
post-operative period and recovery may be 
prolonged 

Pre-operative assessment  

Patients with the LEoP should have the 
following assessments prior to surgery: 
 

• Assessment for contractures or spinal 
deformities to establish a baseline 
condition and predict positioning 
requirements during surgery.55 

• A detailed respiratory evaluation should 

(Continued from page 8) 

(Continued on page 10) 
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 be conducted, regardless of whether the 
patient experiences respiratory 
symptoms related to the LEoP or not. 
Any patient with symptoms suggestive of 
a decreased respiratory reserve should 
be referred for a baseline chest 
radiograph and spirometry.55 

• Assessment for a history of sleep apnoea 
or hypoventilation syndrome as these 
patients are at a higher risk of cardiac 
dysfunction.55 
 

Peri-operative considerations 
 

The following are important factors for health 
care providers to take into account when a 
patient suffering the LEoP undergoes surgery: 
 

• Regional anaesthesia is preferable to 
general anaesthesia in LEoP patients as 
it is associated with fewer side effects.16 

• The choice of general anaesthetics 
requires special consideration. 
Generally, selection of shorter-acting 
agents with titration to desired effects is 
preferred in patients with the LEoP.55 

• Patients with the LEoP may have an 
increased sensitivity to the effects of 
induction drugs, maintenance drugs, 
muscle relaxants and opioids. 
Consequently, a lower dose of any such 
mediation is generally recommended in 
this patient population.55 

• Baseline twitch response to peripheral 
nerve stimulation should be measured 
before administration of neuromuscular 
blocking agent, as this response may be 
abnormally small in some muscles in 
post-polio patients.55 

• Patients should be comfortably 
positioned with consideration given to 
limbs with contractures.55 

• Blankets or warming devices may be 
needed during surgery for LEoP patients 

with cold intolerance.55 

• Prophylactic anti-emetic medication may 
be required as some LEoP patients have 
bulbar dysfunction and an increased risk 
of aspiration. It is also crucial to carefully 
suction the laryngopharynx prior to 
emergence from anaesthesia.55 
 

Post-operative management 
Important considerations for health care 
providers during the convalescent period 
include16: 
 

• Recovery from surgery in LEoP patients 
may be prolonged by 2 or 3 times beyond 
the expected duration for the general 
population. 

• It should be recognised that being 
outside of one’s comfort zone may lead 
to the need for more assistance (a need 
which may not be identified by staff 
unaware of post-polio limitations). 

• Some patients may require intensive 
monitoring in the post-operative period, 
particularly in order to monitor their 
pulmonary function. 

• LEoP patients with sleep apnoea may 
experience a worsening of their 
symptoms following general anaesthesia. 

• Polio affected muscles may be 
temporarily weaker after general 
anaesthesia and patients may require 
mobility aids. 

• Paralysed limbs may have delayed 
wound healing due to decreased blood 
supply. 

Dental surgery 
Although polio survivors with LEoP are more 
sensitive to general anaesthesia, they seem to 
require about twice the typical dose of local 
anaesthetic for dental surgery because of their 
increased sensitivity to pain. A problem is that 
the increased dosage may cause paralysis of 

(Continued from page 9) 

(Continued on page 11) 
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facial, tongue and pharyngeal muscles and 
impair the ability to swallow saliva or breathe.56 
Swallowing and breathing may be further 
compromised in those who had bulbar polio or 
paralysis of the respiratory muscles simply by 
reclining in a dental chair. A safe and 
comfortable reclined position should be 
identified before any dental procedure 
begins.56 
For these reasons, polio survivors need to 
communicate their polio histories and any 
requirement for physical assistance in 
transferring to and from the dental chair in the 
pre-operative period. Their medical history 
should include swallowing difficulties and the 
need to use ventilatory support. They should 
also inform the dentist of all medications taken 
since high doses of painkillers such as aspirin 
can cause excessive bleeding of the gums and 
anti-cholesterol drugs can further weaken 
muscles.56 
Polio survivors with osteoporosis (refer to 
“Falls” section) should inform their dentist if 
they are being treated with bisphosphonate 
(Fosamax) because of the risk, albeit no more 
than 1/10,000, of developing osteonecrosis of 
the jaw, especially if the bisphosphonate 
therapy has been continued for more than 3 
years.57 
Recovery from dental surgery with local 
anaesthesia in LEoP patients may also be 
prolonged by 2 or 3 times beyond the 
expected duration for the general population. 
This is a major reason why same-day oral 
surgery for complicated dental procedures in 
polio survivors with LEoP is not advisable. 
Further, sedation-impaired coordination after 
dental surgery makes falling more likely and 
the need for physical assistance or mobility 
aids much greater.56  

11. Falls  

Key messages 

• Tailored exercise programs that include exer-
cises to challenge balance should be imple-
mented 
for polio survivors with LEoP/PPS to reduce 
their high fall rate. 

• Osteoporosis is common in the hips of polio 
survivors, especially those with polio-affected 
lower 

limbs, so bone mineral density of both hips 
should be determined in males and females in 
this 
population and treatment instituted, if indicat-
ed. 

• The removal or modification of environmental 
hazards in the home and the avoidance of 
risky 
behaviour and external hazards can prevent 
falls. 

• The use of braces and walking aids contributes 
to the prevention of falls. 

Incidence and Impact 
The latest Cochrane review of the medical 
literature on falls in people over 65 years of 
age and living in the community confirms that 
approximately 30% fall each year.58 
In contrast, the frequency of falls in polio 
survivors is significantly higher. A 2010 
publication from The Netherlands reported that 
74% of 305 polio survivors sustained at least 
one fall in the previous year with 60% reporting 
more than one fall.59 An earlier report from the 
United States recorded a fall rate of 64% 
among 233 polio survivors in the previous year 
with 61% of the falls requiring medical 
attention, including 35% who had at least one 
bone fracture.60 A report published on 50 postpo-
lio patients in Ireland in 2009 recorded a fall 
rate of 64% over the previous six months; 19 
of those 50 had fractured a bone as the result 
of a fall over the previous five years.61 
Assessment 
Osteoporosis is common in the hips of postpolio 
populations, especially in the hip that is 
associated with a polio-affected lower limb.62 
Bone mineral density should be measured in 
both hips in males and females in such 
populations and appropriate treatment 
instituted, if indicated. Twenty eight of the 50 
Irish post-polio patients were diagnosed with 
osteoporosis and 20 with osteopaenia, yet only 
eight of the 48 were receiving treatment for 
their low bone mineral density to reduce the 
risk of hip fractures.61 
Reduced muscle strength, relatively rapid 
muscle fatigability and the impaired balance 
and gait associated with LEoP/PPS are risk 
factors for falling. Other risk factors to be 
assessed in this population are visual 
impairment, dizziness on standing (eg, due to 

(Continued from page 10) 

(Continued on page 14) 
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 GALLERY 

 
LEFT:  “PANSY COLLAGE”  by Marge Sugden 
 
The method is to mask some of the paper(white area 
and allow some of the watercolour to move within the 
wetted, masked area.  then fill in details to produce a 
flower or leaf etc.. 

ABOVE: “MIXTURE OF POINSETTAS” 
 
  Watercolor by Marge  Sugden 

RIGHT:     “CAT LOOKING INTO A MOUSEHOLE” 
     Watercolor  by  Marge Sugden 

EDITOR’S NOTE: 
It is so nice to see membership contribution to this page.  
I hope we can continue this for future editions.  
Step up - show off your talents! Send us photos of your 
painting, knitting, gardening, of your pets, your wood-
work or anything else you may wish to share. We all get 
to enjoy and we get to connect with each other through 
sharing. 
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GALLERY 

 

      Common Goldeneye Chicks “At  the  Beach”          Rundle Park ,  June, 2016       Bernd Schwanke 
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low blood pressure), and the taking of certain 
medications (eg, psychotropic drugs).58 
Environmental hazards in the home and risky 
behaviour by the occupants should be 
assessed, preferably by an occupational 
therapist, where frequent falls have occurred in 
the home.58, 63 
Intervention and Prevention 
Reviews of the medical literature provide 
strong evidence that exercise programs can 
reduce fall rates in older populations but the 
exercises that are more likely to be effective 
are those that challenge balance.58, 64 Such 
exercises involve standing with feet close 
together or on one leg while practising 
controlled movements that strengthen the core 
trunk muscles.64 The particular exercise 
program will need to be tailored to the 
capabilities of the individual polio survivor with 
LEoP/PPS under the direction of a 
physiotherapist who has been trained or is 
experienced in devising appropriate exercise 
programs for polio survivors. 

The removal or modification of environmental 
hazards in the home under the direction of an 
occupational therapist has been shown to 
prevent falls among older people who are at  in-
creased risk of falling. In addition, the home 
visits may also lead to changes in behaviour 
that enable older people to move more safely 
in the home and in the external environment.63 
Rough terrain, sloped surfaces, wind and 
crowds in the external environment increase 
the risk of falling for those with LEoP/PPS and 
are best avoided, if possible. 
Bracing that prevents foot drop and stabilizes 
joints also contributes to the prevention of falls, 
as does the use of a wheeled walker instead of 
a walking stick as muscles become weaker. 
Polio survivors who live alone should be 
encouraged to wear personal alarms since 
they may not be able to get up from a fall, 
even in the absence of a bone fracture. A 
coded key safe box containing the house keys 
should be installed on the outside of the house 
near the front door to ensure prompt access 
when help arrives.     (continued the in next issue) 

(Continued from page 11) 

Thanks to Marie Kunic for finding and forwarding this upbeat piece on POSITIVITY. 

 

Spirituality and Wellness  
 

Peggy McDonagh 

(Reprinted with permission from “News and Views” Autumn 2019 edition) 

 

On Being Positive 
 My mother lives in a small country town in a 111-year-old house beautifully surrounded by a large and 
splendidly landscaped yard with rock gardens, a variety of trees and flowers, spacious lawns, nifty little 
nooks and crannies, and an impressive deck. This lovely property created and cared for with love by 
Mom is encircled by large trees that provide privacy and a calm environment.  
Last summer as I sat on Mom’s quaint but tired looking wooden bench swing delighting in the birds 
chattering, the rustling wind in the trees, and the buzzing of insects, I thought about the severe storm 
that had hit in the early hours of the morning with its spectacular lightning, thunder, and torrents of rain. 
Nature certainly has its forceful moments of power and destruction that can wreak havoc in our lives. I 
thought about how creation offers both a negative and positive expression of its mystery.  
However, there seems to be a tendency to regard nature from a negative perspective. The weather is 
an all too common topic and source of constant complaint. We are consistently bombarded with re-
ports on hurricanes, tornadoes, floods, and storms. I wonder why we gravitate toward the negative so 
readily and downplay the positive in life.  
 
Recently I read C. Joy Bell C.’s description of a striking painting of nature:  

There is a magnificent, beautiful, wonderful painting in front of you! It is intricate, detailed, a 
(Continued on page 15) 
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painstaking labour of devotion and love! The colours are like no other; they swim and leap, they 
trickle and embellish! And yet you choose to fixate your eyes on the small fly which has landed 
on it! Why do you do such a thing? Why do we do such a thing? It seems to me that negativity 
permeates our human approaches and responses to life.  
 

Evolutionary psychologists suggest that although people prefer the positive, we are genetically hard-
wired for negativity, the fight-or-flight response to the environment. Because we are drawn to the nega-
tive, we obsess about it. The majority of what is incessantly reported in the news focuses on the nega-
tive, the latest disaster, or act of violence, the most recent scandal, or the degradation of the planet. A 
good news story rarely makes the front page of a newspaper or is the first newscast on TV or radio. It 
shouldn’t surprise us then that many people are depressed and anxious and not only think negatively 
about life but also fear it. Interestingly, studies have shown that people who read an inordinate amount 
of news can develop post-traumatic stress disorder (PTSD).  
 
There was a farmer who had become disheartened with his farm and farm life. The story goes that he 
was so disgruntled he decided to sell and move elsewhere. He asked a realtor to write an ad. The ad 
said: 

“If you have ever had the urge to farm but just have not found the right place that suits your 
needs, here is a farm for you. Situated in a great location with an immaculately maintained 
house, this farm has sturdy barns, lush pasture lands, a beautiful and serene pond, fertile soil, 
and a magnificent view.” 

 

The farmer read the ad many times and then with a huge grin said, “I’ve always wanted a place like 
that.” He never sold the farm.  
 
How we view life, its situations, and its people can make a difference in how we respond to it. Do you 
view the world through a negative or positive lens? J. Sidlow Baxter writes, “What is the difference be-
tween an obstacle and an opportunity? It is our attitude toward it. Every opportunity has a difficulty, and 
every difficulty has an opportunity.”  
 
We have little control over what other people say or do, what catastrophes or illnesses might occur, but 
we can control how we respond to these realities. We can do so either positively or negatively.  
Artist and author H. E. Davey put it this way: A positive attitude is most easily arrived at through a delib-
erate and rational examination of what you must do to have steadfast positive thoughts. First, reflect on 
the actual, present condition of your mind. In other words, is the mind positive or not? For example, if 
we say, “It’s absolutely freezing today! I’ll probably catch a cold before the end of the day!” then our 
words expose a negative attitude. But if we state a simple fact such as “The temperature is very cold,” 
then our expression is less negative.  
 
Mindful awareness of our thoughts and responses makes it possible for us to recognize an attitude of 
negativity before we speak or act. The potential to be positive exists in every situation and interaction. 
An optimistic attitude ensures that our words and deeds will also be positive, inviting ourselves and oth-
ers to view a situation differently and to feel hopeful.  
In her book It Is Well With My Soul: The Extraordinary Life of a 106-Year-Old Woman, Patricia Mulcahy 
writes, “I told Ella Mae Cheeks Johnson, then age 105, that she was the only person over eighty who 
I’d ever met who never referred to her physical infirmities or health problems. To which she replied, “I 
have my difficulties; I do not rejoice in them.”  
Living with a positive view allows us to see how life flows with both its challenges and joys and helps us 
to engage that flow with humour, wisdom, patience, and understanding. A positive attitude strengthens 
our capacity to handle the difficulties of life. It enriches our relationships, enables us to be grateful, en-
courages us to see beauty and wonder, eases our anxiety, and diminishes stress. All of this is very 
good for our spiritual and physical well-being. I invite you to approach life with a positive, life-affirming 
attitude. 
 

(Continued from page 14) 
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Despite the promise of 
all of these vaccines, 
many people are still 
hesitant to take ad-
vantage of them as 
they become available. 
Some have been con-
cerned about the 
speed with which the 
vaccine projects have 
been undertaken, wor-
rying about whether 
corners have been cut 
with respect to safety. 
Others, particularly 
racialized communi-
ties in both Canada 
and the U.S., carry 
suspicions about the 
government and medi-
cal institutions, based 
on past experiences, 
that may render them 
leery of lining up to 
take something new. 
Yet others are opposed 
to vaccines in general, based on fears that they are inherently dangerous and can cause maladies in oth-
erwise healthy individuals. 
It’s important to recognize that vaccines have, in the past, at times caused either unexpected – or per-
haps even expected – problems, that have led to careful re-evaluation and either modifications or dis-
continuation of their use. One example is the second (“live”) polio vaccine, which infrequently causes 
polio in vaccine recipients or their close contacts owing to the appearance of mutations in the weakened 
viruses that cause them to regain their virulence. Such mutations can allow the vaccine-derived viruses 
to spread and cause outbreaks of paralysis identical to those seen with naturally occurring polioviruses. 
This vaccine is no longer used in either Canada or the U.S. because of this drawback, although it is still 
used in many countries for which it has been the most practical choice. However, it is also important to 
understand that many of the fears surrounding vaccines are based on perceived problems that don’t 
stand up to scrutiny – for example, the idea that vaccines are responsible for causing autism. Used care-
fully and correctly, vaccines have changed the way we live our lives, free from the scourges of many dis-
eases that used to plague us. The same could be true with respect to the COVID-19 pandemic we are 
contending with today. 
As we move forward in our efforts to bring the present pandemic to an end, we must keep in mind not 
only our own needs for immunizing the populations of our respective countries, sheltered here in the 
wealthy areas of the northern part of the Western Hemisphere, but also the needs faced by less affluent 
countries throughout the world. If we think only of ourselves, garnering supplies of what at present are 
scarce vaccines just coming out of production (Canada, for example, has purchase options for supplies 
of COVID-19 vaccines sufficient to vaccinate the country’s population five times over), other less afflu-
ent countries may be left to fend for themselves, unable to procure enough vaccine to immunize their 
populations fully until another four years have passed. It’s not only in the interest of these other parts of 
the world that vaccines should be available globally; it’s also in the interests of affluent countries to 
which this virus can spread again should our own guard be let down. 
My father died 25 years ago. Were he still here, he would be amazed to see what has happened in terms 
of our ability to mobilize our technological capacities as well as our economic capabilities and the gener-
ous side of our natures. We have it within us to stop a modern plague that is affecting the entire world. 
We should all feel proud of how far we have come in our ability to shape our world in a positive way, 
and do what we can to help bring this current pandemic to an end.   (Slight editing for brevity) 

(Continued from page 6) 

Sahra Kaahiye, a respiratory therapist at Edmonton’s Glenrose Rehabilitation Hospital, is given 
Alberta's first dose of the Pfizer-BioNTech vaccine on Dec. 15. 

JASON FRANSON/THE CANADIAN PRESS  

https://www.businessinsider.in/science/health/news/canada-has-enough-covid-19-vaccine-doses-to-cover-each-citizen-five-times-over-while-the-fate-of-67-poor-countries-remains-undecided/articleshow/79645493.cms
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Pat Murray 
 
 
 

 
WPSS:  When did you get polio, 
and where were you living at the 
time? 
 
Pat:  I got polio in 1953 when I 

was 9 months old.  We were living in Winnipeg at the 
time. 
 
WPSS:  Did anyone else in your family have polio, 
either at the same time, or at another time? 
 
Pat:  Yes, my sister got polio at the same time.  She 
was 2 ½. 
 
WPSS:  What do you remember about that time?  
 
Pat:  Well, I don’t remember anything, because I was 
too young.  My dad told me that I was paralysed from 
the neck down.  I don’t know how long I was in hospi-
tal, or if I was in any pain. 
 
What I do remember is from when I was older, and 
started having corrective surgeries.  I think I was feel-
ing pretty good, because I kept getting into mischief 
and annoying the nurses!  The polio had caused perma-
nent damage to my left calf and foot, such that I could 

not put my toes down, and always walked on my heel.  
I remember being absolutely elated when after my an-
kle was fused, and I had had a couple of tendon trans-
plants, that I could walk with a flat foot.  
 
WPSS:  Do you have Post Polio Syndrome (PPS)?  If 
so, how did that diagnosis take place and what issues 
are you dealing with now? 
 
Pat:  I have not been officially diagnosed with Post 
Polio Syndrome, but I have it.  The changes have come 
on very gradually for me.  After the acute phase of the 
disease, most of my muscles recovered, and I lived a 
pretty normal life.  Then, when I was about 35, I lost 
the ability to stand on my toes on my right foot.  Year 
by year I have been losing strength and stamina. I have 
a hard time staying warm.  Now, my right leg is quite 
weak, and my limp is getting worse.  Balance is a big 
problem, too, especially in the winter. 
 
WPSS:  Did PPS interfere with your career? 
 
Pat:  Maybe, in a small way.  Luckily I was in a job 
where I could sit down a lot.  I did find that I was quite 
tired, though, and was lucky that I qualified for early 
retirement at 56. 
 
WPSS:  And finally, do you have any hobbies? 
 
Pat:  My favourite hobby is playing ukulele!  I can’t 
wait till this pandemic is over, and our circle can get to-
gether again! 

MEMBERS’ PAGE 

Many thanks to those of you who contributed to the GALLERY and other sections of the news-

letter. Your contributions are greatly appreciated and I know they will be enjoyed by 

readers. We’d love to hear from more of you and I am confident you will come for-

ward with your creative endeavors - a story, a photo, a recounting of an experi-

ence, a poem, a discussion of how you have passed time during the pandemic, ta-

les of travels near or far….Let the people in our society get to know you! Pat has 

started a “Getting to Know You” column. You may receive a call asking for an inter-

view! Please participate!   

Also, this is your newsletter so any ideas you have for topics or subjects you may 

want to see touched on or broached in the newsletter would be open for considera-

tion.  

Bernd Schwanke, Editor 

GETTING TO KNOW YOU 
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Welcome to Neil Convey ,a new member from Burnaby, BC who grew up in rural central Al-
berta. He is sharing his polio story here and hopes to connect with other members to share ex-
periences  of  treatment at the University Hospital in Edmonton, as well as memories of the 
doctors and staff who cared for him. 
 
The Polio News is your newsletter and we encourage and welcome member  contributions. If 
any of you wish to share your polio journey we will be happy to include them in the newsletter. 
We will not reprint stories as they appeared in our Polio Book, published  in 2019, but if you 
wish to submit an edited or updated version of your story , we would welcome it! 

 

My Polio Story  
 Neil Convey 

My contact with the polio virus began in the summer of 1952, just prior to my second birthday. I lived in 
the hamlet of Clandonald, just 22 miles north of Vermilion, Alberta. Because of my age I have little or no 
memory of the early stages of my disease. My earliest memory is laying in a full body cast looking out 
through the bars of a crib in my home. 
 
I’ll now take the liberty of jumping ahead to 1990 to begin filling in the rest of my story. I’m now 40 years 
old and teaching Mathematics in Burnaby, BC and well aware of my polio experience which had a major 
influence on my life until my last polio related surgery in 1964. As I walked the hallways of Burnaby 
Central Secondary School i was beginning to catch the toe of my left boot on the floor and occasionally 
stumble. Polio had left me with dropped foot on my left foot, and my right foot, thanks to the tendon to 
my big toe, was liftable but was beginning to roll more and more to the outside. As a child I wore a metal 
brace on my left foot which was attached to my orthopedic boots. As a teenager, perhaps out of vanity, I 
abandoned the brace and just wore police style boots. I was vaguely aware of something called Post 
Polio Syndrome and decided that it was perhaps time to have my condition evaluated to see if there 
might be some interventions that could be made to help my situation. To this end, I started by 
having my GP, Dr. John Martin request all my medical records from the University of Alberta Hospital, 
and Dr. Olav Rostrup, my Dr. and Surgeon, in Edmonton where I had all my polio related surgeries. 
 
My records arrived on Oct. 2, 1990. These records revealed a great deal more than the 
anecdotal information I had learned from my family. For perspective, I am the 4th of 5 children. I have 3 
older brothers, 3,6 and 8 years my senior and one sister 2 years younger than me. She was born in the 
fall of 1952, just after I got polio. I mention this because I think how traumatic it must have been for my 
parents to have me, stricken with the dreaded polio, a newborn daughter, and 3 boys ages 5, 8, and 10. 
My mother was a saint, raising us, in a town that had no indoor plumbing or potable water. My father 
was a grain buyer for United Grain Growers and ran 2 elevators in our town, ran the stockyard which 
bought and shipped livestock, mostly pigs, for Burns Meatpackers and was the Secretary and Treasurer 
of the local Catholic School Board. They were busy. 
 
In later years my mother would tell me that she was told that I would likely not live and would surely 
never walk again. However, her loving care and determination defied both predictions. She told me she 
used to massage me using olive oil and heat compresses that made me relax and recover. It was only 
in the records I received that I learned of the extent of my early disease. In a summary record from UofA 
hospital after a surgery in 1961 I read: 

 
“This 10 year old boy was admitted with a history of having polio at age two of a very severe na-
ture with total paralysis below the neck without requiring tracheostomy.” 

 
and from 1963: 

 
“At 2 years of age this 12 year old white male developed polio and was hospitalized for six 

(Continued on page 19) 
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months and spent six months immobilized at home. Residual effects were scoliosis and weak, 
unsteady legs. Has had five or six surgical corrections since that time. Admitted for correction of 
externally rotated right leg. 

 
From these 2 comments and the following diagnosis dated Sept 8, 1952: 
 

“Onset of polio one month prior to admission. Due to the age of the child an accurate muscle 
test was found impossible but it was felt that there was a bilateral drop (sic) foot and p.p.c. 
were therefore made to hold the feet in the position. Patient discharged home Sept 14th. 
Patient is to carefully avoid fatigue and deformity of any of the lower limbs. To report again in 
1 month.” 

 
I am able to surmise that upon falling ill in early August of 1952 I was taken to Vermilion 
Hospital and Dr. C. W. Stephens referred me to Dr. O. Rostrup at the UofA Hospital in 
Edmonton. From there I was sent back to Vermilion Hospital where I spent the next 5 months. 
I have vague recollections of the casts on my feet but have no memory of Vermilion Hospital. I 
guess I escaped the dreaded Iron Lung. More about that later. 
 
For the next 3 years I recall my parents’ stories of numerous car trips to Edmonton for doctor 
appointments and X-rays. In those days Hwy 16 was not the Yellow Head Hwy of today. It 
wasn't even paved and 22 miles north of Vermilion was a dirt road and often impassable. 

Regardless, I don’t think my parents ever missed an appointment 
for me. A typical visit was a 3 hour drive to Edmonton, a visit with 
Dr. Rostrup in the Medical Arts Building on Jasper Ave., a mus-
cle test at UofA, a visit to the Artificial Limb Building where they 
made and serviced the iron brace I wore on my left foot, a stop 
for dinner, and then another 3 hour drive home. It was exhaust-
ing. 
 
My surgical interventions began in 1955, and are listed below: 
 
Sept. 12, 1955   of Spinal Fusion D10 - L3 for scoliosis 
July 3, 1956   Procedure for droSpinal Fusion D2 - D12 for         
   scoliosis 
July 10, 1961   Extension p foot, Left leg, tendon transfer 
July 3, 1963   Derotation Osteotomy of right leg 
August 25, 1964  Anterior Tibial Tendon Transfer Right foot 

 
 
 
All of these surgeries were at UofA Hospital in Edmonton. I was 
in ward 24 for the first 4 and ward 47 for the last one. The doc-
tors, for whom I am forever grateful, were Olav Rostrup and Gor-
don Cameron. Dr. Cameron was the anesthetist at the time but I 

believe he was studying orthopedics under Dr. Rostrup as he went on to have a very distinguished ca-
reer as the team doctor for the Edmonton Eskimos and Oilers as well as other sports teams in Edmon-
ton. I have since learned that he earned a total of 16 championship rings as the team doctor. I believe 
Dr. Cameron died in 2012. I have been unable to find much about Dr. Rostrup but would be interested 
in any information anyone may be able to share. 
 
My memories of UofA Hospital were generally not good ones but I do remember the care from the staff 
was never negative. The bad memories were due to pain and separation from my family and friends. I 
guess ward 24 was a pediatric surgery ward. There was a communal eating area where patients ate 
when they were able, a large play room, and access to a large sundeck which faced south toward 

(Continued from page 18) 

(Continued on page 20) 

Dr. Olav Rostrup 
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Whyte Ave. I spent hours on that sundeck in anticipation of my Mom and Dad’s black and white Bel Air 
coming down Whyte Ave to visit or take me home. One pleasant memory I do have was on August 22, 
1964. It was my birthday and the night the Beatles played at Empire Stadium in Vancouver. I remem-
ber listening to the performance on the radio with some of the nurses. To me, Vancouver was like the 
promised land because I had visited family there and always loved those visits. Who knew at the time 
that I would spend my adult life there? 
 
Two years later, in 1966, my family moved to Richmond BC due to my father’s health concerns after a 
heart attack. To me polio was in my rear view mirror. High school, university, marriage and a teaching 
career brought me to 1990 when I was once again confronted with the disabilities polio had left with 
me. After getting my records from UofA Hospital I got a referral to an orthopedic surgeon in Burnaby. 
The examination and X-rays that followed revealed that there was nothing surgical that could be done 
to improve my situation but adaptive devices were available that could substantially improve my ability 
to walk safely. Up to this time, although I always wore high cut running type shoes or boots, sprained 
ankles were frequent occurrences. I was referred to Lindsay Orthotics in New Westminster where they 
made my first custom fit AFO (Ankle Foot Orthotics). Instantly I had lift on my left foot and rolling my 
ankle was history. A second AFO for my right foot followed soon after and I had a new lease on life. To 
this day I wear my AFO’s and am convinced that I would have been in a wheelchair many years ago 
without them. 
 
I retired in 2008 and continue to function quite well but am increasingly having issues with my balance. 
I now use a cane for the added stability it provides with that third point of contact with the ground. With-
out the cane, standing in one spot is a difficult task for me. My legs continue to weaken and the exer-
cise issue has been complicated by COVID-19 and having to stay home more than I’d like. 
 
In preparing to write this story I have gained some new insights as to my early condition and care by 
speaking with my older brothers about my early years with polio. My brother John who is 8 years my 
senior tells me that I was 
indeed in an iron lung for 
some period of time in 
Vermilion hospital. This 
was news to me and has 
prompted me to request 
my records from Vermil-
ion Hospital. As I write 
this I am awaiting news 
about these records. 
 
At the end of the day, I 
consider myself fortunate 
to have had the life I’ve 
enjoyed to this point. 
Many of my contemporar-
ies did not survive the po-
lio scourge, including a 
first cousin, and many 
were left with much more 
serious disabilities. 

(Continued from page 19) 

UofA Hospital circa 1958. Highlighted circle on right  is the sundeck and Ward 24 

FOR SALE - 2000 FORD ESCORT ZX2 
This is a great little  unit which has been modified with hand controls, but can still be driven with nor-
mal foot controls. It  was originally a lease car prior to its current ownership. It is black in color, has 
approximately 125,000 kilometers on the odometer and is in super condition. This vehicle has power 
and  gets great mileage. Price is “BEST OFFER” 

Call Ferne at 780-456-7841 and leave a message  
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BOOK REVIEW 
 
 

TITLE:   NO TIME LIKE THE FUTURE   
       An Optimist Considers Mortality 
 

AUTHOR:   MICHAEL J. FOX 
 

Michael J. Fox is universally recognized as Alex Keaton from FAMILY TIES and Marty McFly from BACK 

TO THE FUTURE as well as numerous other Hollywood roles. At age 29 he was diagnosed with Parkin-

son’s Disease. He has released to 2 previous books, LUCKY MAN and ALWAYS 

LOOKING UP, dealing with his coming to terms with his disease. NO TIME LIKE 

THE FUTURE reassesses his outlook in light of the progressive nature of PD and 

the new challenges he is faced with as he ages. New medical events challenge 

his eternal optimism and his philosophy of “making lemonade” when life hands 

you lemons. Considering getting out of the “lemonade business” entirely is an 

option which this book explores in depth. Does he get out or does he get back 

to “making lemonade”? 

There are commonalities shared between PD and PPS. Both are progressive, 

both are debilitating, both profoundly affect how the afflicted function in the 

world and are viewed by that world. The emotional journey Michael Fox is trav-

elling is a parallel in many ways to the one PPS sufferers are travelling.  

I found this an interesting read which lends perspective to my own PPS jour-

ney. It gives comfort in realizing others are dealing with similar issues in positive ways, helps to return 

focus onto positives in life and emphasizes gratitude for those positives. Michael J. Fox is travelling a 

remarkable journey, as are we all who suffer with the after effects of polio.  

 

REVIEW by Bernd Schwanke 

Accessibility    Issues 

 
We often have occasion to visit multi-story office buildings, and many of us live in high-rise 

condos or apartment buildings.  Do any of you have any concerns about how you would exit 

that building if the elevators weren’t working?  What about exits from one-story buildings? 

 

Mona Arsenault from Polio Quebec is asking for feedback from individuals for her commit-

tee role in Accessibility Standards Canada Emergency Egress.  This committee is the 

first Canadian federal institution led by people with disabilities and aims to develop and re-

vise accessibility standards, all across the country.  Mona is specifically looking for help to 

conduct research on Public Buildings and public areas, especially Emergency Exits.  If you 

have examples of non-accessible buildings please get in touch with her 

at Monaarsenault@gmail.com.  

mailto:Monaarsenault@gmail.com
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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 

 
 

Welcome to New Members 

We pleased to welcome new member 

Neil Convey 

  

Dianne Turner 
 
Joanne Langford 
 
Bob DeFrain 
 
Kay Meier 
 
Mildred Leibel 
 
Jan Kenyon 
 
Madeleine Theodoses 
 
Annie Peters 
 
Joe Kokotilo 
 
Jon Smethurst 
 
Dave Norton 
 
Ken Hillaby 

April  4 
 
April 14 
 
April  20 
 
April  23 
 
April  24 
 
April  28 
 
April  30 
 
May  10 
 
May  12 
 
May  17 
 
May  23 
 
June  24 
 

  

Lone Coyote checking me out   March, 2021    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 


