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NO JULY OR AUGUST 

MEETINGS 
 

   
Let’s Do Dinner . . .  

Tuesday, July 15 @ 5:00 PM 

LongHorn Steakhouse  
1562 S. Federal Highway, Delray Beach  

561-278-1944 – for directions 
 (NW corner of Linton Blvd. & Federal Highway) 

 

 
 

 

 

 

 

 

 

 
 

 

NO AUGUST MEETING 
 

Dining Around:  Tuesday, August 19, 2014 

Next Meeting:  Thursday, September 11, 2014 

 

JUNE `14 MINUTES 
 

It was a cloudy, humid day when 

twenty-four members came to hear about the 

PHI 11
th
 International PP Conference.  

We welcomed ‘newbie’ Pat Zirkel, 

Boynton Beach & good seeing Anne/Jim 

Davis, Punky Hampton & Tina Speer.   

Member updates – Eileen Kenney 

recovering from a broken leg & a card was 

sent. Karen Arends seeking anyone 

experiencing charliehorse-like spasms in 

groin/leg area – karenallegra@gmail.com; 

561-533-3995.    Keep all in your prayers. 

Dining around – 11 raised hands.    

Cruise 2015– 25 booked!  See pg. 6. 

A Farewell – Irv Glass & Rhoda 

Rabson will be moving to VT.  Cake, card & 

numerous well-wishes were shared.   

Gary Elsner was born in the Ozarks, 

AR; contracted polio in 1951 @ age 11; 1 yr. 

rehabbed in MO; & only walked with braces 

& crutches for 2-3 years.  He graduated U. of 

Arkansas; PhD, Berkley, CA where he met & 

married Joan in 1968.  They had 2 children.  

Gary worked 20+ yrs. in R & D at Berkley in 

natural resources traveling around the 

national forests. Moved & worked in DC in 

recreation aspects of the national forests for 

12 years.  They moved to FL in 1994 & Gary 

started a business providing financial 

services for employees of multiple airlines. 

Nine years ago, Gary experienced 

PPS.  He stays active with his accelerating 

business, enjoys movies & reading. 

Gary appreciates finding BAPPG.  He 

& Joan will cruise again with us in 2015.     

mailto:karenallegra@gmail.com
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 Joel & Maureen Sinkule attended the 11
th

 

International PP Conference, Promoting Healthy 

Ideas, St. Louis, MO, May 

31 – June 3, 2014. 

 Joel began by saying 

that we are our own best 

advocates.  Sometimes we 

are in denial such as our 

need for assistive aids to 

protect our well-being.  We 

have to be aggressive in 

educating our health care 

professionals to Post Polio 

Syndrome effects. 

 The conference consisted of 69 presenters 

and 49 topics.  Joel & Maureen split up in order 

to attend as many sessions as possible together 

with 250 other attendees. 

 Joel gave a brief overview on “A Good 

Night’s Sleep” such as it helps reduce pain; 

breathing exercises to help you relax.  He also 

attended “Managing Polio’s Effect on Breathing.”  

 Maureen attended “Maintaining Posture;” 

“Update on Anesthesia;” “Cardio-vascular 

Aging” & “Let’s Talk about the Spine.”  

  They both attended “Passing in the 

Shadow of FDR: Polio Survivors, Passing, and 

the Negotiation of Disability;” “Post-Polio 

Research – Plenary Session” & “Discussion of 

Future Needs of Polio Survivors.” 

 Maureen was given the opportunity to 

present “Adventures on Cruises” sparking an 

interest for future travelers with BAPPG.  

She enjoyed meeting new survivors 

striking up an instant ‘bond’.   It was a unique 

chance to observe the different assistive devices 

used to keep one’s independence enabling 

survivors from around the world to attend this 

conference. 

 Contained in this newsletter & future 

issues are Conference articles. 
   

  Submitted by Pat, Jane & Maureen 

 

 
 

 

BAPPG appreciates the generosity of the 

following people who enable the printing of 

this newsletter. 

Carolyn Karch 

Irv Glass & Rhoda Rabson 

Anne Lane-Treadwell 

Jonas Hershberger 
 

 

       

 

     

 

          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

*Names remain for 1 year. 

 

WITH MANY THANKS 
 

 We wish to thank the many 

benefactors* who have given so generously 

to the Boca Area Post Polio Group. 
 

Wilbur & Hansa May 

Paul Ritter, Jr. 

Bruce & Dianne Sachs 

Mona Sims 
In memory of mom, Mildred Sims 

Lois Espy 

Joyce C. Sapp 

Eddie & Harriet Rice 

Mr. & Mrs. Daniel Yates 

Mr. & Mrs. Terry Dickson 
In memory of Jerome Grady  

Anonymous 

Jeanne Sussieck 

David & Margaret Boland 

Dorothy Flomen 

Mr. & Mrs. Jeff McGookey 
In memory of dad, Alexander Patterson 

Sharyn Sapp Mills 
In memory of parents, Harris & Carmen Sapp 

Alexander Patterson 

Dr. Leo & Maureen Quinn 

Triad Post Polio Support Group 
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UPDATE ON 

ANESTHESIA 
By Selma H. Calmes MD 

Retired Anesthesiologist & Polio 

Survivor 

shcmd@ucla.edu 
  

Many polio patients fear 

anesthesia. Multiple surgeries in childhood 

were common for those who had polio and 

anesthesia care then was not as sophisticated 

as it is today. Modern anesthesia is much 

improved since the time of polio epidemics! 

In this session, an anesthesiologist familiar 

with modern anesthesia practice and polio 

will answer recent, common questions asked 

by post-polio patients. If time, the audience 

can ask their own questions.  

 

1. “Do I really need to have a colonoscopy? 

It requires anesthesia, and I’m afraid of 

that.”  

Colon cancer is the third most commonly 

diagnosed cancer and the third leading cause 

of death from cancer in the US. About 5% of 

Americans will be diagnosed with colon 

cancer in their life-time. Colonoscopy 

(looking at the lower part of the intestine with 

a flexible telescope, to identify early/possible 

colon cancer) is currently the most accepted 

way to identify early colon cancer; it has been 

well-documented to save lives because early 

lesions can be identified and removed. Newer 

tests (virtual colonoscopy, stool DNA 

mutation tests and immunochemical Fecal 

Occult Blood Tests (FOBT) have been 

developed recently, but only virtual 

colonoscopy has been compared with 

colonoscopy. It compares favorably, but it is 

not possible to treat lesions found. If lesions 

are found, you must still have colonoscopy. 

There may also be problems with insurance 

payment for virtual colonoscopy.  

Colonoscopy is recommended for everyone 

over age 50 years, earlier if you have a family 

history of colon cancer or other risk factors. 

You must have a bowel prep, to remove stool 

so the endoscopist can see lesions, and 

anesthesia (sedation) is usually given for 

patient comfort—bowel inflation with gas, to 

distend the colon, is needed, and is 

uncomfortable.  

 

You need to commit to getting screened 

somehow for colon cancer. Which screening 

is best depends on you and your MD’s 

experience. Colonoscopy should be done by 

an experienced Board-Certified gastro-

enterologist, in a certified out-patient facility. 

The risk of anesthesia is small compared to 

the risk of colon cancer.  

 

2. Why is it so hard to link up ahead of 

time with the anesthesiologist who will do 

my case?  

Daily anesthesia staffing is a complex 

equation! It is extremely difficult to know 

ahead of time who will be doing which case 

on a particular day. There is a constant flux of 

anesthesia staff (people get sick), other 

needed staff such as techs, incoming 

emergency cases, obstetric anesthesia cases, 

cases may move from one OR to another and 

so on. And, anesthesia group size is 

increasing; it is not unusual to have groups of 

over 100 anesthesiologists.  

 

So, what can you do, given these problems? 

Two helpful possibilities follow:  

 

a. If at all possible, try to have your operation 

at a major university hospital. This gives the 

best chance of getting quality care (not only 

anesthesia care). Check its accreditation data 

on the Joint Commission for the Accreditation 



SECOND TIME AROUND, JULY, 2014 – PUBLICATION OF BOCA AREA POST POLIO GROUP, BOCA RATON, FL                                                            4  

 

of Health Care Organizations web site. Many 

states also have hospital quality data on the 

web. Most academic hospitals also have pre-

operative clinics in which patients are 

screened ahead of time. These are extremely 

helpful in identifying and preparing for 

difficult patients. They also have an array of 

expert physicians in many areas. Especially 

important here is ICU care and MDs capable 

of handling respiratory failure 

postoperatively.  
 

b. Use your surgeon to lead the way to the 

anesthesia department. Surgeons and 

anesthesiologists work together daily and 

often become “teams,” making it easier for 

them to work together on a difficult patient. 

When an operation is being planned, explain 

your post-polio issues (scoliosis, pulmonary 

failure and a history of iron lung use are red 

flags here!) and ask that they be noted during 

scheduling and also if the surgeon could 

speak with the anesthesia department ahead of 

time, to warn anesthesia staff you’re coming 

and what the issues are.  

 

3. What’s new in anesthesia that I need to 

know?  

This is a brief listing. Answers will be 

expanded as time allows in the session.  
 

a. Better measurement of quality of care in 

anesthesia and better recognition of where 

problems are and how they could be 

improved.  
 

b. Increasingly sophisticated knowledge of 

ventilation problems and better management 

of respiratory problems postop.  

 

c. Recognition that many patients are left with 

residual neuromuscular block and the possible 

complications.  

d. The desirability of using both regional 

anesthesia and general anesthesia together, for 

improved outcome.  

 

e. Shortages of standard anesthesia 

medications are happening, due to changes in 

the pharmaceutical industry. This has caused 

many problems.  

 

f. Does the medical literature document 

anesthesia problems for post-polio patients? A 

2013 review found no unusual problems and 

that regional anesthesia was not reported to 

cause worsening of PPS.  

 

4. What are the issues in bariatric 

(intestinal surgery that can facilitate weight 

loss) surgery for post-polio patients?  

This sounds like a “quick fix” for obesity but 

is an area full of possible problems. There are 

no reports of post-polio patients having 

bariatric surgery.  

 

Possible problems relate to the disease obesity 

(diabetes, presence of sleep apnea, presence 

of a fatty liver, the increased difficulty of 

anesthetizing obese people), where the 

procedure is done (out-patient facility/in a 

hospital), the procedure done (lap band or 

gastric bypass) and who does the operation. 

Lap band (placing a flexible plastic band with 

an injection port around the upper stomach 

and inflating the band as needed) sounds 

simple and quick, but the bands can have 

complications and may need to be removed.  

Best results come from dedicated teams, 

including a dietitian, at academic medical 

centers. Long-term follow-up is essential! 
 

As presented at PHI’s 11
th

 International Conference, St. 

Louis, MO, May/June 2014.    
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FOR YOUR WALLET 

 

BOCA AREA POST POLIO GROUP 
Anesthesia Issues for the Post-Polio patient, 2011 

By Selma H. Calmes, MD 

Retired Anesthesiologist & Polio Survivor 

shcmd@ucla.edu 
 

Polio results in widespread neural changes, 

not just destruction of the spinal cord anterior 

horn (motor nerve) cells, and these changes 

get worse as patients age. These anatomic 

changes affect many aspects of anesthesia 

care. No study of polio patients having 

anesthesia has been done. These 

recommendations are based on extensive 

review of the current literature and clinical 

experience with these patients. They may 

need to be adjusted for a particular patient. 

 

1. Non-depolarizing muscle relaxants cause a 

greater degree of block for a longer period of 

time in post-polio patients. The current 

recommendation is to start with half the usual 

dose of whatever you are using, adding more 

as needed.  

 

2. Post-polio patients are nearly always very 

sensitive to sedative meds, and emergence can 

be prolonged.  

3. Succinylcholine often causes severe, 

generalized muscle pain postop. It's useful if 

this can be avoided, if possible. 

4. Positioning can be difficult due to body 

asymmetry. Affected limbs are osteopenic and 

can be easily fractured during positioning for 

surgery. There seems to be greater risk for 

peripheral nerve damage (includes brachial 

plexus) during long cases, probably because 

nerves are not normal and also because 

peripheral nerves may be unprotected by the 

usual muscle mass or tendons. 

5. Laryngeal and swallowing problems due to 

muscle weakness are being recognized more 

often. Many patients have at least one 

paralyzed cord, and several cases of bilateral 

cord paralysis have occurred postop, after 

intubation or upper extremity blocks. ENT 

evaluation of the upper airway in suspicious 

patients would be useful.  

 

6. Patients who use ventilators often have 

worsening of ventilatory function postop, and 

some patients who did not need ventilation 

have had to go onto a ventilator (including 

long-term use) postop. It's useful to get at 

least a VC preop, and full pulmonary function 

studies may be helpful. One group that should 

all have preop PFTs are those who were in 

iron lungs.  

 

7. The autonomic nervous system is often 

dysfunctional, again due to anatomic changes 

from the original disease (the inflammation 

and scarring in the anterior horn "spills over" 

to the intermediolateral column, where 

sympathetic nerves travel). This can cause 

gastro-esophageal reflux, tachyarrhythmias 

and, sometimes, difficulty maintaining BP 

when anesthetics are given.  

 

8. Postop pain is often a significant issue. The 

anatomic changes from the original disease 

can affect pain pathways due to "spill-over" of 

the inflammatory response. Proactive, multi-

modal postop pain control (local anesthesia at 

the incision plus PCA, etc.) helps. 
 

 

BAPPG Editor’s Note: Selma Calmes, MD ok’d these 8 

points at the PHI Conference, May/June 2014, until she 

provides an update.  
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A BOOK REVIEW 

 

THE RED BRICK BIRDCAGE 
We have just launched a polio book on 

Amazon.com and soon on 

Kobo. We ask that you let 

your group members know 

that there is a polio story 

available. It costs around $6 

[e-book & $15 paperback] and 

the title is The Red Brick 

Birdcage. We were very 

pleased when our public library purchased a 

copy for inclusion in their lending inventory.   

  

What is it about? 
This is the story of a child who 

unknowingly participated in a very important 

chapter of Canadian history, a painful chapter 

that taught Michael and hundreds of 

thousands of others like him in North 

America how it was indeed possible to 

survive and thrive after a potentially deadly 

disease left them disabled. 

From the onset of polio until the age of 

13, Michael experienced many elective 

surgeries to correct a deformed limb. The 

surgeries enabled him to live with moderate 

disability up until the age of 35. 

 Thirty-three years following the onset 

of poliomyelitis, post-polio syndrome has 

taken Michael back into the confines of 

disability while at the same time leading him 

onto a path of compelling and varied life 

experiences. 
  

Author Michael Creurer, www.changing.ca, 
changing@shaw.ca 
  

Did you know? Amazon and Kobo have free apps to download 

in order to read books from your computer. I have been doing 

this for years as I can make the type size a size that I can easily 

read.  

Submitted via email by Michael Creurer, 6/16/14.  

CRUISE 2015! 
 

NEWLY REVITALIZED SHIP: 

Wi-Fi – stem to stern  

Poolside, Outdoor Movie Screen 
 

Join  BAPPG  on  our  twelfth trip  –  

an 8-night Eastern Caribbean cruise.  

Royal Caribbean’s Independence of the 

Seas departs Saturday, January 17, 2015 

from Fort Lauderdale, FL visiting                  

St. Maarten, St. Kitts, Puerto Rico & Haiti.  

Twenty-five accessible staterooms are 

reserved. Ship is accessible as seen by my 

eyes again on March 29, 2014!   

All inclusive stateroom rates begin at 

$831 Inside; $951 Ocean View; $871 

Promenade; $1201 Balcony; & $1850 Jr. 

Suites, all based on double occupancy.  

 Deposit is $250 pp or $500 per 

stateroom & 100% refundable until 

September 15, 2014. 

         Accessible staterooms will only be held 

until July 30, 2014!  There are plenty of non-

accessible rooms 

available.  PPS is not 

a pre-requisite – why 

not invite a friend!  

So, if you just 

think you’d like to 

join us, a deposit will hold your stateroom.  

Don’t miss the adventure! 

Contact Maureen at 561-488-4473 or 

BAPPG@aol.com for questions, accessibility, 

roommates, scooter rentals & onshore tours. 

 Call Judith at 561-447-0750 x102,      

1-866-447-0750 or Judith@travelgroupint.com 

for booking/transfers/hotels/air.  
 

25 people have already booked! 
Clara and Bill are looking for a roommate. 

Be sure to mention BAPPG 
 

http://www.changing.ca/
mailto:BAPPG@aol.com
mailto:Judith@travelgroupint.com
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LET’S TALK ABOUT THE SPINE: 

MEDICAL OVERVIEW 
By Carol Vandenakker-Albanese, MD 

 

The spine: supports the trunk, stabilizes 

the limbs, protects the spinal cord and nerve 

roots, and allows multidirectional movement  

 

Effect of Paralytic Polio on the Spine 

The polio virus attacks the cell body of 

motor nerves in the spinal cord, resulting in 

paralysis or partial paralysis 

of muscles.  This causes 

asymmetry of skeletal or 

spine support and spine bone 

growth may be affected.    

These changes result in: loss 

of bone strength, altered 

body mechanics, secondary 

deformity, increased stress 

on spine segments, and 

increased stress on 

supporting soft   tissue.  Related spinal 

Problems in the polio survivor include: spinal 

deformity, osteoporosis, accelerated 

degeneration, and symptoms related to nerve 

impingement secondary to spine degeneration 

can mimic post-polio syndrome. 

Spinal deformity/Scoliosis  
Risk of scoliosis in a polio survivor is 

30%, Results from: asymmetric weakness of 

trunk muscles (intercostal, abdominal, 

paraspinal), pelvic weakness, tilt and/or leg 

length difference. The progression of curve 

correlated to degree of weakness and age at 

onset of curve. Bracing is often not successful 

in preventing progression and surgical fusion 

often recommended.  

Risk of dramatic increase during 

adolescent growth spurt, however progression 

can continue after skeletal maturity due to 

degenerative changes: asymmetrical disk 

degeneration, vertebral compression fractures, 

lateral slippage of vertebrae 

(spondylolisthesis). Progression can cause: 

pain, nerve impingement, an unbalanced 

spine, bony pressure points, reduced lung 

function.  

 

Osteoporosis  
Polio survivors are at increased risk of 

osteoporosis based on: reduced peak mass, 

reduced muscle action on 

bone, and reduced mobility.  

Spine (vertebral) 

fractures may occur with 

falls / trauma or spontan-

eously if bone is very weak. 

Vertebral compression 

fractures may contribute to 

progression of spinal curves  
 

Spine Degeneration  
Spine degeneration is common in the 

general population.  Polio survivors often 

have increased stress on the spine related to 

loss or asymmetry of muscle support and 

altered mechanics of movement.  Spinal 

curves often progress with degenerative 

changes.  Degeneration in the spine can start 

with disc degeneration or arthritis in the facet 

joints. Degeneration in one area puts 

increased stress on the other structures and 

eventually degeneration occurs in both. 

Slippage of vertebrae, enlargement of joints 

and ligaments, and bulging discs all reduce 

the space around nerves (stenosis) and can 

result in nerve compression. Single level 

nerve compression can cause pain, weakness 

and/or loss of sensation in specific pattern in a 

limb. Pain may be constant or intermittent. 

Pain may be related to position or activity.  

Carol Vandenakker-Albanese, MD enjoying 
dinner with Joel & Maureen Sinkule. 
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Spinal stenosis refers to narrowing of 

the spinal canal. It is commonly a result of 

degenerative changes including disc bulging, 

facet and ligament hypertrophy and 

osteophytes. Onset of symptoms is often 

gradual with progressive increase but may be 

acute. Symptoms can include: loss of balance, 

pain in buttocks or legs, deep ache in the legs 

that increases over time while standing or 

walking. Pain is usually relieved with sitting, 

less when walking with shopping cart or 

walker (forward flexed position), and may be 

confused with symptoms of post-polio 

syndrome.  

Symptoms related to spine 

degeneration include: back pain, leg pain and/ 

or weakness, loss of sensation, change in 

bowel/ bladder control, difficulty breathing, 

increased fatigue, increased loss of balance, 

increased frequency of falls. Problems related 

to the spine may be confused with the 

symptoms of post-polio syndrome: new 

weakness, increased fatigue, leg pain with 

walking/ relieved with rest, increased 

difficulty breathing.  
 

Treatment of Spinal Disorders  
Medical evaluation is important to 

identify cause of symptoms and focus 

treatment (Spine specialist). Treatment 

options for spine conditions include: physical 

therapy, medications for pain control, bracing, 

injection procedures, and surgical intervention 

for nerve impingements and unstable spine.  

The pain medications commonly used 

include: acetaminophen (used in moderation – 

least side effects), anti-inflammatories (may 

cause gastritis/ ulcers), narcotics (cause 

drowsiness, fatigue, constipation, and 

tolerance) and neuroleptics (also cause 

drowsiness, “spacey” feeling).  

Spine bracing is safe but not always 

tolerated. Braces may be semi-rigid or rigid. 

They reduce motion and provide support. 

They can be custom molded, semi-custom, or 

off-the-shelf. They may be uncomfortable, 

especially with sitting, but they do not cause 

harm.  

Spinal injection procedures may be 

very helpful for inflamed nerves or joints. 

Nerve blocks can help alleviate pain from 

joint degeneration, but relief is usually 

temporary. If pain is severe surgical 

intervention may be considered. Surgery is 

also indicated when there is nerve 

compression with loss of function or an 

unstable spine. Spine surgery is often major 

surgery with significant risk involved.  

Preferred management of spine 

conditions is conservative.  A conservative 

program may include topical medications and 

modalities, change in lifestyle, activity 

modification and an exercise program that 

includes strengthening, stretching and 

cardiovascular conditioning.  This treatment is 

usually taught through physical therapy. 
 

Summary 
Spine problems in polio survivors are 

common.  Common problems include:  

Scoliosis or other spinal deformity; 

Osteoporosis; Degenerative changes; and 

Nerve compression 

Problems related to the spine may be 

confused with symptoms of post-polio 

syndrome:  New weakness; Increased fatigue; 

Leg pain with walking/relieved with rest and 

Increased difficulty breathing 

Treatment options include: Pain 

medications; Bracing; Injections; Surgery; 

and Physical therapy 

 
As presented at PHI’s 11

th
 International Conference, St. 

Louis, MO, May/June 2014.    
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LET’S TALK ABOUT THE SPINE: 

PHYSICAL THERAPY 

INTERVENTION 
By Cynthia Henley, PT and Kathryn Wollam, PT 

 
Introduction  

Physical therapy treatment for spinal pain 

and dysfunction requires a multifaceted approach. 

Treatment follows a detailed evaluation and is 

specific to the needs of 

each patient. No two backs 

are the same even with the 

same diagnosis.  

 

Modalities  
Modalities are often 

utilized in the physical 

therapy treatment of spinal 

pain. Following an 

evaluation, a physical 

therapist will determine the 

appropriate modality for 

each patient situation.  

The therapeutic application of heat and 

cold has long been utilized for pain control. Heat 

accelerates the metabolic process by increasing 

circulation. This helps flush out the waste 

products of a muscle spasm and reduces pain. 

Local cooling decreases the metabolic process 

thereby decreasing the inflammatory response. It 

offers an analgesic effect by decreasing nerve 

conduction and muscle contractibility. People 

with a history of polio are often less tolerant to 

the application of cold. Using moist heat 

adjacent to the cold usually makes it tolerable.  

Myofascial release and soft tissue 

mobilization have been found to be effective in 

the treatment of back pain. Massage brings 

increased circulation to the area; aids in the 

release of muscle spasms; allows stretching of 

abnormal fibrous tissue; and increases 

extensibility of the soft tissues.  

Ultrasound is a modality that uses sound 

waves to treat pain and promote healing. The 

thermal effects of continuous ultrasound cause 

increased friction and heat on a molecular level. 

This promotes healing by increasing the 

metabolism of the cells in the soft tissue.  

Electrical stimulation can reduce pain by 

sending small electrical impulses through 

electrodes placed on the skin to underlying nerve 

fibers. Pain reduction can occur by blocking the 

pain signals to the brain or by causing a release of 

endorphins, natural chemicals in the brain which 

act as an analgesic.  

This form of 

electrical stimulation is 

commonly known as 

TENS (transcutaneous 

electrical nerve stimu-

lation). TENS should not 

be confused with EMS 

(electrical muscle stimu-

lation) which can be used 

to stimulate a muscle 

contraction.  

 

Therapeutic Exercise  
                    Therapeutic exercise refers to 

physical activities prescribed to improve function, 

correct an impairment or obtain a state of well – 

being by restoring strength, endurance, 

flexibility, stability and balance.  

The first objective of the therapeutic 

exercise is to assist the body in reducing pain and 

inflammation. Once that is achieved, often in 

conjunction with modalities, the exercise focuses 

on improving range of motion, increasing muscle 

strength and endurance.  

With polio affected muscles, if an exercise 

is too strenuous, certain signs of overuse may 

occur within 24-48 hours. These signs include 

muscle cramps or spasms, muscle twitching, 

moderate to severe muscle pain and extreme 

fatigue. This needs to be reported to your 

physical therapist so the exercise program can be 

modified.  

Stretching, Strengthening, Conditioning: 

Muscle flexibility and joint range of motion are 

Cynthia Henley, PT and Kat Wollam, PT with                 
Maureen Sinkule between sessions. 
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achieved through stretching and movement. The 

stretching helps lubricate the joints and prepare 

the nervous system.   

Hold a stretch position for 20-30 seconds. 

Don’t bounce into the stretch. People with spinal 

issues often have tightness in their lower back 

and hamstrings muscles. However, if paresis of 

the hamstring occurred with polio, these muscles 

are often overly flexible. Do not overstretch weak 

flexible muscles.  

Strengthening exercises are performed 

with resistance using weights, stretch bands, or 

your own body. Often the core muscles are weak 

with spinal issues. However, when complicated 

by a history of polio, the exercise guidelines must 

be observed. Increase resistance and number of 

repetitions cautiously. Watch for signs of 

overuse.  

Endurance exercises engage large muscle 

groups over a longer period of time. When the 

muscles have good endurance, they will support 

the spine and provide postural stability 

throughout the day. When easily fatigued, the 

spine is subject to more biomechanical stress.  

Aquatic Exercise: An excellent way to 

achieve improved flexibility, strength and general 

condition is with aquatic exercise. Aquatic 

exercise is very beneficial, as the buoyancy of the 

water will help to support weak muscles and 

decrease joint stress while it can also provide 

resistance to strong muscles. Exercises can be 

modified in the water and core muscles can be 

strengthened by using the resistance of moving 

both arms at one time.  

 

Body Mechanics  
Body mechanics refers to the way we 

move during daily activities. Good body 

mechanics may protect the back from pain and 

injury. Adjustments during daily activities may 

be required to accommodate body changes related 

to aging, spinal dysfunction and polio related 

issues. Movement methods used in the past may 

not be safe and effective with the physical 

changes.  

Good body mechanics and proper 

positioning can help protect your spine and may 

help alleviate some associated problems with 

digestion, swallowing and breathing. Following 

are some basic guidelines to help you with good 

body mechanics: of course, this can be difficult 

depending on your physical limitations. Supports, 

braces and positioning devices can help with 

proper body mechanics.  

When lifting an object: Stand with feet 

apart, back straight. Bend from knees, not the 

waist. Get close to the object. Lift the object 

using your arm and leg muscles. Do not use your 

back muscles. Pivot to turn, do not twist. Ask for 

help if you are unable to lift the object.  

When carrying an object: Hold the object 

close to your body. Do not carry things that are 

too heavy for you. The seat of a rolling walker 

can carry your lunch tray, a laundry basket or 

groceries and take the stress off of your spine.  

Sitting: Sit on a supportive chair with 

armrests. Use a small pillow, rolled towel or 

lumbar roll to support your lower back. Sit on a 

wedge shaped cushion if there is significant 

atrophy of one buttock in comparison to the 

other. Do not sit for long periods of time. Get up 

and change positions.  

 

Conclusion  
Physical therapy evaluation and treatment 

of spinal dysfunction provides intervention and 

guidelines for the long term management of 

symptoms. To maintain the results achieved in 

physical therapy, compliance with a realistic 

exercise program, simple lifestyle modifications 

and small adjustments to movement is essential. 

Improvements in spinal health and a general 

sense of well-being can be attained. 

 

 

 

 
As presented at PHI’s 11

th
 International Conference, St. 

Louis, MO, May/June 2014.    
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DID I READ THAT SIGN RIGHT? 
 

TOILET OUT OF ORDER. PLEASE USE 

FLOOR BELOW. 
 

In a Laundromat: 

AUTOMATIC WASHING MACHINES: 

PLEASE REMOVE ALL YOUR CLOTHES 

WHEN THE LIGHT GOES OUT 

 

In a London department store: 

BARGAIN BASEMENT UPSTAIRS  

 

In an office: 

WOULD THE PERSON WHO TOOK THE 

STEP LADDER YESTERDAY PLEASE 

BRING IT BACK OR FURTHER STEPS 

WILL BE TAKEN  

 

In an office: 

AFTER TEA BREAK STAFF SHOULD 

EMPTY THE TEAPOT AND STAND 

UPSIDE DOWN ON THE DRAINING 

BOARD  

 

Outside a second hand shop:  

WE EXCHANGE ANYTHING –  

BICYCLES, WASHING MACHINES, ETC. 

WHY NOT BRING YOUR WIFE ALONG 

AND GET A WONDERFUL BARGAIN? 

 

Notice in health food shop window: 

CLOSED DUE TO ILLNESS 

 

Spotted in a safari park: (I sure hope so) 

ELEPHANTS PLEASE STAY IN YOUR 

CAR 

 

Seen during a conference: 

FOR ANYONE WHO HAS CHILDREN 

AND DOESN'T KNOW IT, THERE IS A 

DAY CARE ON THE 1ST FLOOR 

 

Notice in a farmer's field: 

THE FARMER ALLOWS WALKERS TO 

CROSS THE FIELD FOR FREE, BUT THE 

BULL CHARGES. 

 

Message on a leaflet: 

IF YOU CANNOT READ, THIS LEAFLET 

WILL TELL YOU HOW TO GET LESSONS  

 

On a repair shop door: 

WE CAN REPAIR ANYTHING. (PLEASE 

KNOCK HARD - THE BELL DOESN'T 

WORK) 

 

 

AND HOW ABOUT THESE? 

Something Went Wrong in Jet Crash, Expert 

Says  

Really? Ya think?  

 

Police Begin Campaign to Run Down 

Jaywalkers  

Now that's taking things a bit far!  

 

Panda Mating Fails; Veterinarian Takes Over  

What a guy!  

 

Miners Refuse to Work after Death  

Good-for-nothing' lazy so-and-so's!  

 

Juvenile Court to Try Shooting Defendant  

See if that works any better than a fair trial!  

 

War Dims Hope for Peace  

I can see where it might have that effect!  

 

If Strike Isn't Settled Quickly, It May Last 

Awhile  

Ya think?!  

 

Cold Wave Linked to Temperatures  

Who would have thought?!  
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Enfield (London) Couple Slain; Police 

Suspect Homicide  

They may be onto something!  

 

Red Tape Holds Up New Bridges  

You mean there's something stronger than 

duct tape?  

 

Man Struck By Lightning Faces Battery 

Charge  

He probably IS the battery charge!  

 

New Study of Obesity Looks for Larger Test 

Group 

Weren't they fat enough?!  

 

Astronaut Takes Blame for Gas in Spacecraft  

That's what he gets for eating those beans!  

 

Kids Make Nutritious Snacks  

Do they taste like chicken?  

 

Local High School Dropouts Cut in Half  

Chainsaw Massacre all over again!  

 

Hospitals are Sued by 7 Foot Doctors  

Boy, are they tall!  

 

 

And the winner is.... 
 

Typhoon Rips Through Cemetery;  

Hundreds Dead  

Did I read that right?  

  

 

We all need a good laugh, at least once a day! 
 
Contributed via email by Jo Hayden, member, 3/10/14.  

 

 

 

IS IT A COLD OR THE FLU? 
  

This list can help you tell the difference and 

treat it right 

  

    Flu season usually peaks in January or 

February, when many people also get winter 

colds.  So how do you tell the difference? 

     Colds and flu can share some of the 

same symptoms, says emergency medicine 

specialist Hans House of the University of 

Iowa Carver College of Medicine.  Where 

they differ is severity:  "You can usually still 

function with a cold.  When you have that 

high fever and your whole body aches ... that's 

probably the flu," he says. 

     Differences cited by the National 

Institute of Allergy and Infectious Diseases: 

     FEVER.  Rare for a cold, common 

with flu.  Can exceed 102 degrees, and persist 

three or four days.   

     HEADACHE, BODY ACHES.  Rare 

for a cold, common and often severe with the 

flu. 

     FATIGUE.  Possible with colds, but 

flu usually starts with exhaustion; fatigue can 

last two or three weeks.   

     SNEEZING, SORE THROAT.  Most 

frequent with a cold, but also occur 

sometimes with flu.   

     CHEST DISCOMFORT, COUGH.  

Mild to moderate with colds, but can be 

severe with flu.   

  

    Either way, get plenty of rest and drink 

fluids (to thin mucus, prevent dehydration.)  

But if you're very weak, running a high fever, 

having trouble breathing or symptoms 

worsen, contact a medical provider.                  
--Michelle Healy      
 

Reprinted from SunSentinel –USA Weekend, Jan. 24 -26, 2014.      
Contributed by Jane McMillen, member. 
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Dr. Oz 
  

NEW WAYS TO CONQUER 

CHRONIC PAIN 
  
Millions more women than men live with pain 

that lingers for months or even years, but 

compelling research shows that alternative 

therapies can offer lasting relief. 

  

       When I operate on a patient with heart 

disease, the ravaging effects of the illness are 

immediately apparent.  I can see the source of the 

problem--a damaged blood vessel, a clogged 

artery--and know exactly what I need to do to try 

to fix it.  Unfortunately, that's not the case with 

chronic pain.  Its source can be difficult to 

pinpoint.  It's hard to measure, and it's not 

something a doctor can stitch up with sutures.  

And for reasons science can't fully explain, of the 

more than  100 million Americans who 

experience chronic pain (defined as any 

discomfort that lasts three to six months or 

longer), the majority are women--they're more 

than twice as likely as men to have rheumatoid 

arthritis, for instance, and seven times as likely to 

have fibromyalgia.  

      For generations, the default method for 

treating pain has remained largely the same:  

prescription and over-the-counter painkillers.  But 

sustained use of painkillers can lead to its own 

problems, including stomach ulcers, liver failure, 

and addiction (about 1.9 million Americans with 

legitimate prescriptions are hooked on their pain 

meds).  The good news:  As a doctor who has 

long praised alternative therapies, I'm happy to 

report that pain management is one area in which 

drug-free treatments are showing promising 

results.  In fact, a recent survey found that 75 

percent of integrative-medicine centers across the 

country were successful at relieving chronic pain 

with therapies that don't come in the form of a 

pill.  When you're hurting, these strategies can 

help alleviate the discomfort. 

 

LOWER-BACK PAIN   

           Up to 84 percent of people will experience 

lower-back pain at some point in their lives--

whether due to injury (think:  a yoga move gone 

wrong), poor posture, or osteoporosis that leads 

to fractures in the vertebrae of the lower spine.  

Debilitating backaches are actually so widespread 

that they account for roughly 385 million missed 

workdays in the United States every year.  If 

you're dealing with acute pain, it helps to start 

moving as soon as possible to keep muscles 

flexible but avoid strenuous activity and try using 

a heating pad to relax injured or overused 

muscles; the discomfort should subside in a 

matter of weeks.  For chronic suffers, however, 

the pain may never fully go away.   

  

Alternative Rx:  Osteopathic Manual Treatment 

(OMT) 

      This hands-on form of therapy is much 

more than a spa-style rubdown:  An osteopathic 

physician will use techniques like stretching and 

kneading soft tissue around inflamed muscles or 

applying pressure at specific sites along the back, 

known as myofascial trigger points, where 

muscle fibers are tight.  A 2013 study in the 

Annals of Family Medicine found that 63 percent 

of patients with chronic low-back pain who 

underwent six sessions of OMT over eight weeks 

saw a 30 percent or greater reduction in 

discomfort, decreasing their need for painkillers. 

  

KNEE OSTEOARTHRITIS 

  Blame this kind of joint pain on cartilage--

or a lack thereof.  As the connective tissue wears 

away, the subsequent bone-on-bone contact can 

trigger pain ranging from mild to severe.  It's 

more common among obese people (as excess 

weight increases pressure on joints) and the 

elderly (because cartilage deteriorates with age), 

but it can also develop from an injury like a torn 

meniscus or ACL.   Cortisone injections are one 

option, but overdoing the shots may worsen joint 

damage, which is why many doctors limit the 
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number of injections patients can receive in a 

year. 

      

Alternative Rx:   Acupuncture  

      This needling technique has been used to 

treat pain for centuries, and evidence suggests it 

can be particularly effective in treating knee 

osteoarthritis.  A 2012 study found that 

acupuncture could be a low-cost substitute for 

knee surgery, providing substantial pain relief in 

about a third of patients.  Researchers believe the 

needles may trigger nerves to signal the brain to 

release endorphins that naturally dull pain. 

  

SCIATICA 

  A subset of back pain, sciatica affects up 

to 5 percent of women and refers to pain that can 

begin in the low back and radiate south to the 

legs and feet.  The pain can vary widely, from a 

burning sensation to numbness and tingling, 

brought on by the compression of nerves that 

begin along the lower spinal column.  A herniated 

disk is one of the most common culprits, but 

injury, obesity, and even prolonged sitting can 

also trigger the condition. 

 

Alternative Rx:  Physical Therapy (PT) 

       While severe pain from sciatica will make 

you want to do anything but exercise, prolonged 

inactivity can make symptoms worse.  Once your 

acute pain subsides, (rest for no more than two 

days), PT can help prevent further injury to the 

back by improving posture and flexibility and 

strengthening muscles for support.  One study 

found that 79 percent of sciatica patients who did 

physical therapy in addition to receiving routine 

treatment and medication from a doctor reported 

complete recovery or significant improvement 

after a year, while only 56 percent of patients 

who didn't receive the PT saw similar results. 

                          

FIBROMYALGIA 

The most common cause of general 

musculoskeletal pain in women ages 20 to 55 is 

also the hardest to treat.  Unlike other common 

types of pain, fibromyalgia has no known cause 

and is characterized by fatigue and widespread 

aches that can leave the whole body feeling 

tender.  The problem likely lies with the body's 

central nervous system.  In most cases, when the 

brain processes pain, it sends the signal back to 

the site of the problem (bang your knee, and you 

feel a sharp sting on the spot) but with 

fibromyalgia, the signal is amplified, affecting the 

body at many different points.  While there is no 

cure for fibromyalgia, reducing stress, getting 

enough sleep, and exercising regularly can help 

manage the symptoms.  Some prescription drugs 

have also been effective at keeping pain under 

control. 

  

Alternative Rx:  Hypnotherapy 

      The healing powers of hypnotherapy, in 

which a licensed hypnotherapist guides your 

mind to a highly focused mental state while 

easing your body into deep relaxation, are 

impressive, with studies showing its ability to 

significantly decrease pain levels and reduce 

painkiller use.  While it's not completely clear 

why hypnosis works so well, some brain imaging 

studies suggest it reduces activity in areas of the 

brain that process pain.   And it may not take 

long:  Patients in one study reported relief that 

lasted for three months after just eight one-hour 

sessions.   
  

Mehmet Oz, M.D., is host of "The Dr. Oz Show".      
 

Reprinted from Oprah Magazine, July 2013.  

 

Contributed by Jane McMillen, member.  

 

 
Contributed by Jane McMillen, member, 2/28/14. 
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A FORGOTTEN WARRIOR 

AGAINST POLIO 
By Barron H. Lerner 

     

In the years after World War II, polls 

typically showed that Eleanor Roosevelt was 

the woman whom Americans admired most in 

the world.  But in a 1951 Gallup poll, that 

distinction went to an Australian nurse, 

Elizabeth Kenny, popularly known as Sister 

Kenny. 

  

    Today, she is largely forgotten.  But 

thanks to "Polio Wars:  Sister Kenny and the 

Golden Age of 

American Medicine," 

a new biography by 

Naomi Rogers, a 

Yale University 

medical historian, 

readers can learn why 

she gained such 

fame.  And while Ms. 

Kenny's work was 

mostly in polio, 

which has nearly 

been eradicated, her 

emphasis on the care 

of individual patients 

and close bedside observation could not be 

more relevant in an era dominated by 

randomized controlled trials. 

  

    Ms. Kenny was an unlikely celebrity.  

Born in Australia in 1880, she became a "bush 

nurse," serving a largely rural population.  It 

was World War I that opened up her vistas; 

she worked as a British army nurse on troop 

ships, reaching the rank of lieutenant and 

earning the honorific title "Sister" for her 

service.  Contrary to popular belief, Ms. 

Kenny was not a nun.   

     In Australia and around the world, the 

rates of polio were rising in the 1920s and 

'30s.  Although only one in 200 cases 

damaged nerves in the spinal cord, the viral 

disease was dreaded.  Most of its victims were 

children and young adults.  Those severely 

affected first developed fever and body aches, 

which progressed to varying degrees of 

paralysis in hours to days.  The most 

advanced cases affected the brain stem and 

respiratory muscles; those patients required 

iron lungs, an early version of the respirator, 

to breathe.  Five percent to 10 percent of 

paralyzed polio patients died, and as many as 

half had persistent 

partial paralysis.   

  

    Ms. Kenny 

had encountered 

polio patients before 

the war and made a 

crucial observation:  

Heated woolen 

cloths and muscle 

exercises seemed to 

relieve patients' pain 

and contractures, or 

muscle shortening, 

which she thought 

resulted from muscle spasm in addition to 

nerve damage.  Ms. Kenny also believed that 

patients needed to play an active role in their 

recovery, learning the names of affected 

muscles and how they worked.  These 

interventions flew in the face of traditional 

polio treatment, which emphasized using 

splints to immobilize paralyzed limbs.  

Doctors believed that rest protected the 

damaged limbs and that persistent 

contractures could be treated by surgery. 
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    Ms. Kenny's apparent successes led her 

to travel throughout Australia and England to 

demonstrate her techniques.  But it was in the 

United States where she achieved her greatest 

fame and lived out most of her life.  Based in 

Minneapolis, she opened the Elizabeth Kenny 

Clinic to treat polio patients from across the 

country.  A 1946 Hollywood movie, "Sister 

Kenny," starred Rosalind Russell. 

  

    Ms. Kenny attracted passionate support 

from patients and families who believed that 

her ministrations had restored their strength 

and mobility.  In her 1943 autobiography, 

"And They Shall Walk," Ms. Kenny quoted 

one of her young patients as saying, "I want 

them rags that wells my legs."  The National 

Foundation for Infantile Paralysis, later 

known as the March of Dimes, provided 

financial support for her efforts. 

  

    But Ms. Kenny was criticized as well.  

Physicians and physical therapists who relied 

on immobilization believed there was no 

scientific basis for her therapy.  They pointed 

to other claims made by Ms. Kenny, notably 

that massaged muscles might send out nerve 

fibers to help heal more severely damaged 

muscles, as evidence that she did not 

understand the physiology of the disease.  

Those critics called for randomized clinical 

trials, which were never done, to ascertain 

whether Ms. Kenny's system had value.   

  

   As Dr. Rogers shows, Ms. Kenny irked 

the American Medical Association and the 

rest of the medical establishment for reasons 

beyond her medical theories.  First, she was a 

nurse questioning the authority of physicians.  

Second, she was a woman -- and a very 

outspoken one fond of dramatic hats and 

corsages -- challenging the overwhelmingly 

male medical profession.  Third, as Dr. 

Rogers admits, Ms. Kenny was prone to 

embellishing both her own story and those of 

her patients.  

  

    But it was Ms. Kenny’s fierce 

adherence to what she observed at the bedside 

that holds the most relevance today.  She 

thought that she could see and feel muscles 

improve as she ministered to her patients.  

She saw her patients recover at rates that she 

believed were much higher than those 

treated conservatively.  Who needed clinical 

trials when the proof was right in front of 

her?  According to Ms. Kenny, Dr. Rogers 

writes, "the empirical evidence embodied in 

her patients' recovery proved her therapy 

worked." 

   

Was Ms. Kenny correct?  Yes and no.  

Her emphasis on early mobilization has come 

to be a mainstay not only of polio treatment 

but of physical therapy more broadly.  Yet 

some of her claims about the nature of the 

disease and how patients recovered proved 

wrong.  The successful development of a 

polio vaccine in the 1950s made these debates 

much less pressing. 

  

    But perhaps Ms. Kenny's greatest 

legacy, in an era of evidence-based medicine 

and reliance on large-scale clinical trials 

involving thousands of patients, is that keen 

clinical observation -- what the physician and 

writer Abraham Verghese has called "bedside 

medicine" – still has its place.  Her opponents, 

Ms. Kenny once wrote, "have eyes, but they 

see not." 
          

Reprinted from The New York Times,  December 31, 2013. 

 

Contributed by Pat Armijo, member.     

 
GRAPHIC:  http://www.mnopedia.org/multimedia/sister-elizabeth-kenny-

examining-child-and-lecturing-visitors 
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GREAT TRUTHS THAT LITTLE 

CHILDREN HAVE LEARNED: 
  
1)   No matter how hard you try, you can't baptize 

      cats. 

 

2)   When your Mom is mad at your Dad, don't let  

      her brush your hair. 
  

3)   If your sister hits you, don't hit her back.  They 

      always catch the second person. 

  

4)   Never ask your 3-year old brother to hold a  

      tomato. 

  

5)   You can't trust dogs to watch and guard your  

      food. 

  

6)   Don't sneeze when someone is cutting your  

      hair. 

  

7)   Never hold a Duster-Buster and a cat at the  

      same time. 

  

8)   You can't hide a piece of broccoli in a glass of  

      milk. 

  

9)   Don't wear polka-dot underwear under white  

      shorts.   
 

10) The best place to be when you're sad is  

      Grandma's lap. 
 

Reprinted from Post Scripts, FL, December 2013. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contributed by Jane McMillen, member, 2/28/14. 

TEN COMMANDMENTS FOR 

REDUCING STRESS IN YOUR 

LIFE 
  

1.   Thou Shalt Not Be Perfect, Or Even  

      Try To Be. 
  

2.   Thou Shalt Not Try To Be All Things  

      To All People. 
  

3.   Thou Shalt Sometimes Leave Things  

       Undone That Ought To Be Done. 
  

4.   Thou Shalt Not Spread Thyself Too  

      Thinly. 
  

5.   Thou Shalt Learn To Say "No." 
  

6.   Thou Shalt Schedule Time For Thyself  

       and Thy Supportive Network. 
  

7.   Thou Shalt Switch Off and Do Nothing  

      Regularly. 
  

8.   Thou Shalt Be Boring, Untidy,  

       Inelegant, and Unattractive At Times. 
  

9.   Thou Shalt Not Even Feel Guilty. 
  

10.  Especially, Thou Shalt Not Be Thine  

       Own Worst Enemy But Be Thine Own  

       Best Friend. 

   
Reprinted from Current Tides, NJ, January-March 2014. 

 

 

           

      

 

    

 

 

 

 

 

      

           

        
 

 

In Memory of .  . . 

Mrs. Selma Ephross 

June 19, 2014 
(BAPPG member since February 2006) 
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        COMMENTS 
 

 

Paul Ritter, Delray Beach, FL:  I have been 

meaning to mail enclosed check, thank you 

for mailing monthly magazine.  I do enjoy 

reading it each month.  Hope to see you in 

September. 

 

 

Carolyn Karch, Greenbelt, MD:  Your 

newsletter always makes me smile!  It is so 

full of helpful hints.  Keep it up. 

 

 

Wilbur & Hansa May, Boynton Beach, FL:  
Today we have pleasure making another 

donation, knowing that with your dedication 

and care, many people in need will be helped.  

With warm wishes.  

 

 

Irv Glass & Rhoda Rabson, Boca Raton, 

FL:  We were so surprised and delighted to 

receive the attention and super cake and card 

at the Post Polio meeting.  We sadly leave you 

all and Florida to fulfill our children’s wishes.  

Bless you all. 
 

 

 

 

 
 

 

 

 

 

 

 

 

Jonas Hershberger, Millersburg, OH: I had 

polio in 1952 and sure like your newsletter.  I 

receive it at work via email.  Here are 2 of my 

friends who don’t have email that would 

enjoy it too if they are not already getting it.  I 

am also enclosing a donation.  Thanks!  

 

 

 

 

 
 

 

 

 

 

 



-  - - - - - - -   - - - - - - -  - - - - - - -   - - - - - - -   - - - - - -  -    

  

SPREAD THE WORD.  We would love to hear from you.  If you know of someone who 

would like to receive our newsletter, send us the information below and we will gladly add 

them to our growing mailing list.      

 

Name _______________________________________________________________________ 

 

Address ______________________________________________________________________ 

 

City__________________________________    ST_________________Zip_______________ 

 

Phone________________________________     Email________________________________ 

 

Comments____________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

MISSION STATEMENT 

 
 

 To help polio survivors become aware 

that they are not alone and forgotten. 

 

 To share our thoughts and feelings with 

others like ourselves. 

 

 To network with other support groups. 

 

 To share information and encourage each 

other to carry on. 

 

 To educate the medical profession in 

diagnosing and treating Post Polio 

Syndrome. 

 

 To always maintain a positive attitude. 
 

 

 

 

 

 

 

 

 

Boca Area Post Polio Group collects no 

dues and relies on your donations.  If you 

would like to make a contribution please 

make your check payable to BAPPG.  

 

Thank you for your support! 

 
Maureen Sinkule                              Carolyn DeMasi 

11660 Timbers Way                 15720 SE 27 Avenue 

Boca Raton, FL 33428         Summerfield, FL 34491 

561-488-4473                                      352-245-8129 

 

Jane McMillen, Sunshine Lady - 561-391-6850 

 

 

 

 

 

 

 

 
 

Flattery will get you everywhere! 

Just give us credit: 

Second Time Around, Date 

Boca Area Post Polio Group, FL 



Disclaimer:  The thoughts, ideas, and suggestions presented in this publication are for your 

information only.  Please consult your health care provider before beginning any new 

medications, nutritional plans, or any other health related programs.  Boca Area Post Polio 

Group does not assume any responsibility for individual member’s actions. 

BOCA AREA POST POLIO GROUP 

11660 Timbers Way 

Boca Raton, FL 33428 

 

RETURN SERVICE REQUESTED  
 

 

 

 

 

 

 

 

                                  
 

 

 

 

 

 

 

 

 

 

 
 

MONTHLY MEETING 

11:30 – 1:30 PM 

Second Thursday of each month 

Except July & August 

 

Spanish River Church 

2400 NW 51 Street, Boca Raton 
(corner of Yamato Rd. & St. Andrews Blvd.) 

 

Sunset Room of Worship Center 

Entrance and parking on west side 
 

 

E-mail:  bappg@aol.com 
 

Website:  www.postpolio.wordpress.com 
 

Printing:  R & C Mgmt., Inc., Miami, FL 

               

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

BOCA AREA POST POLIO GROUP 
A Ministry of Spanish River Church 

 

FOUNDERS 

Carolyn DeMasi     Maureen Sinkule 

 
COMMITTEE MEMBERS 

 Pat Armijo    Jo Hayden      

                    Irv Glass    Danny Kasper  

      George Matthews    Nancy Saylor 

       Maureen Sinkule     Jane McMillen 

Carolyn DeMasi 
 

Jane Berman – Newsletter Gleaner 

Danny Kasper & Jane McMillen – Proofers  

Danny Kasper & Sylvia Ward – Typists 
 

Jane McMillen – Sunshine Lady 

FREE MATTER FOR THE 

BLIND OR HANDICAPPED 

mailto:bappg@aol.com
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