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NO JULY MEETING 

 

 
Let’s Do Dinner . . .  

Tuesday, July 18 @ 5:00 PM 
 

 

 

Nino’s of Boca Raton 

7120 Beracasa Way, Boca Raton 

561-392-9075 for directions 
[Del Mar Shopping Village – NW corner of Powerline & 

Palmetto Park Road, left of Sweet Tomatoes]  
 

 

 

 

 

 

 

 

 

 

 

 

Dining Around:  July 18, 2017  

 

JUNE '17 UNMINUTES 
 

  Jane & I again decided to take a break 

and have no June, July & August meetings.  

 

We discussed the same looming 

‘summer’ issues – difficulty in obtaining 

speakers, dodging rainy weather, vacationing 

members, absence of snowbirds, and an 

already aging & dwindling membership.  

 

The newsletters will continue all 

summer long, & of course, we will have our 

‘popular’ dining around fellowship with our 

group! We do invite you & our FL visitors to 

join us as we all have to eat anyway!!  

 

For our Johnny-come-latelys, very few 

accessible staterooms are left for Cruise 

2018. A refundable deposit will hold a 

stateroom of your choice!  Details on Page 2.  

 

It has been an eventful year for 

BAPPG including the loss of some of our 

faithful members/friends. Please keep all in 

your prayers.  

 

BAPPG wishes you all a safe summer 

enjoying family & friends, traveling or just 

‘staying cool’ hanging around your home! 
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CRUISE 2018!! 
 

Wow!    2 new ports &  

2 days in beautiful St. Maarten!!   

 

Join  BAPPG  on  our  fifteenth  

annual trip – a 10-night Ultimate Caribbean  

cruise.  Celebrity’s  Reflection,  departs  on 

Friday, January 19, 2018, Port Everglades 

docking at new 

Antigua; Barbados; new 

St. Lucia; & new 2 days 

in St. Maarten!!   The 

ship is accessible (as 

seen by my eyes).  

Twenty-five 

accessible staterooms are reserved for our 

group.  As rooms are limited, you are 

encouraged to book early! Stateroom rates 

start at $1308 per person all inclusive. 

There are plenty of non-accessible 

rooms.  PPS is not a pre-requisite – so why 

not invite family & friends! 

Don’t miss exploring the 2 new ports 

& spending 2 days in beautiful St. Maarten!   

 Contact Maureen at 561-488-4473 or 

bappg@aol.com for questions; accessibility; 

roommates; scooter rentals; & onshore tours. 

A $450 per person deposit is fully 

refundable until September 15, 2017 if you 

just think you’d like to join us. 

Contact  Judith  at   561-447-0750  

x102, or judith@travelgroupint.com for 

booking; perks; transfers; hotels; & air.   
 

Wow! 31 cruisers are already booked!! 

 

I have people looking for roommates? 
 

 
  

 

BAPPG appreciates the generosity of the 

following people who enable the printing of 

this newsletter. 

 

Harry Coleman 

Craig & Jo Lynn Proctor 

 
 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*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. 
Lee & Barbara Rogers 

Wilbur & Hansa May 

Bruce & Dianne Sachs 

Daniel & Sonia Yates 

Dr. Leo & Maureen Quinn 

Albert Carbonari 

Joyce C. Sapp 

Eddie & Harriet Rice 

Robert & Vera McLendon 

Gary Elsner 

David & Margaret Boland 

Peter Bozick      

Paul Ritter, Jr.      

Post Polio Support Group of PBC 

Reneé Nadel   

Jeff & Brenda Serotte 

Joe & Theresa Jarosz Campbell 

Triad Post Polio Support Group 

Geraldine Gerber 
In memory of husband, Stan 

Diana Barrett     Jeanne Sussieck 

 

mailto:bappg@aol.com
mailto:judith@travelgroupint.com
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ABOUT INDEPENDENCE DAY 

In 1775, people in 

New England 

began fighting the 

British for their 

independence. On 

July 2, 1776, the 

Congress secretly 

voted for independence from Great Britain. 

Two days later, on July 4, 1776, the final 

wording of the Declaration of Independence 

was approved, and the document was 

published. The first public reading of the 

Declaration of Independence was on July 8, 

1776. Delegates began to sign the 

Declaration of Independence on August 2, 

1776. In 1870, Independence Day was made 

an unpaid holiday for federal employees. In 

1941, it became a paid holiday for them. 

The first description of how Independence 

Day would be celebrated was in a letter from 

John Adams to his wife Abigail on July 3, 

1776. He described "pomp and parade, with 

shows, games, sports, guns, bells, bonfires, 

and illuminations" throughout the United 

States. However, the term "Independence 

Day" was not used until 1791. 

Interestingly, Thomas Jefferson and John 

Adams, both signers of the Declaration of 

Independence and presidents of the United 

States, died on July 4, 1826 - exactly 50 

years after the adoption of the declaration. It 

is also important to note that Native 

Americans lived in the country and each tribe 

had its own nation and government prior to 

the European settlers. 

https://www.timeanddate.com/holidays/us/independence-day 

 

 

PERKS OF REACHING 60  

OR BEING OVER 70 &  

HEADING TOWARDS 80! 

 
1. Kidnappers are not very interested in you. 

 

2. In a hostage situation you are likely to be 

released first. 

 

3. No one expects you to run – anywhere. 

 

4. People call at 8 PM and ask, "Did I wake 

you?"... 

 

5. People no longer view you as a 

hypochondriac. 

 

6. There is nothing left to learn the hard way. 

 

7. Things you buy now won't wear out. 

 

8. You can eat supper at 5 PM. 

 

9. You can live without sex but not your 

glasses. 

 

10. Your supply of brain cells is finally down 

to manageable size. 

 

11. You can't remember who sent you this 

list. 

 

12. And you notice these are all in Big Print 

for your convenience. 

 
Contributed via email by Marion Rosenstein, member, 

1/9/17. 
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RESTLESS LEG SYNDROME 

(RLS) & PERIODIC LEG 

MOVEMENT DISORDER 

(PLMD) 
By William DeMayo, MD, 11/2016  

 

              

Question:  Do many other post polio 

patients have restless leg syndrome? How is 

it usually treated?    

 

      This recent question from a reader ties 

perfectly into our multi-part series on sleep.    

          This month we will talk 

about one of several underlying 

sleep disorders.  When 

discussing sleep disorders, it is 

important to understand that 

most individuals do not have 

either a problem with Sleep 

Hygiene or an underlying sleep 

disorder.  Is usually an 

“and/both” situation - most 

individuals with underlying 

sleep disorder also have 

problems with Sleep Hygiene.  

So before specifically talking about specific 

treatment of Restless Leg Syndrome (RLS) 

& Periodic Leg Movement Disorder 

(PLMD), I want to emphasize that good 

Sleep Hygiene is imperative for an optimal 

outcome.  

      So what does RLS have to do with 

sleep?  The answer is “A Lot!”.  Since part 

of the definition of deep sleep is lack of 

muscle movement, anything that prevents 

muscle relaxation can prevent deep sleep.  

PLMD is a variant of RLS in which there is a 

neurologic drive for movement which battles 

the bodies drive for complete muscle 

relaxation/deep sleep.  If the PLMD wins, 

then an individual may have multiple 

awakenings or simply a very poor quality 

sleep, leading to all the consequences we 

discussed in other articles of our series.  

 Interestingly, lack of sleep can make 

RLS/PLMD even worse, leading to a 

“snowball effect”.  This also highlights the 

importance of Sleep Hygiene; and some 

individuals with a tendency towards 

RLS/PLMD may need no further treatment 

than to improve their Sleep Hygiene.  

Similarly, there is a significant overlap with 

Sleep Apnea and PLMD, such that treating 

the sleep apnea may lead to 

resolution of the PLMD. 

      Since Sleep Apnea and 

suboptimal Sleep Hygiene are 

quite prevalent in the post polio 

population, it is no wonder that 

RLS/PLMD is quite prevalent.  

Additionally, there have been 

theories that fatigue plays a role 

in creating neurologic changes 

in the brain that facilitate 

RLS/PLMD.  Excessive fatigue 

and Post-Polio Syndrome could, 

therefore, be another factor 

increasing prevalence of this problem.   The 

exact prevalence is hard to determine, and 

experts can argue different figures.  A very 

brief review of literature showed studies 

have been small, but some have noted a 

prevalence of RLS/PLMD as high as 63.6% 

in the polio population (7.5% in “healthy 

controls”).  Another uncontrolled study 

showed a prevalence of 40.4% in polio 

survivors. 

      It is widely accepted that RLS/PLMD 

is likely underdiagnosed in the general 

population.  My personal opinion is that 

most of us have an underlying tendency 

towards this condition, which can be 
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“uncovered” at different times in our life in 

different stressful circumstances.  

        So what exactly are RLS and PLMD?  

Both are neurologic conditions.  PLMD, in 

simplistic terms, can be thought of as 

a nighttime cousin of RLS. Up to 80% of 

individuals with RLS also have PLMD, but 

the reverse is not true and many individuals 

with PLMD do not have RLS.  PLMD can be 

objectively measured in a sleep laboratory 

using electrodes over the muscle.  Diagnosis 

of RLS on the other hand, is based on history 

and symptoms.  A strong family history can 

also aid in the diagnosis.  RLS is often 

unrecognized or misdiagnosed, especially 

when symptoms are mild or intermittent yet, 

other cases of RLS are quite obvious.  The 

hallmark symptom of RLS is an irresistible 

urge to move which worsens at rest or when 

lying down. It is important to stress that the 

urge comes first and is followed by voluntary 

movement.  This is in contrast to movement 

which is involuntary such as muscle 

twitching or spasm.  Some individuals also 

complain of “itchy”, “pins and needles” or 

“creepy crawly” feeling in their legs. I have 

also had patients complain of intense aching 

in their legs, although this is much less 

common.  

Restless leg syndrome is more 

common with other, more common, chronic 

diseases and medical conditions including 

Parkinson’s disease, kidney failure, diabetes, 

and peripheral neuropathy.  Iron deficiency 

can also cause RLS, and iron levels should 

be checked for this reversible problem. 

 Some medications can also aggravate 

symptoms (check with your pharmacist) as 

can alcohol or caffeine. 

Treatment of RLS/PLMD depends 

upon the severity.  It is always important to 

address the above underlying causes first and 

to address Sleep Hygiene.  For 

more significant cases medications are 

indicated.  Many primary care physicians use 

“dopaminergic” medications such as 

Mirapex or Requip, and these can be quite 

effective.  I personally favor medications 

such as Lyrica, Neurontin, or Horizant.  The 

latter is newer (and more difficult to obtain) 

but very effective.  In the past, physicians 

used narcotics or Valium type medications.  

 I avoid the use of these medications 

unless we determine them to be absolutely 

necessary.  Given the intermittent nature 

of these neurologic conditions, I always 

encourage periodic “drug holidays” to see if 

the medication is still needed and close 

monitoring to see if dosages need to be 

restarted or increased.  Seasonal changes and 

personal stress issues that affect fatigue and 

sleep can profoundly impact these 

conditions; and a holistic approach might 

include initial medical management to 

control the problem with a long term goal of 

transitioning to nonpharmacological methods 

of avoiding stress and sleep deprivation. 

 
William DeMayo, MD  

Pain, Neurology and Specialty Clinic 

1450 Scalp Ave., Johnstown, PA  

814-269-5061 

                                                            
Source:  http://www.papolionetwork.org/demayos-q--a-clinic.html               

                                                              

 

 
 

 

https://www.google.com/imgres?imgurl=https%3A%2F%2Fwww.askideas.com%2Fmedia%2F46%2FHappy-Independence-Day-America-Picture.jpg&imgrefurl=https%3A%2F%2Fwww.askideas.com%2F40-very-beautiful-united-states-of-america-independence-day-pictures-and-photos%2F&docid=cxf98uvkSPMs8M&tbnid=XzUuESYiL2R5YM%3A&vet=10ahUKEwia0uzdsqfUAhUm8IMKHbqACMwQMwi_ASgMMAw..i&w=627&h=627&bih=631&biw=1008&q=independence%20day&ved=0ahUKEwia0uzdsqfUAhUm8IMKHbqACMwQMwi_ASgMMAw&iact=mrc&uact=8
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DEAR PHARMACIST 

Suzy Cohen 
 

GREEN TEA AND  

YOUR BLADDER 
 

There is always some kind of tea in my 

house, including green tea, which millions of 

people drink every day. Known botanically 

as Camellia sinensis, green tea contains 

epigallocatechin-3-gallate (EGCG), which 

provides powerful anti-inflammatory, 

antioxidant, anti-fibrosis and cell protective 

benefits. It is well-known for its anti-cancer 

effects. 

 

Practitioners frequently 

recommend green tea as a 

diuretic to rid the body of 

excess fluid.  Green tea 

extract isn't for everyone. It 

can cause unwanted diuresis 

in some people. 

 

Today, I want to focus on the relationship 

between green tea and your bladder. This is 

particularly important if you find yourself 

"toilet mapping" whenever you go out or 

need frequent treks to the restroom all day 

long. 

 

Most people take their bladder for granted, 

until nighttime bathroom trips begin to ruin 

your sleep. In come the incontinence drugs 

such as anticholinergics, which can cause dry 

mouth and blurred vision. Topical estrogen 

may help tone the bladder, but synthetic non-

bioidentical estrogen carries risk to your 

reproductive organs. 
 

There are many drugs available, but I think 

the most effective cure is through pelvic 

floor training. You'd need a certified 

biofeedback therapist for that. 

How about something simple like green tea? 

 

In a recent randomized, double-blind, 

placebo-controlled study, 46 men with 

bladder and urinary tract symptoms 

participated in a three-month trial 

(Therapeutic Advances in Urology). These 

men had difficulties with urinary flow, 

inability to fully empty their bladder and 

erectile dysfunction. A lab test evaluated 

levels of the inflammatory compound C-

reactive protein, or CRP. Men drank a green 

tea blend that significantly helped them 

with their various discomforts by up to 

35 percent. Urinary flow improved, 

and CRP was lowered. Symptoms 

of erectile dysfunction improved 

as well. 

 

What about UTIs? If you're 

prone to these, there are many 

studies, including one in Frontiers in 

Biology, that show how green tea acts like an 

antibiotic killing E. coli in the bladder and 

urinary tract. What about bladder cancer? 

Researchers have shown that women who 

drink black tea and powdered green tea are 

less likely to develop bladder cancer. 

Research has also revealed that people with 

bladder cancer (particularly men) who drink 

green tea have a better 5-year survival rate 

than those who did not drink green tea. 
 

Does this translate to prostate cancer? I 

suspect so but, of course, ask your oncologist 

what is right for you. 
 

This is not intended to treat, cure or diagnose your 

condition. Go to SuzyCohen.com. 
 

Reprinted from Sun Sentinel, August 16, 2015. 

Contributed by Jane McMillen, member. 

http://suzycohen.com/
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WHY YOU SHOULD ALWAYS 

PICK UP PENNIES 

 OFF THE STREET 

 
You always hear the usual stories of 

pennies on the sidewalk being good luck, 

gifts from angels, etc. This is the first time 

I've ever heard this twist on the story. Gives 

you something to think about.....  

Several years 

ago, a friend of mine 

and her husband were 

invited to spend the 

weekend at the 

husband's employer's 

home.  My friend, 

Arlene, was nervous 

about the weekend. The 

boss was very wealthy, 

with a fine home on the 

waterway, and cars 

costing more than her 

house.  

The first day and evening went well, 

and Arlene was delighted to have this rare 

glimpse into how the very wealthy live. The 

husband's employer was quite generous as a 

host, and took them to the finest restaurants. 

Arlene knew she would never have the 

opportunity to indulge in this kind of 

extravagance again, so was enjoying herself 

immensely. 

As the three of them were about to 

enter an exclusive restaurant that evening, 

the boss was walking slightly ahead of 

Arlene and her husband. He stopped 

suddenly, looking down on the pavement for 

a long, silent moment.  Arlene wondered if 

she was supposed to pass him. There was 

nothing on the ground except a single 

darkened penny that someone had dropped, 

and a few cigarette butts. Still silent, the man 

reached down and picked up the penny. 

He held it up and smiled, then put it in 

his pocket as if he had found a great treasure. 

How absurd! What need did this man have 

for a single penny? Why would he even take 

the time to stop and pick it up? 

Throughout dinner, the entire scene 

nagged at her. Finally, she could stand it no 

longer. She casually 

mentioned that her 

daughter once had a 

coin collection, and 

asked if the penny he 

had found had been of 

some value.  A smile 

crept across the man's 

face as he reached into 

his pocket for the penny 

and held it out for her to 

see. She had seen many 

pennies before! What 

was the point of this?  

'Look at it,' he said. 

'Read what it says.' She read the words '  

United States of America .'  'No, not that; 

read further.' 'One cent?'  'No, keep reading.' 

'In God we Trust?'  'Yes!'  'And... ?'  

He explained, 'And if I trust in God, 

the name of God is holy, even on a coin. 

Whenever I find a coin I see that inscription. 

It is written on every single United States 

coin, but we never seem to notice it! God 

drops a message right in front of me telling 

me to trust Him. Who am I to pass it by? 

When I see a coin, I pray, I stop to see 

if my trust IS in God at that moment. I pick 

the coin up as my response to God; that I do 

trust in Him. For a short time, at least, I 

cherish it as if it were gold. I think it is God's 

way of starting a conversation with me. 
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Lucky for me, God is patient and pennies are 

plentiful! ' 

When I was out shopping today, I 

found a penny on the sidewalk. I stopped and 

picked it up, and realized that I had been 

worrying and fretting in my mind about 

things I cannot change. I read the words, 'In 

God We Trust,' and had to laugh. Yes, God, I 

get the message. 

It seems that I have been finding an 

inordinate number of pennies in the last few 

months, but then, pennies are plentiful! And, 

God is patient..  

Thought for the Day:  

If God had a refrigerator, your picture 

would be on it.  If He had a wallet, your 

photo would be in it.  He sends you flowers 

every spring.  He sends you a sunrise every 

morning . . . Face it, friend – He is crazy 

about you!  

God didn't promise days without pain, 

laughter without sorrow, sun without rain, 

but He did promise strength for the day, 

comfort for the tears, and light for the way.  

 
Contributed via email, Nancy Saylor, August 29, 2015. 

 

 

 
 

            

      

 

    

 

 

 

 

 

      

           

        

 

OLDER BRAINS 

THE EXPLANATION. .  . 
   

Brains of older people are slow because they 

know so much.    

  

People do not 

decline mentally 

with age. . . it 

just takes them 

longer to recall 

facts because 

they have more 

information in 

their brains, scientists believe.  

   

Much like a computer struggles as the hard 

drive gets full up, so too do humans take 

longer to access information, it has been 

suggested.  

  

Researchers say this slowing down is not the 

same as cognitive decline.    

  

The human brain works slower in old age, 

said Dr. Michael Ramscar, but only because 

we have stored more information over time. 

The brains of older people do not get weak. 

On the contrary, they simply know more.  

  

Also, older people often go to another room 

to get something and when they get there, 

they stand there wondering what they came 

for. It is NOT a memory problem-- it is 

nature's way of making older people do more 

exercise.  
  

So there!   Ummm. . .  I have more friends I 

should send this to, but right now I can't 

remember their names...    
 

Contributed via email by Palmer Luro, member, 1/2/17. 

 

 

In Memory of .  . . 

Mr. Mark Ravenscraft 

June 7, 2017 
(BAPPG member & cruiser since April 2007) 
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WELLNESS Q & A 

Drs. Oz and Roizen 

 

CARDIAC WARNING FOR  

NSAID USERS 
 

Q:  If over-the-counter pain relievers are 

now a heart risk, what can I take for joint 

pain or a headache?  
                               --Kathy G., Springfield, MA 

 

A: You must be referring to the new warning 

issued by the Food and Drug Administration 

that says over-the-counter and 

prescription NSAIDs (that’s 

nonsteroidal anti-inflam-

matory drugs) “increase the 

chance of a heart attack or 

stroke, either of which can 

lead to death. Those serious 

side effects can occur as early 

as the first few weeks of 

using an NSAID, and the risk 

might rise the longer people 

take NSAIDs.” 

 

They’re talking about pain 

relievers such as ibuprofen, 

naproxem, diclofenac and celecoxib. Those 

are the go-to drugs for arthritis pain, 

headaches, sore muscles and menstrual 

cramps. And the FDA says that the danger 

applies to the heart-unhealthy and heart-

healthy alike. 

 

How big a risk is it? An earlier study found 

that taking some NSAIDs increases the risk 

for heart-related events by 33 percent. 

 

Who should avoid them? People who have 

cardiovascular disease—particularly those 

who recently had a heart attack or cardiac 

bypass surgery—are at the greatest risk for 

another heart attack or dying of heart-attack-

related causes if they take NSAIDs. 

 

How should you take NAIDs when you do? 

Take the lowest effective dose for the 

shortest amount of time possible, advises the 

Cleveland Clinic’s chairman of 

cardiovascular medicine Steve Nissen, M.D. 

 

What about aspirin? Aspirin is an NSAID, 

but it’s not included in this warning. We 

recommend talking to your doctor about 

taking 162 mg every day (we 

take that daily; always with 

half a glass of warm water 

before and after). Daily low-

dose aspirin helps prevent 

cardiovascular woes and 

wards off certain cancers. It 

also can ease aches and 

pains. But it can cause GI 

bleeding and interfere with 

anticoagulant medications. 

 

Alternative pain relievers? 

You also can help ease 

chronic or temporary pain 

with meditation, acupuncture, massage, hot 

Epson salt baths, laughter and orgasm. 

 
Reprinted from Sun Sentinel, August 16, 2015. 

Contributed by Jane McMillen, member. 

 
 

 

 

 

If you wish to receive Second Time Around in color, 

kindly provide us your email address and set your 

email program to always accept messages from 

bappg@aol.com 
 

 

 

mailto:bappg@aol.com
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T h e  L a r o o c o  L o g 

 

A RARE AND INTIMATE 

GLIMPSE INTO THE LIFE  

OF FDR 
By Karen Chase 

 

Karen Chase, author of “FDR on His Houseboat: 

The Larooco Log, 1924-1926”, examines one of 

the lesser known periods of Franklin Delano 

Roosevelt's life, as he battled polio and retreated 

from public life to live onboard his houseboat.  

 

During the Roaring Twenties, a politically 

ambitious young man who had been crippled 

by polio bought a houseboat so he could 

cruise the warm waters of the Florida Keys 

and try to cure his damaged legs. 

When Franklin Delano Roosevelt 

was stricken with the disease in 

1921, he withdrew from public 

life. He spent three winters aboard 

his houseboat, from 1924 to 1926. 

While FDR was sailing the Keys, 

the larger world was glittering.  

 

Charlie Chaplin, George 

Gershwin, Ernest Hemingway, F 

Scott Fitzgerald, Bessie Smith, 

Louis Armstrong, Gertrude Stein, 

Frida Kahlo, Martha Graham — 

all were flourishing in the 1920’s, 

but so were Joseph Stalin, Al 

Capone, and Hitler. The world went on as 

Roosevelt fished for mangrove snapper and 

drank martinis.  

 

While on the boat, he kept a log in longhand 

in a three-ring binder, writing in it almost 

every day. Sometimes he used black ink, 

sometimes turquoise, pages full of 

playfulness.  

Grog in midst of glorious sunset which was 

almost as poetic in coloring as Frances’ and 

Missy’s nighties So he documented one jolly 

evening.  

 

Or reporting on a broken motor:  

A few years ago, I was working on my 

memoir, Polio Boulevard, a book about my 

own girlhood polio — a book in which 

Franklin Delano Roosevelt looms large. Piled 

on the floor near my desk were four fat navy 

tomes of his letters. His son Elliott had edited 

these volumes of his father’s personal 

correspondence in 1949, four years after 

Roosevelt’s death during his fourth term as 

president. 

 

Having FDR’s words near me 

was inspiring and comforting. 

One day, I picked up one of the 

books and began trolling 

around. Buried amidst the 

letters, I stumbled on 

Roosevelt’s nautical log. His 

humor and language were 

captivating as he wrote about 

the usual subjects of nautical 

logs — weather, route, fish 

caught, broken engines, guests, 

meals. I knew then that I had to 

share this little-known record 

from one of the least-

understood periods of FDR’s life.  

 

FDR on His Houseboat: The Larooco Log, 

1924-1926 presents FDR’s log entries, 

interspersed with photographs from the 

tumultuous outer world, to form a kind of 

timeline between two arenas — one man’s 

small private life full of struggle and fun, 

juxtaposed with the large public sphere.  
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This book gives us a side of FDR seldom 

seen before, revealing his wit, his penchant 

for practical jokes, and his zest for each 

day’s ordinary concerns in the context of his 

painful struggle to regain the use of his legs. 

The book also includes a facsimile of the 

original Larooco log.  

 

Roosevelt had always loved boats and water. 

When he was five, in his first letter to his 

mother, he enclosed his drawing of sailboats.  

 

One night in August 1921, 34 years after he 

mailed that letter — after he boated, after he 

fought a forest fire and swam with his 

children in the Bay of Fundy — he was 

struck by polio. Roosevelt never walked 

again.  

 

From then on, FDR tried treatment after 

treatment in his quest to regain the use of his 

legs. In the summer of 1923, Roosevelt 

traveled from his home in New York to 

vacation with Louis Howe, his close political 

adviser, at Howe’s cottage on Horseneck 

Beach in Massachusetts. At the beach, 

Roosevelt tried out new regimens for his 

legs, working with a well-known neurologist 

who had developed a strenuous course of 

treatment.  

 

Sometimes Roosevelt went to the dunes in an 

old bathing suit, found a secluded spot, and 

crawled on his hands and knees over the hot 

sand until he was worn out. Back at the 

cottage, Howe would fix drinks for the two 

of them.  

 

Picture FDR sipping a martini and discussing 

politics, having just crawled across the 

beach. He didn’t mind crawling because he 

could do that himself. What he hated was for 

others to have to carry him from place to 

place.  

 

One day that summer, his old college friend 

John Lawrence stopped by the Howe cottage 

for a visit. There at Horseneck Beach, the 

men hatched a plan to buy a houseboat of 

their own for the coming winter months. 

 

For three winters, FDR lived on the Larooco, 

fishing and swimming and sunbathing, 

entertaining friends, drinking and playing 

Parcheesi, but most of all tending to his body 

so that he might walk again.  

 

About heading south to find a cure, he 

explained to one of his doctors:  

You doctors have sure got imaginations! 

Have any of your people thought of distilling 

the remains of King Tut-ankh-amen? The 

serum might put new life into some of our 

mutual friends. In the meantime, I am going 

to Florida to let nature take its course – 

nothing like Old Mother Nature, anyway!  

 

Roosevelt had been assistant secretary of the 

navy under Woodrow Wilson and had run 

unsuccessfully for vice-president in 1920.  

 

Although FDR was active — he knew no 

other way — these years aboard the Larooco 

were the most politically removed time of his 

life. When he was approached to re-enter 

politics, he vowed that when he could walk 

without crutches, he would. Had he kept this 

vow, we would never have had the Roosevelt 

presidency.  

 

During this period, the Roosevelt’s marriage 

was shifting. When FDR contracted polio, 

Eleanor ignored their estrangement, which 

had come about three years earlier when she 
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learned of her husband’s affair with her 

social secretary, Lucy Mercer. At that time, 

Eleanor offered him a divorce, which he 

refused, promising not to see Mercer again, 

but from then on, they never slept in the 

same bed. When he got sick, Eleanor chose 

to nurse him with undivided devotion, 

tending to all of his most basic needs.  

 

The year after FDR bought the houseboat, he 

helped build a separate home for Eleanor and 

two of her friends, a couple she met when the 

three worked for the Women’s Division of 

the New York State Democratic Committee. 

Nancy Cook was a curly-haired, irreverent, 

dynamic woman in her thirties, and Marion 

Dickerman, seven years her junior, was an 

educator.  

 

One summer day, Franklin and the three 

women were picnicking by the Fall Kill 

Creek, two miles from the main Roosevelt 

house in Hyde Park, New York. The women 

began to worry aloud that FDR’s mother 

would be closing the house up for the winter 

and they wouldn’t have a place to visit until 

the following spring.  

 

“But aren’t you girls silly?” said Franklin, 

“This isn’t mother’s land. I bought this 

acreage myself … Why shouldn’t you three 

have a cottage here of your own, so you 

could come and go as you please?” 

 

So began the building project of the 

“honeymoon cottage” as FDR called it. Both 

husband and wife created cozy, casual, 

independent living arrangements for 

themselves. As Eleanor was settling in to the 

new cottage, FDR was taking up winter 

residency on the Larooco.  

 

She reported, in spite of the general jolly 

mood on the boat, “It was noon before he 

could pull himself out of depression and 

greet his guests wearing his light-hearted 

façade.”  

 

After FDR’s first winter on the houseboat, he 

was introduced to Warm Springs, a Georgia 

spa town. After the third winter, he was 

ready to say goodbye to the boat and plunge 

into the Warm Springs waters, which he felt 

were more likely to heal his legs. “The water 

put me where I am, and the water has to put 

me back”, he said.  

 

Here his focus widened as he founded a 

rehabilitation center, working to heal not 

only his own stricken body but others 

paralyzed by polio.  

 

To me, and to so many who had polio, 

Roosevelt is a heroic figure. Happening upon 

his unknown nautical log was thrilling. To 

have an opportunity to help his log find a 

place in the world was a tiny way to repay 

him for the inspiration he was to me and 

countless others.  

 

Welcome aboard!  

 
Karen Chase is the author of FDR on His 

Houseboat: The Larooco Log, 1924-1926; Polio 

Boulevard: A Memoir; Land of Stone: Breaking 

Silence Through Poetry; as well as three volumes of 

poetry, Kazimierz Square, BEAR, and Jamali-

Kamali: A Tale of Passion in Mughal India. 

 
Source: w.w.w.biography.com/news/fdr-polio-houseboat  

 
Reprinted from email,  Polio Oz News, Polio Australia, September 2016. 
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IMPROVING HOSPITAL RISKS 

FOR POST POLIO PATIENTS 
 

It shouldn’t all be up to us to educate and 
inform: Improving hospital risks for post 
polio patients  

By Liz Telford and Fleur Rubens  

Post Polio Victoria — November 2016 

 

Since PPV was established five years ago, in 

response to people’s concerns about reduced 

services and lack of information, many 

stories have been shared about hospital and 

other medical experiences. These have 

included misdiagnoses, anesthesia issues, 

respiratory difficulties after surgery, 

inappropriate after–surgery care, spinal 

injury following surgery, and even 

unexpected deaths.  

 

With the poliovirus now no longer seen, 

hospital staff are not trained in recognizing 

post polio or how to manage it. The medical 

profession has overlooked that people who 

have already contracted polio are now 

presenting with general medical issues. 

Medical training does not cover post-polio 

implications and patients are often left to 

educate their doctors and nursing staff.  

 

While some people report that they have 

simply provided their 

anesthetist or surgeon with 

a flyer about post polio and 

this has been accepted with 

good will and a positive 

outcome, many do not 

have that information to 

provide. Others have had 

doctors reject the 

information. This can cause anxiety and 

distress in the patient, and also place him or 

her at serious risk. It is well documented that 

people with post polio are likely to have 

increased sensitivity to opiates, muscle 

relaxants, sedatives, and anaesthetic drugs, 

leading to recommendations to start low and 

titrate carefully (Calmes, SH 2014; Lambert 

DA, Giannouli E, Schmidt BJ 2005; Bruno, 

RL 2016). This information is widely 

available, yet not, apparently, read by 

doctors.  

 

It is not as well known though that non-

paralytic polio also has impacts on the 

patient’s general health. For people who 

contracted polio, whether it was paralytic or 

non-paralytic, their rate of hospitalization is 

1.5 times greater than the general population 

(Kay, L 2016). This suggests two important 

factors: hospitals are more likely to 

encounter people with polio than if they had 

not had polio, and many of these people will 

not themselves be aware that their polio 

history is relevant.  

 

The difference in responses between doctors 

when provided with information by the 

patient, and the lack of polio knowledge of 

both doctors and the patients, are reasons we 

believe that it should be the responsibility of 

the hospital, and not the patient, to ensure 

that their history of polio is taken into 

account. The only way to do this is for there 

to be a standard question at intake, in the 

same way that it is standard to ask about 

heart, diabetes and other conditions and for 

this to trigger a set of clinical protocols.  

 

Atul Gawande, a professor of surgery at 

Harvard Medical School, is concerned about 

the complexity of medicine in the modern 

world. He conducted a study in eight 

hospitals around the world instituting 
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checklists in surgery situations. He reports 

complication improvement of 35% and that 

death rate fell 47%.  

 

One of our compatriots had an unexpected 

death after surgery in hospital due to a series 

of inappropriate management events 

combined with a lack of listening to the 

patient and the patient’s concerned family 

member. An outcome following this situation 

has been the development of a Polio Clinical 

Alert, which that hospital now attaches to the 

file of any inpatient who identifies as having 

a history of polio. This identifies some post-

polio complications and respiratory 

considerations for medical 

staff to be aware of and 

where to get more 

information.  

 

Regrettably, the hospital 

does not go as far as 

taking the initiative and 

asking the question at 

intake “Have you ever had 

polio?” which would 

trigger the alert. It is still up to the patient or 

the family to recognise the need to mention 

that the person has a history of polio.  

 

Unfortunately, many people are unaware that 

their polio history may be relevant, 

particularly when there has been no 

paralysis. As already highlighted, a history of 

polio, whether or not it resulted in obvious 

paralysis, may be enough to have affected the 

patient neurologically and affected their 

muscle, tendon and spinal development in 

ways that are not externally apparent but may 

be important to be aware of in surgery. 

 

In his book “The Checklist Manifesto” 

Gawande notes that the success of the 

checklist program depends on hospital 

culture and the implementation process of the 

checklists, including the ability to implement 

the checklists.  

 

This requires values such as humility and 

teamwork, as opposed to those of 

independence and self-sufficiency which are 

more commonly associated with medicine. 

He comments that there was sometimes deep 

resistance to checklists within hospitals. 

Interestingly, we were told by one hospital 

that they did not like protocols, as they 

preferred their doctors to 

“think for themselves”. 

We disagree with this 

view. On the contrary, 

we think that armed with 

clear factual information 

about post polio, doctors 

are able to think more 

specifically about what 

is required. Another said 

“We wouldn’t make 

mistakes like that”, perhaps highlighting 

again the difficulty medical staff have in 

recognising the value in planned teamwork 

and all staff having information.  

 

The ‘Alert’ states, for example, “Patients 

who were ventilated with their initial illness 

(were in an iron lung), who have bulbar 

dysfunction, or who have kyphoscoliosis are 

particularly at risk of respiratory 

complications. These patients are frequently 

very sensitive to sedatives and narcotics so 

that usual doses may result in respiratory 

failure and death”. This not only alerts staff 

to anaesthesia and medication issues, but 

muscular-skeletal issues, mobility issues, 
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dysphagia, sleep-disordered breathing, 

reduced exercise tolerance, risk of heart 

failure or respiratory failure, and other 

concerns.  

 

These may indicate particular drug 

management, nursing care in theatre, and 

post-surgery extra physiotherapy, respiratory 

specialist involvement, occupational therapy 

and extra nursing care. A home rehabilitation 

plan may need to be discussed. Teamwork is 

essential, as is listening to the patient.  

 

The question “Have you had polio?” on the 

intake form, with a positive response setting 

off a “Post-Polio Protocol”, is a vital trigger 

to help staff with critical differences in a 

patient with a history of polio.  

 

Individuals can help improve hospital 

systems too. If a hospitalisation is known in 

advance, the patient can provide their 

hospital with the references below and can 

ask the staff whether they have systems in 

place for managing the different issues that 

may arise for people with post-polio. If the 

answer is ‘no’, a follow up letter to the 

hospital director discussing how information 

at hand may improve the hospital experience 

for you. This feedback could encourage the 

hospital to consider their knowledge and 

capacity to respond to patients with a history 

of polio and may help to put a set of 

protocols into place.  
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Reprinted from email Polio Oz News, Polio Australia, September 2016. 
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GOOD HEALTH 

Dr. Keith Roach 

 

SEVERAL WAYS TO TREAT 

BACK PAIN 
 

 

Dear Dr. Roach: I have suffered sciatic pain 

on my left side for over a year, and an MRI 

revealed spinal stenosis and 

arthritis. My 

doctor, who 

specializes in 

physiatry, has 

recommended an 

epidural injection with 

ultrasound. While I 

trust him, I have been 

doing some research, 

and am reluctant to go 

that route for various 

reasons. Some of the resources I 

have checked say the benefits are not 

conclusive. I asked about acupuncture, and 

he said it would be an option. I already have 

tried physical therapy and more-conservative 

measures. What would you recommend?  

                                                           -- M.M. 

 

Epidural injections (the epidural space is 

located just around the spinal cord) usually 

are performed with some type of 

visualization, such as X-ray or ultrasound, 

and they involve injecting a local anesthetic 

(which wears off in a few hours) and a 

steroid (which can last for weeks). They are 

widely used. However, a 2014 study showed 

that although there was a small benefit of 

adding steroid to the local anesthetic at three 

weeks, after six weeks from the injection, 

that difference was no longer significant. 

Adverse effects were seen in 22 percent of 

the steroid and anesthetic group versus 16 

percent in the anesthetic-only group. There 

are no high-quality studies evaluating 

acupuncture as there are for epidural 

injections; however, several small studies 

have shown improvement in pain scores. 

Acupuncture is probably safer than epidural 

injection, but no medical procedure is free of 

risk. There are many well-documented cases 

of pneumothorax (collapsed lung) from 

acupuncture, although the absolute risk is 

very small. 

 

Physical therapy, including exercises done in 

the water and bicycling, are the mainstay of 

conservative treatment. I have consistently 

argued for caution before considering a 

surgical treatment for spinal stenosis, but 

some carefully selected people will benefit 

from surgery. 

 
Reprinted from Sun Sentinel, July 15, 2015. 

Submitted by Jane McMillen, member. 
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EXPIRED DRUGS ARE  

STILL GOOD 
Sharon Horesh Bergquist, MD, Emory Clinic 

 

Do not throw away prescription and 

over-the-counter drugs just because they are 

past their expiration dates. These dates are 

not when the drugs will 

go bad – they are merely 

the dates beyond which 

the drug makers no 

longer guarantee full 

potency. While there is a 

lot of variability among 

different drugs, drug 

makers tend to be overly 

conservative with these 

potency guarantees because they don’t want 

to go to the expense of testing drug longevity 

over longer periods. 

A 20-year Food and Drug 

Administration study found that 88% of the 

122 medicines that were properly stored and 

tested still were perfectly fine a full year after 

their expiration dates, and the average 

expiration date could be extended by five-

and-a-half years.   

Expired drugs do not “spoil” as some 

expired foods do. There has not been a single 

confirmed case of an expired medication 

becoming toxic. The only potential risk from 

using an expired medication is that the drug 

might have lost some of its potency. A past-

its-use-by-date pain medication might retain 

only 90% or 95% of its original potency for 

example.  

But using expired drugs is not worth 

the risk for lower potency when your life 

depends on the potency of the medication.  

Examples: Replace your EpiPen when it 

reaches its expiration date if you have a 

potentially lethal allergy. Replace your 

nitroglycerine pills when they reach their 

expiration date if you have them for a serious 

heart condition.  

Store medications in a cool, dry place 

out of direct sunlight. A bedroom drawer or 

kitchen cabinet can be a good spot (though 

not the kitchen cabinet 

above the stove). Do not 

store medications in the 

bathroom, where heat 

and humidity can reduce 

their useful life. 

Medicine is 

especially likely to 

remain effective if it is 

tablet or capsule form. 

Ointments, creams, liquid medications and 

any medications requiring refrigeration are 

significantly less likely to remain viable long 

after their expiration dates.  
 

Reprinted from BOTTOM LINE Personal, January 1, 2015.  

Contributed by Jane McMillen, member. 

 
 

GRINS AND SNICKERS 
 

All eyes were on the radiant bride as 

her father escorted her down the aisle. They 

reached the altar and the waiting groom. The 

bride kissed her father and placed something 

in his hand. 

The guests in the front pews responded 

with ripples of laughter. Even the priest 

smiled broadly. 

As her father 

gave her away in 

marriage, the bride 

gave him back his 

credit card.  
 

Contributed via email by Jane McMillen, member, 

12/19/14. 
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                  COMMENTS 

 

 
Claudia Carbonari, Glastonbury, CT:  I 

really do enjoy the newsletter. 

 

Doris Austerberry, Farmington Hills, MI:  
And thanks for this unexpected newsletter 

too, which is so interesting, per usual :)    

Have a great summer! 

 

Harry [H.W.] Coleman, Arcadia, FL: 
Enclosed is my long overdue check.  Thanks 

for your excellent newsletter.  Keep up the 

good work.  I had polio in 1950, I must say 

PPS is worse than back then.  I recovered 

real well for 35 years then back in braces, 

now in power chair.  Blessings.   

 

Jo Lynn Proctor, Flemington, NJ:  My 

husband, Craig, and I enjoy your paper so 

much. It is interesting, informative and 

funny.  We look forward to it each month.  

Thank you so much.  Keep up the good 

work! 

 
 

 

 

MEMBER UPDATES 
Please keep all members in your prayers 

especially Frank Colletti, Marsha Globus, 

Paul Ritter & Lee Rogers. 

 

 

                        
             FOR SALE 
 

Brand new ROHO Quadtro Select Low 

Profile Cushion still in the box! It has dual 

valves with pump.  16x16x2.5 in.   Black.   

Best offer.  Contact Geri 561-496-4641. 
                

 

 

 

 

 

 

 

MARK YOUR CALENDAR 
 

 

Aqua Arthritis Class for Seniors, Fridays, 

10-10:55 AM, April 7 – September 29, 

Gleneagles Country Club Aquatic Center, 

2728 Lake Worth Rd., Lake Worth, FL.  

They have a pool lift!  Michelle Terebinski, 

561-966-7022.   

 

 

Bay Cliff will offer a Post-Polio Wellness 

Retreat, September 11-15, 2017. (Bay Cliff 

Health Camp is near Big Bay, MI, in the 

Upper Peninsula on Lake Superior.) For 

more info, go to baycliff@baycliff.org. 

  

 

Polio Network of NJ will host its 28
th
 

Conference on Post-Polio Syndrome, 

Sunday, October 15, 2017, Bridgewater 

Marriott Hotel, Bridgewater, NJ. 

https://cdn.shopify.com/s/files/1/0693/2315/products/QUADTRO_SELECT_Low_Profile.jpg?v=1417447470
http://www.basspro.com/Magnet-Works-MailWraps-Magnetic-Mailbox-Cover--Pledge-of-Allegiance-by-Tim-Coffey/product/1302051239/?cmCat=CROSSSELL_PRODUCT_HZB2
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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                          NEW# 352-454-6383               

 

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 June, 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      

           Danny Kasper     Nancy Saylor 

       Maureen Sinkule     Jane McMillen 

Carolyn DeMasi 
 

Jane Berman – Newsletter Gleaner 

Danny Kasper & Jane McMillen – Proofers  

‘newbie’ Phyllis Dolislager – Typist 

 

Jane McMillen – Sunshine Lady 

FREE MATTER FOR THE 

BLIND OR HANDICAPPED 

mailto:bappg@aol.com
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