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	CHAPTER 1

	 

	The Patients

	 

	 

	 

	 

	“Are you feeling better this morning, Walter?” asked Dr. Bryan Boyle in a compassionate tone while standing next to the hospital bed with the patient’s medical chart in hand.

	The eight-year-old boy nodded affirmation while looking uneasily at his doctor towering above him in a pure white coat and white cotton medical mask. 

	“The therapist says you’ve gotten better with your braces,” the mid-thirties doctor said while glancing at the steel leg braces leaned against the wall next to the headboard. Then he listened to his patient’s heart with his stethoscope while observing the boy lying flat on top of the white sheets in his white underpants. “Do you feel more confident about walking with them?” He always used an especially friendly tone with the children because his medical mask prevented them from seeing his facial expressions.

	“Yes, doctor,” the boy replied respectfully.

	Dr. Boyle strained to hear the boy’s response over the din of large fans circulating air in this huge ward. Although air conditioning was available in 1950, the city-operated Boston Community Hospital couldn’t afford such an extremely expensive luxury.

	The boy nodded affirmatively with a blank expression. 

	The doctor smiled enthusiastically at his young patient. “That’s good news, isn’t it?”

	“Yes, doctor,” the boy replied with a crackling voice.

	“You’re scheduled for another session today,” the doctor said while flipping a page in the medical chart.

	“I don’t like this place,” the boy sobbed. “When can I go home?”

	Dr. Boyle tapped the downhearted boy gently on the knee. “That’s up to your physical therapist.” Although this boy’s progress was good, other patients had relapsed, so the doctor was reluctant to promise anything. He replaced the medical chart into the rack at the bed’s foot. While moving to the next bed, he wiped his forehead with a handkerchief and returned it to his coat pocket. Even at 9 a.m., the air was already muggy. At the next bed in the row, he pulled the chart out of its rack and scanned it for new information. 

	“Hello Danny,” he said in his usually compassionate tone after stepping next to the bed. “Are you feeling better this morning?”

	“I guess so,” the boy answered while lying flat on his back on top of the white sheets.

	“Do you hurt anywhere?”

	“A little.”

	Dr. Boyle rubbed Danny’s legs gently. “Can you feel that?”

	The boy nodded. “Yes.”

	“Does it hurt?”

	“A little.”

	“You’re scheduled for hydrotherapy today,” the doctor said while reading the medical chart.

	“Okay,” he replied with a blank expression.

	“Do you know what hydrotherapy is?” the doctor asked while listening to the boy’s heart.

	“No.”

	“Hydro means water. Hydrotherapy is water therapy. The therapists will put your legs into the water tank for a while.”

	Danny grimaced.

	“It can be quite pleasant,” he said as cheerfully as he could muster. “I think you’ll like it.”

	The boy forced a smile and nod. “Okay.”

	As Dr. Boyle moved toward the next bed, Danny spoke up. “Do we get recess in here?”

	The doctor turned around to face Danny. The mask rose slightly on his cheeks from a gentle smile. “We have therapy in place of recess.”

	“When can I play with my friends?” he sobbed. 

	“The hydrotherapy should help,” the doctor explained assuredly with an affirming nod and compassionate eyes. “In the meantime, we’re watching your progress.” Then he proceeded to the next bed.

	“I want my mommy and daddy,” the next child said as soon as Dr. Boyle arrived at his bedside. 

	“When was the last time you saw them, Ernie?” the doctor asked while scanning the medical chart. It showed that this child had also been in and out of the Recovery Ward over the last few weeks with brief stints in various other wards. Dr. Boyle remembered the boy’s face, even though had been was assigned to a different bed every time he returned to this ward. The nurse’s morning exam as written in the medical chart revealed mildly elevated temperature and pressure. 

	“I don’t know,” the boy replied somberly.

	Dr. Boyle briefly listened to the patient’s heart, timed his pulse, tested his reflexes, observed his arm and leg motions, and looked into his eyes. Then he jotted the results into the medical chart before bidding farewell. He withheld any assurances about parental visits because he had no control over them. Deeply dismayed by such a distressing report from this lonely young child, the doctor stood in the aisle at the end of the bed with his back to the patient so the boy wouldn’t see the taught expression on the man who was supposed to be helping him. 

	He panned from left to right across this crowded and impersonal ward that was about the size of a school gymnasium. Beds with white metal frames and pure white sheets were lined up in six strict rows of 25 each. The two center rows were aligned head to head. Space between the beds was barely enough for a doctor or nurse to attend to the patients, and the aisles were just wide enough for medical equipment. Girls, who accounted for about one-fourth the patients, were separated from the boys by moveable curtains. 

	A warm and humid breeze blew against Dr. Boyle’s face from one of the powerful oscillating fans mounted on shelves and standing on floors throughout the ward. Meant to provide relief from the stifling July heat wave, they only circulated sticky air that was getting more uncomfortable by the minute. Tall, wide-open windows enabled occasional slight breezes of more muggy outside air, as well as a steady drone of city sounds. He wiped perspiration off his brow with a handkerchief.

	Patients were kept awake or lulled to sleep by the constant din of miscellaneous background noises: people talking, wheels of medical equipment rolling on tile floors, city noises invading through wide-open windows, and large and small fans droning constantly. Every few minutes, a public-address announcement requested the presence of Doctor So-and-So and announced a phone call for Doctor Such-and-Such. The soft bedding barely muffled noises echoing off hard walls, floors, ceilings, and windows. Flies and miscellaneous other winged bugs bounced on the window screens in frantic efforts to escape while immobile patients were stuck in their beds.

	Despair was typical of all the patients in this ward. Children of various ages wore only underwear and lay atop the bedding because of the oppressive heat and humidity. Their lack of privacy and self-consciousness of immodesty were presumed, but nothing could be done. Spending hours and sometimes days without family or friends for encouragement or toys for pleasure and distraction, the children revealed their boredom, loneliness, despair, and fear in their faces. A few chatted with their neighbors, but most kept to themselves.

	These young and innocent patients were further dispirited by this bustling hospital’s drab plainness: white plaster walls, light-gray asphalt-tile floors, white Venetian blinds on large windows, and the temporary curtains separating girls and boys. Doctors in white smocks, nurses in white uniforms, and orderlies in white suits melded into the white beds and white walls and ceilings beyond. Whereas the whiteness was meant to project an image of sanitation, its ultimate effect was to dehumanize everything and everyone. No matter how comfortable anybody tried to make these kids, they all wanted to leave this dreary place as quickly as possible and resume their normal lives. Unfortunately for many of them, normal would be very different for the rest of their lives. For some, “rest of their lives” was much shorter than for others.

	Dr. Boyle briefly watched medical staff methodically attending to their young patients. Doctors checked the conditions of patients in their care. Nurses recorded vital signs and placed wet towels on foreheads to reduce fevers and provide comfort. Orderlies changed bedpans and bedding. Their drudgery continued hour after hour, shift after shift, day after day, throughout the summer. Even though the ubiquitous white-attired medical staff could meld into the background scenery, the children felt intimidated whenever they approached.

	He sighed in desperation, knowing he would continue seeing the same conditions and hearing the same complaints from all the suffering young patients in this ward. Medical science offered no cure for their fevers, chills, weaknesses, constrained movements, and pain ranging from mild to severe. The best he could do was offer kindness and understanding for their listlessness, boredom, loneliness, and fear. 

	Although he followed an efficient daily routine for visiting hundreds of bed-bound children in various stages of suffering, he strived to treat every child as though they were the only patients in his overflowing hospital. At each bed he picked up the patient’s medical chart from a rack at the foot, scanned it for new information, examined each child briefly, spoke with them, and then moved on to the next bed and its patient. He tried to associate personal backgrounds with faces to mentally separate these youthful sufferers from the cold data and to humanize them in his mind. He knew Danny was from Lowell, a city north of Boston, and Tommy was from Braintree, a nearby town southeast of Boston. Tommy had been treated in several wards, and the doctor had come to know him from his brief daily chats. Frances was from Dorchester, a neighborhood of Boston. Regrettably, some of the children were not there long enough for such familiarities. 

	“Excuse me, Doctor?” a nurse said. 

	Breaking his trance, Dr. Boyle turned and saw the nurse’s worried face.

	“I’m concerned about a boy over there,” she said while gesturing toward the other side of the middle row.

	Doctor Boyle followed her. 

	“He’s barely responsive,” she explained while walking toward the boy’s bed. “His name is Tommy.”

	“Are you feeling any better today, Tommy?” the doctor kindly and caringly asked the boy while standing next to the bed and holding this medical chart. It said the six-year-old patient experienced his first symptoms of fever, fatigue, aches, and muscle weaknesses while in his kindergarten classroom a month earlier. He had been shuffled from one ward to another for various treatments. Now in the euphemistically named Recovery Ward, he could barely move, and he endured widespread persistent pain.

	Tommy opened his eyes and feebly glanced up at the doctor while lying silent and motionless in his white underwear on his bedding of white sheets. Despite the doctor’s folksy mid-thirties face and best efforts at compassion, his buttoned white coat and white medical mask added to Tommy’s apprehension. 

	Dr. Boyle gently pushed his tender patient’s light brown hair from his forehead and felt for a fever. Then he gently clenched the boy’s wrist to read his pulse while listening to his heart with the stethoscope.

	“Am I gonna get better?” Tommy asked meekly. 

	“We’re trying very hard,” the doctor replied, struggling to restrain visible signs of his own frustration and sadness. 

	The languid boy stared at the ceiling as though he knew what the doctor’s verbal and nonverbal replies really meant. The doctor gently tapped on Tommy’s knee with a standard medical reflex hammer that he pulled from his pocket. The boy continued staring at the ceiling without showing responses. His skinny legs and bony knees remained absolutely motionless, as did the blank expression on his face. They didn’t even respond to more vigorous tapping. 

	“Did you feel any of that Tommy?”

	“No,” he mumbled.

	Dr. Boyle massaged Tommy’s legs.

	“Does that hurt?”

	“No.”

	After hearing the boy’s weak heart and feeling a faint pulse, the disheartened doctor struggled to respond with an encouraging tone and friendly smile to conceal his concern for the child’s deteriorating condition “Okay, Tommy,” he said, “It’s been good to see you this morning.” But he feared that the child understood his own desperate situation and his doctor’s feigned encouragement. He jotted a few notes in the medical chart and then peered across the ward for his charge nurse. After returning the chart to its rack, he turned toward the next bed. Instead of another patient, he saw standing before him a well-groomed, middle-aged man wearing a buttoned summer tan business suit and the ward’s requisite medical mask.

	 

	 

	***

	 

	 

	 

	
 

	 

	 

	 

	 

	CHAPTER 2

	 

	Second Duty

	 

	 

	 

	 

	“We’re ready for you, Doctor,” said Kenneth Jenkins, the hospital’s Director of Public Relations, with a clipboard by his left side. 

	“Not now,” Dr. Boyle replied while gesturing toward the patients in his ward. “I don’t have time for press interviews.”

	“As an expert on the polio epidemic,” Kenneth respectfully implored, “you are the hospital’s authoritative spokesman.” 

	Dr. Boyle’s authoritative position in this hospital and his off-duty studies of communicable diseases in Africa and Europe during World War II made him an authority on polio and a perfect spokesman for the hospital. This interview, however, was a duty he would rather not fulfill. He reluctantly said goodbye to Ricky, returned the patient chart to the rack, and faced Kenneth with a glare of disdain and exasperation. “I don’t have time for news interviews right now.” Then he stepped aside Kenneth and moved toward the next bed.

	“I’m responsible for keeping the city’s taxpayers informed about the hospital’s activities,” Kenneth explained in tow. “PR assumes greater importance every budget season.”

	After trying to ignore his disrupter by picking up the patient’s chart from the rack, Dr. Boyle silently glared at him. 

	The PR director continued undaunted: “With the fiscal year ending on September 30, the finance department is preparing its upcoming budget, and my department is preparing the necessary public-relations battle. The hospital’s chief executive officer and board members are working on the city councilmen. Aside from the annual budget confrontations, citizens are especially concerned about the hospital’s role in the polio epidemic this summer.”

	Dr. Boyle continued ignoring Kenneth while stepping toward the patient with Kenneth following. 

	“The public needs facts about this epidemic, not rumor or conjecture” Kenneth urged. “A public-opinion survey shows people are more frightened of polio than an atomic bomb.”

	Not wanting to discuss this matter where the young patients could hear, Dr. Boyle stepped back into the aisle and returned to the patient’s chart to the rack. 

	Both men knew that such fears were real and relevant in 1950 because the United States had dropped two A-bombs on Japan only five years earlier and the rival Soviet Union had tested theirs in Siberia barely one year ago. Atomic attacks and this ever-growing polio epidemic were the primary matters worrying Americans that summer. These facts were on the tip of Kenneth’s tongue because he had prepared an effective response in anticipation of Dr. Boyle’s expected resistance.

	Wiping perspiration from his face with a handkerchief he had pulled from his coat pocket, Dr. Boyle waved at Nurse Rochelle to attract her attention, and then he gestured for her to come to him. 

	Rochelle Rousseau, a naturalized French Canadian from Quebec, was the charge nurse over all four polio wards and a dependable assistant for the ever busier Dr. Boyle. Her confident demeanor, perpetually pressed white nurse uniform, stiff white cap, and polished white shoes commanded respect from everyone at first sight. Her deep knowledge, firm approach, and strict compliance with hospital and professional policies and procedures elevated the ward’s efficiency and effectiveness above average. Recognizing the value of her natural organizational and leadership qualities, much like Army nurses, Dr. Boyle had been enjoying her loyal, dedicated, and reliable services ever since he appointed her to this position as head of his crucial department soon after his arrival at this hospital.

	Dr. Boyle, Nurse Rochelle, and Kenneth walked side-by-side down the ward’s aisle toward the corridor doors, passing one bed after another, each bed holding a young, lonely, bored patient lying in their underwear as still as a bouquet of white lilies. Misery among these kids was a hospital constant. Knowing how deeply these young patients were suffering beneath their uniformly blank faces, doctors and nurses tried to comfort them while struggling to cope emotionally. 

	“How many today?” Dr. Boyle asked Nurse Rochelle. 

	“Seventeen,” she replied instantly as though reading a placard in her memory. She had routinely prepared for his daily question about new polio patients. “Subtracting the two that had left the hospital that day and counting patients brought in from the lobby’s couches gives us 372.”

	Dr. Boyle shook his head in disbelief and frustration, not because he didn’t believe his reliable head nurse but because the daily growing census numbers were more and more difficult to contend with physically and psychologically. Kenneth stopped the trio at the ward’s exit doors to psychologically prepare Dr. Boyle before meeting their visitors on the other side.

	“People need the truth about this growing epidemic,” Kenneth explained. “They want to know how to avoid it and how to deal with it, if they get it. They want reassurances of what’s being done.”

	“Isn’t that the PR Department’s duty?” Dr. Boyle asked resentfully. “Just like our department’s duty is to care for patients.” His subconscious discourtesy toward Kenneth was caused by his belief that public relations was a necessary yet annoying hindrance and that Kenneth was nonessential and therefore an obstruction in this grim environment and its overwhelming circumstances.

	“We depend on you as our hospital’s expert and the lead doctor of the polio fight,” Kenneth pointed out to reassure the importance of Dr. Boyle’s involvement in this important public-relations objective.

	Turning to Nurse Rochelle, Dr. Boyle courteously delegated a few tasks with a gentlemanly smile. “Send Tommy in Bed 31 to intensive care, and notify his family. Tell Dr. Linwood I need him to check on those two kids near the windows. Let me know if anything needs my immediate attention. I’ll be back as soon as I can.” In contrast to the impatience and strained courtesy he showed Kenneth, his respectfulness came naturally and effortlessly toward his loyal assistant on whom he so heavily depended and whom he so deeply appreciated. 

	Acknowledging the instruction, Nurse Rochelle dutifully turned and walked toward the designated patients as Dr. Boyle and Kenneth headed toward the corridor. 

	Dr. Boyle abruptly spun around and called out toward Nurse Rochelle. “One more thing.”

	After stopping and turning around to see if he was addressing her, she walked toward him.

	“Find out why Ernie’s family hasn’t been here; he’s in Bed 29.”

	“Yes doctor,” she dutifully replied.

	Then Dr. Boyle and Kenneth passed through the ward’s glossy stainless-steel swinging doors. Nurse Rochelle was glad to be excluded from that meeting, but she was not glad for Tommy and his family.

	 

	 

	***

	 

	 

	
 

	 

	 

	 

	 

	CHAPTER 3

	 

	The Disease

	 

	 

	 

	 

	As soon as Dr. Boyle and Kenneth entered the hospital corridor, they lowered their white cotton medical masks from their faces to around their necks. Both felt a welcome coolness against the saliva residue around their cheeks and chins. In addition to the gooey accumulation, these multi-layer woven cotton masks caused slightly muffled speech that impeded communication and frustrated speakers and listeners alike. They were laundered and sanitized daily by hospital staff to be reused by doctors, nurses, and anybody else who came near patients. In a few years, medical staff would welcome disposable masks that are commonplace today.

	Like the wards, the corridor’s décor was drab and lifeless with unpolished dark gray floors and white plaster walls and ceilings. Other than directional signs mounted on the walls and hanging from the ceiling, the only furnishing was single small, heavily scratched, wood bench against the wall where several such benches had been a few days earlier. They had been taken to the Admissions Department for additional seating in that overcrowded environment. Broad-bladed ceiling fans every 20 feet circulated humid summer air, but their effects were barely noticeable.

	Unlike this corridor’s visual desolation, it bustled with dozens of doctors, nurses, orderlies, and visitors walking by in both directions and at various paces. Carts and similar hospital equipment were wheeled in both directions by white-clad medical staff. Background noises of carts, footsteps, voices, and occasional public-address announcements added to the commotion, bolstered by the usual echoes reverberating off so many hard surfaces.

	Only two people stood still amid this hubbub: a neatly dressed and groomed woman in her mid-40s and a sloppy man in his mid-20s. She wore a firmly pressed white blouse, beige cotton skirt, and matching jacket. Her short brown hair was styled in a teased bubble cut that was fashionable among young women of the period. He wore baggy khaki slacks, a barely tucked oversized blue cotton shirt, and no jacket. Any man in public without a jacket in 1950 was considered undignified, even in hot summer. His curly and sandy blond hair scattered in all directions as though he never combed it.

	“Dr. Bryan Boyle,” Kenneth said, turning his head toward one then the other to introduce them, “this is Glenda McAnn from the Boston Tribune.” 

	“I’m pleased to meet you doctor,” Glenda said with a professional smile as she extended her hand for a businesslike handshake. She was among the few female reporters in America’s 1950s, having acquired the position during the early 1940s while most of the Tribune’s men were overseas battling German and Japanese armies, navies, and air forces. Her inquisitiveness, dedication, and perseverance would have made her a great detective, but she enjoyed journalism. Her writing style was superior to most of the men returning from battle, which enabled her to retain her job and receive choice assignments.

	Dr. Boyle neither felt threatened by women in traditionally men’s roles nor cared about anybody who did. Expecting Glenda to be as qualified in her profession as Rochelle was in hers, he returned her greeting with a politely silent handshake and a brief glance at her face. But he afforded not even a cracked smile because he didn’t want to do this interview in the first place. 

	He then glanced at the young man to her left. His clothing was a few sizes too big as though he had lost considerable weight or he bought it at a rummage sale. His wrinkled shirt billowed from his waist and hung partially untucked in the back. The sleeves were rolled up nearly to his elbows. His shoulders seemed bent downward by a large leather bag slung over one shoulder.

	“This is Kyle, my photographer,” Glenda continued.

	Dr. Boyle acknowledged Kyle with a minimally polite silent handshake and a split-second glance at the utility bag. Photographer would explain his disheveled appearance, Dr. Boyle presumed, because loose-fitting clothing would facilitate frequent contortions for best camera angles. Then the doctor abruptly turned to Kenneth. “I thought we weren’t allowing photos,” he brusquely said, feeling sandbagged.

	“The board is making an exception for this situation,” Kenneth awkwardly replied in response to Dr. Boyle’s obvious annoyance.

	“No pictures of the children,” Dr. Boyle admonished Kyle like a military officer before curtly asking Glenda. “What do you want to know?”

	Opening her reporter’s standard four-by-eight-inch lined notebook and pulling the ball-point pen from the hair next to her right ear, Glenda asked her opening question: “Please tell all about the polio epidemic.”

	Dr. Boyle bristled with impatience. “I don’t have time to tell all about it.” 

	Realizing her error, she rephrased her question: “Please describe it for us.” 

	“It’s massive,” Dr. Boyle responded. “New patients daily. Continually growing patient census. But we’re just a microcosm. Hundreds of thousands of Americans have it. Thousands are crippled. Hundreds die.”

	Glenda briskly turned her notebook pages as she hurriedly jotted Dr. Boyle’s answers.

	“Life Magazine says the polio epidemic is ‘capricious’ and ‘uncontrollable,’” she said as she finished jotting his answers. “Do you agree?”

	“Capricious? Definitely,” he replied. “Uncontrollable? Absolutely not.” He expounded while Glenda wrote feverishly. “The medical profession is unwilling to concede defeat. Scientists, doctors, nurses, and other professionals across the nation are working hard to combat this disease. Canada and Europe, too. Even Australia. We won’t give up.”

	“Official government reports show the epidemic growing from year to year and last year the worst yet,” she stated. Then she looked left and right to nonverbally encompass the entire hospital. “How does this year look?” 

	“We’re still early in the polio season,” he replied, “but it seems a lot like last year. More than 42,000 cases in 1949 – a record – and maybe another record this year.”

	“What exactly is the polio season?” she asked while hurriedly jotting the Doctor’s rapidly spouted data.

	“Usually starting in May and usually over by October,” he explained. “It begins sooner and ends later in warmer regions such as the South.”

	“How many polios do you have?” she asked.

	He bristled. “We call them ‘patients,’ if you don’t mind. And I prefer to think of them as ‘our kids.’”

	Kenneth cringed and squirmed. This interview was even tenser than expected and getting worse. “I’m sure she didn’t mean to be disrespectful,” he said in his effort to unruffle Dr. Boyle.

	The doctor looked at Kenneth with impatience and eyes locked, as if to ask: “Why are you talking?” Then he turned back to Glenda. “Today’s count is 372 and growing daily,” he said with a bit more courteousness and calmness, as though Kenneth was drawing his ire away from her. “Doctors at small hospitals know the gravity of their cases and the limits of their abilities, so they refer their patients to our hospital that has become specialized in poliomyelitis cases.”

	Kenneth immediately interjected: “We can’t speak for other hospitals in this city or any other cities. We can only speak for us.”

	Dr. Boyle gave Kenneth another dagger stare before turning back to Glenda. “This hospital,” he emphasized, “is smothered in it, and we’re hearing the same about everyone else,” as he spitefully looked back at Kenneth.

	Risking more of Dr. Boyle’s ire, Kenneth continued covering bases over these questions and answers. “You’ll have to look into that yourself, of course,” he said guardedly.

	Without looking up as she continued taking notes, Glenda asked how people got polio. 

	“That’s a big part of the problem,” Dr. Boyle replied defensively yet humbly. “We don’t know how it’s acquired or spread, so we don’t know how to stop it. We do know that it’s very contagious. It seems to spread faster in summer. That’s why they close swimming pools.”

	Kenneth squirmed again as he imagined a front page headline blaring: Boston Community Hospital Doesn’t Know. “In this matter,” he told Glenda, “we can only speak generally for the overall medical profession.”

	Dr. Boyle struggled to withhold a response to Kenneth’s steady guardedness. 

	“What’s being done to combat this disease?” she asked.

	“Intensive therapies,” the doctor replied. “Physical, medicinal, hydro, ventilation, comfort.”

	“PR told us we could tour the wards,” she told Dr. Boyle.

	Dr. Boyle turned to Kenneth with the strongest disdain yet, wondering whether this promise was requested or offered. Kenneth nodded to Dr. Boyle in affirmation: “The board approved it.”

	Rather than risk chastising the board, Dr. Boyle judiciously withheld comment. “Did you bring masks for them?” he asked rather sternly, annoyed that this interview was becoming a time-consuming guided tour.

	Kenneth raised two medical face masks for Dr. Boyle to see. Dr. Boyle shook his head in disgust. The guy’s walking all over me, he thought. But he conceded that this was Kenneth’s event, not his.

	“We might as well start here,” Dr. Boyle said as he lifted his face mask over his mouth and nose.

	Kenneth, Glenda, and Kyle donned their medical masks while following Dr. Boyle through the double swinging doors into the Physiotherapy Ward.

	 

	 

	***

	 

	 

	
 

	 

	 

	 

	 

	CHAPTER 4

	 

	The Physical Therapy Ward

	 

	 

	 

	 

	With masks covering their mouths and noses, all four stood just inside the glossy swinging doors of the Physiotherapy Ward as Dr. Boyle explained the situation while Glenda and Kyle stared with awe. A few curious patients watched their unusual visitors.

	“These kids are paralyzed,” Dr. Boyle explained. “We provide physical therapy such as message and heat with varied results. A few – a precious few – will recover some mobility.” 

	Clearly shaken, Glenda asked: “What happens to kids who don’t recover?” 

	“They stay here until their fevers go down,” Dr. Boyle replies, “Then they’re sent upstairs for prosthetic therapy.”

	She and Kyle looked at him curiously.

	“They’re fitted with stainless-steel braces,” the doctor explained, “taught how to walk with braces and crutches, and then sent home.” 

	“And those who don’t recover at all?” she asked while focused on nurses attending their patients.

	“That goes without saying, don’t you think?” he curtly replied.

	“Can we have a picture of you with the ward in the background?” Kyle asked Dr. Boyle.

	“No patients can be recognizable in the photos,” Kenneth quickly instructed before Dr. Boyle could do so. The doctor felt some relief that Kenneth was in tune this time.

	Kyle popped a flashbulb into his flash reflector, held up his camera, focused on the stiffly posing Dr. Boyle, and snapped the photo. “Thank you, doctor,” he respectfully said with a dutiful smile. 

	“How long do these patients stay in this ward?” Glenda asked, still looking at her note pad while speedily taking notes. 

	“That depends on their basic health, the severity of their polio, and their attitudes,” Dr. Boyle explained.

	“They appear very young,” she observed as she looked all around the ward. “Is this limited to children?” 

	“Adults are affected too,” he replied. “They’re in a smaller ward on an upper floor. We’re not sure why it affects children more than adults and boys more than girls.”

	“What’s the curtain wall for?” Glenda asked while looking at a long wall of movable temporary white curtains on the far end of the ward. 

	“Girls are on the other side. We move the curtains as the populations change.”

	“What do these kids do all day in here?” she asked.

	“They lie here and suffer. Headaches. Fatigue. Blahs. Boredom. Some of them talk among one another. Some of them lie silently.”

	“Do they get visitors?”

	“Many get daily visits from family,” Dr. Boyle answered. “Kids from outside the city are visited once a week. A few are rarely visited.”

	“Like purgatory,” Kyle commented glumly.

	“An apt comparison,” Dr. Boyle agreed.

	“Could you show us your hydrotherapy facilities?” Glenda asked.

	Dr. Boyle nodded in agreement, and the four turned and exited the ward.

	 

	 

	***

	 

	 

	“What is that pungent smell in there?” Glenda asked Dr. Boyle while the four made their way through the crowded corridor toward the Hydrotherapy Ward with their masks down.

	“Typical human odors,” Dr. Boyle answered. “Perspiration from summer heat, flatulence, soiled linens, halitosis. A child soils himself, the nurses clean it up, but the odor wafts around. It’s a natural part of any group setting, especially in summer.”

	“We do everything we can to keep up,” Kenneth cautiously added. “It doesn’t result from poor sanitation or hygiene.” 

	Dr. Boyle rolled his eyes at Kenneth’s persnickety guardedness. 

	Glenda took notes as fast as she could while walking alongside Dr. Boyle.

	 

	 

	***

	 

	 

	 

	
 

	 

	 

	 

	 

	CHAPTER 5

	 

	The Hydrotherapy Ward

	 

	 

	 

	 

	Expressions revealed how much more stunned Glenda and Kyle were by the Hydrotherapy Ward than the recovery ward they had just seen, even though its decor was as plain. Each of ten stainless steel tanks was larger than two or three household bathtubs, and each held two or three polio patients sitting on submerged benches. One nurse per tank stood by attending her patients. The noises of hydraulic pumps and warm water swishing and bubbling were overwhelming. The heat and humidity were worse than tropical. Medicinal and chlorine odors irritated nostrils and eyes, even with windows wide open.

	“Hydrotherapy helps patients recuperate from temporary paralysis by strengthening damaged muscles,” Dr. Boyle explained like a skilled docent as the four masked visitors approached one of the hydrotherapy tanks. “The warmth improves blood flow and helps loosen the muscles. The buoyancy facilitates movements.” He paused to let Glenda catch up with her note taking. “The temporary freedom from restrictive braces, canes, crutches, and wheelchairs is psychologically beneficial, too, as is the promise of permanent freedom from such.”

	“Which patients get this treatment?” she asked.

	“Patients with the greatest promise,” he replied, “until they regain enough muscle strength to move normally, or at least as close to normal as can be achieved.”

	Picking up a loose-leaf notebook from a shelf on the wall, Dr. Boyle showed Glenda how patient performances are monitored, recorded, and compared. “It can go from daily to every other day to twice weekly, and so forth, depending on their progress.”

	Kenneth elevated his arm across the camera as Kyle raised it for a photo of Boyle and his folder. Kyle backed off. As a news photographer, he was accustomed to finding boundaries by pushing forward and being pushed back. Dr. Boyle observed the incident with contentment. He was glad he didn’t have to scold this nervy photographer.

	“How long does hydrotherapy last?” she asked in follow-up to Dr. Boyle’s answer. 

	“Anywhere from days to weeks depending on the patient and the degree of paralysis,” he said. “Much longer with stubborn cases.”

	Starting a new page in her notebook, Glenda asked about the effectiveness of Sister Kenney’s hot-compress treatments. 

	Sister Elizabeth Kenney was a world-famous Australian nurse who developed polio therapies counter to conventional wisdom. Starting in the 1920s, she strenuously and consistently emphasized the need for exercising disease-damaged muscles instead of immobilizing them with splints as was common in Australia, Europe, and the Americas. Medical professionals vilified and ostracized this unaccredited nurse because she had claimed more success than they could reliably report in a clear threat to their integrity. A 1946 movie with a popular Hollywood actress had generated widespread public support and was still fresh in people’s minds. No matter, she was still disdained by the medical profession. But frustration with the vexing and growing polio epidemic combined with public pressure was causing some medical professionals to at least try her methods.

	“Sister Kenney’s hot-compress therapies are unproven,” Dr. Boyle said. “They seem to be effective in some facilities and not others. She isn’t a trained doctor, so she’s not taken seriously, but the public has accepted her as legitimate, especially after the movie was released. Her therapies are as good as any others in their minds.” 

	“Is Boston Community Hospital using her therapies?” Glenda persisted.

	“We tried them in response to public pressure,” he replied, “but the results were not conclusive.” 

	“We’re not opposed to her,” Kenneth clarified in deference to this popular activist. “We just didn’t get the same results.”

	Dr. Boyle glared at Kenneth. “That’s what inconclusive means.”

	Kyle asked Dr. Boyle for another picture, and he reluctantly agreed. 

	“Could you lower your mask for this shot?” Kyle asked.

	“Not in here,” Dr. Boyle sternly snarled. “The story should be about the disease, anyway, not about me.” 

	“We’re trying to put a human face on the medical profession’s fight against this disease,” Glenda explained after Kyle snapped the photo of the masked Dr. Bryan Boyle.

	“And you won’t allow pictures of the patients,” Kyle added.

	Seeing Dr. Boyle’s growing annoyance and impatience, Kenneth changed the subject by asking him to show Glenda and Kyle the Respirator Ward. But this request prolonged the guided tour to Dr. Boyle’s increased displeasure. The four exited the hydrotherapy ward quietly. This time, the doctor chivalrously held the door for Glenda and allowed it to swing back on Kenneth.
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	CHAPTER 6

	 

	The Respiratory Ward

	 

	 

	 

	 

	Glenda and Kyle stood still like ice sculptures while their eyes panned left and right in their frozen faces. The usually undaunted journalists were rendered immobile and silent by rows and rows of noisy machines lined up parallel to one another in this expansive ward like cars in a parking lot. Shiny cylindrical tubes resembling household hot-water tanks lay sideways on spindly legs chest high to an average adult. There seemed to be a hundred of them from this viewpoint. The constant humming and hissing from each machine created a steady cacophony of random noises that presented bizarre buzzing from cyclical harmonics every few minutes. About ten nurses moved from machine to machine, inserted their arms into gloved openings on the sides for a few minutes, and then moved to the next machine in the row.

	But the machines and their noises were not what stunned Glenda and Kyle. Tiny hairy heads sticking out from the fronts of these odd machines, their necks tightly surrounded by rubber or fabric, were young human beings with nothing to do but lie flat on their backs and cope with intense and unending boredom. 

	“Chest-paralyzed patients are forced to inhale and exhale by air pressure cycles inside the chambers,” Dr. Boyle explained. “Reciprocating pumps draw air out to reduce the pressure, which causes the chest cavity to expand, thus drawing oxygenated air into the lungs. The pumps then push air back inside, causing the chests to compress and force carbon dioxide out of the lungs.”

	Glenda struggled to keep up with her note taking while Kyle watched nurses attending to the machines and the patients within. 

	“They perform their life-saving work nonstop throughout the days, nights, weeks, and months,” he continued in a metaphorical drone. “These machines are the only hopes for paralyzed victims who can’t breathe by themselves.”

	The pump motors caused a continually pulsating yet unsynchronized rhythm throughout the room, and their resultant air movements caused repeated in-and-out hissing, all of which seemed to meld into one constant background noise. The unending noises echoing around the hard-surfaced walls, ceilings and floors created a cacophony exceeded only by Boston’s subway at rush hour.

	Glenda and Kyle were too mesmerized by these imposing machines and their patients to notice that Dr. Boyle had begun walking down the aisle explaining his iron-lung ward. Noticing the stuck positions of his guests, he turned around and waited impatiently.

	“This is genuine boredom in its deepest and darkest sense,” he repeated loudly as Glenda, Kyle and Kenneth caught up with him. “These kids lie here on their backs all day with absolutely nothing to do. All day, all night, all week, on and on.”

	Still stunned, Glenda stoically asked how these machines operated and accomplished their objectives. 

	“I can’t hear you,” Dr. Boyle shouted over the noise. Glenda repeated her question loudly.

	“They’re officially called ‘negative pressure ventilators’ and sometimes ‘tank respirators,’” Dr. Boyle explained at high volume. “They were
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