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The Cripples

I could neither run properly on the springboard

nor jump properly onto the wooden vaulting block . . .

—Marc Shell

Twelve-year-old Peg Kehret received a bag full of get-well cards and notes 

from her classmates while in a Minnesota hospital recovering from infantile 

paralysis in 1949. As she read them, she felt removed from her classmates.

I had the strange feeling that I was reading about a different lifetime. The other 

kids were upset about such unimportant things . . . Now none of this mattered. 

I had faced death. I had lived with excruciating pain and with loneliness and 

uncertainty about the future. Bad haircuts and lost ball games would never 

bother me again . . . I put the letters aside, knowing I was changed forever.1

Kehret had become the “other,” and she was not alone. In the United States, 

the “annual incidence of poliomyelitis reached a high during several epi-

demic years in the 1930s and 1940s of more than 10,000 paralytic cases . . . 

[In] almost half of these the muscle weakness subsided within six months or 

more and was not the cause of serious disability.”2 This still represented a 

sobering figure. For many, the child disabled by polio and the iconic “Tiny 

Tim,” Dickens’s sweet, young, and vulnerable character, became one and 

the same.3 For others, their mere presence produced a sense of revulsion, as 

we have seen. Those who attempted to cling to their previous, normal lives 

experienced a complex mixture of shame, embarrassment, and overachieve-

ment. This virus aroused deep emotions and constructed new, enduring real-

ities. And young women discovered a redefined femininity.

The school, in many ways, served as center stage for this intense social 

drama. More than any other institution, it exposed children to the public expe-

rience of living with the altered self; it glaringly displayed their disabilities.4 

They had to resume their education, or so it would seem. State compulsory 
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attendance laws mandated it. Its policies and architecture, as well as educators’ 

and students’ perceptions, catapulted them into the disabled world. How, 

then, did school administrators respond? Teachers? Peers? Did they reflect the 

feelings of the public at large; that is, a mixture of pity and rejection?

School Days

The schooling experience, both the institution and its social milieu, rei-

fied disability. The physical plants themselves presented one obstacle after 

another to children with disabilities. Administrators focused on efficiency, 

moving pupils through the system as smoothly and cheaply as possible. Vir-

tually untrained in special needs approaches, teachers felt inadequate when 

they were confronted with pupils with disabilities. Students viewed their 

readmitted companions differently, now through the lens of disability. Peer 

relationships changed as a result; students responded in countless ways to 

their presence, ranging from pity to insensitivity. The realities of children dis-

abled by polio offer unique insights into the roles of school administrators, 

teachers’ perceptions and actions, and peer reactions; that is, a side of public 

schooling we have rarely seen.5

Public school officials rarely welcomed children with disabilities. Members 

of the Cambridge, Massachusetts, school committee in 1885 barred John A. 

Watson from attending school, because of mental and behavioral disabilities 

that allegedly disrupted the school. The state court ruled in the committee’s 

favor when his parents filed suit. In 1919, the Antigo, Wisconsin, board of 

education refused to admit Merritt Beattie as a student, a thirteen-year-old 

child with physical and speech disabilities. School authorities claimed that his 

appearance both depressed and nauseated his classmates and that his needs 

demanded too much of his teacher’s attention, namely at the cost of his 

peers. Local and state courts upheld that board’s decision when Merritt’s 

father attempted to file an appeal.6

Through the first half of the twentieth century, school administrators 

responded in a variety of ways to students affected by infantile paralysis who 

wanted to return to school. In the 1940s, as physicians at the Orthopedic 

Clinic of New Haven Hospital discharged patients, hospital personnel sent 

letters to their school principal or school nurse, designating part-time or 

full-time attendance as well as excusing them from physical education class. 

However, some schools refused to even readmit them. Following six-year-

old Clara Yelder’s treatment at Tuskegee’s Infantile Paralysis Center, the 

local public school superintendent refused to re-enroll her, thereby ending 

her formal educational experience. Robert C. Huse felt completely unwel-

come: “When I applied for admittance to high school the principal had said 

he was doubtful it would work . . . It was obvious he did not want the 

responsibility of my being there.” If readmitted, generally speaking, the only 

building preparations administrators made consisted of relocating all classes 

to the first floor. Michael W. R. Davis found his neighborhood Louisville 

school to be completely unresponsive. He had to continue his daily hot pack 
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treatments every morning at home and needed to continue to visit the hos-

pital’s physical therapist. His school’s principal proved too inflexible to alter 

the daily schedule in any way for him. His parents instead had to enroll 

him in a local private school that accommodated his fragmented attendance. 

By October, the morning hot pack treatments stopped, and he was able to 

attend a half-day for five days a week. His treatments became less frequent 

by January, allowing him to attend school on a full-time basis. Susan Rich-

ards Shreve had completed fifth grade in 1950, just before her parents drove 

her to Warm Springs, Georgia, from Washington, DC. The fact that it was 

a Quaker school proved to be significant, because, she stresses, “unlike the 

public schools,” it accepted “handicapped children.” On the other hand, Mia 

Farrow’s school appeared to be quite accommodating. She only attended 

school for half a day for a semester because of fatigue and then returned full-

time the next semester.7 No consistent school policy existed.

Siblings occasionally paid a price. Shelby Sigmon, age four, contracted 

poliomyelitis during North Carolina’s 1944–45 epidemic. Her sixteen-year-

old sister, Clara, visited her daily at the Hickory emergency treatment center. 

Clara’s high school principal, fearful of her being a possible carrier, ordered 

her to his office and gave her an ultimatum: stop visiting her younger sister 

or quit school. Clara chose her sister over her formal education.8

In the most extreme instances of flexibility, public high school administra-

tors arranged for teachers to send lessons home to students after hospitals 

had discharged them. Even this was not always the case, however. Regina 

Woods, already a tenth-grader in her rural Kentucky high school, fell ill at the 

age of thirteen in September 1952. The school district refused to provide her 

with home instruction after her lengthy hospitalization. She appealed, but to 

no avail: “I wrote a letter to the school board, which, I was told, brought 

tears to the eyes of those in attendance. The press became involved, but 

authorities refused to budge, saying that there simply was not enough money 

to finance home instruction.” This forced Woods to complete her remain-

ing three years of high school education in an unorthodox manner, earning 

graduation credits through correspondence courses. These were often adver-

tised on the inside covers of matchbooks. Those interested in pursuing their 

education in this manner paid a fee and then received and returned lessons 

and examinations through the postal system.9

In sum, while some school leaders completely barred students disabled by 

this disease, others integrated them into the daily routine but remained intran-

sigent regarding their schedules and removed few, if any, physical barriers. 

Still others admitted them but segregated them within the building or simply 

transferred them to separate facilities. When he eventually returned to school, 

Richard Owen discovered the meaning of such segregation: “Mostly the chil-

dren who had polio were put off in crippled children’s schools. So there was 

nobody with a visible physical handicap in any school I had ever attended.” He 

alone used braces and crutches that provided awkward mobility.10 He clearly 

stood out. Finally, a very few administrators made special arrangements. But 

this was not the only challenge faced by students with disabilities.
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They attempted to resume their formal schooling but recognized that 

their childhood and adolescent periods had changed in fundamental ways. 

Simple mobility required incredible effort and consumed considerable time 

and energy. Transportation to and from school proved cumbersome. After 

her initial surgical procedure, at the age of six, young Kay Brutger left the 

hospital largely immobilized in a large and bulky plaster cast. Yet, according 

to her recollections, she had to somehow continue her schooling: “My mom 

had to deliver me to and from school in a baby buggy . . . that was quite 

embarrassing.” She faced physical barriers as well: “I had to use crutches to 

get around the school, and that wasn’t easy.” But Brutger found sympathetic 

peers: “The kids never made fun of me and generally included me in what 

they were doing.” After a third surgical procedure that left her in a body cast, 

the school sent a home teacher in order to continue her education. Once she 

had recuperated, Brutger completed her senior year of high school by taking 

a taxi each morning. She took another cab after school to go to the hospital 

for outpatient physical therapy, after which her father drove her home. A spe-

cial bus, with a hydraulic lift, literally picked up Ruth E. Frischer and some 

other high school students, but it took two hours to travel each way in 1950s 

New York City.11

Architects designed public school buildings for students without dis-

abilities. No ramps existed, making the typical facility virtually inaccessible 

for those who used wheelchairs. Likewise, those structures lacked elevators 

that could allow them to easily move between floors. When young Robert 

Huse returned to his primary school during the 1930s, he discovered how 

the lack of these accommodations made life extremely difficult for him. The 

custodian carried him up and down the stairs four times a day, while class-

mates vied to carry his crutches. Huse recognized this as a money-making 

opportunity, selling this privilege for two cents per crutch. It proved to be 

highly lucrative for him until his mother discovered his scheme and quashed 

it. He fell and was injured when his crutches slipped on a wet spot in the 

hallway. Frustrated, Huse quit school and opted for home tutoring. He pro-

gressed much easier, “functioning in a more conducive environment free of 

structural and social pressures.” The situation did not improve for him in 

his Lowell, Massachusetts, high school. Relying on braces and crutches for 

mobility, Huse always arrived late for his classes at the three-story facility. 

Stairs and long distances between classes delayed him, while crowded hall-

ways impeded his progress; invariably this congestion caused a crutch to be 

accidently kicked out from under him. Out of frustration, he quit after two 

weeks: “From the beginning, it was apparent it could never work . . . No one 

checked to see how it was going for me. No one ever offered any suggestions 

as to how the problems might be solved.” His parents transferred him to a 

small private school; nevertheless, he recalls, “no concessions would be made 

because of my ‘condition.’”12

David Kangas had to complete his last two years of high school after leav-

ing the hospital. In an era that lacked mandated adaptations, he too faced 

many physical impediments. Kangas used a wheelchair, and he recalls how 
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he required a great deal of assistance from his classmates to attend classes: 

“There were no elevators, so in order to get to the upper floors, a crew of 

several students would have to grab my chair and lift me up the steps.” Kan-

gas, a former high school athlete, felt helpless: “I just had to face up to the 

fact that it was the only way I was going to get up to those other classes and 

continue with my schooling. For the most part, the guys who helped me 

were quite willing to do it, but I sure didn’t like it.” School administrators 

rescheduled some classes for him so he could remain on the first floor. They 

also assigned a student monitor. Finally, he found it extremely difficult to 

attend that high school’s informal functions.13

These students battled many other imposing architectural challenges. 

Richard Owen, who wore a leg brace, found these buildings dangerous at 

times: “I had to climb a rather long flight of stairs without a railing, which 

was pretty scary.” He continues, “I think it was such a strange event for them 

because it was unusual for a child, with a physical disability as severe as mine, 

to be integrated in a regular classroom. I came back to a group of people who 

had known me, and here I was on two crutches and lugging a fifteen-pound 

brace with me.”14 Arvid Schwartz recalls that administrators at his four-story 

high school made no changes whatsoever for him: “We had two minutes 

between bells and classes, and I was expected to get from the bottom floor 

to the top floor in the same two minutes as everybody else.” Some classmates 

willingly carried his books.15 He was lucky, as another student remembers 

a distinctly different experience: “Every morning I put on my leg braces, 

took my crutches and walked a mile to school. When I got to the building 

the boys were waiting for me at the top of a long flight of stone stairs. They 

would yell and throw garbage at me during the fifteen minutes it took to 

climb those stairs.”16 The school’s physical plant also destroyed any intimacy 

for students with such disabilities. They often needed assistance to use the 

toilet at school, since none had been appropriately equipped. This proved to 

be embarrassing for them, as a designated adult or peer stood nearby, waiting 

for them to finish.17

However, overcoming readmission hurdles, complex transportation 

arrangements, and architectural obstacles did not necessarily translate 

into academic success: Whatever fate they faced was ultimately predicated 

on teachers’ attitudes about and expertise with disabilities. And teachers 

proved, for the most part, to be wholly insensitive and ill equipped. After 

a serious disciplinary infraction, Shreve’s fifth-grade instructor announced 

to the class, “We all know that Suzie Richards [Shreve] has caused a lot 

of trouble this year. But we must feel sorry for her because she has a 

crippled leg.” In another case, a teacher assigned a twelve-year-old female 

student disabled by polio to a chair, leaving her to sit there isolated and 

neglected all day.18 No class revealed disability more than physical educa-

tion, where many faced certain defeat because they usually had to take 

part in the regular routine and exercises. For Marc Shell, this represented 

a disaster when it came time for him to perform a gymnastics activity: “I 

could neither run properly on the springboard nor jump properly onto the 
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wooden vaulting block that my classmates called the pommel horse.” As a 

result, that instructor severely penalized him: “One failing grade was for 

the physical subject itself (because I did not do the jump) and the other 

was for my psychological effort (because I had not tried hard enough). I 

was ashamed of myself.”19 Humiliation in the gymnasium became a com-

mon experience.

Children disabled by poliomyelitis had quite uneven education experi-

ences. Obtaining any formal education meant subjecting themselves to the 

prerogatives of local school authorities, overcoming transportation and 

architectural barriers, and dealing with ill-prepared classroom instructors. 

Dumping these students into special classes and schools represented a simple 

option for educators, washing their hands of the whole mess.

Segregation

Barb Johnson’s kindergarten teacher attempted to remove her from contact 

with normal students: “They wanted to put me in special education, and it 

wasn’t special education for kids with physical handicaps. I would have been 

segregated off into a classroom with mentally handicapped children. I guess 

they thought that since I was physically handicapped, I must be mentally 

handicapped as well.”20 Johnson’s perception is correct, as disability experts 

Sharon L. Snyder and David T. Mitchell insist: “Physically disabled people 

presented the visible markers that presumed inferior intelligence.”21 This 

constituted a common notion as special education in general, and schooling 

for children with physical disabilities in particular, unfolded during the first 

half of the twentieth century.

The latter followed a common pattern, as it began with private endeavors. 

The Industrial School for Crippled and Deformed Children (later Cotting 

School) opened in the basement of Boston’s St. Andrew’s Parish House, 

accommodating seven children in 1894 as the first private day school for 

children with physical disabilities in the United States. Its founders based it 

on European prototypes in Denmark, Germany, Norway, and Sweden and, 

according to its 1906 report, conceived of its purpose as a “free school to 

promote the education and special training of the crippled and deformed.” 

This proved necessary since some institution had to compensate for, its offi-

cial history proclaims, the “cultural and architectural barriers as well as lack 

of good teacher and administrator training” in the public schools. It used 

adjustable desks and chairs that moved to different heights and angles. This 

school also supplied metal and leather apparatuses to allow children to use 

utensils in order to learn to feed themselves. It grew steadily, and by 1911 

the school owned its own building and housed one hundred students while 

it continued its policy of free tuition, hot lunches, and transportation. The 

following year it added an open-air classroom, expanding again in 1926 with 

a new building extension; it doubled enrollment, offering more extensive 

vocational education programs. Finally, it maintained a racially integrated 

student body from its inception.
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Cotting School functioned as a full-service institution. Every day from 

9:00 AM to 4:00 PM, the primary and grammar departments provided age-

graded manual training in basketmaking, carpentry, needlework, shoemaking 

and repair, typesetting and printing, and weaving, as well as prepared them to 

make cane seating. As soon as they were deemed proficient, they received pay, 

its 1906 report claimed. This school also provided medical services through 

the hiring of a full-time nurse. Volunteers from a nearby gymnastics school 

provided some low-level physical therapy through massages.

A girl disabled by infantile paralysis at age two and barred from the public 

schools entered Cotting at age sixteen in 1919. She was the first, but other 

children disabled by this disease followed; they eventually made up a large 

portion of the enrollment. The Department of Physiotherapy by the 1930s 

emphasized massages for these students. One staff member was in charge, 

with the help of fifty assistants, generally female graduate interns from Bos-

ton’s universities. The school’s medical committee also visited “regularly” to 

monitor the patients’ progress. By 1948, the school had installed ascending 

and descending stairs to help patients learn to walk with their leg braces.22

In nineteenth-century Pennsylvania, the separation of children drew on 

an explicit “benevolent” impulse to do what was best for children with dis-

abilities, as well as an implicit perception based on a conviction of inferiority. 

These dichotomized attitudes coexisted well into the twentieth century: “The 

presence of two groups of teachers instead of a single group trained to teach 

all children seems to reflect the belief that two different groups of children 

existed. Indeed, parallel systems of education, instead of a single one created 

to deal with all children, appeared to acknowledge that physical status is a 

legitimate differentiating criterion.” While early twentieth-century observers 

saw special education as nondiscriminatory, it in fact was discriminatory.

Progressive school reformers moved most children with disabilities from 

private to public schools. State compulsory attendance laws, a consequence 

of Progressive education initiatives, forced public school administrators to 

respond not only to increased enrollments but also to profoundly different 

types of students. Two reasons, one rational and the other subjective, explain 

this phenomenon. First, advocates asserted that these students needed spe-

cial care: “Because their schooling was looked upon as a medical process, 

handicapped children were frequently considered to be sick. In this circu-

lar fashion, designating these children as patients and their education as a 

therapeutic measure both justified and engendered segregation.” Second, 

separation resulted from the dominant social perception of disability: “At 

the time, and for many decades thereafter, however, any handicapped child 

could be kept out of an integrated class by the personal beliefs or wishes of 

school administrators.”23 Personal bias could, and often did, trump the best 

stated intentions.

The 1916 poliomyelitis epidemic exacerbated this challenge: how to edu-

cate unprecedented numbers of “crippled children.” According to a 1918 

federal report by the Bureau of Education, however, instruction provided to 

children with disabilities occurred solely in large urban areas and appeared to 
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be somewhat uneven across the spectrum of private and public institutions. 

As this report noted, students disabled by this virus “constitute the bulk of 

the enrollment in a class for crippled children, and they usually stay in the 

special classes for a good many years before they are able to go to regular 

classes. Many of them are never able to attend school except in special classes 

for cripples.” In Chicago, students disabled by infantile paralysis accounted 

for 50 percent of the enrollment in such classes. Children disabled by bone 

tuberculosis represented an additional 25 percent, and those born disabled 

or who had suffered an accident accounted for the final 25 percent.

School districts undertook a variety of institutional adaptations, albeit 

limited ones. “From 1910 to 1930 there was a huge spurt . . . in the num-

ber and type of special classes that were formed.” Boston became a leader 

in 1941with 141 such offerings. Cities especially created special classrooms 

and buildings, but only at the elementary level.24 Parents had to initiate the 

admissions process, seeking permission to enroll their children in school. The 

school district’s medical department then evaluated each case to determine 

if the child qualified; the medical staff did not admit all students. Moreover, 

these education programs, regardless of location, maintained low social and 

academic expectations. Educators shortened the school day to avoid over-

taxing the students and often instituted rest periods, actually mandated for 

New York City’s “children with bone tuberculosis.” The curriculum always 

focused on practical skills, such as bookkeeping, fabricating metal, knitting, 

making artificial flowers, repairing shoes, sewing, typing, weaving rugs, and 

woodworking.25

Separate school buildings, according to that same 1918 Bureau of Educa-

tion report, represented another approach to educating children with dis-

abilities. Four such facilities existed in the United States. Only two of these 

were public: Chicago’s Spalding School for Crippled Children and Cleve-

land’s Wilson School. They featured permanent ramps for easy access and 

exit as well as to facilitate evacuation during a fire, and all classrooms, plus 

the auditorium, kitchen, nurse’s office, and toilets, were located on the first 

floor. As early as 1924, Spalding had Hubbard tubs to exercise paralyzed 

polio patients. Chicago eventually created a number of such special schools. 

For instance, the remodeled Fallon School, with upgraded equipment and an 

on-duty nurse, housed 107 students during the 1917–18 school year. There, 

they only learned vocational skills. And the rationale for these institutions 

shifted, marking a profoundly different outlook. Charity had represented 

the impetus, as the superintendent stated in his annual report: “Sentimental 

reasons were responsible for the provisions originally made for the crippled 

children in the City of Chicago.” During the early twentieth century, a new 

outlook drove support for these institutions. Relying on a human-capital 

approach, with a combination of vocational education and “physical recon-

struction,” ensured that they did not “grow up as mendicants” and were 

“thus saved for lives of usefulness.” The newly expanded Spalding School for 

Crippled Children enrolled 352 children during the 1917–18 school year. 

According to its annual report, “about one-half of the children are paralyzed 
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as a result of infantile paralysis and approximately one-third have tuberculosis 

of the bones.” In addition to the usual classes for low-level jobs, they also 

were given “corrective gymnastics.”26

By the late 1930s, the Chicago public school district offered an array of 

special schools and classes at the elementary and secondary levels that encom-

passed outreach efforts as well. Four “elementary schools for crippled chil-

dren” existed, with children physically disabled by poliomyelitis making up 

23 percent of enrolled students, the second largest group. Designed by dis-

trict officials, the facilities for these children included an “electronically oper-

ated steel door in the bus entrance.” The facilities were equipped with cots 

and mattresses, sun lamps, and swimming pools. Physicians visited regularly, 

while nurses remained on the premises. The curriculum had been adapted for 

them too, because it was perceived that they would immediately enter the 

workforce after they left school. To this end, it offered them vocational skills 

such as cooking classes, electrical wiring, “home mechanics,” and plumbing. 

Moreover, Chicago’s public education system provided two “high schools 

for crippled children” that enrolled 430 students, though attendance proved 

erratic because of the need for treatments at clinics. These buildings main-

tained a staff of physiotherapists, while teachers emphasized the usual voca-

tional skills, like bookkeeping and typing. Finally, Chicago founded its first 

hospital school in 1912. Some twenty-five years later, the district operated 

three such programs based in existing hospital and convalescent institutions. 

Twenty traveling teachers worked with children in an additional five hospi-

tals, educating an average of five hundred students a month. They ensured 

literacy through individualized instruction and remedial lessons. Chicago’s 

public library also delivered books to hospitalized children to read. That 

public school system thus adapted to the needs of children with disabilities. 

As the district’s superintendent reasoned in 1939, “Hospital schools prevent 

leakage in education. School activities during a period of hospitalization pre-

vent failure and demotion upon returning to school.” This policy seemed to 

provide instructional continuity. When children were hospitalized, instruc-

tors collected and maintained their school records; when a child left the hos-

pital, the instructors returned the records to the school, along with progress 

reports.27 Chicago offered children with disabilities typical vocational train-

ing, since their futures, in the true American spirit, involved working to avoid 

being dependent on charitable gifts.

Although it had been renamed the Spalding School for the Physically 

Impaired, the human-capital principle endured there. Chicago’s public edu-

cation system trained these students so that they did not feel, as the super-

intendent’s report for the 1930–31 school year proclaimed, that the “world 

owes them a living.” These “fine youngsters,” the report continued, “are 

striving to develop themselves in spite of their handicaps.” The rationale 

for Chicago’s special schools changed. Although pity originally drove their 

inception, supplanted by human-capital theory by World War I, some twenty 

years later, yet another shift was evident, this time driven by a “special phi-

losophy.” As the superintendent’s annual report for the 1938–39 school year 
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articulated it, “They are taught to accept their handicaps philosophically, to 

overcome them if possible, to rise above them, and to triumph in spite of 

them.”28 This indicated an internalization of positive values regarding dis-

ability. Any problems that individuals had with coping emotionally, finding 

a job, or dealing with other social and physical barriers resided only within 

themselves. This can-do attitude, it was asserted, could overcome any obsta-

cles. By placing such responsibility on the individual, biased attitudes and 

physical impediments in society could be easily overlooked, which of course 

failed to address root problems.

But another, more fundamental deterrent existed that subverted this glib 

creed. In truth, the triumph over the effects of this disease would remain lim-

ited because of its physical toll. A 1961 survey of 806 individuals with long-

term disabilities caused by polio revealed that “29 percent of them could not 

feed themselves; 31 percent could feed themselves with assistance devices; 

83 percent could not get dressed by themselves; 32 percent could not write; 

40 percent could not get from bed to wheelchair without help; nearly 50 

percent could not propel a wheelchair by themselves.”29

In many ways, all of these schools operated as extensions of the hospital. 

Boston’s Industrial School for Crippled and Deformed Children and New 

York City’s Crippled Children’s East Side Free School operated as semipri-

vate institutions; in the latter, the public school district supplied all of the 

teachers. And those districts had adapted these buildings by installing eleva-

tors. Of all of these institutions, New York City’s Free School maintained the 

most elaborate medical staff. This included a visiting orthopedic surgeon, 

who, with the aid of an assistant surgeon and nurse, held weekly clinics at 

the school to adjust braces and set plaster casts, among other treatments. A 

staff of nursemaids also bathed all of the students twice a week. Finally, the 

school sent members of this medical staff to the children’s homes for addi-

tional attention. Chicago’s Spalding School provided dental and vision care, 

while Cleveland’s Wilson School relied on an “orthopedic nurse” to manage 

children’s care, beginning at hospitals, visiting their homes, monitoring their 

progress at convalescent centers, and treating them at schools. A “physical 

culture” instructor visited the Wilson School three times a week to massage 

the children and oversee their “gymnastic exercises.”30

Students disabled by infantile paralysis endured segregated schooling 

from the beginning. Hospital physicians, as they discharged them, usually 

advised that parents enroll them in a special or handicapped school. To rein-

force this notion, some public school authorities, as we have seen, refused 

to readmit these returning students, assigning them to a special facility that 

served children with physical disabilities. Segregation continued to expand. 

“By 1930, sixty-six cities had special classes and/or special schools for handi-

capped children.”31 Yet the majority of those with orthopedic disabilities 

remained excluded. “Rehabilitation professionals favored educating them in 

more ‘appropriate’ settings such as hospitals. Moreover, public resistance to 

educating them at all, whether in special or general classes, seems to have 

intensified during the 1930s. Those allowed entry were often stigmatized.”32
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Segregation exacerbated disability. Administrators and teachers used spe-

cial classes to purge unwanted students, physically isolating them from their 

peers. “Children were totally segregated—although in the same building, 

they entered and left school at different times and were kept apart at recess.” 

Their classrooms were also located in dank basements and converted closets. 

There, they became the charges of, generally speaking, poorly trained per-

sonnel. “Conditions were deplorable; children struggling with different con-

ditions were lumped together, and no real effort was made to teach them.” 

This led to “social rejection and stigmatization.” At best, special education 

classes served primarily a custodial role.33

In sum, a clear system of differentiated yet limited educational opportuni-

ties unfolded for these students during the first half of the twentieth century, 

albeit relegated to urban areas. This of course largely ignored the needs of 

their counterparts who resided in small towns and rural areas. Presuming 

that they could even attend their local educational institutions, they had to 

fend for themselves in school environments that offered virtually no assis-

tance. Ron Zemke represented an exception. He attended a rural one-room 

schoolhouse during his elementary years, and in that intimate setting, neither 

his teacher nor his peers saw him as a student with disabilities. He played 

softball at recess by hitting the ball and crawling to first base on his hands and 

knees, which his classmates found perfectly acceptable.34

New Identities

Education transcended the formal administrative structure and instructional 

practices of public schooling: social attitudes toward children disabled by 

poliomyelitis created the most serious obstacles. As soon as school administra-

tors in Virginia, Minnesota, learned that thirteen-year-old Charlene Pugleasa 

had been rushed to the hospital, they removed the contents of her locker to 

be incinerated and then fumigated it and burned her desk. Naturally, when 

these students returned, their actual physical presence proved to be embar-

rassing or created discomfort. Peg Kehret’s friends visited her at home after 

she had been discharged from the rehabilitation facility. She felt more like a 

curiosity than a chum: “My friends took turns coming, but the visits seemed 

strained . . . they could not help staring at my walking sticks . . . they wanted 

to hear what it was like to have polio . . . I felt like a freak in a sideshow, 

valued only because I was different.”35 In the public realm of disability, the 

seer and the seen exist. “The dominant mode of looking at disability in this 

culture is staring.” This action, according to disability historian Rosemarie 

Garland Thomson, shapes “the social relationship that constitutes disability 

identity and gives meaning to impairment by marking it as aberrant.” The 

gawker is “normal”; the individual with a disability is not. This represents an 

act of “exclusion from an imagined community of the fully human.”36 Lenny 

Kriegel, with his braces, summarizes his reintroduction into community life, 

after returning from a two-year hiatus at a rehabilitation facility, as a “spiri-

tual lynching.” People stared continuously on the street, at his synagogue, 
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and in other social settings. “Those eyes hurt—fool, clown, whimperer for 

their wonder, that’s what I was.”37 Physical disabilities conveyed a power-

fully negative connotation, one deeply ingrained in human existence; people 

historically shunned, ridiculed, or isolated such individuals. This, of course, 

extended to school peers.

Children with disabilities failed to meet the given social standard, one 

that became especially embedded in the reality of schooling. First, in for-

mal social situations, their physical appearance, from the bulky shape of 

orthopedic shoes to the pronounced metallic clink of leg braces, signaled 

that they were different. Second, their inability to participate in socially 

oriented recess activities like baseball, jump rope, and tag limited their 

informal peer-interaction opportunities; play thus became an isolated, indi-

vidual act. Third, peer associations shifted. Pre-polio friends rarely, if ever, 

remained the same. This transformation proved to be gradual but nonethe-

less emotionally unpleasant. James, who contracted polio in 1949, discov-

ered a lonely social world when he returned home. His previous chums 

no longer wanted to visit him. When his mother intervened, it only made 

matters worse: “Mom bribes them to keep me company and they come for 

my toys, not for me. When they come to my front yard, they come for the 

freak show. There is no admission charge to play with the freak. And after 

you play for a while you can hit the freak in the head with a baseball bat 

or steal some of his toys. The freak has so many toys no one will notice.” 

Classmates at the “handicapped” schools often became stand-ins. Still, the 

regular and frequent rhythm of prepubescent as well as adolescent social 

interactions deteriorated into random and scheduled weekend visits with 

other children disabled by infantile paralysis who did not necessarily reside 

in the same neighborhoods.38

Divergent experiences unfolded at the primary and secondary levels. 

Generally speaking, elementary students found a modicum of acceptance 

and comfort. That school’s social world shaped the self-identity of younger 

children who, because of their youth and naiveté, appeared to be quite 

oblivious to their disabilities, as did their peers. Some disabled by infantile 

paralysis became “celebrities,” with crutches attracting the playful curiosity 

of classmates.39 Seven-year-old Robert Huse’s wheelchair became the source 

of adventures for his friends, whose goal it was to see how many of them 

it could convey, as he gleefully proclaims: “The wheelchair, it was quickly 

determined, could hold five, and in a pinch six kids. One over the axle of 

the smaller back wheel, on each arm, one on the foot rests, and one in the 

lap of the operator.”40 Joan Headley, who contracted polio at a very young 

age, represents a unique case, moving from a state of unawareness, or even 

innocence, to stark realization. In elementary school, she remained totally 

unaware of her limp. She even stood in line to receive the polio vaccine at her 

school. She describes her epiphany: “The little boy standing next to me said, 

‘Why are you taking this?’ I looked at him and thought, ‘Why shouldn’t I?’ 

Then all of a sudden it occurred to me: all this fuss was for something I had 

had—and it didn’t even hit me.”41
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Less tolerance characterized the secondary school setting. That level of 

education operated more and more, through the first half of the twenti-

eth century, as the time and place for adolescents to shape and ultimately 

define themselves, sometimes through a painstaking process. Social rejection 

haunted them; acceptance, as an elusive goal, mocked them. This proved 

especially difficult for those with disabilities, since “social relations between 

the disabled and the able-bodied are tense, awkward, and problematic. To 

further complicate matters,” sociologist Robert F. Murphy adds, “the dis-

abled . . . enter the social arena with a skewed perspective. Not only are their 

bodies altered, but their ways of thinking about themselves and about the 

persons and objects of the external world become profoundly transformed.” 

Disability toyed with the process of creating their self-identities; they thus 

entered junior or senior high schools as “damaged selves.” Disability moved 

them from the “center of . . . society to its perimeter . . . They have become 

aliens, even exiles, in their own lands.” Murphy summarizes the impact of 

disability: “lowered self-esteem; invasion and occupation of thought by phys-

ical deficits; a strong undercurrent of anger; and the acquisition of a new 

total and undesirable identity.”42 Children disabled by infantile paralysis were 

thus experiencing extreme emotional turmoil. This only intensified as they 

entered an already insecure teen world where conformity ruled.

And gender perceptions, as social constructs, proved to be highly subjec-

tive. “The state explicitly used the education system to teach boys (and girls) 

what they considered to be appropriate gender roles.” This socialization pro-

cess involved boys competing on the playing fields and girls learning how to 

cook in the home economics classroom.43 “Everyone [was] expected to dis-

play an appropriate gender identity.” Both young men and women defined 

themselves by their bodies; bodies also served as “vehicles for determining 

value, which in turn translates into status and prestige.” This therefore repre-

sented an “interactive process,” one that was profoundly altered by disability. 

And the intersection of gender and disability remains largely unanalyzed.44 

This could not have been more true than in the 1920s, a pivotal point in 

fashioning modern perceptions of feminine sexuality.

The notion of the flapper framed femininity for subsequent decades; it was 

an idea that certainly incorporated various developments but nonetheless rep-

resented a tipping point. “She was about nineteen, slender and supple, with a 

spoiled alluring mouth and quick gray eyes full of radiant curiosity. Her feet, 

stockingless, and adorned rather than clad in blue-satin slippers which swung 

nonchalantly from her toes, were perched on the arm of a settee adjoining 

the one she occupied.” Later, when she swam, she wore a one-piece bathing 

suit that “shocked the natives all along the Atlantic coast from Biddeford 

Pool to St. Augustine,” while she easily and confidently dove off of a cliff, 

executing a “perfect jack-knife.” She boasted about her many exploits to a 

would-be kidnapper: “The only thing I enjoyed was shocking people; wear-

ing something quite impossible and quite charming to a fancy-dress party, 

going round with the fastest men in New York, and getting into some of the 

most hellish scrapes imaginable.” Thus we are introduced to Ardita Farnam, 
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one of F. Scott Fitzergald’s quintessential flappers. He also presents Sally 

Carrol Happer, who loved winter sports, and Marcia Meadow, who appeared 

bold and confident in everything she did. Through these characters, as well 

as others, Fitzgerald creates a composite picture of a different young woman: 

brazen, comfortable with men, daring, hedonistic, impulsive, independent, 

passionate, self-centered, and self-assured; she flaunted her sexuality, listened 

to ragtime music, smoked cigarettes, and took daring risks.45

The concept of femininity by the early 1920s had thus been irrevoca-

bly transformed. Here was the new woman, liberated if not shocking in her 

appearance and behavior, wearing “scantier attire which emphasized her boy-

ish, athletic form, just as she used makeup and bobbed and dyed her hair.” 

Sleeveless dresses exposed bare arms; low-cut styles displayed bare backs; and 

shorter skirts made legs visible, showcased by the new hosiery. All of these 

had supplanted restrictive and modest, if not downright prudish, Victorian 

garments and mores. With her limbs much more exposed than those of her 

proper Victorian sister, femininity now became embedded in the physical 

form. The flapper had replaced the Gibson girl, who epitomized “maidenly 

reserve.” One fashion commentator, during the early years of the 1900s, 

noted, “This is the day of the figure . . . The face alone, no matter how pretty, 

counts for nothing unless the body is as straight and yielding as every young 

girl’s.”46 Jazz music and highly energetic dancing, like the Turkey Trot and 

later the Charleston, with arms, hips, and legs gyrating and swinging furi-

ously, now dominated. Women were no longer dainty little porcelain dolls 

to be protected. Exposed skin and sensuous social interactions with men had 

introduced a new sexuality. As adolescent culture emerged during the 1930s, 

femininity became a key component as swing music and acrobatic jitterbug 

dancing grew ever more popular.

But it ran much deeper than this, as historian Angela J. Latham points 

out: the human body operates as a “social signifier.” She applies this concept 

to her analysis of female bodies during the 1920s, namely how they were 

displayed. Latham acknowledges that the “fashionable flapper was correctly 

perceived to present a serious challenge to the tenacious influence of Ameri-

can Victorian traditions of feminine behavior and display” but avoids over-

simplification, transcending the stereotypical flapper genre; rather, she builds 

context through the sexual hegemony of that time. This encompassed popu-

lar obsessions about posture during a time when dress styles revealed more 

of the body. Fashion tastes dictated that restrictive corsets be abandoned; 

coupled with dancing, this removed any anatomical mysteries, proving to be 

sensuous in some eyes but downright immoral in others. Short skirts exposed 

women’s legs and feet, causing silk stockings and high-heeled, narrow, and 

pointed shoes to come into vogue.47 This experience moreover proved to 

be universal; it was not isolated to big cities but existed in rural, small-town 

America as well—east and west, north and south. The concept of feminin-

ity and women’s bodies became redefined. Dating had replaced courting. 

And any woman in her late teens and early twenties—the prime matrimony 

stage—had to be physically attractive to appeal to potential male suitors.48
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Young women, Latham continues, engaged in both private and public 

“performances.” The former involved ordinary lives during everyday events 

or social interactions. The unveiling of the one-piece bathing suit at beaches, 

which displayed the female form unlike any other clothing, best illuminates 

this experience. It “registered resoundingly in the public consciousness.” 

Public performances occurred through theatrical entertainment before a 

defined audience. Beauty contests represented a wholesome example, while 

the Ziegfeld Follies presented a risqué version. The Miss America pageant, 

which began in 1921 in Atlantic City, quickly became emblematic of the 

new femininity as attractive women paraded around in their swimsuits. This 

became a socially approved and popular event. Producers of less “respect-

able” theatrical venues found that “the display of women, particularly in 

scanty attire, was lucrative business.” This produced the famous icon of the 

“Ziegfeld Girl.”49

These new images became ubiquitous through advertisements and maga-

zines but especially on cinema screens. “One survey concluded that females 

between the ages of eight and nineteen attended the movies on average forty-

six times a year in the twenties.” Movie plots dwelled on “winning the loved 

one,” a supposed goal of all women. They yearned to escape the drudgery 

of the work world through a blissful life of marriage and motherhood. The 

new woman “won her retirement through the promptings of love and trust-

ing submission to her man.” The new movie starlets became role models for 

young women everywhere.50 Whether beauty revues, chorus girls, or the 

cinema, the female body became a “cultural icon.” Thus, the female body 

“inevitably functions as a site where cultural values are displayed, contested, 

negotiated, and ultimately transformed.”51

The female form, Latham asserts, evokes sexuality, as the entertainment 

world demonstrated. The “commercial display of women’s bodies” sparked 

many censorship campaigns. The private display of the female form encoun-

tered a subtle ban. Here self-censorship proved to be powerful, as women 

who did not conform to what was deemed attractive covered their supposed 

defects. As long as a woman had sex appeal, she was valued; when she did 

not project that image, she was devalued. Failing to meet a set sexual model 

produced, in Latham’s words, “undesirable femininity.” While these imper-

fections encompassed “fat” and “thin” women, it would not be a leap of 

faith to include women with disabilities in this category. Clear and neat cat-

egories of femininity therefore grew out of the commercial culture of the 

1920s. Those women who failed to meet the standards of desirable femi-

ninity became “transgressors and must be punished.” After all, as popular 

culture portrayed, they were not “fully human.”52

Where did all of this leave a young woman disabled by poliomyelitis? She 

felt incredibly self-conscious and typically experienced social rejection; she 

confronted, as Garland Thomson asserts, “multiple identities.”53 After a 

great deal of painful physical therapy, Jean Johnson learned to walk again. 

However, she quickly discovered that her male peers no longer perceived her 

as attractive. Infantile paralysis had stamped her as an untouchable, as she 
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recalls: “In this kind of culture . . . men like perfect women; they like their 

arms and legs to match. And that was quite a shock to me . . . Right away, 

you knew where you stood with men and it was just devastating.” Dates and 

school dances proved to be emotionally traumatic for Josephine Walker; she 

sadly discovered she was imperfect in the eyes of her male peers. The gen-

eral public generally perceived these young women as sexually “neutered,” 

which of course was not true.54 Nonetheless, disability made a woman’s body 

appear “asexual and unfeminine.”55

Based on these adolescent experiences, many young women saw a dark 

future for themselves, regardless of their previous life goals. Peg Kehret’s 

dreams of becoming a veterinarian or writer evaporated because of the paral-

ysis of her legs. And it threatened her very femininity, as she recalls: “Even 

the ordinary hope of being a wife and mother was dim; who would want 

to marry a woman who couldn’t go to the bathroom alone?”56 Disability 

produced lifelong humiliating consequences and, through her youthful eyes, 

undoubtedly trumped the intimacy of marriage.

Popular culture, peers, and institutions defined femininity, and the family 

reinforced this attitude, one that remained strong through the 1950s. When 

Ruth F. Frischer was fifteen, a boy invited her for dinner at his house. How-

ever, he suddenly phoned the day before to cancel. Frischer later recalls what 

he confided in her: “He told me that in preparing for our dinner, he removed 

one of the dining -room chairs from the table. His mother asked why, and he 

replied that I did not need a chair since I was in a wheelchair. Upon hearing 

this, she forbade him to see me ever again or else she would disown him.”57 

The mother did not foresee a bright future for her son with a young woman 

with disabilities and promptly and imperiously prohibited any further formal 

social contact.

This outlook could even be found among some parents of young women 

disabled by poliomyelitis, resulting in tragic emotional consequences. Some 

of this attitude can be attributed to psychological professionals who embraced 

the mental hygiene perspective. They admonished parents for coddling their 

children with disabilities and urged them instead to institute tough love. 

Ellen Balbar’s father, “obsessed” with a rigid sense of “physical beauty,” saw 

her disabled right leg as unattractive and brutally socialized her into feeling 

unfeminine: “If he saw I was limping he would walk in front of me and imi-

tate my limp to make me stop limping. That was a cruel thing to do . . . I was 

very aware of it. It also made me self-conscious. In my teen years, I did not 

date much because of it.” Because of paralysis, the calf muscle had atrophied 

and shrunk in mass. Her father, she recalls, found this abnormality unsettling 

because he “thought no man would ever be attracted to me if I didn’t have 

two normal legs.” To correct this situation, he had a prosthesis made. As 

Balbar describes it, “It was made with felt, covered with leather, and [I] wore 

it over an elastic stocking and then put a regular stocking over the elastic 

stocking . . . My father likened it to a woman who has her breast cut off and 

uses a prosthesis for a breast, so that equated this with sexuality.” This took 

an enormous emotional toll on her: “It . . . made my [physical] handicap 
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something that made me less. It robbed me of my self-esteem.” Her brother 

reinforced this view, telling her that he could not marry a woman “who 

wasn’t perfect or who had a deformity.”58 This trauma proved to be perma-

nent, since she continues to believe that most men felt this way about her.

A multilayered process of desexing unfolded with the social taboo of dis-

ability. Emily Donahue, who had become infected at age seven in Ithaca, 

New York, developed spinal curvature as a result. Her experience was that 

of a progressive loss of femininity. Adult observations, physical impediments, 

and peer associations all contributed to the erosion of her sexual self-esteem. 

One part of this rejection experience followed on the heels of insensitive 

remarks and treatment by friends, neighbors, and relatives. Donahue recalls 

that her mother’s friend, a nurse, “voiced a concern to me that . . . I was 

probably never going to have much of a figure. I was not only going to be 

kind of skewed, but she doubted I’d ever have any breasts.” That medical 

professional’s pronouncement contributed to a desexing process that only 

exacerbated Donahue’s self-doubt, already inflicted by her disability. Persis-

tent pain marked another layer, as she elucidates: “When I was ready to go 

into eleventh grade, there was a brand-new school. I remember it was quite 

uncomfortable to sit, partly because the fusion had fused my pelvic bones, 

and I was healing.” Such discomfort proved to be a constant personal, inter-

nal, and invisible reminder of her differences. Hard desk seats only made it 

worse. Redefined social relationships characterized yet another measure, as 

Donahue points out: “I made very close friends with somebody who was 

just a normal person—she was a cheerleader, a color guard in the band and 

beautiful. It was the physical side of her that I couldn’t even compete with 

because she was so gorgeous and I was so twisted and awful looking.”59 

The presence of attractive, able-bodied females who proudly and publicly 

displayed their physical skills and social popularity conveyed a sense of deficit 

to these students, a constant reminder of what was valued. Donahue appar-

ently saw her alter ego in this person—someone she could not be, who did 

the things she could not do.

Young men fared somewhat better. Moving from able-bodied to disabled 

did not represent a new historical experience. Wounded war veterans have 

always existed, especially so in the twentieth century following both world 

wars. Certainly they “experienced a brief period of favor” as resources shifted 

“from the female to the male; from the young to the middle-aged; from 

the civilian to the ex-servicemen.” However, within a few short years after 

those wars, public gratitude and respect faded away. The public saw them 

as men with disabilities and less as war heroes. They were now part of the 

civilian population, with no exceptions. They quickly realized how disability 

modified “masculine images and ideals.”60 Respect was replaced by “pity and 

fear.” These represent “common emotions associated with our response to 

disability,” historian David A. Gerber writes, that “serve to subvert honor 

and infantilize and feminize the male.” Thus, in the absence of war, male 

disability naturally lapsed into the usual modes, a long historical experi-

ence of “compromised manhood.” Although veteran and civilian identities 
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became shared in this case, they diverged in some ways. The former main-

tained a “group consciousness,” while the latter individually faced society’s 

challenges. This “group history” of veterans with disabilities “is ultimately a 

product of [their] interaction with the state.” The state served, to one degree 

or another, as a service provider and “advanced their interests.”61 Civilians 

with disabilities relied on charities, for the most part, while their veteran 

counterparts received federal support. “This shift was most effective in eco-

nomic terms, as wounded ex-servicemen were given priority over disabled 

children.” In sum, neither of these wars “radically improved the position 

of disabled civilians.”62 Popular culture, peers, and institutions ultimately 

defined masculinity.

Becoming disabled by polio unleashed a process of social and self redefini-

tion, a “transformative life event.”63 Male sexuality followed a social script, 

according to researchers Thomas J. Gerschick and Adam S. Miller: The 

“body is a central foundation of how men define themselves and how they 

are defined by others.” They label this “hegemonic masculinity,” encompass-

ing qualities like aggression, competitiveness, courage, independence, physi-

cal strength, self-reliance, and toughness. “On the other hand, people with 

disabilities are perceived to be, and are treated as, weak, pitiful, passive, and 

dependent.” At the turn of the last century, masculinity became defined less 

by character and more by body type. Lean and muscular, “real men” physi-

cally asserted their individuality. This became embodied in aggressive acts 

like participating in contact sports. Boys welcomed this conflict. As men, 

they could assert their male prowess in the workplace, as farmers, machin-

ists, steelworkers, or welders, and during recreation on baseball fields, on 

tennis courts, and in swimming pools. Competitiveness, physical aggres-

sion, strength, and toughness defined them.64 “There is not a clear distinc-

tion between the study of men’s bodies and masculinity,” historian Joanna 

Bourke asserts.65

The media embedded this social benchmark into the public’s conscious-

ness, long portraying lean and muscular men who exuded strength and con-

fidence. Through the first half of the twentieth century, as it does now, the 

media shaped notions of attractiveness, health, and success for young peo-

ple. Their “self-worth and perceptions of others,” media scholar Joe Grixti 

asserts, “relate to recurring projections of desirability in the media,” and 

“their self-images are inevitably inflected by the commercial imperatives of 

the entertainment industries and advertising.” Grixti concludes that “those 

who do not fit these ‘norms’ often come to be seen, and also come to see 

themselves, as the other.”66 William Zanke, disabled by infantile paralysis 

since age four and raised in Wheeling, West Virginia, in the 1950s, grew to 

realize his social limitations:

Puberty affected my social life; I started becoming self-conscious about limp-

ing, and was unclear about what impact that was going to have on dating and 

just success with women, or was convinced that it rendered me out of the 

game. In high school it was clear to me that the range of possible dates for me 

was somewhat limited; inside I knew it had to do with the limp.67



177T h e  C r i p p l e s

Bill Norkunas, who in 1944 contracted polio at age four, in Worcester, 

Massachusetts, grew up with a disabled leg. In his teens, it created self-

doubts, limiting his opportunities for dates: “I always thought, if I didn’t 

have polio, would I have more dates, or would I have been more popular 

with the girls?”68

In sum, masculinity underwent redefinition because of disabilities 

caused by poliomyelitis, and this created a profound identity crisis. These 

adolescent males, against the cultural backdrop of the 1940s and 1950s, 

appeared “weak and effeminate” to their peers, sometimes even becom-

ing susceptible to the pejorative label—at that time—of homosexuality.69 

Gerschick and Miller trace three dominant responses that frame how men 

with disabilities coped within this social construct. The first involves refor-

mulating the notion of masculinity. Unable to meet given cultural stan-

dards, “they distanced themselves from masculine ideals.” Through this 

process, they redefined masculinity; an internal creation supplanted an 

external construct. Their versions of manhood were based on a personal, 

highly individualistic set of ideas and, as such, escape generalizations. A 

second strategy largely adheres to the social definition of masculinity. For 

adolescents in particular, their malleable gender identities were uncertain 

to begin with, and disability intensified this tenuousness. These individuals 

clung to some of their pre-disabled notions of masculinity, like competi-

tion, independence, and sexual prowess. Some have referred to it as hyper-

masculinity. The third response outright rejects hegemonic masculinity. 

These men “believed that the dominant conception of masculinity was 

wrong, either in its individual emphasis or as a practice.” They embraced 

a “people-first” outlook, maintaining that intelligence or mental capacity 

trumped traditional male qualities.70

The social scene at the secondary school level, resplendent with innumer-

able conformities, proved to be a far less tolerant setting than its elementary 

school counterpart. Neither females nor males felt comfortable with their 

bodies, but females felt even less so. Fred Davis’s insightful 1954–55 eth-

nographic study found that older students, regardless of gender, responded 

in a variety of ways, but none of them appeared to be mutually exclu-

sive. These involved, in no particular order, denial, escape, insulation, and 

overcompensation.71

Denial

Some students disabled by poliomyelitis tried to recapture their pre-polio 

lives. A 1947 study conducted at the Clinic of the Orthopedic Hospital, 

Los Angeles, analyzed the psychological impact of the disease’s aftereffects. 

It included 437 European American subjects, 203 males and 234 females, 

who had contracted the virus. At that time, their ages ranged from sixteen 

to forty-eight: 90 percent of them were younger than thirty years old, with 

a mean age of twenty-two. They had generally become ill very early, with 60 

percent at age five or younger and 92.5 percent under thirty. Fifty percent 
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of the sample had visible physical disabilities. The findings proved sober-

ing: 96 percent of the entire cohort avoided association with peers who 

were physically disabled. For students in denial, they dissociated themselves 

from their bodies. Disability defined them—and they did not want to accept 

that identity.72 In spite of the kinship they had developed with others while 

undergoing rehabilitation in the closed world of the convalescent ward, most 

shunned them in public.

They generally participated in activities as though nothing whatsoever had 

happened to them, refusing to wear their braces or attempting to ride the 

school bus, acutely aware, nevertheless, of their differences. Charles Mee, a 

ninth-grade high school football player, became infected in 1953 at age four-

teen in Barrington, Illinois. He hated being “crippled” and plunged into the 

regular life of the school social scene. His attempts to recover his previous life 

resulted in varying behaviors, from embarrassment to overachievement. Mee 

hid his crutches from view when anyone photographed him. Using intel-

lectual acuity as a tool to offset physical disability, he resorted to humiliating 

students he disliked, verbally bullying them.73 Michael Davis contracted the 

disease as he finished seventh grade, during the 1944 Kentucky epidemic. He 

admits in his memoir to overcompensating in ninth grade when he returned 

to school. He played soccer, because it did not require the use of his left arm 

and it earned a varsity letter: “It helped my feelings of physical inferiority and 

thus terrible shyness with girls.”74 Some purposely followed President Frank-

lin D. Roosevelt’s public example. This is what Brenda Serotte, in retrospect, 

realized what she had done: “All his life Roosevelt denied being a cripple. He 

acted as if he’d never had polio or else as if it was over and done with. In a 

few short years I’d act the same.”75

Nevertheless, these students’ attempts to recapture their former social 

lives could only go so far. Impenetrable barriers existed, no matter their 

efforts. And simple activities like school dances, as alluded to above, clearly 

separated them from their able-bodied peers. Gender especially differen-

tiated them in these and other informal interactions, though boys with 

physical disabilities found it somewhat easier and more socially acceptable 

to attend school socials, like homecoming celebrations or prom extrava-

ganzas. Mee, a former athlete, donned his white tuxedo and took Suzy, 

a cheerleader, to the junior prom: “We danced. That is, she moved with 

me. I had figured out how, with one hand on her waist and my other hand 

steadying myself by holding my own hip, I could stand and move a few 

steps without my crutches. She let one arm rest lightly on my shoulder, 

one hand took me lightly but supportively at the waist, and we moved to 

the music.”76

Clearly, some adolescents affected by disability feebly attempted to divorce 

themselves from their bodies: They embraced what some termed “fake nor-

malcy.”77 Yet in spite of their efforts to resume their previous lives, they had 

many experiences and received a variety of messages, whether intended or 

not, that they had become the “other.” Many of them responded by pur-

posefully confronting this cultural stereotype.78
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Flight

Another response involved those students with disabilities who retreated from 

“normals.”79 Anger, resentment, and a sense of loss, even shame, shaped 

their outlooks. Their emotional trauma matched the physical catastrophe, 

and their reality became one of them versus us. This polarized world consisted 

of two distinct cultures: the disabled and the able-bodied. Lorenzo Wilson 

Milam clearly describes this social dynamic: “Simple relationships became 

complexly bound up in my physical presence in the room, as if I had been 

turned into some six-foot tarantula,” evoking Kafka’s imagery in The Meta-

morphosis. Lenny Kriegel takes it a step further: “The dirty little secret of 

anyone who’s lived with polio—or any severe disability—on intimate terms 

is that after a while you come to feel a certain contempt for people who 

haven’t.”80

Many only gradually became aware of this new reality. Zemke felt increas-

ingly left out of his high school’s social scene because his childhood friends 

advanced to varsity sports, while he did not. Richard Owen, stricken at age 

twelve in 1940, found himself the “only disabled person in a student body 

of about 3,000.” He wore a leg brace. His social life, because of numerous 

school absences and impaired mobility, proved to be limited: “I had  .  . . 

become a slow-moving person, and that was something that was really dif-

ficult for me, particularly in high school. I ended up walking alone much of 

the time.”81 Some dreaded attending school, as another recalls: “Sunday 

nights I am really anxious. Tomorrow I go to school . . . in school I’m a 

loner. If I walk very fast and don’t look up no one will seem, no one will see 

my limp. Every Monday is Blue Monday.”82

As we have seen, many students with disabilities encountered academic 

challenges and perceived social barriers, whether imposed or self-inflicted. 

As Gail Bias recalls, “The kids in school used to laugh at me.” After a while, 

however, her classmates accepted her and invited her to play at recess. By 

the time she reached high school, and even though she had regained some 

mobility, she avoided social events, like dances, and extracurricular activities, 

such as cheerleading; she simply felt too self-aware.83 She moved from reluc-

tant acceptance to total avoidance.

A few experienced a complete emotional collapse. Feeling self-pity and 

discouragement, as well as general depression, they disassociated themselves 

from the normal world, severing all organizational ties, such as the Boy 

Scouts and Girl Scouts. Classmates taunted them, cruelly hurling terms like 

“cripples” or “sissies” at them. Overwhelmed with self-consciousness, some 

chose self-exile, avoiding educational opportunities and even employment, 

becoming “prisoners in their own homes.”84 Unable to cope with her dis-

ability, Marilynne Rogers attempted to starve herself to death until a doctor 

intervened. In the most extreme case, two teenage boys who had been high 

school football stars during the late 1940s became emotionally distraught 

over the loss of their athletic skills: they would no longer play a sport they 

loved and jubilantly celebrate their team’s victories. That symbol of their 
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masculinity had suddenly disappeared. They faced a new reality dominated 

by the frustration of physical immobility and the trauma of becoming social 

outcasts. They committed suicide while undergoing physical therapy at a 

rehabilitation center.85

Insulation

There is no question that poliomyelitis adversely affected the mental health 

of children and adolescents. The New York Neurological Society, in its 1910 

report, reflected the traditional attitude towards disability. It acknowledged 

the emotional toll wrought by polio and suggested “mental adaptations” to 

reduce or eradicate feelings of being “morose, reticent and shy” as well as to 

prevent growing “selfish” because of family indulgences. It glibly declared 

that a sense of hope provided the only means of overcoming these feelings: 

“The best training is for him to hear stories of great men who have tri-

umphed over some physical weakness.”86 During the 1930s and 1940s, and 

somewhat in the same vein, canon dictated that physical disability shaped 

the emotional and social maturation of adolescents. Developmental psychol-

ogists generally believed that they experienced anxiety about their sexual 

self-image and concomitant social acceptance: “They pointed out that ado-

lescents with sex-inappropriate characteristics had the most difficult time 

fitting in with their peer groups and consequently exhibited a greater degree 

of psychopathology and antisocial behavior than those who developed 

normally. Sometimes the burden of being different could result in severe 

mental disorder.” Being able-bodied therefore dictated a sexual standard; 

peer conformity would then be achieved. “Physicians and mental hygiene 

experts worried [that this disease] could cause deep-rooted psychological 

scars if physical disability prevented successful integration into youth cul-

ture.” These ideas and practices, regardless of the period, simply placed the 

burden of disability on the individual, under the guise of scientific research. 

Physical impediments and peer perceptions did not have to be altered at 

the schools; instead, young people disabled by poliomyelitis had to adopt a 

positive demeanor to overcome all of their emotional despair and perceived 

physical and social difficulties.

This produced unintended outcomes, however. Many indeed protected 

themselves from pitiful stares and condescending attitudes by constructing 

an accepting and tolerant, but limited, network of friends and acquaintances. 

Jack Dominik, who became ill in 1925 at three years of age, at first avoided 

school recess because he could not participate in many physical games. His 

classmates, rather than tease him, actually helped: “One boy used to walk 

home with me every day and make sure I got safely across a busy street.” Len 

Jordan contracted polio at age ten in 1945 and, with the acceptance of some 

classmates, participated to a limited extent in games and sports: “When we’d 

play kick the can, I would kick it, but somebody else would run for me. That 

was the same way I played baseball; they’d let me hit, but then someone else 

would have to run the bases.”87
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“Supercrip”88

Post-polio expert Richard L. Bruno found in his 1995 survey that over 30 

percent of individuals disabled by this virus classified themselves as “Type 

A” personalities, “hard-driving, time conscious, competitive, self-denying, 

perfectionistic, overachieving.” They felt driven to overcompensate for their 

disabilities. Margaret, who fell ill in 1942, boldly states, “Don’t let any polio 

survivor tell you they just want to ‘be normal like everyone else.’ We want 

to be better than everyone else just to break even . . . and that may not be 

enough!”89

These students had to find a personal way to “‘fit in.’” And gender often 

prescribed the outcome. Females were expected to compensate for their 

“physical shortcomings” by adopting an extroverted and charming attitude. 

A winning personality seemingly replaced sexual attractiveness. Males, now 

seen as physically “frail,” could adapt through artistic or academic excellence. 

Aesthetic or intellectual achievements substituted for physical prowess. They 

thus had to individually adjust and at the same time display a socially accept-

able demeanor. If not, they were deemed emotionally deficient in addition to 

being physically disabled.90

In school, some purposely made substitutions, shifting from physically 

demanding activities, like athletics, to more cerebral outlets, like debating. 

No longer able to participate in high school athletics, Arvid Schwartz became 

the team manager and recalls that he “suddenly became part of the group.” 

A social outcast in high school, Mary Ann Hoffman experienced this shift: 

“I remember going to the freshman dance. I was all excited about it, but 

no one asked me to dance all night! I was just crushed.” She transferred to 

another high school in tenth grade and assumed control of her social world 

by participating on the student council, editing the yearbook, selling tickets 

at sports events, going on dates, attending dances, and eventually becoming 

class valedictorian.91

While adults presented few public models for children with disabilities, 

Roosevelt became the supreme example. His seemingly indomitable attitude 

inspired many. His perpetually smiling face reflected determination and the 

will to return to a socially acceptable life. Roosevelt became a hero to many 

children disabled by polio. “Sometimes, as I wheeled through the [conva-

lescent home’s] corridors alone,” Lenny Kriegel recalls, “I pronounced his 

initials, ‘F.D.R., F.D.R.,’ over and over again, finding the cheap reassurance 

of worship in the sounds. He was an easy god to worship.” The fifteen-year-

old Kriegel kept a scrapbook full of newspaper clippings about Roosevelt, but 

especially his pictures. “He fought my virus with me. And [World War II]  

itself I began to think of as a war to end all virus.” They were comrades in 

arms: Roosevelt was the general and Kriegel a soldier.92

Roosevelt’s well-chronicled story offers vital insight into this disability 

paradox. Although he had become seriously ill and survived the 1918 influ-

enza pandemic, even a scion of wealth could succumb to the poliovirus and 

paralysis. Born to the politically renowned Roosevelt family, Franklin at age 
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thirty-nine had already been elected to the New York State Senate, served 

as assistant secretary of the navy in President Woodrow Wilson’s adminis-

tration, and run as the democratic vice presidential candidate during the 

1920 election. In late July 1921, physically exhausted after the pressures of 

political life, he decided to retreat to Campobello, New Brunswick, to join 

his family. As chair of the Boy Scouts of America, he stopped at the Bear 

Mountain camp on his way. Located on the Hudson River, it hosted some 

2,100 boys from New York and New Jersey. This is where he probably came 

into contact with that contagion. He joined his family on August 7, 1921. 

There, he pursued a highly active couple of days fighting a brush fire, sailing, 

and swimming. He went to bed feeling especially fatigued, with a pain in 

his lower back, on the night of August 10. The next morning he stumbled 

into the bathroom to shave, returned to bed, and felt worse as the day pro-

gressed. A local physician, who had never seen a case of infantile paralysis, 

attributed his aches, chills, high fever, and general pain to a summer cold. 

By August 12, suffering from leg paralysis, Roosevelt was not able to stand. 

Two days later, as his condition worsened, William W. Keen, a doctor sum-

moned by the family from Bar Harbor, provided a second opinion, declaring 

that Roosevelt had a spinal blood clot. Keen optimistically declared that he 

would experience a full recovery. Louis Howe, Roosevelt’s close political 

adviser, privately questioned Keen’s analysis while speaking with Roosevelt’s 

wife, Eleanor, and mother, Sara. Eleanor secured Robert W. Lovett, from 

the Harvard Infantile Paralysis Commission, who arrived on August 24 and 

rendered his fateful diagnosis. Lovett conveyed an optimistic prognosis to 

the Roosevelts, and he wrote to George Draper, Roosevelt’s physician, that 

he thought it a mild case and that Roosevelt would, most probably, recover 

his mobility. Lovett ordered Roosevelt to remain at Campobello to rest. On 

September 14, Roosevelt returned to his New York City residence, where 

Draper oversaw his hospitalization.93

Lovett directed Roosevelt’s therapy. In 1922, he went to Boston to con-

sult with Lovett, who had a custom set of leg and back braces made for him. 

Roosevelt revisited Lovett in 1923 and devoted the next few years to regain-

ing the use of his legs.

He tried everything: massage, saltwater baths, ultraviolet light, electric cur-

rents, walking on braces with parallel bars at waist height, walking while hang-

ing from parallel bars mounted above his head. He tried horseback riding, and 

an electric tricycle . . . exercises in cold water . . . He would sweat and strain, 

pulling himself across the carpet on his stomach. Sitting up he would inch him-

self backward, dragging along his useless legs.

Nevertheless, all of his good intentions and valiant efforts proved for naught. 

Once this virus damaged the nervous system, no amount of desire or work 

would renew it. But Roosevelt refused to accept his condition, becoming 

obsessed with full recovery. Battling bouts of depression, he managed to 

recover enough to stand on his feet on occasion, with the help of leg and pel-

vic braces as well as crutches, projecting a tenuous image of being normal.94
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Roosevelt’s response to disability proved to be highly enigmatic, causing 

two distinct historical interpretations to emerge. Hugh Gregory Gallagher, 

a historian and disability advocate, argues that Roosevelt led two lives: his 

political life followed a strict public relations approach, avoiding any media 

images of him in a wheelchair, a successful effort at preventing the portrayal 

of a vulnerable political candidate and eventually president; in his private life, 

he adopted a personal, informal attitude toward his paralysis, revealing deep 

ambivalence toward it. Gallagher labels this charade a “splendid deception.” 

The president of the United States had to project an image of strength, vigor, 

and control. Roosevelt, acutely aware of this social reality, protected his polit-

ical career by completely hiding his disability. The physical norm could not 

be violated. And all willingly participated in this masquerade. The White 

House press corps, for the most part, complied with his wishes and censored 

itself regarding photographs of him in a wheelchair. “If, as happened once 

or twice, one of its members sought to violate it . . . one or another of the 

older photographers would ‘accidently’ knock the camera to the ground or 

otherwise block the picture. Should the President himself notice someone in 

the crowd violating that interdiction, he would point out the offender and 

the Secret Service would move in, seize the camera, and expose the film.” 

As a result, only four pictures survived with him sitting in a wheelchair. Gal-

lagher further asserts that denial of Roosevelt’s disability extended beyond 

the president and the press corps—it included the American public as well. 

“The people would pretend that their leader was not crippled, and their 

leader would do all that he could not to let them see that he was.” Highly 

choreographed public appearances assured that perception.95

Disability historians Paul K. Longmore and David Goldberger echo Gal-

lagher. Roosevelt became a symbol of an “overcomer,” but only through 

shrewd manipulation. He achieved a “socially valid identity,” they continue, 

less through rigorous physical therapy and more through “denying and hid-

ing the disabled parts of himself.” He not only survived this disease but also 

seemingly prevailed over disability to become a hero to individuals affected 

by polio when he won the 1928 gubernatorial election in New York. His 

stature grew when he became president of the United States in 1932.96 Roo-

sevelt projected “a new cultural symbol,” serving as polio’s hero because of 

his individual triumph and his concrete contributions to fighting, treating, 

and ultimately finding a cure for this dreaded disease. In this regard, even his 

public image proved ambiguous. While Roosevelt remained sensitive con-

cerning reports about his disability, he freely served as a national symbol to 

fight the disease. And with his hectic presidential schedule, he honored his 

polio tradition, attempting to visit Warm Springs every Thanksgiving.97

James Tobin’s biography of Roosevelt differs in subtle but important ways. 

He asserts that Roosevelt’s polio infection represented a matter of degree. 

After Lovett’s diagnosis, Eleanor Roosevelt and Louis Howe carefully pro-

tected Roosevelt’s promising political career by releasing a press announce-

ment that vaguely alluded to an illness. Following his return to New York 

City for convalescence, Eleanor, Howe, and even Roosevelt’s mother, Sara, 
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muddied the media waters, each speculating that he had contracted either a 

severe cold, rheumatism, or pneumonia. They left it to Draper to provide a 

definitive, but optimistic, public statement; that is, that Roosevelt had indeed 

contracted infantile paralysis but would not be permanently paralyzed. As 

Howe saw it, to protect Roosevelt’s lofty political ambitions, the story of a 

health problem, even a serious one, was preferred to one of disability and 

the social stigma that accompanied it. The context reinforced this view: “A 

survey of 600 major U.S. employers in the 1920s found that half would not 

employ a disabled worker under any circumstance; another 25 percent would 

think of doing so only if the individual had been disabled while working at 

the firm.” This was what Howe and Roosevelt felt, but on a grander scale: 

“Virtually everyone equated disability with weakness and incapacity. The 

cripple was not whole, not a real man. Certainly not a man to be entrusted 

with power.” Roosevelt, Tobin writes, hid the extent of his paralysis so that 

the public generally did not want to think of him that way: “People knew 

but didn’t know, knew but didn’t think about it. Year after year in the 1930s 

and 1940s, there was a massive, nationwide drive on Roosevelt’s birthday to 

raise money to fight infantile paralysis, with Roosevelt’s picture on posters 

and appeals over his signature. But people didn’t think about the president 

being crippled.”98

He gave the public a glimpse of his disability in 1924 at the Democratic 

Party’s presidential convention where he nominated Alfred E. Smith as that 

party’s presidential candidate. Wearing back and leg braces, he used a crutch 

and his son’s elbow to inch his way to the podium, which he gripped for 

stability while he delivered his speech. Attendees saw him as a hero, overcom-

ing adversity. His popularity surged. “In the eyes of onlookers, the crippling 

had somehow not diminished him but enhanced him. This was no longer 

merely the fine-looking Harvard boy with the golden name. It was that boy 

tried and tempered, his face creased with lines, yet somehow joyous.” Dur-

ing the 1928 New York gubernatorial race, Roosevelt did not hide his dis-

ability; rather, he used it to reveal what he had overcome, as Tobin stresses: 

“He [showed] himself to be something he had never been seen as before: a 

fighter and, better yet, an underdog; not a man to pity, not a man to envy, 

but a man to cheer.” It remained an emotional appeal, but it was one that 

won him that election. Political journalists treated Roosevelt’s disability as 

a positive story, when they even wrote about it. “For American reporters 

raised on heroic tales of the underdog, it was the mold into which the facts 

fit naturally . . . It was the good old comeback story,” one that Roosevelt and 

his political advisers used to their advantage. Political opponents, especially 

anti-Roosevelt Democrats, publicly pointed out his physical disability, and 

some even hinted at mental deficiencies—a few resorted to syphilis as the 

cause instead of infantile paralysis. He fought back by defining himself and 

his disability. Roosevelt ran a vigorous and ambitious presidential campaign 

in 1932, walking and standing but clearly needing support. He repeatedly 

portrayed physical strength and defiance at his campaign stops. This was “not 

a deception but a performance in which actor and audience tacitly agreed to 
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go through a drama together.”99 More importantly, though, the mere fact 

that a historiographic debate exists over Roosevelt’s attitude toward his dis-

ability places this matter into context. The degree of exposure is what these 

historians debate. The social (and, in this case, political) stigma remains.

Both interpretations generally agree that Roosevelt privately felt comfort-

able with his disability. His “cane and crutches and wheelchair became part 

of the furniture” as he met with military and civilian advisers, politicians, 

staff members, and friends. He freely used a wheelchair with close aides, 

most friends, and his entire family. Others rarely saw it. Roosevelt usually 

entered a room first and flipped from it to a standard chair; as guests were 

led in, they only saw the president relaxing in a comfortable chair.100 At 

Warm Springs, he dropped all pretensions. Out of the eyes of his political 

enemies and away from public scrutiny, with the White House Press Corps 

restricted to the perimeter of the compound, he relaxed. Within those safe 

confines, he accepted his disability, roughhousing with his attendants, “pull-

ing them down on top of him with his powerful arms.” He laughed if he 

fell, unembarrassed by his inability to walk. He frolicked with patients in 

the swimming pool and felt comfortable crawling on the ground and up 

the steps to parties being held in any of the cottages. Roosevelt purchased 

automobiles and had them modified at Warm Springs with hand controls; his 

last one was a dark blue 1938 Ford touring model. With these, he explored 

the property to oversee the numerous construction projects. He gained a 

reputation for driving wildly throughout the countryside, enjoying the lush 

foliage, transporting residents, and pulling up to chat with them. Roosevelt 

also organized bridge parties, fish fries, picnics, and sing-alongs to break up 

the monotonous rehabilitation routine.101

Roosevelt, in short, felt at ease separating the disease from the disability. 

He openly and vigorously fought the former but seemed to sidestep the 

latter. Roosevelt, as Tobin states, “was not a crusader for the rights of the 

disabled.”102 He was purely pragmatic in that regard.

Good Old School Days

Simon Flexner, director of the Rockefeller Institute for Medical Research, in 

a 1911 speech before the National Academy of Sciences, referred to children 

paralyzed by infantile paralysis as “cripples,” a common label at that time 

and for most of the twentieth century.103 This designation excluded these 

children, both implicitly and explicitly, from the norm, assigning them a dif-

ferent place in society’s hierarchy. Their experiences therefore reveal in sharp 

terms how disability was (and remains) socially constructed.104 Polio itself 

did less to create disability than the fact that people affected by polio deviated 

from being socially and educationally acceptable. Infantile paralysis added 

yet another wrinkle to the disability experience. When we speak of individu-

als with physical disabilities, we often link this to a condition that began at 

birth. This was simply not the case. Those disabled by this virus had led 

able-bodied lives and suddenly had to cope with disabled ones. Not only did 
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this disease contribute to their new self-identity, but their physical and social 

environment changed it as well. They saw their functionality reduced by the 

lack of accommodations in public places, especially school buildings. They 

too often became social outcasts, either through compulsion or by choice. 

Their peers, who had originally befriended them as non-disabled people, 

often altered their perceptions and reevaluated their relations. They now 

saw someone different, and in extreme cases, they saw someone less human. 

Finally, the physical appearance of students disabled by poliomyelitis con-

flated their public and personal realities. Disguised as a witch on Halloween 

during the 1950s, Ruth E. Frischer brutally and unexpectedly became aware, 

for the first time, of what she had become: “At the second door I rang, a 

woman answered and opened the door. She proceeded to yell at me, believ-

ing that I was masquerading in a wheelchair. She did not even see my witch’s 

costume, she saw only the wheelchair, and thought that I was using it as a 

Halloween disguise. It was then I came to the realization that some people 

see only the wheelchair, irrespective of the person sitting in the chair.”105

We can make three generalizations about the schooling experiences of 

children disabled by polio. First, the impact on their academic achievement 

(i.e., learning) remains unclear. We are left to infer patterns from existing 

sources. By the 1940s, elementary school teachers observed that many of 

these children, overwhelmed by the sheer amount of schoolwork they had 

missed and the daunting task of trying to catch up, easily succumbed to any 

pressure or stress, frequently experiencing emotional meltdowns that were 

most often marked by crying spells. Nevertheless, this much is sure: Over-

compensation tended to be typical, both implicitly and explicitly. Second, 

social relations shifted profoundly. Physical disability built a wall between 

them and other students; their physical transformation narrowed their world 

of possibilities; for example, in athletics, basic mobility, school dances, and 

sexuality. Third, this virus unleashed an emotional maelstrom. Because they 

deviated from the accepted physical standard, they felt anger, fear, hurt, and 

loneliness, among many other sentiments. Some of these manifested through 

pathological disorders, such as substance abuse and suicide attempts.

In its own time and in limited ways, formal education responded to the 

demands that infantile paralysis inflicted on children. This became manifested 

in at least three different ways, often following a common pattern. Since the 

children were unable to attend school while hospitalized, some educational 

administrators assigned teachers to instruct them while they were still con-

fined to their beds. In other cases, after being released from the hospital or 

convalescent home but still limited to home care, district authorities some-

times sent teachers to oversee students’ lessons. Finally, when children were 

strong and mobile enough to attend classes, a few building principals pro-

vided limited adaptations. Generally speaking, school personnel perceived 

them as different, not fitting a prescribed image. The public school system 

as a whole never attempted to confront the tyranny of disability as a social 

construct. Instead, it institutionalized it through special education classes 

and schools, segregating students.
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This disease’s influence on children proved to be profound. Public images 

in general, and schooling in particular, defined them. And as historical actors, 

they responded in many different ways. Many attempted to escape from their 

sense of helplessness, shame, pity, and deep anger. Others, through their 

medical, physical, and social experiences, created “a new model for disabil-

ity.” They became the vanguard of the disability rights movement of the 

1960s and 1970s.106


