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FROM THE EDITOR
Hi Fellow PPS Managers.

In this issue, a subject that's close to my heart -- breathing. 

I had bulbar polio and, right in time with the average, 35 years later I started having trouble. At the time I lived at 4000 feet elevation and had no idea how much my breathing insufficiencies took from me. Increased stress, depression, brain fog, inability to make a decision, daytime grogginess, morning headache… I was a mess. Like many of us during our ignorant stage I was reluctant to talk to a doctor who knew less than I so I treated myself. I determined that I had to live below 2500 feet. 

Moving to 1600 feet temporarily cured me but now, five years later, PPS deterioration has returned me to the borderline. This time, however, because of information like "Breathing Problems…" by Lisa S. Krivickas, MD and "Assistance for Breathing Problems…" by Dr. Oppenheimer I know more about it. I know that I need a bi-pressure vent for night use. I know this even though my pulmonologist insists that a CPAP will do.

In a future issue I may tell my story, but for now I feel it's important to make the professional information available to empower those of you who have, or may in the future have, breathing problems.

Have fun....Rick
--∞∞o∞∞--
IN THIS ISSUE:

Breathing Problems… 

And more…

BREATHING PROBLEMS CAUSED BY POST-POLIO SYNDROME

By Lisa S. Krivickas, MD

Assistant Professor of Physical Medicine and Rehabilitation Harvard Medical School and Spaulding Rehabilitation Hospital Boston, MA

Polio survivors may have difficulties with breathing related to their polio.  There are three groups of polio survivors with respiratory difficulties: 1) those who had respiratory failure during their acute illness and were never weaned from a ventilator, 2) those who develop breathing difficulties later in life, 3) and those with sleep disordered breathing (sleep apnea).  This article will deal primarily with the latter two groups of patients.  


As polio survivors age, they may experience accelerated strength loss both in muscles that were initially affected by polio but seemed to recover fully and in muscles that did not seem to be affected by the acute illness.  These muscles may include those necessary for breathing such as the diaphragm, chest wall (intercostal), abdominal, and even neck (sternocleidomastoid and scalene) muscles.  If these muscles lose enough strength, the ability to breathe is impaired.  Early difficulties with breathing may not be recognized by the patient.  In addition to muscle weakness, scoliosis (curvature of the spine) and other superimposed lung diseases, such as asthma or chronic obstructive pulmonary disease (COPD) caused by smoking, can contribute to breathing difficulties.


In patients with polio who have breathing difficulties because of muscle weakness and do not have an additional form of lung disease, the problem is purely mechanical, i.e. due to inability to completely fill the lungs with air.  One can think of the lungs as balloons that need to be fully inflated in order to work optimally.  Muscle weakness can make it impossible to fully inflate the lungs.  Once the lungs are inflated, the body is able to extract oxygen from the air in them without difficulty.  Forced vital capacity (FVC) is a measure of the adequacy with which an individual can inflate his lungs.  FVC is normally expressed as a percentage of the predicted value for the patient’s height and age.  Most patients with polio do not experience symptoms related to underventilation until their FVC is 50% of predicted or less.


An arterial blood gas (ABG) is sometimes performed to assess adequacy of ventilation.  A sample of blood is taken from the radial artery, near the wrist, so that both oxygen and carbon dioxide levels can be assessed.  Because polio patients do not have difficulty extracting oxygen from air, these levels are usually normal until the FVC falls well below 50% of predicted.  With advanced respiratory failure, the oxygen level may fall below normal, and the carbon dioxide level becomes elevated.  The ABG is not a sensitive screening test for polio related breathing difficulties, but it is useful in assessing polio patients who already use ventilators.  


Symptoms that suggest difficulties with breathing often occur first during the night because patients with muscle weakness frequently have a lower FVC when lying down than when sitting up.  These symptoms may include poor sleep quality with frequent awakening, early morning headaches, excessive daytime fatigue or sleepiness, and frequent nightmares.  Other signs of respiratory muscle weakness are inability to sleep lying down, frequent sighing, and a weak cough with difficulty raising secretions.  A sign of more advanced respiratory failure is shortness of breath with exertion or when eating or speaking.  Of course, polio related muscle weakness is not the only cause of any of these symptoms, so other medical problems should be excluded.  Heart disease is a common cause of shortness of breath.


Patients who had respiratory or bulbar (speech and swallowing muscles) weakness during their acute polio illness are most likely to develop problems with breathing years later, but all polio survivors are at risk.  Thus, I recommend a baseline pulmonary function test for any patient who has had polio.  If the test is normal, it does not need to be repeated unless symptoms suggesting a breathing problem subsequently develop.


Pulmonary function tests are performed by a respiratory therapist in a standard laboratory that is part of all acute care hospitals.  The test involves performing several maneuvers that all involve breathing or blowing forcefully into a tube.  The test itself is not uncomfortable.  Patients are often given a medication called a bronchodilator as part of the test to assess whether or not they have abnormal narrowing of the airways such as occurs in asthma and COPD.  When assessing patients with muscle weakness, the FVC measurement and maximum inspiratory and expiratory pressure (MIP and MEP) measurements are most important.  The MIP and MEP assess the strength of the muscles used for inspiration (breathing in) and expiration (blowing out).  Good inspiratory muscle strength is necessary to fully inflate the lungs, and good expiratory muscle strength is necessary to cough up secretions.  It is useful to also measure the FVC with the patient lying down because it may be less than it is sitting up.  If any of the measurements discussed above are less than 80% of predicted (considered normal), the pulmonary function tests should be repeated regularly, usually annually unless symptoms dictate otherwise, to detect progression of breathing muscle weakness that may require treatment.  Patients with an FVC or MEP less than 50% of predicted often benefit from treatment to assist their breathing muscles.  In addition, patients with values above 50% of predicted will benefit from treatment if they are symptomatic.


The treatment for a low FVC is to provide mechanical assistance with inflating the lungs.  This is done with non-invasive positive pressure ventilation (NIPPV) using either a bilevel positive airway pressure (BiPAP) machine or a portable ventilator to help blow more air into the lungs.  The patient can use a mask over the nose or the mouth through which the air is delivered.  Most commonly, patients are advised to use the machines at night to assist with their breathing.  Oxygen is not needed unless the patient has a disease other than polio that affects the breathing.  In fact, oxygen can be harmful in patients with breathing difficulties due to muscle weakness because it suppresses the body’s natural drive to breathe.  A respiratory therapist familiar with NIPPV techniques is very helpful for teaching patients to use NIPPV and recommending a mask and machine settings that are comfortable.


Methods of assisting breathing, other than using NIPPV, exist but are less commonly used.  These include a technique called glossopharyngeal breathing (frog breathing) and the use of body ventilators, similar to the old iron lung in mechanism of action, such as the portalung, chest shell and poncho.  A detailed discussion of these devices is beyond the scope of this article.


For patients with weak expiratory muscles (low MEP), a machine called an in-exsufflator, ‘coughing machine,’ or Cough Assist (J.H. Emerson Co., MA) is useful.  The device has a vacuum cleaner type of motor and is used to suck deep secretions or mucus out of the lungs.  It is especially useful when patients have an upper respiratory tract infection (common cold); good secretion clearance helps prevent the development of superimposed pneumonia, a potentially serious medical problem that may require hospitalization.


In the past, polio patients have experienced difficulty getting their insurers to cover NIPPV equipment and the in-exsufflator.  In January 2002, a new Medicare ruling was passed that created a specific reimbursement code for the in-exsufflator making it somewhat easier to obtain coverage for this piece of equipment.  Also, according to Medicare guidelines, NIPPV equipment should be reimbursed for any polio patient with an FVC less than 50% of predicted or a MIP less than 60 cm H2O (about 60% of predicted for most adults) without the requirement that a sleep study be performed or a low oxygen saturation be documented.


Preventing infection is important in patients with breathing muscle weakness.  A pneumococcal vaccination protects against one form of bacterial pneumonia and is only needed once.  The influenza vaccination (flu shot) protects against common strains of the flu caused by influenza viruses.  This should be received yearly.  


There are no medications that can improve breathing difficulties primarily due to muscle weakness.  Thus, inhalers and other medications commonly prescribed to treat asthma are not usually helpful to polio patients and may have adverse side effects.


Sleep apnea is a second type of breathing difficulty that may be experienced by polio survivors.  Sleep apnea refers to brief episodes when one stops breathing during sleep.  If the episodes are long enough, they usually wake the patient.  Oxygen levels fall abnormally low during the episodes of apnea.  Patients with sleep apnea often feel fatigued during the day and unrefreshed by their sleep.  If sleep apnea is severe, serious medical complications such as heart rhythm disturbances, pulmonary hypertension, and congestive heart failure can develop.  There are 2 major causes of sleep apnea in polio patients.  The first is weakness of the throat muscles that allows the airway to collapse when one lies down.  The second cause is a direct effect of the polio virus on nerve cells in the brainstem that help control breathing.


Sleep apnea should be suspected if quality of sleep is poor or if excessive daytime sleepiness occurs in a patient with normal pulmonary function tests.  Family members of patients with sleep apnea may report loud snoring or actually may observe brief periods where the patient appears to stop breathing in his or her sleep.


Sleep apnea is diagnosed by undergoing a sleep study.  Sometimes, sleep studies also are useful for determining if a patient with respiratory muscle weakness would benefit from NIPPV and/or for assessing how well a patient using NIPPV is being ventilated.  Sleep studies are performed in a special laboratory where the patient is required to spend the night.  During sleep, brain wave signals (EEG), limb movements, heart rhythm, and oxygen saturation are measured.


Once sleep apnea has been diagnosed, the treatment involves using a mask over the nose to blow air into the lungs with either a BiPAP or a continuous positive airway pressure (CPAP) machine.  The airflow acts as a stent to prevent the airway from collapsing.  CPAP is the standard treatment for patients with sleep apnea who do not have weakness of the breathing muscles.  In polio patients who have both weakness of the breathing muscles and sleep apnea, a BiPAP machine is used to assist the weak muscles and prevent airway collapse.


Any polio survivor who feels excessively fatigued, sleeps poorly, or exhibits other symptoms discussed above should discuss with his or her physician whether or not an evaluation for breathing dysfunction is indicated.  The appropriate treatment of polio related breathing problems can greatly improve the polio survivor’s fatigue resistance, energy level, and quality of life.  

Abbreviations

ABG:  arterial blood gas

BiPAP: bilevel positive airway pressure

COPD: chronic obstructive pulmonary disease

CPAP: continuous positive airway pressure

FVC: forced vital capacity

MEP: maximum expiratory pressure

MIP: maximum inspiratory pressure

FOLLOWUP QUESTIONS

[After a few months of trying to find the right solution with my pulomonologist I began to wonder if I was thinking straight, so I read the previous article and the more detailed "Assistance for Breathing Problems of Polio Survivors" with Edward A. Oppenheimer, MD, FCCP, Pulmonary Medicine. Reported by Mary Clarke Atwood. I then wrote Dr. Oppenheimer with the following questions.]

Rick: Can early use of a BiPAP delay or prevent total vent dependence as early use of leg braces and such can delay or prevent loss of mobility?

Dr. Oppenheimer: 

I do not think that there is enough data from highly reliable research (prospective controlled randomized studies), that would qualify as "evidence-based", to give a definite answer. Thus, I expect that physicians experienced in medical care for people with PPS, and respiratory muscle weakness, will give different answers. At this time I think the most honest answer is: "We do not know". 

However there are some reasons to feel encouraged that early use of NPPV (before a hospital-requiring respiratory crisis) is beneficial.

There is, however, considerable research that indicates that the "early" use of noninvasive positive pressure ventilation (NPPV) - using bilevel  (such as BiPAP, VPAP, or the KnightStar 330) or volumn equipment - should improve over-all quality of life, ability to breathe independently during the day, and manage safely in case of a respiratory infection. And, that people with PPS using NPPV likely will avoid a respiratory crisis that would result in emergency hospitalization, intensive care, and possibly result in surviving with tracheostomy ventilation that could have been avoided for years or entirely.

The benefits from the use of nighttime NPPV for people with PPS are probably due to:

[1] providing muscle nighttime rest to weak or marginal neuromuscular units so that they can function more effectively during the daytime hours

[2] protecting against the effect that sleep has stressing weak respiratory muscles, particularly the diaphragm: During REM sleep and deep stages of sleep the accessory muscles of breathing relax and do not assist the diaphragm. This results in progression of respiratory failure during sleep. Hypoventilation occurs with arousals in an attempt to regain respiratory accessory muscle function resulting in sleep fragmentation and a cascade of events that further weaken respiration and other body functions.

[3] when respiratory infections occur, such as the common cold, the person using NPPV is better able to cope and manage without requiring hospitalization.

When we discuss assisted ventilation, such as NPPV, for people with PPS or other neuromuscular diseases, we must include attention to effective cough. 

Weak respiratory muscles impact breathing and the ability to cough. If cough is weak or ineffective, then respiratory infection and distressed breathing can occur.

There is no clear agreement on when to start NPPV ((such as BiPAP, VPAP, or the KnightStar 330) for people with PPS. A pulmonary physician experienced with the care of people with neuromuscular disease will consider each person, their respiratory-related symptoms and the results of pulmonary function tests that might include a nighttime oximetry study. There is general agreement, I believe, that before starting NPPV some respiratory-related symptoms should be present, that would be relieved by the use of NPPV.

Rick: If carefully used as needed, can early use be harmful? (I consider BiPAP to be a form of muscle bracing and referred the doctor to Brace Yourself - PPS Manager 08/2000 issue. )
Dr. Oppenheimer:

I agree with your article about braces -- it makes sense to me (it is not my medical specialty so this is the viewpoint of a Lung Doc!).

I do not believe that there is evidence that the "early" use of noninvasive positive pressure ventilation, NPPV (such as BiPAP or VPAP) would be harmful. Experience suggests that if a person does not have respiratory symptoms due to respiratory muscle weakness, that there would not be enough incentive to use the equipment on a regular basis. Thus, the use of NPPV should result in improved symptoms, that the user is aware of and reinforces the value using it.

There was a French study of children with muscular dystrophy (Lancet, 1994 - 343:1600-1604), that is often referred to because the way they did the study of these children, with early use of NPPV, the results were not as good for early use -- however the design of  the study and the care provided have been criticized -- I do not feel it is a helpful study. However, an important reason to do carefully designed prospective randomized controlled trials is to answer these questions with good scientific data, that stands up when others repeat the research. 

Important issues need careful research. So I would favor more research on these issues related to NPPV, so that the questions, such as yours, can be answered with good reliable data.

[About a week later, more from Dr Oppenheimer:]

I thought that you might find the following preliminary research report of interest. It is a study of people with ALS who usually have more rapid decline of lung function than in PPS. The challenge of these studies is to really provide the nighttime bilevel ventilation (such as BiPAP, VPAP, or KnightStar 330) optimally so that each person using the assisted ventilation really gets the best results. The study was presented recently in Seattle at the scientific meetings of the American Thoracic Society:

Effect of Non-Invasive Ventilation on Vital Capacity in Amyotrophic Lateral Sclerosis

S.C. Bourke, G.J. Gibson. University of Newcastle Upon Tyne, Newcastle upon Tyne, Tyne and Wear, England

INTRODUCTION:  A recent study in amyotrophic lateral sclerosis (ALS) (Aboussouan 2001) showed an apparently detrimental effect of non-invasive ventilation (NIV) on vital capacity (VC): there was a step change at the point of intersection of lines of best fit of VC against time before and during NIV, but no change in the slope of the lines. In contrast, an earlier retrospective study (Kloepa 1999) showed that the rate of decline in VC was slower in subjects who complied with NIV than those who declined treatment. Although in this study there was a again a step change in VC at the intersection of the lines of best fit for before and during NIV, this was greater in subjects who declined treatment.

METHODS: We performed serial measurements of VC before and during treatment with NIV in 11 subjects with ALS. We compared prospectively the rate of decline of VC during treatment with NIV (mean 6.2 serial measurements) compared to the preceding year (mean 3.9 serial measurements). We also compared VC immediately prior to initiation of NIV and after one month of treatment

RESULTS: The median rate of decline of VC was slower on NIV compared to before treatment (during 1.09, pre 2.52 % predicted per month. Sign test p = 0.039). VC was similar immediately before initiation of NIV (mean 48.3% predicted) and after one month of treatment (mean 47.2% predicted).

CONCLUSIONS: Treatment with NIV was associated with a slower decline in VC, with no evidence of an early detrimental effect. The step change in VC at initiation of NIV observed in earlier studies may be an artifact of data modeling.

This abstract is funded by: NHS Executive, Research and Development. ResMed UK Ltd.

Monday, May 19, 2003 Session: 8:15 am-11:45 am   [B046] [Poster: D27]

[**] Thematic Poster Session (Abstract Page: A416) RESPIRATORY MUSCLE FUNCTION IN HEALTH AND DISEASE

Rick: Although I'm not well educated in the field of statistical analysis (step change = decline?) your e-mail seems to state that two past studies drew opposite conclusions but a recent study supports the use of bi-pressure NIV for treatment of neuromuscular disease.

I also noticed that "This abstract is funded by: NHS Executive, Research and Development. ResMed UK Ltd." Funded by a private manufacturer of NIV equipment?

Dr Oppenheimer:

The interesting finding in the study, by this highly respected group in England, is that not only was bilevel NIV helpful, but it also slowed the progression of the respiratory muscle weakness as evidenced by measurements of vital capacity (VC).

Dr. L. Aboussouan (Pulmonary Dept. - Wayne State University School of Medicine, Detroit) initially reported similar findings in a study he did several years ago, but later when further data was available it did not confirm that bilevel NIV slowed the rate of decline of VC - this is his published paper. So it is a question of considerable interest -- and, more careful research is needed to answer the question reliably. Part of the answer is likely that there are some people, but not all, in whom bilevel NIV slows the progression of the respiratory muscle weakness, as evidenced by measurements of vital capacity.

The research was funded both by the NHS (National Health Service in England) - like our NIH; and also by ResMed in the UK (a manufacturer of 

bilevel ventilators, such as the VPAP).

What's the Bottom Line? By Rick VDL

Not all people with PPS have trouble breathing but if you think you have breathing problems, you probably do have breathing problems. 


As we've seen, increasing breathing difficulty resulting from a degenerative neuromuscular disorders such as ALS (fast decline) and PPS (slow decline if properly managed) might be significantly slowed with the use of NIV. Early use had a built in safety factor:: if you don't need it you won't want to use it.

As with many medical conditions, early diagnosis and proper treatment may delay or overcome the problem. 

It's important to think of breathing assistance via non-invasive ventilation as the first line of defense. Oxygen should only be used if there are other pulmonary diseases diagnosed.
--∞∞o∞∞--

WANTED

VPAP and BiPAP machines, 

money and other PPS aids.

Polio Survivors Foundation

(818) 996-8733
Polio Survivors Foundation: Giving and Receiving since 1978
Lee Seitz is amazing. Polio survivor, quadriplegic, well known local personality… two and a half decades ago she and four other polio survivors started PSF to help those in need of medical equipment or money to manage the effects of polio. 

Hundreds of polio survivors have received help from Lee and her friendly staff of volunteers operating out of their San Fernando Valley office.


Services include free medical equipment, scooters and power chairs, and assistive devices of all kinds. PSF also helps pay for medical expenses not fully covered by insurance/Medicare.

Now's your chance to help others.


Please contact PSF if you have unused equipment (scooter, vehicle lift, lift chair, BiPAP machine, etc.) or if you can help financially. All contributions are tax deductible and greatly appreciated.

To get or give help contact:

Polio Survivors Foundation

18700 Sherman Way St. 104

Reseda, CA  91335 

(818) 996-8733 - weekdays 9 AM to noon.

--∞∞o∞∞--

Forum for Polio Survivors

A BIG EVENT to mark the 2004 50th anniversary of the Salk Vaccine.

Sunday  July 13th  from 1-3 pm

Speakers:

Kathleen Murray - Jonas Salk's Legacy

Dr Sam Pfaff - Spinal Cord Repairs

Dr Susan Perlman - Current Topics in PPS
Salk Insitute

10010 N Torry Pines Rd

La Jolla CA 92037-1002

More details at: San Diego Post Polio (http://sandiego_polio.tripod.com/SalkSymp.htm)

RSVP -to Mary Clare Schlesinger - postpolio@cox.net 760-741-5075

--∞∞o∞∞--

SAFE AT HOME

'How to' video

Produced by the International Rehabilitation Center for Polio at Spaulding Rehabilitation Hospital and sponsored in part by Rhode Island Infantile Paralysis Foundation, "Safe at Home" is a new 23-minute video guide for making your home accessible. Narrated by Bob Vila.

“Whether you are completely remodeling your home or using some of the readily available low-cost adaptive products, creating a safe, comfortable and accessible environment is not planning for disability - it’s planning for continued independence.” Bob Vila of Bob Vila’s Home Again
If you wish to order the 23-minute how-to video directly ($19.95 plus shipping), contact:
Lori V. McCrohon, Coordinator 

International Rehabilitation Center for Polio 

570 Worcester Road 

Framingham, MA 01702 

Phone: (508) 872-2200 ext. 259 

Fax: (508) 872-1205 

Email: lmccrohon@partners.org

MEETING REPORTS

San Diego Polio Survivors

La Jolla Group

May 8, 2003

The regular meeting of the La Jolla Group began with attendees' introductions and plans for the summer.  Steve Goldman, a regular member of the group, presented his annual "What Works For Me" show and tell -- a discussion of ideas and suggestions to assist polio survivors and help make our lives easier to manage.  Among the topics discussed were: Theracane; Use of reachers to help in retrieving items; the automatic hammer, a ratchet screwdriver, many uses of an automatic toothbrush to help make those everyday chores easier and more accessible; use of stress ball (for strengthening hands); Therabands (used in stretching exercises); waterless shampoo(great for camping or traveling); "TENS" machine and Q-Ray bracelet used for pain relief and socks that help maintain the correct leg temperature--so many of us complain about how cold we get.  Many thanks to Steve for leading the group in this popular discussion topic.

Group Historian, Josie Custodio brought lots of information and brochures for all to take.  Additionally, we discussed the possibility of creating a design to present to the US Postal Service for a stamp representing history of polio.  She has a contact in the postal service and will check on process required and feasibility of getting a stamp approved.  In the meantime, Josie will work with anyone who has an idea for the stamp.

Announcements/Reminders were made by Rick on the following:

· Abilities Expo is in Long Beach  from June 6  - June 8.  You can get more information by checking their website, abilitiesexpo.com 

· Polio Oral History Project:  Please read the fine print when signing up for this project.  You may be giving up your right to your own story by  your participation in this project.

· You can get assistance from auto companies  when you buy a new car that has to be modified due to PPS.

· Fishing license is free if you are disabled.

· Always check on discounts for electric bills.

· For all those sailing enthusiasts, sailing lessons are free in San Diego

We will be having a summer picnic this year in late July.  Committee members are Marilyn Salisbury, Mary Lee Poremba, and Josie Custodio.  Anyone else who wants to help out, let Rick know.

The meeting ended with announcement of next meeting to be July 10, 2003.  Many attended the no-host lunch at the "Sports City" restaurant upstairs in the mall.

Submitted by

Mary Lee Poremba

____The next meeting:____
July 10, 2003

____________________________

Regular meetings are on the second Thursday of odd numbered months at: La Jolla Village Square Community Room, west of I-5 on Nobel.  

For more information call Rick Kneeshaw @ 858-566-4016 e-mail piecon@mindspring.com
San Diego Polio Survivors

North County Group

____The next meeting:____
June 24
____________________________
Regular meetings on the forth Tuesday of even # months from 1:00 to 3:00 at Joslyn Senior Center, Dorothy Boeger building, 728 Broadway, Escondido  
For more info. call  Mary Timmons  760-738 0560

or e-mail LaRosa1234@aol.com
============================

COACHELLA VALLEY

POST-POLIO SUPPORT GROUP

Linda plans to show a FILM at the meetings this summer ... will have a variety to choose from for those who are able to attend.

2nd Fridays at 1PM at Portola Community Center,45-480 Portola Ave, Palm Desert CA
For information, contact

Linda Dempster@aol.com or  (760) 772-5556

==========================
HEMET AREA

POLIO SURVIVORS
Hi Everybody.

We skipped the planned SS info video and spent the whole hour and a half plus talking about PPS management issues. It was a good meeting.

If  "Breathing Problems … " has you wondering about your breathing, maybe Roy Miller, respiratory therapist, can answer your questions at the next meeting. If you have a question but can't be there, call or write me and I'll ask for you.




Have fun....Rick

____Our next HAPS meeting is:____
July 16

Guest speaker 

Roy Miller

Respiratory therapist

_____________________________
Regular Hemet meetings are at 11 AM to 12:30 on the third Wednesday of odd numbered months at: Sun West, 1001 N. Lyon, Hemet  for more info call Rick VDL  (909) 926-5492

==============================
Riverside PPS Group
____The next meetings:____

BBQ PICNIC

June 28

____________________________
For more info. call: Judy Mahoney (909)788-9310 or Betty McFarland (909)243-6991 

==========================
Yucca Valley PPSG
Potluck meetings:  Feb, Apr, Jun, Oct and Dec. on the 3rd Saturday at 3:00 p.m. Contact Joan Giesing, P.O. Box 681, Joshua Tree, 92252    Phone: 760-366-8729.

==========================
Big Bear PPS Group

For information contact Marsha at

(909) 878-3092
==========================
Victorville PPS Group

For information contact Doris at

(760)245-9058

LETTERS

Rick,


A small problem with the issue I received today [May 14] telling me that the next meeting was on the 8th. If I'd known I would have been there.

Dave Marsh

Dave,


Sorry I was late. You'd think I had PPS or something. ( You may have also noticed that it was 8 instead of the usual12 pages. With a little luck the next newsletter will be bigger and earlier. Thanks for writing….Rick
----

It Works for Bunny

I've had a lot of breathing problems. One time I went into respiratory arrest and was hospitalized for a month. While I was there they had to do an ABG test on me. It's tricky to stick a needle into your artery and if it's not done right they can poke the needle into your main nerves that go to and from your hand. When that happens it's very painful and it takes a long time to get over the stress. 


I recommend that if you have to have the ABG test you insist on the most experienced person on the staff. 

Bunny Smith

---

It Works for Sylvia

I detest having to go to the beauty parlor.  It seems like such a waste of time.  My arms have become so weak that I can't hold them over my head to scrub my hair.  Finally, succumbing to the disgrace of dirty hair.  I pulled my bath chair into the shower, sat down, put my head between my knees and I could wash my hair just fine.  

One more step toward independence ---Ya!





Sylvia Scott
_____________________________________

The bubbling brook would lose its song if you removed the rocks.

From the internet

____________________________________
Thank you for reading the PPS Manager Newsletter. And, thanks for your help and your words of encouragement. Special thanks to Betty Thompson, Sandy Van Der Linden, Rick Kneeshaw, John Kirkpatrick, Sylvia Scott, 

SPECIAL THANK YOU

Bob Doyle of 

FAST POSTERS

(619) 692-0610


Bob is a member of the San Diego PPSG and he is the man who takes care of the printing and folding of over 600 PPS Manager newsletters every other month at a greatly reduced price! From all 600 of us, thanks Bob.

--∞∞o∞∞--


The PPS Manager is published every other month by REVanDerLinden and is presented as management ideas and is not intended as a substitute for medical care.


To give financial help,


make check payable to: 


RE VanDerLinden


34711 Lyn Ave


Hemet, CA  92545

To submit ideas, writings, or commentary, write to above address or E-mail PPSman@aol.com or call Rick at (909) 926-549
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