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“For in the dew of 

little things, the 

heart finds its 

morning and is 

refreshed”  

– Khalil Gibran 

Editor’s Note 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dear members, 

We are excited to launch the 
first edition of the SFBA 
HPNA Quarterly Newsletter. 
Spring is here, spirits are high, 
and we are delighted to offer 
you this extra membership 
benefit with the hope that it 
will serve as an additional tool 
to learn, enjoy, and get more 
involved with the chapter. In 
this forum, professionals will 
volunteer their knowledge, 
experience, and ideas; we are 
ever so grateful to them and 
hope to count with your 
participation in future 
editions! If you wish to 
contribute to any of the 
sections with your point of 
view, article, or idea, please 
reach out to me at 
newslettersfbahpna@gmail.com 
with your submission and 
highlighting the section you 
would like to be featured in. 
All disciplines are welcome!  

Our hope is to foster the 
sense of a cohesive spirit 
similar to that of hospice and 
palliative care teams. We want 

to better serve you, so please 
let us know what we’re doing 
right and where we can 
improve. Your comments are 
always welcome.  

On another note, we 
encourage you to fill your day 
with acts and feelings of 
gratitude towards your peers 
and your communities – try it 
out with the 30-day Thank-
You Challenge, featured in 
this edition. Enjoy! 

Yours, 

Fortunella Gozal Melul, RN, 

BSN, BS, CHPN 

Editor in Chief, SFBA HPNA 

Newsletter 
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Notes from the 
President 

 
 
 
 
 
 
The 2015 year has started off  
with a total of 142 members 
of the SFBA HPNA chapter 
and 300 followers on the 
Nursing Network website. 
The first chapter event was 
the 4th Annual Clinical Review 
in February with over 50 in 
attendance from all over the 
Bay Area. The Clinical Review 
is designed to present the 
HPNA approved slides to 
prepare to take the CHPN 
certification exam in March, 
June, September or 
December. One of the 
participants is interested in 
finding others who are 
interested in studying together 
for the exam.  If you would 
like to contact her please give 
me a call and I will hook you 
up with her. My number is 
(925) 899-4848.  

In an effort to talk informally 
with members and non-
members of the chapter we 
started to have FOCUS 
GROUPS.  Our first meeting 

was in the East Bay and 
yielded great information. The 
next meeting will be in the 
San Francisco Area so 
invitations will be sent out to 
the area hospices and 
palliative care agencies that we 
have email contacts in. Please 
spread the word to your 
colleagues about the chapter 
as we all know that face to 
face is the best way to spread 
the news.  

The next chapter meeting will 
be at St. Luke’s Hospital in 
San Francisco on May 16th. 
Please make an effort to join 
us for the meeting. The topic 
is to be determined but we are 
leaning towards “Right to 
Die” or dementia 
prognostication.  

The third meeting will be held 
in August in the San Jose area. 
The fourth meeting will be 
our Education Day that will 
be held in Napa on 
November 14th. The day’s 
topic will be “Day of 
Cannabis” with education 
from a variety of speakers. 
Last year the chapter held a 
seminar at Stanford that 
opened up a host of questions 

and offered new knowledge. 
The day in Napa will bring 
even more information on 
this topic as well as offer 
more time for questions and 
networking. We plan to make 
discounted hotel rooms 
available near the meeting site 
for those who want to make a 
beautiful weekend out of the 
experience. More info on that 
later this year.  

Remember that job openings 
are posted on the website so 
please visit the website often 
to see what’s on the horizon. 
If anyone is tech savvy and 
would like to help us with 
getting our Dropbox account 
more user friendly please 
contact me.  

Thanks for supporting the 
SFBA HPNA Chapter,  

Debi Bach, President, SFBA 
HPNA 
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Main Focus 

 

 
 
Improving end-of-life care is a 
necessity, and re-asking the 
basic questions is a good place 
to start. Reevaluating needs 
and care priorities seems to be 
the natural first step towards 
achieving the ultimate goal. 
Dying in America is a 
comprehensive consensus 
report from the Institute of 
Medicine (IOM) which 
presents key findings and 
recommendations regarding 
the delivery of medical care, 
advance care planning, and 
health care costs, among 
other assessments. The study 
concludes that creating a 
more sustainable care system 
and enhancing quality of life 
are two goals that can be 
achieved by improving the 
“quality and availability of 
medical and social services for 
patients and their families.” 
The following are, roughly, 
the key findings and 
recommendations made by 
the IOM committee as 
specified in the report Dying in 
America, IOM Recommendations 
and Next Steps for Stakeholders: 

 
Regarding care delivery: 
 
Main findings: There is 
increased demand for family 
caregiving, with caregiving 
duties expanding to include 
not only personal and 
household tasks but also 
medical and nursing 
responsibilities. Delivery of 
care is fragmented and 
patients and families are 
burdened by multiple 
transitions between health 
care settings. Palliative care is 
equated with higher quality of 
life and supports patients and 
families. Widespread timely 
referral to palliative care 
seems slow despite 
professional guidelines and 
advice.  
 
Recommendations: The 
provision of comprehensive 
care for persons nearing the 
end of life should be covered 
by government health 
insurers, care delivery 
programs, and private health 
insurers.  
 
Regarding clinician-patient 
communication: 
 

Main findings: The majority of 
individuals who are near the 
end of life are unable to make 
their own decisions about care 
for physical, mental, or 
cognitive reasons. Care to 
alleviate pain and suffering is 
the option chosen by most in 
their EOL care preferences. 
Conversations between 
clinician and patient on a 
frequent basis about EOL 
care preferences are necessary 
to avoid unwanted treatment. 
To promote more frequent 
conversations, incentives, 
quality standards, and system 
support are necessary. 
 
Recommendations: Standards for 
clinician–patient 
communication and advance 
care planning should be 
established by professional 
societies and other such 
organizations; these standards 
must be measurable, 
evidence-based, and 
actionable, and they must 
change and adapt to evolving 
health system needs, methods, 
and technologies. These 
standards should be 
integrated into assessments 
and care plans. 
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Regarding professional 
education: 
 
Main findings: There has been a 
major improvement in 
hospice and palliative care via 
the establishment of specialty 
practice. Still, not enough 
attention is paid to palliative 
care in medical and nursing 
school curricula, there is an 
impediment to the 
development of 
interprofessional teams, and 
providers are institutionally 
not equipped with sufficient 
communication skills or with 
preparation to deliver basic 
palliative care.  
 
Recommendations: Appropriate 
training and requirements for 
licensing or certification 
should be established by 
educational institutions, 
credentialing bodies, 
accrediting boards, state 
regulatory agencies, and 
health care delivery 
organizations so as to 
broaden the knowledge and 
skills in palliative care of 
clinicians caring individuals 
with advanced serious illness 
and nearing the end of life. 
 

Regarding policies and 
payment systems: 
 
Main findings: Late enrollment 
in hospice, extensive use of 
services, and more transitions 
between care settings are the 
result of incentives under fee-
for-service Medicare. The 
provision of comprehensive 
palliative care must be 
incentivized, and this will be 
achieved via changes within 
the healthcare system. 
Furthermore, EOL care 
quality must not be adversely 
affected by changes in 
payment systems, and for this, 
quality standards and 
measures are required.  
 
Recommendations: The financing 
of medical and social services 
to support quality care for 
those with advanced serious 
illness nearing end of life 
should be integrated by 
federal, state, and private 
insurance programs. To 
implement this, the 
administration should seek 
any necessary additional 
legislation and said legislation 
should be enacted by 
Congress. Public reporting on 
quality measures and other 

such considerations regarding 
EOL care should be the 
standard for the federal 
government regarding the 
programs it funds or 
administers, like Medicare. 
  
Regarding public 
education and engagement: 
 
Main findings: A need for 
public education is present at 
various levels: societal, 
community/family, and 
individual. There is a general 
lack of knowledge in the 
American public about care 
choices for EOL. 
Conversations about death 
and dying must be normalized 
via efforts, and national 
dialogue on EOL issues 
should, as shown by several 
social trends, take place.   
 
Recommendations: A number of 
agents, including community-
based organizations, health 
care delivery organizations, 
and employers, should 
provide fact-based 
information about care for 
individuals with advanced 
serious illness so that advance 
care planning and informed 
choice is encouraged.  
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“The most important 

aspect of the prison 

hospice model is the 

use of other prisoners 

as “volunteers”” 



 

The Expert’s Point 
of View 

By Fortunella Gozal Melul 
 
About Fortunella: 
Fortunella is a health care 
consultant with more than 30 
years of hospice and palliative 
care experience nationally and 
internationally. She is an RN, 
CHPN, and holds a BS and 
BSN. Fortunella has 
volunteered for the SFBA 
HPNA chapter as Member-at-
Large, President-Elect, and 
she currently coordinates the 
newsletter. She advocates for 
increasing equity in health 
care services and patient 
autonomy.  
 

 

 

 
 
 
The volunteer reached for the 
patients hand as his breathing 
became labored. He gently 
placed a cool cloth on his 
forehead and lightly squeezed 
the fragile flesh of the patients 
withered hands in his so he 

would know he was there.  
The room was dark and a bit 
chilly but the volunteer didn’t 
mind.  His sole mission that 
night was to make sure the 
patient knew he wasn’t alone.  
As hospice professionals, we 
have heard stories such as this 
many times.  But what makes 
this story unique is that both 
of these men have spent the 

last 30 years in the US prison 
system.    
Prison hospice is a unique 
movement that began several 
years ago.  However, it has 
only recently become a regular 
conversation among those in 
the Bureau of Prisons at the 
state and federal level.  In an 
effort to not only reduce 
healthcare costs, but also to 
bring additional humanity to 
the system; more 

incarceration systems are 
introducing hospice services 
into their facilities. For many 
this entails simply turning an 
existing infirmary room into a 
hospice room by painting 
murals on the walls.  
Additionally, outside family 
members- if any- might be 
permitted to visit the patient 
during non-visiting hours if 
necessary.  But the most 
important aspect of the prison 
hospice model is the use of 
other prisoners as 
“volunteers”. These men and 
women are trained, much like 
any volunteer, and make up 
an integral part of a prison 
hospice. They are allowed out 
of their cells when their 
patient is on “vigil” status and 
are often a member of the 
patient’s prison “family”.   
While there is an enormous 
amount of other benefits 
aligned with the prison 
hospice movement, those of 
us who work with this 
population know this is only 
the beginning of the 
conversation.  
 
About Dr. Novak: 
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“Volunteering 

provides me with 

the opportunity to 

enhance my own 

educational 

growth” 



 

Get to Know Your 
Team:  

Jamie N. McNamara 

Dr. Novak is a partner in the 
Mellivora Group. She holds a 
PhD in Human Services and 
Gerontology. Her 
specialization is in hospice as 
well as end of life care and 
aging in the U.S. corrections 
system.  She can be reached at 
knovak@mellivoragroup.com 
 

 
 
 
 
 
 
 
 
Fortunella: How did you 
hear about the SFBA HPNA 
Chapter and when did you 
first become a member? 
 
Jamie: I have been a member 
since January 2012.  I learned 
about SFBA-HPNA after 
taking an Ethics class with an 
introduction to Palliative Care 
during my Master's education 
in 2011 which propelled me 

to do more research on 
palliative care.   
 
F: What made you decide to 
volunteer for the chapter? 
 
J: One of my professors in 
the Master's program stressed 
the importance of being 
involved in a nursing 
organization or any 
organization to help make a 
difference in one's 
community.  I saw it as an 
opportunity to also become 
more familiar to the field.  
 
F: This is your second 
consecutive round serving as 
treasurer: Tell us about your 
experience so far. 
 
J: I have a better 
understanding of how the 

organization works and the 
work involved. I've learned 
that although my primary role 
is to manage the financial 
piece, everyone has a voice in 
helping with planning and 
discussing ideas for future 
events.   
 
F: What are you hoping to 
accomplish this term? 
 
J: To continue to provide low 
cost or free educational 
opportunities for our 
members as well as non-
members in hopes to keep 
our nurses in the community 
up to date with evidenced-
based research. In addition, to 
increase membership so there 
are more nurses with a good 
understanding of Hospice and 
Palliative care which in turn 
creates a stronger voice to 
promote the service for 
members in our community.  
 
F: What are your personal 
gain/s from this volunteer 
work you do? 
 
J: It provides me with the 
opportunity to enhance my 
own educational growth, to be 
able to network with like-
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Compliance & 
Regulations 

minded nurses, and to be a 
part of a growing area of 
nursing (Palliative Care).   
 
F: What would be your best 
advice/s for any member 
considering stepping up to 
join the Executive Team?  
 
J: My advice would be for 
those who might be interested 
is to come in with a purpose 
and commitment. I think it's 
important to understand why 
you would want to join and to 
be sure those reasons match 
what the role requires in order 
to be successful personally 
and for the organization. 
 
About Jamie: 
 
I have been a nurse for 26 
years, starting my career as an 
LVN in 1988 then continuing 
on with my education to RN, 
BSN, MSN over the next 20 
years. I have held many 
different roles along the way 
which I feel have helped 
prepare me for my current 
role as a full-time Palliative 
Nurse Navigator (PNN) with 
Napa Valley Hospice 
(NVHADS) for just over a 
year now. I am happy to say I 

enjoy nursing as much today 
as I did 26 years ago! 
 
Jamie N. McNamara, RN 
MSN CHPN 
Treasurer, SFBA-HPNA 
Treasurersfbahpna@gmail.com 

C: 707-287-3631 
 

 
 

 
 
 
 
 
According to Hospice Action 
Network’s Hospice 
Compliance/Regulatory 
Requirements, 2009-2015, 
these are the hospice 
requirements for 2015: 
 
Hospice CAHPS Survey 
Dry Run  
One month between 1/1/15 – 
3/31/15 
Hospices must contract with a 
vendor to conduct a one 
month “dry run” for the 
Hospice CAHPS Survey 

(formerly known as the 
Hospice Experience of Care 
Survey), which is sent out to 
families after the death of a 
patient. 
 
Hospice Self-Reporting the 
Aggregate Cap  
March 31, 2015 
CMS is requiring hospices to 
complete and self-report their 
aggregate cap determination 
within 5 months after the cap 
year ends (October 31), by 
March 31 of each year. If a 
provider fails to file the cap 
report with the Medicare 
contractor, payments to the 
provider would be suspended 
until the cap report is filed. 
 
Hospice CAHPS Survey 
Mandatory Implementation 
April 1, 2015 
A post-death family caregiver 
survey, developed by CMS for 
the assessment of patient and 
family experiences with 
hospice care, will be 
administered by survey 
vendors on behalf of 
hospices. A different version 
of the survey will be 
administered based upon the 
patient’s site of death: home, 

mailto:Treasurersfbahpna@gmail.com
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nursing home, or inpatient 
unit. 
 
Hospice Survey 
Requirement  
April 6, 2015 
Medicare certified hospices 
will have mandatory surveys 
every 36 months, through 
2025. 
The Centers for Medicare and 
Medicaid Services will 
contract with the appropriate 
state survey agency in each 
state. Surveys may also be 
performed by accrediting 
agencies with deemed status, 
such as the Joint Commission, 
the Community Health 
Accreditation Program 
(CHAP), and the 
Accreditation Commission for 
Health Care (ACHC). 
 
Penalty for Non-
Participation in Quality 
Reporting in CY2014  
October 1, 2015 
Failure to participate in 
CY2014 Quality Reporting 
will result in a 2% FY2016 
market basket reduction. 
 
ACA Productivity 
Adjustment  
October 1, 2015 

In FY2016, hospices will 
continue to receive a -0.3 
productivity adjustment 
on top of the productivity 
adjustment applied to all 
Medicare providers. 
 
ICD – 10 Implementation 
October 1, 2015 
The FY2014 Wage Index 
Final Rule stated the 
replacement of the ICD-9-
CM code sets, used by 
medical coders and billers to 
report health care diagnoses 
and procedures, with ICD-10 
code sets will be effective 
October 1, 2015. 
 
Hospice Payment Reform 
Pending 
The ACA transferred hospice 
payment authority from 
Congress to the Secretary 
of Health and Human 
Services. The ACA statute 
requires the Secretary to 
collect and analyze extensive 
data prior to implementing a 
new payment system for 
hospice. To date, CMS has 
not identified a specific 
payment reform proposal for 
implementation. Action on 
payment reform is expected 
as early as 2015. 

Did you know? 

As per The National Consensus 

Project for Quality Palliative Care 

(NCP) the pillars of palliative care 

include:  

1. Patient and family 

centered palliative care.  

2. Comprehensive palliative 

care with continuity 

across health settings. 

3. Early introduction of 

palliative care at 

diagnosis of a serious 

disease or life-threatening 

condition. 

4. Interdisciplinary 

collaborative palliative 

care. 

5. Clinical and 

communication expertise 

within palliative care 

team members. 

6. Relief of physical, 

psychological, emotional, 

and spiritual suffering and 

distress of patients and 

families. 

7. A focus on quality. 

8. Equitable access to 

palliative care services. 
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The IDG Series: 
Perspectives from a 

Physician: Suicide in 
Hospice 

Spiritual Corner:  
A Picture of a Life 

 
 
 
 
 
 
 

Recently I was faced with a 
patient who was suspected of 
attempting suicide by taking 
medication from his comfort 
kit.  He had a history of an 
offhanded remark-he 
expressed a desire to go to 
Oregon.  However, he 
assured all members of the 
hospice team that he would 
never take his own life.  He 
was still living independently.  
He was able to perform all his 
own self-care needs and was 
in charge of his own 
medications. 
 
Late Friday afternoon, I 
received a call from his case 
manager.  He had a dramatic 
change in condition.  He was 
walking and talking when last 
seen by his nurse the day 
prior.  Now he is obtunded 
and unresponsive with 2 
empty bottles of medications 
from his comfort kit at the 
bedside.  He left no suicide 
note.  His symptoms were 

well managed prior to this.  
He gave no other indication 
to family or friends of his 
intentions. 

 
The amount of medication in 
the comfort kit was not 
sufficient to end his life.  
However, it was sufficient to 
cause him to not wake up and 
have no food or liquid intake 
for the following 48 hours.  
He eventually passed 
peacefully from a 
combination of dehydration 
and his underlying disease 
process.  His power of 
attorney wanted no other 
intervention than to keep him 
comfortable. 
 
This scenario is likely to recur 
with increasing frequency.  
Brittany Maynard, a young 
woman with brain cancer, 
moved from California to 
Oregon to die.  She publically 
advocated for laws to be 
changed in California to allow 
physician assisted suicide and 
recently brought this issue to 
the public limelight.  The 
California state legislature 
introduced just such a bill 
SB128 on 1/21/15. We will 
all need to have increased 

vigilance for such possibilities 
and to take appropriate action 
to address symptom 
management and emotional 
pain in our patient population 
and hopefully decrease their 
desire for an earlier end to 
life. 

 
About Dr. Chen: 

Dr. Chen is an associate 

Hospice Medical Director 

with a large medical group in 

the East Bay.  She is a 

graduate of Stanford 

University and UCLA School 

of Medicine.  She is board 

certified in Hospice and 

Palliative Medicine and Family 

Medicine. 

 
 

 
 
 
 

I met Rhoda (not her real 
name) sitting at her kitchen 
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Last Minute News: March 25, 
2015 

 
A California aid-in-dying bill 
cleared its first committee 
Wednesday following a lengthy 
debate that highlighted stark 
disagreements between the 
bill’s supporters and 
opponents among medical, 
religious and disability-rights 
groups. The Senate Health 
Committee voted 6-2, with one 
abstention, to pass Senate Bill 
128. The vote came hours after 
proponents of the bill released 
a posthumous video recorded 
less than three weeks before 
Brittany Maynard’s assisted 
suicide in Oregon. 
 

table.  She was telling me 
about herself, just some basics 
about her family. I had come 
to see her as a hospice 
spiritual care counselor, and I 
was doing my initial 
assessment. She began to tire 
and she wanted to get back 
into bed. She started to stand 
up and experienced piercing 
pain, “Jesus, help me!” Then 
she took a step, “Jesus, help 
me!” and another, “Jesus, help 
me!” As a hospice team, we 
were there with a primary goal 
of bringing her comfort and 
easing that pain, which clearly 
was deep.   
 
I would visit Rhoda weekly, 
and she would open up more 
each week, sharing her story 
about her involvement with 
her church, teaching women’s 
Bible study classes, feeding 
the homeless, participating in 
a group called Wings. A 
highlight of her religious life 
was when she traveled to an 
international woman’s prayer 
convention in Africa attended 
by thousands of women, 
some of whom had to sneak 
out of their home countries 
because they were governed 
by oppressive regimes. But 

they came, and returned 
home, and their bravery and 
faith inspired Rhoda.   
 
One thing that Rhoda did not 
share was what life for her 
was like before her 
conversion and accepting 
Jesus. She alluded to all the 
wrong, the mistakes, the 
transgressions that she lived 
with in a life she deeply 
regretted. This part of 
Rhoda’s pain was existential, 
spiritual. She could feel God 
accompanying her, pray with 
conviction and embrace deep 
faith, but she could not 
forgive herself for her past.  
So the medicine the nurses 
administered helped, but she 
was far from comfortable.  As 
an interdisciplinary team, we 
consulted with each other on 
Rhoda’s pain management 
and the progression of her 
disease, and worked diligently 
to ease her distress.   
 
After several weeks of being 
with Rhoda, I began to see a 
complete, whole picture of 
her life. Yet Rhoda’s view of 
herself was fragmented, 
bifurcated into before Jesus 
and after. I began working on 

a collage for her. I 
downloaded images that 
reflected her spiritual life, an 
open hand serving bread, a 
church, a Bible, a picture of 
women of different ethnicities 
gathered together, wings, and 
a picture of Jesus. I assembled 
them on a poster board, 
placing Jesus at the center, but 
before gluing them down I 
felt something was missing. 
The components were there, 
but a base was missing.  
Scripture! I found some of 
her favorite passages, used 
them as the background for 
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Feel Well, Do Well: 
Change Your Life With 
the 30-Day Thank-You 

Challenge 

the collage and pasted the 
pictures.  A simple process, 
even someone with little 
artistic talent, such as me, 
could do. 
 
On my next visit I gave 
Rhoda this rudimentary 
collage. Rhoda held it, stared 
at it, looked at me, then back 
at the collage. All in silence. 
Then the tears came. Minutes 
passed as Rhoda absorbed the 
images, and their meaning.   
Then she called her daughter 
and granddaughter, then her 
son, to her bedside and 
showed them the collage.  She 
described what each of the 
images represented.  The 
sense of wholeness, of 
fullness in her sharing was 
evident.  Rhoda could literally 
see the good she had brought 
by the help she had given to 
others, the prayers she shared, 
the words of the Bible she 
taught.   
 
The focus shifted from her 
regret, her shame, her 
incapacity to forgive herself, 
to seeing herself as vessel and 
tool for doing God’s work.  
And as a constant reminder of 
her transition, of her 

fulfillment, she asked her 
family to hang the collage at 
the foot of her bed where she 
could see it as she lay there 
propped up.  Rhoda was 
experiencing a sense of inner 
peace, and with that 
acceptance of who she is, of 
whom she had become, of her 
new perspective of herself her 
pain shifted. It diminished, it 
became more manageable for 
all the disciplines on the team, 
and our goal of providing 
comfort to our patient at end 
of life was closer. 
 
About Rabbi Weisel: 
 
Providing pastoral care and 
spiritual counseling since 
1998, Rabbi Weisel began 
working in hospice in 2009.  
She has experience with a 
wide range of individuals, 
working in interfaith settings 
and as an educator for 
children and adults.  In 
hospice she has been a 
spiritual care counselor, 
bereavement coordinator and 
volunteer coordinator.  In 
education, her leadership roles 
included Assistant Dean at 
the Ziegler Rabbinical 
Seminary and as Rabbi-in-

Residence at the Jewish 
Community High School of 
the Bay. 
 

 
 
 
 
 
 
 
If you are looking for a way to 
boost your happiness, health 
and relationships with one 
simple practice, the answer to 
your search is this: Gratitude. 
Studies have shown that 
cultivating an attitude of 
thankfulness in your life 
correlates with well-being, 
strengthened relationships 
with romantic partners and 
other individuals, and health 
benefits like a stronger 
immune system, lower blood 
pressure and improved sleep. 
 
Scientists have yet to explain 
exactly how gratitude 
produces these impressive 
benefits, but no matter how 
gratitude works to improve 
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Humor is Served: 
Humor in Hospice 

mental and physical health, 
there is plenty of evidence 
available to suggest that 
gratitude is a worthwhile 
practice to add to your daily 
routine.  
 
So how do you actually 
incorporate an attitude of 
thankfulness into your busy 
life—especially when you are 
coping with a multitude of 
stresses and struggles? There 
are many excellent ideas for 
cultivating thankfulness in 
your daily life, like keeping a 
gratitude journal or reciting a 
gratitude prayer each day. But 
here’s an idea for expressing 
your gratitude that will have 
additional positive benefits 
for you:  
 
Write a thank-you note to 
someone in your life each 
day for 30 days. 
 
The note you compose can be 
short and simple and may or 
may not actually be sent to 
the other person. The goal 
behind this practice is to 
focus each day on a person in 
your life, past or present, for 
whom you feel grateful and to 
express in writing why you are 

thankful for their presence on 
your life’s path. 
 
You should be able to think 
of 30 different people 
throughout your lifetime who 
have changed your life in 
some way. And not all of 
those interactions may have 
been positive when they 
occurred—sometimes people 
who have caused you pain in 
the past have actually helped 
you grow the most. 
 
This practice helps you build 
a convincing body of evidence 
that life is good and that you 
have been blessed, even 
during difficult times. By 
intentionally expressing your 
appreciation for 30 days you 
will be creating a “habit of 
gratitude” that will help you 
stay in a state of thankfulness 
for your life in every situation. 
 
About Dr. Wyatt: 
 
Dr. Karen Wyatt is a hospice 
and family physician and the 
author of the award-winning 
book “What Really Matters: 7 
Lessons for Living from the 
Stories of the Dying.” She is a 
frequent keynote speaker and 

radio show guest whose 
profound teachings have 
helped many find their way 
through the difficult times of 
life. Learn more about her 
work at 
www.karenwyattmd.com or 
sign up for her end-of-life 
interview series at 
www.eoluniversity.com.  
 

 
 

 
 
 
 
Is there humor in end of life 
care? You bet there is! There 
is humor in all circumstances 
of life, if only we are open to 
it. Humor is healing and helps 
us through the day, especially 
when those days can be filled 
with intense emotions from 
our patients and families. 
 
Early in my hospice career, I 
was a manager at a wonderful 
hospice in northern Virginia. 
Fortunately for me, I was 
mentored by some of the 

http://www.karenwyattmd.com/
http://www.eoluniversity.com/
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“best of the best” 
professionals in the United 
States at that time. They were 
knowledgeable, passionate, 
dedicated, efficient, and caring 
professionals who always 
stopped to find humor and 
laughter in the most serious 
situations. 
 
Fondly, I look back and 
cherish those memories and 
funny stories that I collected 
during that time with 
gratitude and a smile on my 
face. 
 
As a manager, the direct 
connection with patients and 
families was often missing. I 
would schedule supervisory 
visits with the staff as much 
as possible to stay connected, 
as well as to complete 
supervision requirements. We 
had a Alzheimer’s patient who 
had two daughters. A typical 
scenario in that one daughter 
was the primary live in 
caregiver and the other 
daughter was the decision 
maker and medical power of 
attorney. She lived in the 
same community and was 
involved, but there was a 

definite resentment from the 
caregiver daughter toward her 
sister.. After all, she felt that 
she did all the work, yet had 
none of the decision 
power….and they did not 
always agree on their mother’s 
plan of care. I had visited this 
patient with one of the nurses 
previously, and had spoken 
several times with both 
daughters by phone to help 
clarify aspects of hospice care 
and help bridge their 
differences. As a result, I had 
gained a more in depth 
understanding of the case. 
 
The caregiver daughter was a 
simple woman with some 
mental challenges. She took 
excellent care of her mother 
and followed the medication 
regime with precision. 
Basically, routine was her 
dearest friend and she did 
whatever the hospice nurse 
directed her to do. One quiet 
day in the office, the phone 
rang and I answered. 
Recognizing the caregiver 
daughter’s voice immediately, 
I knew that she was very 
upset, angry, and was 
speaking as fast as she could 
to relay her story. 

She said, “my sister has 
changed my mother’s 
medications again! I told her 
that she could not 
do that without calling 
Hostage!! I told her that the 
nurse said always call Hostage 
first before making changes in 
the medications. She just will 
not listen to me, but I think 
that she will listen to Hostage if 
you call her! Hostage are the 
experts! She needs to listen to 
Hostage! 
 
Okay, let’s forget that I am a 
stickler for grammar, spelling, 
and pronunciation of words. 
Set that aside. I was quietly 
laughing so hard when I heard 
this that tears were flowing. 
Office staff were puzzled as I 
sat there with the phone in 
my hand, tears rolling down 
my cheeks, not uttering a 
sound but trying to listen to 
whatever was going on at the 
other end of the conversation. 
When I finally put the phone 
down on the hook and told 
the story, they were in stitches 
as well. 
 
To this day, fifteen years later, 
I still refer to hospice as 
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Your Work is Art 

“Hostage” if the occasion 
arises. 
Ironically enough I’m sure 
that many of our caregivers 
call feel like hostages at times 
with the many demands on 
them. The stories that bring 
levity where it is so needed are 
most important. 
 
Hospice or Hostage? You 
choose. After all, everyone’s 
perspective is different! 
 
By Judy Wooten, RN, CHPN 
 

 
 

Title: Nurse with a Heavy 
Case Load 

 
I need to have time to take it 
all in. To listen, to care, to 
leave it there. 

I come and go and in between 
I have no time to clear the 
cloud that is in my head. 

My soul resents and I keep 
doing, freedom is lost, I have 
no choice but to keep 
moving. 

I am being told that time has 
died. I have no time, will I die 
too? 

My patients die and I have no 
time, to be, to care, and to 
leave it there. 

I am dying too. 

~Submitted by Sarah*, RN, 
CHPN 
 
Title: Escape 

 
~Submitted by Mary*, RN, 
CHPN 
 
*not real name 
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Learn & Enjoy 

 
Inspiring tools to use for team 
meetings, group activities 
and/or just for fun! 

 
1. Creative thinking: 

What strategy works 
best for you?  
http://www.creativet
hink.com/ 

 
2. What is important to 

you? Play the cards 
and find out.  
http://www.codaallia
nce.org/gowishcards.
html 

3. Learn about yourself 
and improve your 
interpersonal 
relationships. Find 
your color! 
http://truecolorsintl.c
om/about-us/why-
use-true-colors/ 

 
Next on your reading list: 
 

1. Dying Well, Ira Byock, 
M.D. 

2. Being Mortal, Atul 
Gawande 
 

 
 
 
 

3. The Conversation: A 
Revolutionary Plan for 
End-of-Life Care, 
Angelo E. Volandes, 
M.D. 

4. The Empathy Exams: 
Essays, Leslie Jamison 

5. The Age of Dignity, Ai-
Jen Poo 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
See you next quarter 

(with your 
collaborations)! 

http://www.creativethink.com/
http://www.creativethink.com/
http://www.codaalliance.org/gowishcards.html
http://www.codaalliance.org/gowishcards.html
http://www.codaalliance.org/gowishcards.html
http://truecolorsintl.com/about-us/why-use-true-colors/
http://truecolorsintl.com/about-us/why-use-true-colors/
http://truecolorsintl.com/about-us/why-use-true-colors/

