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“‘Hope means 

different things to 
different people, and 
different things to the 

same person as 
he/she moves through 

stages of illness.”  

– Brody H. Hope. JAMA. 

1981 

Editor’s Note 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dear members, 

Welcome to the fall/winter 
edition of the SFBA HPNA 
Quarterly Newsletter. I want 
to take a moment to thank all 
professionals who dedicate 
their daily efforts, expertise, 
and utmost devotion to 
improve the hospice and 
palliative care fields. In such 
vast fields, all input is 
invaluable, especially given the 
holistic nature of the work we 
do.    

In this current issue, we 
feature topics ranging from 
how children cope with death 
and the role of the healthcare 
professional in this coping 
process to how disciplines 
such as physical therapy can 
palliate painful processes, to 
the wonderful spirit of 
hospice volunteerism across 
generations and cultures. In 
the hospice and palliative care 
fields, we – professionals, 
patients, and families – work 
in unison. We are a team.  

As always, please feel free to 
reach out to me at 
newslettersfbahpna@gmail.com  
with any comments, 
questions, or submissions – 
we would love to hear your 
thoughts and always welcome 
your comments.  
Wishing you and your loved 
ones a very happy New Year! 

Yours, 

Fortunella Gozal Melul, RN, 

BSN, BS, CHPN 

HPNA Approved Educator, 

ELNEC trained. 

Editor in Chief, SFBA HPNA 

Newsletter 
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“It is important to allow 

the child to take the lead in 

gaining more information 

when they are emotionally 

ready for it” 



 

 
 
 
 
 
Children cope better with 

terminality and death than 

most people anticipate. This is 

especially true when we 

facilitate their understanding 

of what is happening and 

normalize the end-of-life as a 

natural process. We can do 

this by communicating openly 

with them and answering their 

questions in age-appropriate 

ways. When children are 

removed from the illness or 

dying process they tend to 

believe that there must be 

something frightening about 

illness or death. 

Some people try to avoid 

communicating with children 

regarding illness and death; it 

is emotionally challenging.  

Often the desire is to protect 

the child, though in doing so, 

we rob them of the 

opportunity for anticipatory 

grief and create isolation. In 

addition, children overhear 

parts of conversations, 

perceive changes in the energy 

in the home and the dynamics 

of the individuals involved in 

the illness and caregiving.  

Without accurate information, 

they will “fill in the blanks” 

which is often inaccurate and 

leaves them fearful.  

 

 

 

 

 

 

 

At what stage in illness this 

conversation should occur 

requires an understanding of 

the child’s developmental 

maturity and concept of time.  

Younger children may need to 

be told when the patient is 

just a few weeks from death 

while older children benefit 

from knowing in advance. 

When telling a child about 

serious illness, it is helpful to 

use diagnostic rather than 

common terms. When the 

child is told “Uncle Joe is 

sick," he or she may feel 

afraid that this is a contagious 

disease. In addition, the child 

may erroneously think 

another person is terminally ill 

when they’re told that mom 

stayed home from work 

because she's “sick.” One 

example of how to use a 

diagnostic term in an age-

appropriate manner is: “Uncle 

Joe has a disease called 

cancer. Sometimes doctors 

can fix people's cancer, but 

they can't fix Uncle Joe's.” A 

child may ask a follow-up 

question at the time or in the 

future, inquiring what will 

happen since they can’t fix his 

cancer. A possible response? 

“Unfortunately his cancer will 

continue to get worse and 

eventually it will cause him to 

die.”  

It is important to allow the 

child to take the lead in 

gaining more information 

The Expert’s Point 
of View: 

Teri Collet 
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when they are emotionally 

ready for it. Parents and 

helping professionals can 

assess the child’s readiness for 

more information and 

encourage continued dialog 

by asking questions such as 

“Are there things you wonder 

about this?” or “Do you have 

any questions I can answer 

for you?”  

Children need to be given the 

opportunity to ask questions, 

including questions of the 

patient to help them 

understand. Adults need to be 

aware that children do not 

have the vocabulary to ask 

questions in the most 

sensitive manner, and 

therefore their questions may 

seem callous. This bluntness 

in communication is 

something we see in all areas 

of life including when a child 

says, “this dinner tastes 

yucky;" we can expect nothing 

different of children when it 

comes to talking about 

something they've never 

heard about. 

When children ask what death 

is, this is the opportunity to 

explain that the patient’s heart 

stops beating, they’re no 

longer breathing and that 

means that the loved one it is 

not alive. It is important to 

avoid euphemisms as this 

leads to confusion for the 

children. Statements such as 

“God wanted another angel,”  

“She’s looking over us now,” 

“He passed away” and the like 

do not communicate the 

reality of death.   

If using clear words seems 

insensitive or harsh, 

remember that the gentleness 

can come from your 

relationship with the child, in 

your inflection and your body 

language.  

As difficult as it is to inform 

children that their loved one 

is terminally ill, it is vitally 

important to the child’s 

coping at the time and future 

grief experience.  

 

 

About Teri: 

 

Teri, ACSW, LCSW, ACHP-

SW, received her Masters of 

Social Work degree in 1987 

from San Jose State 

University, San Jose, 

California. She obtained the 

ACSW certification as a 

member of the Academy of 

Certified Social Workers and 

her California LCSW 

(Licensed Clinical Social 

Worker) in 1991. She received 

her certification as a Hospice 

and Palliative Care Social 

Worker (ACHP-SW) in 2009.   

She has extensive experience 

in medical social work 

including dialysis clinics, 

Neonatal ICU, trauma centers 

and 15 years in hospice. She is 

also an Adjunct Professor in 

the graduate School of Social 

Work at Stanislaus State 

University in Turlock, 

California. 

Teri is a published author 

writing both supportive 

educational materials for 
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Get to Know Your 
Team:  

Debi Bach 

hospice patients as well as 

articles in Newsline, a 

publication of the National 

Hospice and Palliative Care 

Organization. She has written 

a patient 

supportive/educational 

booklet titled “Making the 

Most of Every Moment: A 

Patient’s Guide to Living 

With Hospice” published by 

Limbertwig Press, and is a 

national speaker on topics 

including end of life and grief.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fortunella: What compelled 

you to start the SFBA HPNA 

Chapter? 

Debi: In 2008 I moved to the 

Bay Area from the Tampa 

Bay Area. I had started a 

HPNA chapter in Florida 

after attending my first 

National AAPHM/HPNA 

meeting in Tampa. Upon 

finding out that the SF Area 

did not have a chapter I 

decided to start another 

chapter here. After sending 

out emails to all of the 

CHPNS in the area, 22 people 

attended the first inaugural 

meeting. The SFBA HPNA 

became a reality from that 

meeting. Many of the initial 

steering committee continue 

active in the chapter 6 years 

later.  

F: What role does the 

Chapter play in shaping the 

status of education on End of 

Life issues in Northern CA? 

D: The mission statement 

drafted early on in the 

chapter’s history really spells 

out WHY this chapter exists.  

The mission of the San Francisco 

Bay Area Chapter is to further 

excellence and collaboration in 

hospice and palliative care across 

the continuum through education 

and networking at the local level.  

Through surveying our 

extensive mailing list of over 

800 hospice and palliative care 

professionals in the Bay area 

yearly we have brought 

relevant topics with 

professional speakers to 

educate our membership. It is 

vitally important that we offer 

this education to elevate the 

knowledge level of the 

hospice and palliative 

community at a reasonable 

cost. Attending the National 

meetings are sometimes cost 

prohibitive for all to attend so 

the local chapter strives to fill 

that niche. The local chapter 

offers the Clinical Review 

each year to assist nurses in 

preparing to take the CHPN 

exam at a reasonable cost of 

$85 for members, $120 non-

members. Attending the same 

course elsewhere is double 

and triple the cost along with 

airfare and hotel rooms.   

Next year’s Clinical Review 
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“The chapter 

membership has 

grown from 22 to 180 

with followers 

numbering over 500” 



 

will be held at Kaiser 

Martinez Hospice on April 

9th. RSVP quickly as the room 

sells out quickly.   

F: What have been the biggest 

challenges of the Chapter 

since its inception? 

D: The biggest challenge that 

has hampered the chapter is 

that is covers such a large 

geographical area. Having 

meetings in areas and at times 

that are convenient for those 

who wish to come to travel to 

the meetings has hampered 

the growth.  Starting the 

website and this newsletter 

has allowed us to impart 

information to many more 

than those who attended the 

meetings.  The chapter 

membership has grown from 

22 to 180 with followers 

numbering over 500.  

F: Please share with the 

readers an anecdote from 

your time as president; a piece 

of advice; a reflection. 

D: My favorite times are 

when I get an email from 

someone who has taken the 

Clinical Review from the 

chapter and then PASSES the 

CHPN test!!!!  I love 

furthering more CHPN’s 

caring for our patients in this 

important last journey they 

are facing.  

 

 

 

 

 

 

 

F: What future do you 

envision for the Chapter? 

D: As I leave the President 

position and Janette Perasso 

takes the reins of the chapter, 

I am filled with good thoughts 

of a group of 22 

mushrooming into the largest 

and most successful HPNA 

chapter in America!!!! We are 

the only chapter that offers 

the Clinical Review every year 

at a cost effective cost of only 

$85. We are the only chapter 

that gives back to the HPNF 

$1000 every year to allow for 

scholarships availability for 

certified hospice and palliative 

nurses to attend the National 

convention, etc. I envision 

growth of the individual 

compass areas into their own 

sub-chapters holding 4 

meetings a year in each of the 

5 areas. We have already seen 

the Sacramento and Santa 

Cruz areas start their own 

chapters stemming from 

attending the SFBA HPNA 

meetings. 

Next year’s membership 

meetings topics are already 

arranged after reviewing this 

year’s survey monkey results.  

Make plans to attend these 

relevant topics: February 6 at 

VITAS Innovative Hospice 

Walnut Creek: Methadone Boot 

Camp and Equianalgesic Narcotic 

conversions. April 9th will be at 
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The Physical 
Therapist’s 
Perspective: 
Deanne Smith 

Kaiser Martinez Hospice for 

the Clinical Review for the 

Generalist Hospice and Palliative 

Nurse. In the summer months 

we will present a panel 

discussion regarding the 

newly passed Right to Die bill.  

Our Education Day will be at 

the end of the year. It will be 

the Day of Cancer presenting 

End of Life care in reference 

to 6 different types of cancer.  

F: A message for our 

readers… 

D: Thank all of you for 

becoming involved in this 

chapter and I am honored to 

have founded and led this 

chapter for 6 years.  

About Debi: 

Debi Bach, BSN, RN, CHPN 

Educated at Penn State 

University, Debi worked as a 

Hospice Nurse in 3 different 

states at 9 different hospices 

in the last 23 years.  

She has been CHPN certified 

since 2003. She is 

Owner/operator of Care at 

Life’s End, a hospice 

consultant business, and 

works at Kaiser Martinez 

Hospice as a visit nurse.  

In 2011 she was Certified 

Hospice and Palliative Care 

Nurse of the Year. 

Debi is Founder and 

President of SFBA HPNA 

since 2009. She is an 

Approved Educator for 

HPNA. BRN CE provider. 

 

 
 
 
 
 
 

 

 

 

 

Ask anyone whether they or 

someone close to them has 

ever utilized the skills of a 

physical therapist, and the 

answer is almost always “yes.” 

The American Physical 

Therapy Association defines 

physical therapists as “highly-

educated, licensed health care 

professionals who can help 

patients reduce pain and 

improve or restore mobility-in 

many cases without expensive 

surgery and often reducing 

the need for long-term use of 

prescription medications and 

their side effects.”  PT’s treat 

a wide array of disorders and 

conditions, from back pain to 

difficulty walking after a 

stroke.  A common feature to 

many conditions we see is 

pain. Pain tends to inhibit 

muscles from activating 

properly, and our bodies are 

expert at compensating for 

painful movements, which 

can go on to cause new 

movement and pain 

problems. 

There are roughly three types 

of pain that people suffer 

from, and most of the time, 

there is more than one 

present at a time: nociceptive, 
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peripheral neuropathic, and 

central sensitization. 

Nociceptive pain is most 

familiar. The pain is localized 

to the area of injury. If you 

fall down and scrape your 

knee, it hurts on the scrape, 

and when you bend your 

knee, stretching the skin on 

top, it hurts. There is a clear 

mechanical nature to the 

occurrence of pain. Once the 

scrape has healed, bending the 

knee no longer causes 

soreness. 

Peripheral neuropathic pain is 

the pain that occurs when 

there has been an injury or 

strain to a nerve, such as the 

leg pain that occurs when a 

lumbar disc is protruding 

(herniated) on a nerve root, 

causing sciatica. Here, the 

relationship between 

mechanical compromise and 

pain occurrence becomes a 

little fuzzy. Peripheral 

neuropathic pains can, and 

often do, get aggravated 

without any movement or 

stretch.  Even psychological 

stress can trigger severe 

peripheral neuropathic pain. 

Central sensitization is the 

result of pain that has gone on 

for months after the original 

injury to the tissue has been 

healed. The pain does not 

have a clear mechanical 

nature, and is the most 

unpredictable and disabling of 

the three types. 

 Here is an example of central 

sensitization:  Like many 

Saturdays, you finish an 

afternoon of yard work, and 

your back is a little sore. You 

go to bed, get up the next 

morning and for the first 

time, can’t straighten up. 

There is a searing pain in your 

back and buttock, instead of 

just the usual stiffness. You 

miss three days of work 

because you’re flat on your 

back in bed, taking as much 

Tylenol as possible. Fast 

forward many months later, 

and many appointments with 

your physician, chiropractors 

and physical therapists, who 

all concur that the MRI you 

had to beg for shows nothing 

more than the degenerative 

Did you know? 

Taste warns us of danger and is a 

stimulus for appetite.  The most 

common taste disorder is dysgeusia, 

commonly defined as a qualitative 

distortion of the sense of taste.  

Though taste acuity declines with age, 

many patients with age-related 

hypogeusia are not subjectively 

bothered by it.  Rather patients are 

more often to report dysgeusia when 

they experience an abrupt alteration 

resulting in an overly strong/weak 

taste as occurs in many progressive 

illnesses frequently encountered by 

palliative care clinicians. Among the 

seriously ill, dysgeusia can adversely 

influence nutrition and quality of life 

as well as lead to food aversions, 

distorted smells, and loss of eating 

pleasure. 

Bloise, Rafael, MD; P. Davis, Mellar, MD. Fast 

Facts and Concepts #304, Dysgeusia. Palliative 

Care Network of Wisconsin. 
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“Manual therapy is 

specific hands-on 

techniques that may be 

used to manipulate or 

mobilize the skin, 

bones, and soft tissue.” 



 

disc changes that would be 

expected for someone your 

age. Although you’re able to 

work and carry on with family 

life, you’ve been “babying” 

your body, because your back 

and buttock hurts a lot. It can 

still “go out” if you’re not 

careful, and hurts worst in the 

morning, then eases up a bit, 

only to worsen again after an 

afternoon on the computer 

and commute home. You’ve 

given up yard work and your 

regular recreational softball 

league.  You find yourself 

yelling at the kids more and 

even your love life has 

suffered. 

This type of pain persists 

beyond the typical few weeks 

to 2-3 months healing time.  

You’re frustrated because 

your MRI results do not 

reflect the lingering and 

disabling pain you feel.  

Surely, there must be more 

damage that is not showing 

up on the MRI?  Research is 

showing that some types of 

pain, like central sensitization, 

persist not because there is 

ongoing damage to the 

tissues, but because of cellular 

adaptations in the pain 

circuitry of the spinal cord 

and brain. The nerves are 

more sensitive to the pain 

input from the tissues, and 

the signal is actually amplified 

before signaling the brain.  

 

 

 

 

 

 

 

The brain itself is also 

“sensitized” and interprets 

even non-pain input from the 

tissues as painful stimuli. As 

well, thoughts and beliefs can 

alter the brain’s interpretation 

of input from the tissues.  At 

this point, pain sufferers are 

taking opiate analgesics, 

NSAIDs, topical medications, 

and anti-depressants with 

varying results. 

Physical therapists do not 

have license to prescribe 

medications, but many PT’s 

use their manual therapy skills 

and knowledge of movement 

to ease all three types of pain, 

even chronic pain driven by 

central sensitization. 

Manual therapy is specific 

hands-on techniques that may 

be used to manipulate or 

mobilize the skin, bones and 

soft tissue. All physical 

therapists have some manual 

therapy coursework in 

physical therapy school. Some 

PT’s pursue additional 

training after licensure. 

Manual therapy certification 

can come from a number of 

sanctioned physical therapy 

continuing education 

companies and organizations, 

and will often appear as 

“COMT” (certified 

orthopedic manual therapist) 

or “CMT” (certified manual 

therapist), “CFMT” (certified 
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The Latest 
 

Earlier this year the CDC issued draft 
guidelines for the treatment of 
chronic pain. The guidelines have 
endured harsh criticism for their 
content and the process by which the 
guidelines were developed. The 
impact of these guidelines could 
potentially be very damaging to 
patients with chronic 
pain. The Federal Register announced 
an upcoming opportunity for public 
comment on a phone call on January 
7, 2016 and via written 
comments. The public comment 
period opens December 14, 2015 and 
closes January 13, 2016.  

 

functional manual therapist) 

after the professional degree:  

DPT, MPT, MSPT or PT. 

The use of touch to assess 

and treat is not used 

exclusively by manual physical 

therapists, but more expertly. 

Unlike massage therapists and 

other hands-on healers, we 

perform a very thorough 

interview of the patient as 

part of the initial evaluation. 

The remainder of the 

evaluation is spent observing 

movement, checking reflexes, 

and checking active and 

passive movements of the 

joints and soft tissues, like 

muscles, tendons, ligaments 

and fascia. The exam is a 

process of ruling in and ruling 

out possible causes for the 

pain and movement problem. 

For the manual physical 

therapist, the passive exam, 

with the patient lying 

comfortably on the treatment 

table, is particularly 

informative. The resilience of 

the joints and tissues, along 

with other information gained 

from the exam, informs the 

manual physical therapist of 

the physical therapy diagnosis, 

the prognosis,  and the 

mutually agreed upon goals of 

physical therapy treatment. 

The sense of touch has 

recently been getting much 

attention in the scientific and 

popular press.  We are 

learning more about the way 

touch, or tactile stimuli, are 

processed in the central 

nervous system. 

In years past, our 

neurobiology classes taught us 

that the sense of touch is 

sensed at the skin and joints 

by mechanoreceptors and 

proprioceptors, carried by 

afferent nerve fibers up the 

posterior portion of the spinal 

cord, and, after some 

processing at the thalamus in 

the forebrain, goes to the 

somatosensory, or sensation-

discriminating portion of the 

cerebral cortex. Now, we are 

finding out more about, not 

just the way sensation is 

processed, but how sensation 

is perceived and interpreted to 

have beneficial effects on our 

health.  

In his book, Touch: the 

Science of Hand, Heart and 

Mind, neurophysiologist 

David Linden describes how 

therapeutic touch can lower 

heart rate and blood pressure 

and stimulate “feel good” 

hormones and neuropeptides 

to boost our mood.  

Additionally, he explains how 

the sensation of touch is  

 

 

 

 

 

 

 

 

 

 

https://drive.google.com/file/d/0BylFEWCSwGsUZWl5RzZnWlFYNk0/view?pref=2&pli=1
https://www.federalregister.gov/articles/2015/12/14/2015-31375/proposed-2016-guideline-for-prescribing-opioids-for-chronic-pain
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The Volunteer 
Coordinator’s 
Perspective: 

Lily Wu 

altered by the emotional 

context of the person.  

Individual studies have also 

described the calming effect 

of touch in infants and its role 

in cognitive development, and 

the role of therapeutic touch 

on decreasing stress-related 

cortisol levels in widows. 

Who doesn’t enjoy a nice 

back rub? We don’t really 

need science to convince us 

that a caring touch is healthy 

for body and soul. It’s a skill 

we all have and continue to 

develop through our lifetimes. 

It doesn’t take a trained 

professional to deliver the 

benefits. I can’t think of a 

patient population who needs 

the effects of therapeutic 

touch of family and caregivers 

more than those going 

through palliative care and 

hospice.  

About Deanne: 

 

Deanne Smith, MPT, MS, 

COMT is a manual 

orthopedic physical therapist. 

She received her physical 

therapy degree from Samuel 

Merritt University in 2002, 

and a master’s of science in 

physical education/Exercise 

Physiology from University of 

Wisconsin-Madison in 1992. 

She has worked in private 

practice and public hospitals 

for the last 13 years and 

currently works for Advance 

Physical Therapy in Redwood 

City and Sunnyvale, CA. 

In 2008, she received her 

certification as orthopedic 

manual therapist (COMT) 

from the Maitland-Australian 

Physiotherapy Seminars, and 

currently serves as an assistant 

instructor in a manual therapy 

year-long course.  In 2012, 

she completed an 8 month 

clinical mentorship with 

Kaiser Permanente 

Fellowship Program in 

Advanced Orthopedic Manual 

Therapy and received a 

manual therapy certification, 

Level III. 

 

 
 
 
 
 
 
 
 

 
 

 

 

 

Zhen and Yu are two 

volunteers I recently 

recruited. Not long ago, they 

moved from China to the Bay 

Area to attend high school. 

Because they are under age 18 

and thus require parental 

guidance and consent, their 

mothers attended orientation 

with them. In Chinese culture, 

"death" is considered an 

inauspicious and taboo word. 

In a traditional Chinese 

household, it is especially 

difficult for children to 

discuss the topic of death and 

dying as well as the concept 

of hospice care with their 
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Good-to-Know Resource 

A program of Morningside 

Ministries in Dallas, 

mmLearn.org, offers healthcare 

professionals and other family 

caregivers free videos on 

palliative care. The program 

features an 11-module palliative 

care series, a 3 part end-of-life 

series, two videos on loss and 

grief, and one on how to be with 

a dying person.  

parents. Thus, we have 

developed a vocabulary to 

substitute for the word 

"hospice," such as "serenity 

services," "serenity 

treatment," "peaceful care," 

and other phrases.  

 

Because of the cultural 

difficulties Chinese people 

face in discussing end of life 

matters, combined with our 

deeply ingrained cultural 

notion of filial piety, many 

Chinese elderly end up  

 

 

 

 

 

 

 

 

 

passing away in ICU. To 

spend the last moments of 

one's life in fear of never 

seeing one's loved ones, 

surrounded by medical 

equipments and connected to 

tubes and machines is a sad 

way to die. Furthermore, to 

die in such a dehumanizing 

environment contributes not 

only to the agony of the 

dying, but also exacerbates the 

psychological and financial 

burden of his or her loved 

ones. 

Both of our volunteers, along 

with their mothers, have had 

to directly or indirectly cope 

with this kind of tragedy. 

Fortunately, Yu's mother was 

open-minded enough to seek 

out hospice care for her 

father, Yu's grandfather. She 

shared with us her father's 

experience with hospice care, 

which was a positive one--he 

passed away without pain, 

surrounded by family. 

Hospice care also lessened his 

fear of death. Comparing to 

her friend's father, who 

struggled with despair in ICU 

before passing away, Yu's 

mother felt that not only her 

father, but her entire family 

has benefited from hospice 

care.  

 

As they began to see death as 

being a natural part of life, 

Zhen and Yu declared their 

willingness to provide 

companionship to the dying 

through our hospice care 

facility. Though they were 

anxious, they nonetheless 

wanted to give it their best 

shot. Last Saturday, they 

accepted their first 

assignment, which was to 

provide companionship to an 

end-stage Alzheimer's patient 

in a residential care home. 

The patient could no longer 

speak, but was still able to 

communicate through limited 

body movements. Zhen and 

Yu said that they saw a 

glimmer of joy in his eyes, in 

response to their presence. 

After this initial care taking 

experience, Yu said: "It was 

http://msm.mediasite.com/mediasite/Catalog/Full/f861ae94be61450aa964814b6edd117621/6e52c0830ce046e592d142b792b550f421?submissionGuid=b7f53d89-10e7-48c3-95f8-bea23fba487d
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Learn & Enjoy 

not as difficult as I had 

imagined; I felt happy to be 

with him!" Zhen said: "I was 

happy that he responded to 

us, even though he could not 

speak." Through hands-on 

experience, both Zhen and 

Yu gained valuable insights 

into the meaning of hospice 

care, which is to experience 

compassion through being 

present with the patient, and 

to experience joy through 

giving. Zhen and Yu decided 

that they would like to visit 

this patient again next 

Saturday.   

About Lily Wu: 

Lily Wu began working in 

hospice following her 

mother’s inspiring journey as 

a patient undergoing hospice 

care. Lily holds extensive 

working experience in office 

management and marketing. 

She became a Patient Care 

Secretary for Harden 

Healthcare in the Asian 

American Hospice division in 

2011. She is currently the 
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Next on your reading list: 
 

1. Demystifying Opioid 
Conversion Calculations, 
Mary Lynn 
McPherson 

2. The Pain Chronicles, 
Melanie Thernstrom 

3. Improving Generalist 
Palliative Care for 
Hospitalized Seriously Ill 
Patients, The Palliative 

Care Network of 
Wisconsin 

4. Do No Harm, Henry 
Marsh 

5. Approaching the End of 
Life: A Practical and 
Spiritual Guide, Donna 
Schaper 

6. At the End of Life, Lee 
Gutkind 
 
 
 

 
 

Happy New 
Year! 

 

 
 

Thank you to 
all our readers 

and 
contributors! 

 

 


