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Hospice Care Linked to Superior Pain
Management in Dying Nursing Home Patients

Hospice Patients Twice as Likely to Receive Regular Pain Management as Nonhospice Residents

A study of pharmacological pain
management for dying residentsin more
than 800 nursing homesacrossfive states
has found that hospice care delivered to
these patients is associated with supe-
rior analgesic management of daily pain.

Residents enrolled in hospice were
twiceaslikely astheir nonhospice coun-
terparts to receive regular treatment for
daily pain. As well, the analgesic pre-
scribing patterns for hospice residents
were more consistent with recom-
mended guidelinesfor the management
of chronic paininlong-term care settings.

Although the M edicare hospice ben-
efit was extended to nursing home resi-
dentsin 1985, only 6% of residents dy-
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inginnursing homesintheU.S. arees-
timated to use hospice care, according
tolead author Susan C. Miller, PhD, and
colleagues at the Center for Gerontol-
ogy and Health Care Research, Brown
University, Providence, RI.

“Hospice care in nursing homes
offersacollabor ative oppor tunity for
nursing homes and hospices to pro-
vide intensive palliative services to
dying residents, including high-qual-
ity pain management,” write the au-
thorsin their report in the March 2002
issue of the Journal of the American
Geriatrics Society.

From a matched cohort of 10,573
hospice and nonhospice nursing home

residents who were assessed between
1992 and 1996 and who died before A pril
1997, Miller and colleagues analyzed
data on a subset of 2035 residents with
daily pain near the end of life (709 hos-
pice; 1326 nonhospice). The states in-
cluded were Kansas, Maine, Mississippi,
New York, and South Dakota.

SUPERIOR PAIN CONTROL

In multivariate anaysis, the factors
associated with a greater likelihood of
receiving regular treatment for daily pain
included:

« Hospice enrollment (odds ratio,
2.08; 95% confidenceinterval, 1.68-

2.56) Continued on Page 2

U.S. Surgeons Emphasize
Importance of Hospice and Palliative Care

National Journal Offers 15-Article Series About End-of-Life Issues

The Journal of the American College of Surgeons is featuring a monthly

Mnemonic Learning Tools

series of articlesfocusing on issues in end-of -life care encountered in the surgical
setting. Many surgeons have become actively involved in hospice care,
“the preeminent model of palliative care,” writes series editor Geoffrey P
Dunn, MD.

Nevertheless, he says, the recent expansion of information and education on
paliative care seen in the nonsurgical fields of medicine has been latein reaching
thesurgical disciplines.

“Palliative care identifies total pain — not disease — as ‘the enemy,
Dunn says. Good palliative care is based on strong communication skills and the
aggressiverelief of physical, psychological, socia, and spiritual pain, or “total pain.”

Continued on Page 2
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Hospice Care in Nursing HoOmes om page 1)

« Diagnosis of cancer with no dementia (OR, 1.51; 95%
Cl, 1.14-2.00)

* Documentation of a do-not-resuscitate order (OR, 1.25;
95% Cl, 1.00-1.57)

Variables associated with areduced probability of receiv-
ing adequatedaily pain trestment included being aged 75 years
or older and adiagnosis of congestive heart failure.

Theanalgesicsused most frequently for hospiceresidents
were morphine derivatives (30%); acetaminophen (18%);
codeine derivatives (13%); and fentanyl, transdermal (12%).

In contrast, the anal gesic used most frequently (not in com-

bination) in the nonhospice cohort was acetaminophen (25%),
followed by propoxyphene-containing drugs (19%), which are
not recommended by the American Medical Directors Asso-
ciationfor useinthispopulation. Morphinederivatives (15%)
and codeine derivatives (14%) werereceived in amost equal
proportion by nonhospiceresidents.

The authors note that a strengthening of the hospice ef-
fect in nursing homes is needed. “ The provision of Medi-
care hospice care in nursing homes appears to be a
viable means of improving analgesic prescribing prac-
tices and thus improving the quality of end-of-life care
for nursing home residents,” they conclude.

Surgeons Emphasize End-of-Life Care (rom rage 1)

Entitled “ Palliative Care by the Surgeon,” the 15-articlese-
riesiswritten by North American surgeons from avariety of
specialty backgrounds. The seriesisthe collaborative work of
the Jour nal of the American College of Surgeons and the Sur-
geons Pdlliative Care Workgroup of Promoting Excellencein
End-of-LifeCare, anationa program officefunded by the Rob-
ert Wood Johnson Foundation of Princeton, NJ.

Meant to be practical and informative, the articles are pre-
sented in a case-based format, “to remind us what has been
learned in countless clinical encounters — the closer to the
bedside, the better,” writes Dunn, who is medical director of
Great LakesHospice, Erie, PA.

Among thearticles published to date (with excerpts):

* Patient Assessment in Palliative Care: How to See
the “Big Picture” and What to Do When “Therels
NoMoreWeCan Do.” “Theend of lifeand dying, itsalf,
arenot merely medical events...Surgeonsarenot alonein
yielding to the temptation of viewing the end of lifeasa
stage of a disease that must be controlled.”

* Chronic Pain Management and the Surgeon: Barri-
ersand Opportunities. “Studies on undertreatment of
pain show that clinicians concern about addictionisamong
the most frequently cited reasons... The apparent high
prevaence of [perceived] addiction may befrom the con-
fusion about the terms tolerance, physical dependence,
and addiction (or substance abuse).”

» Palliative Carein the Surgical Intensive Care Unit.
“Regardless of prognosis or likelihood of dying, afocus
on the goals of care will facilitate this transition [from

curativetherapy to paliative care], so that palliative care
can be provided alongside other therapy, not in an either/
or fashion.”

* TheRoleof TubeFeeding and Total Parenteral Nutri-
tion in Advanced lllness. “An important part
of ...discussion[s] withtheterminally ill and their families
isto help them understand the normal physiologic changes
that precede death. Knowledge of what to expect and the
realization that agradual loss of interest in food isanor-
mal part of the dying process can help to alleviate much
anxiety and restore acrucia sense of control.”

* Management of Dyspnea at the End of Life: Relief
for Patientsand Surgeons. “Dyspneaistreatable, asare
other symptomsat the end of life, and physician expertise
in its management can go along way to provide comfort
and allay patient and family fears. Surgeons must recog-
nize that withdrawal of life support is the beginning of
heightened, intensive palliative care, when symptoms of
dyspneashould betreated aggressively.”

e Palliative Care Symposium. Who Should Managethe
Dying Patient?: Rescue, Shame, and the Surgical ICU
Dilemma. “The covenant between the surgeon and the
patient associal and— at theend of life— spiritual beings
demands comfort and dignity. Repeated fruitless attempts
at physiologic rescue delay and even deny these covenan-
tal obligations.”

To view the articles in their entirety, go to

www.promotingexcellence.org/content/workgroups.html
and click on "Surgeons Palliative Care Workgroup."
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Experts Urge Broad Availability of
Pediatric Palliative Care

Adult Care Standards Deemed Inappropriate for Children with Life-Threatening Conditions

Specialized palliative care services for children and their
families should begin at the time of diagnosis of alife-threat-
ening condition, according to a recent report from a
multidisciplinary group of pediatric care experts. Because the
impact of achild’sillness and death on loved ones and friends
isso profound, palliative care and family-centered support must
run concurrently with life-prolonging care, says the report.

“Death is inherently a social/community event, not a
medical event. At the present time, it is placed in the
hands of a medical community ill-prepared to meet these
unique needs, par-
ticularly for children,
who frequently diein
the hospital,” notes
Houston-based pediatric N
paliative care consult-
ant Marcia Levetown,
MD. Levetown is lead
author of the report,
which was produced
for the National Hos- | °
piceand Palliative Care

AT A GLANCE

An estimated 53,000 U.S. chil-
dren die annually

® Of these, only about 5,000 re-
ceive hospice services, and for
a short duration

75% to 85% of deaths among
children aged 1 to 19 years oc-

Organization (NHPCO)
of Alexandria, VA.
Levetown calculates
that 75% to 85% of
deaths among children
aged 1 to 19 years oc-

cur in the hospital

75% of such hospital deaths oc-
cur in tertiary care facilities,
which are seldom close to home

36% of deaths in children aged
1to 19 are a result of congenital

cur in the hospital, with and chronic conditions
75% of these occurring c
intertiary carefacilities,
which are seldom close
tohome. Thirty-six per-
cent of children in this
age group die of congenital and chronic conditions. Further,
the proportion of infants dying of chronic conditions has risen

from 31% in 1980 to 41% in 1997.

“These children need longer-term palliative care with
home-based options,” Levetown writes.

Of the approximately 53,000 children who die annually,
only about 5,000 receive hospice services, “generaly for a
brief duration,” notes Levetown. “ Delayed implementation of
paliative care interferes with the all-important focus on pre-

The proportion of infants dying
of chronic conditions has risen
from 31% in 1980 to 41% in 1997

vention of unnecessary pain and other symptoms, effective
communication, preparation for death, and orchestration of
care to achieve the child's and family’s goals.”

BARRIERS TOEFFECTIVE CARE OF CHILDREN

According to thereport, barriersto effective palliative care
for children include:

*  Widespread misperception that palliative care is useful
only when all curative efforts have been attempted

* Reimbursement patterns that place little value on the
comprehensive care provided by an interdisciplinary team-
based approach

« Difficulty in determining what is in the best interests of
achild whose current and future value system is unknown

» Lack of research and trainingin pediatric paliative care:
“Continued extrapolation from adult datais unethical; over
and over it has been shown that children are not small adullts,
physically, psychologically, emotionally, or otherwise.”

e Poor professional communication, as well as persona
and societal pressures, which “often force children to en-
duretherapiesthat adults, given the choice, reject for them-
selves.”

» Uncertainty of determining prognosis or estimated time
of death, when survival timeisacriterion for eigibility

“The sole admission criterion for pediatric palliative
care services must be that the child is not predicted to
survivetoadulthood,” insiststhereport. “ Prognosisfor short-
term survival should not be required, as it is very difficult to
predict, interfering with access to palliative care needed to
provide appropriate family-centered support from the time of
diagnosis of apotentially life-threatening condition.”

Levetown provides patient cost studies to demonstrate that
a restructuring of the nation’'s health care expenditure could
enable children with serious illness to receive quality care at
home. The report also offers specific recommendations for
improvement in pediatric palliative carein the areas of clinical
care, education, research, federal and state regulations, and
ethics.

The report is entitled “A Call for Change: Recommenda-
tionsto Improvethe Care of Children Living with Life-Threat-
ening Conditions,” andisavailable at www.nhpco.org.
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Patients with Untreated Pain

Six Times More Likely to Develop Delirium
'Opioids Should Not Be Withheld from Older Patients,' Researchers Conclude

Noting that physicians are often re-
luctant to prescribe opioid analgesicsin
older patients for fear of precipitating
or exacerbating delirium, a research
team set out to identify risk factorsfor
delirium.

Investigators conducted a prospec-
tive cohort study of 541 patients admit-
tedto four New York City hospitalswith
hip fracture and without delirium.

Delirium was determined prospec-
tively through patient interviews using
the Confusion Assessment Method
supplemented by reviews of medical
records.

Using multiple logistic regression,
researchers identified risk factors for
delirium in the first 362 subjects. This

data was used to develop a prediction
rule, which was validated in the next
179 patients.

Inthefirst cohort, 65 of 362 patients
becamedélirious. Risk factorsincluded:
coghitiveimpairment absent diag-
nosed dementia
dementia
heart failure on admission
restraint use
underprescribing of analgesics
Each of the 179 patientsin thevali-
dation cohort was successfully stratified
usingthesefiverisk factors. Patientswere
gratified into threerisk groups. low (2%
of subjects), medium (8%), and high
(28%).

ASANENE NN

Investigatorsfound asignificant as-
sociation between severe pain at rest
and the devel opment of deliriumin pa
tientswho were cognitively intact. Such
patients with untreated pain were six
times more likely to develop delirium
than subjects receiving adequate pain
control.

“Opioids should not be withheld
from older adultsfor fear of precipi-
tating or worsening delirium,” the
study authors conclude.

Source: "The Impact of Pain and Opioid
Analgesics on the Development of Delirium,"
14th Annual Assembly of the American Academy
of Hospice and Palliative Medicine; Jan. 30-Feb.
3, 2002, Palm Springs, CA. Morrison, RS, et al,
Hertzberg Palliative Care Institute, Mount Sinai
School of Medicine, New York, NY.

Conventional Oncology Treatment
Plus Hospice Results in Multiple Benefits

Michigan researcherscollecteddata  center, community-based cancer cen-

on 167 patientsenrolledinaclinical trial
to evaluate the bridging of activetreat-
ment and hospice care.

Patientswereidentified asterminally
ill with advanced, metastatic cancers of
thelung, breast, prostate, pancreas, and
colon. Subjects were randomized be-
tween conventional oncology manage-
ment alone (control group) vs. conven-
tional oncology management plus hos-
pice enrollment and support (interven-
tiongroup).

Because the conventional oncology
protocol included aggressive interven-
tions deemed to be palliative and life
expectancy was six monthsor less, hos-
pice enrollment was appropriate.

Oncol ogistsparticipating in the study
practiced in a comprehensive cancer

ters, or private practice.

Ongoing treatments and hospice
care were coordinated by a nurse spe-
cidizinginpaliativecare.

Investigators measured symptom
control, quality of life, caregiver bur-
den index, health care outcomes, and
cost of care in service units.

No differences between the two
groupswerefound in symptom control
or survival, with median survival rates
at 5.5 months for both cohorts.

HOSPICE BENEFITS
REPORTED

Data show that patients and fami-
lies randomized to hospice care ben-
efited significantly in threemajor areas:

v Quality of life, which was posi-
tively impacted by hospice interdis-
ciplinary care

v’ Caregiver burden, reported to be
significantly lower, especialy inthe
first month of care

v' 27% reduction in costs of care
(preliminary analysis only), repre-
senting an extrapolated Medicare
savings of $2,540 per patient
Researchers notethat findingsfrom

this three-year phase Il trial may as-

sist in the development of future dem-
onstration projects.

Source: "Palliative Care Project: Bridging Active

Treatment and Hospice for Terminal Cancer," 38th

Annual Meeting of the American Society of Clinical

Oncology; May 2002, Orlando. Finn, JW, Pienta,

KJ, Parzuchowski, J, and Worden, F, Hospice of

Michigan, Detroit, and University of Michigan
Comprehensive Cancer Center, Ann Arbor, MI.
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Physicians Demonstrate More Positive Attitudes
About Hospice Care Than Generally Assumed

Noting that underutilization of hospice care continues to be
a public hedth issue and that physician knowledge and atti-
tudes are suggested barriers to hospice referral, Michigan re-
searchers set out to identify issues for physicians that might be
posing such barriers.

Investigators conducted a mail survey of al physicians in
the metropolitan area of asmall midwestern city who practiced
in any specialty area that referred patients to hospice care.
Questionnaires were returned by 190, or 72%, of physicians.
Of those, 56% werefamily physicians. Thesinglelargest group
of respondents was in the 41- to 50-year-old age group, and
28% percent of respondents had been in practice for more than
20 years.

POSITIVEATTITUDES ABOUT HOSPICE

Investigators found that physicians are more positive about
hospice care than is generally assumed. For example:

*  99% of respondents said they are comfortable discussing
a hospice referral with patients and families.

*  99% agreed that hospice is a valuable alternative for
provision of terminal care as compared to hospital, nursing
home, or home health services.

*  96% agreed that when there is no longer a redlistic hope
for cure and apatient'slife expectancy islimited to months
rather than years, hospice should always be included in
discussions regarding treatment options.

*  94% said hospice is effective because of itsinterdiscipli-
nary approach.

» 88% agreed that when patient care goals change from re-
habilitation to palliation and support, transfer from home
health services to hospice should be facilitated.

KNOWLEDGE ABOUT HOSPICE
SERVICES AND POLICIES

Researchers note that overall, physicians seemed knowl-
edgeable about the services offered by hospices and policies
governing hospice care. At a glance:

*  96% of physiciansknew that all adultsand children who
are terminally ill are candidates for hospice services,
not just those with cancer.

*  77% were aware that patients may drop hospice ben-
efits and resume them at a later date if desired.

e 66% knew that patients may reside in a nursing home
and receive hospice services.

Areas of incorrect or uncertain knowledge included:

*  Only 10% of physicians knew that a patient need not
have a 24-hour caregiver availablein order to be eligible
for hospice, and 68% of respondents were uncertain.

¢ Only 7% were aware that palliative radiation and che-
motherapy use did not exclude patients from hospice
care, and 88% were unsure.

e Only 6% were certain that patients do not need to have
health insurance to receive hospice services, and 64%
were unsure.

¢ Only 3% knew that aterminaly ill patient who lives be-
yond the 6-month prognosis can continue to receive
hospice care, and 90% were uncertain.

HOSPICE REFERALS:
BENEFITS AND BARRIERS

Overdl, physicians rated the following aspects of hospice
care“very beneficia:”
« Enhanced quality of life for patient and family
e Allows patients to die at home
« Skilled carefor terminaly ill
¢ Expert pain and symptom management
¢ Interdisciplinary team
« Hospice volunteersavailable
* Bereavement services
Researchers found that only two barriers to hospice refer-

ral wererated by amajority of physiciansas moderateto strong
barriers. In summary:

e 69% of physicians said they find that patients or fami-
liesare unwilling or unready to elect hospice services.

« 519% noted that patients or familiesarereuctant to have
strangers in their homes.

The study authors conclude that “further study is needed
to elucidate the difficulties in the physician-patient-family in-
teraction that lead both sides to wish for earlier hospice refer-
rals and to attribute delays in that process to the other.”

Source: "Physicians and Hospice Care: Attitudes, Knowledge, and
Referrals,"” Journal of Palliative Medicine; February 2002; 5(1).85-92.
Ogle, KS, et al; Program in Palliative Care Education and Research,
Michigan State University, East Lansing, MI.
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Responding to Patients' Spiritual
Concerns at the End of Life

A National Team of Physicians Offers Practical Guidelines for Helping Patients in Distress

Spiritual or religious concerns can be a source of distress
or eventhebasis of medical decision-making for patientsnear-
ing the end of life, says a national team of physicians who
developed a practical guide for discussing such issues with
terminaly ill patients.

Physicians need to know how to approach spiritual con-
cernswhen chaplainsor clergy arenot availableor if apatient
prefers not to talk to such advisors, the authors note. Their
report appearsin the Feb. 13, 2002, issue of the Journal of the
American Medical Association.

“Some patients may explicitly
base decisions about life-sustaining
interventionson their spiritua or re-
ligious beliefs,” write Bernard Lo,
MD, Division of General Internal
Medicine, University of California,
San Francisco, and colleagues.
“Physicians need to explore those
beliefsto help patientsthink through
their preferences.”

TIPSFOR
PHYSICIANS

Follow the
patient's lead

Clarify and
acknowledge
the patient's
concerns
SPECIFIC
INTERVENTIONS

In a discussion of life-sustain-
ing interventions, such as cardiop-
ulmonary resuscitation (CPR), pa
tients may make a direct statement
of belief, such as, “1 trust God to decide when it's my time.”
Rather than pressing for an immediate decision, physicians
can help patients clarify their preferences based on what is
important to them. Physicians might say:

v/ What are you thinking when you say...?
v" Many patients say they feel puzzled abouit...

v" Wouldit helpif | explained how successful CPR might be
invarioussituations?

Identify shared
goals of care

Mobilize
support

REJECTION OF PHYSICIAN
RECOMMENDATIONS

Religious beliefs can sometimes cause patients and fami-
liesto insist on life-sustaining interventions that their physi-
ciansconsider futile. Rather than arguing medical facts, says
Lo, physicianswould dowdll to defuse potential disagreements

by acknowledging patient and family beliefs and working to-
ward shared goals. “ Patientsand familieswho feel that the
physician under stands them and cares about them may
bemorewillingto consider the physician’sviewson prog-
nosis and treatment,” he writes. Physicians might say:

v’ | seethat your faith is very important to you.

v 1 would hope, too, that your mother might be able go
home.

v Asyou think about her illness, what el se do you hopefor?

In this discussion, physicians need to listen respectfully
and make a connection with the patient and family, with the
objective of reaching agreement on clinical goasof careand
then mobilizing the necessary support, notesLo.

POSSIBLE SPIRITUAL DISTRESS

Duringaclinica discussion, terminally ill patientsmay make
ageneral statement, such as, “1 don’t understand why thisis
happeningtome.” Physiciansalert to possible spiritua distress
can initiate a dialogue to elicit patient concerns and express
their own caring.

“This dialogue is not a digression, but an integral part of
clinical care becauseit builds empathy and helpsrelieve dis-
tress,” writes Lo. “ Patientswho believe that the physician
hasreally under stood them may nolonger feel alonewith
their distress.” Physicians can:

v Ask open-ended questions. What do you mean...?
v" Normalize concerns. Many patients...

v' Express empathy. That sounds like a painful situation.

LIMITS

“Spiritual suffering cannot be ‘fixed’ in the same way
that pain may be alleviated with analgesics,” warns Lo.
Physicians cannot answer the ultimate questions of faith that
patients may have at the end of life. Nor should they expound
their own beliefsor offer quick or superficial reassurance. “ Yet,
paradoxically, patientsmay feel comforted when another per-
sonissimply present or ‘walkswith’ them.”

Thus, “by responding to patients’ spiritual and religious
concerns and needs, physicians may help them find com-
fort and closure near the end of life,” he concludes.

For more information, go to http://jama.ama-assn.org.
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of-life care.

'Five Wishes,'
Popular Advance Directive,
Now Legal in Most States

An estimated 1.5 million copiesof the popular advancedirective, “Five
Wishes,” have been provided nationwide, according to Aging With Dig-
nity, a Florida-based nonprofit organization dedicated to improving end-

FiveWishesislegally valid under the advance directive statutesin 35
states. In states where another specific form is mandatory, Five Wishes
can be a valuable adjunct document.

“It is unique among all other living will and health agent forms be-
causeit looksto al of aperson's needs: medical, personal, emotional, and
spiritual,” Aging With Dignity points out. Five Wishes also encourages
individualsto discusstheir preferenceswith family and physicians.

The advance directiveissold for anominal price: $5 for one copy; $2
each for orders of 10-24; and $1 each for bulk orders of 25 or more. For
ordering details or to view alist of statesin which the document islegal,
go to www.agingwithdignity.org.

Physicians Offer Mnemonic
Learning Tools for End-of-Life Care

Using mnemonicsasacentral theme,
physicians from the Bronx VA Medical
Center and Mount Sinai School of Medi-
cinein New York have created a set of
teaching toolsfor clinicianswho carefor
patients at the end of life.

Thetools are designed to help phy-
sicians, nurses, and other clinicians
memorize alist of items related to the
assessment, care, and treatment of pal-
liative care patients. For example:

G.0.0.D.

Adapted from The Stanford Faculty
Development Program on End-of-Life
Care, thismnemonic offersstepsto fol -
low when hel ping patientsand families
make difficult decisions. It stands for:
Goals of care, Options, Opinions of
those involved, and Documentation of
thediscussion and decision.

N.O.P.Q.R.S.T.

Thistool helpscliniciansassesspain
and other symptoms. It stands for:
Number of pains, Origin, Palliating fac-
tors, Quality, Radiation, Severity, and
Timing.

M.&M.s

Entitled the “M&Ms of Nausea &
Vomiting,” thisteaching tool containsa
list of etiologiesall startingwith thelet-
ter M, such as Metastasis, Medication,
and Microbes.

Source: "Mnemonics in Palliative Care: Fun
Teaching Tool for a Tough Audience,” 14th
Annual Assembly of the American Academy of
Hospice and Palliative Medicine; Jan. 30-Feb.
3, 2002, Palm Springs, CA. Cohen, SE, Bronx
VA Medical Center; Pan, CX, Hertzberg
Palliative Care Institute, Mount Sinai School of
Medicine, New York, NY.

End-of-Life Care
Websites

www.eperc.mcw. edu
End of Life Physician Education
Center (EPERC)

www.aahpm.org
American Academy of Hospice &
Palliative Medicine

www.epec.net
The EPEC Project (Education for
Physicians on End-of-Life Care)

www.nhpco.org
National Hospice & Palliative Care
Organization (formerly the NHO)

www.hospicefoundation.org
Hospice Foundation of America

www.americanhospice.org
American Hospice Foundation

www.hpna.org
The Hospice and Palliative Care
Nurses Association

www.medicaring.org
Center to Improve Care of the Dying

www.abcd-caring.org
Americans for Better Care
of the Dying

www.lastacts.org
Last Acts Coalition

www.mcw.edu/pallmed/
Palliative Medicine Program at the
Medical College of Wisconsin

www.medsch.wisc.edu/
painpolicy
University of Wisconsin Pain and
Policy Studies Group

www.capcmssm.org
Center to Advance Palliative Care

www.stoppain.org
Pain Medicine & Palliative Care, Beth
Israel Medical Center

www.growthhouse.org
Online community for end-of-life care

www.partnershipforcaring.org
America's Voices for the Dying
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End-of-Life Care
Meetings for Clinicians

4th Biennial International Forum on Pediatric Pain, The Context of Pediatric
Pain: Biology, Family, Society, Culture. Sept. 19-22, 2002, White Point Beach Re-
sort, Nova Scotia, Canada. Sponsors: Pediatric Pain Research Lab, Dalhousie Uni-
versity and the WK Health Centre. Phone: 902-453-4664; Fax: 902-423-5232; Email:
info@conventionalwisdom.ca; Website: www.pediatric-pain.calif pp

14th International Congresson Careof theTerminally Il and 2nd I nter national
Symposium on Resear ch M ethodsin Palliative Care. Oct. 5-10, 2002, Montreal
Quebec, Canada. Sponsor: Palliative Care Division, Department of Oncology, McGill
University. Phone: 514-286-0855; Fax: 514-286-6066; Email: info@eventsintl.com;
Website: www.eventsintl.com/pal 02

9th Annual Conference, The Science& Art of Pain and Symptom M anagement.
Nov. 15-16, 2002, The Old Mill, 21 Old Mill Road, Toronto, Ontario, Canada. Spon-
sor: Division of Pdlliative Medicine, Department of Family and Community Medi-
cine; Oncology Continuing Education; and Department of Radiation Oncology,
University of Toronto. Phone: 416-978-2719; Fax: 416-971-2200; Email:
ce.med@utoronto.ca; Website: www.cme.utoronto.ca

22nd Annual Scientific M eeting of theAmerican Pain Society. March 20-23, 2003,
Chicago, lllinois. Phone: 847-375-4715; Fax: 877-734-8758 (United States) or 732-
460-7318 (international ); Email : info@ampai nsoc.org; Website: www.ampainsoc.org

8th Congressof the Eur opean Association for Palliative Care. April 2-5, 2003,
Netherlands Congress Centre, The Hague, The Netherlands. Contact: KenesInter-
national, 17 Ruedu Cendrier, PO. Box 1726, CH-1211 Geneva 1, Switzerland. Phone:
+41 22 908-0488; Fax: +41 22 732-2850; Email: eapcO3@kenes.com

Eachissuewewill design and typeset your custom copy for
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