
hilanthropy and involvement in nonprofit organi-
zations can rekindle a sense of purpose and satis-
faction in a physician’s professional life.

Following is a description of my travels through a phil-
anthropic journey.

In the Beginning
The “private world” in which I have practiced for

nearly 20 years has offered a remarkable and rich diver-
sity of professional avenues to explore. The autonomy to
establish the unique mission of the practice, the very per-
sonal relationships established with long-term patients
and the cultivation of capable staff are deeply satisfying.

Unfortunately, the grind of private practice can easily
separate us from the sense of public service and work for
the greater good that is the hallmark of the institutions in
which most of us trained. Philanthropy and public serv-
ice, however, can be found in abundance in the world of
private practice.

In 1994, acting on the interest to add a public service
dimension to my practice, I asked my accountant if it
would be possible to set up a nonprofit corporation. My
hope was to establish a vehicle that could collect funds
from community members, patients and industry partners
and distribute them for the greater good of our commu-
nity and to less fortunate patients. With a relatively small
investment (but many forms from the Internal Revenue
Service), we successfully received approval for a
501(c)(3) not-for-profit organization called Napa Pain
Resources. 501(c) is a provision of the United States
Internal Revenue Code (26 U.S.C. § 501(c)), listing types
of nonprofit organizations exempt from some federal
income taxes.

Activities of Napa Pain Resources
Our original mission was to support research, educa-

tion and patient care in pain management in our commu-
nity. Our foundation has accomplished this in a number
of simple ways.

First of all, we have tried to help with transportation.
We all recognize that many patients with chronic illness
(especially chronic pain) have severe financial stress. Our
nonprofit has addressed this by providing cab fare and
transportation funds for patients so they can keep their
appointments. This seems simple, but in the business of

prescribing controlled substances for pain, failure to keep
appointments might be viewed as a “red flag” by pre-
scribing doctors. It is sad when patients are considered
noncompliant and dismissed from well-intentioned prac-
tices because they simply could not afford to get there.

We have also been able to provide medications, in
special situations, for patients with implanted infusion
pumps. Patients with chronic illness often have lapses in
insurance coverage due to lost jobs or during the delay
between private insurance and obtaining Medicare cover-
age. Our ability to supplement our patients in this way
has undoubtedly prevented the necessity of explants for
some of our patients. Even the co-pay for expensive
medications is out of the reach of some patients with
financial hardship.

The Napa Pain Conference
I founded the Napa Pain Conference in the early

1990s to bring first-quality pain education to our com-
munity. Shortly after inception, the conference has been
the principal educational effort of our foundation.

The 14th Napa Pain Conference, held this year in
Yountville, Napa Valley, last October 5-7, has been a great
success in community building and fund raising for our
nonprofit. We have been fortunate to have many of the
icons and leaders of our field speak and attend over the
years, and we have a dedicated following of clinicians.

The 2008 version of the Napa Pain Conference will
offer participants unique exposure to community service.
In addition to an excellent clinical program, we will offer
a day-long workshop on nonprofits and community phi-
lanthropy for participants.
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Several internationally known foundations have tenta-
tively committed to the event, held each year during the
first week of October.

Renaming the Organization — The Margaret
Dunn Grigsby Foundation

My mother, Margaret Grigsby, was my model for phi-
lanthropy. Born before the Great Depression in a small
Tennessee community in Appalachia, she had no money
and little opportunity for education. However, as so
many in her generation, she found remarkable ways to
manage our family and contribute, even while suffering
from her own serious and chronic illness.

Of course she would have thought the term “philan-
thropy” was for rich people. She would have described
her tireless help for the needy as just helping out her
friends in the community. She showed me that commu-
nity service does not take money as much as the instinct
to look beyond ourselves. When my mom passed on in
2004, we renamed the organization the Margaret Dunn
Grigsby Foundation.

Our Newest Commitment — Palliative Care in
Malawi, Eastern Africa

We have by no means solved the problem of access to
adequate pain services in Napa, California.
Nevertheless, we are compelled by my recent experi-
ences in Malawi, in eastern Africa, to contribute some-
thing to the immense suffering of these people from the
AIDS pandemic, which is still in full swing.

Malawi is a small, land-locked country of 12 million
people in southeast Africa. English is the official lan-
guage, as it was once a British protectorate. There exists
a long history of missionary work and philanthropy
aimed at health care and community improvement.
Despite these efforts, Malawi depends nearly entirely on
donations from Europe, the United States and developed
countries for its economy. The society is traditional and
agrarian, with more than 90 percent of the population liv-
ing without electricity or running water.

Like many third-world countries, the public health
challenges in Malawi are immense. Dirty water, cholera
in the rainy season and malaria are endemic. The health
system is primarily funded by the government, which
operates on a very limited budget. Other than the excel-
lent work of church-sponsored hospitals, no meaningful
private sector exists.

HIV/AIDS has been devastating to the people of
Malawi. It is estimated that as many as 2 million of the
12 million total population are HIV-positive. Of course

with few testing centers and laboratories, and with most
patients living in the countryside with no transportation,
that estimate is probably low. Incomprehensibly, more
than 1 million children in Malawi have been orphaned by
AIDS.

Treatment for AIDS is very limited, with only 5 per-
cent of those infected receiving anti-retroviral medica-
tions (ARVs). Medical decisions in Malawi are very
functional and practical in the face of limited medica-
tions. For example, HIV-positive patients do not receive
ARVs until they develop AIDS. Those with AIDS, also
sick with tuberculosis or cancer, do not receive ARVs as
they are deemed too sick to benefit.

Palliative care in Malawi and throughout sub-Saharan
Africa is in its infancy. The use of very limited resources
of medications such as morphine to make dying patients
more comfortable has not been seen as a practical.

Our nonprofit is working with the Health Ministry in
Lilongwe, the capital of Malawi, to begin a three-part
educational process for palliative care. Working with the
fledgling Palliative Care Association of Malawi, or
PACAM, we are helping to write a curriculum in pallia-
tive care for the small medical school and the school of
nursing.

In cooperation with the Global AIDS Interfaith
Alliance (GAIA) in San Francisco, we are exploring a
pilot project in pain relief. GAIA has a relationship with
37 villages in Malawi and provides orphan care, AIDS
support and community development. We are exploring
ways to get analgesics (morphine is the cheapest and eas-
iest to handle) to communities and to educate communi-
ties in their use.

Of course the challenges in pain management in
Malawi parallel our experiences here in some ways.
Clinicians receive little or no education regarding pain
management or the concept of palliative care. Some even
view palliative care as a waste of resources on the hope-
lessly sick. “Opiophobia” is alive and well, as patients
requesting morphine are still viewed with suspicion. The
problems of diversion are amplified in an impoverished
economy, as morphine has a tangible street value in real
currency.

Unlike in the United States, however, morphine is
simply physically unavailable. By my informal calcula-
tion, the amount of morphine available in an entire year
in Malawi is used in a year by a single small community
hospital in the United States. Dosing is dissimilar as
well. In home visits for palliative care, I have seen
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near future, diplomates will be expected to participate in
simulation-based CME as part of MOCA. The simulation
requirement will be a unique educational experience, not a
test, with a design that will minimize the potentially intimi-
dating nature of simulation-based education.

In a survey of ASA members conducted in 2005, 81 per-
cent of the 1,400 ASA member respondents were interested
in simulation-based CME. Interestingly, nearly as many (71
percent) desired an assessment of their performance. Types
of courses favored included scenarios involving infrequent,
difficult situations (89 percent), emergency airway tech-
niques (80 percent), crisis resource management (79 per-
cent) and team training (64 percent).

Advantages to simulation programs include endorsement
by peers and ASA along with increased visibility to ASA
members seeking CME. Additionally, endorsed programs
benefit from a collaborative network of simulation
resources. The committee plans to develop a library of sce-
narios, which will be available to endorsed programs, and to
encourage content sharing among programs. As part of the
application process, a program must submit a sample simu-
lation scenario appropriate for the training of ASA mem-
bers. At the discretion of the committee, scenarios from
endorsed programs will become part of the shared library.

Courses offered to ASA members by endorsed programs
must include at least one scenario from the ASA library (pro-
grams may use their own submission if desired). Moreover,
these courses will use an ASA committee-approved standard
course evaluation form, which may be supplemented by pro-
gram-specific questions. The use of standardized content
will one day permit performance assessment across centers
and foster evidence-based curricula.

Endorsed programs will be expected to participate in the
ongoing development and improvement of the educational
offerings available to ASA members. Endorsed programs
will receive comparative data about the evaluation of their
ASA course versus those of other endorsed programs as
well as information about the effectiveness of course content
and directions for future course content. Endorsements will
be limited to two years. Programs seeking renewal of
endorsed status will be required to meet criteria in force at
the time of renewal.

The committee’s decision regarding approval or deferral
of a program’s endorsement will be based upon whether
minimal criteria are met. Programs must be able to award
CME credit to participants. Programs may submit applica-
tions to ASA while establishing their status as a CME
provider through their local institution, but ASA endorse-
ment status will not be conferred until applicants provide
documentation of CME provider status. Selected applicants
will undergo site reviews, after which the first endorsed pro-
grams will be announced in spring 2008.

To stimulate the development of a network of qualified
programs, ABA is offering a time-limited rebate for the ASA
program endorsement application fee. Successfully
endorsed programs will receive a 75 percent rebate of the
ASA program application fee if endorsed by the ASA
Committee on Simulation Education prior to December 31,
2008.

Please see the ASA Simulation Web site www.ASAhq
.org/SIM for the latest information, including updated infor-
mation for prospective applicants and for ASA members
interested in simulation-based CME.

patients and families who describe dramatic pain relief
with 5 to 10 milligrams of morphine in 24 hours orally.

The challenges are large and our abilities are small.
But each life changed for the better is important, and so
we are determined and inspired by the opportunities.

Future Opportunities
It is no news that physicians are under something of a

relentless assault in our country. Autonomy in clinical
decision-making, financial compensation and our sense

of place in society have eroded to the point of discour-
agement. Anesthesiology, in many ways, is on the
ragged, leading edge of these trends.

Recapturing some of the joy and satisfaction lost from
our careers may be difficult, but one place to look is in
the world of nonprofits. This realm is populated by gen-
erous people with passion, spirit and community pur-
pose, which were alive in us all in the early days. I
encourage you to explore the possibilities, as the needs
are as great as your vision to contribute.
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