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INTRODUCTION
Dr. Berkowitz: 
Good day everyone. This is Ken Berkowitz. I am a medical ethicist with the VHA National Center Ethics and a physician at the New York campus of the VA New York Harbor Healthcare system. I am pleased to welcome everyone to today’s Ethics Hotline Call. By sponsoring this series of Ethics Hotline Calls, the VHA National Center for Ethics hopes to provide an opportunity for regular education and open discussion of important VHA ethics issues. Each call features a presentation on an interesting ethics topic followed by an open moderated discussion of the topic. After the discussion we reserve the last few minutes of each call for our “From the Field” section, and this will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the main focus of today’s call. 

PRESENTATION
Dr. Berkowitz: 
Now we can proceed to today’s topic: preparing for the patient rights and organizational ethics portion of a survey by the Joint Commission on Accreditation of Healthcare Organizations. The mere mention of a visit by the Joint Commission is enough to strike terror into the hearts of many healthcare workers. Understanding the survey process and developing an organized approach to preparation goes a long way towards easing the anxiety and obtaining successful results. 
The mission of the Joint Commission is to continuously improve the safety and quality of care provided to the public, and the provision of health care accreditation and related services that support performance improvement in health care organizations. The survey is the key to accreditation. During the survey the organization is assessed for compliance with standards, and their intent, through verbal and written information provided to the Joint Commission as well as on-site observations by the survey team. 
Most of the ethical issues in delivering healthcare are covered in the standards and intent statement by the Joint Commission in the patient focused functional section on patient rights and organization ethics. These standards are RI.1 through RI.4, and we will focus on these during today’s call. All of these patient rights and organization ethics standards are intended to help improve patient outcomes through respect for each patient’s rights and conducting business relationships with patients and the public in an ethical manner. The Joint Commission asserts that a hospital’s behavior towards its patients and its business practices have a significant impact on the patient’s experience of and response to care. Thus access, treatment, respect, and conduct all affect patient rights. The four standards in the patient rights and organization ethics chapter are broken down into over 30 sections. Standard RI.1 looks at how the organization addresses ethical issues in providing patient care. It covers such topic such as access, informed consent, communication and collaborative decision making, end of life care, pain management, respect for a patient’s privacy, confidentiality, security and patient’s rights. Standard RI.2 looks at the organization’s policies, procedures and participation in the procuring and donation of organs and other tissues. Standard RI.3 examines the protection of patients’ rights during research. Standard RI.4 focuses on organizational ethics issues. Included are the hospital’s code of ethical behavior, its practices during marketing, admission, transfer, discharge and billing, the relationships of the organization and its staff to other providers, educational institutions and payers, and how the hospital protects the integrity of clinical decision making regardless of business or compensation concerns. To continue the discussion I would like to introduce two of my colleagues in the National Center for Ethics, Dr. William Nelson, our Education Coordinator, and Ms. Barbara Chanko, a Program Specialist. Bill and Barbara,

Dr. Nelson: 
Thanks Ken. What I thought I would do is make a few comments about what the Joint Commission team of surveyors might be looking at and give an overview of a visit. And as you well know, Ken, Joint Commission sends a team of surveyors and the surveyors will conduct an ethics interview. The ethics interview will occur during the leadership and the chief executive officer, strategic planning and resource allocation interviews. It is very likely that the Ethics Advisory Committee will not be interviewed as a formal or unique group during the survey. This was a surprise to some Ethics Committee members and chairs this past year when Joint Commission visited their sites. However, if the survey team or the facility director requests a meeting, it will be beneficial for the Ethics Committee that it be knowledgeable of Joint Commission’s focus and standards. This would also help the institution be better organized when the institution and the leadership have to address these issues in their meetings with the site surveyors. The surveyors are likely to conduct ad hoc ethics discussions with clinicians, administrators, managers, and employees whom they meet for other reasons during their stay. They could ask individuals that they encounter if they know who is the chair or who are the co-chairs of the Ethics Committee, and how do you contact or get hold of that Ethics Committee. They might ask individuals if there are policies that guide and address ethical issues and ethical practices such as advanced directives, informed consent, confidentiality, disclosure of information, privacy, withholding/withdrawing life-sustaining intervention, and the transfer of care to non-VA facilities. The priorities in which Joint Commission is interested in dealing with these ethical issues are found in the most current version of the Comprehensive Accreditation Manual for Hospitals; that is the official handbook. The important chapter is entitled “Patient Rights and Organization Ethics.” Barbara, you might give a little bit more specific information about the survey process and some of the recent experiences that have occurred in the field. 

Ms. Chanko: 
Yes, thanks Bill. My experience with the Joint Commission surveyors is that they want to discover the extent to which the knowledge and support of ethical standards have become immersed in patient care and administrative practices. I would like to review the results of the Joint Commission surveys that have occurred at VHA facilities last year and also to review a list of activities that can help you prepare for a scheduled or unannounced survey. 
First the results from last year. The National Center for Ethics has reviewed the accreditation report for all 35 VHA hospitals that were surveyed under the standards during the year 2000. Of the 35 hospitals, 22 or about two-thirds received a score of 1, which indicates substantial compliance. Thirteen or one-third of the hospitals received a score of 2 or 3, which indicates significant or partial compliance respectively. Of the 13 hospitals that received a score other than 1, nine of those received a score of 2 and four of those received a score of 3, indicating again partial compliance or a type 1 recommendation. We are very pleased to say that no VHA hospitals received a score of 4 or 5, which would indicate minimal or no compliance regarding the ethics standards. Of the facilities that scored a 2 or 3, three-quarters of the problems that surveyors identified were concerning advanced directives and privacy. The other one-quarter of the problems were issued regarding DNR, informed consent and the participation of patients in their treatment planning. To be a little bit more specific, the advanced directive issues centered on the systems and practices of managing advanced directives. In a number of cases, the surveyors stated that advance directives were not addressed with patients. In others, patients had an advance directive but did not have it with them when they were admitted and there was no follow-up from the hospitals. In another case the health care proxy had not been notified of the patient’s hospitalization. In yet another case, the patient had requested advanced directive information and there was no follow-up developed in the system for the hospital. Privacy issues were primarily focused on auditory and visual privacy. Problems were found in the admitting areas where conversations were audible, and in patient seclusion and restraint areas where the seclusion room was visible from the public hallway. There were problems with patient information being available at sign-in sheets at clinic desks and also in areas where the physical environment was quite close and the waiting and triage area were combined. Perhaps after my comments facilities on the line can offer advice on how they have managed some of these issues in their own facilities. 
I would like to spend a few moments discussing how you can prepare for this survey. There are about five things the National Center has identified as activities that Ethics Advisory Committees can perform to get ready for a site visit. The first is to work with the Director. Generally the Director at the facility assigns one or a small team of employees to take responsibility for the overall preparation for the survey. The Ethics Advisory Committee should offer to assist the Director or his staff in preparing for the ethics components of the various leadership interviews to be conducted throughout the survey. Activity number two involves review and revision of ethics policies. Once the policies are approved, members of the Ethics Advisory Committee should participate in and guide staff education about the policies. Again the goal here is to ensure that all staff throughout the facility are aware of the policies and/or how to contact the Ethics Advisory Committee. The main policies that should be organized and distributed by the Ethics Advisory Committee include: the code of organizational ethics, the charge and mission of the Ethics Advisory Committee or the Committee policy, the policy on advanced directives (to include the processes for withholding and withdrawing life-sustaining interventions), the informed consent policy, the Do Not Resuscitate policy, and the hospital's policy on Organ and Tissue Procurement and Donation. 
Dr. Nelson: 
I certainly agree those are policies for Ethics Advisory Committee members to be involved in--drafting, reviewing and certainly being aware of and then making them available for site visits. Yet I think there are other important policies, such as those that address issues of patient rights and responsibilities, confidentiality of HIV testing, HIV disclosure requirements, confidentiality of paper and electronic medical records, the use of patient restraints and seclusion, pain management, and access to pastoral, religious and spiritual support. Now it's true the Ethics Committee may not be involved in actually drafting these policies. They may be involved at some sites but not in every site, but they certainly should be aware of the presence of those policies and I would even suggest that they should be involved in at least a review of those policies. Clearly all of these policies are important to have available and should be a part of the material that the Ethics Advisory Committee helps put together.

Ms. Chanko: 
In terms of other activities, the Ethics Advisory Committee should prepare a document for the Director and for distribution throughout the facility that can summarize the responsibilities of the Ethics Advisory Committee. Specifically, this document should communicate how to contact the Committee chairperson and co-chairpersons, and to list all the ethics related local and national policies. A useful document to prepare is a brochure that would inform patients and families of the existence of the Ethics Advisory Committee. The Joint Commission is very interested in the patient rights and their awareness that their problems can be resolved and that they have avenues through which to have conflicts resolved. This information might be incorporated into the patient handbook, but should be available. For those facilities responsible for participating in research on human subjects, the chair of the local IRB or subcommittee for research on human subjects may also be invited to attend the ethics interview, and should be prepared by the Ethics Advisory Committee through a review of the relevant standards.

Dr. Nelson: 
We've gone through a very daunting list of materials and policies that are appropriate for site visits but I guess I would like to add one more. I would suggest that Ethics Advisory Committees prepare a document that summarizes the committee's general activities and achievements in the past couple of years. This document could then be made available to the Director and the facility both in hard copy or maybe electronically. Some of the pertinent information that should be included in this list of activities and achievements would be a description of the ethics case consultation service, how are consults requested, conducted, documented and evaluated. Also I think it would be very important in this summary of activities to highlight the committee's educational and professional activities, noting things such as members of the Ethics Committee being involved in community ethics education programs, attending some of the National Center for Ethics educational programs (such as the intensive training course), or attending local, regional or network educational activities. So it just gives to the surveyors as well as the Director and the leadership of the hospital, a sense of the achievements of the committee. In addition to this, the Ethics Advisory Committee should have a copy of the informed consent policy, that is the VHA handbook 1004.1, the advanced care planning document of VHA, as well as VHA's policy on Do Not Resuscitate. Because we have been throwing out a lot of information that delineates the types of materials and documents that committee's ought to put together, I would suggest that you put all of this material together in a 3-ring binder and that this 3-ring binder then be divided by the five areas that Barbara mentioned and actually the sixth area that I mentioned. And then at the end of that binder the committee could have some of these VHA policies in it, so you could subdivide that binder into seven or eight sections. It would contribute to a consensus of understanding amongst the committee members. It sounds like a great deal of material to think about, to prepare, but in reality an effective Ethics Advisory Committee should actually have all of that material together anyway. And also be very familiar with the content. So even though we are suggesting a great deal in preparation for Joint Commission, I think in many ways the organized and effective Ethics Committee will have a lot of that together anyway. 
MODERATED DISCUSSION
Dr. Berkowitz: 
Well thank you so much, Bill and Barbara. I know that a lot of information was covered in the presentation. We have about 20 minutes now for a discussion of this topic, so does anyone have any reaction to the presentations or thoughts that they are having after a Joint Commission survey visit, or as they try to prepare for their own survey visit?

Tom Mitchell, Prescott VA: 
I’m interested in how other facilities are advising their patients of their right to appropriate pain management, particularly since the patients' rights handbook hasn't been updated to include that right. 
Unknown: 
At Northern California we actually modified all the patients' rights posters that are posted to include that right. We have actually developed a pain management brochure that is given to all the patients, and it's something that is asked upon admission of the patient.

Dr. Nelson:
Mike, do you want to say something about the patients' rights brochure that is being put developed? My understanding or recollection is that they are considering it and it is still in a draft format but there is a section on pain management indicating that patients do have a right to appropriate pain management and they also have a responsibility to share with their providers insights as to the status of their pain. Is there anything you want to add to that?

Dr. Cantor: 
I think that pretty much covers it. Is Joan Van Riper on the line? I'm not sure she was going to make today's call.

Joan Van Riper: 
Yes, I am Mike.

Dr. Cantor: 
Joan is the Director of the National Patients Advocate Program and they are heading up a project to rewrite a patients' rights and responsibilities document and will distribute it nationally so that facilities will have a model to use. As Bill mentioned, that covers both the patients' right to pain management as well as responsibility of the patient to actively participate and to tell their providers about whether or not their pain is controlled in order to assure they get pain management of the highest quality. Take it away Joan.

Joan Van Riper: 
We are still working on the national draft of the rights and responsibilities and trying to get consensus from the various networks on how it's phrased. We are including pain management in there. We have discussed with Jane Tolette and some of the other people from pain management some of the proper phrasing. So that will be included on the pain rights. 
Dr. Berkowitz: 
Just to clarify, in the 2000 standards, there was a standard RI.1.2.8. It states that patients have the right to appropriate assessment and management of pain. The standard, as I understand it, was not scored in 2000 but has either recently or will soon become scored.
Violet, Phoenix VA: 
We already developed posters with the patient's rights and responsibilities on them, and we distributed them to all patient care areas. We have also developed a pamphlet that addresses those issues as well that the patient is given at the time that he is either seen in the Primary Care Clinic or admitted. So it's a poster that is about 16 x 18 and the patient's rights and responsibilities are rather larger font so the patients can see because of our geriatric populations, that needs to be taken into consideration, with education props. I think it is working out quite well. 
Dr. Nelson: 
I was wondering if any of the 35 sites that were surveyed in 2000, whether the surveyors specifically asked questions about ethics and relationship to pain management. Were there any questions that you are aware of?

Marge Berrio, Boston VA: 
We did have one question and that was what we intended to do regarding assessment. As you know, when we were visit last October, the standard did not apply but they were very interested about what our plan was and interested in the VA initiative. 

Linda Titus, Connecticut: 
We had the same experience in October. They asked globally about pain management. But I think they felt that the VA was in pretty good shape because of the pain as a fifth vital sign and the fact that we were asking patients and we had that pretty well documented and it was somewhat of a roadmap of where we were going and I think they were satisfied. 
George Kelly, East Orange VA: 
On the wards that I was at, usually the reviewer when they went through the charts or they had a nurse go through, and see if the original nursing assessment had pain addressed and then if it was followed up with medication successfully.

Dr. Berkowitz: 
I think, George, what you said is very important. I think that the Joint Commission has made somewhat of a shift. In the past all or much of the ethics assessment on the survey was done in a direct meeting between the survey team and the Ethics Advisory Committee. As was indicated in the presentation today, there is often not a formal meeting any more, and I think what they are doing now is they are looking for evidence of compliance of all of these standards throughout their visit whether it's in clinics or on the wards or in the leadership interview. I think this is critical for everyone to realize.

Mr. Kelly: 
We did not have a specific interview with a team, but again the intensive care and couple of other wards that I was with the team, they went through the chart and asked about advanced directives and so forth. So I think that's the way they were really looking at those issues. 
Marge Berrio: 
I agree, we had the same experience in Boston.

Sharon, North Chicago VA: 
We were all surveyed last year and had the exact same experience that you are all describing. They are really looking for the front line staff to be able to describe and show them how we have been able to comply with these patient rights standards. 
Ms. Chanko: 
When we were surveyed at the New York Harbor last year, one of the things that we tried to do in facilities with upcoming surveys is to make sure that no matter where the Joint Commission surveyors are, if your Ethics Advisory Committee is very diverse and hopefully on the large side, that's a good opportunity to ensure that someone from your Ethics Committee attends many of the meetings that the surveyors will go to. So that person can wear their Ethics hat and be familiar and more comfortable with the policy than some of the staff around them and be able to point out either exactly what's being done or the direction that the facility is moving in. 
Dr. Stephen Wear, Buffalo VA: 
Just to go back to one of the issues raised, somebody mentioned about having posters about patients' rights and responsibilities. We in VISN 2 were advised by JACHO that they expected us to have VISN-wide policies that were consistent. I just thought I would mention that - posters on the floors aren't enough. We have actually developed a VISN-wide ethics advisory council and are trying to get policies across the board in shape, and I would like to suggest this to the field. It's been quite an effort, but it has been very rewarding. I had heard that there wasn't too much of that in the other VISN's, that may be incorrect.

Dr. Nelson: 
Right now there are about four VISN's that have VISN-wide ethics committees at various levels of development, but it's certainly something that network Directors or at least many Network Directors are thinking about and I think it's entering their radar screen. 
Dr. Wear: 
That’s one way to take care of a lot of problems, particularly when you've got people coming from one site to the other and in our area a lot of times policies will be different and cause problems.

Dr. Nelson: 
It’s part of the VA's effort to become a much more integrated system and also it is part of the focus of the National Center for Ethics thrust to promote integrated ethics activities. Integrated not only within a local facility, but integrated within a VISN. In fact, our intensive training course in July is going to be focusing exactly on this concept of integrated ethics activities, and several of the VISN's are sending teams of people to attend that and to use this as an opportunity to help develop this concept of an integrated ethics activity. 
Ronald Stockhoff, Albany VA: 
I would back up what Steve Wear just said. In fact, at these leadership interviews the only subject the survey wanted to address was organizational ethics and there was a VISN II network ethics policy that spelled out organizational ethics most satisfactorily for us. It was a talking point at the leadership interview.

Dr. Nelson: 
I think your point only emphasizes what Barbara and I were saying earlier, and that is since there is no longer a formal interview just with the Ethics Committee, that in preparation for this Joint Commission visit, the Ethics Committee has to really organize itself and its materials, the policies, etc. and to make sure those are clearly communicated and understood by the leadership as well as other people throughout the whole institution.

Andrea Moen, Iowa City VA: 
Another good place to put the ethics is in the patient care interview, which is on Day 3 usually. 
Dr. Nelson: 
Have you had experience with that?

Ms. Moen: 
No, we have a survey coming up in July, but we have been advised that that would be a good time where ethics questions may come up.

Dr. Berkowitz: 
I can speak from our experience last October in New York, we did have people from the Ethics Advisory Committee in the patient care interview and ethics related topics definitely came up in that interview in our survey in October.

Sharon, North Chicago VA: 
I would echo what Ken said. We were surveyed in November and we had members of our Ethics Resource Subcommittee who attended the patient care interview and that was on the fourth day of our 5-day survey. There were questions asked that related to ethics at that interview.

Dr. Berkowitz: 
But again, I think that one key, take home point from this call is that it's not just going to happen in a meeting or interview. It's going to happen on every ward or many wards or clinics that the surveyors visit. They really look for compliance with these standards out in the patient care areas.

Ms. Berrio: 
They were known to ask staff members about what they would do if they had an ethical question or if there was a concern they had about the patient 's care. They were testing obviously if they knew that there was an ethics committee and how to get in touch with them.

David Carroll, Milwaukee VA: 
A few months ahead of our Joint Commission survey we prepared a “just the facts” flyer that went out all over the medical center explaining about the ethics council, who was on the ethics committee, and how to contact us. Somewhat to my chagrin, those posters were still up when the Joint Commission surveyors were here, but it created some good publicity for the Ethics Council and I think staff understood how to reach us if they had a concern, as well as patients. Posters were written for patients and staff. 
Dr. Berkowitz: 
Does anyone out there have comments about how they address the privacy issues? Again, a quarter of the sites that were marked down last year were marked down for deficits mainly in auditory or visual privacy. 
Patricia , Miami VA: 
I have some questions regarding sign-in sheets in the clinic area. Can some of you share your experience regarding the Joint Commission findings there?

Ms. Berrio: 
In Boston we paid a lot of attention to the privacy issues because you have got old buildings and difficult circumstances to work around. So we paid attention to all chalkboards and white boards in every location and made certain there was no reference to patients by name or by diagnosis. We made certain that we had included in our nursing assessment and admission assessment, a question to the patient, "do you mind if we put your name outside the door?" So that everyone knew that if the patient said, "Yes, I do", then the patient's name was not outside his or her door. We pay close attention to how we were transporting all of our charts. Any paper charts were very clearly covered. We wanted to make sure there was a covered chart transport. We also paid close attention to where our terminals were and whether or not we had sufficiently short time-out so that if somebody walked away from a terminal where they had signed on to a patient's record nothing would be seen in a public area. That was a little tricky because screen savers we needed to use in some cases. Because if you cut the person off too short they won't be able to get their job done and think about what they are trying to say. So those are some of the things we did in terms of privacy issues for patients. 
Dr. Berkowitz: 
I would like to also answer Patricia's question about the sign-in sheets. There was one center that did receive a score of 2 because the sign-in sheets were posted in a public place, which identified patients enrolled in a certain clinic. There was also a markdown for leaving the charts out in public the night before in the clinic. And where they would again be visible and identifying patients as being part of certain clinic. Again, one other thing I could just mention is at many of the sites we have heard over the past year, had an off tour visit during one of the off hours, whether it was during a weekend, holiday, evening or night hours, so it is not confined to daytime activities. 
Alice Beal, New York Harbor VA: 
One of the things we had is we made sure all x-rays in clinic were in a room that could be closed up with a shut door, so they couldn't be seen by anybody. We also made sure that none of the charts were put out in front of the physicians' rooms. They either had to be in the nurse’s possession or the physicians' possession, and not out. One of the things we were lucky about because we were very cautious while they were here, is an ongoing problem: in our ICU where some of our terminals are very easily seen from the corridors, because they are in the corridors. And we have an x-ray viewbox that's in view of everything. So that you have to constantly tell all the staff to bring the x-rays down and turn off the lights because they are very easily viewed, but we were able to keep that under control when they were there and it's a constant battle now.

Dr. Carroll: 
One thing that we made sure was that in the housekeeping staff who clean the clinic offices after hours, where there are charts that their job descriptions included all the same confidentiality safeguards that would be there for clinicians. So, if they were alone in a room cleaning where there were charts, that that was covered in their job description.

Dr. Berkowitz: 
I'm not sure I have a definite response. I can just tell you that one center was marked down because the sign-in sheets for clinics were out posted in public areas where people's names could be publicly associated and viewed as being enrolled in certain clinics. And this was felt to be a privacy violation. 
Ms. Berrio: 
We had a similar experience when they were evaluating the height of the desk where the patients would be signed in and what kind of discussion the MAS person would have with the patient upon signing in. They were very careful about some of those privacy issues to be certain that there was no chance that someone might overhear something. 
Dr. Berkowitz: 
It's very clear that they do focus on auditory privacy at times of sign-in, admission, and triage. It definitely is a problem if you are combining a waiting area and a triage area or a waiting area and any kind of area where patients are giving public information about their own healthcare.

Dr. Nelson: 
Someone had mentioned earlier, it might have been Albany if my memory is correct, that during the Director's interview the surveyor's asked about organizational ethics. I was just wondering either from that site or other sites, more specifically, what where they asking about organizational ethics. Were they asking about whether you had a code of ethics or what were they really addressing?

Joanne Joyner, Washington DC VA:
One of the other things they wanted to be sure was economics did not impinge on clinical integrity. I know that was a big issue for one of the surveyors. And he wanted specific language in the organization policy that that would not be the case. That economic concerns would never impinge on clinical integrity. 
Dr. Nelson: 
And that needed to be in the code of ethics?

Ms. Joyner: 
Very explicitly.

Dr. Berkowitz: 
And that is standard RI4.4 and one site was marked down last year for not addressing that in their code of ethics.

Dr. Wear:
 Could I jump in on that and second that very strongly, if I heard you right. We also did not have that explicitly in our policy for the obvious reason that we don't do capitation in the VA at all and we were going to get docked on that but fortunately we had a reviewer that if we changed it, and we had to change it on a Network level, it was okay and we did. It was just wording and we were going to get a Type 1 for a while. So I think everybody needs to take that one home. Did I make myself clear? I am seconding the idea you have to have something in policy about that incentive problem even though we don't have the problem.

Dr. Berkowitz: 
This is Ken again. Unfortunately we've run out of time for this part of the discussion on this call. We never really expect to conclude these discussions in the time allotted. We do make provisions again to continue our discussions in an electronic format, a discussion on our web board, which can be accessed through the VA National Center for Ethics web site, and we also post again on the web site a very detailed summary of each ethics hotline call, almost a transcript of the call that has taken place. So, please visit our web site to review or continue today’s discussion. I will be sending out a follow-up e-mail for this call that will include the links to all the appropriate web sites for the call summary and the web board discussion. Our e-mail address is vhaethics@med.va.gov , in case you don't get it. 

FROM THE FIELD

Dr. Berkowitz:

One of the goals of the series is to facilitate networking among ethics related VA staff and to facilitate communication between the field and the National Center for Ethics. We try to reserve the last few minutes of each call for our "From the Field" section and this is your opportunity to speak up and let us know what's on your mind, ask quick questions, make suggestions or bring problems to our attention about things that aren't the main topic of the call. Again we can't handle specific consultation requisitions but we do like to reserve this time to see what's on your mind. Anyone have anything for "From the Field"?

Denise, Manchester VA: 

There was somebody who talked about having a pain brochure. Is there any chance if that person is still listening if he/she could send one to the VA in Manchester, NH?

Diane, Oklahoma City VA: 
We do have a nice brochure on pain and we can get one out to you. Just let me know where you are. 

Dr. Berkowitz:
 Actually, Denise, if you just send us a request for the Oklahoma City pain brochure to VHAethics@med.va.gov and I will personally try to make sure you get it and if anyone else has any pain brochures, please let us know at VHAethics. We'd love to take a look and see what's out there.

Rose Lester , St. Cloud VA: 
We have a brochure as well. I am going to suggest that maybe we just post them on the web board. There might be a lot of people who have them out there.

Shirley, Portland Oregon VA: 
I have a quick question about CBOCs and how the surveyors might be going to the community based outpatient clinics and talking about the issue of any kind of ethics.

Dr. Berkowitz: 
Actually a good point is that we have only really touched on the main hospital survey for this call. But there are also the CBOCs, the home care survey, the long-term care survey and the behavioral health survey. What I would like to ask is if people have a specific question, they could put them up on the web board and we will do our best to keep the discussion going. 
Dr. Berkowitz: 
Thank you. And I would also like to thank everyone who worked hard to make this call happen. It's never a trivial task and especially Bill and Barbara for speaking today. The next call is Friday, June 22 from 2:30 to 3:20 Eastern time. I will repeat that because it is a slight departure from the usual. Friday, June 22 at 2:30 to 3:20 Eastern time. Please pay attention to the Outlook e-mail announcement because for the first time in June we will have an access code to get on to the call. I will be again sending out the follow-up e-mail with the addresses and web links, the summary of the call, the web board discussion, access sites and the Joint Commission web site. Please let us know if you or someone that you think should be receiving the announcement, or let us know if you have suggestions for topics for future calls at our e-mail VHAethics@med.va.gov. Thank you all and have a great day.

For more information, you can visit the following web sites: 

1-Joint Commission on Accreditation of Healthcare Organizations at http://www.jcaho.org

2-VHA Office of Quality and Performance JCAHO Accreditation web site at http://vaww.oqp.med.va.gov/oqp_services/accreditation/accreditation.asp
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