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INTRODUCTION
Dr. Berkowitz: 
Good day everyone. This is Ken Berkowitz. I am a medical ethicist with the VHA National Center for Ethics and a physician at the VA New York Harbor Health care System, and I am pleased to welcome you all to today's Ethics Hotline Call. By sponsoring this series of ethics hotline calls, the National Center for Ethics provides 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 that 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. 

As we proceed with today's discussion on the core competencies for health care ethics consultation, I would like to briefly review the overall ground rules for the ethics hotline calls. We do ask that when you talk you begin by telling us your name, location and title so that we can continue to get to know each other better. We ask that you minimize background noise, and if you have one, please do use the Mute button on your phone unless you are going to speak. And please, and I can't stress this enough, do not put the call on hold, as automated recordings are very disruptive to the call. Due to the interactive nature of the calls and the fact at times we do deal with sensitive issues, we think it is important to make two final points. First, it is not the specific role of the National Center for Ethics to report policy violations. However, please remember that there are many participants on the line, you are speaking in an open forum and ultimately you are responsible for your own words. Lastly, please remember that these hotline calls are not an appropriate place to discuss specific cases or confidential information. If during the discussions we hear people providing such information, we may interrupt and ask them to make their comments more general.

PRESENTATION

Dr. Berkowitz:

Now for today's discussion of core competencies for health care ethics consultation. Over the past several decades health care providers, patients and families have increasingly turned to ethics consultants for assistance. Ethics consultation has been encouraged by the courts, endorsed by political groups, including a presidential commission, is supported by the Joint Commission and has become a standard part of the health care landscape in our society that influences clinical practice. The rapid growth of health care ethics consultation occurred largely without oversight and in the early 1990's there was concern about the lack of accountability or quality assurance coupled with the absence of standards or an agreed upon set of competencies for ethics consultants. This led the major clinical ethics organizations in the field at that time to collaboratively convene a national task force to explore core competencies and related issues in ethics consultations. The Core Competencies Task Force was comprised of 21 professionally diverse members who met six times over a period of two years to develop a draft of a report, which was then circulated to over 1400 reviewers. The ultimate product was unanimously approved by the Task Force membership. My job for today's discussion of the core competencies report was easy. I didn't have to travel too far afield to find a speaker. Sitting across from me is our Center's very own Bill Nelson. Bill, as most of you know, is our Coordinator of Ethics Education for the National Center. And in fact, Bill was a member of the Core Competencies Task Force. Bill, could you take some time and please provide us with your perspective on core competencies for health care ethics consultation.

Dr. William Nelson: 
Thank you very much for having me join with you today and talk about the core competencies for health care ethics consultation report. The core competencies report was motivated by the recognition that ethics consultation has become an increasingly significant component of a facility's ethics program. However, we also recognize that little attention has been paid to the quality of ethics consultation or, for that matter, the competencies of those providing the consultations. The report was motivated by the belief that when patients, health care providers, families or others seek the assistance of a health care ethics consultant or consultants, they should be competent to offer the assistance they are providing. So the ultimate concern of the Task Force, the ultimate concern of the report, therefore, is really the quality in and of ethics consultation. What I would like to do is review and highlight the five basic sections to the 42-page report: 1) the nature and goals of ethics consultations; 2) the core competencies of consultants; 3) organizational ethics; 4) evaluation; and 5) obligations of ethics consultants and the obligations of institutions.

What I want to do in the next 10 minutes is briefly highlight the key elements of each of those sections of the core competencies report. Regarding the first section dealing with the nature and goals of ethics consultation, we on the Task Force explored what is the most appropriate approach to health care ethics consultations. We looked at three basic approaches—the authoritarian approach, a pure facilitation approach, and what we were calling the ethics facilitation approach. The authoritarian approach is a very paternalistic model that is in many ways not appropriate today because of the pluralistic world that we live in. In the pure facilitation approach, one aims to forge consensus. It's a very valuable approach, but in clinical ethics not entirely acceptable, because our outcomes have boundaries imposed by moral structures and moral reasoning, and, generally, we cannot accept outcomes that are immoral. A classic example might be: you have a patient in a persistent vegetative state or comatose, and that patient left clear directions as to how he or she would want to be treated and cared for, but the surrogates really don't agree with that patient's wishes, even though they were very clearly articulated. Using a pure facilitation or consensus model, we may say “Well if everyone doesn't agree with the patient's directives, then maybe we shouldn't go along with them, even though we have no reason to believe that the patient was incompetent.” In the core competencies report we recommended an ethics facilitation model that adds the component of identifying and analyzing the values inherent in the uncertainty or conflict at hand. This model uses the consensus model as its base, but applies ethical reasoning and the principles and the moral concepts that are so inherent in ethics. The goal is to facilitate ethics reasoning, not just pure consensus to the discussion.

In this first section of the report, we also recommended that the ethics consultation team or service really should develop formal policies for how they will be addressing issues such as who will have access to the committee and should include information on how to ensure that all parties or all the stakeholders involved in that particular dilemma are notified of a consult, so that they can be considered and their input become part of that analysis process. A third part of that consultation process that should be included, as part of the consultation formal policy, is documentation. That is, the consultation process should be documented somewhere in the medical records as is appropriate. And there should be a case review process. It may be a retrospective review to present to a larger group such as an ethics committee as a whole. And there are other examples: the policy should clearly note how the consultative process will function at your particular facility. Let me just move on, because as I said at the onset, I am just going to be highlighting some elements of this report.

In the second section of the report, which is probably the main body, we focused on the actual core competencies of a consultant. Given the approach to ethics consultation that I just briefly described, the task force believes that consultants need to possess certain skills, knowledge and character traits to perform competently. And because these competencies are so central to the premise of the report, the report goes into a great deal of detail and outlines of those skills, knowledge and character traits. So let me just briefly highlight some of the essences of those skills, knowledge and character traits.

The skills are divided into three basic areas: ethical assessment, skills of a process nature, and interpersonal skills. Skills are then distinguished between advanced and basic. By assessment skills we mean that consultants must have the ability to identify and appreciate uncertainty in conflict, must have the ability to analyze the values that are in conflict, and then how to reach some resolution regarding that conflict. Secondly, that they ought to have process skills. That is, they need to be able to facilitate both informal and formal meetings, they need to better understand how to build moral consensus, how to tease out the values that are in conflict with one another. All of those are important process skills that a consultant must possess. The third set of skills has to do with interpersonal abilities, that is, the ability to listen, communicate, emphasize with people, how you then bring out the various conflicting moral views and then how do you represent those views to others. It is about fostering a dialogue between the various parties involved in the ethical dilemma. 
As I noted earlier, the report makes a distinction between advanced and basic skills. This is not an easy distinction to make, but the committee felt or the task force report indicated that this was an important distinction, even though it is a difficult distinction to make. Let me just read directly from the report about how one can make that distinction. We distinguish between ‘basic’ and ‘advanced’ for each of those three skill areas. For the purposes of this report, the basic skill is defined as the ability to use skills in common and rather straightforward cases. Advanced skills are defined as the ability to use the skills effectively in the much more complex cases. The distinction between basic and advanced skills is necessarily vague and somewhat arbitrary, but yet it is an important distinction. This is particularly important depending on how a facility actually does consultations. At some sites, an individual does consultation, but at other sites it's a team or small group of people, and at still other sites it is a whole committee that is involved in a consult. Now obviously if an individual is performing the ethics consultations, he or she will need to have higher level of skills so they really should have advanced skills in all three of those areas. If a subgroup or team is performing the consultation, then each member should have at least basic skills because you combine their skills to achieve the advanced skills level. This is an important distinction but I think it makes sense.

Let me move on and talk a little bit about the core competencies regarding knowledge. The Task Force identified nine basic and advanced knowledge areas that consultants ought to possess. These include moral reasoning, understanding of basic bioethics issues and concepts, awareness of institutional ethics related policies, issues related to health care systems, and something that we call the clinical context. By clinical context, the report means that you need to understand, for example, the basic natural history of common illnesses. If you are dealing with patients diagnosed with COPD, you need to know a little about COPD, and that would be for everyone doing consultations. Not that everyone has to be a physician, but all consultants need to understand the basic clinical context or, if you are dealing with an organizational ethics issue, the organizational context. Other knowledge areas include: having an understanding of patient and staff belief systems, that is how the culture or religious beliefs affect the person's understanding of both health, illness and various maladies. One ought to know what are some of the basic codes of ethics, some of the ethical standards from various professions as well as relevant health care law. Those nine knowledge areas we feel are essential, and again we made a distinction between basic and advanced. However, we added another column--the need for consultants to have access to resources in those areas. So yes, consultants ought to know for example the basics of health care law, but yet they also ought to be able to have access to an advanced level of knowledge, such as regional counsel or any risk management officer, that could then help them to identify more specific aspects of the law if that is relevant to the particular case being discussed. The third part of the core competencies section, the second section or the competencies of the consultants, has to do with the area of character traits. It was probably the most controversial component of the report and in regard to how to you apply and assess people's character. However, there was agreement amongst the committee members that the character of the people performing ethics consultation is important and is likely to impact the effectiveness of the consultation. We identified and discussed five basic categories of character traits: power and honesty, courage, prudence and integrity.

Moving on, and I realize time is fleeting, let me move very quickly. In the third section of the report we focused on organizational ethics. It is a brief section of the report. And it should be noted that the task force did not draw a clear boundary between clinical and organizational ethics because they feel that there is really only a dotted line distinction, no hard and fast line. But we did recognize that the skills and knowledge needed to address organizational ethics issues might be somewhat different from those that I just described previously because many of those skills and knowledge are clinically focused or driven. So as part of our recommendations, we wanted to highlight the difference between clinical and organizational ethics, but also highlight the similarities between the two. We thought there were probably more similarities than differences. However, we recommended the addition of new areas of knowledge that ethics consultants ought to posses when they are beginning to address organizational ethics issues. 
The fourth section of the report emphasized the importance of evaluation. Evaluation is critically important to insuring quality and continuing improvement to assess one's competency as well as the overall outcomes and process of doing and performing consultations.

The fifth section of the report addresses the special obligations of both the ethics consultants and the institution. Critical ethical consultations influence care as well institutional behavior. Therefore, ethics consultants have to be very aware of the potential of abuse of power, which obviously should be avoided, but also they need to seek strategies that would avoid any conflict of interest. For example, if one is a clinician providing direct care management of a patient and that clinician is also on the ethics consult team, it would be inappropriate for them to be providing the ethics consultation to the care team that they are a part of. The other part of this issue about obligations is we feel that the institutions themselves, the facilities, the organizations have obligations to those that are performing ethics consultations. By this I mean if our goal is to promote the quality of ethics consultations, then institutions need to work to provide support to the ethics consultants to ensure that they can perform their tasks and roles in a competent manner. This might mean that the institution should ensure that there is adequate education and training for the consultations, there are reference materials, that they have appropriate and necessary time to perform consultations, and that there is adequate support and resources to them in performing consults. Overall, the report is very comprehensive. It is well organized. I think it is very well written. But more than anything else, I find it very practical and useful. It can serve as a guide for local committees as well as the ethics consult teams or service as to what should be the knowledge and skills of the members of that consultative service or program. It can serve as a curriculum for ethics committees in their own self-education process, and it can also serve as a guide when new people are beginning to do consultations. It also can serve as an important resource to the organization to ensure quality in the consultative process. I would encourage everyone to seek a copy of the report and to study and to really use it as an important guide in performing ethics consultation. 
MODERATED DISCUSSION

Dr. Berkowitz: 
Thank you so much Bill. And that still leaves us with about 15 or 20 minutes for open discussion on the Core Competencies for Health Care Ethics Consultation Report. Please feel free to introduce yourself and let us know what you are thinking about core competencies for health care ethics consultation.

Elizabeth Round, Greater Los Angeles: 
It’s excellent. Thanks for all the work that went into this. I do have a question about some of the expected skills and knowledge in terms of clinical context, and I am thinking in relationship to our committee that has many non-clinical people involved in it, and how do we look at this. I mean, are we saying everyone should have all of these skills or be able to have a committee that has access to some of these skills?

Dr. Nelson: 
I think that is a very important point and question. You articulated a question in the context of your ethics committee. One of the first things I would want to talk with you about, if we had time, is: does the committee as a whole do ethics case analysis? It may be that if your committee as a whole is doing it, then not every member has to be aware of the clinical context--but you certainly want to have some members of that committee or small consultation group that are aware of that clinical context. Just like if you are doing an organizational case analysis, you want to have people that understand the organizational context. So I would say that anyone who is actually performing case analysis, whether it is clinical or organizational, should have a basic awareness of that context. But it may mean that your committee as a whole might not be doing that analysis, so that everyone doesn't have to take on that learning process, if you will.

Dr. Berkowitz: 
One thing that I might add is that one of the important things that we think of first when we are approaching an ethics consultation is the gathering of the facts. Because once you proceed beyond the facts, you are going to enter into some kind of analysis phase of the consultation, and then you are going to draw conclusions or make recommendations and communicate them back to the involved parties. The gathering of the facts involves knowledge of the medical circumstances in a clinical case. So I think that Bill’s feeling and the task force's feeling that some medical knowledge is essential, is critical in really making sure you have accurate facts on which you are going to base your analysis, recommendation, and response.

Does anyone in the field work on an ethics committee or an ethics consultation team or group or service? Has anyone used the core competency report in any way?

Sheila Young, Reno: 

We've used it for training new committee members. It is required reading.

Dr. Nelson: 
When you say required reading, do you mean to read the report or, as I know some committees do, identify one or two or three key articles regarding each one of those nine knowledge areas and then they assemble those key knowledge articles into some type of 3-ring binder and present that to new members, not as the endpoint for their knowledge development but as a beginning point. So there are different ways to use the report as an education curriculum.

Sheila Young: 
When I first started chairing the committee we took sections at a time and discussed them at meetings. Your talk today reminds me that I need to get new members up to speed on these things too, and maybe the articles from Annals of Internal Medicine would be a good discussion article for our next meeting.

Dr. Nelson: 
Sheila, maybe I can just highlight what you are referring to. The report as I noted is a 42-page report, but a summary of the report was published in the Annals of Internal Medicine.

Dr. Berkowitz: 
We passed out the citation in the announcement, but we will also send it in the follow-up. The summary was published in the July 4, 2000 Annals of Internal Medicine. 
Dr. Nelson: 
And that's about a 7-page summary of the 42-page report. I think your point is well taken Sheila in terms of ongoing education as well. So the report, knowledge and skills, can serve as a way to help new members but also it can be an ongoing curriculum. What I've encouraged ethics committees and certainly consult groups to do when they meet is to build self education into almost every single meeting. It might mean that at each meeting 10 or 15 minutes be devoted to discussion about a particular knowledge area. And then whoever is coordinating that component of the meeting or agenda, he or she might hand out an article. So, for example, a session might cover the key characteristics of the most common religious group(s) at your facility. So if Roman Catholics are the dominant population, the committee and the consultants certainly ought to be aware of the ethical ramifications within the context of that particular faith group, but that could be for any faith group, so that could be part of a discussion for 10 or 15 minutes. I think the Core Competency Report can really provide almost a core curriculum for ongoing education.

Dr. Berkowitz: 
One other way which I think the report can be used by consultation teams is to take an introspective look at themselves and, if they have the character traits of fortitude and honesty, they can rate themselves as individuals and as a collective group on the different knowledge areas, skills areas and character traits. They can identify their own deficiencies--almost a competency scan of the group or the individual, if you will. I think that would serve as a way to point out deficiencies and focus their own educational efforts or perhaps focus their attention on getting new members who can round out their competencies. Does anyone use the report in that manner?

Dr. Nelson: 
In the evaluation section the report discussed various levels of evaluation or assessment, and one tool of the report is that you can use it to assess, exactly as you say, the competencies of the people that are performing consults. Another important evaluation activity is that every consult should have some type of follow-up evaluation. Whoever requested the consultation should perhaps be given some type of basic survey as to whether they found the consultation helpful, was it timely, did it help them to identify additional issues that they may not have thought about, etc. So every consultation should also have some form of evaluation. 
Dr. Berkowitz: 
I think that is a great point and it's a real problem area for many ethics committees and ethics consultation groups—they have had problems evaluating their own activities, and sometimes don't know where to start. I think we tend to think of evaluating consultations in terms of evaluating the service that we provide or perhaps how we do the consults, or perhaps looking at the content, the quality of what we say. At times those things are overwhelming. I think an equally valid evaluation point is to evaluate your own consultation service, and I think that looking at your service from the perspective of the core competencies is really a good evaluation tool that might be less daunting.

Dr. Paul Schneider, West LA, with Greater Los Angeles: 
First of all it was hard for me to believe that the report came out so long ago. I was looking at the thing and I was surprised that it has been over a couple of years since it came out. Anyway, what initially excited me most about the report was that it is a step forward in promoting the legitimacy, the clinical legitimacy, of what ethics consultants do both I think to the clinical world outside of medical ethics and to ourselves. I think I and many people who do this struggle with what exactly is the value of what we are doing, and is it something which is a clinical function like other clinical functions. And just as a surgeon or internist can be evaluated and assessed, I think it is a good step forward to say that a clinical ethicist also has guidelines for competency. 
Dr. Nelson: 
I really agree with you Paul. And I think that was one of the motivating factors behind the report—how can we insure and promote quality in ethics consultation. So I think it does promote quality assurance. I will say that part of the charge to this committee was to give its recommendation whether there should be a certifying process for both those who are doing ethics consultation and should there also be a certifying process for education programs, to train ethics consultations. The task force rejected both of those points, which I won't drag on at this point because the rationale for that is in the report, but we rejected both a certification of individuals themselves and as well as education programs. Our primary reason had to do with the multidisciplinary nature of ethics consultants, rather than trying to funnel them through one particular type of educational program. However, even in saying that, we did not want to diminish the importance of these guidelines, and I'm emphasizing the word guidelines, to give some structure and some sense that these people should possess this type of knowledge and skills. To assure quality, we would want seek the adherence to these guidelines as much as we can, even though they still are guidelines. And I don't see any change in that. And there may be additional things that should be added to those nine knowledge areas. But we see them as important guidelines. 
Sheila, Albuquerque: 
Good morning. This is very timely because this morning I called and left a message on Bill Nelson's answering machine and it related to this. I would like to open it to all of the listeners. They were inquiring here at Albuquerque if there are facilities at other VA's that use an expert consultant either within their own facility or someone from an affiliate university?

Dr. Nelson: 
Let me first of all say thanks for leaving that message. I apologize that I didn't get back because I am actually at the Bedford VA as I speak. We are giving integrated ethics program training, so I haven't picked up my messages yet today, but thanks Sheila.

There are a few facilities within the VA system that have developed either a contract relationship or I think in a couple they have a part-time status of an ethicist or philosopher who is in the neighborhood, shall we say, so that has taken place at a few facilities and I off line I could tell you who those are and you could maybe give them a call and see how it's working at those sites. But I think in general in the Core Competencies Report we would like all people who are involved in ethics consultation to develop their skills and knowledge. And I don't know how we get into precise definitions of who's an expert, but yet that has been done at a few sites, but I would like to have all consultants have a certain degree of expertise, if you will. 
Dr. John Antoine, Dallas VA Med Ctr: 
I’m co-chair of the Ethics Committee here. We have a very excellent collaborative relationship with our affiliated medical school, University of Texas Southwest Medical Center, which also had a very strong ethics program, and when necessary this can serve as a reservoir of ethics expertise and consultation if things require such. So if you are affiliated with a medical school and they have strong ethics program, that could be a resource to you.

I have a question in follow-up for the National Center for Ethics: does the Center have data or statistics on the level of organization of ethics activities at various centers or institutions in the VA system? In other words, have committees become programs or even services within the VA?

Dr. Nelson: 
We have been gathering some data on that, and that data is just being collated. Dr. Ellen Fox, our Director, has been involved in this project, along with Dr. Bob Pearlman from our Seattle office. There is data that is being collected on ethics committees and I know that is being massaged, all that data is being assessed currently.

Dr. Berkowitz: 
That's right Bill, the Center is trying to get a handle on current ethical health care practices within the VA system. Dr. Fox has data that she has collected on both VA- and non-VA consultation activities. At the Center we have our own active consultation service which many of you avail yourselves of, and we are very grateful for that, we are taking this very seriously and trying and gather our own data. Some of you may know that we have a sophisticated, Web-based, shared electronic tracking system which tracks all of our consultations. We gather not only data that looks at the quality of the consultation but also categorizes the content into different areas of domains and categories so that we can see what we're dealing with, from what part of the country, whom are availing themselves of our services. We are looking at that data to help plan our education activities to provide input into policies and to try and identify and hopefully improve ethics health care practices throughout the whole VA system. I think as the field burgeons that, as Dr. Schneider pointed out, people are very serious about ethics consultation as it gets legitimized and respected in its similarity to other medical subspecialties. I think that more of this data will be forthcoming as the legitimation spreads. So I think that was a very long way of saying, we are working on it Dr. Antoine.

I think that in the five years since the report has come out, there has been a great emphasis towards including an organizational focus or component to ethics consultation, and at the time of the report this was sort of really understated, but acknowledged to be expected to grow over the years, which I think it has and will continue to do. Does anyone want to comment on how things differ for competencies for a clinical case or issue as opposed to an organizational case or issue from a competency standpoint or an approach standpoint?

Susan Bowers, VISN 11: 
Looking at the competency issue in terms of the organizational rather than the clinical, as we sit together at our corporate ethics committee many people on the Board who are involved have no formal ethics training. That has been somewhat problematic. When we did the original nominations for representatives, we utilized the core competencies and particularly focused on the characteristics of the individual as opposed to the knowledge. And then we are trying to fill in the knowledge deficit by other training and other learning experiences, but we really did focus more on the characteristics. We wanted a full range of people in the corporate ethics arena because we were going to be doing things that were not just clinically based but have to do with overall decision making within the organization. 
FROM THE FIELD
Dr. Berkowitz: 
Thank you Susan. VANTS has thrown me a curve ball. Instead of our 10-minute warning, today we got a five-minute warning. So we will move to continuing this discussion and also throwing it open to our 'From the Field' Section where you can continue to discuss this or other issues not related to core competencies. So at this point, whatever is on anyone's mind as long as it is not related to a specific consult or case or question.

Chaplain Lisowski from Milwaukee VA: 
I haven't heard anything referring to chaplains. What is the percentage of chaplains on these committees?

Dr. Nelson: 
If anyone has data, please jump in.  But I'm thinking off the top of my head Chaplain, I would dare say that almost every ethics committee in the system has a chaplain member of that committee. I can't say that with empirical data, but it seems to me that they are a very important person on any ethics committee. That doesn't mean that they always have to be a part of the ethics consult team, but as long as they are on the committee, then they could be accessed if there is particular religious or spiritual issue that meets their expertise or input. I did say that one of the nine knowledge areas as noted in the Core Competencies Report is that all people who are doing ethics consultation ought to have a basic understanding of the religious and spiritual as well as cultural and ethnic dimensions of the population that they are working with. And I would even expand that to not only to the patient population that you are working but also our clinically diverse, and by diverse I mean culturally and religiously diverse, work force. Because that certainly can be a part of the consultation issue too. So I think chaplains play a very vital role.

Fran Cerere Syracuse: 
About accessing the Web site, can every one of us be able to access the Web site without any difficulty, and if we have difficulty, is there something that we should be doing?

Dr. Berkowitz: 
Yes. Everyone should be able to access the Internet Web site, the www.va.gov/vhaethics and if you are on a VA computer you can access the Intranet site, vaww.va.gov/vhaethics. If you are having problems, please just send us an e-mail to vhaethics and we can work through the specific problem with you. But everyone certainly should be having access to the internet and intranet website. 
But I would like to take the last minute to thank everyone who has worked hard on the conception, planning and implementation of this call. It is never a trivial task. I appreciate everyone's efforts, especially Bill for his presentation and help in setting up this call. The next call will be on Tuesday, June 25 from 12 to 12:50 Eastern Time. Please look to our Web site and to your Outlook e-mail for details and announcements. You should all be getting a follow-up e-mail for this call with the e-mail addresses and links that you can use to access the central Web site, the summary of this call and the electronic WebBoard discussion. I will also send out the references to the Core Competency Report and the summary article. Also, remember that the summary and the discussion of prior calls are also available. Please let us know if you or someone you know should be receiving the announcements for these calls and the follow-up and don't or didn't, and if you have suggestions for future topics and future calls, we'd certainly love to hear from you. And again, our e-mail address is vhaethics@med.va.gov or just vhaethics. Thank you all and have a great day.
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