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INTRODUCTION

Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare System. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of ethical concerns relevant to VHA. Each call features an educational 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'. This will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the focus of today's call. 

ANNOUNCEMENTS

Remember, CE credits are available for listeners of this call. To get yours, go to the EES Online Learning web site. There is a link on our web site and it will be provided in the follow-up announcement.

At this time, I’d also like to mention that the National Center for Ethics in Health Care has drafted a national guidance on ethics consultation in VHA. All EAC chairs and VISN POCS should have received notification of this. Comments are due by 11/22/04. Anyone interested should visit the Center’s website and follow the link as soon as possible. 
PRESENTATION

Dr. Berkowitz:

Today’s presentation will focus on highlights from the American Society for Bioethics and Humanities (ASBH) 2004 Annual Meeting. We chose this topic because we thought it was important to inform our VHA ethics community about the greater ethics community. The annual meeting of the American Society of Bioethics and Humanities bills itself as an arena for interdisciplinary exchange among professionals in the fields of bioethics and the medical humanities. We speculate that many of you are not able to travel to national ethics meetings so we decided to spread the word about some of the issues that were discussed and are relevant to VHA.

Joining me on today’s call is 

Art Derse, MD, Chair, National Ethics Committee and President, American Society for Bioethics and Humanities (ASBH) 

Ellen Fox, MD, Director, National Center for Ethics in Health Care

Angela Prudhomme, JD, Chief, Ethics Policy Service, National Center for Ethics in Health Care

Bette Crigger, PhD, Chief, Communications Service, National Center for Ethics in Health Care

 and 

Barbara Chanko, MBA, RN, Program Specialist, Ethics Consultation Service, National Center for Ethics in Health Care.

Thank you all for being on the call today. I would like to start by asking Dr. Derse to give us an introduction about the American Society for Bioethics and Humanities.

Dr. Derse:

Sure Ken, I’d be happy to. I’m actually very excited because I am the seventh president of ASBH, and I am the first one to have an appointment at the VA. I think that is extremely important for us, at the VA, to be involved with ASBH, and for people at ASBH to know about us, because of our position as the largest and most successful health care system in the United States, and also because of the progress that we’ve made as an ethics committee, as an Ethics Center with the National Center for Ethics in Health Care. I think that interchange is very important.
For those who do not know about ASBH, it is a multi-disciplinary non-profit organization that is dedicated to promoting an exchange of ideas and fostering multi-disciplinary, inter-disciplinary, and inter-professional scholarship, research, teaching, policy development, professional development, and collegiality among people who are engaged in all the endeavors related to clinical and academic bioethics, and the health care related humanities. This is a very interesting group. We have people who do ethics consultations, we have people who are ethics committee chairs, and ethics committee members. We have people who teach, or are interested in, the medical humanities—humanities that touch on the profession of medicine. It is a great organization, one that I am proud to be a member of, and proud to represent, in part, the VA. At this conference, other people from the VA were there, both participating in and attending sessions. ASBH is actually going to be meeting in Washington, DC next year. We’re going to meet October 20-23, 2005. People who are in the Washington area, or people who are interested in going to this meeting should think about coming to it, or learning more about our organization, which is at www.asbh.org. Our interchange among our colleagues in bioethics and our colleagues in humanities has been very enriching for me, and I know that other people who are on VHA’s National Ethics Committee, and other people who are ethics committee chairs, and people who are doing ethics consultation at the VA have benefited from not only their interaction with the organization, but a document that was published about seven years ago which set out the core competencies for ethics consultation, and now with the new document that is being developed on ethics consultation here at the VA, think it is a very important step, and one that ASBH members will be happy to learn about as well.
VHA is very important, and it is important for people in the bioethics community to know about us, and for them to be able to tell us what they are thinking and what’s new with them. Many of our colleagues are in private medical schools, and in the private health care system, and it is good to have an interchange with them, because many of our trainees move from the world of VHA to private medical enterprise. It is good to have a conversation with the people who are teaching them ethics and humanities. 
Dr. Berkowitz: 

Thank you Dr. Derse for that introduction to ASBH and for discussing its importance to VHA. Now I’d like ask Dr. Ellen Fox to discuss VHA’s involvement in the conference.

Dr. Fox: 

Sure, Ken. 

One thing we did was we posted an official “call for comments” on a document we recently drafted on how to perform ethics consultation. We invited people to volunteer to be external reviewers of this document, and provide comments. So far we have over twenty colleagues from ASBH who have volunteered to serve as reviewers.

We also used the ASBH meeting as an opportunity to get the word out about the Center and what it does—so we talked about our major projects, and made it known that we expect to have one or more job openings in the near future. Several of our staff were approached by people who were actively exploring career options, and gave them some insights into what it’s like to work for the Federal government, and for the National Center for Ethics in Health Care. 
We also participated in the formal agenda, with several members of our staff leading sessions. Our own Ken Berkowitz and Barbara Chanko conducted a very interesting session entitled, “Electronic Tracking of Consultations: A Quality-Improvement Database Software Tool for Ethics Consultation” which focused on our Center’s plan to develop a secure, web-based software program that will help VHA facilities document, evaluate, and report on their ethics consultation activities. 
Bob Pearlman, who heads the National Center’s Seattle office, led a very helpful lunch-and-learn session on evaluation of health care ethics – targeted especially to young professionals just entering the field.

And I participated as a faculty member in another career development workshop on how to find and negotiate a job in bioethics. 
A number of other members of our National Center staff attended the meeting as well to take advantage of continuing education opportunities, network with colleagues who share common interests, and stay in touch with goings on in the health care ethics community outside of VHA. Our staff met and interacted with people from across the country who are professionally involved in bioethics, many of whom are in some way affiliated with VHA. 
I’d like to make one final observation. I’ve been attending these meetings for a number of years, and it’s been great to see that VHA is being increasingly recognized as an important player on the national scene. And with Art Derse as the organization’s President, and the meeting being held in Washington, DC next fall, I have no doubt this trend will continue next year.

Dr. Berkowitz:

Thank you Dr. Fox. Now I’d like to give Ethics Center staff the opportunity to highlight a few of the sessions they attended during the ASBH conference. 
I’d like to ask Dr. Bette Crigger to begin by giving us an overview of a session she attended.

Dr. Crigger:

One of the sessions I made a point of attending focused on “communicating with patients.” Several interesting papers were presented, but I was particularly intrigued by a presentation by Mary Catherine Beach from Johns Hopkins on a study she and colleagues recently completed about patients’ perspectives on respect and autonomy in the clinical setting.

Briefly, the study – which was a telephone survey with both multiple choice and open-ended questions conducted among more than 6,000 participants nationwide – asked whether patients perceived/experienced differences between being respected as persons and treated with dignity by clinicians, and having clinicians respect their autonomy to make decisions about their own care. The study was designed to test two hypotheses: (1) that both respect for autonomy and respect for persons were related to positive outcomes from patients’ perspectives, and (2) that respect for persons might be more important for minority patients in being related to positive outcome. The conceptual framework underlying the study was the Kantian notion of respect for persons, i.e., recognition that all persons have unconditional worth (or dignity), and what Beauchamp & Childress identify as the “mid level principle” in bioethics of respect for autonomy.

Questions designed to elicit patients’ experiences of being respected as autonomous decisions makers asked whether their doctors involved them in decisions about care to the degree they themselves wanted to be involved – e.g., were they involved in decisions more often or less often than they wanted. Questions about the importance of respect for persons in their experience asked how much patients felt clinicians treated them with dignity.

The outcome variables at stake were defined as trust, satisfaction, adherence to their physician’s recommendations, and whether patients received optimal preventive care. Respondents were asked, for example, how much trust they had in the clinicians who treated them, how satisfied they were with the quality of care they’d received over the last 2 years, and whether there’d been a time in the past 2 years when the hadn’t followed clinicians’ advice. Questions about preventive care focused on Pap smears, mammograms, cholesterol screening, and screening for colorectal cancer.

Most of the respondents were women, and were white, but a substantial number of African-Americans, Latinos, and Asians participated as well.

Just to give you a very brief summary of their findings:

For all patients, those who felt they had been treated with dignity were considerably more likely to say they trusted their clinicians than patients who didn’t feel they’d been treated with dignity. The same was true for being involved in decision making – patients who felt they had been involved in the ways they wanted reported having more trust than patients who didn’t feel they’d been involved in decisions. That was also the case for satisfaction with quality of care. There weren’t observable differences between white and minority patients on these variables.

But with respect to adherence to treatment plans or recommendations there were some interesting differences. Overall, for white patients there wasn’t a link between adherence and being treated with dignity, while being involved in decision making was linked to adherence.

For minority patients, pretty much the opposite was true: being treated with dignity was significant for adherence, but being involved in decision wasn’t.

For all patients, being treated with dignity was weakly associated with receiving optimal preventive care, but there was no association between preventive care and having a role in decision making.

These findings have some interesting implications for bioethics – and I guess here I should remind you that my background is in anthropology and linguistics, and I look at bioethics through those lenses. I’ve long thought that bioethics needs to do a better job of assuring that its concepts and values make sense in ways that patients or clinicians can most readily understand. If you will, the message has to suit the audience, not cling to a philosophically pristine formulation. But to do that, bioethics also needs to understand how patients experience the factors it takes to be important, such as “respect” or “autonomy” – what does it feel like to be treated with respect, and how does that make a difference in how satisfied I am with care or how willing I am to follow my doctor’s recommendations?

Beach and her colleagues’ study brings this out quite clearly I think, and offers an interesting analysis of the phenomenon of respect. They suggest that in patients’ encounters with health care “respect” has several dimensions: the more or less familiar ones that we refer to as respect or persons and respect for autonomy – i.e., acknowledging and acting in ways that pay attention to patients’ intrinsic value (i.e., dignity); acknowledging and acting in ways that pay attention to their capacities (to think and reason, to feel and suffer). And a broader, vaguer, “thicker” sense of respect that includes acknowledging patients’ presence and paying attention to their wholeness. This last reminds me, in some ways, of work I was involved in at the Hastings Center some years ago on the “relational” dimension of patient-clinician interactions in cancer care.

They offered some further questions that could be studied profitably to deepen our understanding of what it means to respect patients:

Are there important attitudes or behaviors that are part of respect for persons but aren’t part of respect for autonomy? One example would be understanding more about presence.
Which, if any, of those attitudes or behaviors would be morally obligatory for clinicians?

Why might being treated with dignity have been more important for minority respondents than for white respondents?

The paper on which this presentation was based is under review – and I for one am looking forward to seeing it in print. Mary Catherine has promised to let me know when it comes out, and I’ll pass that information on.

Dr. Berkowitz:

Thank you, Dr. Crigger for your informative summary. 
Now, I’ll discuss a session I attended. The session was entitled “Regulating Innovative Surgery: Results of a National Survey Among Surgeons”. 
The session highlighted the fact that the line between clinical innovation and human experimentation is difficult to delineate. A study by Drs. Reitsma and Moreno from the Center for Biomedical Ethics at the University of Virginia attempted to examine this ethical issue of innovative surgery more closely. Recognizing that there are clear regulations and standards for human subjects research and human testing of drugs and devices but that there is NOT clear guidance pertaining to innovative surgery, define when innovation surgery is research, and assess surgeons’ knowledge and attitudes about current clinical research oversight. It tried to answer difficult questions such as: what are acceptable variations among surgical techniques, and what innovative techniques require prior IRB approval or specific written informed consent from the patient.

In the study, almost 2000 surgeons from a wide range of specialties were selected nationwide from the American Board of Medical Specialists members and surveyed with a 50% response rate. Responding to clinical scenarios, the respondents characterized the activities along a spectrum ranging from most likely research to clearly routine practice variation. For example, 97% of respondents rated “planned experimentation on a group of patients” as research and 92% of respondents rated “introducing small novel modifications during standard operations” as routine clinical practice. Less consensus was evident for such scenarios as a creative colleague finds new ways to modify standard procedures every time he operates that was rated by 60% of respondents as surgical research, and “spontaneously performing a major departure from a well established technique” was rated by roughly half of the respondents as research.

Interestingly, several characteristics of the scenarios influenced the ratings. For instance, most surgeons felt that the amount of risk that the innovation carried with it was important in whether or not they felt it was research. Similarly, innovations with unknown outcomes were likely to be rated as research as were procedures that differed from standard care, were performed to test a hypothesis, or whose outcomes were evaluated formally or published. In general, innovations that were performed spontaneously, or were felt to be a necessary adaptation of the procedure for a particular patient, or were planned to be evaluated informally were rated as more routine variations on clinical practice.

Where presented with scenarios and asked about the need to seek specific written consent from the patient, nearly all surgeons said they should obtain it for experimental procedures, prospectively evaluating a novel procedure or clear departures from established techniques whether performed on a single patient or a group. Most did NOT feel that specific informed consent was necessary when introducing small modifications to an established technique, or when retrospectively comparing new techniques to existing standard care. 

When presented with scenarios and asked to consider whether or not outside review was necessary, over 80% felt it was for experimental procedures, prospectively evaluating a novel procedure or clear departures from established techniques whether performed on a single patient or a group. Mod did NOT feel that outside review was necessary before introducing small modifications to an established technique, or when retrospectively comparing new techniques to existing standard care. Only 2/3 felt that when review was necessary, the IRB was the appropriate mechanism for such review. Others felt that more appropriate review could be obtained from other surgical experts or surgical boards, perhaps in conjunction with ethics oversight.

In summary, this survey study found interesting differences of opinion among practicing surgeons regarding what constitutes innovative practice versus surgical research. Disagreement on appropriate informed consent practices and oversight of such activities was also identified. Perhaps most interesting was the attitude that if the results were planned to be formally evaluated or published, or if the activities involved risks to the patient with unknown outcomes, they were definitely considered research. Conversely, most surgeons felt it was acceptable to perform retrospective reviews of different techniques without informed consent or oversight. When oversight was indicated, there was disagreement about the form it should take.

Dr. Crigger: 
This sounds to me, in many ways, not unlike the questions that come up when you talk about the difference between quality improvement activities as distinct from research activities, and the kinds of questions you want to ask about quality improvement. Could you comment on that?

Dr. Berkowitz:

To me, the overarching principle is to protect the patient, whether they are involved in an innovative clinical advance, or research or quality improvement activities. Certainly that would involve appropriate disclosure, shared decision making, and perhaps some oversight, whether an IRB or something else. The overarching principle is that the patient should be aware of what’s happening to them, and involved in decisions, and should be protected as is appropriate for whatever risks they are facing.
Dr. Fox:

I would just add that I think that this study supports what I have observed in the distinction between quality improvement and research, which is that there are a lot of misconceptions about this topic. In particular, I think what we are often most concerned about is what meets the Common Rule definition of research. In QI, a lot of people do not know that definition very well, or do not know how to interpret it, and tend to substitute other criteria, such as risk, that are actually not an element of that definition. The definition is a systematic investigation designed to contribute to, or promote generalizable knowledge, and this is regardless of the level of risk.
Dr. Berkowitz:

It struck that among a survey of thousands or practicing surgeons how much variation there was amongst people’s opinions as it plays out on the ground. These are people in the trenches, and there doesn’t seem to be a lot of consensus about how people should think about these activities. 

I also got to thinking about whether surgery is different than medical practice. We hear a lot about evidence-based medicine, we hear about clinical pathways, and we hear about algorithms, and in some ways those are more analogous to surgical techniques that are more consistently accepted. I was wondering if there was any other thinking about how deviation from clinical practice guidelines, or evidence-based medicine, if that is seen as innovative, or tailored care to a particular patient, how that should effect informed consent, and when that actually rises to the level of research. 

Dr. Fox:

This question has come up a lot, as far as the definition of research in the Common Rule, whether or not something is innovative does not matter. Certainly, if something is unorthodox or novel then you need to inform the patient of that fact, as well as fulfilling the other requirements of informed consent.
Dr. Berkowitz:

Now I’d like to ask Angela Prudhomme, JD, Chief of the Center’s Ethics Policy Service to give us a summary of a session she attended. 
Ms. Prudhomme:

One of the concurrent sessions I attended at ASBH and thought would be of interest to others was a session entitled, What to Do with the Brain-Dead Patient: Medically, Ethically, and Legally. The presenters were Russell Burck, Ph.D., Rush Presbyterian, St. Luke's Medical Center, Chicago; Erin Egan, M.D., J.D., Loyola University Medical Center, Maywood Illinois, Lisa Anderson Shaw, Dr. P.H., M.A., M.S.M and Mark Sheldon, Ph.D., Northwestern University, Evanston, Illinois. The discussion focused on what should happen to a patient when brain death has been confirmed. First, the presenters reviewed the legal and medical history related to brain death, a.k.a. death by neurological criteria and explored the impact of culture and religion on how a diagnosis of death by neurological criteria might be received by the patient’s family. Next, a rationale for providing a compassionate window of discretion was described -- a period of time after death by neurological criteria had been determined that would allow the family time to gather and, if desirable, to be present when support systems were removed. Compelling arguments were also offered to suggest that once brain death has been determined that "support" should be “called” (removed) immediately. At the end the presenters offered a model policy that I would now like to share. I will start with some general observations and point out the more controversial aspects of the policy as I proceed.
Death is defined in state law. Although, most governing state statutes define death to include death determined by neurological criteria, there is some measure of controversy and confusion in the way we treat and talk about brain death. How health care providers communicate with the patient's family in this circumstance has enormous impact and potentially devastating consequences. When inappropriate language is used, the family may be left with the impression that the patient is not dead and that the occurrence of death rests on their agreement with the decision to remove mechanical support. 

The policy begins with a stated objective and key definitions, “To guide health care providers handling of the body of a person declared dead by neurological criteria, and to create guidelines for interactions with the families of persons newly declared dead by neurological criteria.” We must develop a humane and encompassing solution to address the concerns of everyone involved. 
I am going to refer back to the policy and get into the specifics. Most importantly, the way they chose their definition, they want to eliminate the reference to brain death, because there is a lot of confusion over what that means, and specifically to refer to death by neurological criteria. That definition provides an individual who has sustained irreversible cessation of all functions of the entire brain, including the brain stem, is dead. A determination of death must be made in accordance with accepted medical standards. The source of this is the Uniform Determination of Death Act. In this policy, the appropriate language is not brain death, but death by neurological criteria. With respect to accepted medical standards for determining death by neurological criteria, practice standards consistent with the medical literature and our hospital practices that use accepted criteria for diagnosing, and where necessary, for confirming death by neurological criteria. These can and should be applied by any available physicians. This was an area of controversy, and there was some discussion, and some in the session felt that neurologists had to be involved in this determination of death by neurological criteria. The term used for removing the support was “calling support,” which is the act of removing all modalities that have been providing treatment to the patient. In particular, artificial ventilation, IV nutrition and hydration, and all medication. They wanted to get away from referring to removing life support, so you can avoid confusion when talking to patients about the fact that the patient is, in reality, deceased. They also defined a window of discretion as being limited to the first two hours after a person has been declared dead by neurological criteria. Again, there was some controversy and discussion about this. Basically, this policy left that window of discretion up to the attending physician to determine how long that should be.
The policy set forth three criteria telling the medical staff what they should do in terms of the options they have for handling a body when a person had been determined to be deceased by neurological criteria:

1. They could maintain the body medically, if organ donation is a possibility;

2. They could call support immediately; or

3. They could allow for a window of discretion before the support is called. 

They also suggested consultation with clinical ethics service if they needed clarification on these issues. A lot of the arguments for calling the treatment immediately is that the hospital mission is not to maintain the dead, and the resources must be directed toward the living. In the current nursing shortage, and overworked staff, it made it particularly stressful for our health care professionals to maintain the body of a deceased person at the same time they have all these other responsibilities for the living. There was also the analogy to cardiopulmonary death, and that we remove the equipment immediately at the time the determination of death is made, and then prepare the body for visitation by the family. We must institute behaviors consistent, then, with the fact that death has occurred, so there is no confusion on the part of the family that there is some decision for them to make. 
There were others who argued that it was critically important that you give the family time to spend with the patient. Their concern was for the family, and some of the mythology that has grown up around brain death that some people find it hard to accept that the person is really dead. While this is stressful and difficult for the health care workers, it could be the family’s last option to get together with the patient. Another big concern, was that this window of discretion could get out of control. What happens if the family is either unable or unwilling to come to the hospital in order for them to complete the process of withdrawing the support. There are always issues of whether this is an appropriate use of resources and staff time, but many in the audience felt that if we are going to allow maintaining the body for organ donation, then how can we argue that we should otherwise call the support immediately if the family would want us to continue support for a longer period of time. 
In terms of handling the body, and the legal implications for the time of death is that it is established at the time that death by neurological criteria has been determined, which is not when the equipment is turned off. All this information must be appropriately documented in the medical record. Again, the more controversial provision is that that determination could be made by any attending physician, not necessarily the neurologist.
Dr. Berkowitz:

Thank you, Ms. Prudhomme for that informative summary and policy discussion. 

Dr. Derse:


Was that compassionate period, did you say, was two hours?

Ms. Prudhomme:

In this model policy, it is two hours, but there were questions raised about what if you can’t contact the person, or they can’t get to the hospital by that time, or they want to wait for a relative who has to travel, and there was some concern that if you are going to have one, could it spin out of control. They way they handled that in the policy was to leave that to the discretion of the attending.

Dr. Derse:

My only comment about that, is that my experience with some physicians is that they are willing to hang on for sometimes 24 hours to get all family members in to be able to stop the support on what is recognized as a person who has died. I think the solution at the University hospital was to allow for a compassionate period based on the discretion of the physician, but they didn’t define it in terms of hours, because they really felt that anything that would be established as a ceiling would turn into a floor. That is, no life support would be stopped until the maximum number of hours in the policy were completed. So, just a thought on that. 
Dr. Berkowitz:

I think that it was interesting for me to think about this proposed brief period of reasonable accommodation, which I feel is too brief—was there any talk of a family who was planning on withdrawing life-sustaining treatment from a patient who hasn’t been declared brain dead, but who say they’d like to wait until Thursday when all the family comes in town.

Ms. Prudhomme:

I think, in the case you described, they would say the patient is not dead.

Dr. Berkowitz:

Bette, do you want to comment? You spoke about respect, and it strikes me that this is a matter of respect. This might go beyond respect for the patient, perhaps it is respect for the family, or for everyone involved.

Dr. Crigger:

This really does raise questions in terms of cultural sensitivities. For example, when a family’s religious or cultural tradition does not recognize death by neurological criteria, it is very difficult for them. But, I think it raises the same sorts of concerns we run up against all the time, which is that we do want to respect patients, and we do want to respect families, we want to acknowledge their values and traditions, but we do have a problem with having to run a hospital, having to have care be a process of work for clinicians, use our resources wisely, not distress other persons on staff or other patients or families around this particular situation. I would certainly agree that this does speak to fundamental concerns about how people understand themselves, and how families relate to a family member who has now died, and what clinicians need to do to help them do that in a responsive and caring way that also adheres to their professional obligations. 

Dr. Berkowitz:

Thank you Angela. Ms. Chanko could not be with us today so I will give a summary of a session we both attended entitled, “Building Bioethics Networks in Rural States: Blessings and Barriers”. This talk was presented by Dr. Frank Chessa, from Bates College, Lewiston, Maine and Dr. Julien Murphy, of the University of Southern Maine, in Portland, Maine. What was interesting about their presentation on the importance of resources in bioethics for rural communities such as the ones they live and work in Maine, was the recognition that many of the, quote blessing and barriers unquote, they face might be experienced by VHA facilities in rural settings. While all facilities in our large yet ‘integrated’ health care system benefit from system level policies and supports, rural facilities face challenges not present in urban settings.

They began by asking questions. What is meant by rural settings? Do we mean low population density, areas with lots of trees and farms? What about the socioeconomic status, the culture and the values of the population? What’s the ethnic make-up?

What is bioethics in a rural setting? Are the issues the same? The players? What counts as a successful resolution of an ethical concern? What sorts of problems call for resolution?

What methods of ethics work best in rural settings? Principle based ethics, narrative ethics, virtue ethics or the ethics of care?

And finally they asked, if bioethics had been born in the countryside, what would it look like today? Would communities handle dispute resolution? Would ethics consultants be viewed as analogous to medical specialist? Would secular principles be viewed as guides to action?

If bioethics had been born in the countryside, what would a Google search of bioethics articles turn up:

· Models of the physician-family relationship

· Disclosure to well-wishers: What your patient’s friends and neighbors have the right to know

· Sending your patient away: How to prepare your patient for high tech in the big city

· The gift giving tradition: graciousness as a central virtue in health care

The ethical issues in rural settings are different from those in other urban, suburban settings and include:

· Confidentiality is more difficult to maintain

· Different techniques and skills are required for maintaining confidentiality

· More dual role situations for health care providers

· Distance between home and hospital influences surrogate decision-making

· Geography exacerbates placement issues

· Clinicians often practice in isolation

A number of barriers to developing ethics resources in rural settings were discussed:

· Major medical centers are less common in rural states

· Smaller institutions are unable to provide ethics support

· Bioethics expertise resides in a few individuals who wear many hats

· Ethical issues differ in rural and urban settings.

Dr. Berkowitz: 

Thank you Dr. Derse, Dr. Fox, Ms. Prudhomme, Dr. Crigger and Ms. Chanko in her absence for giving us highlights from the American Society for Bioethics and Humanities 2004 Annual Meeting. Now we would like to take any additional questions or comments from our listeners on what you’ve heard today.

FROM THE FIELD

Dr. Berkowitz:

Now I want to turn to our “From the Field” segment, where we take comments from our listeners on ethics topics not related to today’s call. Please remember, no specific consultation requests in this open format, but I invite you now to make your comments on other ethics-related topics, or to continue our discussion on highlights from the American Society for Bioethics and Humanities 2004 Annual Meeting.

Tim Latimer, Madison WI:

I’m wondering about national informed consent procedures. I see there is a model being piloted now for a computerized informed consent process. I’ve been looking at our own VHA informed consent policy, and our Do-not-resuscitate policy, and I don’t see DNR issues being included in the piloted computerized informed consent procedures. I was wondering where I could look for more information about that, or if anyone else has noticed that?

Dr. Berkowitz:

Are you talking specifically about what happens to DNR status during a procedure that someone is getting consent for, or in general getting consent for a DNR order?

Mr. Latimer:

During a procedure. The way I’ve looked at things for some time now, and I think the policy indicates, is that that matter should be addressed with patients undergoing a surgical procedure before they undergo the procedure. So, we’ve had a local policy for over a year having surgeons or anesthologists discussing with patients prior to a procedure if they are going to resuscitated during a procedure if there is some kind of medical emergency.

Dr. Berkowitz: 

That clearly still needs to be done, and as far as I know, there is no provision in the current iMedConsent system to include that in the consent process, but the policy regarding DNR orders is very clear that DNR status is not to be automatically changed or continued during a procedure, and it is intended that it should be discussed before the procedure, and the decision be determined on that discussion and clearly documented. 

Dr. Fox:

The iMedConsent program was customized and completely redesigned by our Center staff to match our informed consent policy. We looked at the issue of DNR orders, which is essentially that it should be discussed with patients who are DNR before they undergo a procedure, but there is nothing in our policy to suggest that DNR should be discussed with every patient before undergoing a procedure. So, it really would apply only to a small subset of patients who are undergoing informed consent, and since it needs to be handled through a different mechanism, that is the DNR mechanism, and not through the informed consent mechanism, we didn’t want to confuse the two issues. It certainly could be a good reminder for patients who are DNR to have the program prompt that discussion, but since it applies to just that small subset, we didn’t put it into the program.

CONCLUSION

Dr. Berkowitz:

Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. We will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We will be sending a follow up email for this call that will include the links to the appropriate web addresses for the call summary, the CE credits, and the references referred to.

We would like to thank everyone who has worked hard on the development, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially, Dr. Derse, Dr. Fox, Ms. Prudhomme, Dr. Crigger, Ms. Chanko, Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· Let me remind you that we’ve decided to eliminate the December call from our calendar. Our next call is scheduled for Wednesday, January 26, 2005 from 1:00 – 2:00 pm ET. Please look to the website at vaww.va.gov/vhaethics and your Outlook e-mail for details of the 2005 schedule and announcements.

· I will be sending out a follow-up e-mail for this call with the summary of this call and instructions for obtaining CE credits
· Please let us know if you or someone you know should be receiving the announcements for these calls and didn't. 

· Please let us know if you have suggestions for topics for future calls.



· Again, our e-mail address is: vhaethics@va.gov.

Thank you and have a great day!
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