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INTRODUCTION

Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of Ethics Consultation 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 main focus of today's call. 

ANNOUNCEMENTS
CME credits are available for listeners of this call only. To receive CME credit for this course, you must complete the registration and evaluation process at the Librix Website, https://vaww.ees.aac.va.gov/, dial into the VANTS phone line and attend 100% of the call. 
 

For this call, a CME credit hour will NOT be offered by EES for participating in the conference call if the registration and evaluation process has not been completed by August 25, 2007.
If you have any questions about this process or about the Librix Website, please contact the Project Manager, John Whatley, PhD, at (205) 731-1812 x312or by e-mail at John.Whatley@va.gov .
PRESENTATION

In today’s presentation, we will:

· describe the ethical values and principles behind VHA policy regarding state-authorized portable orders;

· describe what a VHA practitioner is to do when a patient presents to a facility with a valid state-authorized portable order;

· describe the circumstances for VHA providers to offer and/or write a state-authorized portable order; 
· describe what to do when a state-authorized portable order and an advance directive appear to conflict; and

· integrate the new state-authorized portable orders policy with practices in the field.
Joining me on today’s call is:
Virginia Ashby Sharpe, PhD, a medical ethicist at the Ethics Center. 
The topic of today’s discussion will be “State-Authorized Portable Orders:  Out of Hospital DNR Orders and Orders for Life-Sustaining Treatment – Important News for VHA.”  The Ethics Center recently released a new policy, VHA Handbook 1004.04, “State-Authorized Portable Orders,” which is available on the Intranet at http://vaww1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1577.  
We wanted to begin to educate the field about the Handbook both because it allows for important clinical changes, and because one of its requirements is that facilities develop local policy by December 31 of this year.
Dr. Sharpe, could you begin by defining state-authorized portable orders?
Dr. Sharpe:
I’d be happy to.  State-authorized portable orders (or SAPOs) are specialized forms, out-of-hospital DNR or DNAR orders, or identifiers authorized by state law, that translate a patient’s preferences about specific-end-of-life treatment decisions into portable medical orders.  Portable orders are designed to be easily recognized and understood by first responders and other health care personnel and to travel with the patient whenever the patient is transported to or from a health care facility.  Field practitioners in Oregon, Washington State and West Virginia may be familiar with those state’s specialized forms called POLST or POST.  Field practitioners in Virginia may be familiar with that State’s “durable DNR.”  Field practitioners in Texas may be familiar with that State’s out-of-hospital DNR order. In total, about 45 states have some form of state-authorized portable order. For those who want to see a referenced list by State, you can go to the report prepared by the American Medical Association’s Council on Ethical and Judicial Affairs posted online at http://www.ama-assn.org/ama1/pub/upload/mm/369/ceja_6a05.pdf.
Dr. Berkowitz:
What prompted states to develop portable orders? 
Dr. Sharpe:

Patients were concerned that their documented life-sustaining-treatment preferences might be ignored in emergency situations and so they wanted to make those preferences readily available across the entire continuum of care, especially to emergency responders.  In addition, emergency responders wanted to feel confident that they were within the law in following a patient’s preference, for example, not to be resuscitated.  In response, many states developed protocols that translate a patient’s preferences regarding interventions such as resuscitation, mechanical ventilation, or the provision of artificial nutrition and hydration into portable doctor’s orders.  

By formalizing and standardizing these protocols, states are attempting to promote community-wide use by emergency care personnel and receiving health care facilities.  
Dr.  Berkowitz:
What are the ethical principles and values behind VHA policy regarding state-authorized portable orders?
Dr. Sharpe:

VHA policy and the ethical principle of respect for autonomy support the patient’s right to accept or refuse all treatments and procedures across the entire continuum of care.  Although VHA itself does not have portable orders, it supports the use of state-authorized portable orders as consistent with the VHA commitment to ensure that veteran’s values, goals, and treatment preferences are respected and reflected in the care they receive.  In addition, having VHA policy that addresses these state forms and identifiers, (such as bracelets or necklaces) can prevent a patient from being harmed by not having their expressed preferences followed, for example, by subjecting them to an unwanted resuscitation.
In keeping with this commitment, the purpose of this new policy is to define how authorized VHA practitioners are to respond to, offer and write state-authorized portable do-not-resuscitate (DNR) and orders for life-sustaining treatment. 

Dr. Berkowitz:

As I mentioned, VHA Handbook 1004.04 requires implementation of local facility policy on state-authorized portable orders by December 31, 2007.  To assist in this process, we want to focus today on how VHA practitioners are to address state-authorized orders for veterans at two critical points:
1) What should a VHA practitioner do when a patient presents to a facility with a valid state-authorized portable order? (The flow chart in the Handbook addresses the steps in this process)
2) Under what conditions must VHA physicians offer and write a state-authorized portable order for a veteran in outpatient or home care, or at discharge?
Before we look closely at the specific steps a VHA practitioner is to follow under these circumstances, we need to be clear on several terms that we will use during this discussion.
Ashby, could you begin by describing similarities and differences between advance directives and portable orders? 
Dr. Sharpe:
Sure Ken, both advance directives and state-authorized portable orders are based on the patient’s goals and preferences and from an ethical point of view, both are rooted in the fundamental commitment to respect patient autonomy.  However, state-authorized portable orders are medical orders written by a clinician.  Such orders can be based on discussion with the patient or the patient's surrogate.  An advance directive, on the other hand, is a document authored by a patient. It specifies the patient’s sentiments regarding future care to help assure that these preferences are considered by the decision makers  after the criteria specified in the advance directive, such as loss of decision-making capacity, are met.  
Dr. Berkowitz:
The definition of state-authorized portable order provided in policy refers to DNR orders, DNAR orders, and orders for life-sustaining treatment.  Are DNR and DNAR orders the same?  

Dr. Sharpe:

Yes.  Both a DNR or Do Not Resuscitate Order and a DNAR or Do Not Attempt Resuscitate Order instructs health care personnel to withhold CPR (cardiopulmonary resuscitation) in the event of cardiac arrest.  Although the terms DNAR and DNR, as well as No-CPR, are synonymous, for consistency, the acronym DNAR is used by the Ethics Center.
Dr. Berkowitz:

Thank you, Ashby, for those clarifications. We can turn now to look at VHA procedures for implementation of veterans’ state-authorized portable order: that is, what procedures must VHA practitioners follow when a veteran presents to a VHA facility with a state-authorized portable order.  Ashby, could you outline these procedures and the different clinical, legal, and ethical issues that are involved?

Dr. Sharpe:

Sure Ken. Fundamentally, we want to emphasize that when a patient enters a VHA facility with a SAPO the expectation should be that VHA practitioners will act in accordance with the SAPO.  That is, after all, the point of the orders being portable.  However, there should be checks and balances, and the patient’s circumstances will dictate this process. 

If, for example, the patient has decision making capacity and no immediate treatment is required (for example, the veteran brings a SAPO to an outpatient appointment), the practitioner should confirm the substance of the SAPO with the veteran and write new VHA orders that reflect the patient’s preferences.  If the patient has a durable DNR and a bracelet, the patient should still continue to wear the DNR bracelet, but the patient’s DNR status will be documented in the patient VHA record as a new VHA DNR order.  The practitioner should also write a progress note associated with “out-of-hospital orders” note title and send any paper SAPO to be scanned into the electronic health record.

If, however, the veteran’s condition is unstable and immediate action is required, the VHA practitioner must act in accordance with the veteran’s state-authorized portable orders unless there is reason to doubt the validity of these orders.
Dr. Berkowitz:

What would count as reasons to doubt the validity of the orders?
Dr. Sharpe:

The first reason is ethical:  in general, the current wishes of competent patients have priority, and if the veteran indicates – by unambiguous verbal or non-verbal instructions that the order is to be rescinded – for example, the veteran is pulling off his or her DNR bracelet or necklace, these wishes must be respected.
The second reason is lack of conformity with state law, e.g., the form or identifier is inconsistent with known state requirements, required signatures are missing, the form or identifier has clearly been tampered with, etc.

Dr. Berkowitz:

So, when a veteran comes to a VHA facility with state-authorized portable orders you should, if the patient has capacity, confirm the orders and write new VHA orders. But if the veteran’s condition is unstable and immediate action is required, you should act in accordance with the orders unless there is reason to doubt their validity.  Are there documentation requirements for that? 
Dr. Sharpe:

Yes, if the patient’s condition is unstable and immediate action is required the VHA practitioner must write corresponding VHA orders based on the state-authorized portable order.
Dr.  Berkowitz:

What is the difference between a “new” VHA order and a “corresponding” VHA order? 
Dr. Sharpe:

A “new” order in this context would be any VHA order written following discussion with the veteran or surrogate about the veteran’s SAPO, preferences, and treatment plan.  
“Corresponding” VHA orders, on the other hand, are orders that a VHA provider writes that replicate what the veteran’s state-authorized portable order says.  Corresponding VHA orders are written in two types of circumstances only:

1)  When the veteran’s condition is unstable, or 

2)  What the veteran has lost decision-making capacity and the veteran’s state-authorized portable order was written based on the veteran’s consent.
Dr.  Berkowitz:

So basically, if the veteran’s condition is such that there is no immediate way to discuss the veteran’s SAPO with him or her, the corresponding orders are a way to replicate the SAPO and get that information into the patient’s VHA treatment plan and record.

Dr. Sharpe:

That’s correct. This might be confusing and so we have tried to clarify this in the flow chart attached to the Handbook as Appendix A.

Dr. Berkowitz:
What procedures must be followed if the veteran presenting with a SAPO is stable but does not have decision-making capacity? 
Dr. Sharpe:
If the patient’s condition is stable, the VHA practitioner must consult with the veteran’s surrogate and confirm that the state-authorized portable orders are consistent with the veteran’s preferences or the veteran’s advance directive, if he or she has one. 

The reason for this step is that VHA wants to be able to confirm that the SAPO that a patient came in with really does represent the veteran’s preferences, and if the patient lacks decision making capacity, the way to confirm this is to go to the patient’s surrogate. 
Dr. Berkowitz:
But what if it turns out that a veteran has both an advance directive and a SAPO, and they are inconsistent with one another?
Dr. Sharpe:

In general, priority must be given to the most recent statement by the patient of the patient’s wishes.  In specific cases where these documents are inconsistent, practitioners may wish to consult Regional Counsel and/or the Ethics Consultation Service. 

Dr. Berkowitz:

What should be done if the advance directive is determined to have priority?

Dr. Sharpe:

The VHA practitioner must, with the surrogate, implement the advance directive according to VHA Handbook 1002, “Advance Care Planning and the Management of Advance Directives,” and write VHA orders as appropriate.

Dr. Berkowitz:
What should be done if the state-authorized portable order is determined to have priority?

Dr. Sharpe:

There are two different procedures here, depending on the source of the consent for the order.  Remember we’re talking about a circumstance that is not urgent and the patient lacks decision making capacity.
First, if the order clearly documents that it was written based on consent from the veteran, then the state-authorized portable order and corresponding VHA orders stand throughout the veteran’s stay in the VHA facility, as clinically appropriate

Second, if the order was either written based on surrogate consent or the source of consent is not immediately evident, then the VHA practitioners must confirm the orders with a surrogate decision-maker.

Dr. Berkowitz:

Under what circumstances might the source of the consent not be immediately evident? 
Dr. Sharpe:

Unlike with specialized forms, such as New York’s Medical Orders for Life Sustaining Treatment [MOLST] and out-of-hospital DNAR orders, identifiers such as DNAR bracelets or necklaces do not contain information about whether or not the portable order was written based on information from the veteran or the surrogate.  Therefore, when the patient lacks decision-making capacity and this information is not immediately evident, the VHA practitioner must confirm the order with a surrogate decision maker. Once confirmed with the surrogate, the practitioner must follow applicable VHA policy for writing new orders.
Dr. Berkowitz:
What happens if the surrogate decision maker listed on the state-authorized portable order is different from authorized surrogate according to VHA Handbook 1004.1, “Informed Consent for Treatments and Procedures”? 

Dr. Sharpe:
Since federal law takes priority over state law in VHA facilities, VHA practitioners must adhere to Handbook 1004.1 in identifying the appropriate surrogate decision maker.
Dr. Berkowitz:

Could you run through the documentation requirements again for writing corresponding VHA orders? 
Dr. Sharpe:
Sure, remember when we’re talking about SAPOs, corresponding VHA orders are those orders that are written to replicate the SAPO under two circumstances: 1)  When the veteran’s condition is unstable and immediate action is required, or 2)  What the veteran has lost decision-making capacity and the veteran’s state-authorized portable order was written based on the veteran’s consent.

When practitioners write corresponding VHA orders on the basis of state-authorized portable order, they must write a progress note indicating that the veteran presented with an authorized identifier or paper order and the date and jurisdiction of the orders.  The progress note must describe the relevant orders and be associated with the note title “Out-of-Hospital Orders.” 
If the SAPO is a paper order, the practitioner must also send it to be scanned into the veteran’s electronic health record with an associated progress note titled “Out-of-Hospital Orders” and return the original document to the veteran or surrogate decision maker. 

Dr. Berkowitz:
OK, thank you, just to recap, so far we have described what a VHA practitioner is to do on admission when a patient presents to a facility with a valid state-authorized portable order.  As part of that discussion, we focused especially on circumstances in which VHA practitioners may write “corresponding VHA orders.”  I want to underscore again the flow chart in the Handbook because this clarifies the procedures we’ve been describing.  
Let’s move now to the second part of the Handbook: the procedures that must be followed for offering SAPO’s and writing them for veterans as part of the discharge planning process from a VHA facility and, and when appropriate, as part of outpatient or home care.  
Dr. Sharpe: 
OK.  It's important to emphasize that what we’re talking about in this case is VHA practitioners writing state-authorized portable orders for patients.  These are not VHA orders. They are state orders that will be valid outside VHA facilities.  

Dr. Berkowitz:

So, are you saying that because these are official state-authorized orders, they must be written according to protocols established by the state? 

Dr. Sharpe: 
Yes, that’s right Ken, SAPOs may only be written by VHA practitioners who are permitted under both state law and their VHA scope of practice to write such orders.  They must also be written on the authorized state form.
Dr. Berkowitz:
What circumstances would trigger the requirement that a VHA practitioner offer, write, or revise a state-authorized portable order?

Dr. Sharpe:

First, authorized practitioners must write state-authorized portable orders for all veterans who request them, as appropriate to the veteran’s medical condition and preferences.

Second, as part of the discharge planning process for veterans who presented with an existing state-authorized portable order, practitioners must discuss with the veteran or surrogate whether the orders are to remain the same or be revised.  If revisions are needed and desired by the veteran, authorized practitioners must provide new state-authorized portable orders to the veteran at discharge.
Third, practitioners must offer a state-authorized portable order at discharge to veterans for whom they wrote a DNAR order or order regarding life-sustaining treatment during their course of VHA care. 
As with any orders, these orders should be written on the basis of a discussion with the veteran or, as appropriate, the veteran’s surrogate decision maker, as well as on an assessment of the veteran’s current diagnosis, condition and preferences. 
Dr. Berkowitz:

We have heard from many of you in the field about how pleased you are that VHA practitioners will now be able to support patient preferences out of the hospital and throughout the continuum of care.  In order to minimize the challenges that may accompany the development and practice of local policy, we would like to conclude this portion of today’s call with a few points about implementation of the Handbook.

Ashby, could you elaborate on resources that will be available to support local facilities during this process?

Dr. Sharpe:
As part of the implementation of Handbook 1004.04, the Facility Director is responsible for ensuring that VHA staff receiving training about how to use state-authorized portable orders, including ensuring that VHA staff are familiar with all of the state forms and identifiers accepted at the facility.  In addition, today’s discussion will be posted in summary form on the Ethics Center web site, and Appendix A that accompanies the policy summarizes in chart form the procedures that VHA practitioners are to use when a veteran presents with a state-authorized portable order to a VHA facility. 
Dr. Berkowitz:

The fundamental commitment to ensure that patient preferences are honored in the emergency setting and throughout the community prompted many states to develop and authorize portable orders.  In order to promote the patient’s autonomy and welfare by using such orders within VHA, we need to keep in mind that the use of state-authorized portable orders within VHA straddles federal and state jurisdictions.  Ashby, before we turn to the moderated discussion section, could you elaborate on these distinctions?  
Dr. Sharpe:

Sure, Ken.

First, although all state-portable orders translate patient preferences into formalized protocols, not all states have state-authorized portable orders and even if they do, there is wide variability among states.  In addition, some states use only paper forms, some use paper forms and identifiers, such as bracelets. 
That’s why we specify in Section 9 of the Handbook that Facility Directors must consult with Regional Counsel before developing facility-based policy and procedures. 
Dr. Berkowitz:

Have you gotten any questions from the field since the Handbook was release in June?

Dr. Sharpe:

Yes Ken, we’ve gotten one from our colleague Ware Kuschner in California that I’d like to discuss now.  The question was whether states without state-authorized portable orders are required to develop local policy based on Handbook 1004.04.  
The short answer is that for states such as Minnesota, Mississippi, North Dakota, South Dakota, and Vermont that currently have no state-authorized portable orders, facilities should write a brief policy documenting what they will, and will not do, and why.  The policy could also indicate that the facility will nonetheless make every effort to provide care in accordance with veterans' preferences and will review this policy to address any changes in the law.  Even in those states without their own state-authorized portable orders, patients may present to VHA facilities with a SAPO from another or a neighboring state.  This is why we say that all facilities should decide what state-authorized portable orders will be accepted in the facility.  This information should also be included in the brief policy developed by facilities in states that currently have no state-authorized portable orders.
It's also important to point out that in some states, such as California, the state-authorized portable order applies narrowly to EMS providers in pre-hospital settings only.  So even though the California order does not apply in any VHA hospital setting in California, it would be applicable to VHA home care and out-patient settings.  In addition, veterans may request that their California-licensed VHA physician write a California pre-hospital DNR for them.  California facilities will need to include information about such procedures in local policy.

Again, this is why we specify in Section 9 of the Handbook that Facility Directors must consult with Regional Counsel before developing facility-based policy and procedures.
Dr. Berkowitz:
Thank you, Ashby, for helping us navigate through these new, exciting, and sometimes complicated waters.  This policy represents a significant advance for VA patients and practitioners, and we at the Ethics Center encourage all of you in the field to contact us if you have any questions as you begin to develop and implement these changes.  
MODERATED DISCUSSION

We have about 15 minutes to open the lines for moderated discussion.  If anyone has a reaction to what we’ve said or questions, now’s the time to speak and tell us your name, where you’re from and what’s on your mind.
Ms. Morrell, Sacramento, CA:
I’m located in Sacramento and I’m the chair of the Ethics Committee/Program and a staff development coordinator.  I pulled up the handbook and then I forwarded it also to our Ethics Committee/Program.  At the back, as you said, there is an attachment that has a flow chart.  When I try to open that attachment right from the National Ethics web page, I can’t. . .
Dr. Sharpe:
Does it have a little yellow dialog box over the attachment?  If it does, you can double-click on that dialog box and it should open for you. 
Ms. Morrell:
Okay, thank you so much.
Dr. Berkowitz:

And if you have problems opening that, then just get in touch with us through VHA Ethics on the Outlook system, and we’ll make sure that you can. 
Ms. Baxter, Richmond, VA:
During the discussion it was mentioned if a VA practitioner is going to write that state’s portable order for outside the hospital use, then that practitioner needs to follow laws of that state. What does that do for our practitioners who are not licensed in the state, but because they’re federal they may be licensed in another state and not specifically in Virginia?
Dr. Sharpe:
That’s a good question, one that we tried to address in policy anticipating that a patient might ask a practitioner to write a state-authorized portable order in a state where the VA practitioner is not licensed. The way that we resolved that in the policy is to say that if a practitioner is not licensed in the state to write those state-authorized portable orders, then they must ask a practitioner who is licensed in the state to write the order. That’s a state law, that’s a matter of state jurisdiction because if the order is going to be recognized outside the VHA hospital, it needs to be written in accordance with state law and that means by a provider who is licensed in the state. 
Dr. Berkowitz:
To add a little bit to that, Ashby and Marian, all we can do is what we can do, and this is a huge improvement for us as a system to be able to participate in these orders. Again, we don’t want people to do things that they can’t legally do or shouldn’t be doing, so if someone isn’t authorized under the state law to write an order and does, it would be just like anyone else who wasn’t authorized to write those orders and did -- they would have no legal authority to do it.  I’m not a lawyer, but I’m sure that they could get in trouble; they certainly would be practicing beyond the scope as under the law.  And again, the best thing to do is to explain the circumstance to the patient and try as best as you can to find a practitioner who is authorized to carry out those preferences. 
Dr. Sharpe:
Let me also underscore, Ken, that in some states practitioners who, within their VHA scope of practice, are NOT authorized to write a DNR order might be authorized in some states TO write the state-authorized portable order.  So they’re two conditions under which a VHA practitioner can write a state-authorized portable order for a veteran:  that is, if they are authorized to do it under state law and they’re authorized to do it under their VHA scope of practice.  Both of those conditions have to be met.  Does that make sense, Marian? 
Ms. Baxter:
Are you thinking as an example of a physician’s assistant? 
Dr. Sharpe:
Yes.
Dr. Schneider, Los Angeles, CA:
One of the provisions mentioned was that when inpatients with DNR orders are discharged from inpatient status that we ought to be talking to them about the creation of portable orders, portable DNR orders which I think is a wonderful idea. We’ve been trying to implement it, but as you can imagine, there are some operational issues. We generate lots and lots of inpatient DNR orders and I’m wondering if this has already been implemented anywhere and how many different facilities have made it happen. 
Dr. Berkowitz:
Well under the current policy, Paul, if there’s an inpatient with a DNR order who wants to maintain it as an outpatient and you have authority within your state to do that, you can use the state-authorized portable orders form. You could write that order for use after discharge according to the state protocol and document it in VA’s record as has already been described.  We are working on developing a set of VA authorized portable orders. That turned out to be much more complicated than just getting out this policy which made it that people should follow existing state-authorized orders. The concept of developing a separate parallel VA set of portable orders is in the works, as I said it’s very complicated and that hopefully will be coming down the road. For now, we decided to implement this policy as an intermediate fix. 
Dr. Schneider: 
Ken, I hear you entirely.  Let me describe a little bit of what I take to be the issue.  Even if we want to discharge an inpatient with a DNR order with a say, California, form that was a POLST, then we want to be able to do that for more than the very few patients who might request it on their own.  I think it’s virtuous that patients who have inpatient DNR orders should get outpatient DNR orders and that we probably should have some role in helping to make that happen. But the problem is that I think that your average inpatient medical team doesn’t necessarily recognize the need for that. There’s a lot more immediate reward for them to secure an inpatient DNR on admission than there is to secure an outpatient DNR on discharge. Does that make sense?
Dr. Berkowitz:  
It does. What the reward should be is that we’re trying to make sure that the patient’s wishes are followed and if we’ve committed to caring for the patient across the continuum, then we need to try to find a way to have those preferences expressed in a way that can be followed. So I think we’re on the same page with that.  Handbook 1004.04 does charge each facility with coming up with ways to educate all their practitioners about what this policy is, what it means for their state, what it means for them as practitioners and to their patients, and then ensure that this handbook is consistently applied.  It is a challenge to educate everyone about this important responsibility and to get people to pay attention to it, just like they would if a patient needed to have a CAT scan or any other part of their treatment plan.  Is that too idealistic?
Dr. Schneider:  
No, it isn’t, it helps me understand, I agree with everything you’ve said, the only real difference is that I’m speaking a bit more at the practical reality level of implementation.  
Dr. Berkowitz: 
Well let me go back to your original question, Paul.  I know it’s a new policy, but is there anyone on the line who has had experience with implementing this already?
Dr. Wear, Buffalo, NY:
We have.  We’ve got our hospital DNR in NY State; we’ve had them for a long time and we’ve tried to do this.  If staff in the hospital are discharging someone to a hospice situation, for example, we trying to encourage staff to consider that a patient might want a DNR order in that situation.  The form has to be a NY form because that’s the only thing the ambulance folks will honor.  I’ll speak generically here about what we’ve done because the way each site documents DNRs differs.  When somebody starts to document an in-hospital DNR for a patient there’s part of a template as they go down through it to document other things like -- was patient competent, what was the discussion, etc.  This process triggers certain responses, one of those drop-down parts will also ask the provider to ask the patient if they want to have an outside of hospital DNR order.  If the answer to that is yes, then there’s a further part of the template that would provide the documentation and actually provide the sheet.  
It at least triggers people to think of that issue and seems to be getting the job done, actually what we’re tending to encourage is if there’s a patient who wants a an in-hospital DNR probably, logically you would say they would tend to want an out of hospital one also. If you talk to your local CACs, there are ways to make CPRS implement this process. 
Dr. Berkowitz:
Steve, if I could ask you to review the new Handbook and make sure that you think that your existing practice meets the requirements in the handbook, then is there any way for you to send us here at the Ethics Center your template so that I can take a look at it
Dr. Wear:
Absolutely. I’ve read the Handbook and see anything that didn’t work or wasn’t appropriate.  Sure, I can get our template to you. 
Dr. Berkowitz:
OK, so if you get that to me, then I can get it out to Paul Schneider out in Los Angeles and to anyone else who wants it.
Dr. Wear:
For what it’s worth, we have a certain way of documenting DNR orders; other sites would have probably differing ways. My suggestion is to go to your CACs and ask them to assist you to put a template in that actually triggers that question when somebody attempts to write a DNR order.   
Dr. Berkowitz: 
Great idea, and for everyone that doesn’t know, CAC is your Clinical Applications Coordinator and you all have one. 
Ms. North, Denver, CO:
I’m in home-based primary care and because we are practicing in the community, we’ve been trying to get everybody that has an in-hospital DNR order to have a DNR order under state portable form as soon as we see them at home. I really like the suggestion from New York on doing the template that creates that trigger.  In Colorado one of the problems we ran up against when we started trying to provide this form for all of our patients that wanted it is that this was controlled under Colorado Medical Society and the forms cost money. Therefore in order to have these forms on the floors to try to help the inpatient providers to start providing these orders, it is a budgetary concern as well, at least in Colorado. 
Dr. Berkowitz:  
About how much do they cost, Lori? 
Ms. North:
They were about fifty cents a piece initially; I think it’s the more you order, the cheaper they get.  I don’t know how much the forms cost now. 
Dr. Berkowitz:
I can’t really speak for each facility director, but since they’re obligated now by policy to order each of these forms, I think they’re going to have to dip into petty cash to stock at least some of them so they can be in compliance with this policy. So now you have a better chance of getting your request honored because I’m not sure there’s much choice at this point.
Ms. Peck, Beckley, WV:
I noticed a mention of DNR and do not attempt resuscitation orders and, is the VA tending toward using the DNAR orders rather than DNR?

Dr. Berkowitz:
Personally I think that it’s a matter of semantics. We say in all of our policies that we are going to use the DNAR orders in our policies, but the DNR, DNAR, and no CPR all ethically mean the same thing.  If we come across any of those terms, we read them the same way, but we decided to use DNAR as our terminology. 

Dr. Williams, Little Rock, AK:
You said that the facilities should view the state forms and decide which state forms to accept.  If I had someone come in from another state and our facility has never considered that form, how do we decide which state form to review? Is there someone nationally who reads all state forms to make sure that there are none out there that are totally contradictory?
Dr. Berkowitz: 
Ashby, do you have any insight into that? 
Dr. Sharpe: 
Initially, we want facilities to consider this question upfront as they begin to develop local policy, to talk with Regional Counsel, and think about your own patient population and demographics and whether or not you had a population that comes from a different state. So for example, we know that patients may come down from to Florida from New York with their New York state authorized portable orders and so it may be a good idea for facilities to include the New York forms as forms that they will recognize. In states that don’t have a population that comes from a different state, they may not want to include anything other than their own state form as one that will be honored, but in the rare circumstances where someone does come in with a different order, the ethical imperative of the policy is that patient preferences should be honored. That would simply be another expression of the patient’s preferences on that other state’s authorized portable order form. So, there may be occasions where someone will come in with a form that is not technically recognized at the facility’s local directive and there are ethical justifications for honoring that. Now, obviously you’re on the safest ground if you have stipulated in local policy which state authorized portable orders will be recognized. So upfront, if you have a sense of who your patient population is and where they might likely be coming from other than in your case Arkansas,  it’s best to include that in your facility policy. 
Dr. Berkowitz: 
I think we are running out of time, so we can continue this discussion of state authorized portable orders, or we can move into the “From the Field” section if there’s anything else on your mind, please feel free to speak up now also during the last ten minutes. 
Dr. Kier, Pittsburgh, PA:
I’m a psychologist and the IntegratedEthics Program Officer at the Pittsburgh VAMC.  We have a lot of patients here that come over from Ohio and West Virginia even, for their primary care.  My concern isn’t so much for recognizing the forms for states here, but if the patient wanted a state portable order form and they lived in Ohio or West Virginia, and all the practitioners here are authorize just in Pennsylvania, is there any mechanism that we have to get that for those patients? 
Dr. Berkowitz:
Well, I first would try and figure out if you have people on staff that are licensed in those jurisdictions and they would be the go-to people. We wouldn’t want people just writing the order. They obviously would have to feel comfortable with the order and participate with that patient at that point.  We don’t want them just signing someone else’s form.  If you have a circumstance when a patient presents and wants one of those orders in their jurisdiction and you can’t provide it, I would think the best thing is to be open with the patient, say you’d like to do it but you can’t, and try to facilitate the process in their jurisdiction. Again, all you can do is the best you can do with the persons that you have on staff. We don’t expect everyone to hire 45 people licensed all over the country to do this, but we do expect that people make their best effort to honor patient preferences.
Mr. Doherty, Winston-Salem, NC:
What is the downside of accepting state portable orders from all states, provided they were completed correctly?
Dr. Berkowitz:
I think the only downside is that if there was a form that you came across that contained a provision that the regional counsel said contradicted VA policy.  As far as I can tell, none of these forms have contained anything particularly problematic, but it is nonetheless best to review them all in advance to make sure.  We will post links to these state forms on the website so local facilities can make sure that they are not stepping on a landmine.  
Dr. Sharpe:
In general, Tim, I think that practitioners need to be familiar with the state forms so that they can judge whether they’re valid or not, and it would be a tall order to expect that they would be familiar with forty-five forms.  We’d like to assume that the forms are valid when they come in with a patient, but if someone is completely unfamiliar with a state form they may not recognize if a signature is missing somewhere or something like that. 

Dr. Berkowitz:
We do have facilities in all states, so if you come across a form that you’ve never seen before, you might want to try and contact one of the ethics people in the state, deidentify the fax, send it to them and say “Does this look right to you?”  You could also check with Regional Counsel to see if it approves the form. The spirit here is to try and take a look at residency patterns up front so that state forms that you might come across are in everyone’s repertoire. 
CONCLUSION 

Dr. Berkowitz
Well, as usual, we did not expect to conclude this discussion today. We will post on our Web site a 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 CME credits, and the references and materials cited.
I’d like to thank everyone that’s worked hard in the development, planning, and implementation of this call. It’s not a trivial task, and I appreciate the effort of our center especially for this call, Susan Owen and Ashby Sharpe, and our colleagues at EES.
I would like to announce that the next NET call will be on Tuesday, September 25th, 12:00-1:00.  Please look to the Web site at http://vaww.ethics.va.gov/activities/net.asp and your Outlook e-mail for details and announcements.
Thank you all for a great call today. 
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