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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 October 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

Dr.  Berkowitz:

Today’s presentation will focus on the recently completed National Ethics Committee (NEC) Report, Impaired Driving in Older Adults – Ethical Challenges for Health Care Professionals.  This report:

· analyzes the ethical challenges around impaired driving in older adults, including patients with Alzheimer’s disease and related types of dementia;

· discusses health care professionals’ responsibilities to patients and the public;

· explores the emerging professional consensus regarding management of patients at risk for impaired driving; and 

· offers practical guidance to help VHA health care professionals address these ethical challenges in day-to-day patient care. 

Joining me on today’s presentation are: 

Susan G. Cooley, PhD – Chief, Geriatric Research & Evaluation,

Chief, Dementia Initiatives, Office of Geriatrics & Extended Care, Expert Consultant to National Ethics Committee to Impaired Driving in Older Adults – Ethical Challenges for Health Care Professionals

Susan Owen, PhD – Medical Ethicist, Ethics Consultation Service, 

National Center for Ethics in Health Care

Judy Ozuna, MS – Nurse Practitioner in Neurology, VA Puget Sound Health Care System; Member, National Ethics Committee  
Dr. Owen, could you begin by describing what prompted the NEC to focus on the topic of impaired driving in older adults?
Dr. Owen:

Many of us expect that we will continue to enjoy the freedom and convenience of driving well into old age.  But the ability of older drivers to continue driving safely does not always support this desire.  Although drivers over age 65 generally have fewer accidents overall than drivers in other age groups, they tend to have more accidents per mile driven. Moreover, older drivers are more likely to be seriously injured or killed when they are involved in accidents. They’re also likely to do more of their driving in more dangerous environments, such as rural and suburban settings.  Dr. Cooley, what it is about aging in general that may contribute to impaired driving?

Dr. Cooley:

Functional impairments and medical conditions associated with aging, such as impaired vision, cognitive deficits, decreased mobility, chronic pain, decreased reflex time, and polypharmacy, can seriously impair an individual’s performance behind the wheel and so pose risks of significant harm to the patient as well as to other people.  And thus at some stage in their aging process, many older patients and the health care professionals who care for them will face difficult decisions about driving safety, retirement from driving, and driving privileges. 
Dr. Owen:

What are the implications of such findings for the VA?

Dr. Cooley:

The potential for impaired driving in older adults presents a special challenge for VA, since nearly half of VA’s 7.8 million enrollees are over 65.  Alzheimer’s disease (AD) is one of the many medical conditions that put older drivers at risk.  In the United States, it is estimated that the prevalence of AD or a related disorder is 2 percent of those aged 65 to 74, 19 percent of those aged 75 to 84, and 42 percent of those aged 85 and older. In VA, it is estimated that by the end of fiscal year 2007 over 280,000 VA enrollees will have some form of dementia, including over 165,000 who will be actively receiving health care services in VHA. By 2010 those figures are projected to rise to nearly 318,000 and 193,000 respectively.   

Dr. Owen:
When managing patients at risk for unsafe driving practices, health care professionals may confront ethical challenges about how to balance potentially competing professional obligations.  For example, he or she may be asked to balance respect for patient autonomy, care for the patient’s safety, and concern for the safety of third parties. Some at risk older drivers will voluntarily stop driving on their own. But many will continue to drive. In these situations, health care professionals must make clinical judgments about whether the patient is at risk for being a hazard on the road, how serious that risk is, and how best to address the question of driving skills and/or privileges in the individual’s particular circumstances. 

Dr. Cooley, before we look further at these ethical challenges and suggest how they might be met, could you describe what is at stake when a patient retires from driving?

Dr. Owen:   

Retiring from driving can be difficult for anyone.  For many, not being able to drive means not being able to participate as before in activities outside the home, having fewer social contacts, participating less in community life. There’s evidence that driving cessation is associated with increased symptoms of depression. 

For individuals with AD or other progressive dementia, the losses may be felt even more sharply.  As the individual loses insight about his or her abilities and is not able to understand that once routine activities are no longer appropriate, he or she may struggle to maintain self-identity by resisting new limitations.
The clinical recommendation to discontinue driving may have far-reaching effects on people close to the patient as well.  Family members and caregivers often face the stressful task of enforcing the recommendation to discontinue driving and may be called on to provide or arrange for alternate transportation. People who previously relied upon the former driver for transportation (most often, the former driver’s elderly spouse) may themselves become housebound and experience diminished quality of life. 
Adequate and safe public transportation is not universally available in the United States. Even when it is, it may not be a viable option for many older adults, such as individuals with cognitive deficits who become lost or easily confused.
Dr. Owen:

 Ms. Ozuna, could you begin by providing an overview of the ethical responsibilities and challenges that we will discuss in depth in today’s call?

Ms. Ozuna:

Health care professionals have obligations to promote the individual patient’s health, autonomy, and quality of life.  They also have duties to protect their patients from harm, respect patient privacy, and safeguard patient confidential information.  At the same time, health care professionals have a duty to protect the public health, including protecting third parties from being harmed by a patient’s unsafe driving. In some states, the duty to protect the public health obligates health care professionals to report patients with certain medical, psychiatric, or psychological conditions to state licensing authorities that are known to contribute to or result in unsafe driving. However there are only 6 states that require this reporting.  Other states have rescinded such laws because of concern about compromising the patient/provider relationship.

Recommending that a patient who is no longer able to drive safely stay off the road can serve the interests of both the patient and the public. However, if a health care professional recommends that an older patient discontinue driving, this imposes a burden on the patient and perhaps on his or her family and friends.  A key question is how to balance this burden against the safety of the patient and others.   
Dr. Owen:
What must health care professionals do in order to make ethically justifiable recommendations about driving? 

Ms. Ozuna:

Health care professionals must assess the patient to determine how great a risk the patient’s continuing to drive will pose, how likely it is that the patient’s compromised driving capacity will result in harm (to the patient or third parties), what steps if any can be taken to lessen the risk, and what consequences driving cessation might have for the patient and his or her family and friends. The goal should be to support the patient to drive safely and to restrict his or her driving only to the extent necessary and only as a last resort.  
Dr. Owen:

In order to help clarify their ethical responsibilities when assessing and managing patients for impaired or unsafe driving, the NEC report identifies six questions for health care professionals to ask:  

· What signs should I look for?

· What should I do when I suspect my patient may be an unsafe driver?

· How can I help my patient continue to drive safely if his/her skills are impaired?

· What should I do when I believe my patient can no longer drive safely?

· What if my patient is unsafe but refuses to stop driving?

· When should I report an unsafe driver?

Dr. Cooley, to begin with the first question, what signs should a health care professional look for? 

Dr. Cooley:

Risk factors for impaired or unsafe driving include an uncorrectable vision deficit that impedes ability to read signs or see cars or pedestrians clearly; decreased mobility that cannot be corrected or compensated for by medical interventions or alterations to the vehicle; cognitive deficits that result in loss of judgment, confusion, or decreased executive function (e.g., inability to decide a course of action quickly, follow complex directions); uncontrolled medical disorders that can cause patients to suddenly lose consciousness or control of the vehicle (e.g., seizure disorders, narcolepsy, angina); and use of medications that decrease mental acuity or physical function as either a direct effect or a side-effect.  
In addition to proactively identifying risk factors, health care professionals should remain alert for any alteration in patients’ physical, mental, or behavioral function that might indicate an underlying medical condition or progression of a known diagnosis.

Dr. Owen: 

What should a health care professional do when he or she suspects that the patient is at risk of driving unsafely? 
Dr. Cooley:
The first step is to take a focused driving history.  After first obtaining the patient’s permission, health care professionals should then corroborate the older driver’s responses with family members, friends, or caregivers if at all possible.  For patients who carry a diagnosis of dementia, VHA’s Dementia Safety Review Workgroup encourages health care professionals to use VA Form 10-0435, Firearms and Driving Questionnaire, as part of a focused driving risk assessment. 
Dr. Owen:

What should the health care professional do if any of the answers to the driving history indicate that the patient may be at risk for unsafe driving? 
Dr. Cooley:

The health care professional should follow up to find out more about circumstances and details, and conduct a thorough medical evaluation, including a routine medical history and physical and review of medications and medication side effects. In addition, office-based testing may be performed to evaluate specific driving-relating capacities such as visual acuity, muscle strength, and cognitive skills.  
Dr. Owen:
Is there a clear professional consensus about which specific diagnostic tests are more useful in identifying patients whose driving performance may be impaired?  
Dr. Cooley:

Although there is general agreement in the professional community that various office-based tests can be helpful in identifying patients whose driving performance may be impaired, there is no clear professional consensus about which specific diagnostic tests are most useful. Nonetheless, the AMA has recommended certain tests of vision, cognitive function, and motor function.  For patients with dementia, there is evidence that neuropsychological tests highlighting visuospatial skills, attention, and reaction time correlate most meaningfully with actual driving performance. 
Dr. Owen: 
In order to promote well-being and quality of life for older drivers, health care professionals should use the least restrictive interventions available to ensure the patient’s safety.  This leads to the third question:  how can the health care professional help his or her patient continue to drive safely if his or her skills are impaired? 
Dr. Cooley:

The NEC report discusses several options when the health care professional’s clinical assessment indicates that an older patient has impaired driving skills but is not so severely impaired that the patient should immediately cease driving.

Health care professionals should discuss with the patient (and family if appropriate) ways in which the individual can minimize driving risk.  Recommendations include driving only during daylight hours, avoiding routes that involve busy intersections or left turns if possible, and being extra careful to check the blind spot when changing lanes. 
Health care professionals should also refer the patient to a driving rehabilitation specialist (DRS) for on-road (functional) assessment. The DRS can work with the patient and family members or caregivers to identify deficits and can provide specific training to modify driving practices. 
Dr. Owen:

Ms. Ozuna, if these additional steps are taken to help the older patient drive as long as is safely possible, what provisions are made in VA policy for driving rehabilitation benefits? 

Ms. Ozuna:

Under VA policy, all VA enrollees who qualify for health care in the Veterans Health Care System are eligible for driving rehabilitation benefits.  Although all patients, including “mature drivers” and individuals with dementia, are eligible for these services when needed, the primary focus of driving rehabilitation in VHA is to provide services to patients who have significantly impaired motor function, such as patients with diagnoses of spinal cord injury, hemiplegia and other neurological conditions (e.g., Parkinson’s), amputation, and orthopedic-related conditions.  
Dr. Owen:
If all options have been explored to allow the older patient to drive safely as long as possible, what should the health care professional do when he or she believes that the patient can no longer drive safely? 
Ms. Ozuna:

If continuing to drives a poses a significant risk not only to the patient but to others as well, the health care professional must recommend that the individual stop driving.  At this point, the health care professional’s obligation to protect patient safety trumps the obligation to respect patient autonomy.  At the same time, the obligation to protect public health overshadows the physician’s responsibilities to the individual patient. In some states (as mentioned previously) health care professionals also have a legal as well as an ethical obligation to report unsafe older drivers.
Dr. Owen:
Dr. Cooley, how is the health care professional to know when the point has been reached that a particular patient should stop driving entirely? 
Dr. Cooley:

Knowing when this point has been reached is challenging.  At present, there are no clear-cut, objective criteria to identify just which patients truly must no longer drive.  Clinical judgment plays a critical role.  Although health care professionals must weigh multiple factors, including the patient’s clinical status and knowledge of the patient’s (and family’s) situation, the overriding concern must be the health care professional’s assessment of the actual risk that the patient’s compromised driving capacity will result in harm to third parties. 
Dr. Owen:

Once the health care professional has decided to recommend that the patient stop driving, how should this decision be communicated to and discussed with the patient?

Dr. Cooley:
When health care professionals have helped patients maintain safe driving skills for as long as possible, the transition to nondriving status should not come as a surprise. Nonetheless, conversations about driving cessation are often difficult for all involved. In particular, patients with progressive forms of dementia often lose insight into their behaviors as their disease progresses and may deny that they have problems driving and resist the recommendation to stop. Because these patients may also have lost the capacity to manage their emotions, conversations with them about driving cessation may provoke anger and be confrontational.
Dr. Owen:
Ms. Ozuna, what strategies does the NEC report recommend to minimize these inevitable difficulties? 
Ms. Ozuna:

To the extent possible, health care professionals should actively involve the patient in discussion about the recommendation to discontinue driving, for several reasons. This demonstrates respect and patients have a right to be involved in decisions that affect their lives, even when they have diminished ability to appreciate the reasons for such a recommendation.  Involving the patient also helps to maintain the integrity of the health care professional-patient relationship and may make it more likely that the patient will abide by the decision. Since the decision to retire from driving has important implications for family members, health care professionals should also seek to involve them in the decision-making process, if the patient agrees.
Dr. Owen:

The report also includes AMA recommendations for how go about having these discussions.  Could you elaborate? 

Ms. Ozuna:

The AMA recommends that health care professionals use the language of driving “retirement” to set a more positive tone. Health care professionals should acknowledge the shared goal of safe driving and explain the reasons for recommending that the patient no longer drive. It may be more effective to focus on the safety of others the patient cares about—for example, grandchildren, neighbors’ children the patient is fond of, even family pets—than to stress the patient’s own safety or the safety of anonymous other drivers or pedestrians.  Writing a prescription “Do Not Drive,” or giving the patient and family a written explanation of why the individual must no longer drive, can help reinforce the recommendation. Formal agreements between the patient and his or her family that the individual will not attempt to drive give family members a tool to help them help the patient comply. 
Dr. Owen: 
We should emphasize that the recommendation to stop driving differs importantly from other recommendations a health care professional may make in that it is not offered in the context of shared decision making. Unlike a treatment recommendation, which a competent patient has the right to refuse, if the patient’s driving is so impaired as to warrant a recommendation to stop, a health care professional has an obligation to take steps to override the decision of a patient who continues driving when he or she has been counseled not to.
This difference between the recommendation to stop driving and other treatment recommendations takes us to the fifth question:  Dr. Cooley, what is a health care professional to do if his or her patient is unsafe but refuses to stop driving?
Dr. Cooley: 

Health care professionals should first investigate why the patient isn’t following the recommendation. Is it because he/she doesn’t accept that there is a problem? Have they forgotten the recommendation to stop driving? Are they unable to arrange alternative transportation or services to meet their basic needs? In some cases, further counseling by the physician about why it is important for the patient retire from driving may be sufficient to resolve the issue. Other cases may require referral to social work, community aging services, or similar services to help create a transportation plan for the patient and dependent family members. 
Dr. Owen:
What should be done if repeated counseling is ineffective and the patient persists in unsafe driving? 

Dr. Cooley:

It may be useful to enlist family members or caregivers to help the patient comply. The AMA suggests that in the interest of the patient’s safety it may be appropriate for the health care professional to seek appointment of a legal guardian to enforce driving retirement. Finally, health care professionals may need to report unsafe drivers to state licensing authorities, especially when all other efforts to explain their recommendations and counsel the patient and family have failed.
Dr. Owen:

To elaborate, when should a health care professional report an unsafe driver? 

Dr. Cooley:

It is important to emphasize that health care professionals themselves cannot revoke a patient’s driving privileges.  They only alert the state licensing authority that an individual is a risk for unsafe driving. The state licensing authority decides whether driving privileges will be revoked. Currently only six states (California, Delaware, Nevada, New Jersey, Oregon, and Pennsylvania) require health care professionals to report drivers deemed unsafe due to medical conditions, and the criteria for reporting differ across these jurisdictions.  Other states do not require reporting, but instead encourage and authorize health care professionals to report any impaired driver. Due to the variability in state law for reporting impaired drivers, VHA’s Office of the Medical Inspector instructed all Veterans Integrated Service Networks (VISNs) to provide guidance to VA facilities and health care professionals about applicable state laws on driving and dementia. 

 Dr. Owen:

Ms. Ozuna, are there situations in which health care professionals may have an ethical responsibility to report unsafe drivers, even when there is no legal responsibility to report? 
Ms. Ozuna:

Even when there is no legal requirement for health care professionals to report unsafe drivers, the duty to protect public health may argue that they should do so. Specifically, health care providers have an ethical responsibility to report unsafe drivers (within the constraints of the law) when the benefits to the patient and to the public outweigh the burdens to the patient. In assessing the benefits and burdens of reporting an unsafe driver, health care professionals should consider:
· how great a harm (to self or others) the patient’s driving poses; and

· how likely it is that the harm will actually occur (i.e., that the patient will be involved in an accident)
Dr. Owen:

Once a health care professional decides that he or she has an ethical responsibility to report a patient who continues to drive unsafely, what should he or she do? 

Ms. Ozuna:

The health care professional should discuss this decision with the patient before the reporting takes place and emphasize his or her commitment to the patient’s well-being,   including not only physical safety but also privacy.  Because disclosure of medical information without patient consent carries risks of breach of confidentiality, VA facilities must clarify for employees when and how information about unsafe drivers may be disclosed to state authorities. Where state law requires reporting, VA privacy policy permits disclosure of protected health information to a state department of motor vehicles. The facility must have on file a standing written request letter from the state agency that outlines the state reporting law and the data required to be reported. Where state law does not require reporting but gives the State Department of Motor Vehicles the authority to enforce driving requirements, then the VA facility may report medically unsafe drivers if  the state department of motor vehicles will provide such a standing request letter stating their state law providing such authority and indicating what data should be in the report. The facility may disclose only the information outlined in the standing written request letter.
Given the wide variation in reporting requirements and authorization to report across jurisdictions, VHA health care professionals who have questions about whether they must or can report a medically unsafe driver should seek guidance from their facility privacy officer, regional counsel, or the Office of General Counsel.
Dr. Owen:

In today’s discussion, we have summarized the ethical challenges that health care professionals may face when assessing and managing older adults at risk of impaired driving and have suggested practical strategies to adopt to maximize the autonomy of the patient and minimize risks to patient and third parties. Ms. Ozuna, as a member of the National Ethics Committee who played a critical role in drafting the report on which today’s discussion is based, could you summarize the “take-home” points for participants?

Ms. Ozuna:

I’d be happy to. Driving “retirement” is a life-altering event that can have significant impact on the lives of patients, their families, and their communities. Although there is, in the words of one retired driver, “life after driving,” [Adler & Rotuna 2006] patients and those close to them must make major adjustments to meet transportation needs, remain engaged with friends and the community, and maintain quality of life.
The goal with patients whose skills are becoming impaired should be to support the patient to drive safely for as long as possible, help the individual plan in advance for the day when he or she will retire from driving, and ease the transition to nondriving status.  
Health care professionals should take very seriously their obligations to identify and counsel potentially unsafe drivers, recommend that unsafe drivers retire from driving, and—as a last resort—report unsafe drivers to appropriate authorities. 
MODERATED DISCUSSION
Dr. Berkowitz: 

Well I’d like to thank Drs. Owen and Cooley and Ms. Ozuna for discussing the topic of Impaired Driving in Older Adults.  Now that we have had an opportunity to discuss this topic, I would like to hear if our audience has any response or questions.
Dr. Merrill, Charleston, SC:

In a clinic you can collect useful information about the patient’s cognitive and motor abilities, etc., but the actual impact of those deficits on driving is often difficult to appreciate. Is there anyone who’s involved in trying to come up with direct assessments of a patient’s ability to drive?  

Dr. Berkowitz:

As I understand it, there are driving rehabilitation programs and if a person’s driving functionality comes into question, many places have a program where you can refer the patient to have his or her actual driving assessed. 

Mr. Day, Washington, DC: 

I know it’s a drive from Charleston, but a couple of doctors have told me of very good experiences they have had with the Loch Raven VA Outpatient Clinic in Baltimore.  Apparently they have quite sophisticated equipment to assess driving skills and I know they have felt that it’s been a great help to them to have input with some sort of “objective” measures. 

Dr. Berkowitz:

Thank you, Dan.  To answer Dr. Merrill’s question, we do have driving rehabilitation specialists in VA who can provide on-road functional assessments.  Dr. Cooley, do you want to add anything to that?  

Ms. Cooley, Salisbury, NC:

Dr. Merrill, were you thinking about whether there’s research going on to try to make better connections between neuropsychological or other in-office tests and on-road performance? 

Dr. Merrill: 

Yes.  While I heard a lot of information today about things that we should look for, the practical impact of anything that we might find and the patient’s ability to drive was not, at least as near as I could tell, supported by any form of research.  Therefore, my mind went in the direction of a practical assessment rather than collecting a lot more information in the clinic.  I’m a little bit skeptical that the clinic by itself will allow us to understand a patient’s ability to drive.  

Ms. Cooley:

Right.   And actually there’s been a lot of research on this, but it’s not all in agreement.  The results differ, so that’s why there is not currently a clear consensus on which tests are best.  There has been a lot of research on this and if you like, we can point you in the direction of references, but the problem is that the results of the different studies vary.  Right now there is not one set of tests for anybody or certainly not one set of tests in a given clinic that suggests that everybody should be doing this.

Dr. Crigger, Ethics Center:

To respond to these points, the lack of good clear evidence from a clinical in-office test about actual on-road performance is one of the reasons that the NEC recommended that clinicians who have reason to suspect that a patient’s driving capacity may actually be impaired do in fact refer that individual for a rehab consult with a driver rehabilitation specialist.   And those are available in VA, either through a VA Center or where there’s not an actual driver rehab center locally, through fee-basis.  Most patients who otherwise qualify for VA health benefits would qualify for driving rehabilitation, but the people to be in touch with are the rehabilitation services through patient care services.  

Ms. Ozuna, Seattle, WA:

We’ve referred a fair number of our patients to the driver rehab facility here; we’re fortunate enough to have one in our facility.  The recommendations or the assessments by the driver rehab specialists are just that.  They are recommendations, and although their assessment is non-binding, it provides information to the provider to help him or her decide whether or not to report the person to the state licensing authority.  The other action that happens, at least in Washington state, is that when a driver is reported to the Department of Motor Vehicles, it’s up to them to decide (and I understand that this is usually what happens) if they will ask the person to come in for a driver skills test and the results of that test that will determine whether the person will continue to keep a license.  We all know that even removing a patient’s license does not remove them from driving.  The effort needs to be multi-pronged and that’s where the family is very important in supporting the recommendation not to drive.  

Dr. Berkowitz:

Dr. Merrill, you will see in the NEC report that there are some specific assessment tools to be used based on the patient’s driving habits:  e.g., how great is the risk that the patient’s driving actually poses.  There is also a piece that’s adapted from the AMA materials on how to take a focused driving history.  This piece has some questions that I think can give you some clues about whether or not it is appropriate to refer a patient for an actual driving assessment.  I agree with you at this point that an actual driving assessment seems to be the only real way, without better evidence, to make a functional assessment of driving.  

Dr. Kuschner, Palo Alto, CA:

I just wanted to follow up with a comment to underscore how this can sometimes be a nuanced process.  I believe that we concluded at the National Ethics Committee that it may be appropriate to view this as not so much a black or white, all or nothing action that needs to be decided upon.  Rather, agreements can be arrived at with family/patients to curtail or cut back higher risk driving and to gradually remove patients from certain driving situations:  for instance driving at night, driving in foul weather, driving in high speed situations.  This can be done in somewhat of an iterative process as opposed to one day having no problems with the patient’s driving and the next day saying it’s time to retire.  

 Dr. Crigger:

That’s absolutely true.  The Committee’s analysis focused on the least restrictive means needed to keep the patient on the road for as long as safely possible by accommodating his or her driving and perhaps getting some driver retraining through rehabilitation to enable this individual to drive for as long as he or she can without becoming a danger to self or others.  

Dr. Berkowitz:

This kind of an approach will go a long way towards maintaining the patient’s trust when   the patient realizes that you’re on their side and that it’s that you’re not just concerned for their safety, but you want to come up with strategies and agreements whereby they can retain this functionality for as long as it is safe.  If that’s your goal and that’s their goal, then that should make it easier to negotiate some of these agreements.  

Ms. Weatherbee, Lexington, KY:

I have a question about the NEC report.  Where can we find a copy of that?

It’s not on the national web site.  

Dr. Crigger:

It will be on the Ethics Center web site shortly and we hope we will also do a secondary distribution to the field with some form of information letter perhaps from the Undersecretary for Health or certainly if not that, from Dr. Fox, the Ethics in Health Care Officer.   

Dr. Berkowitz:

If you’re on our mailing list, we’ll send out a follow-up e-mail to this call with information about when the NEC report will be available on the web site.  Anyone who’s listening who’s not on the mailing list,  send an e-mail to VHA ethics on the Outlook system and asked to be put on the mailing list and you’ll get the notifications and the follow-ups for this call.  

Ms. Weatherbee:

Thank you.  Where is a list of the various VA driver evaluation locations?  I thought they were located in the spinal cord centers, but there might be other facilities that do this as well.  

Ms. Cooley:

There is a VHA Handbook on that, Handbook 1173.16, Driver Rehabilitation for Veterans with Disabilities Program Procedures.  It’s also on the VHA publications web site.

Dr. Berkowitz:

We’ll also include the link directly to that handbook in the follow-up.

Dr. McGee, Charleston, SC: 

I just have one comment to make about the fee-basis for the driver’s rehab because we just had an experience with that.  In South Carolina we do not have any driver’s rehab in the VA and had to look hard to find the closest available in Virginia.  If I’m not mistaken, we were told that driver’s rehab can not be done by fee-basis because it is not a medical procedure.  According to the information that we received, you can have a MOU and do it under contract.  

Dr. Crigger:

Thank you.  I will.  I may have misunderstood the information that I obtained from the driving rehabilitation specialists that I spoke with, but I will double-check that.  

Ms. Cooley:

Just to let people know that if there’s not a VA option, there are other organizations that provide the evaluations.  There are two organizations that I know of that have listings of driver rehabilitation specialists.  One is the Association of Driver Rehab Specialists, they’ve got a website (www.aded.net) and the other is the American Occupational Therapy Association (AOTA).  They have a web site also.  They have lists of driving skills evaluation specialists, but there is a fee to do it that way.  

Dr.  Berkowitz:

Great.  Thank you, Susan and Ms. McGee.   We’ll definitely check into the comments on the availability through fee-basis.  Does anyone want to take a minute to comment on any of the ethical principles and how they feel about trying to balance the good of the patient or the right of the patient to make his or her own decisions and the obligation of the provider to consider (and I’ll be inflammatory) in a paternalistic way the patient’s safety or the good of the overall community?  

We’re used to going pretty far in allowing patients to make life-style choices and we tolerate a lot of life-styles that are not best for the patient or maybe not best for those around them.  This clearly is something that’s different and I don’t know if anyone has any feelings or comments about that.

Ms. Wishner, Long Beach, CA:

I work in Primary Care and we run into quite a bit of this.  In California, we are required to report.  And it’s become a huge thing because even if we don’t report, the DMV is now picking up some of our elderly patients who have diabetes, for example, and even people who have never had a problem.  If they fill out their information form to renew their license and it states they have diabetes, the DMV is taking their licenses away until they’ve had medical clearance.  So patients are filing in the door with twenty page forms to be filled out.  When you talk about what we’re doing, we do not have time to take them to our driver rehab because it takes about four months to get into that clinic, so we’re having to do a lot of different assessments involving a functional assessment, capacity assessment, vision assessments, audiology assessments, etc.  We are also having to work with these patients to help them continue to drive.  We’ve been discussing the public burden and which of these patients we should and should not be taking all these steps with.  A lot of our providers are uncomfortable making that decision and I think it would be very helpful as I’ve been listening here to put together some sort of educational program for our primary care providers.  I think it would be really helpful if VHA had a little better guidelines that we could tap in order to help with the comfort level of those actually making the decisions. 

Dr. Berkowitz: 

Thank you for those comments.  And again, I do think that in the NEC report there are some sample history questions and you know some other sample things that you could think about for assessment of risky behaviors and some strategies to try to employ to try to help the patient maintain that functionality so I think that the report will be a little bit helpful.  It’s obviously not enough evidence to recommend a uniform approach to this, but I think that the strategies in the report will probably? very helpful to people who are feeling like they are left on their own with no guidance.  I don’t know whether anyone who was involved with the report wants to comment further on that.  

Dr. Crigger:

I think that what the NEC tried to do was to be as concrete and specific and helpful as it could be in the face of lack of a gold standard test that the clinician could have applied, but by the same token the NEC in and of itself isn’t a policy-making body, so it can’t come out with things like specific clinical guidelines for practitioners.  The Committee tried to give some critical questions, some kinds of answers that are suggestive of the need for further evaluation.  That might help once the report is released.  Again, I regret that it’s not up there right now for you all to be looking at, but I think you raise a very interesting question about a kind of aggressively proactive screening by the state that takes a diagnostic category and says  -- the burden of proof is now on you patient to prove that you can still drive.  That’s a somewhat different situation from a clinician thinking that there’s reason to believe that the patient is impaired.  It does have implications for how, especially for primary care, how you manage elderly patients who do have diagnoses that you’re suddenly finding that the state is focusing on.  At what point in the patient’s course of care do you begin to have to think proactively on the VA end about well before your license gets stripped by the state what to do an assessment.  It does put you in a very awkward position and doing these assessments retrospectively because of state action has got to be enormously burdensome.  

Dr. Berkowitz: 

I don’t want to give the impression that anyone is punting on trying to make policy.  

Dr. Crigger:

Absolutely not.

Dr. Berkowitz:

I know that there have been groups out there and I’ve been on some of them myself that have looked into clearer guidance on this and to go back to Dr. Merrill’s point from the very beginning of the conversation, I think that the data really just doesn’t exist to support what clear practice guidelines in this area would be.   

Dr. Crigger:

Exactly.

Dr. Berkowitz:  

Unfortunately in those circumstances you can’t issue practice guidelines and you have to do the best you can to help the providers use their own clinical judgment.  As unsatisfactory as that may be, again it’s a recognition that there’s a lot of work to be done in this very important area and that we should all support anything that we can to make sure that that research and that level of assessment and that level of evidence is developed.   

Dr. Crigger:

Absolutely.

Dr. Berkowitz:

I just want to also say that we’re coming to the last few minutes of the call and we never expect to conclude the discussion and we’re almost out of time, but I would like to point out that in addition to the detailed summary on the web site and the follow-up that goes out, we also want to save the last few minutes to either continue the discussion on driving or to open it up to comments from the field.  Now is the opportunity for those who are listening to speak up with any questions you may have. 

Ms. Chanko, Ethics Center:

Regarding Ms. Wishner from Long Beach, about the practitioners and perhaps the moral distress that they are experiencing from what seems to be an emerging trend in their state about selecting out these patients and then sending them to their providers, I’m wondering if you’ve tried to put together a panel that could help review some of these requests and the outcomes of those requests so that the results maybe can be generalized.  Or you could attempt to get the providers to standardize the ways in which they’re approaching these patients in these medical reviews.  

Ms. Wishner:

We’d love to do that.  Part of the situation is the form that gets presented to us depends upon the patient’s diagnosis and what they want because of the DMV it’s not standardized what they want even for the same diagnosis for two different patients.

Dr. Berkowitz:

If there’s clear ethics tension around practices and if it’s clear what the right thing is to do but there’s a gap between what you want to do and what you’re able to do for some reason and if what you’re looking for is a systems or process change, for those facilities and I don’t know where Long Beach is along the continuum, but for those facilities that are implementing IntegratedEthics programs, that sounds to me like something that could be brought up with the Preventive Ethics group or the  Preventive Ethics function and maybe make some sort of an intervention there to try and take some of the tensions off and begin to close the ethics quality gaps in the systems and processes that you’re faced with.  

Ms. Wishner:

We’re just starting that.  We’re just bringing that in to our system.  

Dr. Berkowitz:

Great.  I’m not sure, based on what I’ve heard, but it sounds like these issues are something that it would be reasonable for you to raise with the Preventive Ethics group.

Ms. Chanko:

Or at the very least perhaps as an Ethics Consultation request or through some other forum. This may not be the most troubling thing that providers at your facility are worried about, but it might be something where they could use a forum where they could discuss their concerns and maybe have some of their tensions reduced.  
CONCLUSION
Dr. Berkowitz:
I do want to say that as usual we didn’t expect to conclude this discussion. We will post on our web site a detailed summary of this as we do for every National Ethics Teleconference. 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.  
We would like to thank everyone who has worked hard on the development, planning, and implementation of this call, including Dr. Bette Crigger of the Ethics Center who was a lead author for the NEC report. It is never a trivial task and I appreciate everyone's efforts at our Center and EES.

Let me remind you our next NET call will be on Wednesday, October 31st at 1:00 pm ET.  Please look to the Web site at http://vaww.ethics.va.gov/activities/net.asp and your Outlook e-mail for details and announcements.
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