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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 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

CME credits are available for listeners of this call. To receive CME credit for this course, you must attend 100% of the call, and complete the registration and evaluation process on the LMS website: https://www.lms.va.gov/plateau/user/login.jsp, 
To get a CME credit hour for participating in the conference call you must complete the registration and evaluation process by June 26, 2009 for the May 27 call and July 30, 2009 if you listened to the June 30 call. If you have any questions about this process or about the LMS website, please contact the Project Manager, John Whatley, PhD, at (205) 731-1812 x312 or by e-mail at John.Whatley@va.gov.
PRESENTATION

Dr. Berkowitz:

In today’s call we will discuss “Ethical Considerations for Resource Allocation in Health Care.”  Joining me are Barbara Chanko and Ben Walton. Barbara is a health care ethicist with the National Center for Ethics in Health Care and also serves VISN 3 as the Integrated Ethics Program Officer. For the past 6 weeks Ben has been working as a member of the Ethics Consultation Service of the National Center for Ethics in Health Care. He is a physician assistant who came to our New York office on temporary detail from the West Palm Beach VA medical center. In West Palm Beach Ben served in the past as a member of the IRB, and he is currently the Ethics Consultation Coordinator and a member of the Integrated Ethics Council.

Many of you may know that as part of the IntegratedEthics Initiative, our Center has defined domains that correspond to broad categories of ethics content in health care. Together the domains define the scope of content for ethics programs.  One of those domains is ethical practices in resource allocation. To begin, Ben, can you please tell us how that domain is defined?

Mr. Walton:

Within IntegratedEthics, the domain of ethical practices in resource allocation is defined as how well the facility demonstrates fairness in allocating resources across programs, services and patients.  At the systems level, macroallocation refers to how well the facility demonstrates fairness in allocating resources across programs and services. At the individual level, microallocation refers to how well the facility demonstrates fairness in allocating resources to individual patients or staff. 

Dr. Berkowitz:

What prompted the Ethics Center to focus today’s discussion on this domain?

Mr. Walton:

A health care system can’t be all things to all people. Even with adequate resources, difficult choices have to be made, because adequate does not mean limitless. Decisions about how best to use those resources, how to prioritize, must be made. Since there is no broadly accepted consensus on what principle should guide distribution (need, age, ability to pay, etc) there needs to be a fair process for the decision making itself. The Ethics Center has recently provided draft guidance on allocation of scarce lifesaving resources in pandemic influenza. In addition, Ethics Center authors have recently published two articles related to resource allocation, and content on resource allocation was included in the IntegratedEthics Staff Survey instrument to give us more objective data to consider. 

In fact, the 2008 IESS results show opportunities for improvement in the domain of Ethical Practices in Resource Allocation. For example, for the following question, “How often does management communicate the reasoning behind local resource allocation decisions?” nearly 2/3 of clinicians answered with “about half the time,” “occasionally” or “almost never.”  The 26.8% “don’t know” or no response rate also supports the impression that there may be lack of transparency in local resource allocation decisions. 

Dr. Berkowitz:

Lack of understanding, or awareness, of how resource allocation decisions are made surely gives rise to ethics tension. Hopefully people recognize that the IntegratedEthics program provides tools, materials, and processes to address these tensions. Ethics consultants respond to ethics questions about resource allocation and Preventive Ethics teams address gaps between current practices and clear standards. In light of this background, Ben, what is the purpose of today’s call?

Mr. Walton:

Building on previous NET calls and Ethics Center materials, we’ll use today’s call to review the ethical underpinnings of resource allocation, and then take a first stab at identifying specific factors for ethics consultants and others to consider as they begin to develop frameworks for analyzing consult requests in this ethics domain. 

Dr. Berkowitz:

Ben, to provide a concrete example for today’s call, could you tell us about a recent example where ethics input entered into thinking about a resource allocation decision in VHA?

Mr. Walton:

Sure Ken…it relates to MRSA.

You probably all know that Methicillin-Resistant Staphylococcus aureus (MRSA) is a gram-positive coccus that is resistant to multiple antibiotics, causes serious disease, and is often difficult to treat. Multidrug-resistant organisms such as MRSA have been associated with increased lengths of stay, morbidity, mortality, and costs. VHA Directive 2007-002 established policy for the implementation of a standardized initiative to reduce MRSA infections in the hospitalized population served by VHA.  

Recently, there has been thinking about how to bring the MRSA initiative to the outpatient clinic setting. One consideration was how the exam and waiting rooms should be cleaned to minimize MRSA transmission. 

A proposal to clean rooms and public areas more frequently originally came up as an infectious disease and patient safety issue.  An ethics member of the workgroup pointed out that values, namely safety (of patients), diligence (toward infection control), and stewardship (of institutional resources) would need to be weighed against each other, making this as much as anything else, a resource allocation issue. It was not clear to the group how a final decision would be made.

Dr. Berkowitz:

Thanks, Ben. This shows the importance of “wearing your ethics hat” -  including thinking about all of the domains of ethics in health care, like resource allocation -  in all of our activities. We’ll return to this MRSA example later in today’s discussion, and see how thinking through the concern from the perspective of ethical resource allocation affected the decision.

In many endeavors, ethical tension arises because of uncertainty or conflict about values or deeply held beliefs about what is right or good. So how do beliefs and values come into conflict in health care resource allocation decisions?  The ethics literature discusses three general areas:  

· different definitions of the term “justice”; 

· differing stakeholder goals; and

· lack of agreement on what constitutes basic health care services. 

Let’s look at these areas, Ben.

Mr. Walton:

OK. First, the term “justice” may be defined and understood in different ways, depending on the underlying values that one accepts. Webster’s dictionary defines justice as “the quality of being just, impartial or fair.”  Fairness, stated most simply, is the requirement to treat those in similar circumstances in similar ways. Justice understood as fairness or impartiality requires that we treat equals equally; in order to justify, from an ethical perspective, treating people differently, we must be able to identify morally relevant ways in which one person is different from another.  An example of this is even though VA has a multi-tiered system of eligibility, we have a uniform benefits package. To be just, or fair, each veteran who is enrolled in our system is eligible for the same care.  However there are some instances where the amount the veterans pay for the same care differs. Veterans whose care is for a service connected disability do not have co-pays, while there are times when the veteran with the same disability that is not service-connected, will be charged a co-pay. Their medical needs may be similar, and the care the same, but in this instance, society has agreed to support more fully the care for the service-connected compared to the care for the non-service connected disability.

Conflicts arise because there is inevitable ethical disagreement about which differences between persons justify differences in resource allocation. Therefore, to determine if allocation decisions are ethically justifiable requires that we examine both the process and the values that underlie decision making. 
Dr. Berkowitz: 

Two concepts that help us do that are distributive justice and procedural justice. Distributive justice determines who should get what based on criteria deemed to be relevant (such as need, age, ability to pay, service-connection).  Procedural justice evaluates fairness by examining the quality of the decision making process (does it involve relevant stakeholders, has it weighed benefits and harms), and includes, once decisions are made, the obligation to explain them in a respectful way. 

Mr. Walton:

Both distributive justice and procedural justice are necessary, but an important point was made by Foglia, et al, in their April 2009 article in the American Journal of Bioethics (AJOB) titled, Ethical Challenges Within Veterans Administration Healthcare Facilities: Perspectives of Managers, Clinicians, Patients, and Ethics Committee Chairpersons. Their point is that many times when allocating limited resources in health care, distributive principles conflict with one another and provide no formula about how to set priorities. That requires us to put the most weight on an examination of procedural justice, that is, decision making processes and inclusion of stakeholders, in evaluating the fairness of a health care resource allocation decision.

Dr. Berkowitz:

Beyond differing definitions of justice or considerations about justice, what is the second area in which values and beliefs may come into conflict in resource allocation decisions in health care?

Mr. Walton:

The next general area is stakeholder priorities and goals.  Goal disparity creates tension in the health care allocation process. One illustration from the private health care sector is when a third-party payer values more highly cost containment, in contrast to the individual physician or patient who values more highly cost reimbursement. Another illustration is the healthcare system that values most highly access to basic services for their patients, contrasted with the subgroup of their patients who value most highly access to a specific very expensive treatment, such as organ transplant. And a final example is the use of the pharmacist gatekeeper.  As part of the effort to enforce rules governing the allocation of expensive pharmaceuticals, systems have been set up that require a pharmacist to OK the use of some medications in some situations. The designers of this allocation system feel that this pharmacist gatekeeper can best manage costs and benefits of expensive pharmaceuticals.  This contrasts with the belief of a physician sub-specialist who might feel that such a system undervalues their clinical experience, and as a result is imbalanced by valuing management of costs over clinical outcome of individual patients.

Dr. Berkowitz:

Again, some of this resonates with the findings of the AJOB article. People at different levels of the organization (patients, providers or leaders) may have different priorities, even though the overall goal of the system to provide quality care is clear. In addition to differing definitions of justice and goal disparity among involved parties, what other ways might beliefs and values come into conflict in resource allocation decisions in health care?

Mr. Walton:

Let’s consider scope of services. All can agree that the most desirable health care policy is one that mandates comprehensive benefits, meets the basic needs of all individuals, and is cost effective. By limiting the distribution of non-basic health care, resources can be conserved which will help ensure access to at least a minimum level of basic health care for all.

Basic care is defined as preventive, curative, and rehabilitative treatment that has proven efficacy, and compensates for deficiencies in the range of normal biological and social opportunities persons enjoy at each stage of life. Non-basic care, in contrast, aims to improve, correct or compensate for deficiencies, and is marginally effective or ineffective in doing so. Non-basic care is by definition discretionary, often with questionable benefit, often superfluous. For example, some cosmetic surgery might be non-basic care. 

The devil is in the details. Comparisons of basic and non-basic health care often presuppose theoretical and value-laden distinctions between levels of treatment that have not been stated and often lack community consensus. Sometimes the standards of medical and nursing practice reflect the distinction between basic and non-basic.  For example, there are instances when ordering a diagnostic test is not indicated, that is, it will not change therapy, diagnosis or prognosis.  Ordering the test, therefore, would not be considered a justifiable use of resources. 

Dr. Berkowitz:

So before we go on, let me make sure we have this straight.  You’ve defined justice as fairness; pointed out the multiple values that might have to be weighed to determine what might be considered fairest in a particular situation; and distinguished between distributive and procedural justice. Then, to explain how ethical conflicts arise in health care allocation decisions, you presented areas where beliefs and values come into conflict.  Examples given were conflict in stakeholder goals, and lack of agreement on what constitutes basic services.

It is clear that the ethics literature on justice is extensive, and that justice is a complex and value-laden principle, ripe for ethical analysis. Are there any other fundamentals we need to discuss?

Mr. Walton:
Yes.  An additional way to think about justice as fairness is to test whether decision makers have ensured impartiality in designing an ethically justifiable policy for the allocation of resources.  Ethicists have identified a few tests. One way is discussed in the publication by the Canadian Provincial Health Ethics Network titled "Ethics and Health Resource Allocation: A Primer for Policy Makers". Termed the ‘prudent insurer’ test, it says that if you cut a pie into pieces, and you are prepared to take any piece that comes to you, you have cut the pie fairly.  Another way to test the fairness of a decision that is discussed extensively in the literature is what the author Rawls originally described as the ‘veil of ignorance’. It is an attempt to eliminate bias. Fairness is achieved when the decision maker develops and applies consistent and generalizable rules, as if they were behind ‘a veil of ignorance’, ignorant of personal attributes and status in society.  For example, when we think about the principles of justice that should guide decision making, we should try to be blind to our particular circumstances and come up with principles that would be fair to all, including the least well off. For instance, you may actually be a physician, with high status and influence and a robust income.  If you are making allocation decisions behind the ‘veil of ignorance’ – because “justice is blind” -- you try to decide the allocation that will be fair from any point of view – including the point of view of someone with low socio-economic status and influence.
Dr. Berkowitz:

The prudent insurer test and the veil of ignorance are helpful strategies to keep in mind, Mr. Walton. Before we move from the theoretical to the practical and begin to think about a framework for analyzing concrete ethics concerns, such as the MRSA example with which we began, let’s return to the ethical conflicts suggested by the Ethics Center definition of the domain of ethical practices in resource allocation.

Conflicts can occur when decision-makers are faced with decisions regarding the welfare of individual patients, but within a context where the welfare of the group or population of patients is also important. Should they favor a macroallocation population-based approach to benefit (for example, what is best for all of the veterans they serve?), or a microallocation approach, favoring benefit to individual patient? Ethical tension occurs for clinicians when they shift back and forth between what party or parties they are trying to benefit and when benefit to the individual and the group don’t correspond.

Ms. Chanko, could you elaborate?

Ms. Chanko:

The patient/provider relationship is heavily weighted toward respecting the best interests of the individual patient. It is guided by the fiduciary relationship that binds a physician to their patient. This fiduciary duty of a health care professional is to promote the welfare and well-being of their patients and to look out for their interests, even when those interests conflict with others’ interests. 

Society and health care institutions obviously are concerned with every patient, but by contrast, seek to do the maximum good for the maximum number of patients.  The job of management is to reconcile conflicting interests to arrive at consensus. On a macro-level, where decisions are based on populations, not individuals, there is tension between the needs of different groups and the programs and services that support them. Also, ethical tension does arise because the moral character of an institution, or society as a whole, is at least partly judged by the way it treats its weakest members.

Resource allocation ethical dilemmas often arise at the confluence of micro and macroallocation. The values and perspectives of the different stakeholders are different and at times conflict. The obligation to be stewards of institutional resources, to control costs, may inevitably conflict with duty to individual patients who may have needs for expensive treatments. A clinician can feel that his obligation is to focus on the individual patient, rather than on how institutional resources are allocated. 

 

A manager looks at cost-effective allocation of resources across a population of patients.  A clinician, on the other hand, thinks about autonomy, beneficence, non-maleficence and justice, within a system that values the decisional autonomy of the individual patient and the professional judgment of the provider. In a VA study by Foglia, et al, published in 2007, clinicians were more critical than managers of a health care institution's allocation processes across programs and services, and the impact of resource decisions on patient care.  

In short, we need to ask how to reconcile individual patient centered care with trying to care for all patients. 

Dr. Berkowitz:

Thank you, Barbara. So Ben laid the groundwork with his discussion of fairness and sources of conflict, namely conflicting stakeholder goals and lack of agreement on what constitutes basic services. You have also introduced us to different perspectives from which decisions about resource allocation will be made and shown how conflicts arise at the intersection of macro- and microallocation.  Now how do we move from the theoretical to the practical?

At this point in our discussion, building on others’ work, we will consider factors to think about as we begin to formulate a framework that a health care ethicist and others might use to evaluate resource allocation dilemmas.   These can be difficult analyses. Judging from experience, and reinforced by ECWeb data of ethics consultation experience across VHA, an ethics consultation service is much more used to answering questions in the ethical domains of shared decision making with patients, practices in end-of-life care, patient privacy and confidentiality and professionalism in patient care.  Experience is more limited in evaluating questions about ethical practices in resource allocation, business and management, government service and everyday workplace.  

Mr. Walton:
That’s right Ken.  Considering that many ethics consultation services have limited, or no, experience analyzing resource allocation questions directly, there can be the feeling of intimidation, or of working in a vacuum. 

Ms. Chanko:

The good news is that ethics consultation services are not working in a vacuum any longer.  Among other things, IntegratedEthics is designed to improve processes needed for setting priorities and allocating limited resources.  Most germane to today’s discussion is that resource allocation is recognized as a domain of ethics in health care that can be approached at all levels of the organization. Each facility’s Ethics Consultation Service should be able to use the CASES approach to answer specific questions about what choices are ethically justifiable in a given circumstance. The facility’s Preventive Ethics team and the ISSUES approach should be used when ethics quality gaps between sound resource allocation practices and current practice are evident. And finally, the Leadership function aims to ensure that leaders use an ethical decision-making process when making decisions that have a significant ethics component.

Dr. Berkowitz:

So, each IntegratedEthics component, Ethics Consultation, Preventive Ethics and Ethical Leadership, provides tools so that different folks can come to the task of resource allocation.  Ethical decision-making requires that leaders identify decisions that raise ethical concerns, that they address ethical decisions systematically, and that they explain their decisions. 
Ben, if you were a member of the MRSA work group, how would you go about ensuring that an ethically sound process was used to help the facility meet the goal to minimize transmission of MRSA? 

Mr. Walton:
As described in the Ethical Leadership Primer, practicing ethical decision making requires rigorous identification and analysis of ethical values. I would advise that the process be:

Informed 
Participatory
Values-based
Beneficial 
Systems-focused
Reasonable

To do this I would ask the following questions;

What types of information does the group need to make an informed decision? In order for a resource allocation decision to be ethical, it must be well informed.  For example, we would need to know if there is a problem with current practice, which is hand-washing between patients and once daily room cleaning when the clinic is closed. We would also want to know what evidence there is, if any, that the proposed new practice would make a significant difference in the quality of patient care.  Has this practice been implemented by other health care systems, and if so, what was their experience?   

Second, I would ask, who should be involved in the decision?  Where possible, value-laden decisions should be participatory, and include individuals who have a stake in the outcome.  For example, I would include staff from Environmental Management Service, Infectious Diseases, Infection Control, the Administrative Officer for the clinics, etc.

Third, I would ask, what values are at stake in this decision? Ethical decisions are values-based decisions.  It’s often helpful to be explicit about what organizational and social values are being weighed in an ethical decision.  For example, the workgroup in their discussion identified the values of safety (of patients), diligence (toward infection control), and stewardship (of institutional resources), but there may be others.

Fourth, I would ask, what are the short and long term consequences? Ethical decision making requires a weighing of consequences, both positive and negative, to ensure that the benefits of the decision outweigh potential harms.  For example, the proposal would either require more exam rooms or longer clinic hours to serve the same number of patients, or result in fewer appointment slots and thus serve fewer patients.

Fifth, I would ask, what, if any, underlying systems issues are causing or contributing to the ethical concern?  An ethical decision making process considers not only the case at hand, but also considers similar cases, and how the current case is similar or different from other past and future case.  Ideally, an ethical decision establishes a good precedent for the future and prevents the recurrence of similar ethical problems.  In this case, I would ask whether the proposed new practice would establish a good precedent for managing similar cases in the future. For example, do we want to establish a precedent for implementing new procedures that have not been tested in the community?
Sixth, I would consider, how would this decision look to an outsider?  Specifically, how will the decision that is ultimately arrived at be perceived by staff and others not on the MRSA workgroup? For example, how will this be explained to patients, some of whom might find it harder to get an appointment if fewer patients can be seen every day because more time is needed to clean the rooms?

To check the quality of the ethical decision-making process in relation to the desired attributes of the process, leaders should ask themselves the questions in the “Quality Check” that we discussed earlier.

Finally, leaders need to explain the decision.  Practicing ethical decision making requires that decisions be transparent to those affected by them. Leaders should explain to the individuals who have a stake in an ethical decision both the process used to make the decision and the reasons why certain options were chosen over others. Even people who disagree with a decision will be more likely to accept it if they perceive the decision-making process as fair and understand the rationale behind the decision. Willingness to stand by decisions by explaining the rationale also signals moral courage and integrity.

Dr. Berkowitz:

Thank you, Ben.  That was a quick review of how the Ethical Leadership function of IntegratedEthics can improve ethics quality by assuring ethical decision making. Now, let me sum up our discussion of the ethical considerations in resource allocation.

VHA as a system has strong systematic practices and policies in place to generally protect and balance the interests of all parties in a fair process when making allocation decisions.  For example VA’s Uniform Benefit Package, VA’s formulary, consistent criteria for health benefits eligibility and VERA take into account principles of fairness and justice as well as responsible stewardship. Clinicians likewise are well equipped by their fiduciary relationship and by standards of good medical and nursing practice to protect and balance the interests of individual patients.  What is not so well established is how competing interests are balanced for specific decisions. It is our expectation that ethics dilemmas will arise within VHA where micro and macroallocation decisions cross paths and where substantive principles of just distribution conflict. In those situations, ethical analysis of the specific circumstances should help. 

Ben, since you are concluding your detail with the Center this Friday, I’d like to give you a chance to add any comments you may have.

Mr. Walton:

I started this project relatively uninformed about the domain of resource allocation.  Coincidentally, our local ethics committee tackled a consult that was started prior to my coming to New York that was at least in part a resource allocation question.  Looking back it’s interesting to see how my thinking changed as I exposed myself to literature on the topic. In preparing for this NET call I came across much well written work on the subject. Some authors have created frameworks that are practical and systematic and lend themselves to use by health care ethicists in analyses of resource allocation ethical questions.  Based on that experience, I encourage all the health care consultants participating in this call to read the literature – perhaps start by reading some of the references for today’s call or some of the references from the annotated bibliography that will accompany the follow-up materials to this call. Quoting Barbara Chanko here at the National Ethics Center, reading is fundamental, thinking is required.

MODERATED DISCUSSION
May 27, 2009, National Ethics Teleconference Call,

“Ethical Considerations for Resource Allocation in Health Care”

Dr. Berkowitz: 

Today was a start. A reassertion not only that the domain of ethical practices in resource allocation is an important part of health care ethics, but also an overview that we hope will encourage you that involving ethics in resource allocation decisions can provide practical help. We encourage you to get involved in these ethics rich discussions – not avoid them. Yes, you will have to do some hard work, perhaps beginning with some background reading, but remember that we at the Ethics Center will do our best to support you if you reach out to us.

Now, I’d like to hear if our audience has any responses to anything that we’ve said, or any questions about the ethical issues that arise in the resource allocation domain. 

Ms. Wishner, Long Beach:
I’d like to request a resource for that Canadian Primer on ethics allocation for policy makers.
Dr. Berkowitz:
Sure, absolutely.  We’ll have that in the follow-up e-mail as one of our references, and we’ll include that in our annotated bibliography with the web address.  
Ms. Morrell, Northern California Healthcare System:
What occurred to me as I was listening to the excellent presentation is that, in the 70’s, we made great efforts at resource allocation within our communities, on boards that were particularly appointed to do so.  At the time, we focused on how to manage the expenses of, let’s say, CT scanners:  for example, which offices could or could not have such medical equipment.  Then there was the development of dialysis, and we asked who should and who shouldn’t have dialysis and on and on it went.   I never really saw these efforts at resource allocation become that effective. I actually saw people blatantly say, “Well, that’s nice, but I’m going buy a CT scanner for my doctor’s office.” 

I’d be interested in how you see this approach really enacted and effective.  When it comes down to dollars and cents and to value systems, people seem to feel like they have to act on their beliefs and values, despite the bigger effort to have a more global approach to how we allocate resources. 
Dr. Berkowitz:
I think you point out one thing that I’ve been thinking about. I’ll try to make an analogy.  VA has a wonderful formulary system and that’s one of the ways that we manage not only quality of care, but also cost. However, there are still times when a clinician, based, I hope, on what they feel is the best care for their patient, wants to request a non-formulary drug.  So there always has to be an appeals mechanism for a system, based on quality of care or the needs of an individual patient. Now the example that you gave, Carole, I think was not in a managed system, if you will. It was in the overall society where people, I think if I heard you correctly, could take it upon themselves to bear the individual burden of getting things that were outside of what was recommended from a macroallocation standpoint.  Is that right? 
Ms. Morrell: 
That is correct.  Some of it was private; some of it was within the community or even nationally.  And I just didn’t see these efforts as really ultimately effective, but I do like your example of the formulary because I do see that working, definitely. 
Dr. Berkowitz:  
Again, I think that’s the advantage of a system like ours, because it is a closed system.  Although at times it subjects providers to what they feel like is oversight, that oversight, if it’s transparent and it’s fair and is driven by the proper motivation, in the long run really is good.   I think your comments suggest a question about transparency.  How transparent were those recommendations, how transparent were those decisions?  Did everyone really understand them, at the time when they seemingly, according to you, were flaunting their disregard for them?  What was that disregard really based on? I think that’s really a question about if you are having a system where things don’t seem to be working, you can start to look back not only at the decisions themselves, but also at the transparency and the understanding of everyone involved, and I think a lot of times that can create buy-in.  
I don’t know whether Mary Beth or Ashby or Ellen or anyone else is on the line with more understanding of resource allocation than I have that wants to comment further. 
Dr. Sharpe, Ethics Center:
This is Ashby Sharpe at the Washington Office of the National Center for Ethics.  I was curious, Carole, when you say that it didn’t work, what would it have looked like if it had worked, from your point of view – the different committees making determinations about how resources should be allocated? 
Ms. Morrell:
As I described above, we would have a plan for how to distribute CT scanners, that there should only be so many in a community.  In fact, that did not happen, and what I actually saw was that this doctor’s office disregarded that guideline and went and purchased a CT scanner for their office. And I just thought, well, so much for this process.  
Dr. Sharpe: 
Thank you for clarifying that. Yes, I think you’re talking about what was then community needs assessment and it was intended to go along with the implementation of DRGs, diagnostic related groups, but anyway I think these challenges continue even in closed systems.  Apparently the British Health Care System  continues to have difficulties, where there have been decisions made about how many resources will be dedicated to particular services or types of care or to people at the end of life.  The article was about how much it’s worth to keep someone alive for one year if they have a cancer diagnosis.  What they have found is that even with very clear established guidelines, no one is willing to accept the limits that are placed when somebody is an identifiable patient who will suffer because of cost containment limits.
That is evidence of how the “rule of rescue” seems to dominate our thinking when push comes to shove and for all of the right reasons, we want to help somebody to live out their full potential, but this is not conforming to the real cost of a capped budget or a closed budget for health care.  
I think that the Oregon plan for trying to limit Medicaid costs was the best effort in this country to rationalize a process through a stakeholder process that would identify the types of service that would be made available within the global budget for that state. And even there, they are finding it very difficult to stay within the boundaries that they’ve established. So, it continues to be such a challenging issue.  That’s why Ken and Ben and others laid out the importance of an open, accountable process, so that you can make apparent your defense of your decision so that it makes it easier for people to understand how you got where you got to, and for you to justify that.  I think your concerns are shared by a lot of people who see that strict guidelines aren’t followed for a lot of complicated reasons. 
Dr. Berkowitz:
Thank you, Ashby and Carole.  Hopefully that provides you with some food for thought.  The term “rule of rescue” helps me think about why I sense the tension between applying the macro decision to the micro patient. I’d like to ask if there are any other listeners on the call who have points they want to make, or reactions to what we’ve laid out about how IntegratedEthics can provide useful resources or processes to help you think through your resource allocation decisions.  Anyone else?  
Mr. John, Boise, ID:
This is Tom John, way up in the corner of VISN 20; I’m the Quality Assurance  Manager here.  That “rule of rescue” concept is really important when you look at it and as it’s actually happening in real life.  In fact, it just came up here today.  It’s like the macro level really lags behind the micro, because the micro is so immediate, it is always with us. 
I was in a Falls Prevention and Improvement meeting, and we were talking about low beds, and the group was talking about their costs; certain beds that we were looking at were $14,000.  We would need as many as we currently have high-risk fall patients in the hospital, so it’s not that many, but everybody said “oh, that’s really expensive.”  But then earlier in the day, I was sitting around another table and there was this patient with an immediate need, and they want to move him from point A to point B, and it’s going to cost thousands of dollars.  And although everybody acknowledges that it’s a lot of money, it’s not like there is ever a sense of “we can’t do that.”   But with the low bed, when you are looking at something in the future that isn’t there yet, it’s not immediate, it’s macro, you’re more inclined to say, “oh gosh, we can’t spend that much,” and yet, it’s kind of irrational because the bed is going to cost as much as this one trip for this patient, and you put the patient in the bed, and there’s all this research that shows how it can really prevent falls.  It just seems again like the macro part is way back lagging behind the curve in terms of what the immediate needs are every day. 
Dr. Berkowitz:
And again, it’s important when faced with a decision like that to be really rigorous about wearing your “ethics hat,” :  that is, to encourage the people involved to identify the values and to make sure that their processes of deliberation are fully informed; participatory; involve the right people; and are values based.  Beyond that, they need to understand what values are at stake; focus on the potential benefit of the decision; think about the systemic implications; and determine that the outcome really is reasonable.  This at least gives you a framework for helping think through those decisions and for avoiding some of those visceral responses which don’t always lead to the most justifiable, generalizable, decision.  Great example, Tom.
Mr. Latimer, Madison, WIS: 
I had an allocation question related to VHA’s transplantation procedures.  Is this being thought about in regards to second transplants? Is this argument or this position part of the decision about people coming up for second transplants? 
Dr. Berkowitz: 
I think it’s an interesting question, Tim.  Unless there’s someone from the Transplant Program Office on the line, I wouldn’t want to speculate about that.  If you shoot us off an e-mail, we can try to find out about anything specific you’re thinking about, but my answer right now is as far as I know, I don’t know. 
Mr. Latimer:
All right, I will.  Thank you.  
Caller:
One of the things that I was listening to and really, really impressed by was the idea of transparency. I know that in the public sector we have a managed care system about resource allocation, but it’s pretty much being done by insurance companies.  We really don’t have that much control over or even oversight, and it can cause ethical problems as far as I’m concerned. So I’m glad that we have a closed system in the VHA, with transparency as one of the paramount values when it comes to evaluating resource allocation decisions. 
Dr. Berkowitz:
And I think with transparency comes accountability.  So I think that’s sort of a double bonus for transparency.  Portland?
Chaplain Wickham, Portland, OR:
This is Father Wickam.  I’m one of the chaplains for the Liver Transplant Program here.  We have retransplanted VA patients here; each case is taken on a case by case basis because the reason for second transplants has to be examined thoroughly.  If we do a second transplant, we have to ask whether this is going to help or if we are going to run into the same problem that happened with the first transplant, some form of rejection for whatever reasons.  As far as the financial costs, that’s not part of my service.  But we have done retransplants for some patients, not every, but some. In each case, as I said, it was taken on an individual basis.
Dr. Berkowitz:
Thank you for adding that. We have a few minutes left.  We can either open the discussion to other ethics topics from the field, or if you want, we can continue this discussion on resource allocation for the last few minutes. 

Dr. Osborne, Portland, OR: 
This is Molly Osborne; I’m the IntegratedEthics Program Officer here. I have a question about resource allocation, particularly how we in our facility should evaluate our interventions.  We have a VISN-wide Preventive Ethics ISSUE Cycle that will deal with education about how funds flow from the national to the VISN to the facility; I think that that will work very well.  In our own facility, we are having trouble with our resource allocation information, deciding exactly how we should intervene educationally and more importantly, how to evaluate it once we’ve done that, whether we should have focus groups, town halls, etc.  Do others in the field or nationally have ideas about the best way for us to proceed at our individual facility in identifying what resource allocation means to our various subgroups and how to evaluate interventions? 
Dr. Berkowitz:   
Is your question how to evaluate possible options against each other or how to evaluate decisions once they’ve been made? 
Dr. Osborne: 
It is really to evaluate, say a Preventive Ethics ISSUE, where we decide we’re going to do either focus groups, or pro-clarity cube sub-analyses to find out what kind of resource allocation issues drove the responses at our facility.  We’re trying to figure out how to do that and welcome input.  More importantly, once we’ve identified several approaches to take, how should we analyze our success?  Obviously one way is to wait for the next IESS, which we will do, and hope to see some improvements.  
Dr. Berkowitz:
So you’re thinking about how to analyze the results of your IntegratedEthics Staff Survey?
Dr. Osborne:
Yes.
Ms. Chanko, Ethics Center: 


Hi, this is Barbara.  I think that many facilities are trying to put out information about how funds flow from Congress to VA to VHA to the VISNs, to the facilities, to the services.  I think that that’s a great start in having people have some understanding and awareness of the process. In terms of the IESS, you can use the pro-clarity cube and you can drill down, you might be able to find out information about which staff in your facility responded in a less than desirable way and then again, as you suggested, you might want to do focus groups. 
I think that as you use the Preventive Ethics materials and the ISSUES cycle, you would want to look at strategies for improving staff understanding, if that’s the concern, or improving staff participation in resource allocation decisions, if that turns out to be a concern, and then you would select a strategy that would aim at making an improvement, closing the gap.  In selecting the strategy, you would need to identify something that you could measure and then measure it after the fact.  Of course, as you suggest, when we have a repeat IntegratedEthics Staff Survey, you might see some improvement in those areas.  
If you have specific questions, you may want to contact Mary Beth Foglia or Robin Cook, they’re both in our Seattle Office, and they’re working on Preventive Ethics, and especially on the IntegratedEthics Staff Survey roll out.
Dr. Berkowitz:
Molly, since this is a question that I think has such general interest to most IntegratedEthics Program Officers, I’m going to suggest to the group that works on Technical Assistance calls for Integrated Program Officers that they can get into that in a little more detail in one of our future calls. So I’ll make that referral.  
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Dr. Berkowitz:

Now, I’d like to hear if our audience has any responses to anything that we’ve said, or any questions about the ethical issues that arise in the resource allocation domain. 

Chaplain Grodsky, West Palm Beach, FLA: 

I’m the chaplain and co-chair of the Ethics Committee with Ben at West Palm Beach and I have a point I would like to offer for discussion.  First of all, from a root biblical basis, the idea of fairness or how to determine fairness doesn’t really exist biblically. However, the idea of justice, more from a macro level, is prevalent from a biblical basis.  The idea of fairness or justice is not really that important in essential economics:  what is discussed are variables related to a utility curve perspective.  What is important, and is discussed, is “equitability.”  Rather than the idea of what is “equal” being important, because there’s not any real basis in our society for this sort of discussion, we should be thinking perhaps in terms of what is “equitable” and what is “not equitable.” And that would be helpful in the educational process for both management and individuals involved in ethics decisions. 

Dr. Berkowitz:

Tell me a little bit more what you mean by “equitable,” or how do others understand this term?

Chaplain Grodsky:

Well, there you go.  Well, “equitable” is what’s fair in a proportional basis, for all parties concerned. In other words, where is the dynamic for individuals who need health care, let’s say, and the management aspect of all this?  And thus you would have to create a model for factoring all that in; there is no ideal model.

Dr. Owen, Ethics Center:

This is Susan in New York.  I wonder if Dr. Foglia is on the line.  I know that we’ve discussed in the past, Mary Beth, your view that it’s difficult to talk about “impartiality.”  I wonder whether your concerns about how difficult it is to talk about impartiality might dovetail with Chaplain Grodsky’s concerns that it is difficult to talk about what counts as “fairness” and “justice.”

Dr. Foglia, Ethics Center:

This concept of “impartiality” implies that any of us can really think about or see or judge from above, so to speak.  I think the alternative to that is talking about the participation of many different stakeholders in this process.  In order to really clarify what fairness looks like, what constitutes fairness, we need to know what different views different stakeholders have.  And so that’s where, in terms of the allocation of resources, one thing that becomes important is ensuring that part of this process identifies who are the major stakeholders, whether it’s the veterans, whether it’s line staff, whether it’s different sources of management, and it’s actually all of these.  We then basically need to elicit the points of view of these various stakeholders in making the decision and we need to look explicitly at alternatives, identifying the consequences, both positive and negative of each of the alternatives in the short and long run.  Part of that process is then also identifying what stakeholders are going to benefit, what stakeholders are harmed, and again, giving explicit attention to whether any stakeholder group is either disproportionately advantaged or disadvantaged. And so, when selecting an alternative, then, beyond looking at all stakeholder groups, you’re really coming down to, is all things being equal, which of the decisions is likely to confer the greatest benefit, and all things being equal, which alternative best protects your core institutional values and the ethical principles that are at stake?  

There isn’t always an optimal solution.  And at the end of the day, we also need to look at whether there were any negative unintended consequences which resulted from the decision.   And part of what we found in our paper was that, particularly for line staff, there was a lot of feeling that decisions were made without looking at the possible systems effects – so if decisions were made in primary care, not recognizing explicitly the degree to which there were downstream effects in terms of what happened in the emergency department.  So that brings us back to why, at it’s heart, the process of looking at allocating resources needs to include a variety of stakeholders. 

Dr. Berkowitz:  

Relating Mary Beth’s comments to Chaplain Grodsky’s concerns:  In order to have equitability or justice, we need to make sure that all stakeholders’ perspectives are understood, so that we can predict the consequences for all involved parties.  And then, in order to come up with what is hopefully the best solution among the options, we need to think about which decision fits best with our core institutional values.  So does that help, Chaplain Grodsky, with your understanding, with your question about equitability?  

Chaplain Grodsky:

Yes, your response certainly does help.  I think we’re talking about the same thing, although we may be using different language.  But I think the term “equitability” has a lot of meaning in economics and I think it’s a good term to apply here.  

Dr. Foglia: 

Oftentimes, there is this core set of values that are looked at, for example, equity, efficiency, equality, and that sort of thing.  One of the main reasons that it is so important to have some process in place is that although all these values sound good on paper, all of them involve some trade-offs.  And so, for example, if as you’re suggesting, maybe equity is preeminent, then part of the process where ethics consultants should be involved  is to look at the words that we are using and what they mean, and making sure that when we’re saying that equity is important, that we are really not privileging efficiency over all other values.  If we are, then we need to be very explicit about it.  And again, this is a major role of the ethics consultant to play because they can look at what are the values behind the decisions or the alternatives.  And in fact, even though we say that equity, efficiency, equality, and the veteran’s best interest are preeminent, how do those values get weighed and valued, and is one actually privileged over another, and is that ethically justifiable?  Both of our papers say that there’s a need for explicit ethics participation in this process.   

Chaplain Grodsky:

That’s very helpful, thank you.   

Dr. Berkowitz:

Let me try to give you a specific example that might stimulate some more discussion.  Recently, we’ve been thinking about what to advise people when they receive conflicting guidance regarding what types of personal protective equipment should be worn or used when caring for patients with H1 N1 flu. And it rapidly became obvious that the national guidelines from the CDC and from Health and Human Services, and then tacitly from VA, were based on scientifically proven lines of thinking that we should be most conservative and recommend that everyone use the more expensive N95 respirators because there was no evidence that they weren’t necessary. And many states have taken the other tact and they recommend that people use regular surgical masks when caring for H1 N1 patients, until evidence becomes available that those masks are inadequate. 

So, there are two different lines of reasoning here.  It’s difficult from a resource allocation perspective to advocate for one strategy or another, without knowing if you opt for the more expensive mask, exactly what other things aren’t going to be funded.  So it’s a little bit abstract, and when you don’t have the concrete balance to weigh, then you have to fall back on values.  VA and the federal officials have chosen the values of safety and protecting their staff, promoting a scientifically more prudent atmosphere until there is evidence that it would be safe to lower the standards.  But we did think it was very interesting that many other jurisdictions have gone the other way, saying money is in general scarce; until there’s evidence that people will be harmed by using the less expensive mask, those other places have advocated for that based on an absence of evidence that the higher level of protection is necessary.  And then VA’s core values here are safety, quality, protection of staff and others and they outweighed any efficiencies that they might have been tempted to jump at.  I think that’s an example of where the values really drove the decision in the absence of other ways to think about it.   

Dr. Owen:

To tie that in to what Mary Beth was saying that you have to look at the unintended consequences:   It’s possible that, broadening beyond those values, if we were to find out that as a result of opting for the higher standard, we saw downstream negative effects on what could be provided in other parts of the hospital, this might perhaps alter the decision that was made. Again, it’s just hypothetical, but in order to make a complete decision, we would probably need to weigh these decisions about type of masks used in terms of the long-term consequences.  

I wanted to shift the focus in another direction. I had the opportunity to talk with a few people the last few days who would not only maybe have questions and concerns about resource allocation, but who in their own facilities or their own VISNs are trying to make contributions to developing locally the types of processes that we’ve been talking about today.  I wonder if any of those people are on the line, and might want to share with the wider group what’s been going on in their facilities.  

Dr. Hartney, Augusta, GA: 

I want to thank you both for today, as well as for last month.  I’ve listened and viewed these presentations through the myopic lenses of what I think happens with every medical center for cost savings initiatives for pharmacy management.  We started looking at things here, due to questions that came up about down-stream consequences. But I think for all of us, somehow the VISN establishes or identifies goals for costs of medications that are on the formulary for classes of agents.  How that ethically is done, or clinically determined, I’m really not sure, but everybody gets report cards that are color-coded red or green, depending upon how your facility fulfills the costs for these medications. And in the era of transparency and ethical principles, they come out to me just as mandates; I don’t see discussion or negotiating room for medical centers to provide feedback.  I think it’s an expectation for performance.  And there may or may not be performance measures associated with it.  Facilities take action on them, and then the clinicians or the primary care providers or the patients receive the benefit, or the consequences of the action, especially if the outcome is such that a medicine that they were previously stable on has now been changed for something that’s maybe a generic substitution or some other medication class that’s a little bit cheaper than what they were using before.  


Our Preventive Ethics people first looked into this because of issues that came to them; the Ethics Consultation people looked into it in terms of the non-case consultation process; and it was all brought before the IntegratedEthics Council for everybody’s awareness.  They’re also trying to get senior leadership to look at how all this is actually done locally in terms of Pharmacy Benefits Management Committee actions, consultations with local resident experts about medication classes, indications for use, and things like that.  I’ve felt like this is probably a national issue.  It’s probably not just a local one, but when you talk about distributive justice, I think we all agree that there’s a fixed pot of money for pharmacy management throughout the VA that’s distributed.  However, when we talk about procedural justice, it sounds like there are probably lots of areas where our ethical principles can be adhered to that can help keep everybody informed and aware, and also help keep the patients involved in maintaining the integrity of the provider/patient interface that is really making the decision for what class of medicines somebody should be on or should not be on. 

Dr. Berkowitz:  

Thank you, Tom, for bringing up that excellent example.  It’s very gratifying for me to hear you talk about how the different functions of IntegratedEthics, Preventive Ethics, Ethics Consultation, Ethical Leadership, and the structure with the Council were helpful in how your facility approached some of these problems, and I hope it resulted in some practical thinking. One thing I’d like to point out in this area is that VA’s policy is crystal clear that pharmacy decisions are never to be made solely based on a cost basis alone. 

So if you sense that cost (which is an important focus, as you said, we only have one fixed pot of money, so I don’t mean to trivialize it) is becoming disproportionately advantaged over the other values that we’re thinking about, then I think you have a good strong basis to step back and say, look, this isn’t how we’re supposed to be working in this area.  Cost is not supposed to be the main driver here. It’s cost in addition to clinical and down-stream consequences, and certainly just the performance expectations are not supposed to be the drivers if there are untoward consequences there.  

Dr. Foglia:

And I wanted to add a little exclamation point to what you said, Dr. Hartney, because it has come through loud and clear, both in terms of the IntegratedEthics Staff Survey, but also in this other qualitative study that we did:  that is, an overwhelming number of staff members perceive that the reasoning behind these important decisions is not explained. A core element of procedural justice is that when important decisions are made, there’s an explanation for it.  That sounds like something that you’re also suggesting:  that these decisions are made, but there’s not really a potential understanding of the decision-making process, the reasoning isn’t explained, we’re not sure, but there may be limited input by clinicians. So those are all, in terms of the process, the procedural aspects of how these decisions are made, that as you’ve already identified, could certainly use some shoring up. 

I also wanted to just very quickly point out that in our qualitative study, it was interesting because our managers, our leaders, by and large, thought that one of the challenges they faced was that they wanted to include key facility stakeholders, in terms of input into decision-making, but they didn’t know how to do it.  So at least in terms of what we found, there seems to be a desire to develop a better process, but there’s some lack of understanding about how they can go about doing that.  

Dr. Berkowitz:
Thank you, Mary Beth.  Anyone else have any comments at this time or questions?

Mr. Day, Washington, DC:

It’s interesting because a few months ago, I raised at one of our IntegratedEthics VISN Board Meetings the issue about formulary, which had been brought to me by a physician.  I think by and large my experience in this institution has been that physicians take patient’s welfare very seriously, as they should, and try to work as best they can with the formulary and justify requests for things that are not on the formulary when they feel that it is going to be more beneficial to the patient. But one issue that I did raise at the meeting was the idea that some physicians talked to me about some elderly patients who are taking multiple medicines, and many times a partner or spouse also has health issues and the transition to other meds can be very complicated.  In the long run, there is sometimes a fear that patient’s welfare, compliance, whatever, is made much more difficult through repeated type of these changes, sometimes they have to split pills and things of that nature.  I guess in terms of procedure, the issue is:  how much are these various circumstances factored in when these formulary decisions are made, and do we know this? 

Dr. Berkowitz:

I certainly hope that those things are factored in; they should be.  In terms of the fundamental tenet reviewed by Mary Beth, the decision should be reviewed from the perspective of all stakeholders.   What would the consequences for everyone be, since there are other costs, other than just the cost of the medicine, including resources involved concerning education about a switch?  So I certainly hope that all of these other factors, although they’re a little bit more intangible than how much one preparation costs over another, are factored in.  Without this, I think the decision becomes much less justifiable.  

I know that a lot of people out in Pennsylvania have been having a lot of discussions over the past couple of weeks about resource allocation.  And I don’t know whether anyone from VISN 4 has anything to bring up or relate to what they have been thinking about. 

Dr. Holmes:  

Two issues that concern me:  Is it possible that we need to deal with the issue of abandonment by physicians within the VA?  How do we cope with the Senators and the Representatives who put pressure on the VA? 

Dr. Berkowitz:   

It seems that Dr. Holmes stepped off the line; I’m not quite sure what she meant by “abandonment,” or specifically what she wanted us to address in how we deal with outside forces on our system.  Certainly outside forces affect us, and when we think about stakeholders and consequences, we have to think very broadly about whose really at the table, and about perceptions and mission.  So outside forces are real, but I hope that they don’t ever drive our system away from our core mission and our core institutional values. 

Dr. Foglia:

And I think what it does sometimes suggest, and this is from one of our papers as well, is that even though it’s always rosier at the top, in the sense that leaders may think that things are going swimmingly when staff may or may not share that perception, it does cause us in some sense to give senior leaders a bit of a charitable read.  Many of the senior leaders that we interviewed talked explicitly about the duress that they experienced as a result of Congress and members of the Executive Branch being one of the stakeholder groups.  One manager said that it added complexity, politicization, and duress to the process of distributing resources, and another manager said, which I thought was an interesting quote, “we’re located at the crossroads of pressure from multiple interest groups and often competing agendas.”  So, despite this, at least in our sample, there was and is still a commitment to trying to figure out better ways of getting feedback into the system, especially from line staff.  

Dr. Berkowitz: 


I do think another way to think of how outside forces are affecting VA with resource allocation that is a positive move that has either happened or is happening, is for us to be funded on a multi-year basis, beginning now with the new administration. And I think that will give us a much better opportunity to plan, to know what our resource expectations would be on a more realistic basis from year to year.  So I think that outside forces are not always negative, as Mary Beth said, and with the example that I pointed out, responsiveness is there, and sometimes those outside forces can actually create positive movement and can help us with our resource allocation decisions.  

Dr. Holmes is back on the line.  Can you tell me more what you mean by “abandonment”? 

Dr. Holmes:

I have in mind when the physician says, “I’ll no longer treat you,” or the VA says “I’m sorry, you don’t qualify,” and then we get into the cost factor and so forth.  The second question:  at least, in my experience, it’s been calls from the Senator’s office, or the representative’s office, saying, “I have had a call from patient so and so, and you people aren’t taking care of him as I think you should.  Now, those are just issues that I think relate to the very topic of resource allocation that we’re talking about. 

Dr. Berkowitz:

With respect to your specific question about outside forces, we talked a lot about that while you were off the line, so, after the call, we can either go over it with you or you can refer to the summary.  I found that even though there is a feeling of pressure when there’s an outside call for information, that if you stick to your guns, and if you make your argument(s) based on your well-informed facts and substantiated by your core values, that the processes in IntegratedEthics will help you develop logical arguments and lines of reasoning.  By following clear processes, you can more easily explain to people the reasons behind your decision; I’ve very, very rarely, in fact, never actually had a problem with having a well-thought out decision being accepted. 

So, it takes a little courage and takes some organization, but I think that sticking to your lines of reasoning when dealing with outside forces usually is very rewarding. 

Dr. Holmes:

Thank you very much.  I don’t want to continue to occupy the time, but I just thought there were two issues that some time we would look at, but you helped me on the latter.  I think that you have to be a good listener to those people from Congress.  

Dr. Berkowitz:

Yes.  And I think in terms of abandonment,  that I hope we don’t abandon people, and I think that we all live in shifting environments, and if there are times when rules change, we have to be transparent, and make sure that we are interpreting the rules the way they are.  Fundamentally non-abandonment is ethically desirable, so we have to find ways to do things without abandoning our patients  

Dr. Holmes:

Thank you very much.  I appreciate your response. 

Dr. Foglia:

I think that this points out again how the IntegratedEthics infrastructure is empowering, in terms of making change and contributing to principled change.  Besides of course in addition to the core functions of Ethics Consultation and Preventive Ethics and Ethical Leadership, there is the IntegratedEthics Facility Council, which brings together a lot of thoughtful people to ensure that there’s broad representation on the issues and that there are a lot of minds focusing on certain problems.  Also, as it’s developing, there is the IntegratedEthics Advisory Board at the VISN level. So over time, I think this infrastructure can and will really contribute significantly to some of these vexing problems. 

Dr. Berkowitz:

Thanks, Mary Beth. Anyone else on the line have a question or comment? We have a few more minutes, and we can either take other comments on this topic, or I can open it up at this point to our “From the Field” section.  This is where you’ll have the opportunity to bring up other ethics concerns that are on your mind and might not be related to resource allocation.  So, any questions “From the Field” or on resource allocation as we wind down our time?  

Is anyone from VISN 4 on, Ray Rounds or Rose Woodward, anyone who wants to comment on discussions you’ve been having out there recently related to resource allocation?

Ms. Woodward, Butler, PA: 

I’m in VISN 4.  We had a one-day conference last week that included VISN leadership, and also the IntegratedEthics Councils who were pulled together for one day. Half of our work day had to do with resource allocation and ethical conflicts in resource allocation. And then we also broke into work groups to look at our staff survey results related to resource allocation.  We also actually had some work that we needed to do as far as looking at the process that we use at each facility in order to determine how long it has been since we evaluated the process of how we allocate resources within the facility.  What would the ethical considerations be when you’re trying to make resource allocation decisions?  And so what we had to do by the end of the day was to answer those questions.  We then also had to look up our resource allocation responses from our survey and identify some areas in that survey where we had weak scores.  We then had to come up with more or less an ISSUES statement or begin an ISSUES cycle on how we would approach at the facility level closing that gap between what our staff believes or perceives about how we allocate resources and then try to improve those scores over the next several years, or at least make an attempt to do that.  

Dr. Berkowitz: 

Great, and I don’t want to put words in your mouth.  But it sounds like the IntegratedEthics Staff Survey and the structures set up by IntegratedEthics, would you say that they proved to be valuable in helping you approach these resource allocation concerns? 

Ms. Woodward:

Well, I think they were, because I don’t know at the facility whether we had ever thought about what our staff thought about how resources were allocated.  We never had that information previously.  We used the tools that were and are provided through IntegratedEthics and particularly we used the ISSUES cycle to try to tackle the staff perception and tried to make changes related to our resource allocation.

Dr. Berkowitz:

Great.  So really with data driven by your staff survey results, you were able to apply principles of quality improvement into an ethics area. So that sounds like great work and we look forward to hearing in the future about how it really worked out.

CONCLUSION
We are about out of time and I want to take the last minute of the call to thank everyone who has really worked very hard on the development, planning, and implementation of this call.  It’s not a trivial task, and I really appreciate everyone’s effort, including especially today’s faculty, Barbara Chanko and Ben Walton and other members of the Ethics Center staff, especially Mary Beth Foglia, Ellen Fox, and Susan Owen. I also want to acknowledge the EES staff and the VANTS staff who also support these calls.  

Please note that our web site, http://vaww.ethics.va.gov or http://www.ethics.va.gov contains all of the summaries of prior National Ethics Teleconferences.  If you’re on our email list, you will receive details about the posting of the summary of this call; the references that we described; an annotated bibliography; and announcements for upcoming National Ethics Teleconferences.  Please let us know if you, or someone you know, doesn’t receive our e-mails, and wants to be put on our list, or if you have suggestions about topics for future calls or any question about this or other ethics-related matters.  If you send them to us on Outlook, the address is vhaethics@va.gov, it will come to our Center and we’ll address it.

There will be no NET Call in July.  Our next NET Call is tentatively scheduled for Tuesday, August 25th.  Stay tuned to your Outlook email for further details as the time gets closer.  So thank you very much, everyone, and have a great day!   
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