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INTRODUCTION

Dr. Berkowitz: 

As most of you know, I am a medical ethicist with the VHA National Center for Ethics and a physician at the New York Campus of the VA New York Harbor Healthcare System, and I am pleased to welcome you all to today's hotline call.  By sponsoring this series of ethics hotline calls, the VHA National Center for Ethics hopes to provide an opportunity for regular education and open discussion of important VHA ethics issues.  For those new to the call, each call features a presentation on an interesting ethics topic followed by an open moderated discussion of that topic.  And after the discussion we just kind of save the last few minutes of each call for our "From the Field" section, and this will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the main focus of the call.  

Before we get going I have one announcement.  During last month's hotline call on preparing for patients rights and organizational components of the Joint Commission survey, several callers, in particular from VA Northern California, Oklahoma City and St. Cloud, offered to send us brochures or other patient-directed materials that they had developed as part of their pain management initiative.  We want to gather these materials and then find some way to make them accessible for others to share, so if you have such materials, please send them to us at the Ethics Center.  Several requests have been made for these materials, and if you have requested them from us, please be assured that we are still trying to get them for you.  

As we proceed with today's discussion on our two National Ethics Committee reports, I would first like to briefly review the overall ground rules for the ethics hotline calls.  First we try to start on time.  We ask that when you talk, you begin by telling us your name, location and title so that we can all continue to get to know each other.  During the call try to minimize background noise and try not to put the call on hold.  Due to the interactive nature of the calls and the fact that at times we deal with sensitive issues, we think it is important to make two final points.  First, note that it is not the specific role of the National Center for Ethics to report policy violations.  However, please remember that there are many participants on the line.  You are speaking in an open forum and ultimately you are responsible for your own words.  And lastly, please remember that these hotline calls are not an appropriate place to discuss specific cases or confidential information.  If during the discussion we hear people providing such information, we may interrupt and ask them to make their comments more general.

PRESENTATION

Dr. Berkowitz: 

Now we will proceed to today's discussion.  By way of discussion, I would just like to remind everyone that the VHA National Ethics Committee was founded in 1986.  It's an interdisciplinary group and it is charged with issuing reports on a wide variety of ethics related topics, and it is one way in which the National Center for Ethics provides guidance on topics of national significance, particularly ethical standards and guidelines.  For today's hotline call we wanted to initiate two mini-discussions on some of the more recent reports that have been issued by the National Ethics Committee.  The first is the report on "Do Not Resuscitate Orders and Medical Futility" and the second is on "Advance Proxy Planning for Residents of Long-Term Care Facilities who Lack Decision Making Capacity."  The general game plan for this involves presenters who will briefly summarize the report.  I will then open the lines for discussion of that report, and after a short time I will cut it off and we will move on to the next report.  So, to begin the discussion with a summary of the "Do Not Resuscitate Orders and Medical Futility" report, I would like to call on Dr. Michael Cantor, who is one of the report's authors.  Mike, as many of you know, is a doctor and a lawyer and he is a special assistant to the Director of the National Center for Ethics.  Mike, are you there?

Dr. Cantor: 

Yes, thanks Ken.  I hope to discuss a few points of the “DNR Orders and Medical Futility” report not just to get your reactions, which are important, but also because the Center hopes to begin revising the DNR policy sometime in the next six months.  Given that these reports do not actually change or affect VHA policy, it is useful for us to hear from you what you think about the report and, more broadly, what you think about VHA DNR policy.  Let me just give you a few highlights of the report, which was written, I think, because of some dissatisfaction in the field with current VHA policy.  You remember that the current policy does not permit the use of futility as a basis of writing a DNR order.  In other words, if a patient or patient surrogate says, “I wish to have CPR,” a physician cannot, under current VHA policy, write a DNR order.  I think this reflects some concerns about the idea of futility as a concept.  Futility, of course, is very difficult to define, though there are two major approaches.  The first is the so-called qualitative approach, wherein physicians consider whether or not the potential treatment (and in this case we are focusing on cardiopulmonary resuscitation), for example CPR, would actually help achieve the goals of the patient or the physician.  This view has been critiqued because it essentially substitutes the perspective of the physician for that of the patient.  The second approach, the quantitative approach, is where physicians attempt to quantify the chance procedure that the procedure will be successful.  For example, stating how CPR worked during the last 100 patients like this, what percentage of the time CPR been successful, and if CPR has been successful one percent of the time or less, that is the kind of situation where CPR would be deemed futile.  It turns out, however, when you think about this, that this quantification of the odds of CPR being successful is actually rather qualitative: usually patients who have not been formally studied to the extent where we really have a lot of data or information that would allow us to specify to the range of one or two percent, what the prognosis would be.  The ethical concerns underlying the use of futility then essentially boil down to a question of autonomy and its limits.

Autonomy is the idea that patients should be able to determine for themselves what is or is not done to them and/or for them.  It is a key concept, and many areas of what we do within VHA, especially in informed consent, the idea that an adult patient who has capacity has the right to determine whether or not they accept a treatment, it is right in our policy and there are many legal precedents, and ? underlying ethical value of the idea that the individuals should be free to make their own choices.  Regarding futility, The question arises of whether or not there are limits to autonomy.  Brody talks about the idea of professional integrity; that is that physicians who allow patients unfettered autonomy and do not see any possibility of futility may be violating the need to be acting as people who are scientifically competent.  They may be risking harm to patients when there is little benefit.  If they offer treatments that are ineffective, the physicians might receive a little flack, and also this may in fact increase suffering instead of reducing suffering, which is what medicine and physicians are all about.  The concepts of justice and fairness have also been used as justification for limiting autonomy, because these are valuable medical resources and are used in a case where they are not going to be effective, other people who would be able to benefit would not be able to do so.  Because of these rationales for futility and sort of a tension between autonomy and these other values, some people have said that it is best not to define futility in the abstract but rather to consider a case by case approach.  This so-called procedural approach to autonomy essentially recognizes that every situation is different and that really there should be a process that allows for determination of whether or not a specific medical treatment, and in this case we are talking about CPR, would enable a patient to achieve his or her goals.  The decision would therefore be made not by the physician alone, but rather through a process that would involve other people and would allow for patients and families to discuss and object to CPR and DNR orders being entered.  This approach has been suggested by (loud beep in background) Judicial Affairs of the American Medical Association, has actually been enshrined in legislation in two states, Texas and California, and others are considering it.  The National Ethics Committee report concludes, after reviewing the points I just made, that this procedural approach seems to offer an opportunity for balancing of the various ethical tensions surrounding medical futility.   If done properly, and constructed carefully, a process could be put in place within VHA to allow for use of futility as justification for DNR orders in very, very limited circumstances.  The recommendation section of the report outlines the recommended review process before this could happen.  Certainly first there would have to be a formal decision by the physician that this was a futile situation, a situation where CPR would be futile, therefore a second opinion would have to be sought, either an individual or a group designated by the facility, such as an ethics advisory committee, would have to review the case and see if they could broker a solution or else make a recommendation on whether or not this is actually futile CPR.  Then the patient or surrogate would have to be informed and the patient would have to be given the opportunity to be transferred to another facility or find someone else to take over their care, and then if the DNR order was entered over the objection of the patient or surrogate, the Chief of Staff or a designee would have to authorize that.  Finally, of course, legal counsel would have to be involved in these cases throughout.  So that is sort of an overview quickly of this report and the contents as well as the recommendation.  As I mentioned before, none of these recommendations have the force of policy or change our policy, so I am curious to hear your reactions to whether or not futility should ever be the basis of any DNR order and, if so, whether the processes described in our report seem to be a fair way of doing that.

Dr. Berkowitz: 

Thank you so much Mike.  I think we will take about ten minutes now to open the phone for discussion of this topic and I think we will start with Mike's question.

Dr. Arthur Derse Milwaukee, WI VA:

I would be happy to just chime in.  I am Art Derse from the National Ethics Committee and also co-chair of the ethics committee at the Zablocki VA in Milwaukee, WI. .  Even though I am on the committee and had a hand in this report, I have to say that the ethics committee that I co-chair has been interested in this change for years.  I am very happy to see the recommendation that there be specific exceptions made to the VA's policy on resuscitation.  There are clinical situations where resuscitation is in fact not an indicated procedure.  To use one example, a patient who has end stage cardiomyopathy who is not a candidate for heart transplant is someone who will not benefit from resuscitation and I think an attempt to resuscitate that patient would be morally and ethically problematic.  So I just want to put two cents in here to say I think that the report really answers a need that I have heard for a number of years from our ethics and some other ethics committees as well.

Dr. Nelson: 

Let me just push you a little bit because I know your committee, you wear dual hats, not only with the VA hat but your hat with the non-VA facility, I know this is something you have been thinking about for years.  You accept and think that the procedures that Mike articulated are the best way to go, or do you see from your experience as a clinician whether you would like to have the decision be more unilaterally made.

Dr. Derse: 

Well, in fact, Bill is referring to the fact that I also chair a University Ethics Committee, which has a specific policy that does allow for a unilateral implementation of a DNR order.  There is still a procedural hurdle to be overcome a few of them, not as extensive as the VA's.  I think that in this case you need a second opinion.  You need the notification of the hospital's administration, not necessarily their concurrence, and you also need to offer the opportunity for an ethics consultation to be done and also to consider the option for transfer.  So pretty much the straight AMA recommendation.  And that actually has worked I think fairly well, but I also recognize that the VA patient, the VA environment and the way veterans look at their rights to receive certain types of treatments is seen and felt a little bit differently.  Generally people in a private university hospital will not necessarily identify that hospital as their hospital, but there are plenty of veterans who will say that is my hospital.  This VA is my hospital, and I have earned the right to medical treatment from that facility, and I am happy to be at that facility, but I also feel strongly or my family may feel strongly that I ought to get a certain type of treatment, even if the doctors are saying it might not be helpful.  So, Bill, I certainly think it would be that this particularly more streamlined approach does work in the private setting.  I think fairly well, because there are a number of physicians who were surprised to find out that a second opinion did not necessarily concur with them or that the ethics committee added new information, so it's not a slam-dunk that just because the processes were shorter that clinicians will necessarily find that the committee or other clinicians will agrees with them.  But having said that, I think that this policy is really crafted to the environment of the VA that is different I think to some extent from the adult university practice.  

Dr. Nelson: 

I appreciate your comments because I really would agree with that, and feel that this procedural process that Mike outlined really does make a lot of sense.  If the procedure is really put in place and clearly understood, it does not have to be a slow, long process, that it can be done in a fairly rapid way.  

Dr. Berkowitz: 

Just to respond to that, from my other hat as a critical care physician, at the moment there is no procedure that you need to follow once a patient has already experienced an arrest.  If you are faced with a patient who has already experienced an arrest and you feel it would be futile to run the resuscitation, you do not have to do it.  And some would say then that you should not do it.  My question to the people who are proposing the processes, why will people do this as opposed to waiting for the arrest and then go into the mode that does not require the procedure?

Dr. Derse: 

Ken, being a proponent of this I think that asking a clinician, especially because there are people who are covering for different teams and may not know the patient or family that well, and are now faced with the actual arrest, just from my experiences as an emergency physician, it is not good to try to make decisions that are a very short time frame.  I think this actually is a policy that helps to decide what you are going to do given a certain amount of clinical indicators ahead of time so that people are not surprised, family members are not surprised, other people are not surprised.  I do recognize that each clinician when they attend an arrest has to make new independent decisions, but if the clinician is going to decide at that time not to begin resuscitation, it may be a surprise to the family and the medical basis for which that decision is made may not be able to be conveyed so well, and if the conditions have not significantly changed between the patient's presentation and the time of their arrest, it gives the family an opportunity to understand the basis rather than finding out in retrospect, oh, well they did not resuscitate him because the clinician made the decision at the time, that it would not be beneficial.

Dr. Berkowitz: 

Right, and I agree with you completely that doing it in advance and following the set procedure, if checks and balances makes the decisions probably more generalizable, makes for more justice and equity in a generally more fair, more transparent, more consistent system.  I am just worried about setting up a system where there are two roads, one "easy" and one "hard", one high and one maybe a little lower, and I am wondering how we are going to make people follow the “right” road.  

Dr. Nelson: 
I think in implementing, if this does become formal policy (and as Mike said at the onset, this is not policy, this is a report), that we would have to have a lot of educational effort and ways of trying to implement it so that it can be implemented in a smooth way.  To me the real advantage of this procedure, in addition to what you said, is that it helps to diminish the subjectivity of a particular clinician making a decision based on his or her values, through reviews by others.

Angela Prudhomme Office of the General Counsel: 

I just want to comment quickly.  I came in late on the call, but I think the reason for the process that Mike is discussing is not to replace the normal process for putting a DNR in the patient's chart, but to have an alternative process for those circumstances where the patient or surrogate was not going along with the physician's recommendation.  I was just responding to Dr. Berkowitz's question about who would use the process, if they still had the option at the bedside.  I was just trying to understand if I had the correct context.

Dr. Berkowitz: 

That is correct.  Does anyone else in the field have other comments about that?  One other question that came to us electronically after the report was sent out was the question of whether or not the ability to invoke futility will potentially damage the trust that needs to be inherent in the provider/patient relationship.  And again, that was a question that came into us.  Does anyone want to consider that comment?

Jim Tischler, Chief of Staff, Coatesville, PA: 

I have a question or a recommendation that is sort of related to that relationship.  In establishing a protocol where futility is going to be considered in establishing a DNR status for the patient, there should be some clear evidence in the medical record of the patient or family's goals treatment, if the patient is incompetent, the goals of treatment be documented, clarified that they have been elicited, they have been discussed, because often as good as we can get to writing a protocol or process that looks towards identifying futility, if the patient's or the family's goals of treatment are very humble, for instance all they really want to do is be kept alive, we need to respect that.  Sometimes the goals of treatment are much less humble.  They want to get back out and go fishing with their grandchildren or whatever, and we know that is not a possibility, and just educating them and making them aware of limitations of our treatment often solves all the disagreements.  I think often we do not even embark on eliciting their real goals of treatment.  I think that any process that proposes futility as a justification for a DNR order should require that that discussion takes place.  I think that would be evidence of maintaining the relationship between the provider and the patient.

Dr. Berkowitz: 

Thank you Jim.  It's good to hear from you again.  I am going to cut off our discussion on the first of our reports now.

Dr. Cantor: 

I just wanted to respond to the suggestion that the goals of care from the patient's perspective need to be clearly discussed and documented.  I think that is critical because futility needs to be futility from the perspective of the patient.  So it's not the objectives of the doctor or the health care system that are as important as the perspective of the patient.  Often times when you talk to patients about what their objectives are, clinicians quickly realize in some cases that those objectives simply cannot be achieved, and that gives us a staring point for the discussion, the chance to work things out without going through this whole process.  I think you made a very important point that we actually, hopefully, made clear in the report itself.  Thanks

Dr. Berkowitz: 

Thanks Mike.  Again, although we are stopping this discussion now, we do make provisions to continue all of our discussions in an electronic discussion format on our web board, which can be accessed through the VA National Center for Ethics' web site (http://vaww.va.gov/vhaethics), and I will tell you more about that later.  Now I would like to move on to the summary of the second report which is “Advanced Proxy Planning for Residents for Long-Term Care Facilities who Lack Decision Making Capacity.”  For this I would like to ask Dr. Art Derse, who you have already met a little bit, to give the summary.  For those of you who do not know, Dr. Derse is a doctor and a lawyer.  He is the chair of the VA National Ethics Committee and he is the Associate Director of Medical and Legal Affairs at the Medical College of Wisconsin.  Art.

Dr. Derse: 

I do want to acknowledge the report authors of this last report; some of them are on the phone.  In fact, Mike Cantor, Bill Nelson, and Angela Prudhomme were important in putting that report together and I thank them for their work and their help on this. Mike Cantor was involved in the second report as well.  Mike, you are welcome to jump in, and so is Angela Prudhomme.

This second report looks at advanced proxy planning for residents of long-term care facilities who lack decision-making capacity.  Initially it sounds like a very long title, but the reason that it is such a specific and long title is because generally we are able to address the competent patient's desires because they tell us what they would like.  Additionally, when patients become incapacitated, if they have had the wisdom to make out an advanced directive that is very specific, we do not necessarily have to turn to proxies, or if they appoint someone and give instructions, that proxy may not have to make too many judgements, and treatment wishes may be spelled out.  But that is rarely the case, unfortunately.  So these are not exactly advanced directives, but instead, they are documents that are produced after a discussion with the person who is the proxy for the now incapacitated patient.  So again, the patient is no longer able to speak for himself or herself.  Instead you have someone who has been designated proxy by the patient or the VA system recognizes a person as the best decision maker for the patient, and that person is now in charge of expressing the patient's preferences if known or if not, helping to make these decisions.  Often these kinds of decisions are not discussed with the proxy, with the surrogate of this individual, until there is a crisis.  The conversation may occur in the middle of the night when there has been a cardiac arrest and a resuscitation, and now a decision about what ought to happen with the patient must be made.  The problem is that that span of time is really suboptimal for having the discussion with the proxy.  That is, the kinds of things that could be thought out and discussed and worked through over a period of time now become extremely critical and it may not be the physician who best knows the patient or proxy who is now on-call or covering and a number of individuals, including Ladi Volicer of the Bedford VA, who is one of the proponents of the VA National Ethics Committee incorporating this as a report, really pointed out the need for this.  Now just to show you that the National Ethics Committee can sometimes change directions, in January, 1996 when a report was issued entitled “Surrogate Written Advance Directives,” it was felt at that time that it was best not to really come out with a recommendation or policy but after debating these considerations in the intervening 4 1/2 years, the committee recommended implementing a process and also appending to the report a suggested document.

Current VHA national policy, of course, allows proxies of decisionally-incompetent patients to do plenty of things to consent to medical treatments, including decisions to limit care and may authorize a DNR order in the absence of any advance directive.  But proxies, when confronted with those decisions in the face of acute illness, really may feel unprepared, confused or overwhelmed and unable to really fulfill their role as surrogates.  State laws, even though a majority of state laws authorize family members or other proxies to make healthcare decisions, not many states, just a handful, specifically authorize documentation of the proxy's treatment decision and events.  So in other words, when the patient is no longer decisional, the person who is to make decisions can actually express in advance what they feel that patient would have wanted, the decision the patient would have wanted under the circumstances.  There is a document in Oregon called the Pulsed Form, which is a supplement to the advance directives which they have there, which is something like we would like to do and the survey of the current practices in several VHA facilities that was done show that generally there was no specific VHA policy that really supported documentation of these advance proxy plans apart from DNR orders.  Two policies were looked at.  One at the ?? of the Lexington VAMC and another one at the Dementia Special Care Unit at the Edith Nourse Rodgers Memorial Veterans Hospital in Bedford, MA in which they have had success with these kinds of advanced proxy plans.  So the recommendations of the report were first of all that it is ethically sound because it still allows the patient to have the autonomy to be able to express what they want and have their proxy think about this ahead of time and help to implement it, and secondly for those who may not have expressed a preference, the proxy still is the person who has the authority to be able to make decisions on behalf of the patient.  It is recommended that the process of proxy planning should include at least one face-to-face or at least over the phone meeting between the patient's proxy and the members of the team to document the patient's preferences with regard to a number of treatment choices if they are known, and if not, base it on what the proxy feels that the patient would have wanted.  Basically the form that is affixed to the recommendation lists for the patient various medical interventions including resuscitation, transfers to an acute facility from the long-term care facility, administration of antibiotics, advanced interventions versus comfort care, and artificial nutrition and hydration versus none, and basically documenting at that time before the crisis occurs, before the emergent problem occurs, what the proxy says that the patient would have wanted under circumstances or in their role as author, as decision maker, feels is appropriate.  This is not necessarily controversial as far as the ethics of doing this because I do not think that there is a lot of argument that the patient and the proxy have the power to make these decisions.  It's really recommending one step more, and that one step more is asking the proxy of the now non-decisional patient, the patient who cannot express what they want, to think in advance about situations that may arise that are best addressed before they actually occur.  

MODERATED DISCUSSION

Dr. Berkowitz: 

Thanks Art.  I think we have a few minutes to open the phone for discussion of this report or questions concerning this report.

Kathleen Nuorse,  New York Harbor VA: 

The question that I had in looking over this proxy planning is given the fact that in some situations people are isolated when they are admitted to nursing homes, it may be very difficult to get the face to face or the phone conversations to ensure that the person actually has an understanding of this.  The other point I wanted to raise was that sometimes people may say coming from an acute care hospital to a nursing home, well, I never want to go back to the acute care hospital.  I never want to go back to be treated in the hospital, but that is not to say that that decision is not changed many times when people are faced with illness.  And also I was just wondering the effects in the nursing home of someone coming in and saying absolutely I do not want to go to the acute care hospital for anything, and how does this play out in terms of the staff and family members when they pull out the proxy and say well, now at this point perhaps we do want the person to go to the hospital.  

Dr. Derse: 

I think you raised some very excellent issues.  To address the second point, there is no question that this document should be updated and as a matter of fact the form has a space for updating after significant change in condition or status or a transfer or a readmission or a scheduled review. So there are three times when this should be revisited.  Because people do change their minds and people do think of things differently and as much as the middle of the night situation is one in which people may have a lot of stress, they may be able to think about their loved one and say oh, no, no we would not want to do this and yet at the time that something occurs, the fact is that these documents are for the period of time when there is some intervention that is needed and the individual who is a proxy may not even be contacted or may need to have some conversation that's over a longer period of time than just, they have arrested, what do you want us to do?  So having said that, there is the danger that someone will say, okay we have got this done, we do not have to talk to anybody again about this patient, and I think that is a very good point.  The form and recommendations recognize that, but there is no question that I think that needs to be emphasized because this is an answer to a question.  The question is this: what happens when you cannot get a hold of the family members, you have to make decisions and let us say there is a period of time that you cannot, would not it have been better to have had this discussion ahead of time?  I think that is a very good issue.  The second issue is the staffing implications of someone saying "I don't want antibiotics," "I don't want food and nutrition," " I don't want to go back to the hospital," and the staff saying "Well, at our facility if you are not going to take food and nutrition, you are not going to take treatment with antibiotics, and you don't want to go to the hospital, we may not be the best place for you.  Maybe you should be in a hospice rather than a long-term care facility."  I do see there are some logistical problems that would need to be ironed out.  Your facility may have a specific regulation about the body mass index of each individual and here is someone who is saying they do not want food and nutrition, they do not want to go back to an acute care facility, and you may have problems, or even staff problems with people saying “I don't agree with this, I don't like this.”  But ultimately it does recognize that patients do have this ability to make decisions and their proxy can exert that autonomy to be able to make those medical decisions.

Ms. Heaphy:  
Obviously the other question is who is the proxy here, because there may be some relatives, some that are not even directly in that Next of Kin line and we have had situations sometimes where people come in and they say they are the proxy and they pull out pieces of paper and there may be other people involved and you have a conflict.  So the other question is, how does this work with the facilities using this in terms of (Interrupted by operator)?

Ms. Prudhomme: 
I can answer that last question real quickly.  The list of authorized surrogates is in the VA regulations and policies and it gives you the order of priority.

Dr. Berkowitz: 
That's in the Informed Consent Handbook.  Again I am going to have to step in.  Sorry to cut you off Kathleen.  As usual, we don't expect to conclude the discussion in the time allotted and unfortunately we are out of time for this section of the call.  Again, we do make provisions to continue these discussions in an electronic format on our web board which can be accessed at the VA National Center for Ethic's web site (http://vaww.va.gov/vhaethics).  We also post on the web site a very detailed summary of each ethics hotline call, so visit our web site to review or continue today's and prior discussions.  You will all be getting a follow-up e-mail for this call which will include links to all of the appropriate web sites, the National Ethics Committee, it's reports, the call summary and the web board discussion.  We always want to save a few minutes at the end of the call for our "From the Field" section where we try to facilitate networking among the VA ethics related staff.  This is your chance to speak up and let us know what is on your mind, to ask a quick question, to make suggestions on other topics.  Remember, we won't handle consult requests here or specific cases, but if there is something that is on your mind, please let us know right now.

FROM THE FIELD

Karen Lumrey Syracuse NY VA: 

Going back to the first report, one of the things that I was thinking when you were talking about the futile effort is depending on the culture of the family, and I am not talking generally ethnicity, but the individual working for the family, futile efforts versus the psychological impact on the survivors that everything possible could have been done can help them survive the death better sometimes.

Dr. Nelson: 

I think that is an important point.  Inherent in the procedure that was briefly outlined was trying to understand all the values of the stakeholders involved in the particular case or situation, so I think that is an important factor that should be understood as part of that procedure and that process.  The procedure has the potential for using the Ethics Committee and I would like to think the Ethics Committee could certainly foster the review of the various values of the appropriate stakeholders.

George Kelly, East Orange:
I do not know if folks have seen it, we just got a copy of it two weeks ago, and I do not know where it came from, Central Office, but they put out a 52-page workbook for people to go through to prepare their advance directives.  And it would certainly be beneficial even working with surrogates or anyone else.  I just started reading it the other day and it looks rather good.  If you haven't seen it, just e-mail me on Outlook and I will download it to you.

Dr. Cantor: 

Is Bob Pearlman on the line?  I think what you referred to is “Your Life, Your Choices?”

Kelly: 

Yes, that's it.

Dr. Cantor: 

That actually was written by Bob Pearlman and his group.  Bob is a geriatrician at Puget Sound in Seattle and also a member of the staff of the National Center for Ethics.  It is available on the Research and Development web site in PDF format.  It can be downloaded directly from there.  So if you go to I believe it is the HSR&D web site and look for "Your Life, Your Choices" and you can download it from there.

Kelly: 

I just started reading it and I think it is rather good.

Dr. Cantor:

I agree

Dr. Berkowitz: 

And I will try to put the link to that report in the follow-up e-mail to this call to help people find it.

Dr. Cantor: 

I think we are going to add a link to the National Center for Ethics web site too, so it is another place you can look for it in the near future.

Ware Kuschner Palo Alto: 

The conversation regarding where futility revolved around DNR, I am wondering if someone or folks could address other situations where interventions are deemed to be futile, although arguably not physiologically futile?  Intensive care unit patients who are critically ill on pressors, vasopressors, with no hope for recovery despite a reasonable timeframe which they have been supported on vasopressors, is not ? agree to withdrawal of support.  So here we are talking about withdrawal of support as opposed to withholding support or DNR status, is there a viewpoint on appropriateness of withholding something like high dose vasopressors which would certainly precipitate or accelerate the dying process which is already unfolding?

Dr. Derse: 

I would just like to say something about it ethically and then I will let Mike or Bill talk about it specifically or Angela from VA policy perspective.  It is  definitely the next level and I can tell you that being in an adult university hospital that has had cases of patients who are dying or it was felt continued transfusions, for instance, were not helping and in fact were just prolonging the dying process in a particular case of a patient who had esophageal varices and was not a candidate for surgical resolution.  There is no question that there is an ethical justification for stopping when it is clear that the intervention that you are going to use is failing and will fail.  But there is no question that the reason that these policies have centered on resuscitation is that it is more objective, it's more physiological, we have got more studies that show that under some circumstances resuscitation will not help, and the danger of getting into the qualitative aspects is higher and of course some of the futility cases in the legal realm have really turned on whether or not continuing a patient on a ventilator     (Interrupted by Operator)

CONCLUSION

Dr. Berkowitz: 

Art, I am going to have to cut you off, but I do agree that that is the next level, and in general we do not want to do things to people if it has no possibility of working.  But again, I wanted to take a minute to thank everyone who has worked hard on the call.  We have not mentioned all of the report authors and I am not going to take the time to do it now, but when you read the reports, again we appreciate their efforts and Art and Mike for speaking today.  The next call is Tuesday, July 24 and that's from 12:00 to 12:50 Eastern Time, at noon.  This call will originate live from our annual intensive training in Washington, DC and we will be discussing the relationship between ethics and compliance.  So look to our web site and your Outlook e-mail for details and announcements and again you will be getting a follow-up e-mail for this call as long as you are on our mailing list.  If not, please let us know.  Our e-mail is VHAethics on the Outlook system, or VHAethics@med.va.gov.  So if you did not get the announcement, you will not get the follow-up and please let us know.  The follow-up will have all the links, the places you can go for the summary, the discussion, the reports, etc.  Again, if someone you know wants that, please tell them to put themselves on our mailing list.  So, thank you all again for this call, and have a great day.
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