National Ethics Teleconference

Managing “Difficult” or “Non-Compliant” Patients: Ethical Challenges

September 26, 2001

INTRODUCTION
Dr. Berkowitz: 
By sponsoring this series of ethics hotline calls, the VHA National Center for Ethics provides an opportunity for regular education and open discussion of important VHA ethics issues.  Each call features a presentation on an interesting ethics topic followed by an open moderated discussion of that topic.  And after discussion we always reserve the last few minutes of each call for our "From the Field" section.  This will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the main focus of today's call.  

Before we get going I would like to acknowledge and thank you all for your support to us here in New York and to our colleagues in Washington, DC during the recent tragedies that our country has suffered.  We are comforted to know that your thoughts are with us and we are united in our revulsion to these heinous acts and a commitment to maintain our precious way of life.  

PRESENTATION
Dr. Berkowitz: 
As we proceed with today's discussion on the ethical challenges we face when managing difficult or non-compliant patients, I would like to briefly review the overall ground rules for this series of ethics hotline calls.  We do 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 get to know each other better.  As the operator mentioned, we ask you to minimize background noise.  Use the Mute button on your phone if you have one, and please don't put the call on hold as automated recordings often come on and they are very disruptive to the call.  Due to the interactive nature of the call and the fact that at times we deal with very sensitive issues, we would like to make two final points.  First, it is generally not the Ethic Center’s role 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 a forum for us to deal with specific cases or confidential information, and if during the discussion we hear people providing such information, we may interrupt and ask them to make their comments more general.  

Now we can proceed with today's discussion of an issue that has been the single most requested topic for a hotline call--managing difficult and non-compliant patients and the ethical challenges that we face when doing so.  We are all familiar and have been frustrated in our attempts to try to deliver ethically and medically appropriate care to patients who are either actively or passively interfering with or refusing to cooperate with their treatments or plans of care.  These patients may in their own way make excessive demands on services or seek services specifically on their own terms.  At times they may inefficiently utilize scarce or costly resources and they may pose public relations or administrative problems for staff or institutions.  We all know patients who fall into this group of difficult or non-compliant patients.  In attempting to further this discussion, we have excluded patients who exhibit drug-seeking behavior or who are violent or abusive.  Many of the issues we will discuss today are relevant, but analysis of the ethical issues for drug seeking or violent patients is somewhat different.  I think these patients will in all likelihood get a future hotline call of their very own.  To better illustrate the type of patients that we are going to refer to today, I will begin with a brief case presentation to focus our attention.  

Consider a hypothetical 50-year old male, Mr. T., who has a history of coronary artery disease and hypercholesterolemia.  He has had two prior myocardial infarctions and underwent coronary bypass graft surgery almost two years ago.  Mr. T. also suffers from an anxiety disorder.  He sometimes abuses alcohol and he still smokes, lives alone, has no family, and is retired on disability.  Since his CABG surgery he has intermittent chest pains which, although worrisome, has been fully evaluated and is not felt to be cardiac in origin.  In the 21 months since his surgery, Mr. T. has missed nearly all of his clinic visits in cardiology, nutrition, cardiac rehab and mental health.  The patient's history and review of his pharmacy records shows that compliance with even a simple applied medical regimen is very poor.  He rejects suggested diet, exercise or other lifestyle modifications, but during the same period of time he has come to the ER more than 15 times and has multiple hospitalizations at the VA and other local hospitals.  When in the neighborhood he often visits the patient representative to complain about what he feels if bad service and has written several letters to his congressmen complaining about VA care.  Such a case might be referred to the Ethics Committee.  To begin our discussion, we will go out to White River Junction, Vermont and ask Dr. Paul Reitemeier, a philosopher and ethicist with our Center, to outline the ethical issues involved in caring for difficult or non-compliant patients.  Paul, are you with us.

Dr. Reitemeier: 
Yes, I am. I would like to provide a few remarks that will help us to establish an ethical framework for caring for difficult patients.  There are two main touch points for thinking about the ethical issues related to managing difficult or challenging patients. These two touch points may help us in framing the discussion of the case that we just heard described.

First, it is important to keep in mind that patients who seek medical care have specific rights, and health professionals have specific duties when providing that care.  So there are specified minimum behaviors that are required in treating every patient in every circumstance.  They are the sorts of things that all health professionals do for every patient when acting as care providers.

Second, it is important to be aware of how a patient's specific requests or demands for care can sometimes affect your ability to provide care that is within the professional standards.  Patient requests or even demands for inappropriate care, for illegal or unethical behavior, should never be granted.  These are the sorts of things no health professional ever does for a patient, even if asked to do so.

Let me explain these two touch points a little bit further.

The duties that ethical health professionals must uphold in caring for challenging patients include the Patient's Bill of Rights, and the Joint Commission of Accreditation of Hospitals Organization requirements in the section on patients' rights and organization ethics.  In addition, there are special VA patient rights and responsibilities as articulated by the National Patient Advocate Program.  And there are additional ethical standards established through the Rehabilitation Accreditation Program, the accrediting Council of Graduate Medical Education residency training programs, and more still set forth by the National Center for Quality Assurance.

Beyond these formal ethical standards that are supported by external legal and regulatory sanctions, there also exist special ethical obligations to patients as expressed in various health professionals’ codes of ethics and consensus documents.  Again here, violations of professional ethical standards can result in sanctions from professional peer associations.

One of the most basic of these duties or standards is to treat each patient impartially, which means with equal regard and concern, as compared to how you would treat any other patient.  That does not mean that you have to say and do everything in exactly the same way to every patient, but it does mean that each patient must be treated fairly and neither granted special privileges nor denied aspects of care that are routinely provided to other patients.

But that can be an especially challenging requirement if the patient is not doing (what we may be tempted to say is) his or her "part" in the healing encounter.  This behavior can manifest as (what is sometimes referred to as) "non-compliance with recommended care," and include such things as not taking medicine as prescribed, or not keeping scheduled clinic appointments, not adhering to diet restrictions, and so forth.  Such patients are sometimes labeled as "difficult" and care management then becomes even more challenging because care providers then approach the patient with the expectation that they will have trouble being of help to this patient.

The "difficult patient" label can also get applied to patients who technically are compliant with recommended care, but who are belligerent, use abusive language, use foul or inappropriate language, or who practice poor personal hygiene, and other related behaviors.  In short, patients toward whom we simply take a personal dislike to for whatever reason.

While this may be an understandable reaction that arises from wanting to help and feeling frustrated in our efforts, we must guard against allowing those feelings to affect our judgment about the patient's right to receive the best quality care we can provide.

These challenging patients often have multiple illness conditions that require complex medical management, and sometimes part of their behavior can be attributed to drug interactions or side effects.  In other cases there may be mental illness aspects to their overall behavioral patterns.  So, despite what may be a natural inclination to "blame the patient" for being a difficult or challenging veteran to help, the ethically appropriate response is instead to keep the big picture in mind and become resourceful.  

By that I mean we should identify and become familiar with the various resources that the VA has to support us in meeting the challenges these patients bring to the clinical encounter.  The VA is a national leader in Post Traumatic Stress Disorder, in drug and alcohol abuse treatment programs, in the diagnosis and treatment of mental illness, and in identifying and preventing drug interactions and many other relevant areas of expertise.

An experienced, multidisciplinary care team can be extremely valuable in identifying the appropriate responders to challenging patients so that as thorough an assessment can be made and the appropriate resources brought to bear as is possible.

Having said quite a bit about our ethical duty to provide the best quality care possible to veterans who present as challenging individuals, let me add just a word or two about the limits to that obligation.

No patient and no patient's family, partner or advocate has the legal or moral right to make a health professional act against his or her own conscience.  No one can make you be a bad doctor or nurse or pharmacist or therapist.

So, despite an ethical duty to serve the patient's health care needs, such as always providing emergent care, there also are limits to that duty.

As VA employees we have a clear duty to serve all the veterans who seek our professional services.  But serving all veterans is challenging with limited resources, so we also have an ethical obligation of stewardship for those resources.  Stewardship requires prioritizing who gets care and what type of care is available.  This is reflected in the VHA’s seven categories of eligibility.

Let me make just one final note.  In some cases the patient's ability to properly formulate and weigh different treatment choices so that an authentic judgment can be made may be diminished.  Decision making capacity is a common confounder in these situations.  When the patient's capacity for responsible decision making is variable, and his or her behavior continues to be challenging, more dramatic steps may be required, including the use of a health care agreement, or introduction of a surrogate decision maker and authority.  Thank you Ken.

Dr. Berkowitz: 
Thank you Paul.  Now we are going to head out to the West Coast, the Portland VA, where they have developed an innovative model designed to assist clinicians in providing safe and appropriate care to patients with complex or difficult behaviors.  Shirley Toth is an RN and is the director of the coordinated care programs at the Portland VA Medical Center.  Shirley, could you please tell us about your approach to these difficult patients?

Shirley Toth: 
Thank you Ken.  First, I would like to thank Dr. Berkowitz and the VHA National Center for Ethics for allowing me the opportunity to share how the Portland VA is addressing the needs of these patients and their problems, and also to thank them for outlining the clinical and ethical challenges in a very formal and yet realistic, up front way.  At Portland we have, as Ken says, been fairly innovative for the last 15 years in finding a way to provide care to these individual patients who are described as difficult, sometimes dangerous and drug seeking, but again, we are going to focus today on the difficult patient.  The process that we have established here has some underpinnings.  One is that we find a consistent process that is fair, it's equitable and it is transparent to both the providers and the system, both within the individual facility or Portland and to outlying facilities within our VISN and nationally.  We also understand that we must meet national obligation to care for veterans.  Our goal, however, is to find creative ways in doing so in a manner that is safe and consistent with the standard of practice and allows us to provide such care on a continuum and to the broadest number of veterans that we can serve.  We do this through a collaborative process between the providers and the chief clinical executive.  In doing so, the chief clinical executive oversees a 13 member interdisciplinary senior panel group that meets monthly.  When I say interdisciplinary I mean it includes staff physicians from surgery, medicine, primary care, social work, patient advocate, emergency medicine, nursing and our regional counsel.  The goal is to take a referral from any clinician within the medical center.  Now if the clinician who is referring the patient is not a primary care, we take the next step to involve the primary care physician, because they feel this is essential in designing a treatment plan that is going to meet all the patient's needs.  The corroboration comes in terms of an articulated referral process outlining what the difficulties are in providing care to a patient, what particular behaviors have been identified or found to be most imposing on the treatment plan, what processes or measures or guidelines have already been tried and either been successful or unsuccessful, and then what it is the provider actually is hoping that the chief clinical executive and the institution can support them in providing care.  

Once that information is obtained, the case is actually assigned to a member of the board.  The purpose of that is to actually go out further than the individual information that is being presented, and do a comprehensive review looking at those areas of care that may or may not have already been considered.  One essential component to this process is that the provider then needs to be involved, and our history here has lent itself to finding that as one of our successes.  Providers find that they have a resource to go to.  They recognize that the resource is fair, it is comprehensive and it is encompassing all of the patient's needs, not just those that are in a conflict with that particular provider.  The case is then reviewed in front of the board.  We ask that the providers attend this meeting for their questions and answers for participation.  Out of this comprehensive review process we are able to identify those elements that are actually causing problems not just for the provider but also for the institution.  First and foremost, we find that patients who are non-compliant and who are not keeping clinic visits or have an inappropriate use of access points such as our telephone care program or the emergency care unit, really impacts the entire institution, and not just that particular provider or that provider’s treatment team.  Tools that we have found to be effective can range from informal treatment plans which I as the director have helped define and with the individual provider and that is something that is designed between the provider and the patient.  That sets the ground rules for what is expected of the patient and the provider in order for an appropriate and safe treatment plan to be carried out.  Sometimes we found out that having this in writing for a patient on even a simple tool as a letterhead and requiring both the provider's signature and the patient's have made a major impact.  The second step might be a health care agreement, and that tool is used between the medical center and the patient, in which case the provider can step back and say I really have tried hard, I am willing to continue to try to find a way to treat you, however, I need help.  And that is where the institution steps in.  We have designed techniques such as scripting statements for those patients who have repetitively used telephone care or clinic calls so that we are empowering providers to professionally limit, set, and save valuable time in dealing with patients whose care and complaints are so repetitive and so chronic that we are not going forward.

The outcomes that we have experienced here, I would say first and foremost is the morale has improved.  We feel that because the providers are able to access this process, participate in the process, they are also feeling empowered to accept caring for these individuals knowing that they are very well supported by the medical center.  We see that when we have a new provider coming on board, or we have a change in providers and we go and say we are changing the patient to you based on the history and perhaps there is too much water under the bridge for that provider and patient to continue in a relationship.  What is positive here is that the provider said "yes, I am willing to take that patient, and I am willing to work with you and the patient in finding a way to provide the care necessary."  This process has been endorsed by the Inspector General's Office, our congressional office locally, our veterans service officers and our own leadership, which I must say is essential for such a process to be successful.  I think that is it in a nutshell.

MODERATED DISCUSSION

Dr. Berkowitz: 
Thank you very much Shirley and also thanks to all the folks out in Portland who have worked so hard to create this program.  Hopefully we will be hearing from you guys during the discussion.  We do have now about 20 minutes for open discussion of today's topic.  Feel free to introduce yourself and let us know what you are thinking.

David Carroll in Milwaukee: 
I have a couple of questions for Shirley.  I am wondering about the relationship between the coordinated care review board and your Ethics Advisory Committee, if there is any formal relationship or if the consultations need to go through the Ethics Committee first or just how that works in general please.

Shirley Toth: 
In our particular process, I am actually on the Ethics Committee, and currently the Chair.  One of our members, Mike McCarthy, who is the regional counsel, sits on both the coordinated care review board and the Ethics Committee.  So there is an overlap in the sense of membership.  The cases historically have not gone through the Ethics Committee first.  It is not that they can’t, it is just that the process in both committees have be so well ingrained here that the staff identify which route they should go.  We did have one case that did overlap, and the coordinated care review board actually sought the ethics consultative process to assist us in setting some realistic goals for unrealistic requests by a patient that involved the emergency care unit.  The ethical interface I do believe is essential because there are ethical dilemmas that continue to arise especially in terms now where we are facing limited resources and valuable time, and just how do we deal with that in a fair way.  

Dr. Berkowitz: 
I would just like to point out to Dave and others how this fits so nicely with what the Ethics Center thinks of as an Integrated Ethics Program.  And again point out how the practice of clinical ethics is done in so many places these days throughout our medical center that we need to expand our thinking and ensure ethical health care practices throughout the institution.  

Shirley Toth: 
Let me just add this.  At the Spokane VA here in VISN 20 we are on the verge, each of our facilities will have the coordinated care process in place, but Spokane has also had one for probably nine years and theirs is conjoined with their ethics committee.  So it is possible to do both.  

Notley Maddox from Richmond VA: 
I have a question.  If there is a long term facility that is refusing to take patients because they happen to be on narcotics for chronic pain syndrome, how would one go about trying to alter that practice, which I perceive as both a problem with JCAHO and their requirements for improved pain management and the need to place individuals long term who may have chronic pain.

Dr. Berkowitz: 
Mr. Maddox, I am going to ask if we could address that sort of separate issue later in the call in "From the Field" section.

Dr. Berkowitz: 
So bring that up again at that point.  I am curious if other people have dealt with these difficult or non-compliant patients at their institutions in a formal way.  Do other people have local policies or programs in place?

Dave Carroll, Milwaukee: 
We do have a policy in place for managing difficult patients.  It works with the health care team and the patient representative, and representative from regional counsel.  The reason I was asking my question before, and I think it is great.  It's an example of an integrated ethical approach to health care, and I agree with what you were saying Ken.  The ethics advisory committee itself has not always, in fact, not usually been involved in that, and sometimes people have felt that as a fault rather than not, but again I think it is an integrated approach and we have it covered fairly well in policies.

Dr. Berkowitz: 
Dave, if you have a chance, if you could send those policies over to us at the National Center for Ethics, I would love take a look at them. 

Dave Carroll: 
Okay

Shirley Toth: 
Ken, let me just add that primarily this has originated out of an outpatient need.  However, it is not uncommon for myself to receive an inpatient consultation where we have patients who are hospitalized in acute care and refusing treatment or refusing to participate in their care.  They are on warfarin or heparin and they are leaving the ward and drinking.  We are finding ways even within the institution to set some limits in a professional and therapeutic manner through some treatment planning in the inpatient that would then crossover into discharge to a contract nursing home where they might be getting IV antibiotics and they have a history of substance abuse.  So I wanted to frame that example of an ethical dilemma that faces acute care physicians treating patients within the medical center.  

Fran in Syracuse, NY: 
I think this would probably be directed to Shirley.  I am interested in your program and the way you have of helping the patient, the difficult patient, to kind of get through the system.  I was wondering is there anything in place to help some of the employees that might have frustration or anger and how can they deal with that. 

Shirley Toth: 
Another excellent question.  There is no doubt that we feel the impact.  In fact I have to say I tell people the hardest part of my job is not necessarily helping the patient, it is helping the providers and helping the struggles that the providers are facing.  There are times when people feel that they can handle these patients on their own and they do so.  Unfortunately sometimes, they wait too long and they do reach that point of burnout.  We support them by doing training sessions, being available to them if they just want a simple sidewalk consultation.  In some cases where we have dealt with patients where staff are actually frightened, we have done critical debriefing.  I think the biggest advantage to our process is that we involve the provider all along the way and when inviting them to the board meeting, they actually get to see their peers not only discuss the case but actually support them in the process of finding recommendations and nothing more than saying you are doing a great job.  We are just going to help you.  There are number of different process that we have experienced here at Portland that do actually help the providers.  As a nurse for 30 years, I actually love my job.  There isn’t a day that goes by that I don't get positive feedback from providers.  It could be dental, nursing, but I think that is one of the pluses and also one of the successes that the staff do with the process that is fair and equitable and supportive.

Margaret Berrio in Boston: 
I have a question about dealing with inpatients who refuse to comply with the recommended discharge plan.  One case was a patient who needed to go back to a nursing home after an acute phase, refusing to go to that nursing home.  Another was a patient who needed nursing home care but refused to go anyplace but their own home, wanting to be alone at home without services.  Have you experienced that and what would you recommend?

Shirley Toth: 
Yes, we have experienced this.  We have, first of all there are some things that have to be done, and if they have not been done, I would recommend them.  Assessing the decision-making capacity in the patient is essential.  If the team has not involved psychiatry to do a formal assessment, that has to be done.  Work closely with the social work group to identify perhaps areas that haven’t been thought about.  Look at family involvement.  The use of even some… (background noise)… advance directive in helping the patient understand what those consequences might be, and what steps does he want to have happen so that he could be guaranteed that his wishes are supported, even though his wishes might not be the appropriate choice.  In certain situations where the patient is then found to have the decision making capacity to understand what the consequences will mean and has the right to deny going into a nursing home, then those patients have been discharged to the community with resources, to homeless shelters, or back to their home. We might follow-up with home health visits. 

Dr. Berkowitz: 
Do you have other staff situations such as Marge was referring to, people who just didn’t want to go home.

Shirley Toth: 
Actually we did. We had a young gentleman who had been hospitalized five times, staff were feeling helpless.  They were unable to help with the patient.  The patient was feeling that no one was communicating with him. He was a young man who literally had lost his livelihood. Our intervention helped him understand patterns in his  behavior that were based on fear and anxiety and the situation in general.  In that particular group, we also invited our staff who  deal with the DMV, and through that process we not only allowed the patient to be heard, share his concerns, but the team also learned a great deal that there was more to the particular case and there is more to the particular behavior that needs to be understood in order to help solve the problem.

Alice Beal from New York Harbor: 
I am sorry I am late and you may have answered this question.  It sounds as if this is a pretty labor-intensive process.  How did you get support from the administration, or was it difficult to get support from the administration?

Shirley Toth: 
Actually, it wasn’t that difficult.  Our leadership at the time, they supported us as we did this on our own.  Four years ago based on successful outcomes, they provided the FTE full time to direct this program.  Based on the successes and the willingness of providers to want to provide care for these patients, we have some very thoughtful leadership and very visionary leadership that say that while this may have a cost for the institution, it is worth it when you look long term at the cost that these particular patients cause administratively, clinically, with public relations and congressional inquiries. Our number of congressionals have actually have dropped in this area, and if they do come, I respond to those and it is very clear that we have a thoughtful process that has been well documented and well thought out.  I have actually been to several courts on a particular case and another success is when you hear the judge say this is a good process, you need to follow what the VA is offering and willing to work with you. If the patient cannot do that then you may face a separation from routine health care for a set period of time.  We have had patients’ attorneys involved come to hear our process and they have advised their clients to participate.  So I think based on all of those situations, the leadership recognizes that it is worth the cost. I also have a program assistant and that came about also by showing successes.  It is labor intensive, yes, but it is labor intensive into a program approach, and I think takes away from the labor intensiveness to those people who are actually caring for the patients.  

Alice Beal: 
Not to belittle the emotional stress of the people trying to care for that patient.

Shirley Toth: 
Right, that is true.

Dr. Berkowitz: 
Certainly this is a resource intensive group of patients however you deal with them.  But Shirley, have you had any way to collect any objective data or do you monitor anything specifically to justify yourself?

Shirley Toth: 
To be really honest, it is really hard to objectively measure morale and actual costs. Although we have some cases that we have shown some cost savings simply by coordinating an approach with a single provider or cutting costs in terms of transportation when the patient was using more than one facility.  Some of our patients have actually had more services, but that is good in that the services that are outlined for them are more structured.  So it might give a false appearance that we are actually not successful because we are having more interaction, but it is in a structured way.  We do look at those patients that we offered health care agreements to.  We keep track of those who falter and are unable to follow the health care agreement, and then the actions we take.  We work closely, although I am not a case manager, I do that particularly in some cases.  But to answer your question specifically, no I don’t have a lot of data that I can graph out to show.

Dick Blair, Palo Alto:  
Shirley, I have a process question for you.  You mentioned that your board meets on a monthly basis.  How do you handle the cases that come up that need more urgent resolution?  Maybe it comes up a day after your board meets.  What is your process for that?

Shirley Toth: 
The process for that again, my background is in nursing, and I do what I call a triage.  I screen the case myself, looking at all the evidence, come up with ideas that perhaps the provider had not thought about, and that might be a simple thing like home health visits, to get the family involved.  And then I might work with that provider to do an individual patient/provider treatment plan to try to avert a formal review.  I might meet with the patient and the provider to sort of the issues.  So there are a number of steps that we can take.  And then if it appears that that is going to constitute a formal review, I go ahead and put them on the agenda.  So my agenda is currently out to November already.  

Dr. Berkowitz: 
I thank everyone.  As usual we did not expect to conclude the discussion in the time allotted.  Unfortunately we are out of time specifically for discussing the topic today.  We do as always make provisions to continue our discussions in an electronic form on our web board which can be accessed through the VA National Center for Ethics web site.  We also post on our web site a very detailed summary of each ethics hotline call.  So please visit our web site to review or continue today's discussion.  You should all be getting a follow-up e-mail for this call which will include the links for the appropriate web sites, a summary, and the web board discussion.  As I said earlier, we do try to facilitate networking among ethics related VA staff and communication between the field and the National Center for Ethics. We keep the last few minutes of each call for our 'From the Field' section.  It is your opportunity to speak up and let us know what is on your mind, and some quick questions.  Remember, no specific consult requests in this conference call format.  You can send that to us by e-mail or telephone. So From the Field, what's on your mind, and now let's go back to Richmond VA, if Mr. Maddox is still on the phone:

FROM THE FIELD
Mr. Maddox: 
We have a concern about the potential ethics regarding refusing a patient who is on chronic pain medication that happens to be a narcotic.  Our concern is that there are legitimate individuals who have no other treatment open to them that is effective other than that, and then should an institution that deals with long term care to avoid entanglements with narcotics at their end just out of hand refuses all patients who happen to have a narcotic as part of their treatment regimen.  Could you respond to that?

Dr. Berkowitz: 
I think I will take a crack at that myself actually.  On the face of it I would find it hard to understand an ethically justifiable policy to refuse all patients on the basis of prescribed narcotics, but I would like you to make this a consult to the National Center for Ethics so that I can get details of actually what you are talking about and specific situations.  If you could forward them to me in an e-mail at vhaethics@med.va.gov on the Outlook system, I would be happy to give you a detailed and appropriate response.  Is that okay?

Mr. Maddox: 
Yes, thank you very much.

Dr. Berkowitz:
Anything else on anyone's mind out in the field.

Shirley Toth: 
Ken, let me just ask from Mr. Maddox.  We have never experienced that here, so I could not answer that question, and I am glad you did raise it.  Because I think there are other reasons that someone might refuse a patient based on violence, IV drug use or whatever, so I think the question is a good one.

Wes Palmer in Biloxi: 
While you are on that subject, go ahead and address substance abuse program too and whether pain medication should be allowed there.

Dr. Berkowitz: 
Okay.  Also Wes, if you have a specific question about that, send it along and we will try and see if we can't give a good answer.

Wes Palmer: 
Appreciate it and thank you.

Dr. Berkowitz: 
Anything else on anyone's mind?  Well, if not, then I guess we will wrap it up.  I would like to thank everyone who has worked hard on the presentations and the implementation of this call, especially Shirley and Paul.  The next call will be Tuesday, October 23 and that's from 12N to 12:50 Eastern Time.  Look to our web site and to Outlook e-mail for details and announcements.  We will be sending a follow-up e-mail for this call with the addresses and links that you can get to the National Center for Ethics, a summary of the call and a web board discussion.  You can also get a summary discussion of prior calls by those web sites.  Please let us know if you or someone you know should be receiving the announcements for these calls and didn't, or if you have suggestions for topics for future calls.  Again, our e-mail address is vhaethics@med.va.gov or vhaethics on the Outlook system.  I thank all of you and have a great day.
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