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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.  After that discussion we always try to 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.  

As we proceed with today's discussion on the ethical dilemmas faced when prescribing home oxygen therapy to patients who smoke, I would like to briefly review the overall ground rules for the Ethics Hotline Calls.  As you probably noticed, we do our best to start on time.  We ask that when you talk you please begin by telling us your name, location and title so that we can continue to get to know each other better.  Please, we ask you to minimize background noise, and if you have one, please use the mute button on your phone unless you are going to speak, and please, don't put the call on hold because often automated recordings come on and they are very disruptive to the call.  Due to the interactive nature of these calls, and the fact that at times we deal with sensitive issues, we would like to make two final points.  First, it is not the specific role of the National Center for Ethics to report policy violations.  However, 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.  Lastly, please remember that these hotline calls are not an appropriate place to discuss specific cases and 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.

PRESENTATION

Dr. Berkowitz:

Now we can proceed with today's discussion of prescribing home oxygen therapy to smokers.  We will examine the ethical ramifications of providing this important therapy to patients who smoke, despite increased danger, not only to themselves, but also possibly to others around them.  The National Center for Ethics has received four separate consultation requests during the last few months from facilities that are struggling with this very issue.  Since my background is pulmonary medicine, my colleagues at the Center immediately elected me to not only be today's moderator, but also to provide the Center's portion of today's presentation.  I would like to start by providing some factual background information on long term oxygen therapy, which I will follow with a brief ethics based framework for consideration.  Medically, in patients that meet the criteria, long-term oxygen therapy has been shown to improve survival, improve pulmonary hemodynamics, exercise capacity and neuropsychological performance.  It may also help reduce the patient's work of breathing, relieve their sense of breathlessness, and improve the quality of their sleep.  Data from the mid-1990's estimates that between 600,000 and 800,000 patients received long-term oxygen therapy in the United States at a yearly cost estimated between 1.4 and 1.8 billion dollars.  Other data suggests that the Veterans Health Administration is responsible for up to 15% or approximately 100,000 home oxygen patients at a given time.  All in all, supplemental oxygen therapy is a remarkably free of important side effects.  Local irritation of the eyes and nose and carbon dioxide retention are usually managed by flow rate adjustment.  Oxygen tanks when used must be properly stored and secured to prevent both disconnection of the oxygen regulator and explosion if the tanks fall.  Supplemental oxygen systems are also a fire hazard.  Their use around open flames should be avoided and smoking cessation is highly recommended both for the benefit on the underlying lung disease and to avoid fires.  Unfortunately, this is easier said than done.  Reports in the late 1980's estimate that between 10 and 20 percent of home oxygen therapy patients continue to smoke.

When considering the ethics of the issue, I first realized that when formulating a treatment plan it is generally an ethical imperative to try to respect each patient's value choices; that is their autonomous right to make their own lifestyle decisions.  We also recognize our professional duty to educate patients fully regarding the choices they make.  Education regarding the health benefits of smoking cessation and the health risk of continued smoking with particular emphasis on the dangers of smoking in the presence of oxygen cannot be overstated.  However, ultimately our obligation to provide ongoing therapy in the face of continued smoking can become questioned.  These questions arise when there is worry that smoking may place the patient or others in the community in danger or the institution at increased liability for perpetuating an unsafe situation.  Duty to provide beneficial therapy then becomes balanced by our obligation to assure the safety of the community and prevent harm.  The duty to prevent harm is generally limited to identifiable persons and concrete threats, and most commonly comes up in the context of overriding a patient's right to privacy and confidentiality in order to warn others.  In most situations warning those in harms way can satisfy that duty.

When considering the duty to prevent harm, we need to try to objectively assess the actual magnitude of the danger.  In the case of an oxygen patient who smokes, and we have already noted that a considerable number of patients, perhaps as many as 150,000 continue to smoke, the incidence of burns or fires is not readily available or precisely known.  In fact, actual reports of such incidents are rare.  This might be because patients manage the risk by being careful or removing the oxygen before they smoke, and it might also represent underreporting of oxygen associated burns, fires or incidents into the medical literature.  There is some objective data.  In 2000 Barillo, et al, retrospectively reviewed and then reported the record of over 4,500 consecutive admissions to their burn center.  Twenty of these 4,510 patients were burned by simultaneous use of cigarettes and oxygen.  Interestingly, 12 of the 20 were actually hospitalized at the time and only eight patients were at home.  In March of 2001, the Joint Commission released data on eleven sentinel events involving deaths or injuries from fires in the home during the four year period between April 1997 and March of 2001.  Each of these eleven patients was receiving home oxygen and was a smoker.   Risk factors identified through analysis of these sentinel events included living alone, problems with smoke detectors, cognitive impairment, a history of smoking while the oxygen was running, and wearing flammable clothing.  In the reported cases various root causes were felt to contribute to the fires in the home.  Smokers were inconsistently identified and reassessment visits were missed by the programs.  Caregiver training was suboptimal, communication between team members including oxygen providers, nurses and the primary care doctor was weak, and processes were often lacking to consistently deal with challenging cases.  As I mentioned earlier, this problem has not gone unnoticed in our VA facilities, and we are aware of several struggling with ethical issues as they formulate policy in this area.  

To continue today's discussion, let's go out to South Texas Veterans Health Care System where we have Chaplain Karen Reed.  Chaplain Reed is the Chair of the Ethics Committee there, and that group has been participating in attempts to unify policy in this area as they integrate facilities in the South Texas Health Care System.  Chaplain Reed has agreed to discuss the committee's processes and thoughts in this area.  Karen, are you there?

Karen Reed: 
Yes, I am here.  I would just like to report a bit about our process.  My hope and goal in sharing today is that this would start some of your wheels moving toward maybe further dialogue because I find that these hotline calls are very inspirational and helpful to me in thinking of things that I might not have thought of.  So I hope that our group process today will be enhanced by what we have to share and then would be interested in other things that you all have discovered along the way.  Let me just tell you our story briefly.  For several years now as Ken has said, after the merger of two hospital divisions and several VA outpatient clinics, the South Texas Veterans Health Care System has had difficulty integrating our policy for oxygen use.  On the one hand the Kerville division has had a long-standing policy of restricted use of oxygen for patients who smoke.  The belief is that patients who have need of oxygen also have an intense need to stop smoking.  Therefore, physicians have vigorously encouraged patients with a need for oxygen to stop smoking.  On the other hand, the Audie L. Murphy division has had a long-standing policy of less restricted use of oxygen for patients who smoke.  Education for the capable patient and personal supervision for the incapable patient brings satisfactory results.

In September there was an ethics consultation to the Ethics Advisory Committee regarding the respiratory therapy home oxygen smoking policy.  Members of the committee, our EAC, responded to the consult with concern because of the apparent dangers to patients and also because of the patient's rights issues that are involved.  The Kerville division's team had an incident that complicated my own emotional attachment to the consult.  We had a patient a few years ago who injured himself smoking with oxygen.  Due to my pastoral relationship with this patient and the depth of the injury that he had for himself while smoking, I realized that I had some biases that I had to deal with along the way.  One of the things that really helped me is that our ethics team conversations assisted me to take a real good look at the issues.  Still, my language and thought as I have been talking with other members of our ethics committee, have helped me to see and understand patient autonomy, but I still needed some work.  The group conversations have assisted me to reach toward another point of view.  And I am satisfied with the recommendations now that we are offering by our Ethics consultation team.  I would like to share some of these.  I want you to know that they are a compilation of our Ethics team, our Regional Counsel for the area, who is Martin Boyle, and also some comments that Dr. Berkowitz has worked with us on.  Here is just a brief summary of what we recommend.  We say practitioners must encourage capable patients to stop smoking when they are prescribed oxygen therapy.  We also say that education needs to be two-fold.  Safeguards need to be emphasized for using oxygen in the home, and then we also have to know or feel real strongly that there is an assurance that the patient understands those safeguards and how they need to practice if they are continuing to smoke.  The patient's decision-making capacity also needs to be determined and documented.  And perhaps even one of our MD's said that perhaps a patient could fill out an assessment to help us to understand their decision-making capacity.  If a capable patient cannot or refuses to stop smoking, further education is needed so that we knew that the patient had a full understanding of the repercussions of the safeguards.  We suggested that perhaps prosthetic devices be offered so that the oxygen could be separated from the flame or from heat in order to decrease the danger.  We also talked about and looked at how safety might be monitored in the home by a contractor.  And one of the insights that we gained was that the institution may want to review the contractor's policy regarding the refusal of oxygen delivery to assure that it is consistent with what our institution values and practices.  We concluded that requirements can be made on a patient smoking with oxygen in the presence of vulnerable persons. In other words, we suggested that the patient not smoke during short visits from employees in the home, that when there was a child present in the home, that the patient might, if they can ambulate, go outside to smoke.  We also had considerations about the safety of the patient, but also the safety of minors or neighbors that might be at risk because the patient cannot abide within the safeguards.  And we even considered a patient might have to live in assisted living even if it was at VA expense because of the need to keep up with the safeguards.  We suggested that requirements can be made upon others in the patient's home that are not compliant with the safeguards for the use of oxygen in the home.  In other words, if a patient was in bed and was using oxygen, and if there were smokers in the home, then they might have to move outside.  And that the caregivers would have to understand that the patient would not be moved close to a flame or close to heat where danger could be threatened to the patient.  We also considered that an incapable patient who decided to smoke on oxygen would need caregiver guidelines, and the caregiver would have to sign some kind of statement that they understand and to the best of their ability would comply the safeguards.  Those are just some of the suggestions that we have made in our ethics consultation, and I hope that maybe some of our experiences will assist the dialogue as we go along.

MODERATED DISCUSSION

Dr. Berkowitz: 
Thank you Chaplain Reed and all of the folks down in South Texas.  That still leaves us with about 20 minutes today for discussion of today's topic.  I am sure a lot of people have strong feelings about some of the provocative comments that were made.  We would love to know what other people are thinking and doing at their institutions, so let us know what you think.

Does any one else work in an institution that has been considering or has addressed this issue?

Linda Bloomfield, Miami VA: 
One of the Joint Commission recommendations that came with the sentinel event alert was to suggest having a policy to discharge these patients who wouldn't comply with our rules.  Can anybody address that?

Dr. Berkowitz: 
I am not sure exactly that a policy is required.  I think what we are looking for from an organizational ethics standpoint, is a consistent and fair approach to the problem and  to make sure that that approach is generalizable to not only all oxygen patients who smoke, but to all other patients who might be having a conflict between their behavior and the safety of a treatment. 

Dr. Antonio, VA in San Antonio: 
I was part of that policy that was presented to the Ethics Committee.  One of the issues that came about was the safety for the contractor of going into the house of the patient who is an active smoker.  What rights do they have to refuse going to the patient's house if they find that the patient is actively smoking.  What do they do in those circumstances and what is your opinion of that?

Dr. Berkowitz: 
I can respond from a general homecare perspective.  Again in a fair, open and generalizable way, homecare providers have a reasonable right to expect safety in the environment that they go into. This might extend to smoking or other safety factors such as removal of threatening pets or other things in the environment., I think that is pretty clearly accepted as a right of the home health care provider when they go into an environment to expect a safe environment.  Do any of the homecare people have anything further to say about that?

Kathleen Douris, NY Harbor VA: 
I think what we have done is sometimes gone through all the education, re-education with the patient and caregiver and found the patient had very little motivation to quit smoking. Are we justified in discontinuing the oxygen?  Should it be moved over to Medicaid or another provider? Is that really trying to just avoid the issue?  

Jim Canfield, Palo Alto VA: 
Along with being part of the Ethics committee, one of my roles is the contract compliance officer for our home oxygen.  The question is actually kind of convoluted as we hear it here.  The primary source of the oxygen in most homes should be the concentrator, at least that is what is stated in some of the documents that come out of Central Office.  The concentrator itself only has oxygen produced at the site through the tubings so there is not a rich enough oxygen environment within the house, if someone is in another part of the house, to cause a problem.  The biggest problem seems to be to the patients themselves who may light the cigarette while they are still puffing on oxygen.  We have had cases where we have had veterans come in that have burned their sinuses and things like that, and of course light their bed on fire if they happen to have one, because the oxygen causes combustion.  As far as the home, I don't see a big risk to the tanks exploding in a home, unless the entire home goes up.  So I am curious whether people think about that.

Dr. Berkowitz:  
I can respond to that.  In a concentrator system, which again is most common, the oxygen that comes out from the end of the cannula is relatively pure, certainly enriched.  And it can be an accelerant of fires.  So in other words, you can catch the end of it on fire and it will act sort of like a torch, but there is really no danger of explosion.  It can spread a fire, as you said, to the patient or bedsheets or bedding, so there is some danger to accelerating a fire.  The explosion hazard or the bigger fire, which I agree is a misconception, is rare, and might happen in cases where there is no electricity, where there are tanks or liquid oxygen systems in use.  But again those are the minority of the cases.

Kathleen Douris: 
There are some patients who, if we have concentrated systems for all our patients, may be surreptitiously using their oxygen in tanks, perhaps to save on electricity.  

John Loosenen, VA NY Harbor:  
In a lot of patients too, the patients keep their reserve tank near the concentrator.  They may have a back up tank right near it, and that would be another concern.  Another issue is, and this is a whole new thing, but patients use the conserving units, that go outside the Oxilite system, what is the feeling about that.  Now these are people who may even be smoking on the outside while they are walking around a mall or something.

Dr. Berkowitz: 
Again, I think the safety considerations are valid, in the context of the background that I have provided before, no matter how that the system is delivered.  It certainly is a flammable material and there is fire hazard if used around cigarettes or open flames.  The real question becomes what right does the patient have to maintain their lifestyle choice.

Cindy Holliday from Tampa VA:  
We have an agreement that we have the patient sign that they will not smoke with the oxygen on.  How well that protects us I don’t know, because we know they still smoke, but we do have a signed agreement that they have been educated.  They repeat the steps that we have told them, and that is put in their chart.  We have had patients who have totally burned their houses down, and have even written that he will no longer be supplied oxygen unless he is in an assisted living facility because we have state fire marshal reports and everything else  He's more than competent to understand but just refuses to quit.  So I think there are safeguards.  I don't think any of us have the right to take away from a patient's right.  We try desperately to get them into smoking cessation, but not all of them are going to do that.  And if they do, some of them are going to fail. So we have a very, very strong education on the safety component.  I even have burned cannulas that I show everybody as kind of a scare tactic, and it works in the most part.  I think you can work with them all and when we have a problem that the vendor goes out to and it's a dangerous situation, at that time the vendor contacts me.  We contact that patient and have that patient come back in.  We also do the same if their prescription is expiring and they refuse to come in.  We send them a letter signed both by our Chief of Staff and our Chief of Pulmonary Medicine that the VA will no longer pay for their oxygen and to cover us, we give them a prescription where they can go buy on their own.  But we can't take away from them, we can't just take it away without providing them a means to get it again.  You know, does that make sense to you?  I mean, we are doing this and these people who are just noncompliant and believe it or not, they get in here.  

Dr. Berkowitz:  
I think to refer back to, I think it was Ms. in Miami if I have it correctly was saying, one thing that Joint Commission was looking for and I think we would certainly advocate from an organizational ethics standpoint, is a uniform and consistent approach to dealing with the recalcitrant or difficult patient who continues to smoke.  I will ask you.  Are those policies and procedures codified or written down and consistently applied? 

Cindy Holliday Tampa VA: 
They are at this facility.  Now they are not nationwide, of course, but our policy, my chief is Joy Williams, and she has always shared with everybody our policies, and to the point of where we do have those, we did get support of the Chief of Staff and Dr. Anderson, to enforce those.  Now this one patient is the only patient we have ever had to refuse to give oxygen unless he was in a supervised facility.  

Eileen, Hines VA Hospital: 
We just implemented a new procedure where the patient signs an acknowledgment of risk associated with smoking and home oxygen, and we included in that statement all of the risk factors cited in JCAHO.

Cindy Holliday Tampa VA: 
Right, that is basically what we use too.

Dr. Berkowitz: 
If you folks could please forward me at the National Center for Ethics your policies and your statements, I would appreciate that.  One other thing which I would like to pick up on, which I think you mentioned, was the involvement of local fire marshals or fire authorities in the education of these patients.  They are in the community and I think that it is a wonderful suggestion, perhaps investigating forming some sort of liaison with local fire officials to actually perhaps go out to the home or help us assist you in this education.

People have mentioned our right to stop providing oxygen if a patient continues to smoke and I would like to know if anyone would like to comment specifically on that. I'm not sure this is a right we actually have. 

Dr. Mike Cutaia, Philadelphia VA:  
I am a pulmonologist at Philadelphia and the Director of the Home Oxygen Therapy Program, so I think this is a good point for me to add my two cents.  I would like to continue along the lines that the caller from Miami was mentioning about, about the general overall difficulties of withdrawing therapy.  I am certainly not at that point where I feel that the VA in general, and pulmonary medicine and all of medicine nationwide has done enough in terms of education and providing adequate educational programs.  At this point I don't think we have done that, so I think it is rather disingenuous for us for even to begin to think about, and I know that most people are not just lamely thinking about discontinuing therapy, but we need to make sure smoking cessation programs are being followed.  I really wonder and would take issue with the idea that this is a lifestyle choice.  The current science would suggest that nicotine use is an addiction.  I don't view that simply as a lifestyle choice.  To deepen that, many of our veterans, not all, but many of them began smoking when they were in the military service many, many, many years ago.  So that we have an obligation here that boils out to an ethical obligation and a medical obligation to make sure smoking cessation programs are tuned up, educational efforts are tuned up.  You know, to do all of that which is an immense piece of work before we even begin to talk about the ethics of withdrawing a life sustaining therapy.  

Dr. Berkowitz:  
I couldn't agree with you more, and I didn't mean in any way to belittle the addiction that nicotine use is. Perhaps it would better be referred to a behavior rather than a lifestyle choice.

Dr. Cutaia:
Yes, I know.

Ed, Hines VA:  
In regards to after we saw the patients, warned them and everything, the patient still smoked, so we called the District Counsel here at Hines VA .  Since it was prescribed the oxygen use, we cannot legally withdraw the oxygen equipment.

Unknown:
Once it is in place, that's correct.

Ware Kuschner Palo Alto VA: 
The question isn't about withdrawing an effective therapy, it is about doing no harm.  And what is at dispute here is whether or not the oxygen represents more good in someone who is continuing to smoke or not giving oxygen would be a better way to go in someone who continues to smoke.  We all appreciate the benefits of oxygen therapy when ideally administered, but this is under suboptimal circumstances.  I would add that to complicate things even further, I would suggest that among those who smoke and who use oxygen, there are probably high risk groups who would need to be particularly targeted and those would include people who are alcoholics or continue to drink perhaps even spill alcohol on their body while they smoke and have an altered mental status, perhaps other people who have a dementia or immobility.  Those, I would think, would be at greatest risk for doing harm to themselves.

Dr. Berkowitz:  
Ware, I would caution us on assuming what those high-risk stratification groups are without real objective knowledge.

Dr. Kuschner Palo Alto:  
I completely agree.  

Dr. Berkowitz: 
I would just like to follow up on one other comment that was made.  I am not sure that we really can make a moral distinction between not initiating a therapy and withdrawing it once we start it.  I think that is very controversial.  I would like to ask is Tim Latimer from Madison, WI, is Tim on the line?

Tim Latimer, Madison WI: 
Yes I am here, Ken.  

Dr. Berkowitz: 
Tim, I know you guys have been involved with working with risk stratification and trying to identify high risk patients ahead of time.  Would you like to comment on that?

Tim Latimer: 
Sure.  We looked at a number of different safety issues.  We would like our patients to be as safe as possible at home using oxygen, and we are trying to work with them and educate them to all kinds of factors and high risk for injury.  We are hoping that renewed emphasis on education and we are hoping that that will cease these types of occurrences.

Ken, on a related point, the one ethical argument we have had for a long time is I haven't understood how the VA's liability is decreased by simply not providing the oxygen directly.  If we provide a prescription, paid for by the VA or by another source, isn't our liability the same?

Dr. Berkowitz:  
Well, certainly by putting an intermediary in, there might be  some, again I am not a lawyer, this isn't a legal determination, there might be some effect on liability. I am not sure from an ethics standpoint that that is really a major consideration.

Eileen, Hines VA: 
I think we can't lose sight of the fact that we have to protect the safety of others when the patient lives near a school, in an apartment building, and the ethical concern of that is of equal magnitude to fighting for the patient's rights and treatments.

Dr. Berkowitz: 
I agree with that Eileen.  My only concern is, is there much data that this is actually a real danger to others?  In the Joint Commission's experience, they report no injuries to anyone other than the patient.  In the review that I found of the 4,510 admissions to the burn center, there were no reports of injuries to other people than the patient.  Again, in a traditional sense when we are considering the duty to prevent harm or to warn others, we need to really weigh the magnitude of the danger to the others against the removal of rights from the patient.  But I think that that is a great question, and the real question is, if you do feel there is a specific case where there is a duty to warn, is it really practical to do it in this situation.  How would you actually do that?

Pat Pettie, Northern Indiana Healthcare Systems: 
We recently have had a couple of fires and one of them was with the patient and his wife, and we are not quite sure if she was smoking in bed or whether he was.  But it is affecting others.  One case was the patient and his friends in the house drinking and smoking, and in both cases, the one was a close call and the last one there was a fatality.  So it is affecting some others.

Dr. Berkowitz: 
Pat, I will encourage you to enter those cases into the medical literature.  I am not aware of any reports that I found in my literature review which suggests a real danger of injury to others, and I think that that is relevant knowledge and you might want to consider writing those cases up.

Pat Pettie: 
Okay.  What we are currently doing, how we are handling it, we have a contract that the patient signs and if he is not compliant with it, we note no smoking, flames, sparks, any flammable substances, around the oxygen.  If we find there is a hazard, we do have a statement in there, and I believe Detroit does also, where the oxygen can be discontinued.  But we do is we take this case back to the primary care physician, explain the situation, and he makes the decision whether the patient needs to be in a restricted environment, or whether to oversee him like a hospital or nursing home.  So the physician has the final word on that.

Deb Merchant, VA Martinsburg: 
I am our patient safety coordinator.  We have been dealing with a team that looked at a number of the issues around this also with identifying the risk of the patient noncompliance with non smoking. If we identify that the patient is noncompliant, that we do a coordinated care review board.  Go in and talk to that patient, try to do that type of contract where the patient would actually sign a contract and really understand.  But the issue for me and what I hear today, I guess I hadn't thought about it, is that back to what the gentleman said, are we not here to do no harm.  The ethics of giving people O2 in view of visual and knowledge of non-compliance ….

Dr. Berkowitz: 
I appreciate your comments Ms. Merchant, and I would ask you to consider if there are other analogous situations where we provide a treatment that due to the patient's behavior may result in danger.  I will just throw out, if we had a patient that needed a medication that may have a side effect of sedation, and yet we knew that the patient continued to drive, would we stop that medication?  And do we have policies in place to consider how we would do that?  And I think again we need to be very careful to act on objective data, to make sure our actions are clear, well thought-out and generalizable to other patients in the same situation.  As you heard, we have run out of time for this portion of the call.  As usual, we do not expect to conclude the discussion in the time allotted.  We do make provisions to continue the discussion in electronic form on our web board, which can be accessed through the VA National Center for Ethics website.  We also post on the website a very detailed summary of each ethics hotline call.  So please visit our website to review or continue this.  I am actually going to start the website discussion by posting some questions.  I'd love to see if people have local policies, if they could attach them.  I would like to ask the question which was raised to me in my discussion.  When does education, reeducation, more education become coercion?  People have wondered if we have the right to give caregivers responsibilities to supervise smoking or smokers.  Is that something that really has ethical ramifications?  Again, back to the duty to warn, if people decide they need to do this in a patient who lives in an apartment building or something, is there really a practical way to do that?  And is it justified due to what is the real, but probably small risk of a fire or a danger to those other people.  So those are some of the questions that I am going to post up on the web board and if people could go there and continue the discussion, I would love it.  I will be sending a follow up e-mail to this call which will include the links to all of the appropriate websites, of the call summary for discussion, and again our website is www.va.gov/vhaethics or if you replace the www in the beginning with vaww, you will get it on the intranet and again all those links will be in the follow up e-mail.  
FROM THE FIELD

Dr. Berkowitz:

We do try to save the last few minutes of each hotline call for our 'From the Field' Section…

So if you have something else that is on your mind, this is your opportunity to speak up and let us know, a chance to ask quick questions.  Please don't ask us about specific consults.  Anything on anyone else's mind?

James Taylor, New Orleans: 
I would like to suggest that in closing the previous discussion that there probably is a body of knowledge within fire science to deal with the risk that other people associated with dealing with single event fires, and I think we should take advantage of that body of knowledge in determining whether people in cohabited situations are really at risk rather than try to draw an ethical supposition about that.

Dr. Berkowitz: 
If you find any of that knowledge, Mr. Taylor, I would love to know how to get at it or what it is.  That would be great.  

Dr. Berkowitz: Anything else on people's mind today?

Shirley Toth at Portland VA: 
Question about providing a form of treatment, for example, for erectile dysfunction, viagra, pump, implants, on people who have a history of sexual assault or are registered as sexual offenders, and it gets to the point again of therapy versus risk to others.  

Dr. Berkowitz: 
That is a good question, Shirley.  We've actually have had several consult requests dealing with that specific issue.  And if you want, I can send you the material that we have written to respond to that very question.

Shirley Toth: 
Yes, I would like that very much.

Dr. Berkowitz: 
Could you send me an e-mail to jog my memory so I can get it out to you?

Shirley Toth: 
I will do that

Dr. Berkowitz: 
Appreciate it.  Anything else on anyone's mind today?   Well, I would like to thank everyone who has worked hard on the conception, planning and implementation of this call.  This call is not a trivial task.  I appreciate everyone's efforts, especially Chaplain Reed.  The next call will be Tuesday, November 20 and that is again from Noon to 12:50 Eastern time.  Look to our website into your Outlook e-mail for details and announcements.  You should be getting a follow up e-mail for this call, usually in about a week, with the e-mail addresses and links that you can use to access our website, a summary of this call, and the web board discussion.  If you don't get it, send us an e-mail to VHAethics and ask us where it is.  Please let us know if you or someone you know should be receiving the announcements for this call and didn't, or if you have suggestions for topics or future calls.  Again, our e-mail address vhaethics@med.va.gov.  Thank you all and have a great day.
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