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INTRODUCTION
Kenneth Berkowitz, MD: 
Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Health Care system. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Ethics Center provides an opportunity for regular education and open discussion of important VHA ethics issues. Each call features an educational presentation on an interesting ethics topic followed by an open, moderated discussion of that topic. After the discussion, we reserve the last few minutes of each call for our “from the field” section. This will be your opportunity to speak up and let us know what is on your mind regarding ethics-related topics other than the focus of today's call. 
First, an announcement:
(  Beginning with the January call, the name of the series has been changed from “Ethics Hotline Calls” to “National Ethics Teleconferences”. In addition, the calls will now be one hour in length. These changes were made to accommodate requirements for offering CME credits to our call participants. We are pleased to offer one hour of CME credit to physicians, nurses, and social workers participating on today’s call. You must register and evaluate the course to receive a certificate. Registration instructions are found on the EES Librix Evaluation Website at  http://vaww.ees.aac.va.gov. If you have questions contact us or our EES liaison, Bob Smith, at 205 731-1812 x317 or bob.smith@lrn.va.gov.

As we proceed with today's discussion, “Preparing for a Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Visit: Patient Rights and Organization Ethics Standards,” I need to briefly review the overall ground rules for the National Ethics Teleconferences:

(
We ask that when you speak, you please begin by telling us your name, location, and title so that we continue to get to know each other better. 

(
During the call, please minimize background noise and PLEASE do not put the call on hold.

(
Due to the interactive nature of these calls, and the fact that at times we deal with sensitive issues, we think it is important to make two final points: 

1)
First, it is not the specific role of the National Center for Ethics in Health Care 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 

2)
Second, please remember that these National Ethics Teleconferences are not an appropriate place to discuss specific cases or confidential information. If, during the discussions, we hear people providing such information we may interrupt and ask them to make their comments more general.

PRESENTATION
Dr. Berkowitz: 
To begin, I should note that our comments are based on our experience, opinion, and review of JCAHO literature. We are not the JCAHO and often the subtleties of a specific situation can not be fully addressed on a call such as this. If you have questions that remain unanswered following this call, please explore them with your local quality improvement resources and/or the JCAHO Standards Investigation Group. If confusion remains, ask your quality improvement staff to contact VHA’s Accreditation Liaison; or you can request an ethics consultation from the Ethics Center.

Now we can proceed to today’s topic: preparing for the patient rights and organization ethics portion of a survey by the Joint Commission. The mere mention of a visit by the Joint Commission is enough to strike terror in the hearts of many health care workers. Understanding the survey process and developing an organized approach to preparing for it goes a long way toward easing that anxiety and obtaining successful results. 

Today's presentation will explain the ethical underpinnings of the JCAHO’s Patient Rights and Organization Ethics Standards; review the results and recommendations of VHA’s JCAHO surveys; explain the survey process; and offer suggestions about how survey recommendations can be applied at the facility level. 

The mission of the Joint Commission is to continuously improve the safety and quality of care provided to the public, and the provision of health care accreditation and related services that support performance improvement in health care organizations. The survey is the key to accreditation. During the survey the organization is assessed for compliance with standards, and their intent, through verbal and written information provided to the Joint Commission as well as on-site observations by the survey team. 

Most of the ethical issues in delivering health care are covered in the standards and intent statement by the Joint Commission in the patient-focused functional section on patient rights and organization ethics. The Joint Commission asserts that a hospital’s behavior toward its patients and its business practices have a significant impact on the patient’s experience of and response to care. All of these patient rights and organization ethics standards, that is RI.1 through RI.4, are intended to help improve patient outcomes through respecting each patient’s rights and conducting business relationships with patients and the public in an ethical manner. Thus access, treatment, respect, and conduct all affect patient rights. 

To continue the presentation, I would like to turn to Barbara Chanko of our staff. Barbara works on both the Consultation and the Education Services for the Ethics Center, here in the NY office. She is a nurse and has an MBA in health care administration. Barbara, I understand that the Joint Commission has launched a “Standards Review Project”—can you give us an overview of the project and then review the RI standards?

Barbara Chanko, RN, MBA: 
Sure, Ken. In 2000, the Joint Commission began a sweeping review of its standards for all of its accreditation programs. Special Standards Review and Medical Staff Chapter Task Forces were formed in 2001 to conduct a thorough review of the hospital standards. The four goals of the project are to:

1)
Reduce the number of standards

2)
Improve the clarity and relevance of the remaining standards

3)
Reduce paperwork and documentation burden, and

4)
Align the standards requirement with surveyor assessment and scoring protocols.

The targeted date for implementing the new standards is January 2004. So although major changes are on the way, we currently still have four standards in the patient rights and organization ethics chapter that are broken down into over 35 sections. 

To briefly review, 

(
Standard RI.1 looks at how the organization addresses ethical issues in providing patient care. It covers such topic such as access, informed consent, communication and collaborative decision making, end of life care, pain management, respect for a patient’s privacy, confidentiality, security and patient’s rights. 

(
Standard RI.2 looks at the organization’s policies, procedures and participation in the procuring and donation of organs and other tissues. 

(
Standard RI.3 examines the protection of patients’ rights during research. 

(
Standard RI.4 focuses on organizational ethics issues. Included are the hospital’s code of ethical behavior, its practices during marketing, admission, transfer, discharge and billing, the relationships of the organization and its staff to other providers, educational institutions and payers, and how the hospital protects the integrity of clinical decision making regardless of business or compensation concerns. 

Dr. Berkowitz: 
Barbara, have the RI standards changed recently?

Ms. Chanko: 
Two changes in the RI standards became effective in July 2002. The first is Standard RI.1.2.2, which states, “Patients and, when appropriate, their families are informed of the outcomes of care, including unanticipated outcomes.” The intent of this standard is that patients and their families become knowledgeable about events so they can participate in current and future decisions affecting the patient’s care and, learn of unanticipated outcomes of care that relate to sentinel events considered reviewable by the Joint Commission. 

The second change relates to Standard RI.1.2.5, advance directives. The intent has been expanded to specify that for hospital outpatient settings, policies address advance directives and whether they will be honored by that setting. Also required is a mechanism to help the patient with formulating advance directives in the outpatient setting on request. 

Dr. Berkowitz: 
Can you spend a few moments discussing how facilities can prepare for this survey?

Ms. Chanko: 
OK. The Ethics Center believes that a valuable function of a facility’s ethics program is to work with facility leadership to continuously promote ethical health care practices. Ethics committees and ethics leaders should be involved in reviewing, revising, educating, implementing, and monitoring ethics-related policies and activities throughout the facility, including those that relate to: 

(
the facility’s code of ethical behavior, 

(
advanced directives (to include the processes for withholding and withdrawing life-sustaining interventions), 

(
informed consent,

(
do not resuscitate,

(
assessment and management of pain,

(
resolving patient complaints, 

(
privacy, 

(
organ and tissue procurement and donation 

and the 

(
ethics committee or structure 

Other ethics-related policies and activities include:

(
addressing issues of patient rights and responsibilities,

(
confidentiality of HIV testing, HIV disclosure requirement

(
confidentiality of paper and electronic medical records,

(
use of patient restraints and seclusion, 

and 

(
access to pastoral, religious, and spiritual support.

It is true that the Ethics Committee may not be involved in actually drafting these policies at every site, but they certainly should be aware of those policies, and I would even suggest that they should be involved at least in a review of those policies. Clearly, all of these policies are important to have available and should be a part of the material that is gathered for the document review.

When preparing for a site visit, there are a number of specific things that ethics committees and ethics leaders should do: They should offer to assist the Director and his/her staff in preparing for the ethics components of the interviews conducted throughout the survey. They can gather and prepare the documents required for the “Document Review Session,” which includes all the policies described above, as well as:

(
Descriptions of the processes that you use to address ethical issues that arise in the care of patients, and

(
At least 12 months of minutes, reports, or other evidence of an ethics committee, forum, or consultation service that considers and discusses ethical issues that arise in the care of patients. 

Please take special note that written documentation is not required for RI.1.2.2 (informing patients about adverse outcomes) at this time, but if you have a policy or procedure for this situation, include it in your document review. 

Ethics committees and ethics leaders should also reinforce ethics-related policies and procedures to ensure that all staff throughout the facility are aware of the policies and/or how to contact the Ethics Committee or resolve questions in these areas. Specifically, ethics committee members should be reminded to wear their “ethics hats” during all interactions with the surveyors. They should prepare staff and be prepared to identify how their practices meet the ethics-related standards. This is very important for ethics. Ethics falls under the functional interviews portion of the survey in which the surveyors conduct a series of interviews with multidisciplinary groups of hospital staff who have important responsibilities for specific functions, including ethics. In addition, evidence of ethical health care practices will be sought in all areas of the facility. The surveyors will ask questions that follow up on issues they have identified in the document review and functional interview when they visit patient care settings. The surveyors are likely to conduct ad hoc ethics discussions with clinicians, administrators, managers, and employees whom they meet for other reasons during their stay. They could ask individuals whom they encounter whether they know who is the chair or who are the co-chairs of the Ethics Committee, and how do you contact or get hold of that Ethics Committee. They might ask individuals if there are policies that address ethical issues and guide ethical practices, such as advanced directives, informed consent, confidentiality, disclosure of information, privacy, withholding/withdrawing life-sustaining intervention, and the transfer of care to non-VA facilities. 

Finally, you should review the results of your most recent survey to ensure that all recommendations have been addressed. This is very important because survey teams will have read your prior report and will seek evidence of change. If not resolved, prior supplemental recommendations may affect the organization’s future accreditation decisions.

Dr. Berkowitz: 
Barbara, the Ethics Center has reviewed the accreditation reports for all 162 VHA facilities that were surveyed from 2000 through 2002. The next three-year cycle is about to begin and we thought it would be most useful to summarize and trend the data from the entire system. Of our 162 hospitals, there were six Type 1 recommendations and 57 supplemental recommendations for the Patient Rights and Organization Ethics standards. The ethics-related problems that surveyors identified fell into five general areas:

(
Patient involvement in care planning & informed consent 

(
Advance directives & withdrawal of life-sustaining treatment

(
Assessment & management of pain

(
Privacy 

and

(
Organ donation

The format for this call will be slightly different in that we would like to summarize the findings based on a particular area, and then open a brief discussion of the area before moving on to the next area. As time permits, we will follow with an open dialogue.  We ask that you share your thoughts during the discussion periods of this call. If you have documents that you would like us to share with your colleagues please feel free to send them to us at VHA Ethics in Outlook and we will develop a mechanism to distribute them. 

Ms. Chanko: 
The standards establish that patients be involved in all aspects of their care (RI.1.2). The intent is that the facility promotes involvement in care by patients and their families through policies that are compatible with the facility’s mission and resources, have diverse input, and guarantee communication across the organization. The standard specifically notes that patients’ psychological, spiritual, and cultural values affect how they respond to their care. The facility needs to allow this expression as long as it does not harm others or interfere with treatment. According to the standards, patients are involved in at least the following: 

(
Giving informed consent 

(
Making care decisions, including managing pain effectively

(
Resolving dilemmas about care decisions

(
Formulating advance directive

(
Withholding resuscitative efforts

(
Forgoing or withdrawing life-sustaining treatment

and

(
Care at the end of life

During the latest round, there were recommendations regarding the patient’s involvement in all aspects of their care. One recommendation noted that spiritual assessments were completed on patients who had requested to see a chaplain or who were in special categories. But if these conditions did not exist, the spiritual assessment only determined the patient’s religious denomination. 

Next, let us look briefly at the issue of informed consent, which is covered in standard RI.1.2.1. The recommendations indicate that there was a lack of documentation that informed consent was obtained for patients undergoing invasive procedures. Resolution of this concern might occur if there were better monitoring and filing systems for informed consent forms, such as the use of scanners. Adherence to the documentation requirements provides evidence of performance in this area.

As most of you know, the revised VHA Handbook, 1004.1 that covers informed consent was released January 29, 2003. [The revised informed consent policy was the topic of the January 2003 NET calls and of a satellite broadcast on February 27.] 

I would like to stop here and ask that participants offer advice on how they have managed Joint Commission issues regarding informed consent in their own facilities. Are there any comments regarding the informed consent standards at this time? 

MODERATED DISCUSSION
Beverly Johnson, Martinsburg, WV: 
We had a patients rights functional team here and it helped us to prepare for that aspect of our survey that worked very well for us to review all the aspects of the standards that pertain to the patient rights standards just outlined on  this call. 

Dr. Berkowitz: 
Is that part of a mock survey?

Ms. Johnson: 
No, it was an ongoing functional team. We have a state of “continuous survey readiness.” 

Dr. Berkowitz: 
And obviously continuous “survey readiness” is what we strive for. I think that it is a terrible mistake to get swept up into cramming for a survey as opposed to recognizing that this is how we should be practicing all along. I couldn’t agree more, or stress more strongly that “continuous survey readiness” is important not only for Joint Commission, but to satisfy ourselves that we are practicing properly and ethically. 

Ms. Johnson: 
That’s right. That was one of the number of teams that we have. But it works very well. It keeps us prepared and enabled us to respond as we identify areas in which we could make changes.

Dr. Berkowitz: 
And the functional team members are staff at your own facility who are constantly looking at it from a Joint Commission perspective!

Ms. Johnson: 
Right, from a Joint Commission perspective. But we also were able to look at other areas, such as HIPPA and VA policy, and just in general address the area of patient rights. But we did utilize Joint Commission standards as a guideline.

Dr. Berkowitz: 
Barbara, let’s move to standard RI.1.2.5, which covers advance directives.

Ms. Chanko: 
Advance directives provide the patient with the opportunity to discuss and record his/her values and preferences, including the decision to discontinue treatment in the event that he or she becomes unable to express those wishes personally in the future (RI.1.2.5). VHA values the right of patients to self-determination; however, issues continue to arise. Let me review the major concerns about advance directives revealed in our recent survey.

Those concerns centered on the systems and practices for managing advanced directives. Surveyors found lapses in just about every aspect of the system. There was a lack of evidence that patients were provided information about completing advance directives. When patients expressed a wish to learn more or to complete an advance directive there was no [documentation of] follow-up. When patients completed an advance directive, it sometimes was not in the medical record at the time of admission, and efforts to obtain it were not always documented, nor is common practice to document the patient’s wishes in the medical record until the document can be obtained or a new one formulated.

In addition, beyond obtaining advance directives is the issue of acting on them appropriately once they are completed. For example, at one facility a recommendation was made based on a delay in authenticating a DNR order to initiate the wishes of the patient and family: There was a three-day delay after the patient/family had made their desires known, during which time the patient would have been resuscitated since the order had not been finalized. 

Resolution of these concerns require a systems-oriented approach that involves input from all involved parties: clerks, nurses, doctors, social workers, chaplains, and information management and health information services. 

I would like to stop here and ask participants to offer advice on how they have managed Joint Commission issues related to advance directives in their own facilities.

Lynne Rustad, Cleveland, OH:  
As with most of our hospitals, I think we have had a lot of trouble with the advanced directives—so many changes we have made over the last couple of years seem not to have worked in part we gave up on having clerks ask about advanced directives. We now have all admissions seen by chaplains or social workers on their ward. We also did an advance directive template for CPRS, which allows them to satisfy the documentation requirements and also includes some free fields to write in oral advance directives and that kind of thing. And it is loaded into the “CWAD” field in CPRS. 

The other thing we did to ensure that the patient gets seen is that we have a daily bulletin that goes out to all the chaplains and social workers in our hospitals and if patients have been in for two to three days without an advanced directive note in CPRS, they go on to this list. We have quality monitors on it as well. 

Linda Rosewarne, Milwaukee, WI:
One thing we have done is to use I-MED software to complete electronic advance directives. 

Dr. Berkowitz: 
One common barrier that I am aware of for electronic advanced directive is the inability to get the patient’s signature into the electronic record. Does the I-Med software overcome that?

Ms. Rosewarne: 
Yes, it does; it allows for electronic signature. 

Dr. Berkowitz: 
Great, how does that work?

Ms. Rosewarne: 
It’s just like in Sears or other places that use electronic signatures—there’s a pad that a patient signs on and his or her signature is transmitted into the CPRS.

Dr. Berkowitz: 
Wonderful. To our knowledge, Milwaukee is the first place that has actually overcome that barrier. I know a lot of places have contacted us to find an example of places that have been able to do that, so we may send people your way or try to contact you to learn more about your best practice in this area.

George Kelly, East Orange, NJ: 
I think VISN 3 will have something similar to that soon.

Dr. Berkowitz: 
Right. Look forward to it. Again if you have any thoughts about it that come up afterwards send them to us by e-mail and we’ll distribute them around appropriately. Now, let’s move on.

Patients have the right to appropriate assessment and management of pain (RI.1.2.9) and care of patients in this regard has improved considerably in recent years. Still, surveyors make recommendations when the care team does not follow its established procedures. For instance, one recommendation was based on failure to document that reassessment of pain at intervals and after medication was given for relief of pain according to the facility’s policy.  

I would like to stop here and ask that participants offer advice on how they have managed Joint Commission issues related to the assessment and management of pain in their own facilities.

MODERATED DISCUSSION
Bill Seyler, Buffalo, NY: 
We tend to use the standard pain scale of 1–10. Two weeks ago we had a mock survey and one of the concerns that some of the surveyors brought up about some of the charting is that in some instances, if low levels of pain were recognized nothing appeared in the record. Staff may have been going on the premise that “well, that’s a low level of pain; that’s really not that big a concern with the patient.” That was something surveyors brought up about pain management.

Mr. Seyler:
Well, essentially what we decided in Buffalo was based on surveyors’ comments—regardless of what the level of pain, the staff person who is getting that information from a patient needs to take some kind of action to address it and make sure that it goes in the record along with the pain scale.

Ms. Johnson, Martinsburg, WV: 
In Martinsburg we have addressed that by having it in our policy and as a matter of practice that if pain is greater than 3, it calls for full assessment; if a pain is 3 or less and is unacceptable to the patient, then that pain is also assessed. 

Dr. Berkowitz: 
That was another thing that was passing through my mind when Bill was talking: what level of pain is a concern to the patient? Every patient has a different threshold for pain or discomfort. I guess that’s a relevant question to ask. 

Ms. Johnson: 
Well it is, but we also have in our policy that for patients who identify as acceptable, pain that would score in the moderate to sever pain range, then those patients are to be educated about the risk associated with unrelieved chronic pain. 

Dr. Berkowitz: 
Excellent point.

Ms. Johnson: 
The other thing I would like to say briefly, if you don’t mind, is that we have worked closely with our informatics people to streamline our documentation across all settings in the Medical Center so that the dialog from setting to setting is as consistent as possible given that some of the settings have different requirements for pain assessment. But it also helps when the patient moves from primary care to an inpatient setting: the assessment that was done in the primary care setting translates as consistent with data that was collected and recorded in the inpatient setting. We will be at the upcoming VA Pain Management and EOL conference next week (March 5, 2003) with a poster presentation on our documentation system.

Dr. Berkowitz: 
I look forward to seeing you there. And I just want to pick up on one thing you said that I think is relevant to your comment about pain and also to some of the best practices for advanced directives. It goes along with what the Ethics Center has been promoting as moving from a concept of an ethics committee to an integrated ethics program. And that’s the recognition that we don’t work in silos as ethic leaders or ethic committee members; we probably don’t often think of information management people as ethics allies but they are. We have allies all around our facilities. I’ve found that if you bring your concerns to the appropriate people, they are more than happy to work with you and really can boost your efforts to solving some of your most difficult problems. We all have to think outside the ethics box and look around for ethics allies beyond ethics committees.  

Dr. Berkowitz: 
Another thorn are the issues around privacy and confidentiality. Barbara … 

Ms. Chanko: 
The ethical concerns regarding the facility’s respect for patients’ need for privacy focused primarily on auditory and visual privacy, but also included confidentiality and security (RI.1.3). Generally, the problems were in emergency rooms, admitting areas, intensive care units, and psychiatric units. In areas where treatment areas/bays are physically close together, conversations were audible through the curtains installed as a visual barrier. In intensive care units, concerns were raised about the video monitoring of patients without notification, both because monitors in the station can be observed by visitors, and because cameras in the ICU rooms were not accompanied by signage alerting patients and visitors that they were being monitored. In mental health units, numerous privacy issues were noted. Among the concerns noted, for example, were instances in which patients in seclusion and restraint areas were visible from the public hallway, or patients were not afforded visual privacy when using bathroom facilities, or the conversion of rooms that had apparently been used in the past for seclusion into common beds without removing the window blinds that could be controlled only from outside the room. 

There is, of course, the perennial problem of sign-in sheets at clinic desks, names on white board and outside patient rooms, where the name can be connected to a specific diagnosis, such as in an HIV clinic or a mental health unit.

Resolution of these concerns would appear to center on availability of adequate space, construction design that includes respect for auditory and visual privacy, confidentiality and security, notification about use of monitoring devices, and limits on the information displayed in public places.

I would like to stop here and ask that participants to offer advice on how they have managed Joint Commission related privacy issues in their own facilities.

Brian, Battle Creek, MI: 
We recently had an issue in some of our more public areas where we make the Internet available to patients for educational uses. It’s important to make sure that screens are not viewable from the general area. For example, if a woman was looking up a breast cancer issue and left a picture up that might be considered pornographic. We had to make some arrangements to be sure those computer screens were in a very private setting so that kids running around in the waiting areas aren’t being exposed to that.

Dr. Berkowitz: 
And I guess that would be a concern in the library area also.

Brian: 
As well as in our nursing home areas. 

Linda Rosewaren, Milwaukee, WI: 
Can a sign just be put up letting people know about it?

Dr. Berkowitz: 
An adequate notification about the use of monitors goes a long way to addressing such problems. Signs could be put in public places like the waiting room or the lobby if video monitoring is going on throughout the facility, or to tell people about more focused monitoring elsewhere, such as areas in the ICU or the Emergency Room.

I think a special, written consent is probably required if the intent of video monitoring is to make a permanent record or allow review later for quality assurance or educational purposes. 

Another solution brought to our attention, was to get patients’ permission to have their names outside the room, and to document that permission. There were some recommendations about patients’ names outside of rooms on wards that would indicate a patient’s diagnosis. If the patient said it was not ok to put his or her name outside the room, then the facility came up with another way to identify the patient. Getting the patient’s permission to use the name on the sign outside his or her room or by the bed satisfied the Joint Commission.

Mary, Iron Mountain, MI: 
We have a Sleep Lab and we have the person who is having the sleep test on video camera during the night. We do not produce the tape, but we were sited for privacy concerns at the mock survey we had last fall. Are you saying that we do not need a written consent if we are not producing videotape?

Dr. Berkowitz: 
So the purpose of the video monitoring is to assure the patient’s safety during the test? 

Mary: 
Yes, and to view the body’s position and that type of thing. I would not make a tape.

Dr. Berkowitz: 
Based on what you are telling me, I would think that adequate signs to notify the patient that videoing is part of the test and including that in the informed consent process for the test would satisfy all concerns.

Sylvia Dodd, Honolulu, HI: 
Would this include monitoring for security of your facility, for example? We have monitors throughout our facility.

Dr. Berkowitz: 
It absolutely does include that. And again that concern can generally be overcome with appropriate signage and notification that monitoring for security purposes is in progress.

James Baumann, White City, OR: 
How far are we expected to take this? For example, admissions—there have been rumors but there is nothing in the JACHO manual to date that indicates that admissions clerks should have offices, other than the reception desk. What’s your take on that?

Dr. Berkowitz: 
The clerk might be able to take patients into a common room that’s nearby to discuss whatever it is to provide an appropriate level of privacy. I don’t think it’s a question of whether the clerks have offices, but of assuring the appropriate level of privacy in all situations—as best as you can given your physical plant.

Dr. Berkowitz: 
An area that has been getting increasing scrutiny over the past year or two is the procuring and donation of organs or other tissues (RI.2). Facilities are required to have an agreement with their local organ procurement organization (OPO) and procedures in place for approaching families about donation, and to maintain written documentation indicating that the patient or family accepts or declines the opportunity for the patient to become an organ or tissue donor. 

The recommendations we reviewed revealed that facilities had not been referring patients and/or informing organ procurement organizations when there was a death or impending death for the 12-month period prior to the survey.

This standard is challenging, in conception and implementation, especially with unique legal restrictions on release of medical information in our system. 

I would like to stop here and ask participants to offer advice on how they have managed Joint Commission related organ donation and procurement issues in their own facilities.

Alene Gates, Des Moines, IA: 
We have done quite well—we report over 90% of deaths to the Iowa network. We are in two different physical facilities—one in Knoxville and one here in Des Moines—but we are under one administration, and we have made it a requirement for all deaths to be called in and we have the 1-800 number to our Iowa network on the electronic template for the death certificate and we also document it was called according to policy and policy name and number in there; and we have the option “NO” and list the four reasons not to call. 

We also have provisions to document patients’ willingness to donate in our admissions form for nursing and for long-term care unit as well as acute care. When patients come in they are asked if they are interested in organ or/and tissue donation and at that particular time we are getting the donation consent from the patient. In July 2002, state of Iowa passed the “first-person consent” law and we are now in the process of rewriting our policy to reflect that change—the next of kin does not need to give consent if the patient signed the appropriate paper work on admission.      

Dr. Berkowitz: 
Those are very positive steps and VA certainly supports our doing everything we can to obtain as many organs as we can for procurement. Just do be careful about the specific requirement to get consent from patients or surrogate before you release that information to the OPO. Can you tell us what the four criteria for not calling are?

Ms. Gates: 
If you have ever been tested for HIV, if you have sickle cell anemia, or a history of alcohol or drug abuse. We do not call those in unless the patient signed a specific consent form signed for that release of medical information. That’s according to the VHA Directive –2000-003 on organ and tissue donation.

Dr. Berkowitz: 
Again, those relate to the legal protections for special categories of information; the prohibition about releasing that information even to the OPO without specific consent. I do think I recall that there was a legislative proposal to change that requirement and to include OPO in the places that we can call without specific consent even for those protected groups. I am not sure if anyone on the call is aware of whether that legislation went through, but I did see it on the docket for the last congressional session. I haven’t heard about it so my suspicion is that it has not gone through.

Lynne Rustad, Cleveland, OH: 
This has been a problem for a lot of centers because they weren’t allowed to report without permission, but I thought that there was some language that they need and that would go into the new policy. We have been doing routine reporting in part because we have very few organ donors. We are more likely to have tissue and we simply re-wrote our policy and have been doing routine reporting and have been doing very well at it. We also have electronic documentation in CPRS for the calls. My sense is that there is a work around in the VA policy, but I can’t remember what it is called. Private institutions have required this for a long time.

Dr. Berkowitz: 
Any word from the transplant service? I am not aware of any changes that have come into place. 

Brenda Salvas, VACO: 
The legislative proposal is still going through the process.

Dr. Berkowitz: 
Okay; as soon as it goes thru those changes, you will let us know and we’ll all get the word out as fast as we can. To summarize the organ procurements portion to callers I’d like to say that we should all make sure we are doing whatever we can within allowable VA regulation and within our system to assure that all the organs we can procure are procured to respect our patients’ right to donate if they would like to.

Dr. Berkowitz: 
Barbara, what about the organization ethics standard? 

Ms. Chanko: 
The emphasis here is quite clear. The organization needs to protect the integrity of its clinical decisions. Demonstrating performance in this area is increasingly difficult in times of limited resources. However, the ethical imperative here is quite clear and it is scrutinized by JCAHO in the RI and leadership standards. 

Dr. Berkowitz: 
Unfortunately we've run out of time for this part of the discussion on this call. I would just like to reiterate that our comments were based on our experience, opinion, and review of JCAHO literature. We are not the JCAHO, and often the subtleties of a specific situation are beyond what we can appreciate on this call. If, you have questions that remain unanswered following this call, please explore them with your local resources and/or the JCAHO Standards Investigation Group. If confusion remains, ask your Quality Improvement staff to contact VHA’s Accreditation Liaison; or you can request an ethics consultation from our Center.

Also remember that today we only emphasized the RI standards, but there are others in Leadership, Human Resources, and Information Management, etc. that may have ethical ramifications.

We do make provisions to continue our discussions in an electronic format on our webboard, which can be accessed through the VHA National Center for Ethics in Health Care’s website. We also post a very detailed summary of each ethics teleconference call. So please visit our website to review or continue today’s discussion. I will be sending out a follow-up e-mail for this call that will include the links to all the appropriate websites for the call summary, the webboard discussion, EES, and Joint Commission. Our e-mail address is vhaethics@hq.med.va.gov. 

FROM THE FIELD

One of the goals of the series is to facilitate networking among ethics-related VA staff and to facilitate communication between the field and the Ethics Center. We try to reserve the last few minutes of each call for our “From the Field” section and this is your opportunity to speak up and let us know what's on your mind, ask quick questions, make suggestions or bring problems to our attention about things that aren't the main topic of the call. Again we can't handle specific consultation requisitions but we do like to reserve this time to see what's on your mind. Anyone have anything for “From the Field”?

Dr. Berkowitz: 
I would like to thank everyone who has worked hard on the conception, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially Barbara Chanko for today's presentation and other members of the NCE and EES staff who support these calls.

(
NEXT CALL:   Will be on Wednesday, March 26, 2003 from 1:00 to 2:00 Eastern Time. The topic will be strategies to make advance health care planning more effective. Please look to the website and to your Outlook email for details and announcements.

(
I will be sending out a follow-up e-mail for this call with the e-mail addresses and links that you can use to access the NCEHC, the summary of this call and the electronic webboard discussion, the instructions for obtaining CME credits, and the references that I mentioned. 

(
Please let us know if you or someone you know should be receiving the announcements for these calls and did not. 

(
Please let us know if you have suggestions for topics for future calls.
(
Again, our e-mail address is: vhaethics@hq.med.va.gov.

(
Thank you and have a great day!

For more information, you can visit the following websites: 

1)
Joint Commission on Accreditation of Healthcare Organizations

http://www.jcaho.org

2)
VHA Office of Quality and Performance JCAHO Accreditation http://vaww.oqp.med.va.gov/oqp_services/accreditation/accreditation.asp
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